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JOINT STANDING COMMITTEE ON HEALTH 

COVERAGE, INSURANCE AND FINANCIAL SERVICES 

 

Interim Committee Meeting Agenda 

August 27, 2026 

10:00 am   

10:00 am    Welcome and Committee members and staff introductions  

Committee Chairs, Sen. Donna Bailey and Rep. Kristi Mathieson 

10:00 am     Confirmation Hearing: Appointment to the Advisory Council on 

Affordable Health Care  

• Dr. Patrick Connolly of Falmouth  

10:15 am     Overview of State authority and DHHS programs to address maternal 

health services in the State  

Department of Health and Human Services  

 

11:00 am     Briefing on status of labor and delivery units in Maine hospitals, 

including recent closures and anticipated closures   

• Maine Health  

• Northern Light Health  

 

12:00 pm  Break  

 

1:00 pm  Overview of background materials  

• Maine requirements for licensing of health professionals as it 

relates to maternal health services  

• Reports relating to access to maternal health services and 

availability of maternal health workforce in other states 

 

1:30 pm  Public Comment   

• Comment from interested parties and members of public  

• Approx. 3 minutes each 

2:45 pm  Committee Discussion  

 

3:00 pm Adjourn 

 
Times are approximate and may be adjusted as necessary by the committee chairs 
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STATE OF MAINE

_____

IN THE YEAR OF OUR LORD

TWO THOUSAND TWENTY-SIX

_____
H.P. 1470 - L.D. 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

Emergency preamble.  Whereas, acts and resolves of the Legislature do not 
become effective until 90 days after adjournment unless enacted as emergencies; and

Whereas, the notification required by this legislation is needed as soon as possible to 
give affected residents adequate time to prepare for closures of labor and delivery units and 
make other plans; and

Whereas, in the judgment of the Legislature, these facts create an emergency within 
the meaning of the Constitution of Maine and require the following legislation as 
immediately necessary for the preservation of the public peace, health and safety; now, 
therefore,
Be it enacted by the People of the State of Maine as follows:

Sec. 1.  22 MRSA §1822-B is enacted to read:
§1822-B.  Notice of termination of or change in maternity or newborn care services

1.  Termination of maternity or newborn care services.  A hospital shall file with 
the department at least 120 days prior to the effective date of the termination of maternity 
or newborn care services a notice setting forth the following information: 

A.  The effective date of the proposed termination and the reason for the termination; 
B.  The name, title, e-mail address and phone number for a contact person at the 
hospital; 
C.  The hospital's plan for emergency care, including the development and review of 
policy and procedure for maternity emergencies and training for emergency department 
and family practice staff on emergency obstetric care; 
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D.  A list and descriptions of notifications sent to surrounding hospitals within 50 miles 
and Level II, Level III and Level IV newborn nursery units, to any local emergency 
management, fire and law enforcement services and to any registered patients that are 
affected by the termination; and 
E.  A description of how the hospital provided public notification of the termination. 
2.  Change in level of care of maternity or newborn care services.  A hospital shall 

file with the department at least 120 days prior to the effective date of a change in the level 
of care of maternity or newborn care services a notice setting forth the following 
information: 

A.  The effective date of the proposed change in the level of care and the reason for the 
change; 
B.  The name, title, e-mail address and phone number for a contact person at the 
hospital; 
C.  A list and descriptions of notifications sent to surrounding hospitals within 50 miles 
and Level II, Level III and Level IV newborn nursery units, to any local emergency 
management, fire and law enforcement services and to any registered patients that are 
affected by the change; and 
D.  A description of how the hospital provided public notification of the change.

Emergency clause.  In view of the emergency cited in the preamble, this legislation 
takes effect when approved.
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MEMORANDUM 

 

To: Joint Standing Committee on Health Coverage, Insurance and Financial Services  

From: Bill Montejo, Director, DHHS Division of Licensing and Certification (DLC) 

Date: August 27, 2026 

Re: State Authority to Manage Access to Labor & Delivery Care  

 

 
 

1. Certificate of Need (CON) Authority: 

The Department currently has limited existing authority within the Certificate of Need statutes 

(22 MRS, Chapter 103-A) to review and approve new healthcare services or conduct a review for 

compliance with a Certificate of Need within 3 years of the date of issuance: 

 

The Department does not have the authority to deny the closure of a service through a Certificate 

of Need.  

 

Excerpt of Statutory Authority within Title 22:  

• §329 Certificate of need required: 
A person may not enter into any commitment for financing a project that 

requires a certificate of need or incur an expenditure for the project without having 
sought and received a certificate of need, except that this prohibition does not apply 
to obligations for financing conditioned upon the receipt of a certificate of need or to 
obligations for predevelopment activities.    

A certificate of need from the department is required for:   
4.  New health service.  The offering or development of any new health 
service; 
  

2. Licensure Authority: 

The Department currently has limited existing authority in Title 22, Chapter 405 to license 

hospitals and adopt rules for licensure. 

 

Excerpt of Statutory Authority within Title 22:  

• §1813. Licenses for new and existing hospitals 
A person, partnership, association or corporation or any state, county or local 

governmental unit may not continue to operate an existing hospital, sanatorium, 
convalescent home, rest home, nursing home or ambulatory surgical facility or open 
a hospital, sanatorium, convalescent home, rest home, nursing home or ambulatory 
surgical facility unless the operation is approved and regularly licensed by the State.  
 
 



 

 

• §1817. Issuance of licenses 
The department is authorized to issue licenses to operate hospitals, 

sanatoriums, convalescent homes, rest homes, nursing homes, ambulatory surgical 
facilities and other related institutions that, after inspection, are found to comply 
with this chapter and any rules adopted by the department. An initial license may be 
issued for up to 12 months. A license may be renewed for up to 24 months. The fee 
for this temporary or conditional license is $15 and is payable at the time of issuance 
of the license regardless of the term. When an institution, upon inspection by the 
department, is found not to meet all requirements of this chapter or department 
rules, the department is authorized to issue either:  

1.  Temporary license.  A temporary license for a specified period not to 
exceed 90 days, during which time corrections specified by the department 
must be made by the institution for compliance with this chapter and 
departmental rules, if in the judgment of the commissioner the best interests 
of the public will be so served; or   
2.  Conditional license.  A conditional license setting forth conditions that 
must be met by the institution to the satisfaction of the department.   

 
• §1822. Notice of voluntary closure of hospital, sanatorium, convalescent home, 

rest home, nursing home or similar institution 
Any person, including county or local government units, who is conducting, 

managing or operating any hospital, sanatorium, convalescent home, rest home, 
nursing home or institution within the meaning of this chapter and who is properly 
licensed therefor in accordance with this chapter shall give at least 30 days' advance 
notice of the voluntary closing of such facility to the patients therein and to those 
persons, governmental units or institutions who are primarily responsible for the 
welfare of those patients who are being cared for by said hospital, sanatorium, 
convalescent home, rest home, nursing home or institution so that adequate 
preparation may be made for the orderly transfer of said patients to another 
qualified facility. 
 

• Newly enacted §1822-B, pursuant to LD 2189/Public Law 2025 Ch. 606, An Act to 

Require Prior Notification of Closures of Labor and Delivery Units and Changes in 

Maternity or Newborn Care Services by Hospitals. This was adopted and requires a 

hospital to provide notice and meet certain criteria but does not include any change in the 

State’s authority to delay, deny, or manage that closure 

 

§1822-B.  Notice of termination of or change in maternity or newborn care 
services 

1.  Termination of maternity or newborn care services.  A hospital shall file 
with the department at least 120 days prior to the effective date of the termination 
of maternity or newborn care services a notice setting forth the following 
information:  

A.  The effective date of the proposed termination and the reason for the 
termination;  



 

 

B.  The name, title, e-mail address and phone number for a contact person at the 
hospital;  
C.  The hospital's plan for emergency care, including the development and 
review of policy and procedure for maternity emergencies and training for 
emergency department and family practice staff on emergency obstetric care;  
D.  A list and descriptions of notifications sent to surrounding hospitals within 
50 miles and Level II, Level III and Level IV newborn nursery units, to any local 
emergency management, fire and law enforcement services and to any 
registered patients that are affected by the termination; and  
E.  A description of how the hospital provided public notification of the 
termination.  
2.  Change in level of care of maternity or newborn care services.  A hospital 

shall file with the department at least 120 days prior to the effective date of a 
change in the level of care of maternity or newborn care services a notice setting 
forth the following information:  

A.  The effective date of the proposed change in the level of care and the reason 
for the change;  
B.  The name, title, e-mail address and phone number for a contact person at the 
hospital;  
C.  A list and descriptions of notifications sent to surrounding hospitals within 50 
miles and Level II, Level III and Level IV newborn nursery units, to any local 
emergency management, fire and law enforcement services and to any 
registered patients that are affected by the change; and  
D.  A description of how the hospital provided public notification of the change. 
   

3. Authority in Promulgated Rule (10-144 CMR Ch. 112): 

The Division of Licensing does not have the authority to prohibit a hospital from terminating a 

health service or changing how it uses its licensed inpatient beds. Hospitals provide a breakdown 

of their allocation of inpatient beds but the current authority for the licensure process is limited to 

total licensed (inpatient) beds.   

 

Excerpt of Requirements and Authority in 10-144 CMR, Ch. 112 

Section 2.  Licensing and Enforcement:  

2.9 Specifications of a license.  The license must specify the following:  

 2.9.1 the name of the facility,  

2.9.2 the name of the Chief Executive Officer or Administrator,  

2.9.3 the location of the building(s),  

2.9.4 the maximum allowable number of licensed beds,  

2.9.5 any state licensing waivers that have been granted,  

2.9.6 the effective date and term of the license, 

2.9.7 the identification of each level of care, and 

2.9.8 the identification of outpatient services. 

 

2.11 Changes in licensing information. No change in licensed capacity may be 

implemented, and no new construction, additions or alterations shall commence without 

the applicant having plans approved by the department. This does not apply to minor 



 

 

alterations which do not effect the primary functional operation or the number of beds, or 

to routine maintenance and repairs. Changes in Chief Executive Officer or Administrator 

must be reported to the department within ten (10) working days. A new license shall be 

issued following notification to the department.  

 

2.12.2 Refusal to issue a license.  The department may refuse to issue a license to the 

applicant if it finds misrepresentation, materially incorrect or insufficient information on 

the application, or if the premises do not meet the requirements for issuing a license.   

 

2.12.3 Amending, modifying, or refusing to renew a license.  The department may 

amend, modify or refuse to renew a license in conformity with the Maine Administrative 

Procedure Act.   

 

2.12.4 Grounds for suspension or revocation. The department may file a complaint 

with the District Court requesting suspension or revocation of any license based on any of 

the following grounds:  

2.12.4.1 violation of these rules and applicable laws;  

2.12.4.2 permitting, aiding or abetting the commission of any illegal act in 

the facility; or,  

2.12.4.3 conduct or practices detrimental to the welfare of a patient. 

 



Supporting Perinatal Care in 
Maine

Presentation by Maine Department of Health and 
Human Services to the Health Coverage, Insurance, 
and Financial Services Committee

August 2026



Agenda

• State Authority to Manage Access to Care, Director Bill Montejo, DHHS Division 
of Licensing and Certification

• Supporting Perinatal System of Care, Dr. Amy Belisle, DHHS Child Health Officer

• Pathway for a stronger Perinatal System of Care

• Transforming Maternal Health

• Rural Health Transformation Program

Perinatal: the period around birth, including prenatal, labor & delivery, and 
postpartum care up to one year after birth
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State Authority to Manage Access to Care

DHHS Division of Licensing and Certification

• Certificate of Need

• Statutory Authority related to Licensure

• LD 2189/Public Law 2025, Ch. 606; minimum notification 

requirements

• State Rules related to Licensure



1. Develop a Shared Vision, Goals and Strategies

2. Complete Foundational Work

3. Use Data and Evaluation to Inform Work

4. Align State and Federal Work

5. Institute Policies and Programs to Improve Access and Health 
Outcomes

Creating a Pathway for a 
Stronger Perinatal System of Care (PSOC) in Maine



1. Develop a Shared Vision & Goals

Increase overall access to high-

quality services focused on 

whole-person care for pregnant 

people across the state

Achieve the best possible 

maternal health and birth 

outcomes in all areas of the 

state, and across all populations

Ensure all mothers, pregnant 

people, and infants receive the 

right care in the right place at the 

right time

Shared vision 

and goals around 

Perinatal Health



2. Complete Foundational Work 
Levels of Care Work

• Level of Care Map (2022), Last update 

September 2025

• Level of Care Guidance (2022), Last update 

September 2025​

• Hospital Notification of Changes in Level 

of Care, February 2022; LD 2189, July 2026

• Workgroups convened in 2019-22 to create:

• Level of Care framework

• Maternal and fetal transport data collection 

• Preterm labor risk assessment algorithm

Maternal and Child Health | Maine Center for Disease Control & Prevention

https://www.maine.gov/dhhs/mecdc/healthy-living/maternal-and-child-health


3. Use Data and Evaluation to Inform Strategic 
Planning

• PQC4ME – Understanding and Addressing the Drivers of Infant Mortality in Maine2020

2023

2024

2022

2025

• Permanent Commission on Racial, Indigenous, and Maine Tribal Populations – Report: Racial 

Disparities in Prenatal Access in Maine

• MECDC – Early Childhood Comprehensive Systems Needs Assessment​

• MECDC – MFIMR Review Panel Report​​​ (Annual)

• MECDC – MCH 5-Year Needs Assessment

• Maine Doula Coalition- Doula Workforce Assessment

• Roux Institute/RMOMS – Needs Assessment of the 

Obstetric Workforce in Maine's Rural Hospitals, Part 1

• MECDC – Perinatal Mental Health in Maine

• Roux Institute/RMOMS – Needs Assessment of the 

Obstetric Workforce in Maine's Rural Hospitals, Part 2

• PCQ4ME – Building Maine's Perinatal System of Care: A Roadmap for the Future

• MECDC – Maternal Health Data Dashboard established online

• Market Decisions Research/MECDC– Perinatal Health Disparities Needs Assessment

Reports - PQC4ME

https://pqc4me.org/reports/
https://pqc4me.org/reports/
https://pqc4me.org/reports/


(Foundational Funding)

(Additional Federal 

Funding)

MaineMOM (OMS) TMaH (OMS)
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Department of Health and Human Services
Office of Behavioral Health

Dept. of Education/ Early Intervention for ME

Dept. of Public Safety/ EMS for Children Program

Maine CDC - MCH Title V Block Grant, MIECHV, WIC, Public Health Nursing

Office of Children and Family Services

Office of MaineCare Services

Office of Family Independence and OHIM

4. Align State and Federal Grants Work



5. Institute Policies and Programs to Improve Access and 
Perinatal Health Outcomes: 

Children’s Cabinet Strategies

Continue strengthening the Perinatal System of Care infrastructure (three months 

preconception to one-year post-partum) including family leadership, parental engagement, 

and community representation. 

Access:  Maintain access to high-quality perinatal care in Maine by expanding post-

partum coverage to 12 months for pregnant people, building linkages between early 

intervention and medical systems to better serve diverse and underserved populations, 

and improving the connection to perinatal consultation by expanding the obstetric 

telehealth network to all birthing hospitals. 

Workforce:  Support perinatal health by assessing the current capacity of the perinatal 

workforce in Maine, improving perinatal training and education opportunities for 

students and current providers, and exploring the use of community healthcare workers to 

support maternal and child health. 

Quality:  Ensure access to high-quality perinatal care, including behavioral health, for all 

pregnant women, pregnant people, and infants in Maine at the appropriate Level of 

Care (LOC) by improving data collection and case reviews to inform quality 

improvement and policy and encouraging all birth hospitals to participate in the Perinatal 

Quality Collaborative for Maine and implement perinatal patient safety bundles.

2025 Annual Report – Maine Children’s Cabinet 

(p.17-22 details Perinatal work)

https://www.maine.gov/future/sites/maine.gov.future/files/2026-04/GOPIF_CC_2026.pdf
https://www.maine.gov/future/sites/maine.gov.future/files/2026-04/GOPIF_CC_2026.pdf
https://www.maine.gov/future/sites/maine.gov.future/files/2026-04/GOPIF_CC_2026.pdf


OMS Maternity Coverage expanded through 12-months postpartum 

OMS Dental coverage expanded to adults, including pregnant people

MaineCare Rate Reform enacted

2022

OMS Coverage expanded to youth under 21 with incomes up to 300% of the Federal Poverty Level

MaineMOM coverage formally adopted by MaineCare

2021 MaineCare (OMS) Maternal Opioid Misuse model launched in Maine, known as MaineMOM

2025

Maine Paid Family Medical Leave (PMFL) Law Passed in 2023. PFML 

contributions started 2025; Benefit started 2026

2023

MaineCare working with state leadership on the Rural Health 

Transformation Program (RHTP)
2026

MaineCare awarded participation in the Transforming Maternal Health (TMaH) Model

5. Institute Policies and Programs to Improve Access and 
Perinatal Health Outcomes: 



Maine’s Maternal and Child Health Data Dashboard

https://www.maine.gov/dhhs/mecdc/data-

reports/maternal-and-child-health/maternal-child-health-

data-dashboard

In 2024, Maine’s infant mortality rate reached its lowest point 
since 2002, at 4.5 deaths per 1,000 live births



The Transforming Maternal Health (TMaH) Model

• Designed to improve maternal health care for women enrolled in Medicaid 

(MaineCare) and the Children’s Health Insurance Program (CHIP)

• Led by the Office of MaineCare Services

o DHHS to receive up to $17 million in funding over 10 years.

o Invests in infrastructure, quality improvement, and whole-person 

care

o Expands MaineCare coverage for perinatal supports and services.

o Model Timeline: January 2025 – December 2034

o 3-year pre-implementation planning period

o 7-year implementation period
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13 Elements 

of Maine’s 

TMaH Model:

13

1. Increase access to certified midwifery workforce. 

2. Increase access to (licensed) birth centers.

3. Cover doula services. 

4. Improve data infrastructure.

5. Develop value-based maternity services payment model.

6. Support implementation of quality improvement initiatives.

7. Support CMS “Birthing Friendly” hospital designation.

8. Increase screening, risk assessments, referrals and follow-

ups for perinatal depression, anxiety, tobacco use, 

substance use disorder, and health related social needs.

9. Increase home monitoring of diabetes and hypertension.

1. Increase use of home visits, mobile clinics, or telehealth.

2. Cover perinatal community health worker services.

3. Expand group prenatal care utilization and coverage.

4. Create regional partnerships in rural areas.
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Creating regional partnerships in rural areas

Perinatal Rural Regional Planning TMaH Regional Rural Planning Groups have been created and work began 

June 25, 2026. Awardees are:

Rural Regional Planning Groups will: 

- Develop regional inventories of perinatal services

- Identify region-specific strengths, opportunities, and aspirations

- Provide mapping of a regional continuum of maternity and perinatal care

- Identify overarching goals to improve maternity and perinatal services within 

the region

District 1: 

York County 

Community Action 

District 3: 

MaineHealth: 

Stephens 

Memorial and 

Franklin 

Hospitals

District 4: 

MaineHealth: 

Lincoln, Waldo, 

Pen Bay, and Mid 

Coast Hospitals

District 5: 

Maine Medical 

Association, 

Center for Quality 

Improvement

District 6: 

Northern Light 

Health 

District 7: 

Healthy Acadia

District 8: 

Cary Medical 

Center

Tribal District:

Wabanaki Public 

Health and 

Wellness
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TMaH Activities: January 2025 – August 2026

Increase Access to 

(Licensed) Birth 

Centers

• Funding the Perinatal Transitions Program, a quality improvement 

program focused on coordinating hospital, EMS, and community birth 

provider trainings to more effectively and safely transfer community 

(out-of-hospital) patients to hospitals, when needed. 

Cover Doula 

Services Under 

MaineCare

• Doula services will be covered under MaineCare by 2028:

✓ Two doula consultants hired in 2025

✓ A multi-disciplinary MaineCare Doula Council created in 2025

✓ Rate determination process for doula services has advanced

Implement Value-

based Maternity 

Services Payment 

Model 

• Funding the FQHC Maternity Services Learning Collaborative to 

support planning for additional maternal health efforts or services in 

FQHCs across the state.

• Providing Maine-based input to CMS as they develop a maternity 

services payment model and provider infrastructure support plans.
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TMaH Activities: January 2025 – August 2026

Improve Data 

Infrastructure

• Health Information Exchange: actively exploring how HIN can 

be leveraged to support and strengthen TMaH efforts.

Increase home 

monitoring of 

gestational diabetes 

and hypertension

• Working with Rural Health Transformation Program to align 

efforts (and funding) to support creation of state-wide Remote 

Patient Monitoring program for gestational diabetes and perinatal 

hypertension.

Increase use of 

home visits, mobile 

clinics, or telehealth

• TMaH will assume funding for the Virtual Care Perinatal 

Behavioral Health Program (VCPBH) beginning in September 

2026. The VCPBH is a 100% virtual behavioral health program 

offering psychotherapy and psychiatric medication management 

to all pregnant and postpartum people in Maine, regardless of 

health system affiliation. 



Maine CDC Public Health Initiatives for Perinatal Systems of Care

Access

Cradle Me Referral Pathway to connect patients with services:

Public Health Nursing, Maine Families Home Visiting, WIC, MaineMom

Mobile Maternal Health Units (April 2026-June 2026):

14 Counties, 1 Tribal Nation, 33 events, 1,332 contacts

Mammha App (July 2025-June 2026)

136 Apps downloaded, 1134 interactions with a parent

Count the Kicks campaign (YTD 2026 usage)

356 Apps used, Educational materials sent to providers 2,073

Cribs for Kids National Safe Sleep hospital certification program (July 2025-June 2026)

138 Cribettes distributed, 6 participating hospitals



Maine CDC Public Health Initiatives for Perinatal Systems of Care

Workforce

Perinatal Nurse Outreach Educators: Provider education, resources and support

• One contract with Maine Health Maine Medical Center and one contract with Northern Light 

Eastern Maine Medical Center

• Provide training in perinatal emergencies including Basic Life Support in Obstetrics 

(BLSO), Advanced Life Support in Obstetrics (ALSO) classes, resource guides, post-

birth alert program, and education via YouTube channel 

• 54 Trainings, 708 Participants (YTD 2026 Education and usage)

• Perinatal Nurse Outreach Educators also provide resources and training to non-

birthing hospitals:

✓ Triage of Pregnant Patients in Emergency Department (without Obstetric 

Coverage), 

✓ EMS Protocols

✓ AIM Obstetric Readiness Resource Kit; ACOG Identifying and Managing 

Obstetric Emergencies in Nonobstetric Settings

✓ Maine Perinatal Nurse Outreach Educator OB Resource Guide for non-birthing 

hospitals 2025 

https://assets.mainehealth.io/s3fs-public/2024-11/MHBBCH%20ED%20Triage%20Algorithm.pdf
https://assets.mainehealth.io/s3fs-public/2024-11/MHBBCH%20ED%20Triage%20Algorithm.pdf
https://assets.mainehealth.io/s3fs-public/2024-11/MHBBCH%20ED%20Triage%20Algorithm.pdf
https://saferbirth.org/aim-obstetric-emergency-readiness-resource-kit/
https://saferbirth.org/aim-obstetric-emergency-readiness-resource-kit/
https://www.acog.org/programs/obstetric-emergencies-in-nonobstetric-settings?utm_source=vanity&utm_medium=web&utm_campaign=programs
https://www.acog.org/programs/obstetric-emergencies-in-nonobstetric-settings?utm_source=vanity&utm_medium=web&utm_campaign=programs
https://assets.mainehealth.io/s3fs-public/2025-07/Care%20of%20the%20OB%20Patient%20in%20the%20ED%20of%20a%20Non-birthing%20Facility-%202025.pdf
https://assets.mainehealth.io/s3fs-public/2025-07/Care%20of%20the%20OB%20Patient%20in%20the%20ED%20of%20a%20Non-birthing%20Facility-%202025.pdf
https://assets.mainehealth.io/s3fs-public/2025-07/Care%20of%20the%20OB%20Patient%20in%20the%20ED%20of%20a%20Non-birthing%20Facility-%202025.pdf
https://assets.mainehealth.io/s3fs-public/2025-07/Care%20of%20the%20OB%20Patient%20in%20the%20ED%20of%20a%20Non-birthing%20Facility-%202025.pdf
https://assets.mainehealth.io/s3fs-public/2025-07/Care%20of%20the%20OB%20Patient%20in%20the%20ED%20of%20a%20Non-birthing%20Facility-%202025.pdf


Maine CDC Public Health Initiatives for Perinatal Systems of Care

Data

Maternal, Fetal, Infant Mortality Review Panel (MFIMR) (Calendar year 2025)

• Reviewed 34 cases: 13 Maternal, 4 Fetal, and 17 infant deaths

• 119 recommendations 

• Four priority areas: Mental Health, Substance Use, Family Separation, and Social 

Determinants of Health

• Maine’s Maternal, Fetal, and Infant Mortality Review Panel (MFIMR) 2025 Annual 

Report for 1/1/2025 to 12/31/2025 

Quality

AIM Bundle Partnership with the Perinatal Quality Collaborative for ME 

(PQC4ME):

Perinatal Mental Health Conditions AIM Bundle Spring 2026

• 11 Birthing Hospitals

• 7 Outpatient Practices 

• 3 Participating Community Partner sites

• Stipend formula created to encourage community collaboration – Funded by 

Maine CDC State Maternal Health Innovation(SMHI) Grant

https://legislature.maine.gov/doc/12581
https://legislature.maine.gov/doc/12581
https://legislature.maine.gov/doc/12581


Acknowledgement of RHTP 

Funding

This program is supported by the Centers for Medicare & Medicaid 

Services (CMS) of the U.S. Department of Health and Human 

Services (HHS) as part of a financial assistance award totaling 

$190,008,051 with 100 percent funded by CMS/HHS.  The contents 

are those of the author(s) and do not necessarily represent the 

official views of, nor an endorsement, by CMS/HHS, or the U.S. 

Government.
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Maine RHTP Activities: Funding Potentially Available to Support 
Maternity/Perinatal Care (noted in italics)

21

1.   Population Health: Promoting timely access to high-quality care – funding for…

• Increasing/expanding mobile health options

• Community Health Worker (CHW) programs

• Community Paramedicine programs

• Evidence-Based Programs to improve population health

2. Workforce: Strengthening Maine’s rural health workforce – funding for…

• Educational incentives; recruitment/retention of staff to rural communities (NOTE: 5yr svc commitment)

• Rural provider education programs (MERGE/CHET, OB fellowship for Family Medicine physicians)

• Expanding mobile simulation labs (e.g. OB adult & infant simulators)

3. Technology Innovation: Modernizing rural care delivery – funding for…

• EMR upgrades, innovations, replacements

• Telehealth programs – e.g. perinatal specialist telehealth consultation, Mammha app

4. Access: Bridging healthcare affordability gap for rural Mainers

5. Sustainable rural health ecosystems: Supporting financial stability of rural providers – funding for…

• Regional rural health planning 



Thank you!
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If you have questions, please contact:

Olivia Demosthenes

Director of Government Relations

Department of Health and Human Services

Olivia.Demosthenes@maine.gov
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Labor and Delivery Comments from Northern Light Health 

August 27, 2026 

Senator Bailey, Representative Mathieson and members of the Health Coverage, 

Insurance and Financial Services Committee my name is Lisa Harvey­

McPherson RN, I am here today at your request providing information on 

Northern Light Health Labor and Delivery Care. 

Thank you for the opportunity to share information about our services. There are 

no plans for a reduction or closure of labor and delivery units at Northern Light 

Health. During testimony I provided to this committee earlier this year, I shared 

information that Northern Light Inland Hospital closed a birthing unit in 2025 

followed by closure of the hospital. Loss of birthing providers led to the closure 

announcement, more complex challenges closed the hospital. 

Today I am pleased to share that for certain regions, like Bangor and Portland, we 

are developing plans to grow our services to accommodate population demand 

for care. 

Five Northern Light Health hospitals provide dedicated labor and delivery 

inpatient care 

• Northern Light Eastern Maine Medical Center 

• Northern Light AR Gould Hospital 

• Northern Light Mayo Hospital 

• Northern Light Maine Coast Hospital 

• Northern Light Mercy Hospital 

Our hospitals provide a comprehensive range of birthing and maternity care 

services including prenatal care, labor and delivery care, and post-partum care. 

Births at each hospital are supported by a labor and delivery clinical team, 24/7 

surgical unit care, anesthesia, pediatrics and emergency transport. The 

neonatal intensive care unit at Northern Light Eastern Maine Medical Center is a 

Level Ill nursery serving central, northern, and eastern Maine. NICU babies 
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range from 23 weeks gestation premature infants to term infants requiring 
intensive care. For critical newborns in outlying hospitals, we provide 24- hour 
neonatal transport service. Our specialty trained team of clinicians travel to the 
regional hospital to stabilize the baby and transport the baby back to Bangor for 
NICU level care. 

Northern Light Eastern Maine Medical Center provides extensive maternal and 
neonatal education and outreach to rural hospitals, EMS professionals, and 
other clinicians across the region. From July 2023 through June 2026, this 
outreach reached 1,738 participants and provided approximately 8,538 
continuing education and training hours. Education focuses on maintaining 
readiness for high-risk, low-volume maternal and neonatal emergencies and has 
included Neonatal Resuscitation (NRP), Basic Life Support in Obstetrics (BLSO), 
STABLE, advanced fetal monitoring, maternal transport case reviews, 
OB/neonatal skills workshops, neonatal emergency care, and maternal and 
obstetric emergency management for EMS and emergency department 
clinicians. Training has been interdisciplinary, reaching RNs, providers, EMS 
personnel, and other healthcare professionals in rural and community hospitals 
and training sites throughout the region. 

Participating locations include Waldo County General Hospital, Northern Light 
Maine Coast Hospital, Northern Light Mayo Hospital, Calais Community 
Hospital, Millinocket Regional Hospital, Redington-Fairview Hospital, Houlton 
Regional Hospital, and Cary Medical Center, among others. This regional 
outreach helps ensure that clinicians in rural settings have access to specialized 
perinatal education, skills training, and ongoing professional development to 
maintain competency and preparedness for obstetric and neonatal emergencies 
and to support safe maternal and newborn care across Maine. 

Here is a brief summary of data on babies born at each Northern Light Health 
birthing hospital over the past 5 years. 

Green indicates number of births after a regional birthing unit closure 

Hospital # of Labor 2023 2024 2025 

Delivery Beds 

EMMC 7 Labor & 2 Triage 1564 1472 1670 
AR Gould 4 174 194 201 
Mayo 6 104 112 142 
Maine 6 203 277 319 
Coast 

Mercy 10 673 719 715 
(can flex to 17) 

2026 

Projected 

1613 
240 
168 
314 

755 



In 2023 the Journal of the American Medical Association Health Forum 
published an original investigation" Obstetric Volume and Severe Maternal 
Morbidity Among Low-Risk and Higher-Risk Patients Giving Birth at Rural and 
Urban US Hospitals." (ATTACHED) The investigation found that in this cross­
sectional study of births in US rural and urban counties, risk of severe maternal 
mortality was elevated for low-risk and higher-risk obstetric patients who gave 
birth in lower-volume hospitals in rural counties, compared with similar patients 
who gave birth at rural hospitals with greater than 460 annual births. The authors 
concluded that the findings imply a need for tailored quality improvement 
strategies for lower volume hospitals in rural communities. 

At Northern Light Health, we have implemented quality improvement strategies 
at our rural hospitals including 

• Ongoing education, validation and simulation training for providers and 
staff 

• Education and competency training for stabilization and care of at-risk 
newborns prior to transport or higher-level care 

• Advanced life support obstetrics training 
• Participation in quality collaboratives to benchmark data and support 

evidenced based practices and quality improvement 
• Quality regulatory reporting programs to monitor perinatal quality and 

outcome measures 
• Maternal Safety Bundle Requirements including clinical policies, 

discharge education, emergency drills and education 
• Clinical case reviews, team debriefs and ongoihg performance 

improvement activities 
These practices support safe delivery care at our hospitals. 

Rural obstetric patients often present with higher rates of medical and social 
comorbidities, including diabetes, substance use disorders, and tobacco use, 
increasing the complexity of care. This creates a paradox in which rural birthing 
centers manage higher-acuity patients with fewer available resources. Today, 
many rural birthing centers remain operational only through a patchwork of 
physician coverage arrangements, nursing staffing models, travel clinicians, and 
locum tenens providers which drive costs higher and strain long-term 
sustainability. 

A primary challenge in sustaining safe delivery care in low volume rural hospitals 
is the availability of OB/GYN physicians and their ability to sustain clinician 
competency with a limited number of deliveries. Birthing care is staffed by a 



team of clinicians including physicians, mid-level providers, obstetrical nurses 
and nurse midwives with OB/GYN physician clinical leadership. 

According to SimplyHired, a leading job search and recruitment platform, there 
are estimated 3,000 to 5,000 OB/GYN physician vacancies nationwide. This 
reflects the persistent national shortage of OB/c;3YN providers and intense 
competition for candidates, particularly in rural and underserved communities. 
As a result, rural hospitals face significant coverage gaps and escalating 
compensation costs. Similar workforce challen�es exist for certified nurse 
midwives and labor and delivery (L&D) nurses, where recruitment and retention 
are nearly as difficult in rural regions of Maine. 

As noted, low annual birth volumes in rural hospitals further complicate staffing 
efforts, as providers often worry about maintaining clinical competency and 
procedural skills. Consequently, candidates may decline positions or leave rural 
practices because of the perceived professional risk. We are currently 
recruiting for the following birthing professionals - 5 OB/GYN physicians, one 
nurse practitioner and one certified nurse midwife. The OB/GYN physician 
position at Northern Light AR Gould Hospital has been open for 5 years 
demonstrating the significant challenge of hiring in rural Maine. It also 
exemplifies the burden on the existing OB/GYN physicians as the two physicians 
on staff take call every other night for extended periods supplemented by 
financially unsustainable locums' coverage. 

Northern Light Health hospitals, like all hospitals in Maine, are not-for-profit 
mission focused organizations. Our services respond to the needs of the 
population and the closure of birthing units in Maine reflects the demographics 
of Maine's population. The 2025 report on Maine's Population Outlook 
published by the Office of the State Economist documents that Maine's birth 
rate, per 1000 population has been below the national birth rate for many years. 

The report also documents that the combination of increasing deaths and 
decreasing births has led to natural population decline, meaning the state has 
had more deaths than births in recent years. This dynamic has disproportionate 
impact in rural regions of Maine that have the oldest population density. 



Hirth Ratl' (p1..·r 1.000) in �bin1.· and tlw I :.s. 

1:-.11 

1h11 

) I II 

111 .. 

a 
!·• fl ■ ••••••• -----....... -•■ ...i■-■-■-,■-•---•-■--

-,..-41■-■-,ua..,,-

t 1i 

Figure 4. Birth rotes in Moine and the U.S. 

-a-t ...._ \!,Ulll' 

Source: Moine CDC, Vito/ Statistics and Population Est,motcs Program 

There is no one solution or easy fix to address access to birthing care in rural 
areas of Maine. Data demonstrates that severe maternal mortality increases 
when the volume of deliveries are tow. Advancing solutions such as opening 
more hospital birthing units in rural Maine will jeopardize the safety of moms and 
babies. Regulations to mandate birthing unit continuation in rural regions with a 
low volume of births and a sustained lack of staffing is not a viable pathway 
forward. Birthing teams of professionals including OB/GYN physi�ians, specialty 
trained family practice physicians and nurse midwives will still have maternal 
mortality risks in the care they provide due to a low volume of births. Identifying 
a pathway forward needs to involve many stakeholders - hospitals, clinicians, 
EMS providers, state government, legislators, patient advocates and payers, 
including Mainecare. Each has a role and responsibility for safe birthing care in 

Maine. Maine also has a unique opportunity over the next few years to prioritize 
Rural Health Transformation Project funding to invest in stakeholder 
recommendations addressing rural birthing care. 

Thank you for the opportunity to provide comments today, I welcome any 
questions that you have. 
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Original Investigation 

Obstetric Volume and Severe Maternal Morbidity Among Low-Risk 
and Higher-Risk Patients Giving Birth at Rural and Urban US Hospitals 

Katy Backes l<ozhimannil, PhD, MPA: Stephanie A. Leonard, PhD, MS: Sara C. Handley, MD, MSCE: Molly Passarella, MS; Elliott I<. Main, MD; 

Scott A. Lorch, MD, MSCE: Ciaran 5. Phibbs, PhD 

Abstract 

IMPORTANCE Identifying hospital factors associated with severe maternal morbidity (SMM) is 

essential to clinical and policy efforts. 

OBJECTIVE To assess associations between obstetric volume and SMM in rural and urban hospitals 

and examine whether these associations differ for low-risk and higher•risk patients. 

DESIGN, SETTING, AND PARTICIPANTS This retrospective cross·sectional study of linked vital 

statistics and patient discharge data was conducted from 2022 to 2023. Live births and stillbirths 

(2:20 weeks' gestation) at hospitals in California (2004-2018), Michigan (2004·2020), Pennsylvania 

{2004·2014), and South Carolina (2004·2020) were included. Data were analyzed from December 

2022 to May 2023. 

EXPOSURES Annual birth volume categories (low, medium, medium•high, and high) for hospitals in 

urban (10·500, 501-1000, 1001·2000, and >2000) and rural (10·110, 111·240, 241-460, and >460) 

counties. 

MAIN OUTCOME AND MEASURES The main outcome was SMM (excluding blood transfusion); 

covariates included age, payer status, educational attainment, race and ethnicity, and obstetric 

comorbidities. Analyses were stratified for low•risk and higher•risk obstetric patients based on 

presence of at least 1 clinical comorbidity. 

RESULTS Among more than 11 million urban births and 519 953 rural births, rates of SMM ranged 

from 0.73% to 0.50% across urban hospital volume categories (high to low) and from 0.47% to 

0.70% across rural hospital volume categories (high to low). Risk of SMM was elevated for patients 

who gave birth at rural hospitals with annual birth volume oflO to 110 (adjusted risk ratio [ARR], 1.65; 

95% Cl, 1.14-2.39), 111 to 240 (ARR, 1.37; 95% Cl, 1.10·1.70), and 241 to 460 (ARR. 1.26; 95% Cl, 

1.05-1.51), compared with rural hospitals with greater than 460 births. Increased risk of SMM 

occurred for low-risk and higher·risk obstetric patients who delivered at rural hospitals with lower 

birth volumes, with low•risk rural patients having notable discrepancies in SMM risk between low 

(ARR, 2.32; 95% Cl, 1.32·4.07), medium (ARR, 1.66; 95% Cl, 1.20·2.28), and medium·high (ARR, 1.68; 

95% Cl, 1.29·2.18) volume hospitals compared with high volume (>460 births) rural hospitals. Among 

hospitals in urban counties, there was no significant association between birth volume and SMM for 

low·risk or higher·risk obstetric patients. 

CONCLUSIONS AND RELEVANCE In this cross-sectional study of births in US rural and urban 

counties, risk of SMM was elevated for low·risk and higher•risk obstetric patients who gave birth in 

lower•volume hospitals in rural counties, compared with similar patients who gave birth at rural 

(continued) 
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patients? 

Findings In this cross•sectional study 

of more than 11 million births in urban 

counties and S19 953 births in rural 

counties, risk of severe maternal 

morbidity was elevated for low-risk and 

higher·risk obstetric patients who gave 

birth in lower•volume rural hospitals, 

compared with similar patients who 

gave birth at rural hospitals with more 

than 460 annual births. No significant 

volume-outcome association was 

detected among urban hospitals. 

Meaning These findings imply a need 

for tailored quality improvement 

strategies for lower-volume hospitals in 

rural communities. 
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Abstract ( continued) 

hospitals with greater than 460 annual births. These findings imply a need for tailored quality 
improvement strategies for lower volume hospitals in rural communities. 

JAMA Health Forum. 2023:4(6):e232110. doi:10.1001/Jamahealthforum.2023.2110 

Introduction 

Maternal mortality and morbidity rates in the US are far above those for other high-income countries, 

with US maternal mortality rates doubling since 198?1 and rising rates of maternal hemorrhage.2 One 

potential driver of maternal health is the characteristics of hospitals where patients give birth, 
including obstetric volume. There is a positive volume-outcome association for many surgical 

conditions, such as trauma care and complex surgical procedures,3•5 and for neonatal intensive care 
units, 6'8 but there are less available data for obstetric services. Some evidence indicates that the 
volume of births is associated with maternal outcomes, with lower-volume facilities having higher 

risks of mortality and serious morbidity, 9•
10 although this evidence is not consistent for all maternal 

outcomes or across all types of rural/urban geographic locations. 
Whether hospital obstetric volume may be associated with poor maternal health could have 

important policy implications. Given that the existing literature suggests some potential benefits of 
increased obstetric volume, there could be benefits from strategic consolidation of obstetric services 

in select settings. 9•
10 However, there are trade-offs between service consolidation and access. 

Currently, to our knowledge, there are no standards on appropriate birth volume thresholds or data 
on how such thresholds change when routine access to medical care is limited, such as in rural areas, 
or if there are differences for obstetric patients with varying levels of clinical risk, including low-risk 
patients.11 

This study examined the associations between annual birth volume and severe maternal 
morbidity (SMM) in rural and urban US hospitals. We also examined whether the volume-outcome 
association differs for low-risk and higher-risk patients giving birth in rural and urban hospital settings 
in the US. 

Methods 

This retrospective, cross-sectional study was reviewed and approved by the Institutional Review 

Board at Stanford University and the human research committees at each of the states that released 

data for this study. The need for informed consent was waived under 45 CFR 46 (the Common Rule). 
This study followed the Strengthening the Reporting of Observational Studies in Epidemiology 
(STROBE) reporting guideline. 

Setting and Participants 
This analysis used linked vital statistics-patient discharge data, which comprised live birth and fetal 
death certificate records linked to maternal and infant patient-level hospital discharge data (including 
transfers and readmissions) from California (2004-2018), Michigan (2004-2020), Pennsylvania 
(2004-2014), and South Carolina (2004-2020). While not a nationally representative sample, these 
states make linked data available and reflect a diversity of geography (rural and urban areas), 
sociodemographic characteristics, and health care systems. 

We identified hospitals based on their location and by metropolitan vs non metropolitan Urban 
Influence Codes. These codes are based on each county's US Census Bureau Metropolitan Statistical 
Area designation.1 We categorized hospitals in metropolitan counties as urban, and hospitals located 
in nonmetropolitan counties as rural. including both micropolitan (rural county with population 
center oflO 000 to <SO 000 people) and noncore (rural county with a population center of 

0 JAMA Health Forum. 2023:4(6):e232110. doi:10.1001/Jamahealthforum.2023.2110 
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<10 000) rural counties.12 There are multiple methods for measuring rurality,3 and this definition was 
chosen based on availability of data elements, consistency with prior research, and policy and 
administrative relevance for rural communities, in particular.4•

7 

Each hospital was included during the years for which data were available in each state: a hospital­
year is the number of observations of annual birth volume and SMM rates (per hospital. per year). This 
analysis included data on 11 023423 births that occurred in 5846 hospital-years in urban counties, and 

519 953 pirths in 1335 hospital-years in rural counties from 2004 to 2020 in 4 US states. 

Exposures 
Hospital obstetric volume was determined by the total number oflive births and stillbirths (�20 

weeks' gestation) occurring during a calendar year: including stillbirths is important, as SMM rates are 
elevated for this population.13 We excluded records from hospitals that had fewer than 10 annual 

births for half or more of the years they appeared in the data. 

Annual birth volume categories were created (low, medium, medium-high, and high) for 

hospitals located in urban and rural US counties. Replicating prior research that measured birth 
volume quartiles for rural and urban hospitals, the categories for urban counties were defined as low 
(10-500 births), medium (501-1000 births), medium-high (1001-2000 births), and high (>2000 

births).4The birth volume categories for rural counties were defined as low (10-110 births), medium 
(111-240 births), medium-high (241-460 births), and high (>460 births).7 

To distinguish those with no clinical risk factors from those with 1 or more risk factors for SMM, 
analyses are stratified for low-risk and higher-risk obstetric patients based on the presence of at least 
1 clinical comorbidity, 14•

15 measured by an enhanced obstetric comorbidity score that was developed 
and validated to improve comparisons ofSMM rates across patient populations with different 
comorbidity case mixes. This index includes 27 comorbidities ranging in prevalence and weighted by 

severity in relation to SMM risk (ie, placenta accreta spectrum to advanced maternal age �35 years): 
those designated as higher-risk have at least 1 of these comorbidities. We distinguished patients as 
low-risk if they had no indication of any of these 27 comorbidities in their clinical records. Low-risk 
patients comprised 50.2% (n = 5 532 658/11 023423) of urban and 50.9% (n = 264 435/519 953) of 

rural patients in this analysis. 

Main Outcome and Measures 
The main outcome was SMM, defined by the US Centers for Disease Control and Prevention2

•
16 and 

its partners. Severe maternal morbidity includes unexpected outcomes of labor and delivery that 

result in significant short-term or long-term health consequences. We used International 
Classification of Diseases, Clinical Modification (ICD-CM) diagnosis and procedure codes to identify if 
any of the 20 indicators of SMM occurred during the delivery hospitalization. As is now 
recommended by the US Health Resources and Services Administration and others, we did not 
include blood products transfusion as an indicator of SMM.8•9 The SMM indicators represent either 
serious complications of pregnancy or delivery, such as sepsis or acute kidney failure, or procedures 
used to manage serious conditions, such as mechanical ventilation or hysterectomy. 

Measured covariates included maternal age, primary payer at the time of childbirth. educational 
attainment, and maternal race and ethnicity, all of which are associated with SMM.17'

19 All covariates 

are measured from the birth certificate records, except for primary payer, which come from patient 
discharge records for all states, and race and ethnicity, which come from the patient discharge 

records for the state of South Carolina. 

Statistical Analysis 
First, we calculated the distribution of hospital birth volume and SMM for hospitals located in rural 
and urban US counties. Then, we measured the distribution of patient characteristics by hospital 
birth volume category (stratified by rural/urban). We estimated risk ratios and 95% Cls for the 
association between birth volume category and SMM using logistic regression models, with robust 

0 JAMA Health Forum. 2023;4(6):e232110. doi:10.1001/jamahealthforum.2023.2110 
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standard errors to account for hospital-level clustering. We included year fixed effects for all analyses. 
Analyses were stratified by rural or urban hospital location, because rural and urban hospitals had 
different birth volume distributions and distinct volume category definitions. We then stratified both 

the rural and urban analyses by clinical risk. modeling the association between volume category and 

risk of SMM for low-risk and higher-risk obstetric patients. Because SMM is a relatively rare outcome, 
we reported risk ratios, rather than odds ratios, as risk ratios have greater clinical interpretability than 

odds ratios and are similar when the outcome examined is rare. 
A total of 11543 376 records were included in the analysis (eFigure in Supplement 1). We 

included all linked data for obstetric patients aged 12 to 55 years. There were 460 records excluded 
based on age. This analysis also required that the data included county, and 16 8SO records were 

excluded because rural/urban location could not be determined. Missing data for other variables 

were included as a "missing" category, and sensitivity analysis was conducted with complete 
cases only. 

Obstetric patients who are transferred have elevated risk ofSMM and may be transferred 
because of this risk.20 This analysis was based on the hospital wl)ere the childbirth occurred, and 
0.13% (n = lS 483) of patients included in this analysis had hospital records indicating that they were 
transferred prior to childbirth, and 0.22% (n = 25 044) were transferred after childbirth. 

We conducted a series of sensitivity analyses (eTables 1-S in Supplement 1). First, blood 

transfusion codes were not included in this definition of SMM. consistent with current 

recommendations and owing to potential coding differences across hospitals.21•22 Second, we 
assessed the stability of results using alternate volume cut points. Specifically, we categorized 
hospitals as rural or urban and then divided hospitals into quartiles by birth volume and conducted 
the analysis with volume quartiles; results were substantively unchanged. Third, we conducted the 
main analyses stratifying by state. Fourth, we conducted a complete case analysis, excluding any 
records with missing data. Fifth, recognizing that obstetric transfer, while rare, may be more common 
for rural vs urban patients.2-3 we conducted an analysis excluding patients with indication of transfer. 
Results were robust to all sensitivity analyses. Analyses were conducted using Stata, version 17 
(StataCorp LLC). 

Results 

More than 11 million urban births and S19 953 rural births were included. The Figure shows a 
scatterplot of the association between hospital obstetric volume and SMM for rural and urban 

Figure. Associations Between Hospital Obstetric Volume and Severe Maternal Morbidity (SMM) Incidence for US Hospitals in Urban and Rural US Counties 

0 2500 5000 7500 10000 12 500 
Volume 

0 JAMA Health Forum. 2023:4(6):e232110. doi:10.1001/jamahealthforum.2023.2110 June 24, 2023 4/12 

Jownloaded from jamanetwork.com by guest on 08/10/2026 



JAMA Health Forum I Original Investigation Obstetric Volume and Severe Maternal Morbidity in US Hospitals 

hospitals. Rural hospitals were concentrated at the lower end of obstetric volume, where there was 
also wide variation in SMM incidence. Table 1 shows the associations between birth volume category 
and SMM for hospitals in urban and rural counties. as well as unadjusted risk ratios and adjusted risk 
ratios (ARRs) across volume categories. Patient characteristics across volume categories are shown in 
eTable 6 (urban) and eTable 7 (rural) in Supplement 1. For both urban and rural hospitals, the referent 
category is the highest birth volume category. The rate of SMM varied from 0.73% to 0.50% across 

hospital volume categories (high to low) for urban hospitals. Unadjusted risk ratios indicated lower 

rates of SMM for lower volume urban hospitals, compared with higher volume urban hospitals 

(>2000 births per year). After adjusting for patient and clinical characteristics, there was no 
significant association between birth volume category and SMM for urban hospitals. 

Among rural hospitals, the SMM rate varied from 0.47% to 0.70% across hospital volume 
categories (high to low). Unadjusted risk ratios indicated higher SMM rates among lower-volume 

rural hospitals. compared with higher rural hospitals with greater than 460 births per year, but the 

difference was only statistically significant between the lowest volume category and the highest. 
However, after adjusting for relevant patient and clinical characteristics, the risk of SMM was elevated 

for patients who gave birth at rural hospitals with 10 to 110 annual births (ARR. 1.65, 95% Cl, 
1.14-2.39). 111 to 240 annual births (ARR, 1.37; 95% Cl, 1.10-1.70), and 241 to 460 annual births (ARR, 

1.26; 95% Cl, 1.05-1.51), compared with those who gave birth at rural hospitals with greater than 460 
births annually. 

There was a wide range of facilities within the low birth volume category of urban hospitals 
(10-500 births). To assess SMM rates at rural and urban hospitals of similar birth volume, Table 2 

shows the association between SMM and birth volume for low-volume urban hospitals, using the 
same cut points described above for rural hospital volume categories; there was no significant 

association detected between obstetric volume and SMM among low-volume urban hospitals. 
Table 3 shows the association between hospital birth volume category and SMM for low-risk 

and higher-risk obstetric patients at urban hospitals. There was no statistically significant association 
between birth volume category and SMM, for either low-risk or higher-risk patients who gave birth 
at urban hospitals, after adjusting for patient and clinical characteristics. 

Table 4 shows the association between hospital birth volume category and SMM for low-risk 

and higher-risk obstetric patients at rural hospitals. After adjusting for clinical and patient 
characteristics, the risk ratios for both low-risk and higher-risk patients were elevated at lower­
volume facilities, compared with rural hospitals with more than 460 births a year. Among higher-risk 
patients (those with 1 or more comorbidities that put them at greater risk for SMM), the risk ratio was 
elevated for low (ARR, 1.49; 95% Cl, 1.01-2.20). medium (ARR, 1.30; 95% Cl, 1.03-1.65), and 
medium-high (ARR, 1.16; 95% Cl, 0.95-1.43) volume hospitals, compared with high-volume rural 

hospitals, though the difference between medium-high and high volume rural hospitals was not 

Table 1. Associations Between Annual Birth Volume Category and Severe Maternal Morbidity (SMM) 
for Hospitals in Urban and Rural US Counties 

Total patients, 
Birth volume category No. 

Urban counties -----
Low (10-500 births) 

- . 
Medium (501-1000 births) 

Medium-high (1001-2000 births) 

High (> 2000 births) 

Rural counties 

Low (10-110 births) 

Medium (111-240 births) 

Medium-high (241-460 births) 

High (>460 births) 

261553 

860892 

2535 466 

7 365 512 

8182 

59374 

175176 

277221 

SMM incidence, 
No. (%) 

1316 (0.50) 

4908 (0.57) 

16 476 (0.65) - -- - . 
53 507 (0. 73) 

57 (0.70) 

324 (0.55) 

967 (0.55) 

1304 (0.47) 

Risk ratio (95% Cl) 

Unadjusted 

0.69 (0.61-0.79) 

0.78 (0.66-0.93) 

0.89 (0.80-1.00) 

1 [Reference] 

1.48 (1.01-2.18) 

1.16 (0.90-1.49) 

1.17 (0.96-1.44) 

1 [Reference] 
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Adjusted 

1.00 (0.90-1.11) 

1.01 (0.90-1.13) 

1.03 (0.96-1.10) 

1 [Reference] 

1.65 (1.14-2.39) 

1.37 (1.10-1.70) 

1.26 (1.05-1.51) 
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statistically significant for higher-risk patients. Associations between birth volume and SMM were 

more pronounced for low-risk patients at rural hospitals (those with no comorbidities). For these 
patients, the risk of SMM more than doubled for patients giving birth at the lowest volume hospitals, 

compared with the highest volume category (ARR, 2.32: 95% Cl, 1.32-4.07), and rates were also 
elevated for rural patients at medium (ARR, 1.66: 95% Cl, 1.20-2.28) and medium-high (ARR, 1.68: 
95% Cl, 1.29-2.18) volume hospitals, compared with high birth volume hospitals in rural counties. 

Discussion 
For hospitals located in rural counties, risk of SM M was elevated for patients who gave birth at lower 
volume hospitals, compared with patients who delivered at higher volume hospitals. Increased risk 

ofSMM occurred for both low-risk and higher-risk obstetric patients who delivered at rural hospitals 

with lower birth volumes, with low-risk patients who gave birth at low-volume rural facilities (10-110 

births annually) having more than double the risk ofSMM, compared with low-risk patients who gave 

birth at high-birth volume rural hospitals (>460 births annually). 

Table 2. Associations Between Annual Birth Volume Category and Severe Maternal Morbidity (SMM} 
for Hospitals in Urban and Rural US Counties, Only Including Urban Hospitals With 600 or Fewer Annual Births 

Total patients, SMM incidence, 
Risk ratio (95% Cl) 

Births, No. No. No. (%) Unadjusted Adjusted 
Low-volume hospitals in urban counties 

10-110 5308 37 (0.70) 1.24 (0.88-1.76) 1 .28 (0.93-1.77) 

111-240 24238 98 (0.40) 0. 72 (0.54-0.95) 0.90 (0.72-1.12) 

241-460 178076 875 (0.49) 0.87 (0.71-1.08) 0.96 (0.83-1.12) 

461-600 
- -- - - - - -- -- -- . -

Rural counties 

10-110 

111-240 

241-460 

>460 

176027 

- -· -- ... 
8182 

59 374 

175176 

277221 

989 (0.56) 

57 (0.70) - - - - . - - -- --
324 (0.55) - -- -----
967 (0.55) 

1304 (0.47) 

1 (Reference] 

1.48 (1.01-2.18) 
-· - ----
1.16 {0.90-1.49) -- - --
1.17 (0.96-1.44) 

1 (Reference] 

.. 

·--

1 (Reference] 

- -- --- - - - -
1.65 (1.14-2.39) - -- - - - - -
1.37 (1.10-1.70) - --- -----
1.26 (1.05-1.51) 

1 [Reference] 

Table 3. Association Between Birth Volume Category and Severe Maternal Morbidity for Higher-risk 
and Low-risk Obstetric Patients at Hospitals in Urban Counties 

Risk ratio (95% Cl) 

Higher-risk patients Low-risk patients 

Annual birth volume Unadjusted Adjusted Unadjusted Adjusted 
Low (10-500 births) 0. 71 {0.63-0.80) 1.04 (0.93-1.15) 0.84 (0.69-1.03) 0.92 (0.76-1.11) 

Medium (501-1000 births) 0.81 (0.69-0.96) 1.06 (0.94-1.19) 0.80 (0.67-0.94) 0.85 (0.73-1.00) 

Medium-high (1001-2000 births) 0.91 (0.82-1.00) 1.04 (0.98-1.11) 0.95 (0.83-1.09) 0.99 (0.87-1.14) 

High (>2000 births) 1 [Reference] 1 (Reference] 1 (Reference] 1 (Reference] 

Table 4. Association Between Birth Volume Category and Severe Maternal Morbidity for Higher-risk 
and Low-risk Obstetric Patients at Hospitals in Rural Counties 

Risk ratio (95% Cl) 

Higher-risk patients 

Annual birth volume Unadjusted 
Low (10-110 births) 1.29 (0.87-1.90) - --- ---- -- ---- . --- - -
Medium (111-240 births) 1.09 (0.84-1.41) -- -- - - -- - -- -- - - -- - -- - -- - - -
Medium-high (241-460 births) 1.05 (0.85-1.29) 

Adjusted 
1.49 (1.01-2.20) 

1.30 (1.03-1.65) 
--- - - - --- -
1.16 (0.95-1.43) 

low-risk patients 

Unadjusted Adjusted 
2.37 (1.31-4.30) 2.32 (1.32-4.07) 

1.60 (1.15-2.22) 1.66 (l.20-2.28) 
- -- ----- --- -- -- -·· ·-- - --

1.54 (1.13-2.10) 1.68 (1.29-2.18) 

High (>460 births) 1 [Reference] 1 [Reference] 1 (Reference] 1 [Reference] 

0 JAMA Health Forum. 2023:4(6):e232110. doi:10.1001/Jamahealthforum.2023.2110 

)ownloaded from jamanetwork. com by guest on 08/10/2026 

June 24, 2023 6/12 



JAMA Health Forum I Original Investigation Obstetric Volume and Severe Maternal Morbidity in US Hospitals 

Notably, the patterns ofSMM rates across volume categories were distinct for hospitals in rural 
and urban counties. In urban counties, the highest unadjusted rates of SMM were seen at the highest 
volume hospitals, whereas in rural counties, higher rates of SMM were in the lowest birth volume 

hospitals. The differences between unadjusted risk ratios and ARRs, where risk differences across 
volume categories were attenuated, generally implied effective referral patterns of the sicker, higher­
risk patients to hospitals with appropriate services for these patients in urban counties. That is, 
before risk adjustment. patients at hospitals with lower volume in urban areas had lower risk of SMM; 

this was particularly notable among higher-risk patients. This association was no longer significant 

after risk adjustment, which implies that in urban areas, lower-volume hospitals likely referred 
clinically complex patients to the high-volume hospitals, which generally have more resources to care 
for high-acuity patients.24-26 

However, this pattern did not hold for patients in rural areas, especially for low-risk patients. Our 

finding of elevated rates of SMM among lower-volume rural hospitals is consistent with prior 

literature, 27 and this study adds to what is known by further distinguishing low-risk and higher-risk 

patients. That the association between birth volume and SMM was amplified among low-risk patients 

in rural counties is concerning for efforts to support local access to childbirth care for low-risk 

patients in rural communities. In several international contexts, national (Portugal) or state/provincial 
(British Columbia, Canada) governments have successfully implemented large-scale regionalization 
policies that closed small-volume rural obstetric units in order to care for obstetric patients in higher­
volume settings.10•28 However, closure of low-volume obstetric units is not recommended as a policy 

strategy in the US based on the current findings. In urban counties, there was no significant SMM 
decrement detected for hospitals with birth volume less than 500 compared with greater than 2000 
births per year. In rural counties, closure of hospital-based obstetric units, which are at greater risk 
of closure when they are lower volume and located in more remote areas. is associated with 

increases in emergency birth and preterm birth, 29 and travel distances are associated with adverse 
infant and maternal outcomes.30 

Rather than implying a policy strategy of consolidation and closure, these findings and the 
available evidence suggest a need for tailored quality improvement resources for rural hospitals, 

greater investment in rural clinician training, and establishment of referral or transfer networks for 

rural hospitals to improve obstetric patient safety.31 Participation in state perinatal care quality 

collaboratives may hold promise for rural hospitals,32 but many maternal and perinatal quality 

improvement initiatives are not rural-relevant or rural-tailored. For example, currently available 
obstetric care quality improvement initiatives have had tremendous success in reducing SMM, but 
the cost-effectiveness of adopting care bundles decreases as birth volume decreases,33 requiring 
attention to the financial feasibility in low-volume settings, especially in rural areas. 6 

To address the elevated risks of SMM for both low-risk and higher-risk patients who give birth 
at low-volume hospitals in rural counties, investments and adjustments to current policies and 

programs may help. Medicaid finances more than half of births at rural hospitals, and low-volume 
payment enhancements could address resource constraints, clinician availability and training, and 
financial viability concerns faced by small-volume rural hospitals. 6 Additionally, the Centers for 
Medicare & Medicaid Services (CMS) recently launched a plan to establish a Birthing-Friendly 
Hospital designation.34 Such a designation holds potential to improve obstetric services in rural 
settings if it incorporates rural-specific resources and investments to help low-volume rural hospitals 

achieve and maintain evidence-based support services and an adequate workforce, as well as 

simulation and other training to maintain staff skills.6•
35 Finally, the recent CMS Rural Emergency 

Hospital designation will support rural hospitals in converting from an inpatient facility to an 
emergency-focused facility with the capacity to stabilize and transfer patients. Most hospitals likely 
to qualify for this designation are smaller-volume rural facilities,36 and investments in resources for 
emergency obstetrics and appropriate transfer capacity for obstetric patients at Rural Emergency 
Hospitals may improve safety for people giving birth in rural counties. 
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In addition to investments in critical access obstetrics in rural communities and to clinical care 
and support, policy attention to the broader social determinants of maternal and infant health in 
remote, rural communities is important.37

•
38 fn particular, attention to the intersection of structural 

racism and structural urbanism requires investment in rural communities with substantial Black and 

Indigenous populations, where maternal health risks are most acute and access to obstetric care is 

most limited.11•39•42 

Limitations 
Measuring rurality is complex, and using county-based measures has drawbacks, especially given the 
variability in the geographic size of a county and the distribution of people, infrastructure, and 

resources across and within counties.3 Such measures may classify remote hospitals in 

geographically large counties that contain urban centers as "urban." Additionally, rurality is a 
continuum, not a dichotomy, but is measured dichotomously in this analysis. Second, the linked vital 

statistic-hospital discharge administrative data used in this analysis do not contain vital signs, 
laboratory values, clinical notes, obstetric care workforce, or details on social determinants of SMM, 
but provide advantages beyond using birth certificates or discharge data alone. Third, unmeasured 
patient risk factors could potentially bias results downward (toward a lack of association between 
birth volume and SMM) if there are unmeasured patient complications that disproportionately occur 

at higher-volume hospitals. Fourth, these data come from 4 geographically and demographically 
diverse US states, representing more than a quarter of all US births, but some measured 
characteristics differ across states (eTable 8 in Supplement 1), 2 states did not have data available for 

all study years, and there is limited representation from highly rural states, which may have distinct 

contexts for access, quality, and safety of obstetric care.4•
5 Fifth, these data do not contain 

comprehensive information on patient referral or transfer, limiting our ability to understand their role 

in the associations uncovered in this analysis. 

Conclusions 
In this cross-sectional study of births in US rural and urban counties, risk of SMM was elevated for 
both low-risk and higher-risk obstetric patients who gave birth in lower-volume hospitals in rural 

counties, compared with similar patients who gave birth at rural hospitals with higher annual birth 

volume. These findings imply a need for tailored quality improvement strategies for lower-volume 
hospitals in rural communities. 
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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.



3

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.
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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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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.”
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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. 



35

Health insurance coverage

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


42

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 
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The United States has a high maternal 
mortality rate compared to other high-income 
nations (Gunja et al., 2023). Furthermore, as 
many as 60,000 U.S. women each year 
experience severe maternal morbidity, 
resulting in short- or long-term health problems 
(Declercq & Zephyrin, 2021). This brief 
provides data on the maternal health 
workforce, including information on 
demographics and comparisons to the female 
population of childbearing age. The purpose of 
this data is to assist policymakers and other 
stakeholders in analyzing the maternal health 
workforce and developing workforce education, 
training, and other programs to improve 
maternal health outcomes. 

 

Data  

Various datasets were used by the National Center for Health Workforce Analysis (NCHWA) to 
prepare this brief. Data covers 50 states and Washington, DC, unless otherwise noted. Sources 
and reference years are noted with each data point. Workforce data are presented as counts of 
health care providers unless otherwise noted. 

 

Definitions 
For this brief, the maternal health workforce includes physicians specializing in family medicine, 
general internal medicine, obstetrics and gynecology (OBGYN), and neonatology or perinatal 
health, as well as licensed and employed nurse midwives and registered nurses (RNs) in 
women’s health or with a maternal or perinatal specialization who have patient care 
responsibilities. While doulas play an important and expanding role in maternal care, data on the 
number of doulas in the United States is not readily available. As such, doulas are excluded 
from the discussion of the size of the maternal health workforce below. Similarly, maternal care 
coordinators are important sources of information about care options and assist women with 
connecting with maternal health care providers. However, data on the number of care 
coordinators is also not readily available. 

About the National Center for 
Health Workforce Analysis 
The National Center for Health Workforce 
Analysis informs public and private sector 
decision makers on health workforce 
issues by expanding and improving 
health workforce data, disseminating 
workforce data to the public, and 
improving and updating projections of the 
supply and demand for health workers.  

For more information, visit the Health 
Workforce Analysis webpage. 

https://bhw.hrsa.gov/data-research/review-health-workforce-research
https://bhw.hrsa.gov/data-research/review-health-workforce-research
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The size and composition of the maternal health workforce 

• More than 306,000 physicians (family medicine, general internal medicine, OBGYN, and 
neonatal and perinatal medicine) and approximately 201,000 nurses (nurse midwives and 
RNs specializing in gynecology, obstetrics, labor and delivery, or neonatology) are 
considered part of the maternal health workforce (Table 1). 

  
Table 1. Enumeration of Current Maternal Health Workforce in the United States 

Occupation Employment (Reference year) 
Family medicine physicians a 124,049 (2023) 
General internal medicine physicians b 130,483 (2023) 
Obstetrics and gynecology (OBGYN) physicians 45,790 (2023) 
Neonatal and perinatal physicians 6,463 (2023) 

Nurse midwives c 14,540 (2024) 
Maternal health registered nurses (RNs) d 200,733 (2021) 

Note. Data for physicians is adapted from the American Medical Association’s (AMA) Physician Professional Data, 
2023. Data includes both MDs and DOs and excludes residents. Data for nurse midwives is adapted from the 2024 
Demographic Report, by the American Midwifery Certification Board (https://www.amcbmidwife.org/docs/default-
source/default-document-library/2024-demographic-report.pdf). Data for RNs is adapted from the National Sample 
Survey of Registered Nurses (NSSRN), by the Health Resources and Services Administration, 2022 
(https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data). a Excludes geriatrics subspecialties. b 
Includes all internal medicine subspecialties, except cardiology, endocrinology, gastroenterology, geriatrics, 
hematology and oncology, infectious disease, nephrology, pulmonology, and rheumatology. c Total reflects the 
number of certified nurse-midwives and certified midwives. d Consists of employed and licensed nurse midwives and 
RNs specializing in gynecology, obstetrics, labor and delivery, or neonatology with patient care responsibilities. RNs 
include advanced practice registered nurses (APRNs), which are nurse practitioners, certified nurse midwives, clinical 
nurse specialists, and nurse anesthetists. 
 
• While the maternal health workforce is expected to grow over the next decade, there is 

projected to be a shortage of physicians in family medicine and general internal medicine in 
primary care as well as OBGYN physicians in women's health in 2038, based on current 
utilization patterns (Table 2). Assuming current patterns of care use continue in the future, 
there is a projected surplus in nurse midwives, nurse practitioners, and physician assistants 
in women's health services, after accounting for anticipated demographic changes. 

• Meanwhile, the number of women of childbearing age is projected to grow from 76.5 million 
in 2023 to 77.9 million in 2038, an increase of 1.4 million (Table 3). 

 

 

 

 

 

 

 

https://www.amcbmidwife.org/docs/default-source/default-document-library/2024-demographic-report.pdf
https://www.amcbmidwife.org/docs/default-source/default-document-library/2024-demographic-report.pdf
https://www.amcbmidwife.org/docs/default-source/reports/demographic-report-2021.pdf?sfvrsn=cac0b1e8_2
https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data
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Table 2. Projected Surplus or Shortage for the Maternal Health Workforce, 2038  
Occupation Surplus or (Shortage) Percent Adequacy 

Family medicine physicians (primary care) (39,060) 76% 
General internal medicine physicians 
(primary care) 

(20,660) 83% 

Obstetrics and gynecology (OBGYN) 
physicians (women’s health) 

(7,660) 86% 

Nurse midwives (women’s health) 4,610 140% 
Nurse practitioners (women’s health) 9,260 205% 
Physician assistants (women’s health) 3,250 196% 

Note. Adapted from the National Center for Health Workforce Analysis (NCHWA)’s Workforce projections, Primary 
care and women’s health, by the Health Resources and Services Administration, 2025 
(https://data.hrsa.gov/topics/health-workforce/workforce-projections). Projections reflect the impact of the COVID-19 
pandemic. Demand and supply estimates and projections are in full-time equivalents (FTEs), defined as working 40 
hours a week. Percent adequacy is calculated as projected supply divided by projected demand.  
  
Table 3. Women of Childbearing Age (15-49 Years Old) in the United States, Selected Years 

Year Population 
2023 76,533,440 
2030 (projected) 77,811,406 
2038 (projected) 77,939,248 

Note. Adapted from the Annual estimates of the resident population for selected age groups by sex for the United 
States: April 1, 2020 to July 1, 2024, by the U.S. Census Bureau, 2025 (https://www.census.gov/data/tables/time-
series/demo/popest/2020s-national-detail.html) and the 2023 national population projections datasets: Projected 
population by single year of age, sex, race, and Hispanic origin for the United States: 2022 to 2100, Main series, by 
the U.S. Census Bureau, various years (https://www.census.gov/data/datasets/2023/demo/popproj/2023-
popproj.html).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://data.hrsa.gov/topics/health-workforce/workforce-projections
https://www.census.gov/data/tables/time-series/demo/popest/2020s-national-detail.html
https://www.census.gov/data/tables/time-series/demo/popest/2020s-national-detail.html
https://www.census.gov/data/datasets/2023/demo/popproj/2023-popproj.html
https://www.census.gov/data/datasets/2023/demo/popproj/2023-popproj.html
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The geographic distribution of the maternal workforce 
 
• In 2023, 10,139,368 women lived in U.S. counties with no OBGYN physicians, 4,043,632 of 

whom are of childbearing age (15-49 years old). This accounts for 6.0% of all women and 
5.3% of women of childbearing age in the United States (AMA, 2023; Census, 2025). 

• Maternal health physicians tend to be more concentrated in large and medium metropolitan 
areas than the female population of childbearing age (Table 4). As of 2023, 3.6% of internal 
medicine physicians and 4.1% of OBGYNs were located in micropolitan and noncore areas 
(i.e., areas with a population less than 50,000), compared to 10.2% of females ages 15-49. 
In contrast, the percent of family medicine physicians in micropolitan and noncore areas was 
similar to the percent of the female childbearing population within those areas. However, 
family medicine is a broad specialization that includes maternal health as well as other types 
of health care. 

• In 2038, the supply of OBGYN physicians in metro areas is projected to meet 89% of 
demand. For nonmetro areas, that figure is 54% (HRSA, 2025). 

• Analysis of 2014-2019 data from the National Plan and Provider Enumeration System 
(NPPES) and the American Board of Family Medicine finds there are 12.8 family physicians 
providing obstetrical services per 100,000 women of childbearing age across the U.S. This 
ratio is higher for family physicians practicing in nonmetropolitan areas (34.4), particularly 
noncore areas (49.0), than for their peers practicing in metropolitan areas (9.8) (WWAMI 
Rural Health Research Center, 2020).  
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Table 4. Rurality of Maternal Health Physicians Compared to Female Population of 
Childbearing Age (15-49 Years Old), 2023 

Rurality Family 
Medicine 

Physicians 

General 
Internal 

Medicine 
Physicians 

Obstetrics 
and 

Gynecology 
(OBGYN) 

Physicians 

Neonatal 
and 

Perinatal 
Physicians 

Female 
Population of 
Childbearing 
Age, 15-49 
Years Old 

Large 
metropolitan area 

27.2% 38.5% 37.0% 40.9% 30.9% 

Medium 
metropolitan area 

37.5% 42.1% 41.6% 45.4% 36.5% 

Small 
metropolitan area 

24.4% 15.9% 17.3% 12.3% 22.4% 

Micropolitan area 9.6% 3.4% 4.0% 1.3% 9.2% 
Noncore area 1.2% 0.2% 0.1% 0.05% 1.0% 

Note. Adapted from the American Medical Association’s (AMA) Physician Professional Data, 2023, and the Annual 
county and Puerto Rico municipio resident population estimates by selected age groups and sex: April 1, 2020 to July 
1, 2024, by the U.S. Census Bureau, 2025 (https://www.census.gov/data/tables/time-series/demo/popest/2020s-
counties-detail.html). Data includes both MDs and DOs and excludes residents. Numbers may not add to 100% due 
to rounding. Rurality based on the National Center for Health Statistics’ Urban-Rural Classification Scheme. Large 
metropolitan areas are counties with a population of 1,000,000 or more. Medium metropolitan areas are counties with 
a population between 250,000 and 999,999. Small metropolitan areas are counties with a population between 50,000 
and 249,999. Micropolitan areas are counties with a population between 10,000 and 49,999. Noncore areas are 
counties with a population less than 10,000. Rurality designations for Connecticut counties in the AMA Physician 
Professional Data used 2021 U.S. Census resident county estimates, due to the adoption of Connecticut’s nine 
planning regions within the U.S. Census resident county estimates starting in 2022. 
  

https://www.census.gov/data/tables/time-series/demo/popest/2020s-counties-detail.html
https://www.census.gov/data/tables/time-series/demo/popest/2020s-counties-detail.html
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Patient care time among maternal health registered nurses 
• Maternal health RNs generally spend a greater percentage of their time on patient 

care than RNs with other specialties. In 2021, licensed and employed RNs and 
APRNs with a maternal health specialty spent an average of 70.0% of their time on 
patient care, compared to an average across all RNs with patient care 
responsibilities of 63.7% (HRSA, 2022). In fact, the maternal specialties 
(gynecology, obstetrics, labor and delivery, and neonatology) are among the top 
five clinical specialties in terms of the average percent of time spent on patient care 
(Table 5a). 

 
Table 5a. Registered Nurse Clinical Specialties with Highest Percent of Time Spent on 
Patient Care, 2021 

Clinical Specialty Percent of Time Spent on Patient Care 
Labor and delivery or neonatology 70.7% 
Gastrointestinal 70.5% 
Surgery, preoperative, postoperative, post-
anesthesia care unit (PACU) or anesthesia 

70.0% 

Obstetrics and gynecology (OBGYN) 69.1% 
Critical care or intensive care 67.1% 

Note. Adapted from the National Sample Survey of Registered Nurses (NSSRN), by the Health Resources and 
Services Administration, 2022 (https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data). Data 
consists of employed and licensed RNs with patient care responsibilities, including advanced practice registered nurses 
(APRNs), which are nurse practitioners, certified nurse midwives, clinical nurse specialists, and nurse anesthetists.  
 
Table 5b. Registered Nurse Clinical Specialties with Lowest Percent of Time Spent on 
Patient Care, 2021 

Clinical Specialty Percent of Time Spent on Patient Care 
Assisted living or nursing home 40.1% 
Infectious or communicable disease 41.7% 
Long term care 43.7% 
Gerontology 45.5% 
Occupational health 47.8% 

Note. Adapted from the National Sample Survey of Registered Nurses (NSSRN), by the Health Resources and 
Services Administration, 2022 (https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data). Data 
consists of employed and licensed RNs with patient care responsibilities, including advanced practice registered nurses 
(APRNs), which are nurse practitioners, certified nurse midwives, clinical nurse specialists, and nurse anesthetists. 

  

https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data
https://data.hrsa.gov/topics/health-workforce/nursing-workforce-survey-data
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Conclusion 
While the maternal health workforce is expected to grow over the next decade, there is 
projected to be a shortage of physicians in family medicine and general internal medicine in 
primary care as well as OBGYN physicians in women's health in 2038. Maternal health 
physicians tend to be more concentrated in large and medium metropolitan areas than the 
female population of childbearing age. As such, shortages are projected to be larger in rural 
areas.  

Given the projected shortages in maternal health physicians and the maldistribution of the 
maternal health workforce across states and counties, it is important to focus on workforce 
issues, such as recruitment, placement, and retention, as well as ways to encourage maternal 
health care providers to locate to under-resourced areas.  
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MEMORANDUM 

 

TO: Colleen McCarthy Reid, Principal Analyst, Office of Policy and Legal Analysis 

FROM: Kristina Lunner, Deputy Commissioner, Department of Professional & Financial 
Regulation (DPFR) 

CC: Penny Vaillancourt, Director, Office of Professional and Occupational Regulation 
Tim Terranova, Executive Director, Board of Licensure in Medicine 
Amanda Boulay, Assistant Executive Director, Board of Nursing 

DATE: August 25, 2026 

RE: Licensing Information re: Maternal Health Care 

 

We appreciate the Committee’s interest in obtaining information from the Department of 
Professional and Financial Regulation (DPFR) on whether there are any licensing or other regulatory 
barriers within the jurisdiction of DPFR’s licensing boards that prevent licensed health professionals 
from providing maternal labor and delivery services in hospital settings. 

We have attached information from the three relevant DPFR licensing boards. Two of the 
licensing boards, the Board of Licensure in Medicine (BOLIM)1 and the Board of Nursing (BON), 
are “affiliated” with the Department.  The Board of Complementary Health Care Providers is one 
of 37 licensing entities within the Office of Professional and Occupational Regulations (OPOR).  

Penny Vaillancourt, Director of OPOR, Tim Terranova, Executive Director of BOLIM, and Amanda 
Boulay, Assistant Executive Director of BON, and I will be attending the Committee’s Interim Meeting 
on Thursday, August 27th in person if you or the HCIFS Committee has any questions or additional 
requests for information. 

  

 
1 Information for the Board of Osteopathic Licensure is included in the information from the Board of Licensure in 
Medicine 
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Board of Complementary Health Care Providers 

Fact Sheet 

The Board of Complementary Health Care Providers (Board) issues licenses to qualified applicants 
seeking to practice as a certified midwife and as a certified professional midwife.  Below is licensure 
data, qualifications for licensure, scopes of practice, and other relevant information. 

a. Licensing Data 

1 – actively licensed Certified Midwife (Maine address) 

44 – actively licensed Certified Professional Midwives (33 Maine addresses) 

 
b. Licensing Qualifications  

 
License 

Type 
Education National Certification 

Certified 
Midwife 

Completion of a graduate 
program in midwifery that is 
accredited by the Accreditation 
Commission for Midwifery 
Education (ACME) 
Link: https://theacme.org/ 
 

Current certification from the 
National Midwifery Certification 
Board as a certified midwife. 
Link: 
https://www.amcbmidwife.org/ 
 

Certified 
Professional 
Midwife2 

Completion of a formal 
midwifery education and 
training program this is 
accredited by the Midwifery 
Education Accreditation 
Council (MEAC) 
Link: 
https://www.meacschools.org/ 
 

Current certification from the 
North American Registry of 
Midwives (formerly the National 
Reigstry of Midwives 
Link: https://narm.org/ 
 

 

 
2 For applicants who were nationally certified prior to January 1, 2020 and who completed a program that was not 
accredited may qualify with evidence of a midwifery bridge certificate issued by the North American Registry of 
Midwives. Link: https://narm.org/ 
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c. Definitions and Scope of Practice 

Midwifery means “providing primary health or maternity care to women and infants. Midwifery 
includes consultation with or referral to medical and other health care providers when indicated 
by client heath care needs.”  32 M.R.S. § 12501 (6-C). 

• Certified Midwives scope pursuant to 32 M.R.S. § 12537 
o Standards – must follow national standards and those set by the Board 
o Order and interpret medical laboratory tests, perform ultrasound scanning and 

other equipment supplies for safe practice 
o Prescriptive authority except Schedule II drugs 
o Subject to Board Rules Chapter 6-B 
o Certified midwives primarily practice in hospitals, clinics, and offices, and may 

practice in birth centers, homes, and emergency care settings. Certified 
midwives may consult, refer, or transfer to licensed allopathic or osteopathic 
physicians, or other licensed health professionals as necessary for the client’s 
health or safety in accordance with professional judgment.  

• Certified Professional Midwives pursuant to 32 M.R.S. § 12535: 
o Standards – must follow national standards and those set by the Board 
o Order and interpret medical laboratory tests, perform ultrasound scanning and 

other equipment supplies for safe practice 
o Administrative drug authority: drug formulary set by Board rule. Cannot include 

Schedule II, III or IV drugs. 
o Subject to Board Rules Chapter 6-A 
o Certified professional midwives primarily practice in homes, birth centers, 

clinics, and offices, and may also practice in hospitals, and emergency care 
settings. Certified professional midwives may consult, refer, or transfer to 
licensed allopathic or osteopathic physicians, or other licensed health 
professionals as necessary for the client’s health or safety in accordance with 
professional judgment. 

 
d. Reporting Forms 

Pursuant to 32 M.R.S. § 12539, all licensed midwives are required to report annually information 
regarding cases in which the midwife assisted during the previous calendar year when the 
intended place of birth at the onset of care was an out of hospital setting.  
 

e. Other 
At its October 14, 2026 meeting, the Board has tentatively scheduled an informational session 
with Amy Belisle, MD, MBA, MPH, Chief Child Health Officer, who is working with the Office of 
MaineCare Services on an initiative entitled “Perinatal Transitions in Maine: Data, Gaps, and 
Solutions” which is part of advancing the Transforming Maternal Health (TMaH) Model. Link: 
https://www.maine.gov/dhhs/oms/about-us/tmah-model 

https://www.mainelegislature.org/legis/statutes/32/title32sec12501.html
https://www.mainelegislature.org/legis/statutes/32/title32sec12537.html
https://www.maine.gov/sos/rulemaking/agency-rules/department-professional-and-financial-regulation-rules#502
https://www.mainelegislature.org/legis/statutes/32/title32sec12535.html
https://www.maine.gov/sos/rulemaking/agency-rules/department-professional-and-financial-regulation-rules#502
https://www.mainelegislature.org/legis/statutes/32/title32sec12539.html
https://www.maine.gov/dhhs/oms/about-us/tmah-model
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The Board of Licensure in Medicine 

Fact Sheet 

The Board of Licensure in Medicine (BOLIM) was asked to provide information regarding the licensure 
and training of physicians with the ability to provide labor and delivery services.  BOLIM licenses 
allopathic physicians (MD) and grants a license to practice medicine.  It does not issue specialty 
specific licenses. Physicians normally choose an area of medicine they wish to pursue and complete a 
residency in that area following graduation from medical school. 

The following information contains current licensure statistics and some basic information regarding 
training. 

• Current Licensees who have designated their specialty as Obstetrics and Gynecology (Please 
note that not all these licensees may be practicing obstetrics.) 

o Allopathic  
 306 active licensees  
 166 with a Maine address 

o Osteopathic (Numbers from the Board of Osteopathic Licensure) 
 77 active licensees 
 43 with a Maine address 

o Total 
 383 active licenses 
 209 with a Maine address 

• Specialties that are generally considered able to deliver as part of their scope of practice 
o Obstetrics and Gynecology 
o Family Practice  

 Issues that may impact the decision to participate in labor and delivery include 
• Liability 
• On call duties 
• Work/life balance 
• Additional stress 

• Education 
o Medical School (MD) 

 Every student does a rotation (4 weeks) through Obstetrics and Gynecology 

http://www.maine.gov/md
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o Graduate Medical Education  
 Three pathways that may include Obstetrics and Gynecology training 

• 1st year transitional or intern year 
o Can include an Obstetrics and Gynecology rotation 

• Family Practice 
o Includes rotations in Obstetrics and Gynecology 

• Obstetrics and Gynecology 
• Other specialties are not likely to have rotations in OBGYN 

o Pediatrics may “stand by” but are not normally part of the 
delivery process. 
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Board of Nursing 

Fact Sheet 

The State Board of Nursing is the state regulatory agency charged with protection of the public 
health and welfare in the area of nursing service.  
 
The board issues, renews, reinstates and reactivates licenses. The Board issues the following types 
of licenses: 

• Registered Nurses (28,985 Active licensees) 
• Licensed Practical Nurses (1,546 Active licensees) 
• Advanced Practice Registered Nurses: (Total – 5,829 Active Licenses) 

o Certified Nurse Practitioners (4,960 Active licensees) 
o Certified Nurse Midwives (132 Active licensees) 
o Certified Registered Nurse Anesthetists (685 Active licensees) 
o Clinical Nurse Specialists (52 Active licensees) 

 
Total Active Licensees: 36,360 Active Licenses 
 

a. Licensing Data 

• Total CNP licenses: 4,960 
o Certified Nurse Midwife 

 132 Active licenses 
 102 with Maine address 

o Family Nurse Practitioner 
 3280 Active Licenses 
 1554 with Maine address 

o Women’s Health Nurse Practitioner  
 93 Active Licenses 
 55 with Maine address 

o Other unrelated specialties: 
 Psychiatric Mental Health Nurse Practitioner 
 Adult Certified Nurse Practitioner 
 Pediatric Nurse Practitioner 

http://www.maine.gov/professionallicensing
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 Neonatal Nurse Practitioner 
 Clinical Nurse Specialist 

 

b.  Definitions and Scope of Practice (Board Rules Chapter 8) 

Certified Nurse Practitioner (CNP) is a registered professional nurse who has received 
post-graduate education designed to prepare the nurse for advanced practice registered 
nursing in a practice category that has a defined scope of practice and has been certified in 
the clinical specialty by a national certifying organization acceptable to the Board. 
 
The certified nurse practitioner shall provide only those health care services for which 
the certified nurse practitioner is educationally and clinically prepared, and for which 
competency has been maintained. Such health care services, for which the certified 
nurse practitioner is independently responsible and accountable, include:  

(1) obtaining a complete health database that includes a health history, physical 
examination, and screening and diagnostic evaluation;  

(2) interpreting health data by identifying wellness and risk factors and variations from 
norms;  

(3) diagnosing and treating common diseases and human responses to actual and 
potential health problems;  

(4) counseling individuals and families;  
(5) consulting and/or collaborating with other health care providers and community 

resources; and  
(6) referring clients to other health care providers and community resources 

Concerns with working outside of formal education include liability and patient risk.  
 
Certified Nurse Midwife (CNMs) is formally educated and certified to provide care during 
pregnancy, childbirth and the postpartum period. 

 
A CNM is a registered professional nurse who has received post-graduate education in a 
nurse-midwifery program approved by the American College of Nurse-Midwives and who 
has passed the national certification examination administered by the American Midwifery 
Certification Board or its successors, the former American College of Nurse- Midwives or 
the American College of Nurse-Midwives Certification Council, Inc. (ACC). 
 
A CNM may provide only those health care services for which the CNM is educationally and 
clinically prepared and for which competency has been maintained. The CNM is authorized 
to function to the full extent of the midwife education, training and competency within the 
population focus and scope of practice. Such health care services for which the CNM is 
independently responsible and accountable include: 

(1) primary health care services for women from adolescence to beyond menopause;  
(2) primary health care of the newborn up to age 28 days;  
(3) primary maternity care, including preconception care, and care during pregnancy, 

childbirth and the postpartum period; and  
(4) provision of gynecological and family planning services, and treatment of sexually 

transmitted diseases in male and female patient contacts. 

https://www.maine.gov/boardofnursing/sites/boardofnursing/files/archive/Chapter%208%20Regulations%20Relating%20Advanced%20Practice%20Registered%20Nursing%20final%20rule.pdf
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Family Nurse Practitioner (FNP) is educationally prepared, certified, and licensed to 
provide primary care services, in all settings, to individuals and families, from birth to end of 
life. They also offer basic preventive and wellness screenings including that can screen for 
early pregnancy and coordinate primary care. 

 
Women’s Health Nurse Practitioner (WHNP) practice as primary care nurse practitioners 
(NPs), caring for women starting at menarche and continuing through the lifespan as well as 
providing reproductive health care for men. The emphasis of their role includes care 
delivery including “wellness promotion, care of women’s common primary care 
nongynecological problems, gynecologic care, male sexual and reproductive health, and 
normal and high risk prenatal and postpartum care.” The scope of practice for these NPs 
excludes care during childbirth. 

 
Licensed Practical Nurse and Registered Nurse licensure is generalized and allows 
practice on maternity wards. 
 
Licensed Practical Nurse (LPN) - The practice of "practical nursing" means performing 
tasks and responsibilities, by a licensed practical nurse, for compensation within a 
structured health care setting, reinforcing the patient and family teaching program through 
health teaching, health counseling and provision of supportive and restorative care, under 
the direction of a registered nurse or licensed or otherwise legally authorized physician, 
podiatrist or dentist.  32 M.R.S. § 2102(3) 

 
Registered Nurse (RN) - The practice of "professional nursing" means the performance by a 
registered professional nurse for compensation of professional services defined as 
follows:   

 
A. Diagnosis and treatment of human responses to actual or potential physical and 

emotional health problems through such services as case finding, health teaching, 
health counseling and provision of care supportive to or restorative of life and well-
being and execution of the medical regimen as prescribed by a legally authorized 
licensed professional acting within the scope of the licensed professional's 
authority to prescribe medications, substances or devices or otherwise legally 
authorized individual acting under the delegated authority of a legally authorized 
licensed professional acting within the scope of the licensed professional's 
authority to prescribe medications, substances or devices:   
(1) "Diagnosis" in the context of nursing practice means that identification of and 

discrimination between physical and psychosocial signs and symptoms 
essential to effective execution and management of the nursing regimen. This 
diagnostic privilege is distinct from medical diagnosis;  

(2) "Human responses" means those signs, symptoms and processes that denote 
the individual's health needs or reaction to an actual or potential health 
problem; and   

(3) "Treatment" means selection and performance of those therapeutic measures 
essential to the effective management and execution of the nursing regimen; 

 
B. Delegation of selected nursing services to licensed practical nurses when the 

services use standardized protocols and procedures leading to predictable 

https://legislature.maine.gov/statutes/32/title32sec2102.html


9 
 

outcomes in the observation and care of the ill, injured and infirm; in the 
maintenance of health; in action to safeguard life and health; and in the 
administration of medications and treatments prescribed by an individual 
authorized by state law to prescribe. 
 

C. Delegation of selected nursing services to assistants to nurses who have completed 
or are currently enrolled in a course sponsored by a state-approved facility or a 
facility licensed by the Department of Health and Human Services. This course 
must include a curriculum approved by the board. The board shall issue such rules 
concerning delegation as it considers necessary to ensure quality of health care to 
the patient; 
 

D.  Supervision and teaching of nursing personnel; 
    

E. Administration of medications and treatment as prescribed by a legally authorized 
individual. Nothing in this section may be construed as limiting the administration of 
medication by licensed or unlicensed personnel as provided in other laws; 
    

F. Teaching activities of daily living to care providers designated by the patient and 
family; and 
    

G. Delegation of specific nursing activities and tasks to be provided by unlicensed 
assistive personnel. This paragraph may not be construed to require a nurse to 
delegate or permit a person to coerce a nurse into delegating, specific nursing 
activities and tasks in any care setting against the nurse's professional judgment or 
to prohibit a nurse in the exercise of the nurse's professional judgment from refusing 
to delegate specific nursing activities and tasks in any care setting. 32 M.R.S. § 
2102(2) 

 

https://legislature.maine.gov/statutes/32/title32sec2102.html
https://legislature.maine.gov/statutes/32/title32sec2102.html
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August 24, 2026 
Joint Standing Committee on Health Coverage, Insurance, and Financial Services 

Maine State Legislature 
Re: Birthing unit closures 

Dear Joint Standing Committee on Health Coverage, Insurance and Financial Services, 

For the past 6 years, numerous organizations in Maine have collaborated to understand and 

address the challenges in sustaining obstetrics units. To date, there have been at least 21 recent 

reports focused on improving maternal health and healthcare access in our state. Many of these 

have been produced as part of comprehensive maternal health programs, including the RMOMs 

initiative, the State Maternal Health Innovations grant, and PCQ4ME. We write as public health 

professionals to share a summary of these reports and highlight key recommendations we 

believe may be useful to the committee. 

We encourage the legislature to consider developing a plan for maintaining access to obstetric 

care services within 30 minutes for most and 60 minutes for almost all Maine residents, an 

evidence-based benchmark for ensuring safety. This will require substantial support to grow the 

workforce and advance new models of care. 

Below we offer 8 recommendations that appear in at least two of the reports and which support 

this vision of access. At the end, we provide a reference list of the 21 existing reports as well as 

two national reports on obstetric unit sustainability. We believe this demonstrates the breadth of 

work that has already been conducted and encourages policymakers to enact actionable, 

impactful legislation. 

We also want to alert you that our group of public health professionals is collaborating on a 

policy brief that explores these recommendations more deeply, including how the legislature can 

more specifically support these recommendations. We are in the early stages of this work and 

look forward to sharing it with you when it is complete this fall. 

Common recommendations across existing Maine reports, 2020-2026: 

• 

• 

• 
• 

Support rural hospitals in partnering with Federally Qualified Health 
Centers to staff obstetrics units and provide prenatal care. Providers at FQHCs 

get malpractice coverage, and patient visits are reimbursed at a higher federal rate. 

FQHCs are also located across the state, including in rural communities. 

Expand the workforce of trained family medicine doctors who can perform 
C-Sections by supporting fellowships in Maine and establishing a formal, standardized 

credentialing process across all hospitals. 

Expand the workforce of Certified Nurse-Midwives, and ensure they are able to 

practice to the full extent of their scope at every Maine hospital. 

Establish programs for OB nurses from small, low-birth-volume hospitals to 

participate in clinical immersions at Maine's busiest obstetrics units so they get hands-on 

practice with serious complications that occur rarely at smaller hospitals. 



• Create a Maine-based, traveling-provider program and/ or regional 'float 

pool' to cover staffing gaps at rural hospitals on a short-term basis. Providers in the pool 
would receive extra pay and lodging and return to the same hospitals on a regular basis, 
enhancing continuity of care and decreasing burnout among regular providers. 

• Expand phone/video access for rural providers to high-risk pregnancy and 

newborn specialists; allocate funding to ensure sustainability and reach to all 
hospitals. 

• Require hospitals that are closing a maternity unit to write a formal 

transition plan that includes how patients will be transitioned to other providers, and 
how the hospital will train and prepare for any deliveries that may arrive at their doors. 

• Negotiate with Maine's dominant malpractice insurance company (Medical 

Mutual) to revisit rules regarding trial of labor and vaginal birth after a prior 
C-section [TOLAC/VBAC], and family doctors performing C-sections. Currently, 
malpractice insurance rates for these delivery options are restrictive for rural hospitals. 

• Ensure that emergency room staff at hospitals without obstetrics units and 

paramedics serving these areas receive regular training, practice drills, 
phone/video access to specialists, and clear step-by-step instructions for handling birth 
emergencies. 

We look forward to sharing details about legislative strategies for implementing these 
recommendations, and welcome open discussion to further identify evidence-backed solutions. 
A summary of Maine-based reports is attached. 

Sincerely, 

Gianna DeJoy, PhD, MSSW 
Brianna Keefe-Oates, PhD, MPH 
Kristen Kinchla, MPH 
Katherine Simmonds, PhD, MPH, RN, WHNP-BC, FAAN 
Louisa Smith, PhD 
Sarah Tewhey, MPHc 



Maine & Regional Obstetric Access and Maternal Health Reports 
2020-2026 

A summary of Maine-based reports and feasibility studies focused on maternal health, relevant 
to rural obstetric unit closures in Maine. Titles link to reports. 

Workforce/healthcare system assessments: 

1. Rural to Referral: Assessing the Obstetric Workforce Landscape in the State 
of Maine (2025) 
Keefe-Oates, Simmonds, Smith & Stolow, Roux Institute (Northeastern 
University)/MaineHealth/RMOMS Network 
Examines Maine's rural obstetric workforce landscape through 15 interviews at 6 major 
referral hospitals and 8 key informant interviews with staff at 3 hospitals that recently 
closed their OB units. Provides recommendations for care coordination and referrals, 
workforce training strategies, and a formal closure-consultation process. 

2. Maine's Rural Maternity Crisis: A Policy Agenda (2025) 
Dora Anne Mills, published in Maine Policy Review 
Synthesizes Maine state data and national research literature. Provides 
recommendations across 7 policy domains including financial stability, workforce 
diversification, and telehealth. 

3. Certified Nurse Midwifery Training in Maine: A Feasibility Study (2025) 
Sally Weiss, Maine Hospital Association (Funded through the Maine RMOMS grant) 
Assesses the feasibility of a new CNM training program through 3 stakeholder 
convenings and a survey of 14 Maine birthing hospitals (79% response rate). 

4. Feasibility Study: Rural Nurse Immersion Program in Obstetrics (2025) 
Sally Weiss, Maine Hospital Association (Funded through the Maine RMOMS grant) 
Assesses the feasibility of a nurse immersion training program through surveys of 
low-volume and high-volume Maine birthing hospitals, and provides a ready to 
implement two-track training model with a template hospital affiliation agreement. 

5. Needs Assessment of the Obstetric Workforce in Maine's Rural Hospitals 
(2024) 
Roux Institute (Northeastern University) / MaineHealth / Maine RMOMS Network 
Assesses obstetric workforce sustainability at Maine's 15 rural birthing hospitals through 
key informant interviews with hospital administrators/ staff and analysis of workforce 
and community data.Provides recommendations for interventions at the provider, 
hospital, and state levels. 

6. Building Maine's Perinatal System of Care: Table of Roadmap Findings and 
Actions Currently Underway or For Future Consideration (2024) (Follow up to 
report below) 
PQC4ME / Maine Medical Association Center for Quality Improvement 
Tracks progress on findings in the 2023 Roadmap through a statewide survey. Provides 
updated recommendations across access, workforce, data, and policy, including a 
proposal to require a formal patient transition plan before an OB unit closure. 

7. Building Maine's Perinatal System of Care: A Roadmap for the Future (2023) 
Perinatal Quality Collaborative for Maine (PQC4ME) / Maine Medical Association 
Center for Quality Improvement 



Assesses the current state of Maine's perinatal system of care. Provides 
recommendations for strengthening regional coordination, workforce, telehealth, and 
rural hospital financial stability. 

8. Understanding and Addressing the Drivers of Infant Mortality in Maine 
(2020) 
Qualidigm (lead author Katherine Flaherty) 
Examines the drivers of Maine's rising infant mortality rate through analysis of Vital 
Statistics and PRAMS data plus 34 key informant interviews. Provides recommendations 
across 7 strategic areas including workforce, perinatal regionalization and program 
coordination, and access to care in areas affected by OB unit closures. 

Patient experiences, assessments, and recommendations to improve patient care: 
9. Experiences with Perinatal Mental Health in Maine: Themes and 

Recommendations around Education, Screening, Referrals, and Treatment 
(2026) 
PQC4ME,funded via HRSA/Maine Maternal Health Innovation Fund 
Examines perinatal mental health screening and referral experiences through 13 
individual interviews and 2 language-specific focus groups with 28 immigrant and rural 
Maine residents (Sept-Dec 2025), and provides 28 recommendations across screening 
practices, provider training, and interpreter access. 

10. Perinatal Mental Health in Maine (2025) 
Maine Center for Disease Control and Prevention (Maine CDC) 
Reviews perinatal mental health prevalence, disparities, and access to care through 
analysis of PRAMS, MFIMR case reviews, BRFSS, and hospital discharge (MHDO) data, 
and provides 8 recommendations including universal screening and a maternal 
psychiatric consultation line for providers. 

11. Using Maps to Visualize the Impact of Obstetric Unit Closures Across 
Maine's Counties (MPHA Conference Poster) (2025) 
Andrea Lenartz & Fleur Hopper, Maine CDC/ University of Southern Maine 
Maps county-level changes in drive-time access to obstetric units through GIS analysis of 
Census population data and Maine birth certificate records (2015 vs. 2025 comparison), 
identifying Waldo, Washington, Aroostook, and Oxford Counties as the hardest-hit. 

12. Mothers' Experiences and Ideas for Improving Perinatal Care in Maine 
(2023) 
Elizabeth Winterbauer, PQC4ME / Maine Medical Association Center for Quality 
Improvement 
Gathers perinatal care experiences and patient-education feedback through focus groups 
and interviews with 40 pregnant/postpartum mothers across 4 community partner 
organizations, and provides recommendations for standardizing hypertension education 
and improving EMS/perinatal system coordination. 

13. 2023 Maine Perinatal Health Disparities Needs Assessment {2024) 
Market Decisions Research/Maine Center for Disease Control and Prevention 
Examines perinatal health disparities in Maine through interviews, a quantitative 
analysis of perinatal health indicators, a workforce capacity evaluation, and community 
landscape mapping. Finds persistent disparities affecting Black/ African American and 
American Indian populations. Recommends expanding doula and community health 
worker services, improving interpretation access, adding patient advocacy programs, 
increasing midwife availability, strengthening statewide data collection. 

&) 



14. Racial Disparities in Prenatal Access in Maine (2022) 
Permanent Commission on the Status of Racial, Indigenous, and Tribal Populations 
(PCRITP) 
Explores the effects that racism, structural barriers, the social determinants of health, 
and community and cultural norms have in creating barriers to maternal health. 
Recommends supporting community-led data gathering, investing in relational care and 
addressing structural inequities. 

The following reports (15-21) are produced by Maine's Center for Disease Control 
and Prevention on a yearly basis to examine maternal and infant deaths and 
make recommendations to reduce mortality. These statutorily required reports 
are based on reviews and recommendations by the Maternal, Fetal, and Infant 
Mortality Review Panel (MFIMR): 

15. Maine's Maternal. Fetal. and Infant Mortality Review Panel 2024 Annual 
Report (2025) 
2025 recommendations included supporting mental health programs, substance abuse 
support programs, and addressing social determinants of health. 

16. MFIMR Panel Recommendations to the Public, July 2023-December 2024 
(2024) 
Compiles findings from the MFIMR Review Panel's clinical case review of 22 
maternal/fetal/infant deaths (July 2023-Dec 2024), and provides 97 recommendations 
across 21 themes, prioritizing mental health, substance use, and cultural/linguistic 
support. Also recommends improving funding for EMS response and training. 

17. Maine's Maternal, Fetal. and Infant Mortality Review Panel 2024 Annual 
Report (2024) 
Recommendations cluster around three themes: mental health (universal prenatal 
screening, safety plans with warm handoffs), substance use (universal screening, 
naloxone distribution, more rural rehab access), and cultural/linguistic support 
(statewide peer navigators, culturally appropriate mental health services) and a 
cross-cutting push to reduce healthcare stigma through staff training and patient 
advisory councils. 

18. Maternal, Fetal, and Infant Mortality Review Panel 2023 Annual Report 
(2023) 
Issues 43 recommendations covering safe care plans, family support networks, provider 
education, and panel composition. 

19. Maine Maternal, Fetal, and Infant Mortality Review Panel 2022 Annual 
(2022) 
Based on four completed case reviews, it recommends expanded substance use treatment 
access, safe sleep initiatives, improved care coordination, and better fetal-death data 
collection. 

20. Maine Maternal, Fetal and Infant Mortality Review Panel 2021 Annual 
Report (2021) 
Recommends greater maternal-fetal medicine involvement, stronger provider 
coordination, expanded substance use treatment access, and a peer review process for 
home births. 



21. Maine Maternal, Fetal and Infant Mortality Review Panel Annual Report. 
2020 (2020) 
Sets FY2021 priorities including a national FIMR data-registry agreement, expanded 
home-interview and bereavement-referral programs, coordination with the Child Death 
and Serious Injury Review Panel, and broader Panel Coordinator access to records 
(including EMS, mental health, and substance use treatment records). 

The following two are national reports focused on sustaining maternity care that 
provide valuable solutions: 

22. Sustaining Rural Labor & Delivery Programs: Strategies for Financial 
Analyses and Considerations for Maintaining Services (2025) 
Eric Shell, Dahlia McGrath, Jeff Sommer, Kristie Thompson, Megan Lahr & Kristin 
Reiter, Flex Monitoring Team (University of Minnesota/ UNC Chapel Hill/ University 
of Southern Maine) 
Develops a financial-analysis guide from real hospital case studies drawn from prior 
consulting engagements, informed by a 2024 Rural Maternity Innovation Summit, and 
recommends correcting Medicare cost report allocations before deciding to close 
obstetric services. 

23. Stopping the Loss of Rural Maternity Care {December 2025 update) (2025) 
Center for Healthcare Quality and Payment Reform (CHQPR) 
Analyzes 2024 hospital cost report data for rural labor & delivery hospitals nationwide, 
ranking Maine as having the 2nd-highest closure rate of any state since 2020, and 
recommends standby capacity payments and reformed delivery-fee structures. 



Written Testimony to the Joint Standing 

Committee on Health Coverage, Insurance 

and Financial Services 

August 27, 2026 

Re: Legislative Opportunities to Preserve and Strengthen Rural Maternity Care in Maine 

Senator Bailey, Representative Mathieson, and Members of the Committee: 

On behalf of the Maine Section of the American College of Obstetricians and Gynecologists 
(ACOG), thank you for the opportunity to provide written comments as the Committee considers what 

Maine can do to prevent further loss of maternity services and preserve access to safe maternity care 

across the state. 

Maine does not need to start from the beginning. 

Over the past several years, considerable work has already been done to understand the challenges 

facing rural -maternal and perinatal care in Maine. This includes the Needs Assessment of the 
Obstetrical Workforce in Maine's Rural Hospitals and subsequent Rural to Referral work, Building 
Maine's Perinatal System of Care: A Roadmap for the Future, the Maine Perinatal Health Disparities 
Needs Assessment, work addressing maternal and neonatal transport, and the Maternal, Fetal and 

Infant Mortality Review process. 

These efforts have identified many of the same challenges: workforce shortages, financial instability of 

low-volume services, increasing travel distances, difficulties with recruitment and retention, the need for 

regional systems of care, transportation and transfer challenges, and the importance of maintaining 

access to prenatal and postpartum care. 

We therefore believe that the next phase of this work should increasingly focus on implementation. 

At the same time, Maine has an unusual opportunity. Significant state and federal resources are 

currently being directed toward rural health and maternal health transformation. These investments 

provide opportunities to develop new workforce models, regional partnerships, telehealth infrastructure 

and alternative approaches to financing care. 

Legislation can help ensure that these efforts become part of a durable statewide system. 

We offer the following areas for consideration as the Committee begins thinking about potential 

legislation. 



1 .  Establ ish an Early-Warning,  Stabil ization and Recovery 

Process 

Maine's advance notice requirement for maternity service closures is important. However, by the time a 
hospital formally decides to close a birthing unit, many opportunities to preserve that service may 
already have been lost. 

Maine should develop a system that identifies vulnerable maternity services well before closure is 
imminent. 

Hospitals and health systems could be required or strongly encouraged to notify DHHS or an 
appropriate statewide collaborative body when significant indicators suggest that a birthing unit may 
become unsustainable within the following 1 2-24 months. 

Warning signs could include persistent workforce vacancies, difficulty maintaining call c_overage, 
increasing dependence on temporary staffing, declining volume, loss of anesthesia or other essential 
supporting services, financial instability, recurring service interruptions, or the anticipated departure of 
clinicians essential to maintaining the service. 

This process should be designed to encourage early disclosure rather than punish it. 

Hospitals need a safe and appropriately confidential mechanism for saying, "We are worried 
about the future of this service and need help," without that request itself creating fear in the 
community, causing patients to leave, or making recruitment and retention even more d ifficult. 

Early notification could trigger a mu ltidisciplinary stabilization process involving the hospital, the state, 
regional partners and practicing clinicians. Together they could evaluate the specific reasons the 
service is vulnerable and identify potential solutions, including temporary workforce assistance, shared 
staffing or call arrangements, FP-08 or midwifery models, regional anesthesia solutions, telehealth 
support, recruitment assistance and temporary stabilization funding. 

The existing 1 20-day notice should therefore become the final safeguard rather than the beginning 
of the problem-solving process. 

If closure ultimately cannot be prevented, the process should also require a continuity and recovery 
plan. That plan should address preservation of prenatal and postpartum care, emergency obstetric 
readiness, EMS and transfer relationships, and the conditions that would need to change for delivery 
services to become viable again. 

Where reasonably possible, hospitals should avoid dismantling infrastructure in ways that make future 
restoration of maternity services unnecessarily difficult. 

A temporary workforce or financial crisis should not automatically result in the permanent loss of 
maternity care from a community. 



2. Establ ish a Rura l  Maternity Care Stabi l ization Program 

Low-volume obstetric services face a fundamental financial problem: the cost of maintaining the 
capacity to safely deliver a baby 24 hours a day does not disappear simply because fewer babies are 
delivered. 

Hospitals must maintain trained staff, emergency surgical capability, anesthesia availability, neonatal 
resuscitation capability, equipment and other resources regardless of delivery volume. 

Traditional volume-based reimbursement does not adequately recognize the cost of maintaining this 
essential readiness. 

The Legislature could establish a Rural Maternity Care Stabi l ization Program providing targeted 
support to geographically essential maternity services. 

Eligibility could take into account distance and travel time to the next birthing hospital, financial 
vulnerability, regional need and the consequences of closure for patients, EMS, surrounding hospitals 
and communities. 

Funding could be tied to participation in regional planning and a willingness to explore collaborative 
staffing, alternative workforce models and other approaches to maintaining safe care. 

This could provide immediate support while Maine continues to develop longer-term and more 
sustainable approaches to financing rural maternity care. 

3. Strengthen Maine's Rural Matern ity Workforce - Including 

FP-OBs 

Maine cannot preserve rural maternity care without addressing the current issues with workforce 
shortages. Recruitment incentives, loan repayment, tuition support and retention programs can all 
help. But simply producing or recruiting more clinicians is not sufficient if appropriately trained clinicians 
subsequently encounter barriers that prevent them from practicing the skills for which they have been 
trained. 

This is particu larly important for family physicians with enhanced obstetric training (FP-OBs). 

Family physicians have historically been an important part of the rural maternity workforce. In many 
rural communities, maintaining an exclusively 08/GYN-based workforce may simply not be realistic. 
Appropriately trained family physicians can provide prenatal care and deliveries and, with additional 
training and demonstrated competency, cesarean delivery and other obstetric services. 

Yet FP-OBs do encounter s ignificant barriers in obtaining hospital credentials and privileges. 



Credentialing requirements can vary considerably among hospitals and health systems. Requirements 
based upon specialty designation ,  procedure volume or training pathway can effectively exclude a 
family physician despite additiona l  obstetric training and demonstrated competency. 

There can also be cultural and professional bias regarding whether family physicians "should" provide 
obstetric care, particularly cesarean delivery. 

This deserves explicit attention. 

The American College of Obstetricians and Gynecologists and the American Academy of Family 
Physicians have jointly stated that hospital privileges should be based on training, experience and 
demonstrated current competence and that physicians should be held to the same standards 
regardless of specialty. Their joint policy specifically addresses obstetric care and cesarean delivery. 

Maine should examine whether its credentialing and privileging environment reflects that principle. 

The Legislature could direct the appropriate state agencies, licensing boards, hospitals, health systems 
and professional organizations to develop a consistent, transparent and competency-based 
framework for obstetric credentialing and privileging. 

Hospitals must retain responsibility for credentialing and patient safety. But the fundamental principle 
should be straightforward: 

Privileges should be based upon a clinician's education, training, experience and demonstrated 
competency, not simply based on the specialty through which that clinician was trained. 

This is particularly important as Maine invests in programs designed to train family physicians for rural 
obstetric practice. There is little value in investing public and institutional resources in creating an FP­
O8 workforce if those physicians subsequently cannot obtain the privileges necessary to use those 
skills. 

This is not about replacing O8/GYNs with family physicians. AGOG is acutely aware that workforce 
needs vary considerably across hospitals and regions. Larger referral centers and well-staffed obstetric 
practices may have different staffing models and may not rely on FP-O8 physicians in the same way 
that smaller rural hospitals do. The goal is not to promote a single model of maternity care for every 
setting, but rather to ensure that communities have access to the workforce model that best meets local 
needs. 

Maine needs O8/GYNs, family physicians, midwives, anesthesia professionals, nurses, pediatric 
clinicians and other professionals working together. 

It is about ensuring that every appropriately trained clinician who can safely contribute to rural 
maternity care is able to do so. 



4. Sustain Emergency Obstetric Readiness and Train ing in  

Rural and Low-Volume Settings 

Maine is  already doing important work to  improve readiness for obstetric emergencies in rural hospitals, 
emergency departments and low-volume birthing units. This includes simulation training, emergency 
preparedness, skills maintenance and efforts to strengthen the ability of clinicians and teams to 
respond when an obstetric or neonatal emergency occurs. 

The issue is not simply creating more programs. It is sustaining the good work that is already being 
done. 

Many of these efforts have been developed or expanded through time-limited grant funding. Yet 
simulation and skills maintenance are not one-time interventions. Staff change, skills deteriorate when 
they are infrequently used, and hospitals without birthing units must remain prepared for obstetric 
emergencies indefinitely. 

The Legislature should consider mechanisms to provide ongoing, sustainable funding for 
successful obstetric and neonatal emergency-readiness programs after current grant funding 
ends. 

AGOG specifically recommends frequent multidisciplinary dril ls and simulation in rural and low-volume 
settings, periodic clinical experience at higher-volume regional facilities, ready access to consultation 
and strong regional referral and transport relationships. 

Rather than repeatedly developing successful programs with short-term grants and allowing them to 
disappear when the funding ends, Maine should identify which programs are working and establish 
mechanisms to sustain them. 

Emergency obstetric readiness is not a temporary project. It is an ongoing responsibility of a 
regional maternity system. 

5. Bui ld a Statewide Real-Time Emergency TeleOB 

Consultation System 

Maine already has important telehealth programs supporting maternal  and neonatal care. 

These include remote blood-pressure monitoring, nutritional and gestational diabetes support, 
expanding maternal mental health services, and access to maternal-fetal medicine consultation. These 
programs are important and should continue to be supported and expanded. 

However, the program we are proposing addresses a different need: real-time, emergent TeleOB 
consultation. 



As d istances to maternity services increase, clinicians caring for pregnant patients need rapid access to 
obstetric expertise when an unexpected or potentially serious obstetric situation occurs. 

A statewide emergency TeleOB system should never be viewed as replacing an obstetric clinician 
at the bedside, nor should it be used as justification for removing local obstetric services. 

Its purpose would be to provide immediate support to an emergency physician caring for an 
obstetric patient in a hospital without obstetric services, or to clinicians in a struggling rural birthing 
unit that is temporarily on diversion or does not have its usual obstetric resources immediately 
available. 

Real-time consultation with an obstetric clinician could assist with assessment, medical management 
and stabilization, clinical decision-making, and determining whether transfer is necessary and what 
level of care is required. 

Just as importantly, expert consultation may help determine when transfer is not necessary and a 
patient can safely remain in the local community. 

Teleconsultation can never replace the OB clinician at the bedside. It can, however, provide critical 
support to the ER physician or rural clinician faced with an obstetric emergency without immediate 
access to obstetric expertise. 

Maine also does not need to build all of the necessary infrastructure from the ground up. 

There is already important experience and infrastructure through Maine's neonatal MedNet program, 
which allows real-time neonatal consultation with clinicians caring for newborns in community hospitals. 
This can help determine which newborns may need a transfer to a higher level of neonatal care and 
which babies can safely remain in their local hospital, thus avoiding the significant disruption and 
expense associated with transfer and tertiary hospitalization. 

A maternal emergency consultation system could build upon the infrastructure and lessons of this 
existing neonatal model to create a complementary maternal capabil ity. 

Real-time emergency obstetric teleconsultation is also not an untested concept. Programs elsewhere 
have demonstrated how specialists at tertiary centers can use real-time telemedicine to support 
clinicians caring for obstetric patients in rural and community settings. The Mayo Clinic has been 
among the institutions developing and using telemedicine approaches to extend obstetric expertise 
beyond the walls of the tertiary medical center. 

Maine has an opportunity to build on what is already working here and elsewhere to create a 24/7 
statewide emergency TeleOB resource. 

The goal is straightforward: when an emergency physician or rural maternity clinician is faced with a · 
difficult obstetric situation, expert obstetric support should be immediately available regardless of 
geography. 



6. Strengthen Maternal Transport and Transfer 

Regionalization only works if patients can reliably reach the appropriate level of care. 

Maine has already done considerable work addressing maternal and neonatal transport. The next step 
should be ensuring that the resulting system functions consistently across the state. 

Legislation could support a coordinated maternal transport framework with clear regional transfer 
relationships, rapid access to accepting facilities, appropriate EMS training and reimbursement, and 
mechanisms for consultation during difficult transfer decisions. 

A clinician caring for an unstable pregnant patient in a rural emergency department should not have to 
spend critical time making repeated telephone calls trying to find a hospital willing and able to accept 
that patient. 

Transport should be considered an integral component of Maine's maternity system-not something 
that begins only after local care has failed. 

7.  Preserve Prenatal and Postpartum Care Close to Home 

Loss of a birthing unit should not automatically mean loss of maternity care from an  entire community. 

Even when delivery must occur at a regional hospital, prenatal and postpartum care should remain 
avai lable locally whenever possible. 

This is particularly important for patients who would otherwise need to travel more than.an hour-or in 
some parts of Maine considerably farther-for routine prenatal visits. 

Requiring patients to make those trips repeatedly throughout pregnancy creates a significant barrier to 
care. Transportation, weather, work, child care and the cost of repeated long-distance travel can all 
make it less l ikely that patients receive adequate prenatal care. 

Ensuring access to prenatal care close to home makes it more likely that patients will receive 
appropriate and consistent care throughout pregnancy, which in turn contributes to better maternal and 
infant outcomes. 

Legislation could support enhanced reimbursement, grants or alternative payment models allowing 
FQHCs, rural health clinics, family medicine practices, certified nurse-midwives, visiting 
obstetric clinicians and telehealth-supported practices to provide prenatal and postpartum care 
locally while maintaining a formal clinical relationship with the hospital where delivery will occur. 

The goal should be to ensure that distance from a delivery hospital does not also become 
distance from prenatal care. 



Local prenatal care also provides an important opportunity for risk assessment and advance 
planning. 

The local prenatal provider, working collaboratively with the hospital where delivery is planned, can 
identify patients who may require a higher level of care, determine when earlier transfer of care or  
relocation closer to the delivery hospital may be appropriate, and develop individualized plans for 
patients who face particularly long travel times. 

Planning should also recognize the reality that some patients may go into labor or experience an 
obstetric emergency before they can reach the planned delivery hospital. 

For patients living substantial distances from a birthing hospital, the prenatal provider could help 
develop an individualized emergency plan. Depending upon the patient's circumstances and 
geography, this might include identifying the closest emergency department, when to call EMS, where 
to go if travel to the planned delivery hospital is no longer safe, and providing appropriate emergency 
supplies or a delivery kit when clinically indicated. 

These plans could be developed collaboratively among the patient, the local prenatal provider, the 
planned delivery hospital and, when appropriate, local EMS or the nearest emergency department. 

Preserving prenatal care close to home therefore does more than reduce travel .  It improves access to 
care while al lowing patients and clinicians to plan thoughtfully and safely for delivery when the birthing 
hospital is a significant distance away. 

8. Strengthen Community-Based Maternal Services 

A sustainable maternity system extends beyond the walls of a birthing hospital. 

Maine's previous perinatal work has identified needs involving home visiting, maternal mental health, 
community-based support, care coordination and access to services. 

Legislation can strengthen these supports through sustainable funding for home visiting, doulas and 
community health workers; improved access to perinatal behavioral health services; and better 
connections between community providers and clinical maternity care. 

These services become even more important as hospital-based maternity services become 
increasingly regionalized. 

9.  Bui ld a Durable Regional Perinatal System of Care 

Ultimately, Maine cannot solve the rural maternity crisis hospital by hospital. 

A sustainable system needs to connect birthing hospitals, hospitals without birthing units, tertiary 
referral centers, OB/GYNs, FP-OBs, midwives, FQHCs, pediatric and neonatal services, anesthesia, 
EMS, home visiting, behavioral health and community-based services. 



Regional planning should also include the clinicians actually providing care. Practicing physicians, 
midwives, nurses, EMS professionals and other frontline clinicians need meaningful involvement early 
in decisions affecting how care will be delivered. 

Importantly, this regional work is already being developed through Maine's Transforming 
Maternal Health (TMaH) initiative. Rather than creating a separate or competing structure, legislation 
should support and strengthen this work and help establish the sustainable infrastructure necessary for 
it to continue. 

The Legislature can help create a durable framework for this regional system while allowing the clinical 
details to be developed by those providing and receiving care. 

The goal should be to ensure that this regional infrastructure remains after ind ividual grar:it 
programs end. 

Moving From Assessment to Implementation 

These proposals will require further development, fiscal analysis and collaboration among DHHS, 
hospitals, health systems, clinicians, EMS and commun ities. 

But Maine does not need another broad assessment simply to establish that rural maternity care is 
under strain. 

The work already done gives us a foundation from which to act. 

We encourage the Committee to consider these overarching legislative priorities: 

1 .  Identify vulnerable birthing units early and prevent avoidable closures. 
Create an early-warning system, intervene before closure becomes inevitable, provide stabilization 

resources and preserve the possibility of restoring services when closure cannot be avoided. 

2. Address the financial vulnerability of rural maternity care. 
Develop financing mechanisms that recognize the cost of maintaining essential 24/7 maternity capacity 

in geographically important low-volume hospitals. 

3. Bui ld and fully utilize Maine's rural maternity workforce. 
Recruit and retain clinicians while addressing credentialing and privileging barriers that prevent 

appropriately trained FP-OBs and other professionals from practicing to their demonstrated capabilities. 

4. Sustain safe care and emergency readiness in rural communities. 
Provide sustainable funding for successful simulation, skills-maintenance and emergency-readiness 

programs rather than allowing essential infrastructure to disappear when individual grants end. 

® 



5. Make regionalization safe. 
Build on existing infrastructure to provide real-time emergency maternal teleconsultation, EMS and 

maternal transport systems appropriate to increasing distances from birthing hospitals. 

6. Preserve maternity care close to home. 
Maintain prenatal, postpartum, behavioral health and community-based services locally even when 

delivery must occur elsewhere. 

7. Build a durable regional system. 
Strengthen the regional work already underway through TMaH and create a structure in which 

hospitals, clinicians, EMS, community providers and the state identify problems and develop solutions 
together. 

The Legislature does not need to determine the clinical details of Maine's maternity system. Those 
decisions should be developed collaboratively by clinicians, communities, hospitals, health systems, 
DHHS and other stakeholders. 

The Legislature can, however, create the financial, regulatory and organizational infrastructure 
necessary to allow those solutions to succeed. 

Maine has spent years identifying the challenges facing rural maternity care. 

The next phase should be implementation. 

Thank you for your consideration and for your attention to the future of maternity care in Maine. 

Respectfully submitted, 

Maine Section American College of Obstetrics & Gynecology 

Shannon L. Carr MD MS, Chair 

Rebecca Hunt MD, Vice Chair 

Anne Marie van Hengel MD, Secretary-Treasurer 
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Health Care, Insurance, and Financial Services Committee Interim meeting 

August 27, 2026 

Good morning members of the committee, 

My name is Ashlynn Ward. I am a registered nurse, and I work in Labor and Delivery at 
Northern Light Eastern Maine Medical Center in Bangor and I 'm a member of the Maine State 
Nurses Association. I am here today not only as a nurse, but as someone who sees firsthand what 
happens when access to maternity care disappears. I have lived and worked in Maine for just 
three and a half years and have seen four Labor and Delivery units in Maine close in that short 
period of time. Four closures in that short amount of time is not a trend we should see as 
inevitable, but one we see as a warning. One community loses its unit, then another, and another. 
Every time a hospital closes its doors to laboring patients, the remaining hospitals are expected to 
absorb those patients, those births, and those emergencies. 

We cannot continue to treat these closures as isolated decisions made by individual 
hospitals. They are not isolated. When a Labor and Delivery unit closes in one part of Maine, it 
changes the entire maternal health system. Maine has lost 1 1  birthing units in the past decade, 
and we are continuing to see closures and proposed closures. The given reasons for the closures 
are all the same excuses: low birth volume, difficulty recruiting and retaining staff, financial 
pressures, and the inability to maintain 24/7 coverage. 

But I want this committee to understand something from the perspective of a nurse 
working in one of the hospitals that remains open. When one hospital closes its birthing unit, the 
problem does not just disappear. That problem just gets moved somewhere else. At Eastern 
Maine Medical Center, we care for patients from across a huge geographic area. We are a 
referral center. We care for complicated pregnancies and emergencies, but we also care for 
people who simply need a safe place to have their baby. As more communities lose their local 
Labor and Delivery services, more patients are traveling to hospitals like EMMC. That means 
longer drives for pregnant patients. It means delivering outside of their community and safety 
net. It means patients arriving farther into their labor. It means more people who may not have 
easy access to transportation, childcare, time off from work, or the financial ability to travel 
hours for prenatal and postpartum care. And i t  means more pressure on the nurses, physicians, 
midwives, anesthesiologists, neonatal teams, and support staff who are already stretched. 

We cannot solve a perceived workforce and financial problem by continually 
concentrating patients into fewer hospitals. At some point, the hospitals that remain open will 
reach their own limits. And as a nurse, that concerns me deeply. Shutting down Labor and 
Delivery services in a community is not like closing a clinic. A patient can walk through the 
doors with a completely normal pregnancy and, within minutes, develop a hemorrhage, 
experience placental abruption, have a baby in distress, or require an emergency cesarean 
section. You cannot schedule an emergency. That is why having trained staff, anesthesia, 
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operating rooms, newborn care, and emergency services available before the emergency happens 
matters. 

Maine LD 2 1 89, "An Act to Require Prior Notification of Closures of Labor and 
Delivery Units and Changes in Maternity or Newborn Care Services by Hospitals" requires 
hospitals to provide at least 120 days advance notice before closing a birthing unit. But 
notification is not the same thing as protection. Telling the community that a hospital is closing 
its Labor and Delivery unit does not prevent the closure. It does not protect the patient. It does 
not protect the baby. It does not create a nurse. It does not create an obstetrician. It does not 
create capacity at a hospital further down the road. 

We need to be asking, "What would it take to keep these units open?" This should not be 
up to the individual communities, this should be a statewide strategy and fight. We need 
meaningful investment in obstetric trained physicians and nurses, midwives, anesthesia 
providers, and pediatric providers. We need to look at reimbursement and recognize that 
maintaining a 24/7 emergency maternity service has fixed costs that cannot be supported simply 
by counting the number of deliveries. We need regional models that allow smaller hospitals to 
share resources, provide backup coverage, develop stronger transfer systems, and support our 
rural providers. Most importantly, we need to stop looking at Labor and Delivery as a service 
that should survive only if it can make enough money. Compassion may not pay the bi lls, but it 
can save a life. When we reduce maternity care to a balance sheet, we lose sight of what that 
balance sheet really represents. The balance is made up of mothers, babies, families and 
communities. 

Until Maine gets all of those strategies in place to protect labor and delivery units, we ask 
that you institute a moratorium on labor and delivery unit closures, combined with funding to 
support hospitals in genuine financial need to keep their labor and delivery units open. We also 
ask that any state funds that go to support hospitals include a condition requiring that the hospital 
keep their labor and delivery unit open. 

No one ever asks whether a fire department puts out enough fires to justify keeping it 
open. We don't ask whether an emergency department sees enough trauma patients to justify 
having one. It's understood that those services must exist because when you need them, you need 
them immediately. That is exactly how we should think about emergency maternity care. 
Maternity care is not a luxury service. It is essential healthcare. 

I ask this committee to not just study the prior closures. I ask that they study how to 
prevent the next one. And most importantly, fund it. 

Thank you, 
Ashlynn Ward 



McCarthyReid, Colleen 

From: 
Sent: 
To: 
Subject: 

Anne Fanelli < anne.fanell i630@gmail.com> 
Tuesday, August 25, 2026 10:59 AM 
McCarthyReid, Colleen 
Comments on Labor and Delivery Closures 

This message originates from outside the Maine Legislature. • . 
Hello, 

My name is Anne Fanelli Bailey and I am currently an OB nurse at Lincoln Hospital, formerly known as 
Miles. I have been an OB nurse at Miles for over 2 years. 
I wanted to provide some insight to the maternity closure crisis in Maine as someone on the front lines. 
Unfortunately, I am not able to speak in person on this issue as I am working on August 27th. 

I could discuss public health statistics, best practice guidelines from AWHONN, ACOG, ACNM, and the 
AAP, and evidence about the economic ramifications of closing birthing centers, but I am positive the 
Miles Delivers Action Coalition has already provided you with this information. 
I could provide you with Miles maternity's exemplary quality and safety reports which are some of the 
best, if not the best in the entire MaineHealth system. Additionally, we have the highest patient 
satisfaction scores of any OB unit in the MaineHealth system. 

I want to discuss my experience as a young professional in Maine. My husband grew up in Newcastle and 
as long as we have been together he has wanted to move back to Maine and raise our family in the 
Mid coast. In order to achieve that goal, I earned my Masters in Nursing from Johns Hopkins University 
where I tailored my education to become an OB nurse with the hopes of becoming a Certified Nurse 
Midwife (CNM) at some point in my career. In my final semester of nursing school I received job offers 
from the labor and delivery units at Johns Hopkins Hospital in Baltimore and Holy Cross Hospital in DC. I 
turned these offers down to work at Miles. Not only did I want to put roots down in Maine, but I believe 
the care provided at Miles is exceptional and has the potential to be a blueprint for rural maternity care 
throughout the country. The closure at Miles has made me stop any efforts to continue my OB education 
or become a CNM as my job prospects continue to dwindle. Closing OB units due to staffing shortages 
will only perpetuate these staffing shortages. 

There is constant discussion about a labor shortage in Maine but this is not because young people do not 
want to live and work in Maine. My husband and I are proof of that. There are plenty of medical providers 
who would love to come work in midcoast Maine. I believe alternative staffing solutions and models were 
not thoroughly investigated by administrators in MaineHealth because their ultimate goal was to close 
maternity services in favor of services that have higher reimbursement rates. I believe MaineHealth 
created our "staffing problem" as reason to close the maternity unit without admitting their financial 
reasonings. Additionally, since I have started at Miles 2 years ago our nursing staffing has been stable. 
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Let me be clear, labor and delivery un its will continue to close in  favor of more profitable service lines 
until legislation is put in place requiring non-profit hospital to offer these services. 

On a personal note, as a woman in my reproductive years living in Lincoln County the closure of Miles 
maternity is absolutely devastating. I recently found out I am p regnant and the next closest hospital to 
me is unable to see me for an in itial prenatal appointment u ntil I am approximately 1 4  weeks pregnant 
due to their increase i n  patient volume. The standard of care for an OB intake visit is 8-1 O weeks per 
ACOG. Not only will I have delayed in itiation of prenatal care, my commute to the closest delivering 
hospital went f rom 18 minutes to 40 minutes. In what should be an exciting time for my husband and I ,  I 
am not only losing my job but my access to timely OB care. I am scared for my personal health, the 
health of my child, and the health of those in my community. 

While it may be too late for Miles, I u rge the legislature to prevent further closure in our state for the 
safety and health of all in Mainers. 

Sincerely, 
Anne Fanelli Bailey, MSN, RN, CLC 
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Committee on Health Coverage, Insurance and Financial Service 

Interim Committee Meeting 8/27/26 at 1 O am 

Dale J Gordon 
Caribou, Maine 
8/24/26 

Dear Senator Bailey, Representative Mathieson and Honorable Members of the Committee 
on Health Coverage, Insurance and Financial Service: 

My name is Dale Gordon and I am a family and emergency nurse practitioner with 45 years 
of practice in the central Aroostook area. It is with alarm that I have seen obstetrical and 
maternal health services at Fort Kent, Houlton and now, Lincoln, eliminated. That results in 
women having an hour or more drive or Lifeflight for services. Emergencies in obstetrics, 
like hemorrhages, happen quickly resulting in dangerous deliveries on the roadside, in cars 
or in emergency rooms without 24 /7 access to anesthesia, OR or OB services. Already 
Maine has an infant mortality of 5.7/1 000 (66 infants) births, highest in NE and a maternal 
mortality between 56-81 / 1 0,000 births. 

I recognize the difficulty recruiting obstetricians and the negative financial impact facing 
rural hospitals already straining under the Big Beautiful Bill. The fact is that ER, OB, and 
pediatrics will never be profit making centers for any hospital but remain vitally important 
for the community. Certain services must be mandated (ER is) to protect the health and 
wellness of the community in spite of running in the red. I strongly support universal health 
care but, in the meantime, providing and funding these services is of the utmost 
importance, before a tragedy and lawsuit highlight the need. 

Finally, as you know our aging demographics indicate Maine needs to retain and recruit 
young families to meet our employment needs and grow our economy. It will be impossible 
to recruit or entice young families to rural Maine in the absence of safe OB and pediatric 
care. 

Thank you for the opportunity to share my perspective with the committee. 

Dale J Gordon, ENP-BC, FNP- BC 
Emergency and Family Nurse Practitioner 
BA, MSc(A) CAS 



McCarthyReid, Colleen 

From: 
Sent: 
To: 
Subject: 

nicole flores < nicoleflores@hotmail.com> 
Tuesday, August 25, 2026 5:48 PM 
McCarthyReid, Colleen 
L&D closures 

This message originates from outside the Maine Legislature. 
Dear Ms .  McCarthy Reid, 
I am writing to ask politicians to stay out of this issue and to NOT demand a moratorium .  It makes great press 
to demand that they not close, but far better is to stop and fully understand the issue and the 
consequences. M i les Hospital hasn't had an OB/GYN in 5 years. This is not safe for del ivering mothers. F i l l ing 
this position with per diem or trave l ing physicians is incredibly expensive and does not ensure consistent care 
or a person who knows the community and its patients. How is demanding that a hospital keep a un it open, 
okay when they can't staff it, when the staff practices their ski l ls so infrequently that they lose those skil ls or 
haven't seen certa in situations in a long time, a safe option? I lost a wonderful OB/GYN in my community 
because it wasn't feasible for her to raise chi ldren where she was on call every 4 days, and this is in a busier 
area. Instead, she has chosen to go elsewhere, with a l a rger practice and commun ity where she is on cal l 
every 13 days. This is the chal lenge in recru iting and keeping OB/GYNs - they don't want to put in  so many "oh 
cal l" days, or they want to use their ski l ls and practice more. I don't consider a 40 minute drive tragic for great 
care. I drove at least that far, on highways in NJ to deliver each of my ch i ldren. Do the women demanding this 
L&D unit stay open understand the risks they face in a facility that isn 't busy or using ski l ls frequently? I find 
all of this short s ided and selfish - a moratorium on these expensive un its will cost everyone else and even 
jeopardize other types of care. What other specialties wil l  be cut to fund the one you have demanded stay 
open? Please take a look at the data and facts and beyond emotion with this issue. 

Yours, 
Nicole Flores 
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McCarthyReid, Colleen 

From: Stephanie Nelson <stephanie@heliakos.com> 
Wednesday, August 26, 2026 3:38 PM 
McCarthyReid, Colleen 

Sent: 
To: 
Subject: Moratorium on Labor and Delivery closures in Maine 

I 
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This message originates from outside the Maine Legislature. 

To the Colleen McCarthy Reid and the Committee on Health Coverage, 

I 'm writing in support of an immediate moratoriu m  on Labor and Delivery closures in- M aine hospitals, 
includ ing the planned closure at Miles campus in Damariscotta. Maine cannot afford to have one more 
labor and delivery unit close. Health outcomes for local m others and babies will suffer if our Mi les 
Campus labor and delivery closes. 

I live in  Newcastle, just across the river from Mi les Campus. I would like my ch i ldren to be able to have 
their babies close to home in the safest possible way . .  

Our state's aging population depends on fami lies being able to stay in  Maine and other young people 
being able to move to here. Labor and delivery closures affect the entire community, not just young 
fam ilies. Dismantling Labor and Delivery, d ismantles the community. 

It's more i mportant than ever to safeguard women's health given the cuts in federal funding and the 
attacks on women's health care all over the country. Let's keep Maine "the way life should be" and keep 
mothers and babies safe here at home. 

Stephanie N elson 
1 O Pleasant St. 
Newcastle, ME 04553 
207-563-1 849 
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Perinatal QuaUty Improvement Network 

Sustaining Inpatient Obstetric Services 

August 26, 2026 

Dear Honorable Members of the Health Coverage, Insurance and Financial Services Committee, 

We are writing to express concern and provide testimony to diminish the chances of any additional rural hospital 
obstetric (OB) unit closures. We are the leadership team of the Northern New England Perinatal Quality 
Improvement Network (NNEPQIN). NN EPQIN's mission, since our founding in 2003, has been to collaboratively 
improve perinatal health across Maine, New H ampshire and Vermont in partnership with our 37 member hospital 
sites. This collaborative model encourages dissemination of best clinical practices and collective problem solving 
on regional cha llenges such as OB closures. This work provides us a unique lens on the challenges facing smaller 
rural OB services. While we understand that small rural hospitals face significant financial pressures, it is crucial to 
understand the importance of sustaining a geographica lly d iverse, high quality system of rural OB care. We 
recognize that involved organ izations do not make these decisions lightly. We want to ensure accurate 
consideration of the essential nature of these services along with the immediate and long-term effects such a 
closure decision will have on  the viability of a health care facility and the communities left without access to OB 
care. 

Quality of Care 

Concerns regarding the quality of care in low-volume OB un its are understandable, but the number of births at an  
institution does not  determine the level of quality. Quality care depends on several factors, including staffing, 
continuing education, active participation in q uality improvement efforts and integration with a system of care 
supporting appropriate consultation and transfers. Data referencing specific volume varies widely in the criteria 
applied and lack of exploring a system level approach - making it impossible to surmise a specific, "magical 
number". From what we know, the teams across Maine including midwives, obstetricians, nurses, and other staff, 
work d i ligently to meet state and regional quality metrics. Teams are engaged i n  q uality improvement work through 
multiple state and regional initiatives that create a collaborative responsibilty and provide technical assistance 
such as education and clinical simulation training. Additional funding and policy to support these efforts across 
the state could be part of a multi-tiered approach to sustain quality at lower volume sites. 

Following the closure of an OB department, pregnant patients will continue to seek urgent care in the emergency 
department or other areas of the facility given the burden of an extended drive t ime exceeding 30 minutes for many 
families. It's impossible to fully eliminate the need for urgent OB services in an  isolated, rural commun ity. The 
Emergency Department is not an  appropriate option for any routine care. The absence of specia lized inpatient OB 
services places additional pressure on remaining staff to handle obstetric emergencies, which can compromise 
the quality of care. The ripple effect on remaining staff is unpredictable and often leads to moral injury then 
burnout and potentially dangerous situations which undermines the core principles of patient-centered care. 
Another supportive policy option would be to ensure already isolated Emergency Department services have 
access to on demand telemedicine consult support if an OB case presents at their site. 

@ https://nnepqin.org/ IE] NNEPQIN@hitchcock.org 



The Value of Maintaining an OB Service 

While it's often assumed that OB services are financially burdensome, it's important to recognize the broader 
financial impact these services have on a hospital. The value of maintaining an OB unit extends far beyond the 
revenue generated from childbirths. OB services provide a range of ancillary benefits and support, including 
access to prenatal care, pediatric services, and postnatal support, all of which generate revenue for a hospital. 
Most importantly, an obstetric service helps build strong, lasting relationships with patients and their families, 
creating a "healthcare home" that encourages them to seek out all of their healthcare needs at a facility for years to 
come. The potential closure of the OB unit would disrupt this relationship, risking the loss of future patient visits 
and a long-term, sustainable patient base. 

Economic and Social Impact of Closing OB Services 

Research consistently shows that the closure of obstetric services in rural hospitals has a negative long-term 
impact on the local economy. A key consequence is the decline in young families choosing to settle in the area, 
which reduces the influx of new residents and limits the community's growth potential. For a rural community to 
thrive, it needs a steady population of young families, many of whom make healthcare decisions based on the 
availability of local OB services. Without these services, families a re likely to seek care in more urban centers, 
which ultimately undermines the local economy and long-term sustai nabi lity of the region. ·The closure of this 
essential service not only jeopardizes the health of the community, but could have far-reaching social and 
economic consequences, especially as younger families choose to move elsewhere. 

Conclusion 

The potential closure of an obstetric unit has significant cons!3quences for both the hospital and the community. 
The financial, social, and health-related impacts should not be underestimated. Preserving the OB unit is not just 
about maintaining an individual service-it's about ensuring the health of women and children in Maine's 
communities, the long-term susta inability of community hospitals and the financial future of rural communities. 
Thinking holistically about the context and policy that supports a robust system of care, while prioritizing these 
essential services, creates an opportunity for innovative approaches. 

NNEPQI N  has been working across our membership in the three Northern New England states to collaboratively 
prevent more closures. Multiple pro-active policy approaches are being explored that would provide additional 
financial support to lower volume hospitals located in  crucial rural locations. Our Rural OB Access page on the 
website captures policy and research on this national issue. There are several resources that might be immediately 
relevant for addressing the financial challenges such as content from Maine Health colleagues on accurately 
capturing OB inpatient billing and a free financial and strategic consultation service provided through the National 
Rural Health Association focused on sustaining rural hospital services. 

Thank you for your time and thoughtful consideration. We hope you will take the necessary steps to ensure that 
these essential services remain across Maine's healthcare system .  

Sincerely, 

�'vv -" 
. 

1-.) ,p_,l,,_, 

Julie S. Bosak, DrPH, CNM, MSN 
Executive Director, NNEPQIN 

Emily Brayton,  RN, BSN 
Director of Operations, NNEPQIN 

@ https://nnepgin .org/ 

Ella Damiano, M D  
Medical Director, NNEPQIN 

� 
Steve Ringer, MD, PhD 
Medical Director, NNEPQIN 

� N NEPQIN@hitchcock.org 



Aliza Wyman 

Bridgton, ME 

August 26th, 2026 

Thank you for the opportunity to speak today. 

My name is Aliza Wyman, I am the mother of two beautiful boys. I love them, however 

there is not a day that I wake up and don't think that that love has cost me everything. I would 

like to present to the committee a list of things I lost when I became a mother at twenty-three; the 

ability to leave the house for a year, the ability to make eye contact with people, my sense of 

well-being, the ability to write for two years. The ability to name my emotions. The ability to 

express my emotions honestly. The ability to walk into my own home without feeling like I need 

to take a shower before touching anything. My relationship with my college friends. The ability 

to sleep through the night. The ability to control anger. My self-esteem. The ability to walk into a 

grocery store without having a panic attack. The ability to make decisions for myself. The ability 

to transfer clothes from the washer to the dryer. My own sense of identity. I lost twelve weeks of 

pay when my second child was born because my job did not at that time provide for maternity 

leave. I lost my hope in my own future. Since I became a mother, I no longer think I am a good 

person. 

While I was pregnant with my first son, I dreamed of snuggling an adorable infant. The 

reality of living with a newborn while my husband was at work all day was different. The reality 

was a bone-deep fear that wouldn't leave me be. Rather than being overwhelmed with love, I 

woke up each day, worried that he would die, that something I did would accidentally kill him 

and then I would have to swiftly dispatch my own suicide, because how could I live without him 

now that I had known him? By the time I had my second son two years later, I was so tired that 



bonding with him was difficult. I felt completely burnt out and asked my husband multiple times 

if we could put him up for adoption (a request, he thankfully denied me). 

As mothers, we are not encouraged to be honest. We are told to be grateful. We are told 

that whatever we get is our own fault because we chose to be mothers. 

After seven years of independent searching, I have finally found a therapist. In becoming 

a mother I have gained anxiety, PTSD and depression. I am lucky, I have insurance, I have sitters 

I can leave my children with so I can go get the help I need. Not all women are so blessed. 

The mothers of Maine should not have to wait seven years to get help when they feel 

something is not right. This is a waste of our humanity, this is a waste of Maine's human 

resources. Maternal mental health care should be readily available to those who need it. 

Thank you for your time and consideration. 



Summary 

Across the United States, birthing units continue to close at an alarming rate, limiting access to obstetric 
care for millions. Although unique in its rural geographic susceptibility, Maine is not the only state 

experiencing a rapid increase in the number of birthing units closing. Closures, both in Maine and nationwide, 

are most commonly cited as a consequence of declining birth rates, lack of obstetric providers, and hospital 

financial pressure.1When birthing units close and families are forced to drive further distances.to deliver; 

there is a significant increase in adverse maternal outcomes and N·rcu admissions.2 
• • 

The state of Maine has closed 12 birthing units since 2015.3 From 2014 to 2023, the average distance 

traveled to a birthing unit in Maine doubled when local birthing units closed. Overall, the average distance to a 

birthing unit in Maine increased by 138% from 9.3 miles to 22.2 miles in that same period.4 With more units 

threatening to close, there are no signs of headway being made to prevent continued closures. 

The ongoing loss of rural birthing units in Maine not only threatens where babies can be delivered, but it 

also disrupts access to perinatal care, creates undue strain on nearby hospitals to accommodate an influx of 

deliveries, and threatens the health of Maine's rural families. The state of Maine must adopt policies to 

improve access to obstetric care for rural counties alongside mitigating the impact of closures when they do 
occur. This policy brief highlights several evidence-based policy recommendations to help strengthen and 

preserve access to perinatal care in  Maine. 

Recommendations 

1 .  Expand Obstetric Training Through Funding from the State 
• Losing hospital-based obstetric services is linked to worse birth outcomes in rural areasll.12 

• The state could provide funding to rural hospitals for obstetric training opportunities for 

physicians with potential for longitudinal incentives (both financial and non-financial) to 

work in rural Maine after their training 

• Increasing the number of obstetric training opportunities (i.e. family medicine obstetrics 

fellowship or dedicated rural Ob/Gyn residency tracks) can help keep obstetric services 

available closer to the patients' homes, it can reduce travel times, and can improve care for 

mothers and babies10 

• This would help build a stronger workforce and improve access to care for pregnant 

patients across a largely rural state7 

• Doctors who train in rural areas are better trained to meet the needs of rural communities 
and can continue to work in these areas after their fellowship, especially Family Medicine 

• Those in rural areas face greater barriers to receiving maternity care and may have higher 

risks of poorer health outcomes13 

• State funding could help cover the training costs of a fellowship along with housing or loan 

repayment for the doctors who are willing to commit to working in rural Maine after their 
fellowship . § 



2. Expand Telehealth Coverage for Perinatal Services 
• Rural families must travel longer distances than urban counterparts to reach obstetric units, 

therefore, when birthing units close, the burden to receive care increases7 

• Long travel times can make it more difficult for people to receive needed care and may 

increase health risks for the individual and the baby8 

• Maine legislators should require .---------------------. 

Medicaid and private health plans to 

cover telehealth visits for certain 

perinatal services 

• Prenatal checkups, postpartum visits, 

mental health support, lactation 

support, and consultations with 

doctors and specialists are all 

examples of appointments that could 

be telehealth9 
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• Expanding telehealth could help 

people receive care sooner and stay 

connected with their health team 
Distribution of Travel Distance to Nearest Obstetric Hospital in 

the U.S. by County10 

• Can help reduce the burden of long travel while improving access to care for mothers and 

babies10 

3. Expand Medicaid Reimbursement Rates for Rural Hospitals 
• MaineCare (Maine Medicaid) pays for 37% of all births in the state of Maine, however, this 

number increases to 47% in rural (nonmetropolitan) Maine counties14 

• Mainecare's physician reimbursement rate for delivery care is 72.4% of Medicare rates 

• In rural hospitals, where patients rely on MaineCare more than those in urban areas, this can 
create significant financial hardships due to the inability to recoup the cost of deliveries 

• Increasing MaineCare reimbursement rates across the entire state will help maintain safe 

birthing units for Mainers across the state5 

• Creating a payment adjustment for rural hospital births will help support Maine's most 

vulnerable birthing units that are at highest risk of closing 

• Provider participation is directly correlated with the rate between MaineCare reimbursement 

rates and birthing unit closures6 

• Workforce shortages and the economic environment of rural hospitals would benefit from 

obstetric rate adjustments 

Resources 

1. Maternal Health Action and Resource Center 

2. National Network of Perinatal OualitY. Collaboratives 

3. Perinatal Quality Collaborative for Maine 

4. American Academy of Family PhY.sicians 

5. Maine DeP-artment of Health and Human Services 

6. Robert Graham Center 

7. American College of Ostetricians and Gynecologists 



Considerations 
• Barriers to Implementation 

o It is generally difficult to plan and implement changes in the maternal healthcare landscape due to 
shortages in OB-trained physicians (Family Medicine and OB/Gyn) and because of limited state 
funding 

o Increasing MaineCare reimbursement rates and funding rural OB-GYN training programs would 
require long-term financial commitment 

o Telehealth expansion can be limited by internet access and technology costs 
o Keeping units from closing should be paramount, but safety and quality of birthing units should also 

be a priority when implementing solutions 
• Key next steps 

o Identify rural hospitals that are at the highest risk of losing obstetric services, and what reasonable 
alternatives would look like for the communities 

o Cost will need to be estimated for each policy, including establishing long-term funding solutions as 
opposed to one-time funding 

o MaineCare, private insurers, hospitals, medical schools, and rural communties need to be involved in 
strategic planning 

• Research Gaps 
o Which policies are most effective at preventing birth unit closures in Maine specifically? 
o Limited evidence on the long-term effects of state-funded rural OB-GYN training and how telehealth 

can safely replace in-person perinatal care 
o Expansion of cause/affect analysis data for the state of Maine's perinatal landscape over the past 5-

10 years in the setting of an uptrend in closures 
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McCarthyReid, Colleen 

From: 
Sent: 
To: 
Subject: 

Mia Branco < miajbranco@gmail.com> 
Wednesday, August 26, 2026 9: 1 8  PM 
McCarthyReid, Colleen 
Regarding Labor & Delivery Unit Closures 

This message originates from outside the Maine Legislature. . • • 

To Whom It May Concern, 

Please don't let Labor & Delivery Units continue to close in our state. Having access to Labor & 
Delivery units is essential to the g rowth and well-being of our communities. It was certainly essential 
to my community. Now having MaineHealth vote to close our local Labor & Delivery unit at Miles 
Hospital, women in our community are having to consider that living here and choosing to have a 
baby, may be a Life & Death decision. This closure is a disastrous decision that wil l be felt for 
generations. 

I had my first child, a son, at Miles Hospital in Damariscotta in Ju ly 2022. He was stil lborn. I arrived at 
the hospital concerned that I had not felt him move for most of a day, and we were informed that we 
had lost him. Had there not been a local unit to stop into and receive assessment, we may have not 
known about this loss in a timely manner resulting in further issues to an already painful situation. 
When MaineHealth argued for closing Miles Labor & Delivery, it was cited that the maximum 
additional travel time to the next closest L&D unit would be 1 8  minutes. This is simply not true. Our 
commute would go from 15 minutes to 45 (with no traffic). I t  would have been difficult for me to justify 
taking off of work and driving 90 minutes round trip because of a concern that could have turned out 
to be nothing. 

Our next child , our daughter, was born in August 2023. We were so lucky to be able to once again 
deliver at Mi les Hospital surrounded by staff who knew our whole story and treated us with the 
tenderness and encouragement that we needed as we welcomed our daughter and still mourned for 
our son. I have no doubt that had we delivered at another hospital in Maine, the medical care we 
received would have been just as good . But we weren't just needing medical care, we were needing 
to be seen for the full circumstances and experience that growing our family had entailed. 

The L&D un it at Miles is not just about numbers of babies born. It is about the relationships between 
doctors and women in what we hope will turn out to be the happiest moment of our lives but can also 
be the toughest journey to get there. It is essential to have this personalized care that is easy to 
access. For the well being of the parents, siblings, and all of our precious new babies, it is vital that 
these services remain available at Miles. 

In  just my case alone, having Miles meant that we learned of the loss of our son in a timely and 
humane manner. Having doctors, midwives, and L&D nurses who had gone through that loss with us 
meant that we had the best support possible for the emotionally and medically complicated 
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subsequent pregnancy and birth of our daughter. These relationships were essential to my family's 
health & well-being. 

And now, after two miscarriages in 2025, I just gave birth to identical twins this past June also at 
Miles L&D. If I had not had close proximity to a hospital with a birthing center, my family would have 
to move somewhere else as it was essential that I was close to a facility during this pregnancy for the 
safety of the twins and myself. 

Once again, delivering at a local facility with practitioners who knew me was an essential part of our 
babies well-being . The ultrasound tech who I had seen many times throughout my pregnancy heard I 
was upstairs laboring. She was leaving for the day and called up to L&D to see if a scan would be 
helpful before she left, as she knew that one of the babies had often been changing position during 
the pregnancy. Sure enough when she came up and did the scan, she found that Baby B had indeed 
spun around during my labor and become breech. Having this information allowed us to consider our 
options and change course to a c-section in a way that was controlled and non emergent. 

I am just one story, and I know there are many other women in Maine with similar stories i l lustrating 
the value of close proximity to care as well as the importance of relationships within that care. Without 
a local option, lives will be in danger. 

The above arguments alone should be enough to warrant intervention to keep L&D Units open, but 
there are also economic arguments to be made. If we do not have health care options for young 
families to safely g row their families, then this becomes a less desirable place for young families to 
take root. Our economy here is not sustainable without the influx of new famil ies. If we make this area 
inhospitable to young families, it is a self-fulfi l l ing prophecy. We will continue to be an aging 
demographic with struggling economic prospects. 

These closures leave me fearful and feeling enormously devalued as a woman .  Our local L&D unit 
has been so important to my family and its closure is very distressing . I recognize that these are 
tough times for rural hospitals, and tough decisions have to be made. But a service like an L&D un it 
where those in need of care are often needing time sensitive attention and a personal touch at a very 
scary and vulnerable time, proximity is key. It is essential to the community. What better investment is 
there than in the well-being of a baby being born? 

In addition to the latest closure of Miles Hospital's Labor & Delivery un it being a devastating blow to 
the community that it served, it is another data point in a dangerous trend taking hold in this state. In  
a state that has made great efforts to appeal to young families and encourage them to bu ild their lives 
in Maine, closing L&D units does nothing to help this. 

In  the case of our L&D unit closing, it was repeatedly stated that the closure was not due to finances 
but because regionalizing services would better serve the community and address chronic staffing 
issues. Regionalizing L&D services may make things easier and more streamlined for MaineHealth 
but it does not make things better for their patients. This is clearly a decision of convenience not of 
care and they should be ashamed. It is essential that legislators intervene and right this wrong. 

We look back proudly at the citizens, admin istrators , and physicians who worked to establish L&D 
units across the state. Please don't let us be the generation responsible for closing them. We all know 
that once they are gone, these essential services will not return. We watch storms erode our 
shorelines - These closures are an erosion of our communities. We can't choose whether a storm 
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comes our way, we can choose whether or not we close Labor & Del ivery units. Without local Labor & 
Delivery, having a baby in Maine becomes an issue of Life & Death. 

Our local unit has been an essential part of growing our family here in the Midcoast. Please do what 
you can to keep these services available to all who want to grow their family safely in Maine. 

Thank you, 
Mia Branco 
A proud & g ratefu l Miles Labor & Delivery family (2022, 2023, and 2026) 
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August 27th, 2026 

To the members of the Committee: 

Thank you for calling this hearing in order to delve into the deeply concerning pattern of L&D 
closures across rural Maine. My name is Caryn Howell and I live in Wiscasset. I'm a mom of 2, 
and my second baby, my daughter, was born at Miles 3 years ago. I have served this summer as a 
volunteer member of the steering committee of the Miles Delivers Action Coalition. I 'd like to 
share some of my personal experience delivering at Miles, as well as some of what I've learned 
through my work with the coalition. 

I grew up in central, rural Maine but my first pregnancy and birthing experience was in Boston, a 
city renowned for the quality of health care and hospitals. I moved back to Maine when my 
first-born was only 1 3  days old, and 2 years later, we were expecting our second child and chose 
Miles. Throughout the process of MaineHealth 's assessment of LincolnHealth 's maternity care, 
they have often stated that women prefer to deliver at bigger hospitals. I did not personally find 
this to be true. My husband and I agree that hands down, our experience at Miles was superior to 
our experience in a big-city high-delivery volume hospital. Every nurse, midwife, and OB I saw 
was supportive, knowledgeable, caring, and hugely competent. This should not be a surprise as 
Miles was the first hospital in Maine designated baby friendly by the WHO, and the fifth in the 
nation. Lincoln county deserves to hold on to this high quality care. 

I was lucky to have a healthy and uneventful pregnancy. I was also lucky to live just 20 minutes 
from Miles. Labor came on fast and my daughter was born barely an hour after we checked into 
Miles. Had I needed to drive even an additional 1 5  minutes to Midcoast in Brunswick, with labor 
quickly progressing, I may have been calling an ambulance on the side of the road. Laboring in 
Lincoln county should not turn into an emergency; not for those like me with easy access to route 
1 ,  and not for those families down on one of the peninsulas where the drive to Mid coast or Pen 
Bay is an hour on a good day, before summer traffic or winter weather come in to play. In our 
coalition alone, amongst a small sample of local women, there have been precipitous births, an 
emergency C-section due to placental abruption, and an emergency breech delivery, all within 
the past 2-3 years. Closing LincolnHealth's L&D will not eliminate these scenarios, it will only 
make them more dangerous. 

I would urge the committee to look more into MaineHealth's drive time analysis. They have 
cited an average increase of 1 8  minutes of drive time for Lincoln County women. They have not 
shared how they have reached these numbers. They have also failed to even acknowledge that 
some women live outside of that average increase and will face at the bare minimum an hour 
drive to give labor. This is double the amount of time that is optimal for maternal and infant 
outcomes. Maine already has the longest drive time to L&D out of all New England states. And 
in their own Community Health Needs Assessment, MaineHealth cites transportation as a top 3 
concern for families in Lincoln County: "In the Maine Shared CHNA survey, 62.6% of 
respondents said "transportation needs" negatively impact them, a loved one, and/or their 
community." Yet, after the decision was made to close Miles L&D, MaineHealth has provided 
literally no resources or support for expecting women in Lincoln County. Pregnant patients were 
notified via phone calls from admin, but were pushed off the phone when they began asking 
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questions and were told "ask your provider." Then, providers shared with us that they have very 
little information to share with patients. MaineHealth has made no offers to connect patients with 
resources related to transportation or otherwise, yet they acknowledge that this is a burden for 
many families here. Throughout this process, the community has not been centered. Closure of 
this vital local resource will be a burden on the community. 

I would urge the committee to ask the following questions of MaineHealth: 

• How did you calculate drive time analysis? Do you think it is safe and acceptable for 
women on the peninsulas to drive 60+ minutes in labor? What resources do you plan to 
offer for women whose drive times to give birth just doubled? 

• Why are diversions a bigger safety concern than doubled drive times and no availability 
of emergency C-section care for the entire county? 

• How is acceptable to announce closure of a vital community service with no resources 
prepared to share with pregnant patients? If this decision is "improving" health care for 
women in the region, where is the evidence of that? 

• Have you ever assessed a rural L&D unit and NOT closed it? 
• What is your 5 year plan for maternity care across the state of Maine? 

Finally, I want to share three reasons that stand out to me as a local parent and community 
member as to why the pause on L&D closures must be implemented BEFORE December and 
before LincolnHealth's maternity unit is forced to close down: 

First, the timing for a pause on this decision is right. Bi1ihs have been -130 at Miles the past two 
years, and they have been consistently growing for the past 5 years; they're up 43%. And, the 
percent of women of childbearing age is up 9% in Lincoln County, which is 3x the overall 
population growth. Young families are moving in, and they are delivering at Miles. And, Miles 
has recently hired two new providers in OBGYN. The addition of these providers should help to 
solve the staffing and call schedule difficulties. With new staff coming in, a pause should be 
taken to see if these changes put staffing in a more sustainable place. 

Secondly, staff at Miles largely oppose closure of the L&D. More than 50 providers signed a 
letter of support for keeping L&D open. Providers in OB have shared that they have ideas about 
staffing and scheduling that either have not been heard or have not been tried. These are folks 
who know the staffing reality there, who work the call schedule themselves, and they believe 
there are solutions. Staff have called for more transparency and for more inclusion in the 
assessment process; since the assessment was only announced in May, this has not been enough 
time for these qualified and respected staff members to meaningfully participate in this process 
and offer creative solutions. Please also demand from MaineHealth: why are these ideas not 
being heard? Why are multiple staff members sharing that there are alternative staffing models 
that have not been considered while leadership are saying that they have tried everything? We 
owe it to these dedicated providers and to the community members who need local care to 
examine and entertain every possible solution. 

Finally, closing Miles at the end of this year would not be safe. First because of the increased 
travel times-- again the hour drive (in perfect traffic conditions) from the peninsulas to 



Brunswick or Rockport is double the 30 minute drive time that research has shown is optimal for 
maternal and infant outcomes. But also because there is not a solid transition plan in place. This 
came to light when members of our coalition met again with hospital leadership including Cindy 
Wade and Dr. Tim Fox (ER doc and board member). Perhaps the most disturbing detail from this 
meeting was the plan for how the hospital will handle emergency C-sections in the ER: they will 
not be performing them. This means that if a mother somewhere in Lincoln County is in labor, 
and decides to go to Miles knowing that there is no longer an L&D there, she is going to Miles 
because she has decided she can't make it to Pen Bay or Midcoast. If that same mother then 
needs an emergency C-section, she then faces an ambulance or LifeFlight ride. This is not the 
reality we want for expectant mothers in Lincoln county or anywhere in rural Maine. From 
working on this campaign to save Miles maternity, we have heard countless stories from families 
who were saved from dangerous or life-threatening outcomes because Miles was there. 
Stories in which local care is paramount are not outliers. MaineHealth leadership has shared 
numerous times that patient safety is a key factor in this assessment; at this time the safe path 
forward is to postpone closure and to explore alternative solutions. 

LincolnHealth has the opportunity to have the premier rural L&D in the state. Last year, the unit 
had the lowest rate of C-sections and inductions across all MaineHealth hospitals. They were the 
first maternity unit designated baby-friendly by the WHO, and the fifth in the United States. 
With the growth from the last 5 years, the willingness of staff to problem solve, billing changes 
coming in 2027-- the timing is right to preserve this unit and to choose solutions over closure. 
MaineHealth has been on a tear closing L&Ds across the state. They owe it to the communities 
they serve, to the people of Maine, to prove that they know how to sustain a rural maternity unit. 
Maine is a rural state. We need smaller, rural hospitals that offer all of the vital services a 
community needs. It's a wonderful place to live and to raise a family. Let's keep it that way. 

Thank you very much for your time. 

Caryn Howell 
1 64 Indian Road, Wiscasset ME, 04578 
carynhowell@gmail.com 



Valerie Donohue, MD - Family Medicine / Obstetrics 
Ryan Donohue, MD - Pediatrics 
6 Cooper Way, Walpole ME 

8/26/2026 

RE: Urgent Request for a Legislative Moratorium on Closures of Rural Labor and 

Delivery Units 

Dear Members of the Committee, 

We are writing to you as physicians who practice in coastal Maine - one of us a family physician 
providing obstetric and primary care, the other a pediatrician and as residents of Lincoln 
County, one of the communities most recently affected by the collapse of rural maternity 
services in our state in light of MaineHealth's board recently voting to close the Lincoln Hospital 
Family Birth Center later this year on December 18. We are writing to urge you to enact an 
immediate legislative moratorium on all further closures of hospital-based labor and delivery 
units in Maine, and to use that pause to build the workforce, reimbursement, and staffing 
solutions our state urgently needs. 

In the last decade, Maine has lost twelve hospital-based birthing units, with nine of those · 
closures occurring in just the past several years. Fewer than twenty of the·state's hospitals still 
offer labor and delivery services at all. Our own community is the most recent casualty: despite 
rising birth volumes, strong provider support, and sustained community opposition, 
MaineHealth's Board of Trustees voted this summer to end labor and delivery services at 
Lincoln Hospital's Miles Campus in Damariscotta, leaving Lincoln county without a single 
operating birthing unit. Gubernatorial candidates across the political spectrum, our own 
governor Janet Mills, and members of Maine's congressional delegation have all called on 
MaineHealth to reconsider or delay - unsuccessfully. The Legislature has both the authority 
and the obligation to act now, rather than leaving the question of whether mothers and babies 
have access to safe pregnancy and delivery care to the discretion of hospital boards. 

Hospital administrators frequently describe these closures as workforce or safety decisions 
rather than financial ones. Even where that is sincerely believed, it does not change the 
underlying problem: obstetric units are being treated as line items that must independently 
"pencil out," rather than as an essential public service that a community is entitled to regardless 
of volume. To quote Harold Miller, president and chief executive of the Center for Healthcare 
Quality and Payment Reform, "We don't fund fire departments based on how many fires there 
are every year." Labor and delivery is the same kind of standby service - it must be staffed and 
ready before it is needed, not built retroactively once an emergency is underway. 

If the economics of running a labor and delivery unit are genuinely the obstacle, that is an 
indictment of how maternity care is financed in this country, not a justification for abandoning 
rural families. Many of the hospital systems closing these units, including Maine's largest, are 



nominally nonprofit. But the commercial insurance carriers that reimburse the great majority of 
deliveries in this state are not tax-exempt, mission-driven organizations - they are for-profit 
corporations whose reimbursement decisions directly shape whether a rural unit survives. 
MaineCare, Maine's Medicaid program, reimburses more generously than many other states' 
Medicaid programs, yet it still pays only a fraction of what commercial insurers pay for the same 
delivery. According to a 2025 article in the Portland Press Herald, roughly $4,607 for a vaginal 
birth and $6,847 for a cesarean section under MaineCare, compared with roughly $14,630 and 
$23,595, respectively, from private insurers in Maine. Nearly half of all Maine births are covered 
by MaineCare. When the payer covering close to half of a unit's patients reimburses at a third of 
the commercial rate, no amount of "efficiency" will keep that unit financially self-sufficient -
the shortfall has to be made up somewhere, or the service disappears. That is a policy failure the 
Legislature can and should address directly, including through MaineCare rate reform and 
standby-capacity payment models that fund fixed staffing costs rather than per-delivery volume. 

The consequences of these closures are measurable and are already occurring in Maine. Out-of­
hospital births in Maine rose 41 percent between 2018 and 2023, from 228 to 321 per year, even 
though hospital births still make up the large majority of deliveries. Maine already has one of the 
highest home-birth rates in the country. Rural Mainers whose nearest hospital no longer 
delivers babies now drive an average of 45 minutes one-way to reach a birthing hospital - the 
longest average drive time in New England - and considerably longer for high-risk patients who 
must be routed to Bangor or Portland. In Houlton, Aroostook County, and elsewhere, EMS 
crews and local fire departments have publicly described the strain of handling obstetric 
transports and unplanned deliveries in ambulances, on top of their existing emergency call 
volume. 

The dinical literature bears out why this matters. A large cohort study of rural deliveries found 
that rural patients who bypass their local hospital to deliver at a distant, non-local hospital face 
the highest risk of severe maternal morbidity and mortality in the year following delivery, even 
after adjusting for other maternal and hospital factors (Hung P et al JAMA 2025). Rural 
obstetric closures are not a neutral administrative matter; they are a direct contributor to a 
maternal mortality trend that is already moving in the wrong direction. 

Longer travel time does not affect all patients equally. Lower-income patients are the least likely 
to have flexible work schedules, childcare, or reliable transportation to make repeated prenatal 
visits an hour or more away. Patients with mental health conditions or substance use disorders 
- populations already at elevated risk in pregnancy and already less likely to receive consistent 
prenatal care - are disproportionately likely to miss appointments entirely once the nearest 
obstetric provider is no longer local. As these units close, we should also expect the volume of 
remaining births to concentrate at fewer regional hospitals; several of those receiving hospitals 
are already operating near capacity, and there has been little public accounting of whether they 
can safely absorb the incoming volume. 

One of us, a family physician who has provided obstetric care, has direct, personal experience 
with how difficult it is for family medicine physicians to find a path into rural obstetrics in this 
state. Outside of residency training itself, opportunities for family physicians to maintain an 
obstetrics practice (with or without surgical privileges) are scarce in New England. In 2020, this 



co-author inquired directly with 2 coastal Maine hospitals about incorporating obstetric care 
into a family medicine practice and was told, in both cases, that there was no interest in even 
discussing the possibility of hiring a family physician for that role. 

This experience is consistent with a broader, observable pattern across Maine's hospital 
systems. Northern Light Health and Maine Health have both cited difficulty with recruiting OB­
GYNs as a primary reason for closure of rural obstetric units. In our experience, neither has 
adequately explored the possibility of staffing their units with obstetric trained family medicine 
providers. 

This pattern matters because family medicine physicians represent an underused pipeline for 
sustaining rural obstetric coverage, though there are functioning models of care that can 
incorporate these providers. Family medicine/obstetric physicians without surgical training can 
provide "first call" coverage in a role similar to a midwife, managing the lower risk vaginal births 
and triaging all patients, while a "second call" provider (either an OB/GYN or fellowship trained 
family medicine/obstetrics physician with surgical training) is called to attend any higher risk or 
complicated births. This "first call/second call" model helps decrease the burden of call on any 
one provider by appropriately triaging and sharing the care, which is particularly important in 
rural medicine. The issue with recruitment of OB/GYNs is real, and one of the cited reasons for 
less interest in rural care for providers is the often more frequent call requirements. It is also 
true, however, that call frequency is not the only factor that matters - volume of work and 
location of work are also contributors. When the volume of work is lower and shared, and work 
is close to home (not necessitating that a provider live in a call room in the hospital even when 
there are no patients), many providers (ourselves included) find call burden is not as high as it 
may seem on paper when it is listed on recruitment as "1:4" or every fourth night, for instance. 

A second, related issue is the underutilization (and lack of recruiting for) family 
medicine/obstetrics providers who have completed a surgical obstetrics fellowship and have 
training in performing cesarean births and managing higher risk pregnancies and deliveries. 
These physicians exist and have been providing care in our country, predominantly in the 
western United States, however they are few and far between in New England. Knowing several 
personally, we know this is not due to lack of interest in living and working in our rural 
communities, but due to discrimination by hospital systems and lack of job opportunities. 

A hospital system's openness to credentialing family physicians for surgical and non-surgical 
obstetric care is a meaningful lever that state workforce policy could actively encourage - for 
example, through malpractice insurance support, loan forgiveness tied to rural obstetric 
practice, funding for additional obstetric training during family medicine residency, or 
providing incentives for larger hospital systems to host an obstetric fellowship for family 
medicine doctors (no such program currently exists in New England). 

As physicians who together provide obstetric and pediatric care, we want to emphasize an aspect 
of these closures that receives far less attention: the loss of a hospital's obstetric unit is also a 
major loss of the community's newborn care team. When a labor and delivery unit closes, the 
nurses skilled in newborn assessment, breastfeeding support, and recognition of early 
postpartum complications leave with it. Families whose newborns develop common problems -



poor weight gain, significant jaundice, feeding difficulty - either receive less support from the 
remaining outpatient pediatrics services or must travel a significant distance for hospital-level 
pediatric services. 

The same loss of local, experienced staff also means fewer trained eyes on at-risk mothers in the 
weeks after deliy�ry. Losing local obstetric nursing and lactation expertise reduces the number 
of professionals positioned

°
to notice the early warning signs of postpartum preeclampsia or 

postpartum mood disorders, both conditions that, when not appropriately identified and 
treated, can escalate quickly. Postpartum psychosis affects an estimated 1 to 2 of every 1,000 
births and carries a well-documented risk of suicide and, in the most severe untreated cases, 
infanticide - which is precisely why continuity oflocal obstetric and pediatric contact in the 
weeks after delivery is not a convenience but a clinical safeguard. Even where a hospital system 
pledges to preserve outpatient prenatal and postpartum visits after closing its inpatient birthing 
unit, that model typically asks local physicians and midwives to take call at a distant hospital 
rather than their own community. In practice, this is more likely to drive experienced local 
providers to leave for other employment than to preserve meaningful local coverage, further 
eroding the very safety net these closures claim to preserve. 

Requested Action 
We respectfully urge the Committee to: 

• Enact an immediate statutory moratorium on further hospital-based labor and delivery 
unit closures in Maine, pending a comprehensive legislative review of the workforce, 
reimbursement, and access failures driving these closures; 

• Direct a review of MaineCare obstetric reimbursement rates, including consideration of 
standby-capacity payments that fund fixed staffing costs rather than per-delivery 
volume, so that low-volume rural units are not structurally penalized for their location; 

• Require hospital systems seeking to close or restructure obstetric services to publicly 
disclose the capacity analysis showing that receiving hospitals can safely absorb the 
added volume; and 

• Fund workforce initiatives - including loan forgiveness, malpractice-insurance support, 
expanded obstetric training in family medicine residency and/or fellowships, and 
hospital recruitment for family medicine providers with obstetric training - that make it 
easier, not harder, for family physicians to sustain obstetric practices in rural Maine 
communities. 

The 120-day closure-notice law the Legislature passed last year was a meaningful first step, but 
notice alone does not keep a birthing unit open - it only tells a community how much time it 
has left before losing one. Mainers deserve a Legislature that treats the ability to safely deliver a 
baby close to home as a guaranteed public service, not a line item subject to a hospital board's 
quarterly review. We would welcome the opportunity to speak with the Committee or provide 
additional clinical perspective as you consider this issue. 

Thank you for your time and attention to this urgent matter. 

® 



Respectfully, 

Valerie Lynne Donohue, MD 
Family Medicine / Obstetrics 

Ryan Thomas Donohue, MD 
Pediatrics 
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This message originates from outside the Maine Legislature." • 
Hello, 

I 'm sorry I couldn't be there in person today, but I want to share how much the Miles Labor and 
Delivery closure at the end of the year has impacted me, as well as inspired me to get involved with 
this effort to stop the reduction of maternity and women's healthcare services in Maine. 

I am a 36 year old woman who moved to Maine at the end of 2020 and was so excited to find out that 
a well-respected birthing center connected to a hospital was just 1 5  minutes from my house. It made 
me feel incredibly safe to give birth and the glowing recommendations I had heard from my friends 
who had given birth there made me feel even more safe, and honestly, loved and taken care of as 
part of the community. It felt like something I could count on, when even getting _ari appointment with 
my primary care doctor was difficult. (I have one, but have never met him! I generally go to urgent 
care for any issues because I can actually get in and know how much it will cost.) 

With labor and delivery closing, it makes me feel nervous and uncertain about receiving the care I 
need, the recommended hospital being an hour away from my home (and over the Wiscasset bridge,  
no less!) I t  makes me sad for a l l  of the women who will endure more fear and stress vs. feeling taken 
care of by their community and the downstream effects that not having a birthing center in Lincoln 
county will have on families moving to the area. 

I am encouraged by the broad community response to this closure and that this meeting today is 
happening. Maine needs to turn this trend of L&D units closing around and take care of women and 
fam ilies. 

Hannah Pingree mentioned that one federal pathway could be to lift the 1 5% cap on using rural 
hospital funding for staff (as I understand it, currently the vast majority of funding is earmarked for 
technology and infrastructure, which is not Maine's biggest problem when it comes to providing 
matern ity services). It seems that many of the closures, including Miles, are about staffing and rural 
hospitals should be able to use that federal money in ways that serve their particular problems and 
keep birthing centers open and running. I hope this pathway, alongside state solutions, will be 
explored. 

Thank you ,  
Kerri Van Kirk 
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Kerri Van Kirk 

Leadership Coach, Advisor 

For Democratic Politicians, Deep Thinkers, Creatives 
www.kerrivankirk.com 
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Senator Bailey, Representative Mathieson , and distinguished members of the 
committee: thank you for allowing the public an opportunity to provide testimony about 
the ongoing maternal healthcare crisis in Maine. 

My name is Alex Beaudet, I live in Bristol ,  and I own and operate a commercial 
vegetable farm. My partner is a registered nurse who has previously worked in labor 
and delivery. She is 38 weeks pregnant with our first child and is due to give birth at 
MaineHealth Lincoln Hospital, also known as Miles, within the next few weeks. 

We are all undoubtedly concerned about the ongoing maternal healthcare crisis 
affecting communities throughout Maine, and the closures of labor and delivery units 
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like the one at our local hospital. Being an expectant parent who is experiencing an 
active closure firsthand, I've learned a lot about the challenges of rural maternal 
healthcare by speaking to current and former providers - doctors, midwives, and nurses 
- and community advocates who are on the front lines of the crisis. We've also heard 
from MaineHealth executives, who have given a series of excuses for closure -
inconsistent staffing, declining birth rates, and demographic changes - that lack 
substantiation by empirical evidence and do not match our lived experience. U ltimately, 
while a maternal healthcare crisis certainly exists, and the issues are multifactorial ,  I 
believe it's largely being caused by the unchecked corporate greed and monopolization 
of our healthcare by organizations like MaineHealth. 

I think it's important to give some context to the unjust timeline that has brought us all 
here, particu larly those of us in Lincoln County. In 2025, the Legislature began making 
incremental steps toward addressing Maine's maternal healthcare crisis, including 
passage of LD 2189 requiring 120 days of notice prior to closure of labor and delivery 
units. While not going nearly far enough, it was a start. The Legislature even considered 
bills such as LO 1578: An Act to Require the Department of Health and Human Services 

to Review Disruption to or Removal of Health Services, which was "brought forward 
following the closure of labor and delivery units at hospitals in rural areas of the State ."1 

Rather than put any actual restrictions on hospitals, this bill was amended to instead 
establish a commission "to evaluate the scope of regulatory review and oversight over 
healthcare transactions that impact the delivery of healthcare services in the State." 
While the amendment was good news in the short term for healthcare organizations like 
MaineHealth, it appears that they understood what might be coming. On April 29th of 
2026 the Maine Legislature adjourned its 132nd session. The very next month, in May, 
MaineHealth announced that they were considering the closure of yet another labor and 
delivery unit, at Miles in Damariscotta. Despite an incredible am.aunt of community 
1 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 
(https://www.legislature.maine.gov/doc/12215) 

® 



2 

organizing ,  presentation of reasonable solutions, and desperate requests for a delay, 
MaineHealth voted for closure in August, with a final date of service to come just after 
the convening of the next legislative session. Convenient timing on their part, to say the 
least. 

Throughout the entire process, MaineHealth has tried to gaslight our community into 
believing this is not a financial decision, instead blaming low birth volumes and staffing 
d ifficulties. In reality, I can't imagine having more consistent or higher quality care than 
what the Miles Labor & Delivery team currently provides - if you speak to their providers 
and patients, they will all tell you the same thing. At the same time, births at Miles have 
increased 43% since 2019, while births at nearby hospitals have decreased 
substantially in that same period. 

If the evidence doesn't support MaineHealth's claims, then you might wonder why 
they're actually closing un its like Miles Labor & Delivery. I think the explanation is 
relatively simple - money. MaineHealth has indicated plans to fun nel deliveries to Mid 
Coast Hospital in Brunswick, which they also own, where births are declining. Mid Coast 
has a much larger and more costly birthing center, currently operating well below its 
designed capacity, and empty beds aren't profitable. If they can force patients to 
another MaineHealth hospital, they reduce their costs while maintaining revenues. 
MaineHealth acknowledged in their own whitepaper2 that having fewer birthing centers 
means longer drive times for women in Lincoln County, which has proven to carry 
significantly higher risks. But for MaineHealth, it also means increased profit. Which, 
would it seem, do they care about more? 

When MaineHealth started gobbling up local hospitals in the late 90s, they claimed it 
would lead to improved patient outcomes and lower costs. In reality, MaineHealth's 
consolidation efforts and regional monopoly have led to increased rural closures and 
some of the highest healthcare costs in the country, exceeding national averages by 
25%3

• Sadly, this is what happens when you mix capitalism and healthcare. When 
healthcare is a privilege for those who can afford it and not a human right. A multi-billion 
dollar "not for profit" hospital, whose executives are paid millions of dollars,  and whose 
assets are in the bil l ions of dollars4 , can simply take it away. This needs to end. 

2 MaineHealth Lincoln Hospital OB Whitepaper 
( https:/ /assets. mainehealth. io/s3fs-p ublic/2 026-07 /M H LH OB Wh itePaper. pdf) 
3 https://www.thirdway.org/report/fixing-maines-broken-hospitals-a-case-study 
4 MAINEHEALTH SYSTEM Cosolidated Financial Documents 
(https://assets.mainehealth.io/s3fs-public/2026-02/MaineHealth%20Audited%20Financial%20Statements 
%202024-2025.pdf) 
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Some impacts of the Miles Labor & Delivery closure will be immediate like longer drive 
times, worsening patient outcomes, and the loss of family medicine doctors in our 
community. Others will take more time, like fewer young families moving to our area, a 
declining workforce, and the erosion of other essential services at the hospital. But have 
no doubt that the selfish actions of these organizations are going to have wide ranging 
and acute negative impacts for Mainers across the state. Our ·community showed an 
incredible amount of solidarity, working in good faith with MaineHealth to save labor and 
delivery services at Miles. It wasn't enough. Just like it wasn't enough for Houlton, M DI, 
Waldo, and the other units that have been recently closed. This is where we need the 
help of the people we elected to protect our healthcare access. 

Here are some suggestions for your committee to consider: 

1. In a recent letter to patients, after the closure of the Miles Labor & Delivery unit, 
MaineHealth CEO Dr. Andy Mueller stated: "We are calling on Maine's next 
Governor and Legislature to make rural maternity care a statewide priority and 
work alongside hospitals, clinicians, educators, payers and communities to 
address the workforce, reimbursement and demographic realities threatening 
these services. MaineHealth will be an active partner. " 

Do not make MaineHealth an active partner. Pardon the farming reference, but 
that's like asking the fox to build the henhouse. They've had decades to be active 
partners with their communities, and they've chosen consolidation and financial 
growth over our wellbeing every time. Instead, make the providers your partners. 
The amazing doctors, nurses, and midwives who are on the frontlines in Maine 
know what our communities need for access to safe maternal healthcare. Make 
educators and community advocacy groups your partners. Make your 
constituents - of all backgrounds and income levels - your partners. Voters have 
elected you to make decisions that are best for Mainers, not the bottom line of 
multi-billion dollar healthcare organizations. 

2. Impose a moratorium of labor and delivery closures for the next 5 years. After the 
vote to close labor and delivery services at Miles, MaineHealth stated that they 
will voluntarily pause any additional closures for 2 years. That's not good enough. 
They've insisted closures wouldn't happen before, and done it anyway - ask the 
folks in Boothbay about St. Andrews. Maine has lost 1 2  maternity wards in the 
last decade, and we cannot afford to lose any more. 

c9 



3. Revive legislation to allow DHHS to review disruptions to services, including, but 
not l imited to, changing Certificate of Need criteria to include the closure of labor 
and delivery un its. 

4 .  Increase the required length of notification of closure of  labor and  delivery un its 
from 1 20 days to 300 days. This would ensure that women are able to receive 
ful l-term care with the providers of their choosing and not risk having to transfer 
care partway through a pregnancy. 
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5. Organizations l ike MaineHealth - who just recently acquired York Hospital - are 
monopolizing regional hea lthcare, which is leading to increased cost of care and 
consolidation resulting in real, tangible, life threatening risks to Mainers. The 
Attorney General should utilize existing antitrust laws to limit these mergers and 
break up these monopolies, and the legislature should support these actions with 
the appropriate laws as needed. 

6. Empower municipalities to collect property taxes from hospitals who do not 
provide all essential healthcare services, including labor and delivery. M aine 
taxpayers subsidize Ma ineHealth to the tune of several million dollars annually in 
property taxes alone on the presumption of being a "charitable organization," 
despite less than 1 % of expenses going towards charitable cases5

. If taxpayers 
can have their access to essential healthcare services taken away, they should 
be empowered to withhold these subsidies. 

7. Cap CEO and executive pay at not-for-profit healthcare organizations who 
receive any local, state, or federal subsidies at 5 : 1  when compared to the lowest 
paid full-time employee of the company. Research suggests that consumers 
believe an ideal ,  fair ratio for CEO pay, relative to an  u nskilled worker, is 4.6 : 1 .6 

It is not good enough to simply treat the symptoms of this crisis. We must cure the 
underlying disease of the unchecked greed of corporatized healthcare in Ma ine. You 
have the tools and authority to do so, and I simply ask that you make use of them. 

Thank you for your time. 

Respectfully, 
Alex Beaudet 
Bristol 

5 https://www.thirdway.org/report/fixing-maines-broken-hospitals-a-case-study 
6 https://dash.harvard. edu/server/api/core/bitstreams/7312037 d-7 596-6bd4-e053-0100007fdf3b/content 
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As a family physician who has practiced in Damariscotta for over 28 years, I am strongly opposed to 
MaineHealth's plan to stop provid ing labor and delivery services in Damariscotta. Abundant studies 
show that when women need to travel further to deliver their b ab ies, the outcomes both for mothers and 
the bab ies are worse. 
I strongly suspect that the decision by MaineHealth is primarily d riven by financial reasons. While 
MaineHealth states that its vision is "Working together, so our communities are the healthiest i n  
America", stopping labor and  delivery would have negative impacts not only on  the  health of  individuals, 
but also on the health of our whole community. If women lose the opportunity to deliver bab ies in Lincoln 
County, our county will become a less desirab le place for young fa milies to live in . Please help to 
preserve this vital service for our community. 

Sincerely, Timothy T Goltz, M D  
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LeAnne Dunham 

Columbia, Maine 

August 27, 2026 

Dear Committee, 

Thank you for taking time to hold this special meeting and hear input from the public on the very 

concerning issue of maternal health care and labor and delivery unit closures. My name is LeAnne 

Dunham. I am a doula, childbirth educator, and mom to four from Columbia, Washington County. 

In my role as a doula, I am a non-clincial care provider. I work with families during their pregnancy, 

birth, and postpartum time to provide emotional, physical, and educational support. During my time 

doing this work, I have supported birthing families in homes, hospitals, and birthing centers all over 

Washington, Hancock, and Penobscot counties. 

The challenges of rural healthcare are not necessarily unique to obstetrics. However, given the standard 

of care(often at least 8-10 appointments in the third trimester, for a low-risk pregnancy) and not 

knowing exactly when babies will arrive, having to drive far for care is immensely difficult for the 

families I work with. This reality is also compounded by other challenges such as transportation and 

lack of childcare. Families are often having to take full days off of work in order to go to appointments. 

All of this means appointments will be missed, and when that happens, the risk of maternal and infant 

death increases1 . 

In my childbirth classes, I sit with over 100 expecting parents a year, and the anxiety over hospital 

closures, and the ensuing long drives to receive care, is a frequent conversation and cause for much 

stress. We talk through all the scenarios of when to leave for the hospital, how weather can impact that 

decision, what to have in the car in case the baby arrives en route. The current maternal healthcare 

landscape asks patients to be overly prepared and reliable for all scenarios, since the healthcare system is 

not a steady presence. 

In the past year alone, I have worked with families who have: 

-driven from Baileyville to Bangor in labor in February. Then drove back home, down Route 9 

in the winter, with their two day old baby. 

-navigated how to drive from MDI to Bangor in the height of seasonal, July traffic. 



-driven from Millinocket to Bangor for an induction, only to have to stay overnight elsewhere 

in Bangor, while they waited for a bed to be available. 

In September oflast year, a family from Lubec delivered their baby on the side of the road, in the 

middle of the night, with no cell phone service. I was with this family on Black Woods Road when 

their baby arrived. While the baby and mom were healthy, the reality of this unexpected delivery took a 

lot of time to process. What if something had gone wrong? This family planned to deliver at a birth 

center in Machias, but their provider wasn't available. Down East Community Hospital in Machias 

was on diversion(meaning no laboring patients can deliver there because the required staff is not 

available), and so they were forced to attempt to drive two hours while in labor; from Lubec to 

Ellsworth. 

All of these stories highlight the impact of hospital closures across northern and eastern Maine in the 

last decade. 

Doulas are one evidence-based way to mitigate the impacts of hospital closure, and starting in 2028, 

Mainecare will cover doula services. However, in a system where closures are happening at such a rate, 

there has to be large scale movements and solutions. 

Thank you for the opportunity to share my experience, and I am happy to talk further at any time. 

1 .  Carvalho OMC,Junior ABV, Augusto MCC, Leite AJM, Nobre RA, Bessa OAAC, de Castro 

ECM, Lopes FNB, Carvalho FHC. Delays in obstetric care increase the risk of neonatal 

near-miss morbidity events and death: a case-control study. BMC Pregnancy Childbirth. 2020 

Jul 29;20(1):437. doi: 10.1186/s12884-020-03128-y. PMID: 32727418; PM CID: 

PMC7391531. 
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This message originates from outside the Maine Legislature. 

Ms McCarthy Reid, 

I a m  writing to express my profound disappointment with the MaineHealth corporation's decision to close the Lincoln 
Hospital award winning birthing center. Throughout this process, it felt l ike there was no genuine good-fa ith effort to 
explore any option beyond outright closure. The commun ity's wishes, thoughtful a nd well researched proposals to 
preserve services, and creative solutions from residents and providers all seemed to be largely dism issed. The lack of 
transparency around this decision has eroded trust and left many feeling disregarded. 

Thousands of residents, civic groups, medical professiona ls, elected officials, our governor, and bipartisan candidates for 
publ ic office voiced clear opposition. Those voices deserved a serious response. Adding to the concern, when 
Ma ineHealth announced the closure, it pledged to pause any additional labor a nd delivery closures at other facilities for 
two years. Yet Lincoln Hospital was excluded from that commitment. If a pause was warranted elsewhere, why not here? 
That inconsistency is hard to justify. 

As a nonprofit institution, Ma ineHea lth's mission is to serve the community. The Board of Trustees has fallen short of 
that responsibil ity. Personal ly, I don't need maternity care at my age, but I know communities thrive only when young 
fam ilies choose to live, work, and raise children there. Removing essential services for those families threatens our long­
term vitality. 

I understand that maternity care deserts are a statewide and national chal lenge, but that reality calls for innovation, not 
retreat. Our community offered thoughtful recommendations and showed a wi l l ingness to col laborate. We could have 
been a model for creative, commun ity-based solutions. Instead, Maine Health chose the s implest option, not the wisest 
one. This decision is short-sighted, seemed pre-determined, and harmful to our region's future. As a nonprofit health 
system, MaineHealth must be held to the highest standards of accountabil ity and stewardship. The people of Lincoln 
County, the people of Maine, deserve nothing less. 

Sincerely, 

Kate Reynolds, Ph.D 
76 Upper Round Pond Rd. 
Bristol, ME  04539 



To Members of the The Health Coverage, Insurance and Financial Services Committee: 

I encourage you to support continuation of birthing services at Lincoln Hospital in Damariscotta, using the site and 
current community momentum as an opportunity to investigate innovative solutions for providing maternity care in 
rural settings across Maine and the country. 

In 1984, I moved to Maine and started working as a registered nurse on OB in Damariscotta. I had two years of 
experience in maternity nursing, but those years were at the high volume University of Rochester Medical Center in 
Rochester, New York. Needless to say, the change in practice was dramatic. What I discovered, however, was a 
unique model of care that put women, their babies, and families first. The quality of care was outstanding. As a 
nurse, I had both independence and responsibilities that were exciting, despite the much lower volume. I never 
looked back and never wanted to work anywhere else. 

In the 40 years I worked at Miles the organization had a number of different iterations: 

Miles Memorial Hospital 
Miles Health Care Center 
Lincoln County Health Care 
LincolnHealth 
MaineHealth Lincoln Campus 

But names and organizational structures don't really matter to patients. Care does. For most of my 40 years our 
team helped between 1 60 and 225 mothers give birth. We won national awards for safety (Consumer Repo1ts) and 
for patient satisfaction (Avatar 1st in the U.S). We became the 5th hospital in the United States to be recognized as 
Baby-Friendly by the World Health Organization - a designation for excellence in breastfeeding education and 
support. When as manager I was first required to report quality statistics to Anthem, their quality team did not 
believe me, our numbers were that good! 

Then 15 years ago a consultant recommended closing OB. There was a very public discussion about the potential 
closure. After three years of discussion, the board decided to keep us open, but by that time many providers had left 
and our numbers dropp.ed. 

I believe that Miles remains one of the best places in Maine, and indeed the country, to give birth. Bi1th volume has 
gradually increased and is expected to near 150- 160 again this year. There are challenges, for sure, and the unit is 
small, but that makes it nimble, and an excellent lab for developing strategies to reverse the tide of closures. 

There is a common misconception that busier departments in larger hospitals give better care. The service at Miles 
has a track record of innovation, excellence, and high rates of patient satisfaction. In my 1 4  years as department 
manager (2004-2018), I received endless compliments regarding the proficiency and caring of both the nursing and 
medical staff. "They didn't just take good care of her, they took care of her like she was their sister," one patient's 
mother remarked. 

Supporting maternity services in small hospitals is essential for the continued vibrance of rural life. Local birth 
services support local pediatricians and a range of other medical services important to the community. Young 
families feel welcome in town. In contrast, the message given when maternity services are eliminated is that young 
families, their needs and safety are no longer valued. 

I retired in 2024, and I have largely stayed on the sidelines of this controversy. The folks in Damariscotta know me, 
and know my love of the unit and I felt that it was best for the next generation of voices to lead this effort. There is 
energy there to find solutions. Please give them the chance to succeed. 

Lynn Plumb, retired nurse 
Nobleboro, Maine 
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August 27, 2026 

To the Maine State Legislature: 

My name is Cecilia Ackerman and I live in Alna, Lincoln County. I am currently a pregnant 
patient at Lincoln Hospital in Damariscotta. Between May 2026 and the present date, my 
experience of the proposed-and now planned-closure at Lincoln Hospital has been marked by 
MaineHealth's lack of care toward pregnant patients caught in the middle of the "assessment" 
and closure process, demonstrated through inconsistent messaging, lack of support for patients 
trying to plan for different eventualities, and intimidating actions taken by MaineHealth opposite 
pregnant people attempting to peacefully participate in the decision-making process as 
community members. I am asking lawmakers to enact legislation that will protect pregnant 
patients from disruptions to their care and birth plan choices due to proposed or determined 
closures of these essential services, and suppo11 communities asking healthcare corporations for 
time to engage in finding and implementing solutions. 

I first learned about the proposed closure of labor and delivery at Lincoln Hospital in mid-May at 
a town hall meeting in Alna. A local member of the Lincoln Hospital board remarked, "we are 
about to become a maternity care desert in this area." I was startled and concerned, having heard 
nothing from my providers. I sent a message to my medical team asking if I needed to seek care 
elsewhere. They had to ask for guidance from the hospital president, Cindy Wade, to answer my 
question, but confirmed they would be able to deliver my baby in October. 

At my next appointment on May 1 9, I was informed that while no official decision had been 
made by MaineHealth, patients with due dates in December and later would need to seek labor 
and delivery services elsewhere. I asked whether "no official decision" meant there was still a 
chance the unit could remain open. -My provider responded that it was extremely unlikely. When 
I asked whether the proposed closure would affect retention of labor and delivery staff this fall, I 
was told that nursing staff had already been provided stipends so that they would stay on through 
the closure date, and had also been told they would not be offered positions at other MaineHealth 
hospitals until after the closure. 

Following these initial discussions with my providers, I attended a public forum held by 
MaineHealth on June 2 in Damariscotta. At that meeting, Cindy Wade told the public that the 
unit was still under assessment and that no formal decision had been made regarding closure. To 
me, this series of statements meant that the hospital system had communicated a de facto 

decision to staff that was not being communicated to patients and the community. 

Unclear communication, along with the inability to adequately plan for birth, has caused 
additional stress and anxiety to every currently pregnant patient at Lincoln Hospital that I lmow. 
At or soon after the community forum meetings hosted by MaineHealth, Cindy Wade told the 
public that Lincoln Hospital intended to maintain prenatal care services. One of my pregnant 
friends due in January asked whether she could meet providers at Midcoast Hospital-anyone 
who would likely be in the room at the birth of her child. She was told that she could not meet 
any providers at Midcoast unless she transferred her care in its entirety, including prenatal care. 
This MaineHealth policy during the "assessment" period demonstrates a lack of understanding 



that pregnant patients need to plan for birth, not only to maintain continuity of care for the sake 
of better maternal health outcomes, but also for their mental health. 

From the time when closure plans became public, MaineHealth positioned itself antagonistically 
toward the Lincoln County community, hiring security guards who walked the hallways at Great 
Salt Bay Elementary School at the June 2 forum; a place where women already had to face an 
intimidating board of hospital officials and share some of the most vulnerable moments of their 
lives in their pleas to keep the unit open. Hospital officials refused to answer questions or 
comment in person. Despite MaineHealth's rhetoric to the contrary, this was the extent of its 
"dialogue" with the Lincoln County community. Lincoln Hospital subsequently published FAQs 
loosely based on questions posed by the public that were filled with data that was either 
incorrect, misleading, or incomplete. 

MaineHealth security was also called in on the day of the MaineHealth Board of Trustees vote. 
The Miles Delivers Action Coalition, a group mainly composed of mothers, several of whom, 
like me, are pregnant and active patients at Lincoln Hospital, gathered on a strip of lawn across 
from the hospital to present our providers with care packages we had made. We knew this would 
likely be a difficult day for them. MaineHealth again hired additional security personnel to make 
sure we didn't set foot on hospital property. One of our leaders was escorted out of the hospital 
while trying to deliver flowers. How can patients feel safe receiving care at a hospital where 
security is hired to intimidate them? 

The Coalition attempted to engage with MaineHealth in myriad ways, presenting solution after 
solution as the hospital system's rationale for closure continued to change, morphing from low 
birth rate and staffing, to finances, and finally, after the Board of Trustees vote, to patient safety. 
It became obvious that MaineHealth was not interested in engaging with the community of 
Lincoln County in any meaningful way. 

The manner in which MaineHealth has conducted itself in relation to patients and community 
members has eroded trust in Lincoln Hospital. I know many people who are seeking to transfer 
all their outpatient care from MaineHealth to independent providers. I have decided to hire a 
home bi1th midwife so that I have another option should I need it. Those patients I know who are 
due after closure have been provided no specific guidance on transitioning their care to another 
hospital; there is no plan in place to accommodate the patients from Lincoln Hospital with any 
care for their mental well-being and the birth experience they planned for. MaineHealth's latest 
rationale for closure-patient safety-is at odds with the expectation that patients will now give 
birth further from home and with providers unfamiliar with their medical history. 

I hope these details can help legislators understand how proposed and determined closures affect 
patients and communities in order to enact more protections for pregnant patients and their 
communities, and to make sure nonprofit healthcare corporations are fulfilling their community 
obligations. Thank you for addressing the maternity care crisis in Maine. I believe creative 
solutions can emerge from dialogue between hospitals and community members, but only if both 
parties are transparent in their aims. If I can be of further assistance, please do not hesitate to 
contact me. 



Sincerely, 

Cecilia Ackerman 

Cecilia Ackerman 
(207) 446-2024 
cecilia.ackerman@gmail.com 



McCarthyReid, Colleen 

From: 
Sent: 
To: 
Subject: 

lynne thompson <delightxox@yahoo.com> 
Thursday, August 27, 2026 8:44 AM 
McCarthyReid, Colleen 
Miles Labor and Delivery 

This message originates from outside the Maine Legislature. 

Good Morning, I am a Certified Respiratory Therapy Tech of over 54 years and worked at Miles Memorial Hospital as 
such for the years 1990-2022. We were very involved in difficult births at the facility and kept updated on new 
equipment and procedures , to include transporting newborns to Maine Med if deemed necessary. We had to help 
insure that al l efforts were utilized in bringing a new life ,lives into this part of Ma ine. Birth can be a wonderful event if al l  
goes smoothly but there is no guarantee it wi l l  and we need qual ified people to help in  the process especially if 
accessory equipment is needed. The MD may know what they want but it is the nurses and therapists that operate a lot 
of the equipment to achieve that result. Weather, traffic and time can all factor into this successful del ivery . . . ... Babies 
come when they are ready , not when you planned . . . . .  it can be just as emergent for the mother's survival as the baby's. 
Some women will have to drive themselves in the middle of labor . . . . .  let's not pretend this is a simple matter . . .  and we 
need to have a moratorium on this and any closing of Delivery units across Maine to be smart and true to our desire to 
give lifesaving care to our people. 

The wonderful passion of our community should be harnessed to fund raise and coordinate solutions to this problem .. . . it 
isn't a tennis court we are fighting for ... it is L IFE itself! 

Please let us work together , respectfu lly, Lynne Thompson, CRT 

PS ... we don't want to overwhelm our emergency rooms with d ifficult births , either. 

1 cD 



McCarthyReid, Colleen 

From: 
Sent: 
To: 
Subject: 

Bambi Jones < bambisfarm@gmail .com> 
Thursday, August 27, 2026 8:48 AM 
McCarthyReid, Colleen; Karen Kleinkopf 
testimony 

This message originates from outside the Maine Legislatu're:'.�_-: • • • •• ... , • • •. • • ' 

I have written testimony but when I try to upload it, the date of the hearing is not offered. What do I do? 
Here is my testimony. I authorize you to post it if you can/wish. Bambi 

Bambi Jones 

Whitefield, Maine 04353 
August 27, 2026 

Senator Bai ley, Representative Mathieson and Honorable Members of the Hea lth Coverage, Insurance and Financial 
Services Committee 

Thank you for the opportunity to address the Committee. 

My name is Bambi Jones and I live in Whitefield .  I am here today to urge you to pause the proposed closure of Labor and 
Delivery at Lincoln Hospital and to evaluate alternative models and resources that could preserve local maternity care. 

I have lived in Whitefield for a lmost fifty years where I operate an organic vegetable farm. I am chi ld less but have 
attended several births of friends. Two of those started as home births but had to be moved to Lincoln Hospital because 
of complications. Who knows how the births would have gone had they been forced to travel another 30 minutes to a 
more remote facility. 

As a farmer I have hosted more than 25 interns who have learned agricultural and basic work skills during a long 
summer of hard work on the farm. Several of these interns have since settled in the neighborhood and have given birth 
to their children at Miles (now Lincoln) Hospita l .  

We a l l  know that attracting young people to Maine, the oldest state in the nation, i s  a state-wide priority. The lack of  a 

local, easily accessible venue for chi ldbirth and maternal care will significantly d im inish the attractiveness to young 
people looking to settle in and contribute to our community. 

Thank you for the opportunity to share my perspective with the Committee. I urge you to pause the closure of the labor 
and delivery services at Lincoln Hospital . Thank you. 

Bambi Jones 
207-31 9-4999 

1 



rM 
(1W 
V p 

Executive Committee 

President 
Anne Coates, MD, FAAP 

Vice President 
Joseph Anderson, DO, FAAP 

Treasurer 
Jeffrey Stone, DO, FAAP 

Secretary 
Genevieve Whiting, MD, FAAP 

Immediate Past President 
Brian Youth, MD, FAAP 

Board of Directors 

Laura Blaisdell, MD, MPH, FAAP 
Rebecca Brakeley, MD, FAAP 
Amy Buczkowski, MD, FAAP 
Melissa Burch, MD, FAAP 
Adrienne Carmack, MD, FAAP 
Gabriel Civiello, MD, FAAP 
Rosamund Davis, MD, FAAP 
Jenna Dunphy** 
Alyssa Goodwin, MD, FAAP 
Allison Grover, MD* 
Deborah Q. Hagler, MD, MPH, FAAP 
Dan Hale, MD, FAAP 
Anna Henderson, MD, FAAP 
Jennifer Jewell, MD, MS, FAAP 
Stephanie Joy, MD, FAAP 
Emily Keller, MD, FAAP 
Alton Kremer, MD, PhD, FAAP 
Michele LaBotz, MD, FAAP 
Lawrence Losey, MD, FAAP 
Sophia Martens** 
Calvin Schaffer, MD* 
Andrea Tracy, MD, FAAP 
Lara Walsh, MD, FAAP 
Margaret Zamboni, DO, FAAP 

• Resident Board Representatives 
**Medical Student Representatives 

Staff 

Dee Kerry, BS 
Executive Director 

Emily Belanger, RN, BSN 
Education & Membership Manager 

Madeleine DesFosses, BA 
Advocacy & Public Health & Manager 

Lizzy Ga rnatz, LCSW 
Healthy Mental Development 
Manager 

Tiffany Harrington, MBA 
Development Director 

30 Association Drive, Box 190 
Manchester, ME 04351 
207-622-3374 

www.maineaap.org 

August 27, 2026 
HCIFS Committee, Maine Legislature 

Senator Bailey, Representative Mathieson, and Honorable members of the 
Committee on Health Coverage, Insurance, and Financial Services, 

My name is Dr. Anne Coates, and I am a pediatric pulmonologist in Portland, and 
current President of the Maine Chapter of the American Academy of Pediatrics. 

Like many other health care professionals and community members, I was 
distressed to learn about the upcoming closure of the MaineHealth Lincoln 
Hospital Labor and Delivery and Newborn Services in December 2026. I'm 
writing to share my perspective on this issue and some potential solutions to 
prevent future labor & delivery units from closing. 

The National AAP has recognized for a long time the unique role that rural 
physicians and rural hospitals play in the lives of families. Providing care close 
to home, in the community in which one lives, has always been prioritized by 
our organization and is one of the tenets of the Pediatric Medical Home. 

In Maine, we have a large rural population, and in many regions, services that 
used to be available are no longer. Since 201 5 ,  twelve Maine hospitals have or 
soon will have discontinued their obstetrics and newborn services, and we are 
very concerned that Lincoln Hospital is the latest casualty in a terrifying trend 
affecting women and newborn's health. Research indicates increases in infant 
mortality ( 1  ), preterm births, and out of hospital births, (2) in counties where 
hospital-based obstetric care was discontinued. 

The AAP also recognizes that there are unique challenges to providing care in 
rural environments that include attracting and retaining providers over time, 
ensuring an adequate workforce to provide necessary care, and ensuring 
providers and staff are able to obtain and maintain the skills needed to provide 
excellent care in these communities, even in the face of declining volumes. We 
believe that innovative solutions to address these challenges exist, including: 

1 .  Establish pilot programs for "Standby Perinatal Services." SSB 669, 
recently passed in California gives some thoughtful ideas to address the 
problems affecting low volume birth centers. The core idea is to let a 
low-volume rural hospital get paid for maintaining obstetrical staffing 
and readiness even between births, rather than being reimbursed only per­
delivery - directly targeting the fixed-cost problem that drives many rural 
labor and delivery unit closures. 

2 .  Address workforce issues through loan repayment and tax credit 
programs targeted at OB-credentialed nurses, OB-GYNs, family 
medicine physicians who deliver, and CRNAs in rural/HPSA counties. In 
addition, streamline multistate l icensure and reciprocity for obstetrical 
nurses and physicians to make locum and cross-border coverage more 
feasible for rural hospitals. 

3. Implement barriers to future closures of currently existing units: c1) 
a. Maine just implemented a 1 20-day notice period for 

� maternity services closures, which is a step in the right direction -



but other states have even stronger disincentives to closure. 
Minnesota passed a 2024 bill moving the requirement from 1 20 
days to 1 82 days and shortened the state's turnaround to hold a 
public hearing from 45 to 30 days after notice. Minnesota's law 
also has a unique twist: before selling a hospital to anyone else, 
controlling parties must first offer to sell it to the local unit of 
government where it's located. 
b. Mandatory closure impact studies require the hospital or 
state health department to publish a community-impact and cost 
analysis before a closure is finalized. 

4.) Improve Medicaid reimbursements to reflect the actual cost of 
providing obstetric care. To prevent further labor and delivery unit closures, 
addressing the issue of low Medicaid reimbursement rates is critical. 

The State of Maine will have to work together with healthcare organizations to 
prevent creative, sustainable solutions that prevent future labor and delivery unit 
closures. On behalf of the Maine AAP, I ask that the HCIFS Committee continue to 
evaluate ways to provide a safe birthing experience for all families in Maine. 

Sincerely, 

Anne Coates, MD F AAP 
President, Maine AAP Chapter 

fl) https://pubmed. ncbi. nlm. nih.gov/29986980/ 
f2J https://www. ncbi. nlm. nih.gov/pmc/articles/P MC5885848/ 



Dear Comm ittee Members, 

I live in Round Pond, a peninsular town in the midcoast, with a coffee shop, penny candy store, and 

two lobster shacks {coastal v i l lage priorities, right? ) .  My husband and I love the community we live 

in and look forward to growing our family here. I welcomed my first baby at Lincoln Hospital last 

October and was fortunate in having a low-risk and typical pregnancy. Despite that fact, I sti l l ended 

up visiting labor and del ivery four separate times before giving birth, and five times in the first two 

months after del ivering my son. That is ten visits to labor and del ivery for one typica l pregnancy 

with an u nexpectedly difficult del ivery. 

I want to offer a n  additional  perspective to labor and del ivery un its; that they serve a greater 

purpose than just delivering babies. This was my first pregnancy. I wasn't qu ite sure what was 

"normal" for my body in preg nancy. Symptoms that wou ld typical ly be concerning, l ike shortness of 

breath, is now part of regu lar  dai ly life. Symptom s  that seem innocuous, l i ke itchy palms,  could 

result in a st i l lb irth.  Over t ime, I got u sed to some of the changes during pregnancy. The most 

fami l iar being the movements of my baby. After months of wiggles, punches, and rol ls, I got a good 

sense of the activity patterns of my son. I had a few days of min imal  movement late in my 

pregnancy. This no longer felt l ike my "normal ." The labor and del ivery un it at Linco ln  was ab le to 

see me immediately to monitor my baby's vita ls  to verify a l l  was wel l .  Fortunately it was. A few 

weeks later, my water broke at home. So back to labor and delivery I went .  Turns out, I had a h igh 

leak and my water wasn't  ful ly broken, so I was ab le to return home to see i f  labor  wou ld k ick off 

natural ly. When the same thing happened two days later, I returned to labor and delivery. They again 

were able to confirm my baby's vitals were good and that my water had i ndeed ful ly broken this 

t ime. Because I l ived fifteen m inutes from the labor and delivery un it, I was able to return home 

again for ten hours to comfortably labor there rather than spending the day in  the hospital. 

Then I had my del ivery. It was hard. It resulted in an unexpected c-section and I lost about half of 

my body's blood. I could write twenty pages about the incredib le, competent, and com passionate 

care I received at Lincoln to save my uterus and life, but I wi l l  continue my focus on the importance 

of local care. After four days in the un it, my son needed additional  care one day after being 

discharged from his birth. He needed to be readmitted to labor and del ivery for an additional 30 

hours for h igh bi l irubin levels (jaundice). Due to his high bi l i rubin levels ,  he was lethargic and not 

nursing wel l .  This led to him losing weight and experiencing nursing chal lenges in the first few 

weeks of his l ife. After his second discharge from labor and del ivery, we needed several fol low-up 

appointments with the lactation consultants in  the labor and delivery unit  to monitor his weight gain 

and receive needed su pport i n  feeding. 

Again, he was able to receive this care because I l ive fifteen minutes away from a labor and del ivery 



unit. I would not have been able to receive nursing support if this un it d idn't exist. I had just had a c­

section and was not able to drive or even ride comfortably in a car for weeks after del ivery. If 

Lincoln Hospital closes their un it, my travel time to labor and del ivery wi l l  be one hour long at 

min imum.  If that were the case with my first pregnancy, I would have had an additional day in the 

hospital for my del ivery, I would have needed t i  make the choice to drive at least an hour post­

surgery (which is not recom mended) ,  and my son and I would not have received fol low-up feeding 

support.  

Labor and del ivery un its offer crucial healthcare to mothers and babies beyond j ust a s ingle b irth.  

This care is even more significant i n  rural  comm unities which is the backbone of Maine towns. 

Please do the r ight thing by Mainers and pause a l l  labor and del ivery un it closures. This wi l l  a l low for 

proper time for an independent assessment, data, and solutions to be considered before irreversible 

damage is done to the future Maine. 

Thank you for you r t ime. 

Jocelyn Del Muro 



To: Health Coverage, Insurance and Financial Services Committee Aug 27, 2026 

Rural women are 64% more likely to die of pregnancy-related causes than urban 
women, and 9% more likely to suffer life-threatening complications during pregnancy, 
birth, or postpartum. 

I'm Dr. Judy Stone, an infectious disease physician and medical journalist who has 
summered in Maine for over 40 years and owns a home in Boothbay Harbor. 

MaineHealth is private, but it receives substantial public funding and owes these 
communities real accountability. It broke that trust once already by closing St. Andrews 
Hospital and is now closing its urgent care center too. Closing Miles Labor and Delivery 
is worse still. 

My concern led me to write two articles in Forbes on the Miles closure, shared with this 
committee. I requested an interview with MaineHealth beforehand; they declined, and 
never answered my follow-up questions. MaineHealth says this closure isn't about 
money. If that's true, they should have no objection to answering the four simple 
questions I asked them: 

Why the rush - the process ran from June to August 6th - and why not wait until 
after the November election? 

Why weren't the Lincoln County Commissioners consulted? 

How will this affect already-stretched EMTs, who'll face longer transports and less 
availability for other emergencies? 

And where is the economic impact assessment for Lincoln County? 

MaineHealth's estimate of 37 minutes' added travel time is unrealistic, especially for 
women on the Boothbay or Pemaquid peninsulas. It ignores summer tourist traffic, 
winter fog and ice, and assumes a car and driver are instantly available. A woman in 
active labor on the Pemaquid peninsula, in a January whiteout, will not have 37 minutes 
to spare. How much longer does an ambulance take from the peninsula - and what 

other emergencies go unanswered while it's tied up driving to Brunswick? I strongly 
believe that women in labor will die because of the delay. 



Research from the University of Kentucky found that rural counties losing obstetric care 
saw business establishments drop 17%, five points worse than in urban counties. 
Access to obstetric care is an economic development issue, not just a health one. 

The lack of transparency now mirrors the St. Andrews closure. Lincoln County cannot 
both court retirees and young families while stripping away the maternity care that 
keeps families here. 

I'd ask this committee to require an independent economic and public-safety review 

before any closure proceeds. 

Thank you. 

Judy Stone, MD 

Author, Resilience: One Famib '.r Story ofH.o,pe a11d Triumph over Evil and Co11ducti11g Clinical Research 
Infectious Disease physician, Senior Contributor: Forbes Pharma and Health 
Drjudystone.com 



Maine ALLCare 
D E D I CA T E D  TO U N I V E RSAL, H I G H-Q UALITY A N D  
A F F O R D A B L E  H EA L T H C A R E  F O R  T H E  P E O P L E  O F  M A I N E  

Testimony in Consideration of Maternal Services in Maine 

August 27, 2026 - Del ivered by Dr. Jul ie Pease on behalf of Maine AIICare 

Sen. Donna Bailey, Senate Chair, Rep. Kristi Mathieson, House Chair, and Members of 
the Committee on Health Coverage, I nsurance and Financial Services. 

My name is Dr. Julie Pease. I live in Topsham, Maine. I am a semi-retired psychiatrist, 
concerned about closures in  essential services throughout the state. I am a long-time 
board member of Maine AIICare, an organization dedicated to universal health care for 
all Maine residents. We appreciate the HCIFS Committee's continued work in the area 
of maternal services, especially in rural Maine. 

As today's previous testimony has evidently indicated, providing all levels of maternal or 
perinatal care in all areas of a rural state is a daunting challenge. This problem is not 
unique to Maine. Our Canadian neighbors have similar distribution issues of population 
and healthcare services. They also have similar workforce issues. They have similar 
decreasing utilization and associated skil l retention issues. They have asked the 
question of "how do we organize" the delivery of maternal services. 

But one question all of the Canadian provinces have addressed is the fiscal one. 
Because of their universal form of payment for healthcare services - and since 
"everyone knows they will get paid" - then all parties involved can then concentrate on 
the task of "getting the right patient, to the right place, by the right method, at the right 
time". And they can focus on delivering necessary services based on patient and 
community needs rather than line items in budgets. 

As you consider this issue, I would ask you to consider how our Provincial Canadian 
neighbors are addressing this problem. "Reproductive Care Program of Nova Scotia" 
https://rcp.nshealth.ca/about Visiting this website, you may get some idea of how, with 
the payment question addressed,the Nova Scotia health system is able to move forward 
in a patient centric manner. New Brunswick also has been dealing with similar 
challenges to Maine, related to staffing though not funding. They are directing their 
resources simultaneously to recruitment and to support for transportation and treatment 
at other hospitals. Finally, I highly recommend an article on how the British Columbia 



Ministry of Health was able to begin to address their rural maternal issue (British 
Columbia is 5x the population of Maine, but 12x the area, i.e. very rural). 
https://doi .org/10 .1186/s 12884-023-05898-7 

With your legislative office, skills and the importance of this committee and this issue ,  I 
expect that a call from you to any peer governmental officer or office in any of these 
provinces would yield valuable information and perspective - not only into the issues 
raised today, but how their healthcare systems work in their entirety. 

Thank you so much for your efforts. If there is any way that Maine AIICare can assist 
you with your work, please let us know. info@maineallcare.org 



Senator Baily, Representative Mathieson, and Honorable members of the Committee on 
Health Coverage, Insurance, and Financial Services, my name is Olivia Burke, and I'm 
writing today to share my perspective on the perinatal care landscape in Maine and 
recommendations for state intervention. 

I trust this Committee understands the maternity care landscape and will instead focus my 
testimony on the real-life consequences of these closures, my understanding of the root 
causes, and recommendations based on my work. To level set, 1 3  of Maine's 28 birthing 
units have closed since 201 4, with 1 O closures since 2020. The maternity care crisis in 
Maine is not slowing down, it is accelerating. These closures have been concentrated 
almost exclusively in rural com munities, where the average one-way drive time to a birthing 
unit is approximately 45 minutes. For a more in-depth overview, I recommend reviewing 
this article, which provides essential birth, demographic, and hospital data that sheds light 
on the maternity care crisis in Maine. 

There is no one reason for these L&D unit closures, but there are widely accepted factors 
that inform these closures, which I have detailed below: 

Financial Pressures/Operating Costs - Fully operational L&D units must be open 7 
days a week, 24 hours a day, with appropriate staff on-shift or on-call to treat 
patients. Malpractice insurance requirements for L&D units are complicated, 
expensive, and often hard to maintain for units with low birth volume. Medicaid 
(MaineCare) reimbursement rates are often less than the commercial insurance 
rate, and may be less than the hospital's operating margin, and cover a 
disproportionate number of rural births. 
Staffing Shortages - L&D units require a high level of care, and must have several 
staff available - including Obstetricians and L&D Nurses, as well as access to other 
specialty providers, like Pediatricians, Anesthesiologists, Surgeons, etc. Attracting 
and keeping specialty providers to rural areas is difficult for a multitude of reasons -
physical isolation, salary expectations, lack of patient cases to sustain specialized 
training. Burn out is common for all healthcare workers, but especially for those in 
rural areas. 
Declining Birth Rates - Maine is both the most rural and oldest state in the country. 
According to the CDC, Maine's fertility rate in 2024 was 46.3 births per 1 ,000 
women; the US average fertility rate in 2024 was 1 ,626.5 births per 1 ,000 women. 
Since 201 1 ,  Maine has consistently reported more deaths than births per year. 

The State of Maine and statewide partners have been working diligently on addressing the 
factors listed above, and more, over the last several years. Between the Rural Obstetric and 
Management Strategies (RMOMS) Grant, the Transforming Maternal Health (TMaH) Grant 



and, most recently, the Rural Health Transformation Project (RHTP) funds, millions of 
dollars have been spent working to improve rural perinatal health outcomes and support 
rural obstetric care teams. But if the rate of L&D closures is any indication, these initiatives 
do not seem to be fully addressing the challenges faced by rural obstetrical care teams. 
Why not? 

I 've worked on several of the initiatives listed above and know first-hand the good work 
being done at both a systematic and local level to address perinatal health systems 
infrastructure. Many of the efforts listed above have been focused on building out the 
perinatal digital health landscape in Maine, and the programs developed with this funding 
have undoubtedly improved access to perinatal health services for rural patients. I am a 
strong advocate for the power of digital health solutions to improve rural health outcomes, 
reduce barriers in access to care, and improve local provider capacity. But the inconvenient 
truth is that effective telehealth interventions fail without dedicated local care teams 
prepared to intervene as needed. 

These failures are not theoretical; they are already happening. The OB BP RPM program 
funded by RMOMS went live at four rural Maine Health hospitals between January of 2024 
and January of 2026 - Waldo, Pen Bay, Lincoln, and Stephens Memorial. Since January 
2024, both Waldo and Lincoln have closed their L&D units; when these units close, the OB 
BP RPM ceases operations at that site. While establishing or expanding access to 
telehealth services should be an important priority for the state, it is disingenuous and 
dangerous to rely on telehealth to solve the maternity care crisis Maine faces. 

It is my belief - and I say belief as I do not possess the subject matter expertise nor blind 
confidence to claim this as fact - that the uptick in L&D closures is the result of an 
essential truth in the United States' political, economic, and social systems - health care is 
a business. In Maine, it's a major one. The Maine State Economist's Office identified 
healthcare as one of the highest contributors to GDP growth in Maine, second only to real 
estate. In 2024, health care spending in Maine accounted for 17.3% of personal 
expenditures, higher than both the New England and U.S. averages. In 2024, MaineHealth, 
the largest health system in the state, reported a $220,823,000 budget surplus, identified 
as "AMOUNTS EARNED FOR FUTURE INVESTMENTS IN PATIENT CARE AND COMMUNITY 
HEALTH PROGRAMS" in their annual report. How does a non-profit health system end 
the year with a $220 million surplus - money they must re-invest back into healthcare 
services - and allow two of their rural L&D units to shut down? 

When L&D units close, patients in these rural areas do not stop needing obstetrical 
services. These patients, who are often already well into their pregnancy, are directed to 
services at the closest birthing hospital to them. When Waldo closed their L&D unit in 



2025, all patients were directed to Pen Bay Hospital. With Lincoln's closure slated for 
December 2026, patients are being directed to MidCoast Hospital, but Pen Bay 
administrators and providers estimate at least half of Lincoln's patient population will opt 
to deliver at Pen Bay. In less than two years, the Pen Bay L&D team has absorbed the work 
of two L&D units in addition to their existing patient population, while continuing to 
navigate the challenges associated with keeping a rural L&D unit operational. To date, there 
have been no specific budget allowances made to bring on additional care team members 
to support the influx of patients. Would you do three times as much work for no extra pay? 
Do you think MaineHealth CEO Andy Mueller, who made a $2.2 million salary in 2024, up 
from a measly $1 .2 million in 2021 , would take on triple the work for no extra pay? 

As pregnant Mainers worry about where to seek obstetrical care, and EMS becomes 
overburdened with responding to obstetrical emergencies, and L&D nurses at remaining 
rural birthing hospitals work overtime to ensure patient safety, and the State and public 
health agencies wrestle with piloting potential solutions, large health systems sit on piles 
of money tucked away for theoretical "future investments." This is not just unreasonable; 
it is an abject policy failure. 

Based on my experience working with rural obstetric care teams, managing perinatal 
telehealth programming and interventions, and seeing first-hand the consequences of rural 
L&D unit closures, my recommendations are as follows: 

Establish a state-enforced moratorium on Labor and Delivery unit closures at all 
Maine hospitals that accept MaineCare and/or state assistance funding as the state 
works with health system and community organizations to add ress root causes of 
unit closures 
Leverage state power to negotiate with Medical Mutual, Maine's largest medical 
malpractice insurer, to adapt malpractice insurance coverage to meet the realities 
of rural hospitals, reducing both expense and extensive staffing requirements that 
complicate care delivery 
Require hospitals with operational L&D units to submit staffing and budget reports 
to the state, allowing the state to identify where staffing or budget shortfalls exist, 
and informing state funding allocations appropriately 

- Adopt alternative reimbursement models for MaineCare patients that receive 
pregnancy, birth, and postpartum care services to improve operating margins for 
smaller rural and/or independent hospitals 
Establish a public health insurance option that allows consumers and/or 
businesses to opt into state-funded insurance coverage 



Increase state-sponsored incentives - tuition reimbursement, student loan 
forgiveness and/or payment, professional development opportunities, etc. - for rural 
obstetric providers 
Require health systems that have closed L&D units in the last five years to allocate 
funding for additional clinical and operational staff for the OB/GYN clinics and L&D 
units responsible for absorbing the patient load from closure 

o Example: Require Maine Health to fund X additional staff positions at Pen Bay 
and MidCoast Hospitals to offset increased patient load from Waldo and 
Lincoln Hospitals 

Establish a state fund that allows rural perinatal patients to apply for funds to 
subsidize the costs associated with traveling to the nearest birthing unit 
(transportation, accommodations, etc.) 
Invest state funds in perinatal care training opportunities for EMS, Public Health 
Nurses, Community Health Workers, and Doulas 
Establish state-wide perinatal telehealth programming that serves patients 
regardless of health system affiliation, delivery site, or insurance coverage 

As you consider the best path forward for state intervention, I urge you to consider that how 
we treat pregnant and postpartum patients, and their growing families, is a microcosm of 
life in Maine. I confess I am not a Mainer and have not lived here for all that long, but 
working on behalf of perinatal care efforts has made this fight a deeply personal one for 
me. As a young person hoping to build both my professional and personal life in Maine, 
these closures reflect a larger and more complicated question - what does our state 
become if you can't give birth here, and you can't go to school here, and you can't find a job 
here, you can only die here? 

Thank you for your time, 

Olivia Burke, MPH 



If my baby cannot be delivered profitably, with the most benefits and incentives to healthcare 
providers, corporations, wealthy persons' finances, and people of political ambition, then my 
baby is not worth investing in. 

If the health, well-being, and safe passage of my wife and child to the hospital and through the 
birthing process is not a worthwhile investment for the State of Maine, of paramount importance, 
then why invest in the children of Maine at all? 

Why bother with child protection,  toddler healthcare, K-8 education, and the success and 
development of our little Mainers into mature, intelligent, balanced adults? 

The clear message I am receiving as a young man attempting to start growing my family, is that 
Maine is not a family-friendly place, nor does it strive to be in the future. Maine is not a place to 
set down roots, as a once fertile land is now making it more difficult to safely bring a child into 
this world, and nourish their success, in 2026, in the GREAT country of the United States of 
America. 

As evidenced by my personal experience in the past 4 years, Maine is not a place that is 
conducive to raising a family. The State's record of protecting and aiding the children under its 
care is abysmal. Healthcare and access to medical services for young families, as well as all 
individuals, is shrinking. Access to any public pre-K program, let alone a quality one, is limited at 
best. Our education record going back 7 years now is shameful, and we should all be 
disappointed in the lack of action and ideas from legislators. Honestly, I find the asking the 
public for solutions to be insulting, and a show of every elected officials' lack of preparation and 
courage on this topic. Our children have had a terrible success rate in the past years and they 
do not enter the education system ready for success, as only 40% even attend pre-K. The state 
of education in Maine is only getting worse, the time for an impactful legislative response is long 
overdue. 

The problem is complex, and is a result of our continued trust in corporate entities, and the 
politicians they corrupt, to have our best interests in mind as citizens. It is also the result of a 
continued contribution to the State of Maine towards the profits and salaries of MaineHealth, 
and similar healthcare providing entities across our Country. The only solution I see is trusting in 
the nurses and good doctors to create private birthing centers (Green Mtn Birthing Center VT) to 
serve geographically cutoff regions. I would want these centers financially supported with State 
funds, audited by a 3rd party, and positioned with the mission to serve the region with health 
services, regardless of profitability. 

I say gather a panel of experts, do research on other domestic and international models with 
successful results on the same problem. Then make a decisions and show me some action 
within 6 months. Anything else shows the lack of concern you all have for helping families 
establish themselves, and stay in Maine. Otherwise we will have a State full of retiring, old, 
sickly people, sitting on assets, and no facilities, and no workers to provide services. 
ZACHARY J HANRAHAN 8/27/26 



Testimony of Jay A Naliboff MD FA COG 
Re: Maternal Health Services in Maine 

Senator Bailey, Representative Mathieson, Distinguished Members of the Committee on Health 
Coverage, Insurance and Financial Services: 

My name is Dr. Jay Naliboff and I am a retired OB/Gyn and Fellow of the American College of 
Obstetrics and Gynecology. I currently reside in Chesterville, Maine. 

Maternity care in Maine is in crisis. 1 2  hospitals have closed their birthing units, 9 in the most 
recent past and one more is pending. Some were too small to safely continue but others, such as 
St. Mary's, had fully functioning units. Closure of birthing units not only effects pregnant 
women and their families but also has negative impacts on economic development and the 
demographic imbalances in Maine. What young family would want to move to a town where 
they would have to drive an hour or more for OB care? What business would want to relocate to 
a community where workers would be hard to recruit for that reason? Are OB units being closed 
for safety reasons or are these decisions based on economics alone? What thoughts are being 
given to alternatives such as telemedicine, mobile health units, and midwifery care? What 
support could state government give to keep maternity units open? How will hospitals without 
obstetrical coverage deal with the inevitable emergency drop-ins? 

This is obviously a complex problem with complex solutions tailored to individual community 
resources and needs. It will require cooperation between health systems, state and local 
government, providers, and members of the community. 

One candidate for Governor has proposed holding a Maternity Summit, bringing the above 
stakeholders together in one room. I fully support this and hope that whomever becomes 
Governor will also follow th.rough. I also welcome the announcement by Maine Health of a 
moratorium on further maternity unit closures and would like to hear the same from the Northern 
Light system. Such a moratorium will allow some breathing space to find thoughtful solutions to 
Maine's maternity care crisis. 

I thank the Committee for their recognition of the current crisis in maternity care in Maine and 
stand ready to help find solutions in any way I can. 

Respectfully submitted, 

Jay A Naliboff MD FA COG 



Written Testimony Submitted to the Maine State Legislature 

Regarding the Planned Closure of Labor & Delivery Services at Lincoln Hospital, Miles Campus 

August 27, 2026 

Submitted by: Melissa Keeport, MD 

My name is Melissa Keeport, and I am a board-certified pediatrician and the Associate Medical Director of 

Pediatrics at MaineHealth Lincoln Health in Damariscotta. I have practiced pediatrics in this community for ten 

years, and I am submitting this testimony regarding the planned closure of the labor and delivery unit at Miles 

Campus. I am writing in my individual capacity as a community physician and resident, not on behalf of or in my 

official capacity as an employee of MaineHealth. 

I want to start from where I sit clinically. Pediatrics and labor and delivery are not separate services at Lincoln -

they are one continuum of care. Every newborn I admit, every early lactation consult, every urgent call about a 

jaundiced or unstable infant depends on a functioning L&D unit and the nursing and midwifery expertise that 
comes with it. This is not only a decision about obstetric services. It is a decision about newborn and pediatric care 

for this community, and I ask the Legislature to weigh it that way. 

This closure also fits a pattern I see across rural Maine and rural health systems more broadly, where women's and 

children's services are often the first to be cut when margins tighten. Each closure can look defensible in isolation, 

but the cumulative effect is that rural families lose maternity and pediatric care access faster than any other 

service line, and it rarely comes back once it is gone. Lincoln has an opportunity to be an exception to that pattern 

rather than another data point in it, and the Legislature has a role in making sure that opportunity is not lost to a 

process that moves faster than the community can respond to it. 

What I am asking of this body is not to overturn a hospital system's operational decision. It is to use the 

Legislature's oversight role to ask for a pause: for staff and the community to be able to see the data driving this 

decision, understand what alternatives were considered and why they were set aside, and have a real opportunity 

to bring forward workforce and partnership models before it is finalized. A community this size, and a hospital this 
connected to it, should be able to work through a problem like this together rather than have it delivered as a 

conclusion. 

I recognize the financial and staffing pressures behind this decision are real, and I am not asking this Legislature to 

dismiss them. I am asking that the community and clinical staff be treated as partners rather than an audience 

before a decision this consequential to newborn and maternal health in this region is finalized. 

Thank you for your time and consideration. I am glad to provide any additional information the Committee may 

find helpful. 

Respectfully submitted, 

Melissa Keeport, MD 
31 Nissen Farm Lane, Damariscotta, ME 04543 

Associate Medical Director of Pediatrics, MaineHealth/Lincoln Hospital 



t Maine Women's Lobby 

August 26, 2026 

Senator Bailey, Representative Mathieson, and Honorable Members of the Health Coverage, 
Insurance and Financial Services Committee, 

I write today on behalf of the Maine Women's Lobby. For almost fifty years, the Maine Women's 
Lobby has worked to build gender justice in Maine through legislative advocacy and systems 
change. 

We are deeply appreciative of the Committee's time and attention to the complex issues 

surrounding maternal health care access in the state. Expanding and protecting ful l  spectrum 
reproductive healthcare is a top priority for the Maine Women's Lobby and we look forward to 

working collaboratively with the Committee and other stakeholders in the coming session, and 
beyond, to continue to address the overlapping chal lenges facing our health care systems. 

The Legislature has addressed issues of maternal health in several critically important ways in  
recent years, including extending both public and private insurance coverage for the  period after 
birth in 2021, and passing LO 11 13, which directed the Permanent Commission on the Status of 
Racial, I ndigenous, and Tribal Populations to create a report on racial disparities in perinatal care1. 
Recommendations in that report included expanding access to doula care and establishing 
MaineCare coverage for doula services is now underway in part through the LO 1523 Resolve in 
2025. The legislature also considered the LO 1028 Resolve to study equitable access to birthing 
facilities, which ultimately did not pass. These initiatives are important building blocks for 
continued efforts to address the availability of maternal health care services. 

Outside the Legislature, other important efforts are taking place. The state's Perinatal Quality 
Collaborative (PQC4ME) has convened since 2018 to identify and implement evidence-based, 
equ ity-focused solutions, including publishing a roadmap for improving the state's system of care2

. 

Other reports have considered the issues of access, including the Maine Dou la  Coalition's 
Wor kforce Assessment (2024)3, the Perinatal Health Disparities Needs Assessment (2023)4

, and 
the Needs Assessment of the Obstetric Workforce in Maine's Rural Hospitals (2024)5

, among 
others. Maine has built on this work over the last two years as part of the ten-year federal grant to 
implement the Transforming Maternal Health (TMaH) model which has helped facilitate 

1 Permanent Commission on Racial, Indigenous, and Tribal Populations. (2023). LD 1113: Racial Disparities 
in Prenatal Health Access. Retrieved from https·(llegjs(ature,majne,goy/doc/7888 
2 Building Maine's System of Perinatal Health: A Roadmap for the Future: 
https·//pac4me,org/our-projects/perioatal-systems-of-care-roadmap/ 
3 Maine Doula Coalition (2024). Workforce Assessment. Retrieved from 
https • //www.maj nedou lacoa I jtjon,org/ fi les/ugd/f 1ce2f 43e 1051193f443e9af6777d7cd742376,pdf 
4 Maine CDC. (2023). Maine Perinatal Health Disparities Needs Assessment. Retrieved from: 
bttps • (lwww maj oe gov/dhhs/mecdc/sjtes/majne gov dhhs,mecdc/fi les/maternal/M E%20Peri natal%20Need 
s%20Assessment%20-%20AI 1%20Components pdf 
5 Roux Institute. (2024). Needs Assessment of the Obstetric Workforce of Maine's Rural Hospitals. 
Retrieved from: 
bttps·//roux northeastern.edu/storwneeds-assessment-of-the-obstetrjc-workforce-jn-majnes-rural-bospjta 
� 



coordination opportunities for effective regionalization of care, especially in the most rural parts 
of the state. 

This context is shared to reiterate that Maine is not, in August 2026, starting from scratch! These 
previous (and ongoing) efforts provide an outstanding , expert-informed launch-pad for the work 
ahead. What remains clear is that the work is very much needed: Access to consistent, 

high-quality perinatal care is a key factor in positive perinatal health outcomes. However, as the 

committee is well aware, Maine is experiencing a perinatal and maternal health care crisis: Since 
2015, Maine has seen the closure of 11 obstetrics units, with a 12th just announced earlier this 
month6. Maine's perinatal and maternal health crisis disproportionately affects Black, 

Indigenous, People of Color (BIPOC)7 pregnant Mainers and those living in rural areas8
. 

We know the Committee will be hearing from many stakeholders offering policy ideas and 
considerations. Addressing the complex, overlapping challenges facing access to full spectrum 
reproductive healthcare will not happen overnight, and will require collaboration and 

communication from a wide range of stakeholders. It will also require creativity and will ingness 
to think outside the box. The Committee and Legislature has a powerful opportunity to help 

convene and coordinate the many stakeholders, interests and ideas that are necessary to ensure 

Maine is a safe and supportive place to receive reproductive healthcare, give birth, and raise the 

health and happy next generation. 

Thank you for your time. We look forward to the important work that lies ahead! 

Sincerely, 

Lily Behen James 
Advocacy Director, Maine Women's Lobby 

6 MaineHealth board votes to close birthing center at Lincoln Hospital in Damariscotta.Portland Press 
Herald.https·//www,pressherald com/2026/08/06/majneheaJth-board-votes-to-close-bjrtbiog-center-at-lio 
colo-bospjtal-io-damarjscotta/ 
7 Permanent Commission on Racial, Indigenous, and Tribal Populations. (2023). LD 1113: Racial Disparities 
in Prenatal Health Access. Retrieved from https,f/JegjsJature majne goy/doc/7888 
8 Maine CDC. (2023). Maine Perinatal Health Disparities Needs Assessment. Retrieved from: 
https://www,majne,gov/dhhs/mecdc/sjtes/majne,gov,dhhs mecdc/fi!es/maternal/ME%20Perjnatal%20Need 
s%20Assessment%20-%2QAl1%20Components,pdf 
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From: 
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To: 

Julie Brown <julia.margaret.brown@gmail .com> 
Thursday, August 27, 2026 1 0:01 AM 
McCarthyReid, Colleen 

Subject: Testimony on Rural Maternity Care for the committee on Health Care, Insurance, and 
Financial Services (HCIFS) 

ALERT This email looks suspicious and may have been automatically generated. Be careful as this is 
likely spam. If you disagree, mark as Safe/Phishing using the Outlook Add-In. Powered by 
CyberSentriq. 

This message originates from outside the Maine Legislature. 
To the HCIFS, 

I am writing as a patient, mother and community member to urge you to pause the closing of rural 
maternity units in Maine, and I particularly urge you to do everything in your power to keep Labor & 
Delivery at Lincoln Hospital's Miles Campus open and to exhaust every reasonable a lternative before 
making an irreversible decision. 

I live in Bremen, a very small town east of Damariscotta. I work as a scientist in Lincoln County and 
manage several employees as part of my research program at an oceanographic lab in Boothbay. Some 
of my employees have children, others plan to start a family soon. They are stellar workers and excellent 
community members, I hope that they stay in Lincoln County. Shutting down rural maternity care sends 
them the wrong message. 

Prior to becoming pregnant in 201 8, I had been receiving OB/GYN care at Mid coast Hospital. The hour­
long drive from my home in Bremen did not seem like a huge hardship because I only visited once a year 
for my annual appointment. U pon becoming pregnant, I realized that this long trip was going to make the 
pregnancy and juggling my full time job very challenging. Thankfully, I switched to Miles where I received 
and still receive the best OB/GYN care I have ever experienced. The care is local and personalized. The 
team knew me personally through each of my pregnancies. 

I gave birth at Miles in 201 9  and 2021 , and despite both experiences being unpredictable and not-as­
planned, I walked away from each feeling strong, proud and respected as a birthing mother, and full of 
love for the team of nurses, midwives and OB/GYNs that ushered my daughters into the world with me. 

These positive feelings surrounding the birth of my daughters are different than those experienced by 
close friends of mine who have labored at other, larger labor and delivery units in Maine and elsewhere, 
and I believe it is the unique community, philosophy and history that makes this Labor and Delivery Unit 
truly special and an important resource for the state of Maine. Miles diverts births from already full labor 
and delivery units at surrounding hospitals, and gives families an alternative, less hectic, baby friendly 
option. I worry that the "regionalization" of maternity care will not only make labor and delivery less safe, 
but also much less personalized and more traumatic for birthing mothers. 

0 



My second daughter was born within an hour of half of arriving at Miles. If I had to drive an hour, rather 
than 1 2  minutes, to get to the hospital, that second delivery would've turned into an emergency roadside 
situation. 

I understand the challenges in l<eeping rural units lil<e Miles open are real, but these challenges worth 
solving as the health, safety and future growth of Maine communities depends on it. 

With respect, 

Julia Brown, PhD 

Bremen, Maine 

2 
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Testimony of Megan Stewart on behalf of Maine Primary Care Association 
August 27, 2026 

Regarding: 
The Status of Maternal Health Care in Maine 

Senator Bai ley, Representative Mathieson and members of the Joint Standing Committee on Health 
Coverage, I nsurance and Financial Services, I am Megan Stewart, Director of Government Relations at 
Maine Primary Care Association (MPCA). 

MPCA is a membership organization that represents Maine's Community Health Centers (CHCs), also 
known as Federally Qualified Health Centers (FQHCs). Maine's CHCs make up the largest independent 
primary care network in the state, providing high quality and accessible primary and preventive medical, 
behavioral, and dental health services for over 200,000 people (1 in 6 Mainers) at more than 100 service 
del ivery sites in al l  16 Maine counties. 

Over the past few decades, we have moved away from the model of al lowing primary care physicians 
that specialize in obstetrics and gynecology to be the primary provider of maternal care. Maternal care 
is deeply interwoven with primary care because reproductive health concerns are a common entry point 
for women in primary care. 1 Caring for women means caring for their reproductive health. As Maine's 
la rgest primary care provider, our CH Cs offer innovative maternal health care in some of Maine's most 
rural and underserved areas. 

For example, G reater Portland Health has created a model to take pressure off hospital providers whi le 
providing prenatal, postpartum, and pediatric services. They do this through providing prenatal care for 
approximately 32 weeks and then transition patients to an obstetrician for the rest of the pregnancy a nd 
del ivery. The Greater Portland Health team then reconnects with the mother and baby in the hospital 
and continues their postpartum and wraparound care afterward. We feel strongly that this model could 
be implemented at CH Cs in more rural areas if funding to sustain a maternal health workforce were 
made avai lable. 

Through grant funding, MPCA ran a ten-month maternal health learning collaborative with eight of our 
member health centers focusing on resource sharing and training around maternal health. We have 
heard from many of our health centers the need for funding to support workforce development to help 
increase access to prenatal care, and an interest in h i ring more primary care providers with O8/GYN 
skills. The i nterest in maternal care is strong at CH Cs, but nearly a l l  of our CH Cs lack the necessary 
funding to increase these services. 

MPCA feels strongly that there needs to be a un ified state approach around maternal health care. There 
needs to be a requirement that hospitals considering birthing un it closures provide adequate warning to 
the State and local partners so that there is an opportunity to prevent the closure. There needs to be an 
abi l ity for a woman to deliver a ch i ld at any hospital in Maine regardless of a specified birthing unit. 
Additionally, mobile maternal health units should also be investigated as a possible solution to safe 

1 Family Physicians Delivering Babies? It's Time to Decide 

PO Box 5137, Augusta, ME 04332 I 207.621 .0677 _ 
...,. 
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delivery and care in rural areas. We welcome the opportunity to provide additional ideas and to 

collaborate with stakeholders and the State to ensure that mothers and their children have access to 

safe and local maternal health services. 

On behalf of Maine's Community Health Centers, thank you for considering our comments. Please do 

not hesitate to contact me directly at mstewart@mepca.org with any fo llow-up questions. 

Megan Stewart, JD 

Director of Government Relations 

Maine Primary Care Association 

mstewart@mepca.org 

PO Box 5137, Augusta, ME 04332 I 207.621.0677 
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To Whom It May Concern: 

My name is Abigail B lake-Sheehy, I am a second-year family medicine resident at Maine Da1tmouth 

Family Medicine here in Augusta. I moved to Maine 6 years ago for medical school and was ecstatic 

about matching here and continuing my medical training in Augusta. We knew since relocating to 

Maine in 2020 that we would want to settle down and raise our family here. When we found out we 

would be staying for residency training, my husband and I were finally able to put down roots. We 

bought a house, became involved in  our community, and my husband has sta1ted his own nonprofit 

focused on helping Mainers with disabilities. Simply put, Maine has become our home. 

I chose my residency program in part because of the wonderful training we get in obstetrical care -

fami ly medicine is uniquely positioned to take care of parent-child dyads in a way that no other 

specialty is, and it's a population I am incredibly passionate about working with. To date, I have 

delivered over 60 babies at Maine General Medical Center, with a goal to deliver at least 1 00 by the 

time that I graduate. This is to help me be credentialed to practice obstetrics as a prima1y care 

physician when I complete my residency training. I am incredibly worried about the future of 

obstetrical care in Maine, both from a personal standpoint and from a community standpoint. Family 

medicine physicians can provide prenatal and obstetrical care in addition to primary care, and in my 

opinion are an underutilized resource for addressing the maternal health crisis in this state. 

At some point systems must shift from caring about the bottom line to caring about our communities. 

What does it say about us that we are continually putting profit over people? It is impossible for 

families to feel supp01ted in a place where it is unsafe for patients to seek prenatal care. It is not a 

surprise to me that we see fewer young people wanting to stay here in Maine if we do not have 

resources to support growing families. During medical school I completed my rotation in obstetrics 

and gynecology at Maine Coast Hospital in Ellsw01th. At that time, it was not uncommon for patients 

to travel upwards of two hours to receive care. This disparity in access to care will only worsen as 

more delive1y units close. As a young mother myself, I cannot imagine asking laboring patients to 

drive multiple hours to the hospital to have a safe delivery. We will inevitably see more adverse 

outcomes because of L&D closures across the state, including an increase in maternal and neonatal 

mo1tality simply because of lack of access to care. 

One of my other concerns is that with continued closures of labor and delivery units across the state, 

job prospects will be impacted. If  this is the case, my family and I will be  forced to look outside the 

state for a job that would allow me to keep this pa1t of my practice and continue to practice primary 

care. We already have a physician shortage in Maine that is projected to increase over time, and the 

closure of b irthing units will turn away even more physicians. 

Committee, I urge you to think about your communities as we consider fmther closures of labor and 

delivery units. The people of Maine deserve access to safe, quality prenatal and obstetrical care, and 

family medicine physicians are pa1t of that solution. Thank you. 

Abigail B lake-Sheehy, DO, MPH 
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From: 
Sent: 
To: 
Subject: 

KATE REYNOLDS < katereynolds@bellsouth.net> 
Thursday, August 27, 2026 1 :29 AM 
McCarthyReid, Colleen 
Hearing on Birthing Center Closure 

This message originates from outside the Maine Legislature. 

Ms McCarthy Reid, 

I am writing to express my profound disappointment with the Maine Health corporation's decision to close the Lincoln 
Hospital award winning birthing center. Throughout this process, it felt like there was no genuine good-faith effort to 
explore any option beyond outright closure. The community's wishes, thoughtful and well researched proposals to 
preserve services, and creative solutions from residents and providers a l l  seemed to be largely dismissed. The lack of 
transparency around this decision has eroded trust and left many feel ing disregarded. 

Thousands of residents, civic groups, medical professionals, elected officials, our governor, and bipartisan candidates for 
public office voiced clear opposition. Those voices deserved a serious response. Adding to the concern, when 
MaineHealth announced the closure, it pledged to pause any additional labor and delivery closures at other facilities for 
two years. Yet Lincoln Hospital was excluded from that commitment. If a pause was warranted elsewhere, why not here? 
That inconsistency is hard to justify. 

As a nonprofit institution, MaineHealth's mission is to serve the community. The Board of Trustees has fallen short of 
that responsibil ity. Personal ly, I don't need maternity care at my age, but I know commun ities thrive only when young 
families choose to live, work, and raise children there. Removing essential services for those families threatens our long­
term vital ity. 

I understand that maternity care deserts are a statewide and national challenge, but that reality calls for innovation, not 
retreat. Our community offered thoughtful recommendations and showed a willingness to collaborate. We could have 
been a model for creative, community-based solutions. Instead, Maine Health chose the simplest option, not the wisest 
one. This decision is short-sighted, seemed pre-determined, and harmful to our region's future. As a nonprofit health 
system, MaineHealth must be held to the highest standards of accountability and stewardship. The people of Lincoln 
County, the people of Maine, deserve nothing less. 

Sincerely, 

Kate Reynolds, Ph.D 
76 Upper Round Pond Rd. 
Bristol, ME  04539 



Good afternoon Chair Bailey, Chair Mathieson, and members of the committee, 

My name is Gianna Deloy. I am a medical anthropologist and public health researcher at the 
Margaret Chase Smith Policy Center at the University of Maine. Maine's vanishing maternity 
care - the causes, effects, and how individuals experience these losses - was the subject of my 
doctoral dissertation reseai·ch canied out between 2024 and 2026, but I have been focused on 
rural access to maternity care in Maine since 2014, just a few years after my hometown hospital 
in Blue Hill ended its labor and delivery program. 

Now, so many years and so many closures later, the impacts of these decisions on individuals and 
communities are much better understood than they were at the time. We know that when a 
hospital decides that babies can no longer be born there, individuals in surrounding communities 
typically must travel. longer distances to access prenatal care and give birth. This can raise 
barriers to care beyond the travel time itself; pregnant people without reliable transportation, 
juggling work and family obligations, facing summer traffic, winter storms, or sl ippery roads can 
find it more challenging to coordinate regular prenatal care when that care is far away. 

Obstetric closures also impact conummities more broadly. Healthcare workers lose their jobs. 
Pregnant people feel left in the lurch. They mourn the lost opportunity to receive care close to 
home from providers who are also community members they know and ttust. Parents and 
providers I spoke with worried about what comes next: Are the pediatricians the next to go? Do 
closures signal coming school consolidations? Closures also mean pregnant people in a 
conununity have fewer choices about the kind of birth they want to have; this can influence 
where young Maine families want to put down roots. These social impacts can seem abstract, but 
they have material repercussions. My research bas shown that median household income growth 
stagnates in communities that experience a local obstetric unit closure compared to communities 
that maintain local obstett·ic services. 

Maine parents who have shared their stories with me want to feel safe, cared for, and respected. 
They want choices. They want to know their healthcare providers. They want to give birth close 
enough to home that they can bring in family and suppoti people. They want to see their health 
systems, municipal and state leadership investing in their families and the future of their 
communities, instead of giving up and leaving parents and the surviving maternity providers to 
try to make do in an increasingly untenable maternal healthcare landscape. 



M H A  
Maine Hospital Association 

MAINE'S L.EAOING 

VOICE FOR HEAL.THCARE 

TESTIMONY OF THE MAINE HOSPITAL ASSOCIATION 

Health Coverage, Insurance & Financial Committee Meeting 

August 27, 2026 

Senator Bailey, Representative Mathieson and members of the Health Coverage, Insurance and 
Financial Services Committee, my name is Sally Weiss and I am here on behalf of the Maine 
Hospital Association to provide comment on issues related to the delivery of maternal health 
services in the State, including the availability oflabor and delivery services in Maine hospitals. 

Thank you for the opportunity to share our perspective and provide information about our ongoing 
work on this important issue. At MHA, I spend a significant portion of my time working to 
understand the many layers of this challenge and identify solutions-both opportunities to sustain 
services where feasible and ways to support hospitals and communities where inpatient delivery 
is no longer viable. 

In 2024, MHA convened hospital leaders through the MHA Maternal Health & Access Committee. 
The committee has developed strategic goals focused on regional partnerships, shared staffing and 
call coverage, streamlined credentialing, virtual obstetric and neonatal consultation, and rural 
workforce training. MHA also participates in several Maine stakeholder groups that bring together 
hospitals, community providers, and state agencies focused on maternal health, perinatal care, 
access, and outcomes. We also engage in regional and national discussions with other states facing 
similar service closures due to declining birth volumes, increasing financial pressures, and 
workforce shortages. 

Today, I would like to focus on two areas in which the Legislature can help address the 
complexities of sustaining rural labor and delivery services in Maine: workforce and payment for 
obstetric readiness. 

Workforce: As we have heard, recruiting a highly specialized workforce to rural Maine has 
become more difficult as delivery volumes decline, call schedules intensify, and opportunities to 
maintain competency become less frequent. 

Maine can expand training opportunities and loan repayment for family medicine physicians with 
advanced obstetric training and for Certified Nurse Midwives. These clinicians can strengthen the 
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rural healthcare workforce beyond labor and delivery by supporting a broad range of services 
within their communities. 1 That, in tum, can make perinatal care, including labor and delivery, 
more sustainable. 

The March of Dimes' 2026 maternity care access report shows that the number of births attended 
by midwives increased significantly in New Hampshire and Vermont between 201 6  and 2024, 
while Maine experienced little change.[3] Maine has an opportunity to integrate advanced practice 
providers more fully into maternity care teams, as other specialties have done, while also investing 
in obstetric fellowship training for family medicine physicians. 

Payment: A hospital must be prepared to care for two patients at any hour, including when an 
emergency caesarean delivery is needed. Every labor and delivery program requires specialized 
nursing, a delivery clinician, a caesarean-capable physician, anesthesia, an operating-room team, 
and newborn support around the clock. MHA's 2024 illustrative model found that a hospital with 
1 00 births per year would face more than $3 million in minimum annual labor expenses alone, 
before accounting for equipment and facilities. 

Most reimbursement follows a visit or delivery, but not readiness. Cost-based reimbursement for 
Critical Access Hospitals can recognize allocated labor and delivery costs, but it does not provide 
a predictable obstetric standby payment.2 Federal rules separately recognize qualifying 
emergency-room on-call costs, and Medicare provides Rural Emergency Hospitals with a monthly 
payment for maintaining emergency availability.3 Maternal care has no comparable readiness 
payment yet faces similar operational challenges-be ready to provide care 24/7, 365 days a year 
regardless of patient demand. 

MHA recommends a multi payer rural obstetric readiness/ model, with participation from 
MaineCare and commercial insurers. Geographically necessary birthing hospitals should receive 
a prospective monthly or annual capacity payment in addition to reimbursement for the care they 
deliver. The formula should recognize minimum staffing and call coverage, anesthesia and 
operating-room capability, newborn stabilization, training, and transfer readiness. It should be 
transparent, region-specific, and tied to access, quality, and coordination. 

However, payment alone will not solve every challenge. Where inpatient delivery cannot continue 
safely, policy and payment must preserve local prenatal and postpartum care, ultrasound and 
remote image review, emergency department and EMS readiness, and reliable transport and 

1 For more information on CNM training, please see MHA Report published in November 2025 "Certified Nurse 
Midwifery Training in Maine: A Feasibility Study." Funded through an RMOMs Grant. 
2 42 CFR 413.70 provides cost-based payment for CAH services and expressly addresses certain emergency-room 
on-call providers; it does not establish a parallel OB standby payment. 
3 42 CFR 419.92 establishes a monthly facility payment for Rural Emergency Hospitals in addition to service-based 
reimbursement. It is cited as a payment precedent, not as a recommendation that birthing hospitals convert to 
REHs. 
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transfer. Time-limited funding through the Rural Health Transformation Program can help build 
this infrastructure, but it cannot replace sustainable reimbursement. 

In closing, not every hospital can safely sustain delivery services indefinitely. But Maine should 
not allow a geographically necessary rural service to fail simply because we have not invested in 
the necessary workforce or because we pay for births rather than readiness. We urge the state to 
protect access and quality together: plan regionally, invest in the workforce, and pay for readiness. 

Thank you. 

Sally Weiss, M.Sc. 
V.P., Workforce Policy & Strategic Initiatives 
Maine Hospital Association 
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The M a i n e  H os p ita l  Associat ion.  th roug h fu n d i n g  from the 

R u ra l  Matern ity 8 Obstetrics M a n a g ement Strateg ies 

(RMO MS) g rant, conducted a feas ib i l ity study to evaluate the 

esta b l ish ment of a Certif ied N u rse M idwife (CNM)  tra i n i n g  

p rogram i n  M a i ne.  

Th e overarch ing  goals of th is  study a re to assess the 

d e m a n d  and feasi b i l ity for such t ra i n i ng, i de nt ify key 

academic a n d  c l in ica l  p a rtners, a n d  explore models that may 

i n c l u d e  eith e r  a sta nda lone i nstitut iona l p rogra m  or  a 

consort ium-based a p p roach. The study a lso a ims to d i rectly 

a d d ress workforce shortages i n  rural  and u n d erserved 

com m u n it ies, with a part icu la r  focus on e n hanc ing  access to 

materna l  h ea lthca re services. 



Midwifery in Maine is supported by a clear regulatory fra mework that 
dist ing uishes between Certified N u rse M idwives (CNMs) and Certified 
Professional Midwives (CPMs). CNMs are grad uate-level practit ioners who 
have completed progra ms accred ited by the Accreditation Commission for 
M idwifery Education (ACM E) a n d  hold national certification through the 
Amer ican Midwifery Certification Board (AMCB). I n  Maine. they a re l icensed as 
advanced practice registered nurses (APRNs) and practice with full 
p rescriptive authority. CPMs. meanwhi le. are l icensed under  Ma ine law (Title 
32. Cha pter 113-8). Their scope of practice includes ordering a n d  interpreting 
la boratory tests. cond u cting ultrasounds. ad min istering certain medications 
(apart from Schedule I I - IV controlled substances). and provid i n g  maternity. 
newborn. and reproductive h ealth care. 

The scope of m idwifery practice in Ma ine is b road and encom passes the ful l  
reproductive health cont inuum. M idwives provide preconception and family 
p lann ing services. inc luding counsel ing, contraceptive care. and hea lth 
screen ings. They manage prenatal care. offering comprehensive monitoring 
t h roug h out pregnancy, e d ucation. and the m a nagement of low-risk 
compl ications. M idwives a lso attend births. su pporting women through 
normal labor and delivery across a range of settings that include hospitals. 
b i rth centers. and home environments with in the bounds of regulation. 

Care d oes not end at b i rth. as midwives provide extensive postpartum follow­
u p, inc luding maternal recovery, lactation support. a n d  newborn 
assessments. For newborns. midwives typical ly provide wel l -baby care during 
the first six to eight weeks of l ife. CNMs also provide b roader women's health 
and pr imary care services. extending their  role beyond matern ity into 
ongoing gynecological a n d  reproductive health. In fact. the world Hea lth 
O rgan ization (WHO) contends that midwives could be provid ing 90% of sexual 
and reproductive care in  the Un ited States but the p redominant structure of 
the h e a lthcare system does not support this care model. [1] 



The benefits of midwifery care a re wel l  esta bl ished in the resea rch l iterature 
and a l ign closely with M a ine's maternal h ealth needs. M idwifery-led care is 
associated with lower intervention rates. inc luding fewer caesarean sections. 
inductions. ep idurals. and assisted vag ina l  de l iveries. Outcomes are 
consistently positive. with evidence of lower rates of p reterm birth and 
stil lb i rth. reduced maternal  compl ications. and h igher  breastfeeding in it iation. 

The continu ity in  midwifery models-where women are cared for by the same 
provider  or  smal l  team throughout pregnancy, b i rth.  and postpartum-leads to 
strong e r  relationships. g reater trust. a n d  more positive b i rth experiences. 
These models a re also cost-effective. reducing rel iance on hig h-cost 
interventions and shortening hospital stays. 

In the context of M aine. midwifery's ho l istic a n d  relationship-based model is 
p a rt icu la rly wel l  suited to addressing workforce shortages and the un ique 
chal lenges of  rural h e a lthcare delivery. Ma ine  is  fortunate to have a strong 
C N M  workforce a n d  whi le  m idwives are known for attending births. 55.1% of 
Ma ine CNMs identify reproductive care and 38.5% identify p ri m a ry care as 
responsibi l it ies in the i r  ful l time positions. demonstrating their  scope of 
p ractice and impact on communities.[2) By expa nding access to midwifery 
services, 

Ma ine has an opportu nity to strengthen maternal  health outcomes. im prove 
patient satisfaction. a n d  create a more sustaina ble. community-based model 
of care. 

[1]American College of Nurse-M idwives: ACNM Workforce Study, Executive Summary. 2022 
MidwiferY. Workforce StudY. - American College of Nurse Midwives 
[2)Ibid. 



The MHA convened a group of stakeholders which included, but was not 
limited to. practicing n u rse midwives, n u rse midwife faculty, health systems, 
educational institutions, and state part n ers, including the Maine Department 
of Health and Human services and Department of M aineca re. The first 
meeting, held on J u ly 30, 2025, esta blished the foundation for discussions 
around CNM training. Maine is seen as prog ressive in its a pproach to 
midwifery, with nearly one-fifth of births attended by midwives compared to 
only ten percent nationa lly. Yet. sig n ificant workforce chal lenges exist. 

Pa rticipants identified both opportu_nities and cha l lenges. Fellowship models, 
such as the one at Mass Genera l  Brig h a m. were highlighted as a possible 
model to em ulate, and potential funding sources were discussed through the 
Transforming Maternal H ea lth (TMaH) in itiative and upcoming rural 
infrastructure programs. Partnerships with institutions like Frontier N u rsing 
U niversity and Boston Col lege were seen as feasible avenues for 
accelerating tra in ing pathways. However, ba rriers remain. particularly the 
limited availa bility of c l inical p lacements d riven in part by·the limited capacity 
of preceptors. organizational resista nce in some hospitals, a n d  the absence 
of patient preference d ata to guide p lanning. The meeting concluded with a 
com mitment to explore fel lowship feasibility, survey hospitals to assess 
demand and capacity, expand the stakeholder g roup, and pursue 
col laborations with existing prog_rams. 



T_he second meeting, he ld on Septe mber 5, 2025, bu ilt on the ear l ier 
d iscussion and incorporated results from a statewide survey of hospitals. The 
hospital survey found that Ma ine has forty-fo u r  CNMs in practice. with a 
median of th ree per  hospital .  Five hospitals cu rrently tra in  C N M  students. 
whi le six expressed wi l l ing n ess but noted ba rriers such as low patient 
vo l u mes. heavy CNM workloads. a n d  the lack of formal  affi l iation a g reeme nts. 
Despite these chal lenges. there was evidence of strong potential  for 
expa nd ing training capacity. Most hospitals reported that their  C N M s  practice 
at fu l l  scope, a lthough o n e  hospital sti l l  requ i res physician co-signature. 

Opportunities id entified inc luded regional student rotations. the use of the 
Bui ld ing  ME Network and Cl in ic ian Nexus p latform for p lacement and 
preceptor support. and the development of fel lowship o r  trans ition-to­
practice progra ms. Pub l ic  awareness campaigns and physician champions 
were also seen as cr it ical for normal izing a n d  advancing CNM i nteg ration 
across M a ine. Action steps i ncluded draft ing affi l iation agreements. exploring 
fund ing and preceptor support mechanisms. and designing fel lowship 
models tai lored to the state's needs. 

The th i rd and f inal  meeting for the study was held on October 3, 2025. and 
d e lved into some of the ear l ie r  identified strategies for  expanding C N M  
tra in ing in Maine. inc lud ing cl i nical placement pathways, advanced tra in ing o r  
fel lowship models. and b roader pol icy a n d  c u ltural  changes needed to 
support midwifery workforce. Participa nts e m phasized the i m portance of 
creatin g  consistent cl in ical  p lacement syste ms by support ing preceptors 
through compensation a n d  protected t ime and leveraging exist ing statewide 
infrastructure such as the Cl in ic ian Nexus p latform and Bu i ld ing M E  Network 
microgrants. A major theme centered on the feasi bi l ity of developing form a l  
post-g rad uate pathways. specifica l ly  "tra nsit ion-to-practice· and fel lowship 
models. to provide structured m entorsh ip and com petency-based learning 
for new CNMs. These models were seen as vital  for  br idging the gap between 
education and practice. red ucing burnout. and im proving retention. 
p a rticu la rly in  rural  sett ings. Broad e r  conversation a lso touched on a l ign ing 
m idwifery tra in ing with workforce policy init iatives. integrating s imulation and 
commu nity-based models of  care, and ensur ing  equitable access to 
mate rna l  health services across Ma ine's regions.  



The statewide hospita l survey was sent to 1Ll rural and urban birthing 
hospitals and had 11 responses or a 79% response rate (Appendix A). The 
responses from the eleven hospitals revea led that nine hospitals employ 
CNMs while two do not. In total, forty-four CNMs are practicing, with most 
hospitals employing on ly  a smal l  nu mber, a lthough some larger institutions 
report as many as ten. Training capacity is mixed: five hospitals a l ready 
accept CNM students. general ly on a smal l  sca le, while six others are open to 
doing so if barriers such as patient vol u mes, preceptor avai lability, and policy 
constraints are addressed. Nearly al l  respondents indicated a wil l ingness to 
expa n d  train ing if the n ecessary supports are in p lace. 

In terms of practice, seventy-eight percent of hospitals al low CNMs to 
function at full scope, inc luding prescrib ing, billing, a n d  recognition as medical  
staff, while a smal l  minority impose restrictions req uiring physician co­
signatures. workforce demand was u neven, with most hospitals not actively 
recruiting, though at least one site reported an immediate need for three 
CNMs a n d  another a nticipated the need for one to two additional providers. 
Respondents agreed that rural hospitals represent the greatest g rowth 
opportunity for midwifery expansion. The survey participants pointed to 
several potential strategies to expa nd midwifery workforce, including the 
development of a statewide train ing program with regiona l  rotations, shared 
precepting models, policy standardization to ensure consistency of practice, 
and targeted recruitment initiatives aimed at rural communities. 
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Ear ly  discussions with stakeholders. including written commu nications with 
M a i n e- based academic institutions; made it c lear that establ ishing a new 
certified Nurse Midwifery (CNM) tra in ing p rogram in Maine would be highly 
cha l leng ing and likely not the best use of the state's limited resources. 
I nstitutions cited several ba rriers, such as the sig nificant time q n d  cost . 
req uired to bu i ld  the n ecessary infrastructure, difficulty securing qua lified 
facu lty, the lengthy and expensive accreditation process, and the hig h 
ongoing operational  costs relative to the smal l  pool of prospective students. 

Several  institutions noted that simi lar  efforts had been explored in the past 
and were deemed not feasible in the foreseeable future. As a result, 
conve rsations quick ly  sh ifted toward ide ntifying existing C N M  programs 
outside of Ma ine, understanding th eir clin ical  training requirements. and 
exploring strategic partn erships that  cou ld  b ring C N M  trainees to  Ma ine for 
clinical education and potential future e m p loyment. 

Discussions with academic partners highlighted the clin ical training 
requirem ents necessary for Certified N u rse Midwife (CN M) students, which 
need to be considered to expand c l inical p lacements in Maine. At Yale 
U niversity, students must meet the America n  ·M idwifery Certification Board 
(AMCB) requirements to be eligible for the boards. This involves a traditional  
midwifery integration model that requires students to complete 
a p p roximately forty clinical hours per week. These hours typi.ca l ly com bine 
inpatie nt and outpatient midwifery car·e. though the exact schedule may be 
a d a pted to fit the norms of the practice. For  exam ple, some students may 
work two twelve-hour in patient shifts and two eig ht-hour outpatient shifts 
p e r  w e e k, wl,ile others may adjust to twenty-four  hour cal l  schedules or 
longer  office shifts. Throughout their training, students a re evaluated by their 
p receptors, and a decla ration of c l in ica l  safety must be sig ned at the end of 
each se mester to confirm readiness. 
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Frontier Nursing University offers another pathway that is popular  among 
l a bor and del ivery nurses in Maine. as it  a l lows students to remain in their 
home e nvironment while completing their education d u e  to it being a n  
online train ing progra m with only two in-person tra in ing weeks per year. 
Severa l  Maine practic ing CNMs n oted that t hey have taken students from the 
Frontier University program for clin ica l rotations demonstrating an 
establ ished connection between this program and Maine's hea lthcare 
organ izations. In this program. students are responsible for arranging their 
own clinical p lacements (Frontier N urse MidwiferY. Progra m ). G eorgetown 
U n iversity, which is a new program. a lso has an onl ine nurse midwifery 
prog ram that can be completed in as few as 23 months (Georgetown 
U n iversitY. Nurse MidwiferY. Online Program). One benefit to an on l ine program 
is that there may be a way to partner with these progra ms more directly to 
support a pathway for Maine applicants into these progra ms and create 
satel l ite locations for hands on tra ining as needed. 

Clinica l  p lacements in CNM programs are competency-based. Students are 
required to achieve both ski l l  m astery and a specific n u m ber of c l inical 
proce d u res before graduation. For instance. most programs require students 
to atten d  around forty births. These arrangements g e n eral ly do not create 
direct costs for hospita ls, though loss of productivity a n d  b urden on the 
clinica l preceptor must be considered. Many organizations see the benefit of 
hosting students as a form of extended interview for potential future hires. 
Although most schools do not pay organizations to take students, exceptions 
exist. For example. the Massach usetts General Institute of H ealth Professions 
provides $2,000 to ind ividual  preceptors for a four-week outpatient placement 
in its physician assistant progra m. a practice more common in medical 
education than in nursing. And. the Yale C N M  progra m provides 
compensation to preceptors. offering $1,500 for a ful l-year p lacem ent or $1,000 
for integration-only placements. Preceptors also receive courtesy facu lty 
benefits. Additional  resources for Yale's preceptor � upport a n d  orientation are 
available online (Ya le  N ursing PreceRtor Resources ). 



Clinical Place m e nts 

The s u ccessful expansion of Certified N u rse Midwife (CNM) education in M a i n e  
d e p e n d s  o n  stre n gthening the clinical training infrastructure t h a t  connects 
learners. educators. and practice sites. Two statewide initiatives, Bui ld ing M E  
and Clinic ian Nexus, provide foundationa l  tools to coordinate place ments a n d  
expa n d  access t o  rura l  train ing opport unities. 

The B uilding ME Network was created to expand and stre ngthen rural clinical 
education opportunities across Maine. Origina l ly funded through the Maine 
Department of Health and Human Services a n d  federal p ublic hea lt h  grants, 
the initiative aims to increase the n u m be r  and diversity of h e a lth profession 
students training in rural  areas. The program awards microgra n ts of up to 
$15,000 to remove ba rriers that prevent h ealthcare organ izations from 
hosting learners. Funds can be used flexibly for practical  needs such as 
housing for students, travel reim burse m ent, educational  technology, and 
smal l  infrastructure improvements to  accommodate trainees. 

Program ad mini$trators noted that, coritrary to in itial expectations, most 
requests did not focus on preceptor compensation. Instead, hospitals and 
c l inics prioritized overcomin g logistical ba rriers that made rural  placements 
difficu lt demonstrating tl,at expanding training capacity requires addressing 
fou ndational  access issues. such as transportation. lodgin g, a n d  technology, 
before p receptorships can thrive. 

Build ing ME provides a strong foundation for increasing CNM placements in 
rural  communities. particu larly if future funding can be targeted toward 
maternal  and reproductive hea lth discip l ines. Continued investment in this 
program could help create a more equitable distribution of clinical learning 
opportu nities across the state and serve as a scalab le model  for other 
advan ced practice disciplines. 

® 



The Cl in ician Nexus platform represents a statewide effort to modernize and 
central ize the cl in ical  p lacement process. Adopted by m ultiple hospital 
system s  a n d  supported by the Maine Hospital Association. the p latform 
enab les  healthcare org a n izations and academic institutions to coordinate 
student  placements throug h  a shared onl ine system. 

Cl in icia n Nexus includes a ·marketplace· feature that al lows c l in ical sites to 
post avai lable placement opportunities by discipline. sched ule. and req u i red 
compete ncies. Academic programs can then search and apply for these 
opportu nities on behalf of their students. The system a lso al lows hospitals to 
track learners. monitor placement capacity. and evaluate long-term 
recru itment potential by ma intain ing visibil ity into where students train and 
whether  they later join the Ma ine workforce. 

Sta kehold ers h igh l ighted this in itiative as pa rticularly re leva nt for midwifery, 
given that Maine has no i n-state CNM program and rel ies heavi ly on 
partnerships with out-of-state u n iversities. The platform's statewide reach 
ca n br idge that gap, provid ing a transparent a nd efficient mechanism to 
m atch CNM students with Ma ine-based prece ptors and faci l it ies. Addit ional ly. 
the a b i lity to gather aggregate data on placements and workforce outcomes 
can i n form policy and p lann ing efforts re lated to maternal hea lth and rural 
workforce distribution. 

Challenges for CNM Preceptorshlp and Education 

Despite these esta bl ished i n itiatives. Maine·s ab i lity to expa n d  C N M  train ing 
remains  constra ined by workforce p ressures and systemic barr iers faced by 
practic ing midwives. M idwifery is u n ique among advanced practice discipl ines 
in  that it lacks a formal academic p resence in the state. There a re no Maine­
based CNM programs and th erefore no faculty appointments o r  funded 
teach ing  roles dedicated to m idwifery education. 



CNM CLINICAL TRAIN ING 
REQUIREM ENTS S CLIN ICAL 
PLACEM ENT 
CONSIDERATIONS 

As a result. clin ical  precepting often rel ies o n  voluntary contributions from 
midwives a l ready m a naging h eavy clinical a nd on-ca l l  workloads. Participa nts 
in m e etings reported that midwives across Maine fa ce increasing patient 
vo l u m e, staffing shortages, and limited ad ministrative support, a l l  of which 
contribute to burn out. The additional  responsibilities of m entoring and 
eva luating students without compensation or protected time h ave b€fcome 
unsustainab le  for ma ny. 

Severa l  midwives in the discussion e m p hasized that meaningful  prog ress 
req uires recognition of preceptorship as an education a l  function by providing 
stipends for teaching time, administrative or clinical  release time to 
accom modate learners and p rovide effective feedba ck, professional  
development opportu nities to become better teach ers, and ensuring 
midwives have representation and compensated ad ministrative time in 
statewide pla nn ing  and workforce development efforts. 

There has been g rowing discussion a bout compensation models for C N M  
preceptors i n  Maine. Historical ly, s m a l l  h o u rly stipends have b e e n  used, s u c h  
as $ 1 5  p e r  h o u r  for nurse practitioners or physic ian assistant students. 
H owever, many now consider  lump-sum payments to be more practical and 
easier to ma nage. Suggestions include payment9 in  the range of $ 1,000 to  
$2,000 for a n  eight-week placem ent. Other incentive mode ls  cou ld  involve 
non-monetary. rewa rd.s such as additional  vacation days, or institutiona l - level  
inc·entives managed through hospitals rather than individua l  preceptors. In  
practice, students .a re often shared between two midwives or a c ross a group 
practice, as is the case at Brigh a m  and Women's H ospital and Wentworth 
H ospital. Overa l l, while the prevailing model  remains u npaid, the discussion 
reflects increasing awareness of the burden on preceptors and the need to 
support them in train ing future midwives. 

Without these supports, participa nts cautioned that even with improved 
placement infrastructure through initiatives l ike Building ME Network and 
Clinician Nexus, the system m ay contin ue to rely on overextended c l inicians, 
limiting growth and sustaina bility. 



As p a rt of the broader assessment of Certified N u rse Midwife (CNM) train ing 
feasibi l ity in  Maine. the working g roup exa m ined structured post-grad uate 
t ra i n i n g  models that could strengthen workforce readiness. retention. and 
rural  p lacement. The d iscussion centered o n  two comple mentary models: 
the Tra nsition-to-Practice (TTP) a pproach a n d  the Formal Fel lowship M odel. 
both d esigned to bridge the gap between a cademic education a n d  
independent cl in ical practice. 

N ewly g raduated CNMs often experience s ig n i ficant chal lenges transitioning 
into fu l l  practice. part icular ly in rural  and resource- l imited settings. These 
cha l lenges inc lude l imited mentorship, lack o f  exposu re to rare but critical 
obstetric e mergencies. and variab i l ity in  on boarding processes across 
institutions. Without structured support. ea rly-career CNMs may experience 
p rofess ional  isolation or  leave the state for  better-supported positions 
e lsewh ere. 

Structured post-graduate tra in ing programs whether in the form of a 
transit ion-to-practice track or a form a l  fel lowship p rovide a d efined 
fra m ework to support competency development. p rofessional  confidence. 
a n d  workforce susta inabi l ity. Such models have demonstrated success in 
related advanced practice discip l ines. such as physician assistant and nurse 
p ractit ioner progra ms. and could be adapted to the midwifery context in 
M a i n e. 

Trans ition-to-Practice Model 

The Tra nsition-to-Practice (TTP) model o ff e rs a n  extended onboarding 
experie nce. typical ly last ing s ix to twelve m onths. This model is appropriate 
for n ewly hired CNMs who are fully credentia led but require structured 
mentorship and education to consol idate ski l ls. Typ ically, in  this model. CNMs 
a re h i re d  fu l l  t ime but in it ia l ly spend on ly  60-75% of the i r  t ime i n  c l in ica l  
p ractice ramping over several months to a year. The remaining t ime is used 
to g a i n  addit ional exposure in other c l in ica l  settings, for instance rotating 
through different hospitals or c l inics. condu ct simulations and participate in 
d ida ctics and mentorsh ip. 



This m o d e l  works d u e  to the structured m entorship the participants receive 
from experienced CNMs and O bstetricians with im m ediate feedback on the-ir 
ski l l  a c q uisition combined with protected learning t ime a nd professiona l  
development with the end goal  of independent pra ctice. This app roach 
e n a b l es new CNMs to p ractice under g uidance while m aintaining fu l l  
e m p loyment status and salary. I t  serves as a n  effective middle ground for 
organ izations unable to fund a fu l l  fellowship but still seeking to ensure 
q u ality, safety, and workforce retention. 

Fellowship Model 

The Fel lowship Model  represents a more formalized, com petency-based 
post-g ra d uate training structure, typica l ly lasting 12 to 2Ll months. Fel lows a re 
employed as learners within a defined p rogram, often at a reduced salary, 
and receive comprehensive clinical, didactic, a n d  p rofession a l  development 
support. 

The fel lowship model  is defined by a curric u l u m  that outlines core 
competencies which a re met through structured clinica l  rotations, 
sim u lation-based training, and didactic modules covering obstetric 
emergencies, gynecologic ca re, pharmacology, a n d  interprofessional  
co l laboration. It includes forma l  competency assessments a lig ned with 
esta bl ished standa rds, a l l  supported t h ro u g h  facu lty oversight provided by a 
progra m director, associate director, simulation lead, a n d  program 
coordinator. Emphasizing interdisciplinary educatiqn, the model  p ro motes 
co l laboration across healthcare discip l ines to e_n sure ful ly integrated 
materna l  and newborn core. Sta keholders noted that it's critica l  for any 
adva n c e d  practice provider fel lowship p rogram to be successful, it m ust have 
p hysicia n support and ideal ly a physician c h a m pion.  Fe l lows learn within a 
p rotected environment where they serve as e m p l oyed learners with a clearly 
define d  scope of practice and strong support systems. d istinct from 
ind e p e ndent staffing responsibilities. 



Nationa lly, s imi lar programs for Advanced Practice Providers have shown h igh 
retention rates-u p  to 75%-and improved confidence and c l in ica l  performance.  
Apply ing this model  to CNM education would create a formal  pathway for 
c l in ical excellence a n d  workforce sta bi l ization. A resource for future work in 
th is area is the is the Consortium for Advanced Practice Providers which has  
been a national leader  in  the  Nurse Practitioner and Physician Assistant 
fel lowship movement. 

Progra m Design Considerations for Maine 

Regard less of whether Maine moves forward with a TTP model  or a more 
formal  structure like a Fel lowship, stakeholders agreed that a hub-a nd-spoke 
structure was the most feasible for Ma ine's geographic a n d  institutional  
lan dsca pe. Under this proposed design,  a centra l ized hub at a larger birthin g 
facil ity would provid e  core didactics. s im ulation-based e d u cation, and 
statewide coordination as a central e ntity. In many cases. d idactics and 
s imulation-based education could be accomplished inter-professional ly 
combined with p hysic ian and nurse tra in ing. The reg iona l  s pokes would a l low 
fel lows to rotate among m u lt ip le rura l  sites. gain ing experience across a 
variety of environ ments a n d  commu nities. These rural rotations would be 
critical to ensuring CNMs are wel l  equ ipped for independent practice in rura l 
settings where there a re fewer cl inical and material resources. A key piece to 
the hub and spoke model  would be the s hared faculty and infrastructure. 
which increases the sustaina bi l ity of a program over t ime. The common 
curr icu lum and eval uation tools a lso ma intain standardization rega rdless of 
where a fellow is tra in ing whi le at the same t ime leveraging the expertise of 
local p roviders. 



To ensure viabi l ity and success. the proposed program must incorporate 
severa l  components. Fi rst, it should esta bl ish c learly  defi ned com petency 
fra meworks specifica l ly tai lored to midwifery p ractice, em phasizing both 
emergency obstetric care and the complex decision-ma king required in  rural 
cl inical environments. These competencies would serve as the foundation for 
structu red learn ing and consistent assessment across tra in ing sites. Second, 
the p rogra m  should integrate s imulation-based ed ucation to prepare fel lows 
for rare but h ig h-stakes cl in ical situations that may not occur freque ntly in 
routin e  practice. S imu lation offers a safe and control led envi ronment for 
developing technical  proficiency and  c l in ica l  judg ment. Th ird, the program 
must i n clude robust evaluation and feedback mecha n isms to track fellow 
prog ression. identify learn ing needs, and ensure competency atta inment 
throughout the tra in ing  period. F ina lly, successful implementation wi l l  
depend on wel l -supported preceptors, as noted above. This inc ludes provid ing 
preceptor development opportun ities, dedicated admin istrative t ime for 
teach ing  responsibi l ities, and  a ppropriate com pensation to recog nize the 
crit ical  role these cl in ic ians play in mentoring the next generation of certified 
nurse midwives. 



The level  of investment needed to expand Certified N urse M i dwife (CNM) 
tra in ing in Maine wi l l  vary d e pending on the approach the state chooses. If  
Ma ine strengthens p a rtnerships with out-of-state CNM programs and uses 
existin g  tools such as Cl inician Nexus to coordinate cl inical  p lacements. costs 
wi l l  remain relatively rr)Odest. In this scena rio. the pr imary expenses involve 
su pporting students during their  c l in ica l  rotations. These may include housing 
assistance. preceptor develop ment. and stipends for p receptors who 
supervise lea rners. Some programs offer stipends between $1,000 and $2,000 
per  rotation. though this is not consistent across institutions. 

A Transition-to-Practice (TTP) model or  a formal fe l lowship requi res a more 
s ubstantial and ongoing investment. In  a TTP model.  a new C N M  typica lly 
p ractices at 0.6 to 0.75 FTE d uring the first six to twelve months, g radual ly 
increasing their  c l in ica l  workload. D u ring this t ime. the C N M  receives 
m entorship, struct u re d  ed ucation. a n d  access to addit ional  cl inical  settings. 
Because the organization pays a ful l -t ime salary while the new provider 
works a reduced c l in ical  schedule, revenue generation is tempora rily l im ited. 
Addit ional costs include d idactic activities. case review sessions, s imulation 
tra in ing, and the dedicated t ime that experienced c l in ic ians spend on 
oversig ht. feedback. and eval uation. 

A fel lowship model represents the most s ignificant investment in 
infrastructure. Insights from a compa rable Critical Care Advanced Practice 
P rovider (APP) Fel lowship pro forma provided by Maine Hea lth he lp  i l lustrate 
the typical cost structure for a dvanced practice train ing.  These costs include 
sa lary. benefits. facu lty and preceptor t ime. a d ministrative support. 
s imulation and didactic resou rces. a n d  malpractice coverage. Using that 
model as a gu ide. the financial fra m e work for a CNM fe llowship can be 
outl ined to help stakeholders understa n d  both the init ial  investment and the 
long-term potential  benefits. including improved workforce stabi l ity, reduced 
recruitment expenses. and strengthened c l in ical capacity across the state. 



Fel lowship costs fa l l  into two broad categories: d i rect trainee expenses and the 
infrastructure req u i red to sustain program operations. Fel lows a re usua l ly  paid a 
reduced but competitive sala ry. Drawin g  from APP fel lowship sa laries i n  Mai ne, a 
C N M  fel low would l ike ly  earn between $ 65,000 a n d  $75,000 a n n ua l ly, with 
benefits adding rou g h l y  $16,000 to $22,000. Professional  l ia bi l i ty coverage adds 
an a d ditiona l  $700 to $1,000 each year. Fe l lows also requ ire structured d idactic 
learn ing and s imu lation-based tra in ing to bu i ld  competency in  obstetric and 
g yn ecologic care. These learn ing  activities a re estimated to  cost between $5,000 
a n d  $ 10,000 per  year. with a nother $2,000 for conferences and continu ing 
ed ucation. 

Facu lty and preceptor time is often the largest program matic expense. 
Comparable fe l lowship models suggest that 0.25 to O.LIO FTE of combined 
c l in ic ian effort is needed per fel low. at  a n  estimated annual  cost of  $30,000 to 
$50,000. This  includes p rogram leadership, curr iculum oversight, ind iv idual ized 
learn ing pla ns, and precept ing across m ultiple c l in ical sites. Admin istrative 
s u pp o rt adds further cost. typica l ly  between $ 15,000 and $25,000 per  fel low each 
y e a r. to manage schedul ing,  o n boarding, affi l iation agreements. learner  tracking, 
and a ccred itation-related functions. Addition a l  o peration a l  needs-such as 
ed ucat ional  technology,  learner management s ystems, evaluation tools, and 
basic program suppl ies-are estimated to cost $3,000 to $5,000 a n nual ly .  

Altogether, the expected a n n u a l  cost of supportin g  one CNM fe l low is  estimated 
between $ 130,000 a n d  $185,000, depend ing  on program design, salary 
assum ptions, cohort size, and institutiona l  efficiencies. 
Altho u g h  fel lowships do not function pr im<:Jr i ly  as revenue-generating p rograms. 
t h e y  d o  p rovide meaningful value that offsets some expenses. As fe l lows 
progress through their tra in ing year, they  gradua l ly  increase their c l in ical  work, 
a n d  the latter half of the program often inc ludes measurable b i l lab le  activity. 
Based on the APP m odel, a C N M  fe l low m a y  generate $50,000 to $ 80,000 in 
reven u e  dur ing the fe l lowship. Beyond this, retention is one of the strongest 
long-term benefits. APP fel lowship programs often retain 70 to 80 percent of 
graduates. reducing the need for costly recruitment and he lp ing o rgan izations 
bu i ld  a more stable workforce. If  designed with accreditation in  mind.  a CNM 
fel lows h i p  m a y  a lso qua lify for  partial  re imbursement from CMS o r  oth e r  federa l  
prog ra ms, which can cove r 30 to 60 percent of a l lowable progra m costs. 



In itial implementation would require combined funding sources. inc luding 
ph i lanthropic support. state and fed eral  workforce gra nts. and institutional 
investment. Long -term susta inabi l ity could be achieved t h rough partial fed e ra l  
reimbu rsement (CMS) for accredited fellowship progra ms via esta blished cost­
reporting mech a n isms. Integration with state workforce in itiatives. such as t h e  
Rural  Health Tra nsformation Prog ram. which p rioritizes workforce innovation 
a n d  rural c l in ic ian support could provide i n it ia l  fund ing to develop and 
i m plement infrastructure unti l  federal funding th roug h CMS, which typically 
tak ing up to three years. would be avai lab le. Lastly, microgrants and 
found ation funding through Consort ium for Healthcare Education and Tra in ing 
(CH ET). for exa m ple. should be leveraged to support p receptor tra in ing, learner 
housing,  and travel between sites. 

Esti mated costs should include prog ram admin istration. faculty time. learner 
st ipends. and operational expenses for d idactic and s imulation components. 

Both the Fel lowsh ip  a n d  Transition-to-P ractice models provide critical 
mechan isms to strengthen the midwifery workforce p ipel ine in Maine. The TTP 
a p p roach offers an a chievable short-term solution for organ izations seeking to 
i m p rove onboarding and retention. whi le the fellowship model  presents a 
long-term investment in  advanced. structured cl in ical  t ra i n ing.  



The fea s ib i l ity study to d ate ind icates both a strong i nterest a n d  
several ba rr iers t o  creating a C N M  tra in ing p ipe l ine  in M a i n e. W h i le not 
al l  hospita ls a re cu rrently seeking to h i re CN Ms. upcoming ret i rements 
a n d  u n even workforce q istr ibution. especia l ly in rural  a reas. h i g h l ig ht 
future d e m a n d  a n d  the i m porta nce of p l a n n i n g  for the futu re. W h i l e  
some i nfrastructure a l ready exists. with five h ospitals a ct ively tra in ing  
C N M  stude nts. expansion wi l l  req u ire forma l ized a g reements. 
a d d it ional  p receptor s u pport, and g reater po l icy a l i g n ment. Strategic 
o p portu nit ies include the d evelopment of fe l lows h i p  or TTP prog ra ms. 
reg ion a l  c l in ica l  rotations. and col laborat ions with out-of-state 
academic  partners. Sta n d a rd iz ing C N M  scope of practice a cross 
in stitut ions a n d  increasing publ ic  awareness about the role and value 
CNMs p lay i n  their  c o m m u n ities wi l l  a lso be key to strengthen ing  the 
mid wifery workforce. 



Reco m m ended next steps: 

1. Align hospital policies across to reflect the fu l l  scope of certified Nurse 
M idwifery in Maine. ensuring that a l l  CNMs work in thei r  full scope of 
practice as a l lowed in  Maine. 

2. Launch a com m u nications c a mpaign to elevate the visibi lity of the care 
CNMs provide to patients a n d  comm unities. and the attractiveness of 
CNM careers. What is a Midwife? Midwife Resources. 

3. ldentify policies and funding sources to support the expa nsion of CNM 
training in Maine. inc lud ing t h rough TMaH and RHTF. 

LI. Create a c l inical tra in ing pathway by esta blishing a n d  strengthening 
affiliation agreements between clinical sites. such as hospitals a n d  
FOHCs. and out of state ed ucational prog rams. such as Yale. Georgetown. 
Boston College and Frontier University. 

5. Leverage progra ms such a s  Building M E  Network/Consortium for 
H ealthcare Education and Training (CH ET) for the p lacement of students 
in c l inical sites with the support of Clinician Nexus. 

6.Secure funding for preceptors and student supports. which cou ld  include 
preceptor stipends and training, and student housing close to cl inical 
train ing sites. (Appendix B) 

?. Integ rate regional s imulation training and standardized didactics across 
Ma ine. Standardized d idactics and s imulation are a via b le  approach for 
moving work forward and would be needed to launch a fellowship and 
may a lso support a transition-to-p ra ctice model. A CNM with a n  
education background with or without a n  academic p a rtner cou ld put 
together a microgrant  proposal and receive some funding to desig n and 
create the content for CNM students rotating in rural  M aine and/or new 
grad uate onboarding. 

8. Create a Maine-based fellowship or  TTP model for new grad uate CNMs. A 
fellowship or  TTP model would a l low new g raduates to gain additional  
clinical experience at a hig h e r  volu m e  location and p rovide mentorship 
as they transition to independent practice. 



Survey Participatioh: 

- Total responses: 1 1  hospitals 
- E m p loying C N Ms: 9 hospitals (82%) 
- Not e m ploying CNMs:  2 hospitals (18%) 

Current CNM Workforce: 

Total C N Ms reported: LILI (em ployed + contracted/te m pora ry) 
- Media n n u m be r  per  hospital: 3 
- Hig hest reported: 10 

Most hospitals that use CNMs e m ploy o n l y  a handfu l. but there are a few 
larger e mployers with higher  cou nts. 

Train ing of N u rs e  M idwife Students: 

• Currently tra in ing  students: 5 hospitals 
These sites actively take stude nts. sometimes on a smal l  scale (e.g., Ll-5 
students/year). 

• ·Not training, but  could/expressed inte rest: 6 hospitals 
Even among those that answered "No," m a n y  provided notes showing 
capacity or interest but cited barriers such as:  

-Limited patient volume to ensure a fu l l  ran g e  of experiences. 
-Competing demands on C N M  time (coverage, patient load). 
-Lack of forma lized arrangements with tra in ing  programs. 
-Ad ministrative or  policy h u rdles ("not broached before"). 

Near ly a l l  hospitals a re either training or open to train ing,  meaning with 
support for capacity-b u i lding. Maine could sig nificantly expand its C N M  
train ing p ipel ine. 

Hiring s Workforce Needs: 

Most respondents a re not actively h i ring C N M s  
- 1 site noted possible need for 1 -2  CNMs (not active l y  recruiting) 
- 1 site reported need for 3 inpatient midwives 
While most feel "fu l ly  staffed," there are c lear pockets of u n m et demand . 

.. Additional Insights- Expa nsion of midwifery services is viewed as valuable 
. but constrained by staffing shortages and training opportu nities. Several  
respon d ents h i g h lighted the need for more birthing providers statewide. 
CNMs are general ly wel l  integrated with ph ysicians and family practitioners 



Scope of Practice: 

• Stron g  a utonomy: -78% of hospitals with C N M s  report they p ractice ful ly 
inde pendent l y  (prescribe. bill. practice at  top of license. considered 
m e dical staff). 

• Partial a utonomy: 1 hospital requires physician co-signature; C N M s  are 
not full medical staff but part of Al l ied Health.  

• No CNMs: 2 hospitals do not employ CN Ms. relying instead on family 
physicians or not offering OB services. 

Policy standardization across hospitals could e liminate t h e  smal l  but  
significant practice restrictions that  limit CNM autonomy. 

Opportunities for Expansion: 

1. Statewide training program: Centra lized or regional  rotations could 
address vol u m e  concerns. There is strong hidden capacity-over half of 
t h e  hospita ls not training today could  do so if barriers were reduced. This 
suggests an opportunity for statewide coordination. 

2. Shared precepting models: Allowing cross-hospital s u pport to ease 
pressure on smal l  teams. 

3. Policy a lig nment: Standardizing credentia ling to maximize ful l  scope 
practice. Most CNMs in Maine hospitals enjoy ful l  practice authority, 
a l ign ing with nationa l  best practices. A smal l  minority face institutiona l  
limitations (co-sign requirements). 

LI.Targ eted recru itment: Rural hospitals (those· without CNMs or citing 
d e mand)  are prime opportunities for workforce growth. 



The Consortium for Healthcare Education and the Bui ld ing-ME Network a re 
offering microgrants to increase the n u mber  of hea lthcare students be ing 
educated and tra ined in  rura l  Ma ine co m m u nities. 

Funding Categories: 
Funds can support a variety of n eeds including hea lthcare 
education/tra in ing program creation or  expansion, equ ipment, short-term 
housing,  mi leage-students o r  preceptors, preceptor stipends, com m u n ity 
engagement efforts to help recruit learners to work i n  a specific rura l  
com m u nity, a n d/or preceptor education/development. 
To a p ply, p lease 

1. Complete the M lcrogrant Application Form 
2. httRS://fo rms.office.com/r/2rrnV0MAWm 
3. Emai l  a s im ple Excel budget with your organization name i n  the f i le  

name to: 
ll. M e redith Bu l la rd,  Program Manager, m e redith.bu l la rd@mainehealth.org_ 

The M icrog ra nt Application Form will req uest the following information: 
• Organization Na me, address, contact name a n d  emai l  
• Requested fund ing a mount 
• Br ief s u m ma ry o f  your request, including pro b l e m  to be addressed, 

p lanned use of funds, and expected outcom es/i mpact 
• H ealthcare Learner discipl ine(s) who wil l  benefit 
• F u nding categories (see l ist a b ove) 
• Date budget was submitted via emai l  

Applications will be reviewed on a rolling basis w h ile funds re main availa ble. 
First review will occur after 11/1. We look forward to your  app l ication a n d  to 
supporting the g rowth of c l in ica l  healthcare education and tra in ing 
op portun ities a c ross rura l  Ma ine. 



M H : A I 
LEGISLATIVE BRIEF 

Maine Hospital Association 

Rura l  Perinata l Care in Maine 
Access at a Tipping Point 

Maine's maternity care system is undergoing structural change - not a temporary fluctuation. Hospitals are 
working to preserve safe, local care while confronting low birth volumes, workforce shortages and payment 
models that do 11ot cover the cost of 24/7 readiness. 

12,140 
Maine births in 2025 with nearly 1 

in S births occurring in a rural 
hospital 

9 
inpatient obstetric services 

closed, 2021-2025 
(4 In 2025) 

52% 
of hospitals in rural Maine 

communities no longer have 
maternity units 

Why rural maternity services are difficult to sustain 

45 MIN 
average one-way drive for 

prenatal care and delivery in rural 
Maine 

An inpatient obstetric service cannot scale its core cost to the number of births. It must be ready for two patients -
mother and baby - at any hour, including an emergency cesarean delivery. 

1. 24/7 readiness has high fixed costs. A rural program needs a delivery clinician, cesarean-capable physician, 
anesthesia, operating-room staff, newborn support and L&D nursing on hand or immediately available. 
MHA's 2024 illustrative model estimated more than $3 million in annual labor costs for a toughly 100-birth 
program, before equipment and facilities. 

2. Low volume compounds every pressure. Several remaining rural units have fewer than 200 births annually. 
Lower volume can make it harder to recruit, maintain competencies, distribute call and meet malpractice 
requirements - even though standby obligations remain. 

3. The workforce is thin and highly specialized. Rural hospitals compete for OB/GYNs, family physicians with 
obstetric training, midwives, nurses, anesthesia professionals, pediatric/newborn clinicians, surgical staff 
and sonographers. Lower birth volume makes specialized recruitment more difficult, as small teams face 
intense call schedules, few backups, and difficulty maintaining competency and skills. 

4. Payment is tied mainly to encounters and deliveries, not readiness. Hospitals are paid using a fee-for­
service payment model with pre-established reimbursement rates well below the cost of maintaining 
readiness and delivering care. 

5. Patients are often more clinically complex. Chronic disease, behavioral health and substance use conditions 
increase the need for coordinated specialty support in settings with fewer deliveries. 

What communities experience when services close 

1. Longer travel and delayed access. A 45-minute average one-way drive means 90-minute round trips for 
routine visits - and greater risk when labor or complications are urgent. In  Maine's northern region in 
addition to its eastern region, the average drive t ime increases to around 150 - 180 minutes to reach a 
birthing facility or obstetric care. 

2 .  Fragmented care and new pressure on emergency services. EDs, EMS and hospitals without obstetric 
teams still must respond to pregnant patients and newborn emergencies. 

3. Community-wide consequences. loss of maternity care affects where families live, employers' ability to 
recruit and the long-term vital ity of rural communities. 

Sourct;: MainE DHHS, Moine re!tdent ond oc=urrent live birth5 by bmh facility, 2019·2025 (June 2026; 2025 data provuiona!}. Doro Anne Mills. •Mame'! Rural Maternifl. Cr,si'r A 

to::,:; J.r;er.G:1 ... M:;ine Cc.,Jt-:vRe,·:ew �4(2) {202�); Mcme Ho�pitc/ k!ociation. Cvueni State of Maine'; Rurol EJirrh:ng Hos,:.::c!s ():me 2024). 
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LEGISLATIVE BRIEF 

Maine Hospital AssOCiation 

A Practica l Policy Path for Maine 
' 

Preserve access. Modernize care. Plan regionally. 

Not every hospital can safely sustain inpatient deliveries indefinitely. Maine's goal should be to prevent 
avoidable closures, stabilize remaining services and ensure coordinated prenatal, emergency, delivery and 
postpartum care in every region. 

What legislators can do 
1. Pay for readiness, not only volume. Direct MaineCare and commercial insurers to develop rural obstetric 

capacity payments - such as monthly standby payments, rural add-on payments and routine cost-based rate 
review - alongside payment for each delivery. 

2. Build regional systems of care. Support hub-and-spoke agreements, shared staffing and call C<?verage, 
streamlined credentialing, common transfer protocols and 24/7 virtual OB and neonatal consultation. 

3. Invest in people and competence. Support rural training tracks and rotations, family medicine-obstetrics 
fellowships, midwifery and nursing pathways, loan repayment, shared staffing pools, simulation, higher­
volume immersion experiences and malpractice solutions aligned with regional practice. 

4. Preserve safe access after a closure. Fund local prenatal and postpartum clinics, OB ultrasound and remote 
image review; maintain ED and EMS obstetric and neonatal preparedness; improve transport and transfer 
capacity; and support remote monitoring and telehealth. 

MHA is focused on connected solutions: 
MHA is convening hospitals and partners to odvonce: 
• Flexible workforce and regional sharing. Cross-setting models for OB/GYN, FM-OB, midwifery, nursing, 

anesthesia, pediatric and support services. 
• Telehealth and virtual support. Virtual OB consultation, remote triage, tele-NICU, remote prenatal care and 

monitoring. 
• Nursing capacity and emergency readiness. L&D nurse pools, skills maintenance, simulation and preparation 

for EDs and non-birthing hospitals. 
• Specialty imaging access. Rural OB sonographer training, targeted imaging hubs and remote image review. 
• Data and outcomes. Identifying patient travel and access gaps; monitoring outcomes to guide investment. 
• Coordinated planning. State, regional and hospital strategies that balance access, quality and long-term 

sustainability. 

POLICY PRINCIPLE I Protect access and quality together. Birth volume matters, but no single threshold can 
determine whether a service is safe, sustainable or geographically necessary. Maine needs transparent, 
region-specific planning and support for both birthing and non-birthing hospitals. 

SHARED GOAL: SUSTAINABLE, ACCESSIBLE, HIGH-QUALITY MATERNAL AND NEWBORN CARE FOR EVERY MAINE COMMUNITY 

Policy conr:epts and MHA focus area; synthesiud from Mill!, (2025), MHA 's Current State of Moine'! Rural Birthmg Hospitals (2024}, and MHA '! Supporting Rural OB in Moine: 

Connected Solutions, Stronger Together (2026). 
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Maine Hospita l  Association 

Current State of Maine's Rural Birthing Hospitals 

June 2024 

Situation & Background: 

Across the United States, the number of hospitals providing obstetric services in rural 
areas has declined since 2014. Over half of rural counties did not have a hospital that 
provided these services, as of 201 8. In Maine, seven hospitals have closed their maternity 
services since 2015, with many of those closures in the past few years. In 2023, Maine had 
1 1 ,61 7 births with rural births accounting for 20% of all births, reflecting the value these 
services bring to rural communities.1 

Many factors are driving these closures, often converging, and pushing a hospital to close 
services after years of working to sustain services. The most significant factor affecting 
rural birthing hospitals is the declining population, making it more difficult to recruit and 
retain workforce, maintain competence of healthcare providers, and obtain malpractice 
coverage for those providers caring for birthing women. 

For example, in Piscataquis County, where Northern Light Mayo operates, the 1 8- to 35-
year-old population is set to decline by 22% by 2035 and had only 1 1 2  births last year 
across the entire county. Greenville, one of the larger communities, had only six babies 
born in 2023. 

Maine's Rural Hospitals' Births 2023: 

HOSPITAL NUMBER OF BIRTHS 2023 

NLH Inland Hospital (Waterville) 270 
Franklin Memorial Hospital (Farmington) 240 

Pen Bay Medical Center (Rockport) 234 

Stephen's Memorial Hospital (Norway) 225 
Cary Medical Center (Caribou) 224 

NLH AR Gould Hospital (Presque Isle) 1 75 
NLH Maine Coast Hospital (Ellsworth) 171 

1 Vital Statistics for Births: Provisional Data tor 2023. April 2024. Vital Statistics Rapid Release (cdc.gov) 
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Down East Community Hospital (Machias) 1 41 

NLH Mayo Hospital (Dover-Foxcroft) 1 1 2  

Redington Fairview General Hospital 1 1 2  

(Skowhegan) 
Lincoln Health Hospital (Damariscotta) 1 01 

Waldo County General Hospital (Belfast) 98 

Houlton Regional Hospital (Houlton). 88 

Mount Desert Island Hospital (Bar Harbor) 67 

TOTAL RURAL BIRTHS 2,258 

Required Workforce to Maintain Obstetric Services: 

Rural birthing hospitals that have maintained maternity care services must provide 24-hour 
coverage 365 days a year, regardless of the number of births. Many life-threatening 
complications around the time of childbirth occur infrequently, so maintaining staff 
competence and confidence in  dealing with them requires special planning, especially in 
facilities with a low annual number of births, such as those in rural settings. To avoid 'too 
much too soon, too little too late' (2) in the provision of care, a high level of team capacity is 
needed, with competencies to identify and manage complications while having confidence 
to avoid unnecessary medical interventions of uncomplicated labor, delivery and newborn 
care.2 Many Maine rural hospitals noted that this balance has become more difficult as 
more often the pregnant women they serve have multiple co-morbidities-including, but 
not limited to, obesity, chronic disease, and substance use disorder-making the provision 
of care more challenging due to the increased risks to mother and baby combined with 
fewer deliveries and the resulting clinical experience of providers. Lastly, team members 
must be competent in providing care that includes support to families to manage both 
positive and negative outcomes surrounding pregnancy and post-partum. 

2 Stones W, Nair A. Metrics for maternity unit staffing in low resource settings: Scoping review and proposed 
core indicator. Front Glob Women's Health. 2023 Mar 1 5;4:1 028273. doi: 1 0.3389/fgwh.2023.1 028273. PMID: 
37009093; PMCID: PMC1 0050730. 
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For a rural hospital to maintain obstetric services for approximately one hundred births per 
year, the following outlines the minimum workforce required and the respective cost: 

Labor 
Obstetric Physician 
Anesthesiologist 
OB Nurse 
OB Nurse Manager 
Midwife/FM w/ OB 
Respiratory Therapist 
Pediatrics 
TOTAL 

Additional Labor Costs 

Malpractice 

Fringe Benefits 
FICA 

TOTAL LABOR COST 

FTE Needed 
2 

1 .5 
8 
1 
1 

0.5 
0.5 

3.2% 

25% 
7.65% 

Average Salary in Maine 
$350,000.00 
$346,720.00 

$80,1 76.00 
$83,200.00 

$1 30,000.00 
$70,000.00 

$250,000.00 

Total Cost 
$700,000.00 

$520,080.00 

$641 ,408.00 

$83,200.00 

$1 30,000.00 

$35,000.00 

$125,000.00 

$2,234,688.00 

$1 ,350,080.00 $ 

$2,234,688.00 $ 
$2,234,688.00 

43,202.56 

558,672.00 
$170,953.63 

$ 3,007,516.19 

These labor costs do not include other costs associated with maintaining equipment and 
facilities to provide obstetric services. For additional context, one Maine rural birthing 
hospital reported that program costs for one hundred deliveries each year incurs a million­
dollar operating loss. Also, it is important to note that while only two obstetricians and eight 
nurses are needed, it is impossible to function with so few staff due to vacations, 
unplanned absences, on-call demands, and other realities of hospital operations. Thus, 
this represents the minimum staff required to offer birthing services. 

The low volume of births due to a declining population, along with the inability to maintain 
competence, is a major impediment to hiring specialists who can provide the critical 
services required, such as delivering babies, providing anesthesia, and if needed, doing 
surgery. At the time of this report, Northern Light Health shared that they have twelve full 
time Ob-Gyn provider openings, many of which are for their rural hospital settings. Simply 
put, a fully trained and licensed Ob-Gyn will not choose to practice in a community where 
they can expect to deliver only one baby per week. 

While volume is a major barrier, it is difficult for hospitals in rural areas to recruit and retain 
maternal health p roviders for many reasons-these include: 
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1 .  Low volume of births and concern regarding inability to maintain competency and 
fully leverage medical training and education. 

2. F�wer family physicians trained in obstetric care, which were, h istorically, widely 
used in rural communities to provide prenatal, delivery and post-partum care. 

3. Scheduling challenges and heavy call burden due to fewer providers covering 
services 365 days a year. 

4. Lack of collegial mentors hip, especially among newly trained physicians. 
5. Need to float to other medical floors or cover other services. This is especially true 

for obstetric nurses who may be required to cover other floors when volume is low. 
6. Declining populations and lack of younger families in rural areas, making it more 

difficult for younger healthcare workers and their families to connect with the 
community. 

7. Lack of diversity in rural communities makes it difficult to attract healthcare workers 
from various backgrounds, cultures, and ethnicities. 

Additional Difficulties for Rural Birthing Hospitals: 

In addition to decreased obstetric volume and difficulty with recruitment, lower birth rates 
create several operational challenges to rural hospitals. One challenge is securing 
malpractice coverage for providers that deliver babies. One Maine hospital shared that they 
have continued to struggle with ensuring that each provider gets the required number of 
deliveries each year to maintain malpractice coverage. Specifically, if a rural hospital needs 
at least three obstetricians with some additional coverage from Family Medicine 
physicians or midwives on staff to provide around the clock obstetric services and the 
malpractice insurance carrier requires that each provider, at a minimum, have at least 20 
deliveries within a two-year period to be eligible for coverage it becomes more difficult to 
ensure that all providers can meet the minimum requirements to secure coverage. This is 
especially true in a hospital that has seen a decline in the number of births and had fewer 
than one hundred births in a one-year period. 

A larger operational factor impacting rural birthing hospitals is reimbursement rates for 
providing maternal healthcare, especially for Medicaid beneficiaries. In 2022, 37% of all 
Maine births were covered by Medicaid.3 However, the percentage of births in.Maine's rural 
hospitals covered by Medicaid was 46% in the same year.4 Maine's Medicaid program, or 
MaineCare, has not increased reimbursement to Maine hospitals for a bundled prenatal, 

3 KFF: https://www.kff.org/medicajd/state-indicator/births-fjnanced-by­
medicaid/?currenrnmeframe=O&selectedRows-%7B%22states%22:%7Bo/o22maioeo/o22:o/o7B%7Po/o7D%7D 
&so rtM odel-%7 B%22coll d%22 :%22Locatio n %22, %22sort%22 :%22a sco/o? 2%7 P 
4 BIRTHS: Kids Count Data: https://datacenter.aecf.org/data/tables/11668-births-and-majnecare­
status?loc=21&loct=S#rankjng/5/any/true/ 1095/any/22946 
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delivery, and post-partum care for 1 4  years, and it's been at least 20 years since Maine 
hospitals have seen a significant and meanjngful rate increase. The last rate adjustment for 
obstetric services was in 201 1 and the rate adjustment was based oh payments made by 
the Medicaid program from the prior year and not th_e actual cost of care. 

Maine, l ike many other states, pays for maternity care in Medicaid using a bundled payment 
for professional services provided during the perinatal period, including prenatal care, 
labor and delivery, and postpartum care. Currently, for Critical Access Hospitals (CAH), the 
average MaineCare bundled payment per delivery is $1 3,438. For Rural Non-Critical Access 
Hospitals (Non-CAH), the total bundled payment is between $4,448 and $5,952 depending 
on a vaginal versus cesarean delivery. Keeping in mind the cost of providing maternity care 
services, regardless of the number of deliveries, both CAH and non-CAHs struggle to cover 
the costs with the current reimbursement. For instance, one hundred births at a CAH 
would equate to approximately $1 ,343,800 in total reimbursement, while one hundred 
births at a non-CAH would equate to approximately $595,200 and $444,800 in 
reimbursement. It is important to note that commercial insurance reimbursement rates do 
not fill the gap between the cost of providing services and total MaineCare reimbursement. 

While the MaineCare program is slated to adjust their reimbursement rates this summer to 
better reflect the full cost of care, it has yet to be seen how much of the cost will be covered 
and what the adjustments will look like in the future. Furthermore, MaineCare has 
proposed to significantly reduce MaineCare rates for off campus practices established or 
acquired in or after 201 5 by adopting a "site neutral" reimbursement policy. This policy 
would most notably impact rural obstetric, pediatric, and family medicine care, as it would 
be virtually impossible for hospitals to consider expanding new off campus services 
(satellite practices) due to the financial sustainability of these practices and could force 
d ifficult decisions for off-campus practices already under financial strain. This policy is 
likely to d isproportionately impact rural communities and their access to care. 

Next Steps: 

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

• De-bundling prenatal care payments would allow for mothers to get their prenatal 
care close to home, including laboratory and ultrasound visits. Current 
reimbursement for obstetric services, which includes prenatal, delivery, and 
immediate postpartum care, are paid by insurers to hospitals in a bundled 
payment, which hinders a hospital's ability to provide a portion of the care. One 
rural birthing hospital noted that since their closure they have seen an increase in 
women presenting in their Emergency Department with little to no prenatal care. If 
women were able to access care close to home and hospitals were reimbursed for 
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this provision of care, then overall health outcomes may be improved, and risks 
decreased. If de-bundling is not possible and the global fee goes to the birthing 
hospital, then offering an "add on payment for satellite care" may be another 
option. This could entail creating a new payment allowable to rural hospitals for 
providing all prenatal care and coordinating delivery at another hospital. 

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

• Establishing regional partnerships-such as a hub-and-spoke model where a 
larger hospital (hub) partners with smaller rural hospitals (spokes) for care 
coordination and to provide training and other resources-could help ensure rural 
patients receive risk-appropriate care in their communities. For example, a 
specialist from the hub hospital could help manage a rural patient's high-risk 
condition as needed and support the rural clinician for planning delivery at the local 
hospital. Community hospitals can retain diagnostics, laboratory, and connection 
to community for postpartum and postnatal care, while the hub partner at the larger 
hospital can provide services associated with the delivery of the baby. This model of 
care may not work for all moms and babies, as obstetric needs are unpredictable 
and depending on the distance between the two hospitals, travel may not be 
feasible. This would also require a de-bundling of payment, as noted above. 

• Supporting the recruitment and training of obstetric providers and clinicians, 

which could include targeted loan repayment programs for those practicing 
maternal and child health, tuition remission programs for midwifery and nursing, 
and sponsorship programs to send family medicine physicians to complete a one­
year OB Fellowship in exchange for an equal amount of service commitment. These 
strategies could help reduce the physician shortage in our rural birthing 
communities. 

Regardless of additional funding or flexibilities rural birthing hospitals gain, it is 
important to note that a hospital may still need to close birthing facilities and services 
due to declining population and access to workforce. Hospitals at most risk are those 
that have fewer than one hundred deliveries a year with continued downward trends. 
Efforts to support these hospitals and communities should include creating plans for 
when services are not safe to provide any longer. 
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Karen Kleinkopf 
Damariscotta, ME 
August 27, 2026 

Dear Senator Bailey, Representative Mathieson, and Honorable Members of the Advisory Council on 
Affordable Health Care, 

Thank you for the opportunity to address your Committee. My name is Karen Kleinkopf and I am a resident 
of Damariscotta. I am here on behalf of all women and children in Lincoln County. 

I am asking you to pause the proposed closure through a legislative moratorium for MaineHealth Lincoln 
Hospital Labor and Delivery while the committee and relevant state agencies fully review the consequences 
of the proposed closure. 

I can speak from personal experiences. I am the mother of three daughters who were all delivered at Miles 
in 1999, 2000 and 2003. My family experienced firsthand the quality and compassion of their professional 
staff. I do not want to imagine this community without Labor and Delivery at Lincoln Hospital Miles Campus. 
I live 9 minutes from the hospital, and for my first birth, it took 30 minutes to get there. Each time I had a 
contraction, I thought I would go through the windshield. Can you imagine sitting in Wiscasset traffic in the 
summer or winter weather and trying to get to Midcoast Hospital? 

The first two deliveries were uncomplicated water births, but our youngest daughter needed an emergency 
C--section. Her umbilical cord was wrapped around her body 3 times and her neck twice. If not for the 
emergency C-section, she might not be here today. Everyone on staff that was needed, was woken up, 
OBGYN Doctor, my Midwife, nurses, phlebotomist, ultrasound technologist The room was full of 
professionals from 12:30 am until our daughter was born at 3:52 am. She is healthy, but the outcome could 
have been very different if we needed to travel to Brunswick. At Miles, my family and I received excellent 
care from an outstanding staff. I very much want that to remain an option for other families in Lincoln 
County. 

MaineHealth claims in a full page advertisement, "Trusted Care Close to Home, At MaineHealth, trusted 
care means providing our local communities with the highest quality health care and outcomes among the 
nation's best" Please hold them accountable for the safety and care of women and children. 

Please keep our Labor and Delivery open. I urge you to do the right thing. We want this to be a thriving 
region for generations to come, and that will only be possible if people can safely be born here in Lincoln 
County. 

Thank you for the opportunity to share my perspective with the Committee. I urge-you to place a 
moratorium. Thank you! 

Sincerely, 

Karen Kleinkopf, MEd 

Damariscotta 

mefarms@gmail.com 

(207) 350-9086 



Deo Eisenberg Letter: 

To the Maine Leg is lature 

My name is Deb E ISENBERG a nd I 'm  a boa rd certified O B/GYN that has worked at L incoln health since 

2017. When I started, I jo ined another physician,  a nd for three yea rs we covered al l  of t he physic ian 

cal l  with two midwives doing first midwifery cal l .  However, d uring Covid, t he other physician 

unexpectedly left, and we have strugg led s ince that t ime.  I ' m  not going to go back th rough issues, 

though I would be happy to share my take on what occurred du ring those years.  However, I d id leave 

in 2025 with the in it ia l  p lans of reti ring and just  doing some per d iem fo r M i les .  H owever, I instead took 

a position with a company, OBHG or OB hospital ist group, working in Randolph,  Vermont. OBHG is  a 

unique locums company which in i t ia l ly  started by supplying laborists to medica l faci l i t ies.  With t i me 

they saw a new need specific to materna l health access.They were f inding rural  and sma l ler fa ci l it ies 

were facing chal lenges which were often leading to cuts in maternal services or the closing of 

depa rtments.This prompted them to explo re a nd t hen develop a sepa rate divis ion cal led maternal 

health access service. This program is  a customized flex ib le approach to support these i nstitutions to 

a l low continuation of services and to help g row women's health access. 

Randolph,  Vermont or Gifford Hospital ,  is  a lso a critica l access hospita l as is  L incoln .  They a re busier 

in  that they do more than 200 del iveries a year. They also ut i l ize a b lended midwifery physic ian 

progra m with midwives taking f i rst cal l  and M D's as back up.  They a lso were in a stable position with 

two fu l l-t ime physicians but after they retired , I be lieve they encounter the same issues.  I know tl1at 

they u lt imately approached OBHG and their  M H AS progra m.  What OBHG brought to them was 

guaranteed coverage, stabi lity and conti nu ity. One of the fi rst doctors t hat rotated there l i ked it and 

u lt imately took a ful l-t ime position with the hospita l .  OBHG/MHAS then gua ranteed 20+ days a month 

coverage for a second physic ian .  OBHG recruits physicians specif ical ly to the prog ram. The physician 

ag rees to going · to the same place with a set number of days per month.  There were three of us,  one 

doing 1 0days, and the other two 5 days each.  

Every institution develops i ts  own un ique contract which fits the i r  specific needs.  I can't  c la im i f  

anyth ing's changed or not s ince I left 1 yea r ago, but to the best of my knowledge it is st i l l  a stable 

situat ion. I 'm present ing this because this would be another opt ion that Lincoln health could a pproach 

to br ing stabi l ity to the prog ram that was not considered previous ly. 

• There a re a lternatives. They have not been explored. There a re local  physicians that a re wi l l ing to 

help.  I ronical ly the physicians that have been here the longest were never asked to sit on a ny 

committees or asked for suggestions. We have suggestions if any wants to ask for our experi ences. 

I t  w i l l  be a tragedy to a l low M i les L&D to close their doors. It wil l  be a loss to the commu nity as  a 

whole but a n  irreplacea ble loss to Women's Healthcare and maternal health . 

Deb C Eisenberg M D  FACOG 
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Matern al Health 
Access Solutions 

POWERED BY Ob Hospitalist Group· 

A women's hea lth solution bui lt 
just for your hospita l 

As a healthcare leader, you're committed to meeting the needs of the 
vy_omen in you r  commun ity. But what happens when staffing shortages, 
physician burnout, or resource l im itations threaten you r  hospital's abil ity 
to provide essential OB/GYN services? Many hospitals-especially rural 
faci lities or hospitals in smaller neighborhoods or commun ities-face 
these challenges and may even be forced to consider cuts to crucial 
services. Maternal Health Access Solutions (MHAS), powered by Ob  
Hospitalist G roup, i s  designed to bridge these gaps, offering flexible, 
tailored care solutions that help you keep women's health services local. 

We partner with hospitals like yours to provide continuous, high-quality 
care, ensuring that every woman in  your community has access to 
maternal services-right where they live. 

Core Benefits: 
Tailored OB/GYN solutions for small hospitals: We work 
closely with your leadership team to create a plan that 
fits you r  hospital's unique needs. From expanding cl inic 
hours to providing emergency OB care, we ensure you 
can meet the needs of your patients without having to 
send them to d istant facilities. 

' ( We customize each MHAS 
program based on the hospital's 

needs, bylaws, and clin ic 
goals. The program can be all-

Stabilizing care options: MHAS provides a ded icated 
team of cl in icians that will i ntegrate into your community 
long-term, reducing your reliance on locums to provide 
continu ity of care and peace of mind.  Our national 
standards of care elevate the qual ity of OB/GYN services 
in your community. 

Keeping services local: By offering expanded GYN 
surgery, prenatal, and well-woman care, MHAS helps 
you retain patients in your area, improve outcomes and 
patient satisfaction, build commun ity trust, and increase 
hospital revenue. We� have even helped hospitals reopen 
closed units to restore critical services close to home. 

. inclusive, totally supplemental, 
or somewhere in-between, but 
the ultimate goal is to improve 

access to care for women at 
every stage of their life, whatever 

that needs to look like. ' '  
- Jami Walker, Vice President of 

Maternal Health Access at OBHG 



Coverage Examples: 
Through our Maternal Health Access Solutions program, 
we've worked with dozens of hospitals across the country to 
improve access to women's hea lthcare in  their communities. 

• On-site coverage - One rural hospital struggled to find 
providers. OBHG partnered with them to provide 24/7 
on site support from a physician and certified nurse 
midwife, plus five days of outpatient c l in ic  coverage each 
week. 

• Part-time coverage - At another hospital, OBHG cl inicians 
provide supplemental coverage for the cl inic and 
handle unassigned patients, OB and GYN emergencies, 
del iveries, C-sections, and consults. 

• Certified nurse m idwife care - To support one hospital's 
aging physicians, ease call burden, and elevate the 
q ua l ity of care, O BHG is providing certified n u rse midwife 
coverage for the c l in ic  and OB calls. 

• CNM and birthing center support - With a recent decl ine 
in OBs in  the market, OBHG is supporting commun ity 
CNMs and increasing coordination with one hospital's 
birthing centers, including c l in ic and labor & del ivery unit 
coverage on a s u pplementary basis. 

• Local clinic support - OBHG is supporting one 
community's existing Family Practice OB in cl inic, handl ing 
del iveries and enabl ing the hospital to continue providing 
GYN surgeries. 

• OBED implementation - OBHG helped a rural hospital 
en hance the qua l ity and consistency of emergent care 
by implementing an OBED and providing a fu l l -time 
physician to support their women's health services, 
bui lding on an existing partnership with a larger hospital 
in their system.  

Benefits 
• Keeps essential services within the commun ity. 

• Ensures higher-risk patients receive care within 
the local market. 

• Enhances maternal and  birth outcomes through 
dedicated, expert care. 

• Provides safer coverage solutions that a l ign with 
your financial constraints. 

• Reduces malpractice exposure for your hospital 
and providers. 

• Al leviates staffing chal lenges and reduces 
dependence on locums. 

• Aligns with your labor and del ivery growth 
strategies for future success. 

• Decreases payer costs associated with high-risk 
pregnancies and emergency transfers. 

• M itigates physician burnout by offering a 
sustainable and balanced work environment. 

( ( Through our MHAS program, we 
help hospitals provide essential 

healthcare with customized solutions 
that meet the unique needs of their 
communities. Our goal is to ensure 

women receive high-quality care close 
to home, where it matters most. ' '  

- Dr. Mark Simon, 
Chief Medical Officer at OBHG 

Is your hospital ready to improve healthcare 
access for women in you r  com munity? 

,,,,--- -------
Matern al Health 
Access Solutions Let's get in touch! 

obhg.com/maternalhealthaccesssolutions POWERED BY Ob Hospitalist Group· 
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Comments from Portia Judson, RN 
Health Care, Insurance, and Financial Services Committee Interim meeting 

August 27, 2026 

My name is Portia Judson and I have been a registered nurse for 1 1  years . I work in 
the ER at Mount Desert Island Hospital and I 'm a member of the Maine State 
Nurses Association. 

Mount Desert Island Hospital closed its obstetrics department last year. Our 
hospital cannot serve the needs of our patients without an OB. Earlier this year, I 
told you about a patient I saw soon after the closure. She came into the hospital at 
23 weeks pregnant, with horrible abdominal pain. She was terrified when she found 
out we did not have an OB department. We are on an island. I can't promise 
patients that transport to another hospital will be available in time to save them if 
they need it. 

The hospitals tel I us that closures are necessary because OB staff can't keep their 
skills current with low birth rates .  But I know that the experienced OB nurses who 
worked in the MDI unit before the closure were better equipped to care for laboring 
mothers than those of us i n  the ER and the emergency services personnel in 
ambulances on long trips to other hospitals. 

A year later, more of our community members know they can't count on us for OB 
care. They travel hours for the care they need-or they move away. It is hard to 
keep healthy rural communities l ike mine on Mount Desert Island if people can't 
have babies near their homes. 

I am worried that all the closing labor and delivery units are a harbinger of what is 
to come. More and more hospitals seem to be dropping essential services due to 
their lack of profitability. Are hospitals going to erode into serving ever fewer 
community members? Where does that leave rural healthcare? And without 
healthcare, where does that leave our community? Being able to count on safe 
hospital care is a core part of what rural communities l ike mine need to thrive. 

www 'J n nurs 



Testimony of Constance Adler, MD, FAAFP 
Re: Maternal Health Services in Maine 

Senator Bailey, Representative Mathieson, Distinguished Members of the Committee on Health 
Coverage, Insurance and Financial Services: 

My name is Constance Adler and I arn a retired Family Physician who provided Women's Health 
care in Farmington for almost 30 years. 

I want to thank you for your serious attention to the maternal health services crisis in our state. 

You will hear aoout many issues today, but I want to emphasize just two important aspects for 
your consideration. 

1. There are models of care different from the usual hiring 4 obstetricians - models that can 
work better in rural communities. I know because I was a part of a very successful 
practice that did just that. In Farmington in 1992 there were 3 obstetricians and one was 
planning on leaving . I joined the other two. I am a Family Physician who had been trained 
to perform Caesarean sections, and together we rotated call and assisted at more than 
350 deliveries/year. For years. This benefited our community enormously, not only 
because we had a stable Labor arid Delivery unit, but because as a primary care physician 
I had skills/knowledge the OBs did not - treatment of depression, pneumonia, chronic 
disease, etc. as well as advanced skills in resuscitation of babies. 

A diversified maternal care team that includes a variety of providers - obstetricians, Family 
Medicine docs, and Nurse-Midwives - is a stronger alternative and better meets the needs of 
patients and actually enhances the quality of care. It was supportive and good for us, extremely 
helpful to the community anq responsive to the needs of the wonien of western Maine. 

2. Two-thirds of our maternal mortality is postpartum, not during delivery. Postpartum care is 
not getting the attention it requires in these discussions of hospital closings. Women die 
of hypertensive disease, suicide, depression, psychosis, drug use. And many more suffer. I 
have had patients come to the office frankly hallucinating postpartum or immobilized by 
sadness. If their obstetrical provider is an hour away, these women are much less likely to 
be able to take the time to see them or to get help. As you look at maternity care in the 
state, please do not forget that the delivery is one event, albeit an important one. But the 
next year of life for both mother and baby requires active involvement of healthcare 
personnel and it needs to be available. In a Maine winter, an obstetrician an hour away 
might as well be on the moon. It is critical to plan on local care, public health nursing, and 
systemic outreach to save the lives of these women and children. 



I would be happy to answer any questions about rural obstetrical care and to help in any 
way. Thank you. 

Respectfully submitted, 

Constance Adler, MD, FAAFP 
Chesterville, ME 

G0 



TESTIMONY OF STEPHANIE MCCULLOUGH, MD 
REGARDING THE CLOSURE OF LABOR & DELIVERY SERVICES AT 

LINCOLNHEALTH MILES MEMORIAL HOSPITAL DAMARISCOTTA, MAINE 

Joint Standing Committee on Health Coverage, Insurance, & Financial Services 
Room 209, Cross State Office Building 
Thursday, August 27, 2026 

Senator Bailey, Representative Mathieson, and distinguished committee members, 

My name is Dr. Stephanie McCullough, and I am a family physician with additional fellowship 
training in surgical and high-risk obstetrics. I have been practicing in Damariscotta for 2 years, 
and am speaking solely as an individual physician from the affected community because I want 
you to hear my personal experience of advocating for the preservation of maternity care 
services. 

My expertise is rural healthcare. I have worked across the country and throughout Maine. As of 
now, I am the only surgical family medicine-OB doctor across the entire system. Since my 
arrival here in 201 8, healthcare leaders in Maine have tried to reassure me that I need to be 
patient for family medicine-OB to be accepted. And in the microcosm of exceptional, patient­
centered, holistic maternity care provided in Damariscotta, I felt I could be. 

But in January, I was asked to join in the discussions about closure of the Mi les L&D unit. 
When leadership cited OBGYN recruitment as a barrier to maintaining the service, I introduced 
reports from the Commonwealth Fund1 about how to successfully staff and maintain rural L&D 
units. I recommended utilization of Stroudwater Associates, a consulting firm in Portland that 
assists rural hospitals across the nation in the maintenance of services. I proposed an on-the­
job training model for non-surgical family physicians to train to do Cesarean deliveries. I 
submitted high-quality literature2 demonstrating that surgical family medicine-OBs provide care 
that AT LEAST matches the quality provided by OBGYNs. Unfortunately, my suggestions were 
d ismissed and communications to the community grossly misrepresented the Family Medicine 
specialty and skil lset, casting doubt about the excellent quality of care that I, and my 
colleagues, provide. Indeed, recruitment of OBGYNs is challenging nationwide, but OBGYNs 
did show interest in our practice during the time when a job was posted, prior to October 2025. 

1 Klein, S and Castle Work, M. (2025 Oct 24). Positive Outliers: How Some Rural Communities 
Maintain Access to Labor and Delivery Services. Feature article, Commonwealth Fund, Oct. 24, 
2025. https://doi.org/1 0.26099/mrm2-6e21 .  

2 VanGompel EW, Singh L, Carlock F, Rittenhouse C, Ryckman KK, Radke S. Family Medicine 
Presence on Labor and Delivery: Effect on Safety Culture and Cesarean Delivery. Ann Fam 
Med. 2024 Sep-Oct;22(5):375-382. 

Partin M, Sanchez A, Poulson J, Berg A, Parascando J, Ramirez SI. Social Inequities Between 
Prenatal Patients in Family Medicine and Obstetrics and Gynecology with Similar Outcomes. J 
Am Board Fam Med. 2021 Jan-Feb;34(1 ) : 181-188. 

Aubrey-Bassler K, Cullen RM, Simms A, Asghari S, Crane J, Wang PP, Godwin M. Outcomes of 
deliveries by family physicians or obstetricians: a population-based cohort study using an 
instrumental variable. CMAJ. 201 5 Oct 20;1 87(1 5):1 125-1 1 32. 

Homan FF, Olson AL, Johnson DJ. A comparison of cesarean delivery outcomes for rural family 
physicians and obstetricians. J Am Board Fam Med. 201 3 Jul-Aug;26(4):366-72. 



We often hear 200 deliveries/year cited as a threshold for safety and financial viability of a 
Labor and Delivery, but I want the Committee to know that that number is NOT rooted in high­
quality studies3. In  your decision-making about the future of obstetrics in this state, I implore 
you to disregard the 200-delivery annual threshold as an appropriate standard. 

When a large health system owns multiple hospitals in a region, it is uniquely positioned to 
develop a triaged system of care, where low-risk patients stay in their communities to birth, 
slightly h igher-risk patients deliver in regional centers, and the highest-risk patients deliver at 
the tertiary/academic center. But this takes innovation and planning! It is a faster and simpler, 
but short-sighted task to close small units, while expecting patients to commute the difference. 

It has been my experience that there is a dearth of healthcare leaders in Maine with any 
substantive experience in the practice, preservation, or innovation of rural healthcare services. 
This is where I hope our legislative leaders can make a d ifference - by facilitating the 
recruitment of such an innovator who is able to navigate rigid corporate strategic plans with 
alternative models for care delivery. This innovator must be independent of any one health 
system. 

Lastly, it has been reported that monies saved with the closure of the unit in Damariscotta will 
be used to prioritize maternal mental health, address intimate partner violence, and bolster 
substance use services. I also urge the legislature to ensure those commitments are kept. 

Thank you for considering my perspective. 

3 Kozhimannil KB, Interrante JD, Admon LK, Basile Ibrahim BL. Rural Hospital Administrators' 
Beliefs About Safety, Financial Viability, and Community Need for Offering Obstetric Care. 
JAMA Health Forum. 2022 Mar 25;3(3):e220204. doi: 1 0. 1 001 /jamahealthforum.2022.0204. 
PMID: 35977287; PMCID: PMC8956977. 



August 27, 2026 

Good afternoon members of the joint Committee of Health Coverage, Insurance and Financial 
Services. 

I am D r. Rose Fuchs, a Family Physician from rural Aroostook County in independent private 
solo practice in the middle of a maternity care desert in Patten. I practice full spectrum family 
medicine caring for people from cradle to grave. I closed my clinic today to come and 
represent the front lines of rural health care and my patients in particular. 

I have been a physician for 26 years. I was a midwife before I was a doctor, so I have delivered 
babies for 38 years. I have done hospital births and home births. For the first 1 3  years as a 
doctor, I worked in Georgia. In Atlanta, Georgia, family physicians; even ones like me who do 
not do C sections, worked seamlessly alongside obstetricians covering the hospital births. At 
times, I delivered over 1 00 babies a month at the hospital. 

Hospital Privileging Barriers 

For the last 1 3  years as a doctor after moving to Maine, I have only done home births. This 
change occurred because of barriers peculiar to Maine, in hospital privileging for family 
physicians. When I inquired about doing hospital  deliveries here, I was told that hospital 
policies in Maine didn't favor family physicians on the maternity unit, and so "not to bother." I 
was told my home was located "too far" from the hospital to get maternity privileges, 
according to their policy. Ironically, I travel further than that to do home births in Maine. I 
chose not to waste my money applying for hospital maternity privileges that would be a fight 
and likely be denied anyway. 

Hospital Maternity Unit Closure Consequences 

There are many issues facing physicians in our currently collapsing health care system. The 
maternity care issue is one of the more pressing ones. The closure of hospital maternity units 
directly impacts my patients, particularly the sudden closure of Houlton Regional Hospital in 
May 2025. The nearest maternity hospital is now 1 ½ hours from my practice if there is good 
weather and little traffic. Permit me to share my real-life experiences from the front lines. 

Prior to the closure of Houlton Regional Hospital'� maternity unit, I was involved prenatally in 
a case where the Amish midwife's patient ended up experiencing a uterine rupture in early 
labor. The infant died, and the mother barely survived by having emergency surgery and 
transfusions at Houlton. Had the hospital been any further away, the mother, who had several 
other children already, would surely have died as well. 

After the closure of Houlton Regional Hospital, one of my primary care patients who had 
planned to deliver at Houlton hospital, was required to then go to Presque Isle. This ended up 



involving an induction of labor and a longer hospitalization because of fear that the distance 
would be too great to Presque Isle if natural labor was allowed to ensue for her. Healthcare 
costs will increase for these labor inductions which often create prolonged hospitalizations, 
and are occurring now due to time and distance concerns. 

After the closure of Houlton Regional Hospital maternity unit, in the very last day of the-30-day 
window of required emergency coverage they provided, my patient Katie, experienced an 
obstetric emergency of a prolapsed umbilical cord in labor. This emergency requires an 
immediate C section, usually within 30 minutes. Even with Houlton Regional accepting our 
ambulance transport, it took 90 minutes until completion of the C section. Mother and baby 
did survive and are doing well. Had we been required to get to Bangor or Presque Isle, even by 
life flight, the baby would surely have died. 

Just last week, I delivered a slightly premature baby at the mother's home. This woman would 
have had no choice about going to a hospital. Premature labor can progress too rapidly to 
travel that far. We decided it was safer to deliver at home with my experience and equipment, 
than to risk traveling and delivery en route. Mother and baby are thankfully doing fine, but 
there aren't many doctors, or maybe even any doctors, willing to accept the risks that I am 
now forced to face. 

This is really NOT a question of "IF" a death (whether mother or baby) will occur, but rather a 
question of "WHEN" a death will occur. And whose family member will it be? How much is a 
life worth? Quite a lot, to me, and I hope to this committee. 

Let's Decide to Fix It 

I still believe in this country, in this state. Surely the country that could win WWII, build the 
Panama Canal, and build the interstate freeway system, can find a way to bring adequate 
critical access maternity care to rural areas. 

What I believe is most needed is the WILL, and the PASSION to find a solution. If there is a 
WILL to solve this problem, there will be a way to fix this. I have the will and the passion, 
which is why I take risks to care for patients in need, and why I traveled over 6 hours round trip 
today to testify. I hope you each have this same will and passion too. 

Thank you. 
Rose M. Fuchs, M.D. 
Cornerstone Family Practice 
1 7  Founders Street 
Patten, ME 04765 
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Good afternoon Senator Bailey, Representative Mathieson, and members of the Joint 
Standing Committee on Health Care, Insurance, and Financial Services. My name is James 
Myall and I am a Senior Economic Policy Ana lyst at the Maine Center for Economic Policy. 
Thank you for the opportunity to offer comments on the issue of labor and del ivery 
services in Maine. 

In the past decade, 12 labor and del ivery centers across the state have closed. As others 
have shown in their testimonies, these closures mean that families in rural areas 
increasingly struggle to access vital healthcare services, which can have serious and life­
threatening impl ications for birthing parents and children. Their impact goes far beyond 
health and wellbeing, however. 

In  many rural areas, the hospital is one of the largest employers. The loss of infrastructure 
can also have implications for the viabi lity of the community for residents of al l  ages, 
whether they are just starting their family, navigating health chal lenges, or seeking 
preventative care as they age. 

It's increasingly clear that the health care status quo is unsustainable. The closure of 12 
birthing centers over the past decade is just one symptom of the dysfunction in our health 
care system.  We're also seeing double-digit increases to health insurance premiums every 
year,1 tens of thousands of Ma iners a re on the verge of losing their health care coverage 
next year,2 and medical debt is so pervasive that one in three Maine famil ies struggles to 
afford other necessities because of it. Two thirds of Mainers describe our health care 
system as "unaffordable" and "profit-centered."3 

The only way countries around the world have succeeded in  constra in ing health care costs 
and improving access for patients is through government intervention of one kind or 
another, and I think that's what you wi l l  have heard here today. If it is not financially 
feasible for nonprofit hospitals to offer labor and del ivery services in rural Maine, the only 
way to continue that service wil l be more taxpayer funding. While there are a number of 
ways the state could help support labor and del ivery services financial ly, I would invite you 
to consider publ icly-operated health care centers as part of the solution. 
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Although we mainly rely on private nonprofit hospitals to deliver health care in Ma ine, 
there are more than 900 state and locally-run hospitals in the Un ited States4 that help 
meet gaps in the care system that wouldn't otherwise be met. Cary Medical Center i n  
Caribou has been operating as a public hospital for over a century. 

The major benefit of providing rural labor and del ivery services through publ ic health care 
centers would be accountabil ity. Members of the publ ic would have much more input on 
decisions around which services are offered - and where - than they currently do. 
Additional ly, if state or local taxpayers need to subsidize services, publ ic ownership a l lows 
taxpayers more say on how that money will be spent. Providing Labor and Delivery 
services through a publ ic ownership model would be particularly appropriate because 
having care available locally is a community priority that enjoys support beyond just those 
residents who are current or future patients. 

The details of standing up and running publ ic labor and delivery centers in Maine wi l l  
require more conversations and study, but I would urge you to consider the idea in  your 
deliberations. 

Thank you for your time. I' l l be happy to take any questions. 

Notes 

1 "Maine Bureau of Insurance Releases 2027 Health Insurance Premiums for Individual and Small Group 
Market." Maine Bureau of Insurance. August 14, 2026. https://www.maine.gov/pfr/insurance/oress/maine­
b urea u-of-i nsu ranee-re leases-202 7-h ealth-i nsu ran ce-p rem i u ms-for-individual-an d-sma I I-grou P 
2 "Federal Budget Reconciliation Law Now in Effect: Impacts on MaineCare, SNAP & CoverME.gov." Maine 
Department of Health and Human Services. July 11, 2025. 
httos://www.maine.gov/dhhs/blog/federal-budget-reconciliation-law-now-effect-impacts-mainecare-snap­
covermegov-2025-07-11 
3 "Examining Maine Voters' Views on Health Care Affordabi lity And Medical Debt in Maine", Consumers for 
Affordable Health Care/Digital Research Inc poll of 514 registered Maine voters, February 2026. Available at 
httos://mainecahc.org/advocacy/expanding-access-affordability.html 
4 "Fast Facts on US Hospitals 2026." American Hospital Association. https://www.aha.org/statistics/fast-facts­
us-hospitals 



Testimony 
Regarding the Closure of Labor and Delivery at Lincoln Hospital 

Senator Bailey, Representative Mathieson, and members of the Committee: 

My name is Moira Rose Richards, and I am here on behalf of the Miles Delivers Action 
Coalition, a group of patients, providers, families, and community members working to preserve 
hospital-based maternity care in Lincoln County. 

I want to focus today on one question: What problem is MaineHealth actually trying to solve 
by closing Labor and Delivery at Lincoln Hospital? 

That question should be easy to answer. It is not. 

Over the last several months, MaineHealth's explanation for this decision has repeatedly 
changed . 

First, it was financial. 

Early in this process, patients were told verbally that finances were a factor. So our Coalition 
examined Lincoln Hospital's publicly available financial data. 

Lincoln Hospital had been operating in the black for years. In FY2024 alone, it reported a 5.56% 
operating margin, $8.73 million in operating income, and nearly $10 million in total surplus. 

Then MaineHealth told the public this was not a financial decision. 

Then, it was birth volume. 

At two listening sessions in June, MaineHealth leadership emphasized Lincoln's roughly 1 30 
annual deliveries, arguing that the volume made recruiting OB/GYNs difficult. 

So we looked for solutions to that problem. 

We identified physicians who were specifically interested in practicing in a lower-volume setting 
like Lincoln. MaineHeaith's own physicians helped develop alternative coverage schedules. We 
brought those options forward. 

The decision did not change. 

Then, it was staffing, recruitment, and retention. 

Again, our Coalition went to work. 

We developed recruitment strategies specific to our community. We identified MaineHealth 
physicians interested in transferring to Lincoln. We brought forward CVs and alternative staffing 
and coverage models, including models developed with MaineHealth's own clinicians. 



We even offered to pay for an independent assessment of whether Labor and Delivery could 
safely and sustainably remain open. 

Before the vote, we told every MaineHealth Trustee that we understood the existing staffing 
model might need to change. What we challenged was the assumption that permanent closure 
was the only alternative. 

Governor Janet Mills called on MaineHealth to pause, in part so unanswered questions could be 
examined and alternatives considered. Clinicians, elected officials, EMS providers, patients , and 
community members asked for the same. 

MaineHealth did not pause. 

Then, it was a financial trade-off. 

The day before the MaineHealth Board of Trustees voted, our Coalition met with MaineHealth 
leadership and two Trustees. 

We were told that maintaining Labor and Delivery "comes with a high price tag" and that 
MaineHealth intended to stop del ivering babies at Lincoln and reinvest those resources into 
other women's health services. 

One MaineHealth leader described the trade-off this way: "The price tag is not delivering a baby 
in that space to reinvest in the way that we think about this model ." 

That conversation included Trustee Marie McCarthy. 

That matters because of what came next. 

Now, MaineHealth says this is about patient safety. 

After the Board voted to close Labor and Delivery, MaineHealth Board Chair Marie McCarthy 
and Lincoln Hospital Board Chair Bruce Garren argued publicly that safety concerns made 
further delay irresponsible. They pointed specifically to four d iversions during a six-month 
period . 

But MaineHealth's own July 23 white paper stated that Lincoln's Family Birthing Center had "no 
clear or persistent qual ity or safety concerns" and performed well on publicly reported 
quality measures. 

That leaves a question this Committee should ask MaineHealth d irectly: 

How did Lincoln go  from having "no clear or persistent quality or safety concerns" 
before the vote to patient safety being a reason further delay was supposedly impossible 
after the vote? 

Our Coalition raised this exact issue with the Board before it voted. 



We asked Trustees not to accept staffing instability alone as justification for permanent closure. 
We specifically asked them to require MaineHealth to demonstrate that eliminating Lincoln 
County's only hospital-based maternity service was "the safest and most responsible 
available option, rather than simply concluding that the current staffing model is difficult 
to sustain." 

That distinction matters. 

There is a fundamental difference between demonstrating that staffing instability creates safety 
risks and demonstrating that eliminating the birthing center is safer for patients. 

MaineHealth has demonstrated the former. 

It ),as not demonstrated the latter. 

In fact, MaineHealth's own safety arg ument illustrates exactly why this matters. 

A pregnant patient can hemorrhage. A baby's heart rate can suddenly drop. A placental 
abruption can occur. An· emergency C-section can become necessary within minutes. 

Those emergencies do not disappear when Labor and Delivery closes. 

What disappears is Lincoln County's ability to respond to many of them locally. 

Before the vote, we asked MaineHealth to evaluate what closure would mean for patients, EMS, 
receiving hospitals, travel times, and maternal and infant outcomes. 

We asked them to meaningfully account for the realities of rural Maine: winter weather, summer 
traffic, island communities, ambulance availability, transportation barriers, receiving-hospital 
capacity, and the consequences of delayed care. 

We have not seen an analysis that adequately answers those questions. 

Meanwhile, published research has documented serious consequences when rural communities 
lose maternity services, including worse maternal and infant outcomes and increases in 
out-of-hospital and preterm births. 

So our request today is simple. 

Ask MaineHealth to show its work. 

If this is a financial problem, put the financial analysis on the table. 

If this is a staffing problem, show why the staffing alternatives presented were inadequate. 

If this is a patient-safety decision, demonstrate that patients will actually be safer after Lincoln 
County loses its only hospital-based maternity service. 

And if MaineHealth cannot do that, then this closure should be paused. 



A Board vote is not irreversible. Labor and Delivery is not scheduled to close until December 1 8. 
There is still time for MaineHealth to submit this decision to a truly independent review, including 
one our community has offered to help fund. 

This matters beyond Lincoln County. 

If Maine's largest health system can eliminate an essential rural service first and provide 
changing explanations afterward, then every rural community in Maine should be concerned 
about what happens when its hospital is next. 

We are asking this Legislature to demand something remarkably basic from an organization 
entrusted with the health of our communities: 

Identify the problem. Put the evidence on the table. Evaluate the alternatives. And prove 
that taking away care is safer than preserving it. 

Until that happens, pause this closure . 

Our l ives are worth getting this right. 



Com.munity Response to 

MaineHea lth's Statements about 

the M i les La-bor and Del ivery Un it 

:

?, 

', • •! {;,7;'; ' r ',, 
.
;; : �:, , \ 

. 
_'i;, 

. ·. _ r_ . • •� - · • • • • 
bf/ti · .  av.ai(ciblec . . �; • • .- • i • • y. ' , ' ., . '1t ... _ . .i'. . . 

°This -r:espo�-se v.tas pr:ep�red b/a ·coaiitiori oi'patients,:• care;vers, community ac:hi�cat��, 
:�nd p_rofessipn�ls With _co"m

.
bi�ed experience in p-ublic

0
.admi�istr�tion,:t:iealthcare.poliJ, 

. • . • · - - -r , • 
. - - -· . . 

. 
•

. :t- � ·- .:. '":; ·' - ·- � ... • -": • • • . ·  � .,:- -, 
. • disability aovocacy,.ancl patient engagement. Our con,menfs are based ·on a review of the-"?_,.\ 

. • ':i ·--::. . . _ .. . �-- • -1-, ' ,
_ _  • _;:·.=. .,=::� • 

··J< • . -.. hospital's p_ublis_hed materials, relevant regi..J l _ations and best practices,. and the lived· .,,,_:- /·0:.: , 

•. __ ,_ expe_rie�f��-�/c��rri·u� ity merr,oer�:.:.,·· ' • : .:.
· . 

. 
• " c�

· 
�- • • • " • • 

• 

:c:� --- • . .- ' ·: . ,  
! 

• -
- ,· 

. i . • ·.=:..·:itf';. ::...� .:· :.:,:- • - ... • :i 

,, 
., 

�-�·-. .. :?·�· -
This ls a living document'�nat wil(coritinue· to 'evolve. If any statement is fact!-Jally incorrect 

. •• -
• '' �

. 
[ I-

• 
•,, I • 

. 
. .  • 

, 
• I:

. 

• or, lacks· inip·o�ant contexU°please let
.
'us know.-W,e' will_ issue ·correctiohs promptly: \/_ve.'.'\ :  

,..· :.-._ l • -. .:., - :...,_ .  .., -:_ :: 
' 

-
,.._ ,  . • , 

. - . . bel_ie,ve the comm uni� deserves: information t_hat is accurate; balanced, and supported by 
; .. :':>, . • ·_,,��vid�nc:e, ,and we h�v�·'no' fnte�e�t in advan�ing·o�-; p.9.sitio�.thf6.ug�/�iisleading or • • 

-.t/t ;_f�· _ in�o;;ple�e- �lai�s:_ .  >.-. • • 

• 
. :" . • • , ::� . '

.

,:� 
:'., • 

. ;- . 

Photo: Di:Jmariscotta listening Session on 6/2126 
July 28, 2026, vJrsion,3 I mi!esd�ljyers,org • 

-� � .�- - -'-



, __ •.-"? :-:,r,;;.r ·· -. . ' ., .. , ·- -

MaineHealth statement on LCTV: 

J u ne 30, 2026: LCTV Interview 

Marva Nesbit, MaineHealth Board Member: "Besides the two community forums that 
were h osted [in early June], what other discussions have you held with other groups 
here i n  the community as this has taken shape?" 

Cindy Wade, MaineHealth Lincoln Hospital: 'Those are our biggest outreaches for the 
community." [18:05-1 8:35] 

Community Response: For generations, Lincoln Hospital and the people of the 
Damariscotta region have supported one another. The community has provided patients, 
employees, volunteers, phi lanthropy, civic leadership, and public trust. lri return, Lincoln 
Hospital has provided essential healthcare, good jobs, and economic investment. The 
relationship has always been reciproca l. 

That is why major changes to essential community services should be developed in 
partnership with the people who bui lt  and susta in  the hospital - not simply announced 
after internal decisions have a lready been made. 

For decades, the Mi les Campus has served as an anc�or institution: a place-based 
organization whose success is inseparable from the well-being of its community. Anchor 
institutions do more than provide services. They invest locally, strengthen the workforce, 
attract phi lanthropy, foster civic engagement, and build long-term trust. 

That partnership continues to benefit MaineHealth today. The community provides: 

• Tax-exempt status through nonprofit support 
• P h ilanthropic contributions 
• Volunteers 
• A dedicated workforce 
• Public trust and goodwill 
• Pol itical and community support 

Trust is the foundation of a n  anchor institution. It is earned over decades and can be 
d imin ished quickly when consequential decisions are made without meaningful 



collaboration. A hospital may continue to operate in  a community, but without the 
community's trust, it ceases to function as a true community institution. 

When generations of residents have invested their financial, social, and civic capital into a 
nonprofit hospital, decisions that reshape essential healthcare services should reflect that 
shared investment through transparent engagement, genuine partnership, and co-design 
with the community they serve. 

Sources: 

• https:l/vimeo.com/1202218165/aae25fbdf9?fi=pl&fe=cm 
• h ttps:I Ina p. nation a lacade mies. o rglres au rce/2 462 4/ a ncho r-i nstitutions/ 
• https:llpmc. ncbi. nlm. nih. govlarticles/PMC7002960/#abstract1 
• httos:llicic.orglblog/role-anchor-institutions-supporting-/ocal-communitiesl 
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·;MaineHealth statement on LGTV: 
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Community Response: For many famil ies, the prospect of giving birth i n  an ambulance is 
not hypothetical: it is one of their greatest fears. 

This comment captures our central concern: the conversation has centered on providers, 
administrators, and system operations, while the person that should stay central, the 
patient, has receded. 

What does this change mean for a mother in labor? For a newborn needing immediate 
care? For a family navigating an emergency miles from a maternity unit? 

The community has been asking to be part of this conversation. We have shown up, shared 
our experiences, raised concerns, and offered solutions. We are not asking to be informed 
after decisions have already been shaped through multiple rounds of private and 
confidential board discussions; we are asking for a seat at the table while there is still an 
opportunity for meaningful collaboration. We would gladly walk alongside MaineHealth 
leaders- not against them- because the goal is the same: safe, sustainable care for mothers 



and babies in our community. True partnership requires meeting people where they are, 
hearing their stories d irectly, and engaging in a conversation that goes both ways. 

A mother's labor, a baby's first moments, and a family's birth experience should not 
depend o n  whether an ambulance can arrive i n  time, whether roads are clear, or whether 
emergency responders can safely manage a complex obstetric situation outside a hospital 
setting. What may sound l ike a hypothetical scenario to decision-makers can feel like a very 
real possibility to the families who must plan ar�und it. 

The voices of the families who will live with the consequences must be part of the decision, 
not an afterthought. 

Sources: 

• https:l/apnews. comlarticle/1 193(1a13210502c85431509cc4dc7 1 1  
• https:llpsnet.ahrq.gov/issue/patient-and-public-invo/vement-healthcare-svstematic-map 

ping-review-systematic-reviews 
• htt_ps:lldigitalcommons. ho/fins. edulc_g_ilviewcontent cgf7article= 1 OBS&context=ughonors 

MaineHealth statement on LCTV: 

G>r. Timothy Fox, M 0  Chief Medical Officer, Miles Hospital: "Our emergency department is 
staffed and always has been staffed with highly trained emergency physicians who do 
emergency medicine residencies. They're board certified. Part of their train ing is 
Obstetrics. I'm not saying that we replace OBGYNs, but we're there to handle 
emergencies, and that's what we're trained to do. That said, in a community setting, 
you don't do it too often, especially at a community setting when you have OB on 
site. Yes. So you tend to not do them over the course of a 10-year or 2o�year career. 
So we do need to make sure our staff is trained up and refreshed o n  everything OB." 
[1 4:1 7- 1 4:41 ] 

Community Response: Lincoln County deserves more than an emergency backup plan for 
maternity care. 

MaineHea lth's emergency physicians are highly trained and essential to our community. 
They provide lifesaving care when emergencies happen. But emergency medicine is not a 
substitute for a dedicated Labor & Delivery program with continuous obstetric expertise, 
trained maternity nurses, and a team prep

.
ared for the full range of pregnancy and birth 

needs. 



MaineHealth acknowledges that emergency physicians rarely perform deliveries because 
Labor & Delivery services are typically avai lable. Removing Miles Labor & Delivery changes 
that safety equation by shifting more responsibi l ity onto emergency departments, EMS 
crews, and families. 

Lincoln County families deserve a maternity system that keeps appropriate care close to 
home while using regional partnerships for higher-risk needs. 

Emergency departments and EMS should remain what they are designed to be: a safety net 
for unexpected emergencies, not the foundation of a rural matern ity care system. 

Sources: 

• • https://www.maine.gov/emslnode/1963 
• https:llwww.gao.gov/productslgao-1 1-414r 
• https:llwww. aafp. orglafp/202211 ODO/graham-center-obstetric-care 
• https:llpmc.ncbi. nlm. nih.govlarticles/PMC1 1622357 I 
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_p'.([1Jniothy Fox, tv1D Chief Me_dical Officer, Miles Hospital: ''The ED, OB, EMS workgroup, . 

ilt}h� we are trying
_ t� get ev�ryb,ody in one room or o_n _one �creen t_ogether, _ 

} including the ER phystctans, the people who manage our ER nurses our EMS crews, EMS 
: chiefs, the EMS liaison at MaineHea _lth and al l of our four services in our (atchment area, 
:.we're all represe_nted on screen, as well as pediatrics and OB. 

; We had our first meeting last week to discuss things like what are the gaps or 
iwhat do we need to learn, what do we need to train up on and what certifications do 
we need to get in order to feel most comfortable with these emergendes." [1 5:02-1 5:47i 

Community Response: MaineHealth says no final decision has been made about Labor & 
Delivery services, yet it is a lready forming an ED/OB/EMS workgroup focused on preparing 
for out-of-hospital birthing emergencies. That raises a critical question: where is the equal 
effort to preserve and strengthen local maternity care? 

Emergency physicians, EMS teams, pediatric providers, and obstetric clinicians are essential 
to protecting families during emergencies. But preparing for emergencies after care is lost 
is not the same as preventing them. 



Rural communities need more than faster transfers and response plans-they need 
investment that keeps mothers and babies safe before a crisis begins. I nvesting in 
emergency transport solutions, including helicopter access, does not replace the need for 
timely local maternity care. Transport is a response after risk has al ready developed-it 
does not prevent the emergency from occurring. 

If a l l  options remain on the table, MaineHealth should explore every path to sustain local 
maternity care, including Family Medicine Obstetrics, midwifery, tele-obstetrics, innovative 
staffing models, recruitment strategies, a nd community partnerships. 

The answer is not just an ambulance response or a helipad; it is a rural maternity model 
that supports families before a crisis, not only after one begins. 

Sources: 

• h ttps:llnap. nationa /academies. orglcatalog/1002 7 /crossing-the-qua/ ity-chasm-a-new-hea 
lth-svstem-for-the-21 st-century 

• https:llwww.aha.org/center !leadership-development 
• https:llpsnet.ahrq.govlprimer/high-reliability 
• https:llvimeo. com/1 197703982/cd16ee91 e l?share=cogy&f!=sv&fe=ci [10:00] 

MaineHealth statement on LGTV: 

. . 

Cindy Wade, RN, BSN, MHA, President, Mi les Hospital: "Getting that discussion i n  the 
community is having people aware that not always can we provide the care as close . 
to home as possible if we don't have providers. 

So for instance, urology. All four hospitals in the region can't have enough urologists to 
provide care only on their campus, so we share urologists up and down the coastal 
region, and we try to provide that care as close to home as possible by providing it in the 
region. There aren't enough urologists in the nation for all of us to have enough 
urologists at each site to provide that care. So that working together is super 
important." [1 8:35] 

Community Response: MaineHealth's comparison between urology and obstetrics does 
not hold and understates the unique access needs of maternity care. 



Urology is a highly specialized field with approximately 1 5,000 practicing physicians 
nationwide. Most care is scheduled or outpatient, a l lowing health systems to maintain 
access through regional specialists and shared coverage. 

Maternity care is different. Labor is unpredictable, and emergencies can develop within 
minutes. Safe obstetric care depends on timely local access, making labor and delivery 
fundamentally different from services that can be scheduled or delayed. 

If MaineHealth believes regional collaboration is the solution for workforce shortages, that 
same approach should be used to strengthen, not replace, labor and delivery at Miles. By 
combining local labor and delivery with regional physician partnerships, multidisciplinary 
teams, and innovative staffing, MaineHealth could preserve access while building a more 
sustainable model for rural communities. Applying a urology-style regional ization model to 
obstetrics is a poor fit and could lead to an unnecessary closure. 

Sources: 

• https:llpubmed,ncbi nlm.nih,gov/33200829/ 
• https:/lpmc.ncbi.nlm.nih.govlarticles/PMC12906581 I 
• https:llwww. auanet. orglresearch-and-datalaua-census/census-resu Its 
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}�fitf close any,thing down or remove anything else. In fact; we're going to be 
iJctJ.:i)

}
ig services ... The abi l ity to bring other doctors here to provide mor.e outpatient care 

t�hd
"' -��re surgical care that is not available currently, l ike ENT and certain GYN surgeries. �· -=-- -

r/tiese are important adds for the community. - _ 
: � 
}g:o be able to continue pre� and postnatal care is still a big bonu�. or a big pl.us, for 
'lhe community. But at the moment, although we do look at every service, there's no 
::·'tia.ns to close anything down. [32:41 -33:20] 

ti8. 
Community Response: 

Describing prenatal and postpartum care as a "bonus" reflects a disconnect from the 
realities facing families in Lincoln County. Pregnancy care is not a collection of separate 
services - it is a connected journey from early prenatal visits, through labor and delivery, to 
postpartum recovery. Each stage is essential to identifying risks, addressing complications, 



and protecting the health of mothers and babies. This continuity matters because maternal 
health risks do not end at delivery; a significant share of pregnancy-related deaths occur 
after birth. 

Elective surgical services can provide valuable care, but they are not interchangeable with 
essential, time-sensitive services like labor and delivery. The abil ity to give birth close to 
home, with trusted providers throughout pregnancy and recovery, is not a bonus-it is the 
fou ndation of the maternity program this community has spent generations building. 

Expanding elective surgery services may benefit some of the community, but it also raises 
an i mportant question: are healthcare decisions being guided primarily by what is most 
essential for families and community health, or by which services are easier to sustain 
financially? 

Sources: 

• https:l/pubmed.ncbi.n/m.nih.gov/38982401/ 
• httos:lliourna!s ku.edulkimlarticlelview/18523 . .. 
• https:llpubmed.ncbi.nlm.nih.gov/38720255/ 
• https:/lpmc.ncbi.nlm. nih.govlarticles/PMC1283741 Ol#Abs1 

MaineHealth statement on LGTV: 
• ·�� _Dr. Timothy Fox, MD Chief Medical Qfficer, Miles Hospital: "I'm one of the ER doctors-I 

don't plan on retiring, at least in the next couple of years, so hopefully we're not 
looking at closing the ER, right? And same goes for the OR's. We're not looking at 
closing down our ORs or shutting down the hospital." [33:24-33:38] 

Community Response: While MaineHealth has claimed no plans to end other services at 
the M i les campus of Lincoln Hospital, the community's concerns are grounded in recent 
experience. The closure of emergency and inpatient services at Boothbay's St. Andrews 
followed a similar pattern: a summertime announcement, a compressed timeline, and no 
recourse on the grounds that it was a "clinical decision." 

_.:.1 

Deeply integrated community services like M iles Labor & Delivery unit require meaningful 
and transparent engagement with the people who rely on them. Rural hospitals are more 
than healthcare facilities - they are anchor i nstitutions built through generations of 
com munity trust, workforce relationships, phi lanthropy, and local partnerships. Healthcare 
leaders must consider more than the bottom line and reducible costs when making 



decisions on  critical services; they must also consider the patients, families, and providers 
who depend on those services. 

Financial sustainability matters, but it cannot be the only measure of success. Too often the 
question is l imited to: "How do we keep this facil ity sustainable?" The better question is, 
"Can a faci l ity remain sustainable if it loses the trust, workforce, patients, volunteers, 
donors, and partnerships that support it?" 

Sources: 

• https:llwww. boothbqyreg_ister. comlwi nt boothbav register larticlelhow-did-we-g_et-herel 
2QBZ 

• h ttps:l liou rnalof ethics. a ma-assn. o rg/ a rtic/ elwhat-shou Id-be-sea pe-h ea Ith-networks-ob I ig 
ation-respond-after-hospital-closure/2019-03 

• https://icic.orqlbloq/ro/e-anchor-institutions-supportinq-local-communities/ 
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;·tyiarva Nesbit, MaineHealth Board Member: 'The hardest part for me when I've been 
��-

:·'questioned is ... One very emotional young woman who stopped in at the [Miles 
:J�·Jiliary] Thrift Shop recently, after hearing the facts said 'But where's your 
{�

-
��passion? Where's your compassion in keeping this unit open?' And I said, 

/ifompassion doesn't pay the bills. We ca·re a lot. We don't want to be doing this.' But 
• J:he facts have to speak for the decision making process. But anyways perhaps that 
sounded cold, but that was my response." 

[38:1 0-38:33] 

Community Response: The facts that Ms. Nesbit is referring to - the facts that would 
demonstrate that the closure of Miles L&D is necessary - have yet to be provided to the 
community. Throughout this document, the same questions have been raised using the 
same information available to MaineHealth, and the community's response has been clear: 
no facts have been presented that support the need to close M iles L&D. 

Further, MaineHealth has stated that this is not a financial decision. If financial 
considerations are part of this assessment, then MaineHealth must be transparent and 
acknowledge that. We understand that financial factors are an important part of healthcare 



decision-making; however, the community deserves honesty about what is driving this 
process. 

It is also important to recognize that obstetric billing is changing in 2027. Any financial 
assessment of Miles L&D must account for these upcoming changes and how they may 
impact reimbursement, revenue, and the long-term sustainability of obstetric care. Without 
considering these changes, the financial picture presented to the community is incomplete. 

If the concern is staffing, the community has not simply identified the problem-we have 
brought forward solutions, which deserve meaningful consideration before a decision is 
made to eliminate local labor and delivery care. 

Regardless, Ms. Nesbit's comments appear to come from the perspective of a board 
member seeking justification for a decision rather than a community member seeking 
solutions. In response to her comments, we would like to share the words of one 
community member, which reflect the feelings of many of us: 

"Compassion doesn't pay the bills. Perhaps. But neither does grief. Neither does an empty 
nursery, a folded baby blanket, a car seat carried back inside still waiting for the child who 
never rode in it. Neither does a town that knows exactly where its mothers died." From 
"Forty More Miles," Ellie Cadsby, born at Miles 

Sources: 

• https:llwww.ama-assn.org/practice-managemenVcptlcpt-2027-maternity-care-services-c 
ode-changes 

J une 30, 2026: Commun ity Questions 
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Question published by MaineHealth: • .. ,-;;;"- ,,,.� ,,;: _,. ·J?�_[J/:/� 
Why can't Lincoln Hospital use family medicine physicians with obstetrics and surgical 
training instead of closing labor and delivery services? 

Community Response: 
Family Medicine Obstetrics (FMOB) builds on the broad-scope rural family medicine model 
by providing physicians with advanced obstetric and surgical training. FMOB does not 

G0 



replace O8-GYN care; it expands local maternity care capacity by allowing trained family 
physicians to provide deliveries, cesarean sections, and emergency obstetric management 
while working within referral networks for higher-risk cases. 

A one-year FMOB fellowship prepares physicians to perform obstetric surgery such as: 
• Planned and emergency cesarean del ivery 
• Operative vaginal delivery and VBAC 
• Complex laceration repair 
• M anagement of postpartum hemorrhage 

FMOB physicians care for low- to moderate-risk pregnancies, identify complications early, 
stabilize emergencies, and coordinate transfer when specia lty care is required. Maintaining 
local delivery capabil ity provides a safety layer in rural communities where transfer times 
can delay critical treatment. 

Nearly 50 FMOB fellowships across 30 states train physicians to perform cesarean 
deliveries independently, an-d many graduates continue practicing in rural areas. These · 
programs help communities maintain maternity services while supporting collaboration 
with O8-GYN and maternal-feta l medicine specialists. 

For MaineHealth, developing a n  _FMOB pathway would require investment in tra in ing, 
clinical support, and structured mentorship, but it is a focused approach compared with 
creating a n  entirely new residency program .  Lincoln Hospital a l ready has a fami ly physician 
supporting the Miles Maternity Unit, providing a foundation for developing an FMOB 
training pathway. 

FMOB offers a practical strategy to strengthen rural maternity care by expanding local 
expertise, improving emergency readiness, and creating a sustainable workforce for the 
future. 

Sources: 

• https:/lpmc.ncbi.nlm.nih.govlarticles/PMC12969530/ 
• https:l/www. a bps us. orglf amily-medicine-obstetrics-fel!owship-programsl 
• https:/lwww.abpsus.org/obstetrics-rural-medicinel 
• h ttps:l lwww. th ea bf m. org/ reseqrchlresea rch-I i bra rylru ra I-fa mi lv-phvsicia ns-have-a-b roa 

der-scope-of-practice-than-urban-famify-physiciansl 



• https:llwww.mciinehealth.org/news/2025/01/maioebealth-receives-hrsa-grant-enhance-r 
ural-obstetric-training 

• https:l lrh re.um n. ed u/ pub I icationlstate-va riatio ns-i n-the-ru ra 1-o bstetric-work[orce/ 

Question published by MaineHealth: 
it} 

You state the birth volume at Lincoln Hospital is very low. What is considered acceptabl??.cJ 
And can you share the actual number of deliveries? . . �•-t\ 

: ;�'.:ff 

Community Response: Birth volume should not be the sole measure of the value or safety 
of a rural maternity program. No professional organization establishes a minimum number 
of annual births below which a labor and delivery unit is considered unsafe. MaineHealth 
has referenced approximately 200 births as a n  operational benchmark, but this figure 
reflects institutional norms rather than an evidence-based safety threshold, and treating it 
as one shifts attention away from the access risks created when care moves farther from 
home. 

Higher-volume hospitals may achieve greater operational efficiency, but rural maternity 
units serve a critical access function that" del ivery volume alone cannot measure. A 24/7 
labor and delivery service provides immediate assessment, stabilization, emergency 
intervention, and obstetric expertise when complications arise. Those benefits extend 
beyond the number of deliveries performed. 

Safety must be evaluated not only withi n  the hospital but across the community. Closing a 
rural labor and delivery u nit shifts risk to patients, famil ies, EMS, and surrounding hospitals 
by increasing travel tfme during labor and obstetric emergenc(es. Expectant mothers may 
alter medical decisions based on distance, including scheduling elective inductions or 
delaying evaluation, creating risks that wpuld not exist with local access. 

Mi les has a longstanding history of providing safe, high-quality maternity care. Rural 
hospitals elsewhere have demonstrated that i nvestment in workforce, facilities, and service 
redesign can substantially increase birth volume over time. Birth volume reflects not only 
community need but also investment, workforce stability, referral patterns, and public 
confidence. 

Sources: 



• bttps:lljamanetwork coml}oumals/jama-health-forumdullartic/e/2 790544 
• h ttps:/ lrati ngs. lea pfro ggrou p. o rglf aci I ityl d eta i ls/2 0-0002/ma in e hea Ith-Ii nco In-hos pita I-d 

amariscotta-me 
• https:llwww.cms.gov/about-cmslagenc;y-informationlomhlequity-initiativeslrural-healthl 

09032019-matemal-health-care-in-rural-communities.pdf 
• h ttps:l ltwi n-cities. um n. ed u/news-even tslru ral-hospita I-ad min istrators-bel iefs-o ff eri ng-ob 

stetric-care 
• https:llwww.commonwealthfund.org!publications/2025/octlpositive-outliers-how-rural-c 

ommunities-maintain-access-labor-delivezy 
• https:llwww.google.com/url?q=https:///egislature.maine.govltestimonylresources/HCIFS2 

0250507Keefe-Oates%252013391 7 49963269 1007. pdf&sa=D&source=docs&ust= 1783 707 
891652583&usg=AOvVaw0 1 18tevO�xg2OXRbX1 d44b 
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::yv_bat grants are available for rural health areas that would help support O8/GYN 
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iJ,e.sruitment? 
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Community Response: Mi les can bui ld a sustainable rural maternity model through a 
I 

combination of MaineHealth investment, community support, and state and federal 
workforce resources. 

The solution should expand beyond a traditional O8/GYN-only model by building a 
collaborative care team that includes O8/GYN physicians, Family Medicine Obstetrics 
physicians, OB hospitalists, Certified Nurse M idwives, nurses, and other maternity care 
p rofessionals. 

Available opportunities include: 

• Federal rural maternity funding: Rural maternity access is a national priority. 
MaineHealth has already participated in  programs such as the Rural Maternity and 
Obstetrics Management Strategies (RMOMS) initiative and the Maine Rural Graduate 
Medical Education (MERGE) Collaborative. Additional HRSA and Rural Health 
Transformation Program funding can support workforce recruitment, training, and 
innovative care models. 



• Rural obstetrics fellowship development: Funding could support a rural 
obstetrics fel lowship to qu ickly train physicians for rural practice while building 
long-term workforce capacity. 

• Community investment: Lincoln County has a strong history of supporting local 
healthcare through philanthropy. Community partnerships could help support 
recruitment, program development, and innovation. 

• Workforce incentives: State and federal programs, including loan repayment, 
recruitment incentives, and rural workforce grants, can help attract and retain 
maternity care providers. 

The challenge is not whether rural matern ity care can be sustained. The opportunity is to 
use available resources to build a modern model suited to rural communities. 

Sources: 

• https://www.maine.gov/dhhs/rura lhealth 
• htti;Js·//www.mainehealth.org/news/2025/01-/mainehea!th-receives-hrsa-grant-enha 

nee-rural-obstetric-tra ining 
• https://www.maine.gov/governor/mi l ls/news/governor-mil ls-statement-rural-health­

transformation-program-award-2025-1 2-29 

June  1 0, 2026: FAQ 

Question published by MaineHealth: 

You stated that only 32% of Lincoln County births occur at MaineHealth Lincoln Hospital/·
0

: . .. 
and that expectant mothers are choosing to deliver at other hospitals. Can you share any ·_ 
data o n  this? 

Community Response: Birth volume is only one measure of maternity care. A 24/7 
maternity service exists not only to perform deliveries, but to provide immediate 
assessment, monitoring, stabil ization, and intervention when pregnancy-related 
complications arise. Many of the most time-sensitive situations are not captured by annual 
birth volume alone-they are measured by the abil ity to respond when a family needs care 
urgently by a practitioner trained in obstetrics emergencies, not emergency stabilization. 



The statement that only 32% of Lincoln County births occur at MaineHealth Lincoln 
Hospital requires additional context. The figure is drawn from a snapshot of eight Lincoln 
County communities that historically have had high b i rth volumes, not the enti rety of the 
county, and it does not explain why the remaining births occurred elsewhere. It should not 
be read as evidence that families simply prefer other hospitals, without accounting for the 
factors that shape maternity care decisions. 

Out-of-county deliveries may reflect: 

• appropriate referral of higher-risk pregnancies; 
• provider and health system referral patterns; 
• perceived safety and available services; . 
• insurance or logistical considerations; and 
• u ncertainty about the future stabi l ity of the local labor and delivery program. 

MaineHealth has not provided the u nderlying data needed to interpret this statistic, 
including why Lincoln County resid�nts delivered elsewhere. Without that information, the 
analysis risks confusing constrained choice with active preference. In a recent interview 
with LClV, Dr. Andy Russ stated that one in five prospective patients at Miles had to go 
elsewhere due to a hospital policy requiring Vaginal Birth After Cesarean (VBAC) deliveries 
to occur i n  regional facilities. While we acknowledge this may be related to current 

• insurance requirements, VBACs are routine not only for OB/GYNs but also for surgically 
trained Family Medicine Obstetrics fellows, and could be performed at Mi les. 

The data also demonstrates that Mi les serves a broader regional population. MaineHealth 
has stated that of �pproximately 1 30 births in 2025, only about half are from Lincoln 
County (conflicting with their earlier statements), meaning many families from surrounding 
commun ities rely on Miles for maternity care. In the same media interview, hospital 
leadership suggested that residents of the island communities in the area tend to utilize 
Miles. In local patients' experience, independent, midwife-operated birthing centers 
transfer patients to Miles when a higher level of care is required. A sustainabil ity analysis 
should therefore evaluate more opportunities to engage rural and home-centered patients 
to birth at Miles. 

Research shows that rural maternity utilization reflects more than geographic avai lability; 
trust, continuity, workforce stabi l ity, and confidence in  a service influence where families 
choose to deliver. When rural obstetric services are threatened or closed, families may 



travel elsewhere because local options have changed, not because they prefer another 
hospital. 

MaineHealth has acknowledged that closure has been considered for many years. 
_ Prolonged uncertainty may affect patient confidence and referral patterns, creating a 
feedback loop: uncertainty contributes to lower utilization, and lower utilization is then 
used as evidence that the service is no longer sustainable. 

Following MaineHealth's reinvestment in M iles maternity services, such as updating the 
facilities and regaining Baby-Friendly Center designation, the program experienced 
year-over-year. increases in births. This suggests that famil ies' decisions about where to 
deliver are not fixed preferences, but can be ·influenced by confidence in the quality, 
stabil ity, and experience of the local maternity service. Any analysis of demand should 
therefore consider how prior uncertainty, disinvestment, or reinvestment may have shaped 
birth ·volumes over time. 

Before concluding that demand is insufficient, the community deserves a complete analysis 
that distinguishes patient preference from constrained choice and recognizes Mi les' 
regional role i n  matern ity care. 

Sources: 

• htt_ps:llpubmed ncbi,nlm,nih,gov/37840011/ 
• https:llonlinelibrarv. wilev. comldoi/abs/10. 1 1 1 1/1475-6773. 14248 
• https:llwww.boothbayregister.comlartic/ellincolnhealth-re-designated-baby-friendly-birt 

h-facility/1 16139 

Question published by MaineHealth: 

What birth volume would you consider sustainable? 

Community Response: There is no single number of births that determines whether a 
rural labor and delivery program is sustainable. 

Sustainabil ity depends on many factors, including staffing, reimbursement, community 
need, referral patterns, and health system investment. Birth vo lume alone does not 
capture the value of providing local access to emergency maternity care. 



The better question is not, "How many births are enough?" It is, "What would it take to 
make this service sustainable?" 

Other rural hospitals have strengthened maternity_care by redesigning staffing, partnering 
across health systems, and investing in innovative -care models. As Maine's largest health 
system, MaineHealth has the opportunity to do the same at Miles before concluding that 
closure is the only option. 

Sources: 

• httos:llpubmed.ncbi. nlm.nih.gov/35977287 I 

• https:l/legislature. maine.govltestimonylresources/HCIFS20250507Keefe-Oates%201339 17 49 

9632691007.pdf 

• httos:llpmc.ncbi.nlm. nih.govlarticles/PMC13077149/ 
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:f"Queltio� published by MaineHealth: 

Jg}: ll.t:l _ • 
���� efforts have been made over the· past five years to promote and market 
;"'iMai'�eHealth Lincoln Hospital's maternity program? 
---�-

Community Response: Miles has increased births by more than 40% over the past five 
years, demonstrating that families are .choosing the program and that growth is  possible. 

Community awareness of the Baby-Friendly designation, lactation services, positive birth 
experiences, and word-of-mouth likely contributed to this increase. In rural communities, 
families often rely heavily on trusted local experiences when choosing healthcare. 

Before determining that demand is insufficient, MaineHealth should evaluate whether 
Miles received the modern outreach and community engagement needed to build 
awareness and trust. Today's families seek information through both traditional channels 
and peer experiences, and maternity programs must communicate clinical qua lity, safety, 
patient experience, and the benefits of local care. 

Utilization responds to i nvestment and engagement. A declining or increasing birth volume 
is not just a measure of demand; it is also a reflection of how a program is supported, 
communicated, and connected to its community. 

Sources: 



• https:llwww pressherald. com/2026/0 7102/damadscotta-community-members-figbt-to-ke 
ep-birthing-center-openl 

• https:llwww.boothbavregister.comlarticfellincolnhealth-mifes-maternity-celebrating-20-y 
ears-being-babv-friendly/89306 

• httpsilJJmc ncbi aim.nib govlartic!es/PMC10130B39/ 
• https:/lhealthcaresuccess.comlbloglbrandinglmulti-generation-healthcare-branding-buil 

ding-trust-across-age-groups.html 
• https:lllcnme.comlcurrentnews/communitv-members-share-testimonv-about-lincoln-hos 

pita/-labor-and-deliver:y-unitl 

Question published by MaineHealth: 

What were the projected costs of alternative staffing models, and were they shared with 
the local board and the steering committee? 

Community Response: To date, the community has not seen a comprehensive analysis of 
the projected costs, benefits, and feasibility of alternative staffing models, nor is it clear 
whether those analyses were shared with the local board or steering committee. 

The absence of that analysis matters, because the stakes reach beyond a single staffing 
decision. Closing another rural maternity unit will not solve the national crisis facing rural 
obstetric care. Miles has an opportunity to become a model for the future of rural 
maternity care. As part of Maine's largest integrated health system, it can serve as a site for 
innovation through team-based staffing, Family Medicine Obstetrics, Certified Nurse 
Midwives, tele-obstetrics, regional partnerships, arid other workforce solutions. 

The question is not only how to sustain the current model. It is how to redesign rural 
maternity care for the future. MaineHealth has the resources, expertise, and opportunity to 
lead that effort. 

True to the sp irit of our state motto, MaineHealth has an ·opportunity to step forward, not 
simply to p reserve what exists, but to bui ld what comes next. Miles Labor & Delivery is 
more than a service worth saving. It is a chance to reimagine rural maternity care and show 
what an anchor institution can do when it chooses innovation over retrenchment. Dirigo. 

Sources: 



• bttps-//roux northeastem.edulstorylneeds-assessment-of-the-obstetric-workforce-in-mai 
nes-rural-hospita/s/ 

• https:llwww. fhfa.govlbloglinsightslwho-lives-in-rural-america 
• https:llwww. mcki nsey. com.brl-lmedialmcki nsevlindustrieslhealthcare%20systems%20a 

nd%20services/our%20insightslthe%20next%20frontier%20in %20health %20carelthe-nex 
t-fro ntie r-o f-hea Ith ca re-d el ive ry. pdf 

• https:llwww.yorkhospital.com/about-uslmai nehealth-partnership 
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:: .soi;nfpatients have been told that the closure of labor and delivery services will happen 
��!,�(0;����ber,. So why hold community forums? 
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Community Response: A better question is: Does the current timeline allow MaineHealth 
decision-makers, providers, patients and the community to be meaningfully engaged in 
mitigating concerns? 

The prolonged uncertainty has also placed cl in icians, staff, potential recruits, patients, and 
the community in a difficult position. loca l leaders have cited fatigue with the ongoing "will 
they, won't they" discussion as one factor supporting closure. Yet that fatigue is itself a 
consequence of years of uncertainty. The ongoing focus on creating a "sustainable" level of 
births has likely eroded confidence and interest i n  the service. 

Patients need transparency to make informed decisions about their care, and providers 
have an ethical responsibil ity to communicate honestly while maintaining trust. They 
should not be left wondering whether sharing information with patients is appropriate o r  
risk criticism for being transparent. Clear, timely communication from leadership is 
essential - not only to reduce u ncertainty, but to preserve trust between patients, 
providers, and the health system. 

Sources: 

• https:llonlinelibrary.wiley.com/doilfulll10." 1 1 1 1  lirh. 12758 
• https:llwww. ur�an. orglresearch/publication/provider-and-patient-perspectives-/abor-an 

d-delivery-unit-closures-rural-new 
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Community Response: Lincoln County residents have reason to be concerned when Labor 
& Delivery services are reduced or eliminated. Maternity care is not a standalone service. It 
anchors women's healthcare across pregnancy, postpartum care, reproductive health, and 
the recruitment and retention of clinicians. 

Closing Labor & Delivery at Miles would do more than change where babies are born. It 
would weaken the foundation of local women's healthcare and make it harder to sustain 
the full continuum of care that families rely on. 

Rural communities across the country have seen that when obstetric units close, access 
challenges often extend beyond delivery. Longer travel distances, fewer local 
appointments, and difficulty recruiting clinicians can create a cycle of declining access. 

Lincoln County families already balance transportation, work, childcare, and caregiving 
responsibi l ities. Pregnancy, birth, postpartum complications, and reproductive health 
needs do not always happen on a convenient schedule. 

MaineHealth has an opportunity to strengthen women's hea lthcare in Lincoln County by 
i nvesting in Mi les as a regional model for rural maternity care. The community is asking for 
a commitment to expand and sustain access, not a l low essential services to gradually 
disappear. 

Sources: 

• https:llonlinelibrarv. wilev. comldoilfu/1/10. 1 1 1 1  lirh. 12 7 58 
• https://experts.umn.edu/enlpublications/access-to-obstetric-services-in-rural-counties-stil 

1-declining-wil 
• htt12s:llwww. geog. orglclinicallclinical-guidance/com mittee-opin ionlarticles/2018/05/opti 

miziag-postpaaum-care 

Question published by MaineHealth: 

What factors influence where families give birth? 

Community Response: Research consistently shows that families choose where to give 
birth based on distance, provider recommendation, insurance coverage, perceived quality, 
continu ity of care, and confidence in the matern ity unit. 



Distance is one of the strongest predictors of birthplace. When the nearest maternity unit is 
substantial ly farther away, most families choose the closest available hospital. This 
underscores the importance of maintaining local access. Referral patterns also influence 
delivery volumes, as higher-risk pregnancies are appropriately directed to regional centers 
with advanced capabilities. 

Community confidence matters. Following MaineHealth's reinvestment in Miles' Labor & 
Delivery unit, including the restoration of Baby-Friendly practices, annual birth volumes 
increased. This suggests that investments in quality, workforce, patient experi"ence, and 
community trust can influence where families choose to deliver. 

Birth volume is not something that merely happens to a hospital. It is shaped by the 
services a hospital offers, the confidence it inspires, the providers who refer patients there, 
and the investments made in maintain ing a high-qua lity maternity program. 

Home birth decisions are also influenced by proximity to emergency obstetric care. 
Research shows that respectful, coordinated care across hospitals, birth centers, and home 
birth settings is essential, particularly as maternity unit closures make timely obstetric 
consultation, emergency backup, and interfacil ity transfers more d ifficult. 

Taken together, the evidence suggests that where families give birth is not determined by 
geography alone. It is influenced by the choices healthcare systems make. Investments in 
access, quality, workforce, and community trust can increase utilization, while reductions in 
services can accelerate the very declines used to justify further cuts. 

Sources:· 

• htt,os;ll}ournals.plos. orglplosonelarticle?id= 1 o, 1371 t}ournal,pone. o 192523 

• https:lllink s.pdoger. comlartic/e/10.1186/1472-6963-11-147 

• https:lldigitalcommons. library. umaine. edulmprlvo/34/iss217 I 

Community Response: MaineHealth already operates physician float pools in other 
specialties and maintains regional OB nursing float pools across multiple hospitals. It has 
also invested in regional obstetric �orkforce development through a federally funded HRSA 



program. These existing models demonstrate that MaineHealth has experience 
coordinating providers across facilities when organizational priorities support it. 

Given these existing regional staffing models, it i s  reasonable for the community to ask that 
MaineHealth pilot a regional OB/GYN staffing model before eliminating Labor & Delivery. 
Options could include shared call coverage, rotating physicians, Family Medicine Obstetrics 
providers, Certified Nurse Midwives, tele-obstetric support, or other innovative workforce 
approaches. 

As Maine's largest integrated health system, MaineHealth possesses the organizational 
scale, clinical expertise, and geographic reach to design and evaluate new rural staffing 
models. The question is not whether i nnovation is possible. It is whether every reasonable 
innovation has been fully explored before concluding that closure is the only option. 

Other health systems, both nationally and internationa lly, have implemented creative 
approaches to improving access to time-sensitive care, including physician response 
vehicles, enhanced prehospital physician support, telemedicine, regional workforce 
sharing, and collaborative staffing models. Rural maternity care deserves the same 
commitment to innovation. 

The community is not demanding a guarantee that every model will succeed, only 
evidence that MaineHealth seriously weighed the alternatives before permanently closing a 
service that cannot easily be restored. 

Sources: 

• h ttps:llwww. careersatmainehealth. orgliobs/17 546358-physician-hospital-medicine-f!oat­
poo/ 

• https/lwww main eh ea/th org/news/2025/011mainehealth-receives-hrsa-grant-enhance-r 
ura/-obstetric-training 

• https:llpubmed. ncbi.nlm. nih.gov/41563916/ 

Question published by MaineHealth: 

Can you require your medical staff to refer their OB/GYN patients to ·MaineHealth Lincoln 
Hospital? 



Community Response: We do not suggest that a l l  people who are pregnant in  Lincoln 
County should give birth at Lincoln Hospital. I nstead, providing obstetrics at Lincoln 
Hospital ensures women can continue to have autonomy in  their birth location. 

Preserving Labor & Delivery at Miles is about protecting that choice, not l imiting it. Closing 
the unit would eliminate a local option and reduce access not only to hospital births, but 
also to safe home births and future community birthing centers. 

Independent midwives and family physicians providing home births rely on a nearby 
hospital with obstetric services in case of emergency. Without local labor and delivery, 
fewer fami l ies will be able to safely choose home birth or other community-based 
maternity options. 

Local labor and delivery makes every birth setting-hospital, home, or birth center-safe_ly 
possible. 

Sources: 

• https;llapnews.comlacticle/1 193f1a13210502c85431509cc4dc711  
• https:llthemainemonitor.org/her-labor-iurned-dangerousl 
• httos:llthemainemonitor. orglmatern ity-care-investigation-takeawavsl 
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! .. �a:n]tbf pn-call dilemma be resolved by fami ly medicine doctors receiving obstetric . 
1 ·c�rtifi2a1:\'on so they can accept on-ca l l  responsibil ities? 
I 

Community Response: Yes. Family physicians with advanced obstetric training provide 
reliable on-call coverage and help sustain rural labor and delivery units. They manage 
routine births, perform cesarean sections, respond to obstetric emergencies, and 
collaborate with OB/GYN and materna l-fetal medicine specialists when higher-level care is 
needed. 

FMOB-trained family physicians are credentialed hospital providers who receive standard 
· insurance reimbursement for the services they provide. They expand, rather than replace, 
OB/GYN services and strengthen rural maternity systems through collaboration with 
specialists, emergency departments, and other qual ified birth providers, including 
independent midwives, when consu ltation or transfer is needed. 



Lincoln Hospital a lready has a family physician supporting the Miles Maternity Unit, 
providing a foundation for this approach. MaineHealth can combine FMOB-trained 
physicians with other rural obstetric providers and the existing emergency department 
team to create a sustainable coverage model. Since MaineHealth has stated that 
emergency services will remain available, the ER remains an importantresource for 
stabilization, urgent care, and transfer when needed-using MaineHealth's own position 
that its ER coverage is sufficient to support, rather than replace, local obstetric care. 

FMOB programs in rural states have helped address maternity workforce shortages by 
training physicians who continue practicing in rural communities. New England currently 
lacks a family medicine obstetrics fellowship with cesarean training, despite significant rural 
populations in Maine, Vermont, and New Hampshire. 

Creating a n  FMOB pathway would do more than fill the immediate call schedule; it would 
bui ld a long-term physician pipeline for rural maternity care, ·a focused investment rather 
than a short-term staffing patch. 

Sources: 

• https:/lpmc. ncbi.nlm.nih.gov/artic!es/PMC12840823/#secS-iierph-23-00102 
• https:llthemainemonitor. orglmaternifJ!-care-investigation-takeawavsl 
• https:llpmc,ncbi aim nih.g_ovlartides/PMC12969530 

• https:llwww.essentiahea/th.orgleducation-researchlresidencies-fellowshipslfamilv-medici 
ne-obstetrics/compensation 

• https:llwww.altru.org/careersla!tru-familv-medicine-residencvlaltru-familv-medicine-obst 
etrics-fellowship 

Question published by MaineHealth: 
··'· 

�--):'?: 
Are current emergency department and primary care physicians trained in the event of ) . 
emergency delivery? ��.) 

Community Response: Emergency department and primary care physicians receive 
training in emergency stabilization, including obstetric emergency simulation. However, 

simulation training does not replace the experience of physicians who routinely provide 

obstetric care. 

· ;. � 



Physicians who compl�te 08/GYN residency a nd fellowship training, as well as family 
physicians who complete Family Medicine Obstetrics (FMOB) fellowship training, receive 
specialized training in pregnancy, labor, delivery, and obstetric emergencies. 

FMOB physicians complement OB/GYN care by providing deliveries, cesarean sections, and 
emergency obstetric care whi le collaborating with specialists for higher-risk cases. Evidence 
from rural settings shows appropriately tra in�d family physicians providing obstetric care 
achieve outcomes comparable to other qualified obstetric providers. 

Closing obstetric services affects the entire regional healthcare system. Mai_neHealth Chief 
Health Improvement Officer Dr. Dora Anne Mills stated: 

"You've got emergency rooms and EMS, emergency medical services, who are not 
used to obstetrical emergencies or having to handle them on their own. So, it 
stresses the health system out, and it also stresses the whole community. 
Well-being starts to go down, starts to deteriorate." 

Maine EMS has identified risks associated with obstetric service closures, including: 

• More planned home births with complications requiring hospital transfer 
• More unplanned field births as patients travel farther for care 
• More transfers when patients arrive at hospitals without obstetric services 

Emergency training is essential, but it does not replace a local maternity care team with 
physicians who routinely provide obstetric care, including 08/GYN physicians and 
FMOB-trained family physicians. Maintaining local obstetric expertise strengthens 
emergency readiness and reduces strain on the healthcare system. 

Sources: 

• https:llwww.maine.gov/ems/sites/maine.gov.emslfileslinline-files/20250326-0B-Closure­
Clinical-Bulletin-Final. pdf 

• https-//www.newscentermaine comlarticle/news/healthlpatten-houlton�maine-hosoital-l 
abor-delivery-maine-monitor/97-b9453437-92d7-41 75-a9c2-7 462021 c60aa 



• bttos:llwww.marchQfdimes orglfind-suppoctltopicslmiscarriage-Joss-grieflmatema!-deat 
h-and-pregnancv-related-death 
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Question published by MaineHealth: ;� 

Why is MaineHealth Lincoln Hospital reviewing its labor and delivery (obstetrics) 
program? 

Community Response: Women's health is still too often treated as a "niche" service, 
historically underfunded and frequently among the first services considered for reduction. 
Maternity care deserts have been extensively studied and are becoming increasingly 
common in rural communities, where workforce shortages, changes in birth rates, and low 
Medicaid reimbursement combine to create the appearance of an "unsusta inable" service 
l ine for hospital executives. 

Distance insulates decision-makers from consequences. The trip to a prenatal 
appointment, the.summer traffic on Route 1 ,  the winter drive at n ight, the uncertainty of 
whether you will reach the hospital before labor progresses-none of these appear in a 
system-level analysis. 

Birth volume is being treated as the decisive number. But it is only one metric, and a 
matern ity service delivers much of its value before, during, and after a birth. The question 
shoul_d be not only "How many babies are born here?"" but also 'What care does this service 
provide before_, during, and after those births?" 

A rural maternity unit l i ke Labor & Delivery at Miles provides: 
• triage for pregnant patients with concerns; 
• evaluation of bleeding, hypertension, decreased fetal movement, contractions, and 

other urgent symptoms; 
• fetal monitoring; 
• labor management; 
• postpartum complications; 
• newborn transition care; 
• coordination with EMS and higher-level centers when needed; 



• other urgent issues that may arise for an expectant family. 

A maternity unit's value is not only the number of births completed, but the safety 
infrastructure available when unpredictable events occur. From the perspective of a large 
health system, it's a numbers game - workforce al location, reimbursement, and operational 
efficiency. For rural famil ies, it is a question of access to an essential public service during 
one of the most vulnerable moments of their lives. 

The question is not simply why MaineHealth is reviewing Labor & Delivery. The question is 
why the burden of making rural maternity care "sustainable" continues to fa ll on the 
fami lies who depend on it most. 

Sources: 

• https/lwww weforum.org/stories/2025/01/theres-a-womens-health-gap-heres-how-to-c/o 
se-itl 

• https://www. weforum. orglstories/al/lwomen-health-investment-out/ook-mapping-opport 
unity-mobilizing-investment/ 

• https:llwww. latimes. comlopinionlstory/2024-05-31 /caesarean-section-pregnancy-birth-w 
omen-hea/thcare-invisible-Jabor-rache!-somerstein 

• https:llwww. beckershospitalreview. comluncategorizedlthe-why-behind-i ncreased-mater 
nity-service-c!osures-and-what-can-be-donel 

Community Response: Yes. MaineHealth has tied the future of Labor & Delivery in Lincoln 
County to birth volume and staffing costs rather than to community need or long-term 
access. That is fundamentally a financial analysis. 

Although MaineHealth frames the potential closure as a workforce and sustainabil ity issue, 
its own communications make clear that financial pressures· are driving these decisions. 

In a June 2026 systemwide email, CEO Dr. Andrew "Andy" Mueller described MaineHealth's 
ongoing financial challenges and its focus on reducing complexity, el iminating duplication, 



managing labor expenses,· ahd controlling shared-service costs. The message also sought 
to reassure staff: 

"Some care team members have interpreted recent conversations about affordability 
and the cost of care as signs that our focus is mainly on workforce reductions or service 
cuts. While difficult decisions are sometimes necessary, that is not the main message." 

The message describes service reductions as a secondary concern. Yet the potential 
closure of Mi les Labor & Delivery is being weighed on the basis of birth volume and staffing 
cost, which is, by definition, a cost-driven service reduction. Affordabil ity is the frame 
through which the future of local maternity care is being decided. 

The financial impact of losing local maternity care will be borne primarily by Lincoln County 
families, not by the_ health system. MaineHealth is a multi-bi l l ion-dollar system with 
�ubstantial administrative and phifanthropic resources. MaineHealth's CEO received more 
than $2.2 mi l l ion in annual compensation, while local executives involved in these decisions 
earned approximately $300,000 to $500,000. The costs of closure, by contrast, fal l  on 

. . 
households with a median income of about $70,000-in longer drives, missed work, 
chi ldcare, and lodging. 

Even Stroudwater Associates, a national consu lting firm that specia lizes in helping rural 
hospitals improve their finances, warns that some Labor & Delivery un its are 
recommended for closure based on inaccurate or incomplete financial analyses. Rather 
than assuming closure is inevitab le, Stroudwater recommends more accurate financial 
modeling, workforce redesign, and regional partnerships to preserve local maternity care 
whenever possible. 

This makes transparency essential. The community deserves to know the projected savings 
from closing Labo·r & Delivery, what a lternative staffing models were eva luated, and 
whether the long-term costs to families, EMS, local employers, and the regional economy 
were included in that analysis. 

Sources: 

• ''A Message from Andy: Continuing our Work to Build a Sustainable Future" dated June 
29, 2026 - MaineHealth News <mhnews@mainehealth.org> 

• https:llproiects. propublica. orglnonprofitslorganizations/10382340/202 43219934930084. 

8/full 



• https:IIJJrojects.propublica. org/nonprofitslorg,anizations/10238552120254226934930150 

9/full 

• https:I I eq u ita b /egrowth. orglres ea rch-p aper lhospita 1-conso I id ation-mattersl 
• https:llwww.stroudwater.com/webinar/sustaining-rura/-labor-delivery-programs-strategi 
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;;Why are birth volumes low a t  Maine Health Lincoln Hospital? Je.··· 

Community Response: Lincoln County's maternity demand is not uniquely low, nor is the 
volume of births that occur at Lincoln Hospital. When adjusted for the number of women of 
childbearing age, Lincoln County's birth rate is comparable to the state average. 

Births at M iles fell during a period of major healthcare restructuring in the county, not 
because families stopped needing care. It also reflects that the local community and patient 
autonomy in choosing where to receive care is affected by the actions of health institutions. 
The decrease in births at Miles despite the county numbers remaining stable raises 
important questions about how community trust, perceptions of local access, and 
confidence in the stab il ity of healthcare services may have influenced where families chose 
to seek care. This is precisely the kind of question a sustainabil ity analysis should answer, 
and it has not been asked. 

Young families want to live and work here and start their family in the community they live 
their l ife in. A new generation of mothers may also have shifted their view of care at Miles, 
thanks in part to press coverage of the Birthing Center's 20th year as a Baby-Friendly 
designated center. People want to have choices, and have increasingly found Miles to be a 
premier regional option, particularly when information about its services is shared 
alongside improvements, such as advanced breastfeeding training. 

Eva luating Miles services using qualitative methods alongside stc)tistical analyses like birth 
volumes highlights our request-to take seriously the complexities of our local community. 

Sources: 

• https·llwww.census govlquickfacts!factltab!ellincolncouotymaine/PST045224 



• httpsl/www.mainegovldhhslmecdclsiteslmaine.gov.dhhs mecdclfiles/datalbirths2014 2 
023.pdf 

• https:llwww.sciencedirect.com/science/articlelabslpii/50266613 82400247X 
• https:lllcnme.comlannouncementsllincolnhealth-miles-campus-maternity-marks-20-bab 

y-friendly-vears/ 
• https:l/www.wiscassetnewspaper.com/article/more-healthcare-changes-ahead-local-hos 

pitals/756 

Question published by MaineHealth: • "(-;._:•\t:t-. .-.· .. 

Why is MaineHealth Lincoln Hospital unable to recruit an O8/GYN provider? 
:2t: 
.l . 

"Community Response: Recruiting OB/GYNs is difficult nationwide, but modern rural 
maternity care no longer depends on a single provide� type. If MaineHealth measures 
sustainabi l ity using only OB/GYN recruitment, it is relying on an outdated workforce model. 

Federal
° 
rural maternity initiatives support collaborative t�ams that include OB/GYNs, 

Family Medicine Obstetrics physicians (FMOBs), Certified Nurse M idwives, laborists, 
regional call-s�aring, and tele-obstetrics. Professional organizations, including the 
American College of Obstetricians and Gynecologists (ACOG), the American Academy of 
Family Physicians (MFP), and the American College of Nurse-Midwives (ACNM), support 
collaborative, rural maternity care models that allow low-risk patients to receive care close 
to home while ensuring higher-risk pregnancies have timely access to specialized regional 
care when needed. 

MaineHealth's Chief Medical and Transformation Officer, Dr. Adrian Moran, has 
acknowledged that expecting clinicians to be onsite five days a week is no longer realistic 
and that health systems must redesign coverage to meet today's workfo�ce. 

The community is asking whether MaineH_ealth evaluated these modern staffing models 
before recommending closure. Recruitment is not s imply about filling a traditional O8/GYN 
position. It is about building a sustainable workforce that preserves safe, local maternity 
care. 

Sources: 

• • https:llwww. commonwealthfu nd. orglpublications/2021 /seplrestoring-access-maternity-c 
are-rural-america 



• httpslfwww hrsa.govlrura!-hea!thlgrantslrura!-communitylrmoms 
• https:llwww. a cog.orglclinicallclinical-guidancelcommittee-opinionlarticlesl2014102lheal 

th-disparities-in-rural-women 
• h ttps:I lwww. aa(p. orglfa mi lv-phvsicia nl patient-ca rel cl in ica 1-recom mend ationsl a I !If am i lv-

cen tered-materoiO(-care, html 
• h ttps:I lwww. b ecke rs hosp ita I review. co ml qua litylhos pita 1-p hysici a n-relationsh i pslth e-mos 

t-difficult-phvsician-specialties-to-recruiV 

j\!if �;���,,i��,d:w�x11�m1 t!t��:�:t,;·f'"i'f� .. ,,,�t¼'t)!]N. 

-�W,�y is this review happening now? 

Community Response: MaineHealth is the dominant hospital system across southern and 
much of M idcoast Maine. The Miles Bfrthing Center is one of the few remaining rural 
maternity units within a critical access hospital in Maine. As he_alth systems grow larger and 
more centralized, decisions about service l ines become increasingly driven by system-wide 
operational and financial considerations rather than the unique needs of local 
communities. Obstetric services, which often face workforce challenges and lower 
reimbursement, are frequently among the first services eva luated for "sustainabil ity." 

The timing of this review has significant practical consequences. The process occurs during 
a period when: 

• The Maine Legislature is out of session. 
• Local businesses are operating during their busiest tourism season. 
• Famil ies are occupied with graduations, vacations, camps, and other summer 

commitments. 
• Many residents, community leaders, and pol icymakers are away on summer travel. 

By announcing the review at the end of May, holding listening sessions in early June, and 
scheduling a final decision for August 6, the process concludes before the Legislature 
reconvenes and while many community members face the greatest barriers to 
participating. The compressed·timeline substantially l imits opportunities for public 
engagement, legislative oversight, and the collaborative development of a lternatives. 

Sources: 

• https:llwww.boothbayregister.comlarticlellincolnhealth-re-designated-baby-friendlv-birt 
h-facility/1 16139 



• https·11www.poi:h.psu. edulob-seotices-a-leading-money-loser-for.hospitalsl 
• https:llwww.kft.org/medicaidla-/ook-at-rLiral-hospita!-c/osures-and-implications-for-acce 

ss-to-care/#4941 d6fb-45bf-4590-a8cc-7[le 123012cd 
• https:llwww.beckershospitalreview.comluncategorizedlst-andrews-hospital-in-maine-to-c 

lose-er/ 
• https:llwww. boothbayregister. comlarticlelcommunity-waits/1407 

Question published by MaineHealth: �_/,\/ 'J�\·��_ .. : 
�};;1: ..-:-,· , .. -

Will a closure of labor and delivery services lead to other service closures? 

Community Response: Yes. The closure of labor and delivery services often creates a 
chain of effects that makes additional closures and reductions in staffing more likely, 
especially in rural hospita ls. Expectant mothers may begin traveling to.the regional hospital 
where they will give birth in order to establish care with these providers, leading to fewer 
local outpatient visits for labs, imaging, and wellness checks. Women tend to manage 
family healthcare appointments; labor and delivery services are frequently a doorway to 
pediatric and primary care. 

Labor and delivery closures also impact a hospital's ability to recruit and retain care 
providers. Obstetricians, family physicians who deliver babies, anesthesiologists, pediatric 
providers, nurses, and surgical staff may relocate if they can no longer practice the full 
scope of their work, and recruiting replacements becomes more difficult. 

Question published by MaineHealth: 

Are patients concerned about travel time when delivering? 

Community Response: 

Yes. Labor begins whenever it begins, and babies will not wait for Wiscasset traffic to clear. 
Births happen during snowstorms, ice storms, holiday weekends, rush hour, and in the 
middle of the night; pregnancy does not run on a predictable schedule, which is exactly 
why proximity to maternity care matters. 



During MaineHealth's June community listening sessions, former patients, expectant 
parents, and other residents repeatedly raised concerns about longer travel times. Those 
concerns were not meaningfully reflected in MaineHealth's response or in their analysis. 

The consequences of that distance reach beyond any single patient. EMS capacity in Lincol_n 
County varies with season, weather, staffing, and tourism, and it is al ready stretched. A 
wom_an in active labor who needs long ambulance transport to a regional maternity 
hospital ties up a crew, and that ambulance may then be unavailable for a cardiac arrest, a 
serious crash, a boatirig accident, or another emergency elsewhere in the county. 

That strai n  intensifies in season. Lincoln County serves far more than its year-round 
population; during peak tourism months, thousands of additional visitors depend on the 
same roads, hospita ls, and EMS agencies. Long-distance obstetric transports add to a 
system that already operates with l imited resources. 

Maintaining local maternity care is therefore about more than convenience. It protects 
access for pregnant women while preserving emergency response capacity for everyone 
else who l ives in, _works in; or visits Lincoln County. 

For rural communities, travel time is not measured only in miles. It is measured in risk, 
reliabil ity, and whether emergency resources remain ava ilable when every minute matters. 

Sources: 

• https:l/pubmed.ncbi. nlm. nih.gov/22905951 I 
• https:llpmc. ncbi. n Im. nih.govlarticles/PMC7 266083/ 
• https:llambulance.org/2021 /05125/studv-rural-hospital-c/osures-strain-community-amb 

ulance-servicesl 
• https"llwww rurathealthinfo orgltopicslemergency-medical-services 

r f .::�:-;:. :;= \::.r� • 

��'1X").ypuld travel time increase if MaineHealth Lincoln Hospital no longer offered 
;"c:!1::l iV.ef:y services? 
• ,,:c ·-:_--.�. _,;: ··:··!,l 

Community Response: Travel times for fami l ies would increase significantly, and longer 
distances create real risks for mothers and babies. Research l inks increased travel time 
with higher rates of maternal and newborn complications, delayed access to emergency 
obstetric care, and more out-of-hospital births. 



Studies show that when travel time exceeds about 30 minutes, the risk of an unplanned 
out-of-hospital birth more than doubles. Maine is a lready seeing this chal lenge. Between 
201.8 and 2023, out-of-hospital births increased by-41 percent, rising from 228 to 321-
births. 

For rural families, travel does not begin th·e moment labor starts or a complication appears. 
Famil ie� must arrange childcare, leave work, drive in winter weather or heavy traffic, and 
decide when it is time to seek c_are. These d�lays matter, especially during emergencies 
where minutes can affect outcomes. . . . 

Some fami l ies would.also face the added stress and risk of emergency ambulance or 
Life Flight transport. Being transferred during labor, after delivery, or with a newborn in 
distress creates additional physical and e�otional trauma for families already facing a 
medical crisis. Delays while waiting for transport or traveling longer distances may also 
contribute to complications that couJd ha�e been addressed earlier with local· obstetric 
car�. 

· · Traveling for maternfty care also shifts costs_ onto_households-additional driving, 
childcare, missed work, lodging; and transportation. These can add hundreds to thousands 
of dol lars over the course of a pregnancy and postpartum period, ·and they fa ll hardest on 
families with the fewest resources to absorb ·them. 

Access to matern ity care is not only about-distance. It is about whether mothers and babies-
• can reach apprnpriate care safely, ca lmly, and in time when every m inute matters. 

Sources: 

• bttps:llwww.statnews.com/2017/02116/pregnant-women-rural-amedcal 
• https:1/pubmed. ncbi. nlm. nih.gov/33779982/ 
• • https:llthemainemonitor.orglmaterriity-care-fnvestigation-ta�eawaysl 
• https:/1/ ifeflight. melpatient-stocy-stacie-newman/ 

Question published by MaineHealth: 

What is the timelir:,e for completing the assessment and presenting suggestions? 

Commu nity Response: MaineHealth has shared l imit�d details, but the community · ·  
u nderstands that the MaineHealth Board of Trustees plans to make a final decision o n  



August 6. It remains unclear whether the assessment findings and a lternative 
recommendations wil l be shared publicly before that decision. The community has not 
been offered a meaningful opportunity for d ia logue. 

A decision of this importance requires a process built on transparency, trust, and 
partnership. 

We urge MaineHealth to delay a final decision and engage clinicians, patients, community 
leaders, elected officials, researchers, and phi lanthropic partners in a regional planning 
process. As a healthcare anchor in Damariscotta, MaineHealth has an opportunity to work 
with the community to develop solutions that protect access to rural maternity care. 

A delay of 1 8  to 36 montt,s would allow time to evaluate emerging state and federal rural 
maternity initiatives, pursue funding opportunities, test innovative staffing models, 
strengthen r�cruitment efforts, and determine whether a sustainable future for Labor & 
Delivery exists. 

I n  July 2027, the Miles Labor & Delivery Unit is expected to celebrate its 30th anniversary as 
a nationally recognized rural maternity program. We ask MaineHea lth to honor that legacy 
by choosing partnership and investment over an irreversible_ cut. 

Sources: 

• https:llwww, ru ra! b ea/th info, orgltool kitslmatern al-b e.althl 4/i m pl ementation 

• https://us.noharm.orglsites/defau/tlfiles/documents-fi/es/7383/Anchored-by-health-care­
Strategies-for-health-systems-HCWH. pdf 

• https:llwww.boothbayregister.comlarticlellincolnhealth-miles-maternity-celebrating-20-v 
ears-being-babv-friendlv/89306 

.-f: �-���·ft��;;:.� i--� �?ti�_. �tl� '� .. -....;;,{\:-;: . .-? ��&-��x"'1�1- �11 � _:/,_ .y:.�·-•• 
)9�,,�tion p"t1blistied 6y' MaineHealtf:i;:-,.l ., 
- . 1 ,  .. ... 

-.f .. t/·�:(� 
•Will fi..Jrrent staff lose their jobs if a closure decision is made? 
·,ii- ·•'":! ' -. 

Community Response: 

While ending obstetric services may not immediately lead to layoffs, it would have 
significant workforce and community impacts. 



Existing employees may be offered other roles, but el iminating Labor & Delivery could 
increase turnover among physicians, nurses, Certified Nurse Midwives, and other cl in icians 
who value full-scope rural care. Reducing the abil ity to provide comprehensive family care 
may _make recruitment and retention more d ifficult and weaken the mission that attracts 
providers to Lincoln Hospital. 

Miles has consistently hosted two Tufts Maine Track students each year and has remained 
eligible because it provides obstetric tra in ing. If the maternity un it is closed, Lincoln 
Hospital would no longer qualify, el iminating an important pathway for training and 
recruiting future rural physicians. 

The i mpact extends beyond hospita_l staffing. Local matern ity care helps attract families 
and healthcare professionals, strengthens community relationships, and supports the 
long-term health of the region. 

The question is not only whether current employees keep their jobs. It is whether Lincoln 
Hospital remains the kind of rural hospital where clinicians build careers and famil ies 
choose to call home. 

Sources: 

• https:llwww.mitemainehea/th. orglup/oads/1291 704-25-MH-MedED-UME-Recruitment-LIC 
-8,5x11-Handout-v4-1,odf 

• h ttps:/ lrh re. um n. ed u/pu b I icationlstate-va ri atio ns-i n-th e-ru ra 1-o bste tric-workf orce/ 
• https:llpubmed.ncbi.nlm.nih.gov/20004606/ 
• https:llthemainemonitor.orglmaternity-care-investigation-takeaways/ 
• https://scholar.foo�/e. com/scholar lookup?iournal=Can. %20/. %20Rural%20Med.&title= 

%E2%80%9CYou%20don%E2%80%99t%20know%20what%20you%E2%B0%99ve%2Q_got 
%20ti/l%20it%E2%80%99s%20gone%E2%80%9D:%20The%20role%20of%20maternity%2 
Ocare%20in%20community%20sustainability&author=C. %20Miewald&author=M. C. %20K 
/ein&author=C. %20Ulrich&author=D. %20Butcher&author=S. %20Eftekhary&vo/ume= 16& 
publication year=2011&pages= 7-12& 



Appendix - Table-s 



Appendix A - MaineHealth Executive Compensation 

Executive / Role Reported 
Key Employee Compensation 

Andrew T. CEO & President $2,222,049 
Mueller, M D  

Matthew R. Physician $1 ,479,71 9 
Sanborn, M D  

Robert Ecker, Chief - $1 ,462,063 
M D  Neurosciences 

Jeffrey Sanders Former Maine $1 ,364,442 
Medical Center 
President 

Dougald Physician $1 ,295,020 
MacGi l l ivray, 
M D  

Albert G .  CFO / Board $1 ,275,51 6 
Swallow I l l  Treasurer 

Lugene lnzana Former Officer / $887,523 
Associate CFO 

Joel Botler, M D  Former Regional $855,473 
CMO 

Beth Kelsch General Counsel / $752,576 
Board Secretary 

Lisa Beaule, M D  VP Physician & APP $594,453 
Services 

Sources: 

Other Total 
. Compensation Reported 

Package 

$55,268 $2,277,317 

$61 ,694 $1,541,413 

$96,908 $1,558,971 

$34, 1 50 $1,398,592 

$ 1 1 0,81 3 $1,405,833 

$ 128,689 $1,404,205 

$61 ,476 $948,999 

$92,847 $948,320 

$96,01 5 $848,591 

$101 ,835 $696,288 

• htte.s:l/g_rotects. g_roe.ub/ica. org/non g_rofltslorganizations/10238552/20254226934930150 
9/full 



Appendix B -MajneHealtb President x Uncolo Health Top Officials x LC 

Person Role 

AndrewT .. MaineHealth CEO & 

Mueller, MD Pre·sident 

Cindy Wade Lincoln Health 

President/ 

Executive 

Leadership 

Tim Fox, MD Lincoln Health 

Physician 

Andrew Russ, MD Lincoln Health 

Physician 

Average Lincoln Individual income 

County resident average 

(per capita 

income) 

Median Lincoln Typical household 

County income 

household 

Comparison 

MaineHealth CEO total reported package 

Top 10 listed executives/key employees 

combined 

Lincoln County median household income 

Lincoln County per capita income 

Approx. Total Compared to 

Compensation Median Lincoln 

County Household 

Income 

-$2.3 million -3Qx 

-$500,000+ (reported -7x 

through related 

compensation sources) 

-$465,000 -6x 

-$389,000 -sx 

-$45,600/year 1x 

-$76, 900/yea r 1x 

Amount 

-$2.28 million 

-,.$13.4 million 

-$76,875/year 

-$45,631/year 

®
 



Sources: 

• https:llproiects. propub/ ica. orglnonprofitslorganizations/103 82340/20243219934 930084 

Bft1JJJ. 

• https:llwww.census.gov/guickfactslfactltable/lincol ncountymaine/1PE120224 

• https:llproiects. propu blica. orglnonprofitslorganizations/10238552/20254226934930150 

9/full 

Appendix C - Timeline of st: Andrews Hospital transition to an outpatient facility and 

community concerns: 

2010: 

• Reductions in staff, cost-cutting measures, discussions of consolidations, at both St. 

Andrews and Miles. 
• Noted as the last year of high birth volume before annual declining numbers until 

2018. 

2011: 

• Internal review of St. Andrews Hospital services began amid broader questions 

about sustainability and service alignment. 

2012: 

• April: Outpatient surgical services ended as Lincoln County Healthcare continued 

evaluating the future configuration of services, 
• July: Lincoln County Healthcare announced plans to end inpatient services and close 

the emergency department at St. Andrews. 
• August: MaineHealth Board of Trustees approved the changes, resulting in St. 

Andrews no longer qualifying as a hospital. 
- • September-December: Significant community response followed; a task force was 

formed, and community members requested additional time to evaluate 

alternatives. 

2013: 

• January-September: Community members and local leaders continu�d efforts to 

delay or reconsider the transition. 



• October: St. Andrews ceased operating as a hospital; emergency and inpatient 

services were consolidated at Miles. 

Sources: 

• https:llwww.boothbayregister.com/print boothbay re,gisterlarticlelhow-did-we-get-herel 

� 
• h ttps:l lwww. ma i ne h ea Ith. orglmai ne h ea Ith-Ii n col n-h osp ita I I about-ma i ne hea Ith-Ii nco I n-h 

ospital/mainehealth-lincoln-hospital-labor-and-delivery-assessment 

Appendix D Decline in Miles births beginning after 2010 -which coincided with the 

Lincoln Hospital controversy in Boothbay. 

Birth volumes during the evaluation and eventual transition of St. Andrews 

Hospital away from hospital status (2010-2013) 

,, ,· 

·vear 

2010 

2011 

2012 

2013 

Sources: 

, .. ·-. 

Deliveries at 

Miles 

212 

162 

126 

112 -

�i 

Lincoln County 

resident bfrths (LCRB) 

297 

263 

271 

250 

•. 

Approx.% of LCRB at Miles 

, 

71.40% 

61.60% 

46.50% 

44.80% 

.. . 
. . 

• bttps/lwww maine govldhhslmecdclpublic-health-systemsldata-researchlvital-records 

.Appendix E - Federal rural funds and insurance reimbursement support various 
practitioners other than solely OB/GYNs, allowing for new workforce mix to provide L&D: 

There is not one universal national staffing ratio that says "X number of OBIGYNs, midwives, or 
nurses are required for Y number of births." Potential staffing setups: 

Model Available 
Workforce Pool 

Example Rural L&D 
Staffing Model 

vyorkforce Impact 



08/GYN-only OB/GYN physicians 1-2 OB/GYNs expected to Smallest recruitment 
model only cover deliveries, call, pool; high call 

clinics, procedures, burden; vulnerable if 
emergencies one physician leaves 

08/GYN + OB/GYNs + family OB/GYN provides specialty Expands physician 
Family Medicine physicians trained backup; FM-OB physicians pool significantly, 
Obstetrics in obstetrics provide deliveries and especially in rural 
(FM-OB) continuity care areas 

OB/GYN + OB/GYNs + Team-based care with Larger workforce 
FMOB+ FM-OBs + CNMs CNMs managing pool; improved 
Certified Nurse appropriate low-risk births flexibility; supports 
Midwives (CNM) and physicians supporting low-risk birth volume 

higher-risk care 

08/GYN + OB/GYN specialists Laborist covers in-house Reduces individual 
Laborist + CNM + dedicated deliveries/call; CNMs call burden and 
model hospital-based provide low-risk care; improves recruitment 

labor physicians + OB/GYN provides specialty appeal 
CNMs backup 

Sources: 

• https:llwww. a cog_. orglclinicallc/ inical-g_uidance/obstetric-care-consensus/artic!es/2019/0 

Bllevels-of-maternal-care 

• https:llwww.aamc.org/data-reportslworkforce 

• https:llwww. aafp. orglabouUpolicieslafllcesarean-delivery-family-medicine. html 

• https:llwww. commonweal thfund. orglpublications/issue-briefs/2020/novlmaternal-morta 

fity-maternity-care-us-comoared-1 a-countries 

Appendix F -Obstetrics Workforce Snapshot 

Provider type Approximate Role in maternity 
U,S. workforce care 

08/GYN ~60,000 Full-spectrum 
physicians practicing obstetrics, surgery, 

OB/GYNs high-risk care 

Relevance to rural L&D 

Highly trained but a smaller, 
competitive workforce; rural 
recruitment is difficult 

@) 



Family -130,000+ Primary care; some Critical rural maternity 

Medicine practicing family provide full-scope OB workforce; family physicians 

physicians physicians including deliveries are often the only delivering 

physicians in some rural 

hospitals 

Family A smaller subset, Low-risk births, One of the most important 

Medicine estimated in the prenatal care, expansion opportunities for 

physicians thousands postpartum care, rural maternity care 

providing OB some C -sections if 

trained 

Certified -14,000+ CNMs Prenatal care, low-risk Expands low-risk maternity 

Nurse births, postpartum workforce and supports 

Midwives care, collaboration team-based models 

(CNMs) with physicians 

Laborists No fixed national Hospital-based OB Helps reduce call burden and 

count coverage, often makes rural practice more 

shift-based attractive 

Sources: 

• https:llwww.aafp.orf!aboutlpolicieslbirth-equity-pos-paper 

• https:llpmc, ncbi. nlm,nih.�vlarticles/PMC10549447 I 

• https'llwww aaJp org/medical-school-residenQ(!fellowshiosldirectorylfamily-medicine-ob 

stetrics.html 

Appendix G - Typical traffic volume daily through Wiscasset - open road to 

Damariscotta. traffic jam towards Midcoast Hospital, 

Rt1 at Water St -Wiscasset Maine Traffic cam 

=========----



Source: 

• https:l lmaine-webcams. comlmaine-trafjic-cameras/rt1-wiscasset-maine-webcaml 

Appendix H - Approximate increase in expenses per _pregnancy on individual/family if 

L&D closed 

For families in Lincoln County, traveling to a regional hospital for labor & delivery care can add 

significant expenses, including: 

• Travel costs: Additional miles for prenatal appointments, ultrasounds, lab work, triage 

visits, delivery, and postpartum follow-up. 

• Vehicle expenses: Fuel, maintenance, tires, and vehicle wear from repeated 

long-distance trips. 

• Lost wages and time away from work: Parents and partners may need to use paid 

time off or lose income to attend appointments, delivery, or hospital visits. 

• Childcare costs: Additional childcare may be needed for appointments, emergencies, 

or hospital stays. 

• Family travel costs: Partners, grandparents, and support people may face repeated 

trips to provide support before and after birth. 

• Meals, parking, and possible lodging: Longer stays or frequent visits can create 

additional out-of-pocket expenses. 

Estimate approximately $2,000 to $4,500 in additional costs per pregnancy in increased 

expenses due to more distant care facilities. 

Source: Community Members. 



< Testimony of former Representative Les Fosse/ on Maternal Health Services and the proposed 
closure of the Lincoln Hospital Birthing & Delivery Services August 27, 2026 

Senator Bailey, Representative Mathieson, and Esteemed Members of the Health Coverage, 
Insurance & Financial Services Committee I am Les Fosse!, a recovering politician. 

Maine House (Republican, 2008-12) 
Insurance & Financial Services Created the Joint Select Committee on Healthcare Reform 

Joint Select Committee on Healthcare Costs (not funded) 

Health & Human Services Authored the Electronic Health Records law (with Shenna Bellows) 

Moderate Caucus Co-Chair 

MERI Rating 

The largest caucus in the 115th Maine Legislature 

Regularly cited as one of the most fiscally conservative legislators 

Politics I _served as Lincoln County GOP Chair or State Committeeman for over 15 years 
My Healthcare background 

Past Senior Underwriter, Special Risk Health, Hartford Insurance Group (3 yrs) 
Executive Director, Heart Association of Eastern CT. (2 yrs) 
Board, Lincoln health (15 yrs) 

Now Vice Chair, Lincoln County Dental (9 yrs): Serves low income dental patients www.lcdental.org 
Chair, Eldercare Network of Lincoln County (8 yrs): Low income frail elders www.eldercarenetwork.org 
Treasurer, Healthcare for All Maine (6 yrs): Healthcare Referendum www.healthcareforallmaine.org 
Board, Governance, Volunteers of America NNE: Serves low income at risk Mainers www.voanne.org 

My family's Background 
Brother Jon chaired Unum 
Brother Michael (PHD, MD Stanford) Chairs Telocyte, is a leading researcher on aging (see attachment), 
Sister in law Dottie board chair Madison Valley Medical Center (12 yrs) 
Uncle Mart owned Unimed, a pharmaceutical company 
Cousin Eric was a full professor at Harvard Medical School. 
Grandfather George Sioux Falls, SD hospital administrator 

I am Lincoln County's largest contractor - and pay for healthcare. www.oldhouserestoration.com 
I was the only employer on Lincoln Health's board. 
The Lincoln Health Board majority is wealthy recent retirees from away. 
The long term resident Lincoln Health Board members voted to keep our Birthing Center. 

I resigned from the Lincoln Health board because: 
I don't believe in secret votes on non-personnel or legal matters for 50lc3s. 
False information was presented to secure the vote. 

All the votes of the volunteer Maine Health boards were based on false information presented 
by the Maine Health administration, I pointed that out to them privately in May '26 and 
repeated that warning many times to no avail. Since this false information was created by 
Maine Health's central office it is clear that they had a predetermined outcome. In fact, their 
chief lobbyist was contacting members of the Lincoln Health board to influence their vote. 

If Maine Health spent as much money on saving our birthing center as they have on slick PR to 
justify their closure, then the problem would be solved & we wouldn't be wasting time here. 

Lincoln County has among the highest percentage of millionaires among US counties. 
Lincoln County ties with Washington County with the lowest wage incomes in Maine (Maine is 
42nd in the US). 
Lincoln Hospital was ranked the safest hospital in America 7 years ago by Consumer Reports. 
Despite that, the health statistics for Lincoln Residents are mediocre at best. 

Maine Health is focused on treatment, because that's where the money is. 
Community health focused on prevention is the future we must adopt. 
A key to community health is having a robust pregnancy and birthing center. 
As with politics, all health is local. 

Our single payer healthcare referendum will collect over 100,000 signatures. 
When it goes on the ballot in 2027 it is very likely to pass overwhelmingly. 
Maine Health's healthcare treatment model is both unaffordable and outdated - it kills. 

ank you for giving me the opportunity to testify I welcome.,Y.our uesti,ons. 



6 Year Maine Births 

County 2019 Births 2020 Births 2021 Births 2022 Births 

All Lincoln County Births 246 100% 234 100% 254 100% 257 100% 

Actual Lincoln Hospital Births 92 37% 1 1 1  47% 1 1 1  44% 101  39% 

Lincoln Hospital if 7 in 10 76 30% 73  30% 79  30% 80  30% 

Prepared by  Maine Department of Health and  Human Services, 

Maine Center for Disease Control and Prevention,  Data, Research, and Vital Statistics, 1 2/04/2025. 

��t.. • a ineH a th 

lhy are b i rth vol u n1es l ow at Ma in  H ea lth L i ncoln Hospita l ? 

Several factors contr ibute: 

• T e median age in Lincoln C,ounty is 51 , Lhe oldest m Marne and among the 

oldesc in the country. according to the US Census Bureau. 

• early 7 of 1 O expecta t parents in  L incoln County are choosing to 

dehver at hospit� ls other than MamcHcalth Lincoln Hospital .  

Les Fossel 7 /22/26 

2023 Births 2024 Births 

284 100% 231  100% 

132 46% 132 57% 

88 30% 72 30% 
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Les Fossel  

Business Owner 
Restoration Resources, Maine's premier historic house restoration company, founded in 1975 with 14 

staff members (with over 200 total years of experience) and $2.9 million in sales. His work has been featured in 
Down East Magazine, Money Magazine and many other publications. 

Awards 
2023 Greater Portland Landmarks "Preservation Award for Fa/mouth 's Bucknam Tavern" 

2019 Sagadahoc Preservation "Preservation of the City of Bath" 

2017 Maine Preservation "Honor Award for Elijah Kellogg Church" 

2010 Burnt Island Lighthouse, Southport 

2008 "Long term commitment to providing broad ranging preservation education" 

2007 Maine Preservation for "Outstanding contribution as Vice President' 

2001 "Excellence in restoration carpentry and the building preservation trades" 

Education 
Les has taught generations of Mainers the preservation trades. Beginning at the University of Southern 

Maine, he's taught over 2,000 Realtors, assessors, appraisers, & inspectors. He regularly lectures to local, 

state and national groups. Les was in the Rho class of Leadership Maine. He created Maine Preservation's 

summer internship program for master's degree students. Through Adult Education programs, he has taught 

field courses for over 1,000 owners of old houses since 1989. 

Current community service 
Wiscasset & Quebec Railroad: Treasurer (a founder). Narrow Gauge Railroad Museum 

Lincoln County Dental: Vice Chairman. Serves low income dental patients 

wwfry.org 

www.lcdental.org 

Eldercare Network of Lincoln County: Chairman. Serves low income elderly 

Climate Work Maine: Board. Development Committee. Fights climate change 

Maine Preservation: Advisory, Governance & Real Estate Committees 
Healthcare for All Maine: Treasurer (a founder). Healthcare Referendum 

www.eldercarenetwork.org 

www.climateworkmaine.org 

www.mainepreservation.org 
www.healthcareforallmaine.org 

Braver Angels/Building Bridges Maine: Program committee, Fights extremism www.buildingbridgesmaine.org 

Greater Portland Landmarks: Advisory Trustee www.portlandlandmarks.org 

www.voanne.org Volunteers of America NNE: Board, Governance. Serves vulnerable Mainers 

Legislative service ('08-12) 
Moderate Caucus Co-Chair 

Judiciary 

Government Oversight 

Insurance & Financial Services 

Health & Human Services 

Congressional Reapportionment 

Became the largest caucus in the 115th Maine Legislature 

Compromise legislation on takings of land by government 

Reformed of the Maine Turnpike Authority 

Created the Joint Select Committee on Healthcare Reform 

Authored the Electronic Health Records law 

Authored the law 

Les graduated from Lake Forest College with a degree in Sociology/ Anthropology. Les and his wife 

Merry (they met in high school) live in an 1815 Alna Cape with 3 barns (with 27  kw of solar panels, 4 

heat pumps, & 3 EV trucks, a greenhouse, and 39 acres with a large organic garden, pasture, & hayfield. 

Together they have 4 children and 5 grandchildren. 

Mail: Restoration Resources PO Box 525 Alna, ME 04535 .  Phone: Les Fosse! (207) 586-5680. Email: 

fossel@oldhouserestoration.com Website www.oldhouserestoration.com Video: https://youtu.be/UJ zSDk3mzg 
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President of the Senate 

THE MAINE SENATE 

132nd Legislature 

Testimony of Senate President Mattie Daughtry 

3 State House Station 

Augusta, Maine 04333 

Before the Joint Standing Committee on Health Coverage, Insurance and Financial Services Regarding 
Rural Maternity Care and Labor and Delivery Services 

August 27, 2026 

Senator Bailey, Representative Mathieson, and distinguished members of the Joint Standing Committee on 
Health Coverage, Insurance and Financial Services, my name is Mattie Daughtry. I represent Senate District 23, 
which includes Brunswick, Chebeague Island, Freep01t, Harpswell, Pownal, and part of Yarmouth, and I have the 
honor of serving as President of the Maine Senate. 

Thank you for holding this hearing and, more importantly, thank you to everyone who came here today to 
share their experiences with maternity care in Maine. 

For the past several months, I have stood alongside families, health care workers, local leaders, and people 
from across Lincoln County fighting to keep labor and delivery services at the Miles campus of Lincoln Hospital. 
We wrote letters, signed petitions, rallied, and asked questions. People shared some of the most intimate stories of 
their lives: difficult pregnancies, emergency deliveries, and babies born safely at Miles. They shared those stories 
because they believed they might help save this service for the next family who needs it. 

On Aug. 6, despite all of that, the MaineHealth Board of Trustees voted to close the Miles Family Bitth 
Center. 

I remain deeply, deeply angered and disappointed by that decision. But what happened at Miles has once 
again forced us to confront something that is so much larger than one hospital or one community. Maine has a 
maternity care crisis, and we cannot continue addressing it one closure at a time. 

As we all know, Miles is not the first labor and delivery unit we have lost and across Maine, maternity units 
have been closing for years. Each closure comes with its own explanation: staffing shortages, declining birth rates, 
changing patient patterns, and the difficulty of maintaining around-the-clock coverage. 

Those challenges are very real. Running a hospital in rural Maine is difficult, and providir1g 24-hour maternity 
care is especially difficult. But difficult cannot become synonymous with disposable. There are many essential 
services we maintain because their value cannot be captured by how many people need them on an average Tuesday. 
We do not decide whether a fire depa1tment is necessary based only on how many houses caught fire last year. Its 
value is in knowing that when a house does catch fire, someone will be there. Labor and delivery care caffies that 
same responsibility. 

Pregnancy does not always follow a schedule. Labor does not wait for good weather, convenient staffing, or 
an open bed an hour away. A complication does not care whether a family has reliable transp01tation, whether Route 
1 is backed up in August, or whether there is a snowstorm in February. 

And that is why the question before us cannot simply be whether an individual hospital can make the numbers 
) 
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work. 

The question has to be: What level of maternity care does Maine believe every family should be able to 
access, how close should that care reasonably be, and what are we willing to do as a state to make that possible? 

Because this is also a question about the survival and future of rural Maine, and the preservation of our way 
of life. 

We spend a lot of time in this building talking about our aging population and workforce sho1iages. We talk 
about attracting young people to Maine, keeping the young people who grew up here, and making it possible for 
families to put down roots in our rural communities. But the reality is that families need housing they can afford. 
They need child care, and schools, and good jobs. And they ultimately need to know that when they decide to have a 
child, safe care will be within reach. At its core, that is why the loss of Miles feels and is so much bigger than the 
closure of one unit. 

What I watched happen in Lincoln County was extraordinary. The community refused to accept that losing 
maternity care was simply inevitable. And so they organized. They learned hospital finances and staffing models. We 
saw nurses, physicians, EMS professionals, parents, business owners, and community leaders came forward. They 
all brought ideas to the table and asked to be pa1iners in finding a solution and they fought for the ability of the next 
generation to be born in the community they call home. 

The outcome was not what we wanted. But their work cannot end with Miles. It has to be the beginning of a 
statewide movement. Today, we have an opportunity to stop reacting hospital by hospital and community by 
community and begin building a strategy for maternity care in Maine; something that will require us asking hard 
questions. 

How do we recruit and retain obstetricians, nurses, midwives, anesthesiology professionals, and the other 
health care workers necessary to maintain these services? What innovative staffing and regional partnership models 
are working elsewhere, and what would it take to make them work here? What role should the state play when an 
essential service is at risk of disappearing? How do we measure access, not simply by miles on a map, but by what 
those miles mean in February weather, during summer traffic, for a family without reliable transportation, or during 
an obstetric emergency? And how do we make sure communities have a meaningful voice before decisions about 
essential services become irreversible? 

We should also recognize that no single person sitting in this room has all of those answers. This conversation 
needs our hospitals as well as the nurses and doctors who know what it takes to safely provide this care. It needs EMS 
professionals who understand exactly what additional travel time can mean during an emergency. It needs 
policymakers, insurers, educators, and people working every day to solve Maine's health care workforce challenges. 
Most imp01iantly, it needs the people who live in the communities affected by these decisions. Everyone, and I truly 
mean everyone, needs to have a seat at the table. 

MaineHealth has committed not to close another labor and delive1y unit within its system for two years, but 
we cannot sit idly by with trust and treat those two years as a reprieve and simply wait for the clock to run out. We 
need to treat it as a deadline to build a long-term vision for maternity care in Maine before another community finds 
itself fighting, with only weeks or months of notice, to save the place where its babies are born. 

The people of Lincoln County fought incredibly hard for Miles, and they deserved a different outcome, as 
did every single community in our state that has Jost access to bi1thing services. Maine rural communities cannot 
simply become another place on the map where babies used to be born. 

Thank you, and I look forward to working with this committee on what comes next. 
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RURAL MATERNITY CRISIS 

TABLE 2: Live Maine Births by Facility 

Facility CY 2024 CY 2023 CY 2022 CY 2021 CY 2020 CY 2019 

Delivered At Home 330 321 324 307 274 227 

Northern Sun (Topsham) - R 4 9 6 9 6 

The Birth House (Bridgton) - R 7 12 5 9 12 

Holly #7 (Bangor) 40 39 9 15 11 

Soft Corner Midwifery (Bath) - R 2 

Women First (Machias) - R 

Free-Standing Birth Center 75 

Bridgton Hospital (2021) - R 27 58 60 

Northern Maine Medical Center (2023) - R 14 46 45 53 43 

St Mary's Regional (2022) 246 482 504 542 

Rumford Community(2023) - R 8 55 84 80 95 

York Hospital (2023) 187 291 265 271 324 

Millinocket Regional (1998) - R 0 1 2 2 

Calais Regional (2018) - R 0 1 1 2 

MH Waldo - A  125 109 97 123 119 137 

Houlton Regional - R 82 90 88 107 103 119 

Mt Desert Island - R 33 59 67 42 62 64 

Northern Light -Inland Hospital - R 208 268 270 270 296 307 

MH Franklin - R 256 281 240 222 237 229 

MH Lincoln - R 132 132 101 111 111 92 

MH Stephens - R 233 204 225 151 147 163 

MH Mid Coast - R 475 528 506 532 464 569 

MH Pen Bay - R  201 202 234 211 225 248 

MH Maine Medical Center Biddeford/Sanford 437 436 476 441 417 505 

MH Maine Medical Center Portland 3330 3236 3313 3157 3055 2942 

Central Maine Medical 735 855 746 525 559 568 

Cary Medical Center - R 214 201 194 195 196 204 

Mayo Regional - R 113 104 112 108 108 85 

Redington-Fairview - R 112 118 103 119 125 125 

Down East Community - R 83 112 141 183 153 177 

MaineGeneral Alfond Center for Health - R 1003 1050 1033 1058 980 1015 

Northern Light-AR. Gould - R 190 177 155 212 166 175 

Northern Light-Mercy Hospital 725 670 682 632 669 638 

Northern Light -Eastern Maine Medical Center 1591 1587 1721 1669 1607 1625 

Northern Light-Maine Coast Hospital - R 259 186 170 184 211 193 

Total deliveries 11,587 11,737 12198 11,962 11,296 11,511 

Source: Maine Center for Disease Control, Office of Data, Research, and Vital Statistics, Communication with Terry Bryant, May 2025. 
Note: R following the hospital name indicates a rural hospital using federal HRSA definition of rural. Gray-shaded area indicates facilities that have closed maternity units as of Dec. 2025. 

64 

Five rural Maine maternity hospitals have fewer than 200 

annual births (MH Lincoln, Mayo Regional, Reding­

ton-Fairview, Down East Community, and NLH A.R. 

Gould), and five more hover just above that (MH 

Franklin, MH Stephens, MH Pen Bay, Cary Medical 

Center, and NLH Maine Coast) (Table 2). 

Alternative reimbursement models (such as add-on 

payments, standby reimbursement, or local government 

ownership of the hospital) could help ensure rural hospi­

tals maintain their maternity units. 

Add-on payments. State and federal policies related 

to Medicaid reimbursements are critical to the survival of 
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Richard A. Bennett 
Senator, District 18 

THE MAINE SENATE 
132nd Legislature 

3 State House Station 
Augusta, Maine 04333 

Joint Standing Committee on Health Coverage, Insurance and Financial 
Services 

Hearing on Labor and Delivery Unit Closures 

August 26, 2026 

Senator Bailey, Representative Mathieson, and honorable members of the Joint Standing 
Committee on Health Coverage, Insurance and Financial Services: I am Senator Rick 
Bennett of Oxford. 

Thank you for convening this hearing on labor and delivery unit clo$ures. 

We <;:annot accept a Maine where families lose access to health care when they need it most. 
Maternity care matters and is worth fighting for. 

The families who are losing this care are being asked to shoulder the burden of a failing 
system. The strength of a state is measured in many ways. One of them is whether families 
can count on care when they need it most. 

The closure of the birthing center at Lincoln Hospital will mark the twelfth such closure in 
the last decade. 

My heart is with the families affected by the recently announced closure - and rural 
communities around the state - who no longer have access to nearby health care. 

Our first moments welcoming a new baby should not be filled with fear. These precious 
moments deserve to be filled with the excitement, love, care, and joy that having a baby 
brings. 

My wife Karen and I live in rural Maine. We drove the hour to Portland for our daughter's 
birth. For our son, we didn't have that luxury. It quickly became clear that we couldn't make 
the drive - that Nate wasn't going to wait for us to make it to Portland. Thankfully, we did 
have a hospital nearby, and an OB was able to meet us there - though he arrived after us. 
Had we not had maternity services at the local hospital; Nate surely would have been born 
on tne-side- of95�- ----- --- - . - . . . . . . - . - . .. . . - - .. ··- • --- •• • -- -- -

And I heard similar stories when I joined the listening session at Great Salt Bay Community 
School. I heard from so many young families, their own stories, their fears. Their hopes for 
the future. 
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And the resounding agreement that access to maternity care is essential to Maine families, 
the future of our state. 

Now, this committee is looking for solutions. Here are my thoughts. 

We have been hearing from providers that staffing is an issue. The Legislature had an 
opportunity to fund the Doctors for Maine's Future program this last session, and it failed to 
do so. This program has proven to be successful, and the State must continue to support it. 

The State must also pay providers on time, and at the appropriate rate. It is unconscionable 
that health providers are needing to take out a line of credit while they wait for the state to 
pay our bills. 

And it is about making sure the people most affected - the families, providers, and 
communities - are heard clearly. Today's hearing is an important step, but it cannot be the 
last time we engage with these communities. 

Because once care disappears from a community, the impact is far reaching. 

It shapes whether people feel confident staying in the area, raising children there, and 
putting down roots. 

Access to maternity care is part of what makes a community livable and sustainable. We 
deserve that for every part of Maine. 

The strength of a state is measured in many ways. One of them is whether families can count 
on care when they need it most. 

Thank you. 

Housing and Economic Development Committee • Government Ov1trsighr Committee 
Sra11t House (207) 287-1505 • Fax (207) 287-1527 • Toll Free J-800-423-6900 • TTY 711 

Rlch11rd.Bennet1@/egislature,malne.gov· • lttglsla11m,111alne,govlsenatl! 

• 



Public Comment from Hannah Pingree to the 

Joint Standing Committee on Health Coverage, Insurance and Financial Services 

. Thursday, August 27, 2026 

Senator Bailey, Representative Mathieson and members of the Health Coverage, Insurance and 

Financial Services, My name is Hannah Pingree and I am from North Haven. Previously, I served 

as Director of the Governor's Office of Policy Innovation and the Future, Speaker of the Maine 

House of Representatives, a state legislator, Co-Chair of the Health and Human Services 

Committee, and a chai r  of my local school board. I am also a parent of two teenage kids. It is 

with that experience that I provide this publ ic comment for this special committee hearing i n  

the wake of the recent MaineHealth decision impacting Lincoln County and  related to the 

broader issues facing families seeking access to health care services across our rural state. 

MaineHealth's vote to close labor and delivery services at Miles Memorial Hospital is a 

devastating decision for families in Lincoln County and a stark reminder that Maine cannot 

continue to treat the loss of local maternity care as inevitable. 

A baby doesn't always wait for good weather, a long drive to a hospital an hour away, or the 

right doctor or midwife to be available. But across Maine, more families are being asked to bet 

on a l l  three. 

In the last decade, we've lost twelve hospital-based birthing units. Nine of those closures have 

come in just the past few years. Rural Mainers whose closest hospital does not have a birthing 

unit now drive more than 45 minutes on average to reach a hospital that delivers babies. 

This is not just a health care problem - it's a safety issue for moms and babies, and an 

economic issue for communities across Maine. 

I know personally what it means to plan around distance and weather. I live on an island twelve 

miles off the coast of Rockland, an hour-long ride on the state ferry and another ten minutes to 

the _nearest hospital. Before both of my chi ldren were born, I moved off-island for a few weeks 

so I wouldn't be stuck on the wrong side of the bay when labor began. 

I was lucky. I had somewhere to ·stay and a job that gave me the flexibil ity to do it. Not every 

family does. A safe place to deliver a baby close to home should not depend on luck or good 

weather. It should be something Maine families can count on. 

That is why I called for a statewide moratorium on labor and del ivery closures for one full year 

after the next governor takes office. That demand from myself and so many others wasn't 



enough to save Lincoln. But it's not too late for the next hospital on this list. We need time to 

find real alternatives before another community loses essential care. 

And, just as urgently, with the loss of delivery units across our state, moms and babies will face 

greater risks and worse health outcomes. Our challenge is not just about stopping the next 

closure, but improving the health outcomes for families now facing a much longer-trip for 

deliveries and care. 

That work starts with money. Maine is receiving approximately $150 mil l ion a year from 

Washington's $SO bil l ion Rural Hea lth Transformation Fund, but federal rules limit di rect 

provider payments to 15 percent of each state's award. That does little for a rural hospital 

struggling to afford and recruit the doctors, midwives and nurses it needs. 

Our congressional delegation and federal health officials need to hear from all elected officials 

that that cap has to come off, so these resources can actually reach the providers our rural 

hospitals depend on. 

This state also needs a statewide maternity care summit - hospital leaders, doctors, midwives, 

state officials, legislators and families in the same room - to find real solutions: shared staffing, 

expanded midwifery care, telemedicine, mobile health units, new reimbursement models. The 

next Legislature and the next governor need to convene that work together, in the first months 

of the next term, before we lose another unit and to improve the health outcomes of families 

who now are traveling longer distances for care. 

The people of Lincoln County have been asking a hard question: What happens if you can't be 

born here, and you can only die here? It doesn't have to be that way. But, as you know, that is 

now the case in several rural counties in Maine. 

When an ambulance and its crew spend hours transporting a woman in labor, they are 

unavailable for the next heart attack, car accident or emergency. Hospitals farther away absorb 

patients they were never meant to serve alone. And young families deciding where to put down 

roots ask whether their community has a hospital nearby when they need it. 

This isn't a problem the next governor can solve alone, and it isn't one this Legislature can solve 

alone either. It's going to take both, working together with Maine's providers and health 

systems, starting now - not after the next campaign, but before the next community loses 

what Lincoln just lost. 

A thriving Maine needs thriving rural communities. Maine does not have to accept the loss of 

maternity care as inevitable. This is a policy choice and we must make a different one. 
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As a MaineHealth employee, I strive to be thoughtfu l ,  
eth ica l ,  and profess ional-I do not represent my employer 
i n  any way in  th is ema i l .  I am an RN at a Maine B i rth 
Center facing an uncerta in  futu re after 27 ded icated years 
to th is un it as our un it has been made aware that we wi l l  
close on  December 1 8  and a l l  laboring patients wi l l  
"transit ion" to another faci l ity severa l  towns away. 

I am a lso a school nu rse part t ime so I see the fi nancia l  
stra in up close, that ou r  fam i l ies face , as I 'm  sure you do 
as wel l .  This is why, as a nu rse, I have some questions .  

There are severa l th i ngs I 've been th i nking about that I 
bel ieve deserve much more consideration before th is 
"transit ion" occurs . 

F i rst, what is the actual financial impact on patients? 

The proposed model seems to create the poss ib i l ity of 
patients moving through  mu lt ip le points of care for a 
s ing le episode. 
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For example ,  a pregnant patient cou ld present to the 
proposed perinatal/postnatal center at my current faci l ity. 
She could undergo an NST, laboratory testi ng , and 
potentia l ly an examination to determ ine her labor status.  I f  
she then develops elevated or severe-range b lood 
pressures, she may need to be sent to our  faci l ity' s  
emergency room for evaluat ion and treatment, potentia l ly 
i nc lud ing IV labeta lo l  or magnesium su lfate . I f  she then 
requ i res transfer to the other hospita l ,  there cou ld  be 
another EMS charge, another hospital encounter , and 
another set of hospital charges . I f  she stab i l izes and is  
u lt imate ly d ischarged on an ora l  med ication such as 
n ifed ip ine rather than be ing admitted for del ivery ,  she 
cou ld potentia l ly repeat th is process mu lt ip le times du ring 
the remainder of her pregnancy .  

I rea l ize that the exact cl i n ica l  pathway and b i l l ing wou ld 
depend on the circumstances , but th is  ra ises a bigger 
question :  

Has MaineHealth actual ly calculated what the closure 
wi l l  mean financia l ly for patients who need eva luation 
or emergency care but don't u ltimately del iver? 

Some of our  patients have no i nsurance or  are under 
insured . How do we account for this? 

And if the new model creates mu lt ip le add itiona l  
encounters , faci l ity fees , ambu lance charges , emergency 
department charges, laboratory charges, and other  out-of-

2 
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pocket expenses , what plan does MaineHealth have to 
offset those add itional  costs for patients? 

I f MaineHea lth is describ ing the new model as an 
equ iva lent or safe rep lacement for local matern ity care ,  I 
th i nk  the fi nancia l  burden p laced on the patient needs to 
be part of that analys is-not s imply the fi nancial cost to 
the health system.  

Second,  I th ink  we need to ta l k  about conti n u ity and 
ph i losophy of care . 

Li ncoln and Mid Coast are both part of MaineHealth , but 
they don't necessari ly have identical approaches to 
ch i ldb i rth . 

Our  patients have chosen L incoln in part because of the 
type of care they receive here-the amount of t ime spent 
with them , the education they receive ,  the emphasis on 
physio log ic b i rth , labor support ,  breastfeeding ,  skin-to­
ski n ,  shared decis ion-making ,  and avoid ing unnecessary 
intervention when it is  cl i n ica l ly appropriate. 

If patients receive prenatal/perinatal education and then 
are transferred to a complete ly d ifferent cl i n ica l  
environment, how wi l l  MaineHealth ensure conti nu i ty 
in  the ph i losophy and expectations of care? 

What happens if  the education a patient receives at 
the local faci l ity d iffers from the pol icies, practices , or 
c l in ical  approach she encounters at the receiving  
faci l ity? 
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How wi l l  patients know what to expect? 

How wi l l  the ir  b i rth preferences and informed choices 
fol low them? 

And perhaps most important ly, how wi l l  MaineHealth 
ensure that patients aren't p laced in  a s ituation where 
they feel that the on ly way to move care forward is 
th rough i nterventions they weren't  expecti ng or 
weren't adequately counseled about? 

I 'm  not suggesting that the other faci l ity provides poor 
care . I 'm  asking how MaineHealth i ntends to 
preserve continu ity of patient-centered care when it is 
moving patients from one model of matern ity care to 
another? 

I a lso th i nk  there are some very important questions 
about what happens after December 1 8  when a pregnant 
patient presents unexpectedly to Linco ln  Hospita l .  

What exactly is the emergency plan? 

Who wi l l  provide the care? 

What happens with a precip itous del ivery, shou lder 
dystocia, postpartum hemorrhage, eclampsia, cord 
prolapse, or a baby requ i ring resuscitation? 

What happens i f  an ambulance isn't immediately 
avai lable, Mid Coast is on d iversion,  or winter 
weather s ign ificantly delays transport? 

And what happens financia l ly and emotional ly to the 
patient and fam i ly when they are repeatedly moved 
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between outpatient care, the ER, EMS, and then the 
receiving hospita l? 

I also th i nk  there are important quest ions about what 
a lternatives were considered before decid ing that closure 
was the only susta inable option ,  and whether every 
reasonable staffi ng and coverage model was tru ly 
explored-I do not fee l  there was adequate attempts to 
advertise for L inco ln ,  on ly for Mid Coast and Pen Bay. 

I don 't want to assume that I know the legal answers to 
any of th is .  

I care deeply about our patients , our commun ity, and the 
people I work with . I a lso care about mainta in ing my 
professiona l ism and being able to conti nue doing my job.  

There are so many layers to th is decis ion that I don 't th ink  
have been adequate ly explored yet . The quest ion isn ' t  
s imply where babies wi l l  be del ivered . I t 's what happens 
to the mother and baby before ,  du ri ng ,  and after that 
del ivery-and what the fi nancia l ,  cl i n ica l ,  emotiona l , and 
logistical consequences are for fam i l ies. 

Who wi l l  provide counsel and support to the mothers who 
expected to b i rth their babies at m i les? Some have had 
mu lt ip le ch i ldren at m i les and now are forced to de l iver 
the ir  next baby e lsewhere .  This is traumatic and 
d isappoint ing for fam i l ies, to leave their fam i l ia r  
environment at their most vu lnerable t ime. 

The fact that mainehealth so unapologetica l ly  is wi l l ing to . 
d ism iss 1 6  fu l ly  tra ined , specia l ized nu rses from their 
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ro les and the i r  staff is so d ishearten ing . Many of us have 
certifications and dedicated hours specifica l ly geared 
towards obstetrics , postpartum and newborn care as 
wel l  as lactation and materna l  i nfant education . 

I 'm asking ,  is there a way to delay or preferably ,  stop a l l  
together, th is rushed plan to cease services the local 
commun ities were promised? How can such a large 
" leader i n  healthcare" so haphazard ly choose to close 
without p lans in p lace for the ir  staff and patients? If those 
p lans are in place ,  shouldn ' t  the publ ic be al lowed to see 
this cons idering they have conti nued to accept pregnant 
women into thei r  practice? 

What wi l l  happen if patients choose to del iver at Pen 
Bay instead of Mid Coast as I presume wi l l  be the 
case considering  the traffic bottleneck of Wiscasset? 
I s  Pen Bay ready for an infl ux of poss ib ly 1 30 patients­
real ly 260 or more considering each mother and baby 
counts and needs proper care? Has anyone at the 
leadersh ip level at MaineHealth who don't work d i rectly 
with patients thought any of this th rough? 

Thank you for your  t ime and consideration .  The fact that 
th is closure has become so broad and could help other 
maine faci l it ies remain open is the on ly th ing that g ives 
me peace about a l l  of th is .  
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Sincerely, 

Candace Crocker 

(BSN RN I BCLC NCSN) 
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