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Introduction 

Maternal care deserts, defined as counties that have no hospitals or birthing centers offering 

obstetrics care and no obstetrics providers, have grown sharply across North Carolina. From 

2013 to 2023, nine hospitals in primarily rural counties eliminated their labor and delivery 

services, while additional facilities reduced services or delivery capacity. Of the 78 counties in 

North Carolina, 21 are classified as maternal care deserts, and an additional 17 are considered 

low-access, meaning they have fewer than two hospitals or birth centers and fewer than sixty 

obstetrics providers1,2.  

Living in a maternity care desert is associated with significantly higher risks of maternal 

mortality and pregnancy-related complications3. These risks are further elevated for patients 

with gestational diabetes4 or pre-existing Type 1 and Type 2 diabetes5. Diabetes during 

pregnancy is linked to higher rates of maternal complications, fetal morbidity, and long-term 

metabolic disease in offspring, making access to consistent prenatal care and monitoring 

essential.  

The Rural Obstetrics Readiness Act can act as a practical framework to reduce maternal risk in 

North Carolina by strengthening rural obstetric emergency preparedness, expanding telehealth 

capacity, and improving care coordination and treatment options for pregnant patients with 

diabetes.  

Diabetes in North Carolina 

Rates of diabetes in pregnancy, including pre-existing diabetes and gestational diabetes, have 

been steadily increasing. The risk for developing both diabetes mellitus and gestational 

diabetes mellitus is also shown to be higher in rural areas compared to urban areas6, putting 

pregnant individuals in rural communities at an elevated risk for pregnancy complications. Poor 

glycemic control during pregnancy is associated with an increased risk of miscarriage, 

hypoglycemia, NICU admission, and operative delivery7.  



 
 

   

 

The consequences of diabetes during pregnancy extend beyond delivery. Children born to 

mothers with unmanaged diabetes face higher risks of developing type 2 diabetes and obesity 

later in life8. For this reason, maintaining glycemic control during pregnancy is critical for both 

immediate and long-term outcomes9. 

The economic consequences of poorly controlled diabetes are substantial and should not be 

overlooked. One study estimates that gestational diabetes alone, from pregnancy to 5 years of 

post-partum, generates a cost of $4.8 billion. This cost is largely borne by the health care 

system through direct medical expenses, including prenatal visits, hospitalization, medication 

management, and neonatal care. A significant portion, however, can also stem from indirect 

costs–specifically, productivity loss resulting from missed workdays, reduced working capacity 

due to diabetes-related complications, and, in extreme cases, long-term disability. Additionally, 

NICU stays—a common complication of diabetic pregnancies—can cost anywhere between 

$3,000 to $5,000 a day, with the median cost per hospitalization just under $30,00010. After also 

factoring in long-term costs of childhood obesity or type 2 diabetes in a patient’s offspring, the 

financial burden of care extends far beyond delivery.  

To effectively manage their diabetes during pregnancy, patients must have access to frequent 

monitoring, regular follow-ups, and specialized care such as endocrinology or maternal-fetal 

medicine. Unfortunately, these resources are often limited in rural health systems. According to 

Cristina Saldanha, a women’s health Physician Assistant-Certified practicing in Winston-Salem, 

North Carolina, her patients who travel farther for visits often have compounding variables 

impeding their care. These include the lack of access to different pharmacies for better 

medication pricing, limited access to healthy foods, or even lack of transportation for medical 

care. As a result, pregnant patients with diabetes living in rural areas face compounding barriers 

to adequate care.   

Rural Obstetrics Readiness Act 

The Rural Obstetrics Readiness Act11, proposed in 2025, would establish and expand federal 

grant programs to hospitals in rural areas, or areas with maternal health care professional 

shortages, to train staff and practitioners, develop a robust workforce, and purchase equipment 

related to obstetric emergencies. This legislation authorizes $5 million annually for fiscal years 

2026 through 2028 to develop training programs and education about obstetric emergencies.  

To qualify for the federal grant programs, health care facilities must be located in a rural area 

and lack an obstetrics unit. Funds from this grant can be used to hire additional staff, train 

existing personnel on obstetric emergencies, coordinate and provide interdisciplinary training, 

as well as purchase and train on equipment needed to aid and stabilize individuals experiencing 

obstetric emergencies. The Rural Obstetrics Readiness Act would also allow for the 

development and expansion of maternal telehealth services. Although this legislation centers 

on emergency preparedness, its telehealth provisions open up a useful avenue to strengthen 

ongoing care for high-risk patients. 



 
 

   

 

 

Challenges of Diabetes in NC Rural Pregnancies 

North Carolina’s rural health care landscape complicates the challenge of managing diabetes 

during pregnancy. With the second-largest rural population in the nation, rates of both pre-

existing and gestational diabetes are higher.  

At the same time, maternal mortality in North Carolina has been on the rise, doubling from 2019 

to 202112. Preterm birth rates follow a similar pattern—the state’s preterm birth rate is 10.8%, 

exceeding the national average of 10.55% and is strongly associated with chronic health 

conditions. Notably, 76% of counties in North Carolina have both a high burden of chronic health 

conditions, and an elevated risk of preterm birth1.  

Access to care across North Carolina further complicates these risks. In rural areas across the 

state, over 60% of women live over 30 minutes from a birthing hospital, compared to 

approximately 12% of women living in urban areas1. In a high-risk pregnancy, a delay in reaching 

care can be the difference between a manageable complication and a maternal emergency. 

Taken together, these factors create a population with both increased clinical risk and reduced 

access to care.  

Potential Solutions 

1. Rural Obstetrics Readiness Act Implementation 

As outlined in the Rural Obstetrics Readiness Act, maternal telehealth access programs should 

be expanded across North Carolina. In the case of women with diabetes, these telehealth 

programs should specifically include access to endocrinologists and other providers trained in 

diabetes management. Telehealth implementation has been shown to decrease the frequency 

of large-for-gestational-age births for women with Gestational Diabetes Mellitus (GDM) in a 

large rural hospital13.  

Evidence on telehealth’s effect on maternal and fetal outcomes is mixed, though studies 

consistently show improved patient satisfaction and more frequent clinical follow-up14. In rural 

settings, where access to care alone is a primary barrier, increasing the frequency of patient 

touchpoints may help to prevent complications before they escalate. These programs could be 

directly supported through the telehealth provisions of the Rural Obstetrics Readiness Act.  

The legislation’s emphasis on obstetric emergency preparedness also offers an opportunity to 

expand simulation-based training for high-risk scenarios associated with diabetes in pregnancy. 

This should include training for diabetic ketoacidosis (DKA)15, fetal distress16, and emergency 

cesarean delivery—all common complications of diabetes in pregnancy. In low-volume rural 

settings, where a provider might encounter DKA or emergency cesarean delivery only rarely, 



 
 

   

 

simulation-based training offers a process to maintain competency and increase provider 

confidence in managing such an emergency.  

2. Strengthening Maternal Care Networks 

In addition to emergency preparedness, strengthening maternal care networks is necessary for 

improving patient care. Programs like those developed in the Rural Maternity and Obstetrics 

Management Strategies (RMOMS) program serve to connect high-risk pregnant patients with 

qualified OB-GYNs, maternal-fetal medicine providers, and other health care professionals17. 

Two such complementary programs exist in North Carolina—the Pregnancy Management 

Program18, which connects high-risk, Medicaid-enrolled patients with a dedicated care 

coordinator and care team, and the Care Management for High-Risk Pregnancies program19, 

which similarly identifies patients at risk for adverse birth outcomes, provides personalized care 

management, and coordinates specialist referrals. Expansion, better integration, and continued 

funding of these systems would improve care coordination and ensure that high-risk patients 

can receive appropriate and timely referrals.  

3. Workforce Expansion 

Of course, maternal care cannot improve without proper staffing and workforce expansion. Loan 

repayment programs, such as the North Carolina Loan Repayment Program (NCLRP)20 and the 

National Health Service Corps (NHSC)21, provide financial incentives for providers to practice in 

rural areas. Evidence suggests, however, that they tend to have a more profound effect on 

retaining providers already inclined to work in a rural area than recruiting entirely new ones22. As 

such, they should be considered one part of a broader workforce strategy, rather than a 

standalone solution.  

4. Remote Monitoring Opportunities 

Improving access to remote monitoring technologies is another key opportunity in improving 

birth outcomes. Continuous glucose monitoring (CGM) has been shown to improve maternal 

glucose control, reduce large-for-gestational-age births, decrease severe neonatal 

hypoglycemia, and shorten the length of infant hospital stays23. Christina Saldanha, PA-C, called 

CGMs “the best tool” for informing and empowering patients with diabetes. She states that 

watching real-time trends in their blood sugars is often the most impactful change for her 

patients. Despite these benefits, North Carolina Medicaid currently only covers CGMs for 

patients with insulin-dependent diabetes. Expanding coverage to both insulin-independent and 

insulin-dependent diabetic pregnancies would represent a targeted policy change with 

significant potential to improve maternal and neonatal outcomes. 

The cost-effectiveness argument for broader CGM coverage is quite clear. A CGM device can 

cost approximately $100–$150 per month—less than a fraction of a percent of the average 

NICU stay. Given that CGM use has been shown to reduce both neonatal hypoglycemia and 

length of neonatal hospital stay, expanding Medicaid coverage to insulin-independent diabetic 



 
 

   

 

pregnancies would save money for healthcare systems in both the short-term and the long-

term24. 

Implementation 

Putting these recommendations into practice requires a coordinated effort that makes full use 

of funding available through the Rural Obstetrics Readiness Act, while also building on to the 

existing health care infrastructure in North Carolina. The goal is not to create a new system, but 

to strengthen and connect what is already in place in a way that better supports high-risk 

pregnancies—especially those complicated by diabetes. 

Though the legislation’s $5 million annual budget is an important starting point, it is meager in 

comparison to the scale of need. North Carolina alone sees maternal complications and 

preterm births that cost the health care system an estimated hundreds of millions of dollars per 

year in hospitalization fees, long-term care, and lost productivity25. It will be essential for funding 

to be prioritized toward the highest-need counties and highest-yield interventions, namely, 

infrastructure for telehealth and CGM expansion, to maximize the legislation’s impact within 

these constraints. A phased approach would likely be most realistic, with initial pilot programs 

established in the highest-need counties, focusing on telehealth and basic training. Over time, 

these programs can expand into more comprehensive regional care networks, connecting rural 

providers with specialists in maternal-fetal medicine and endocrinology.  

To measure quantitative impact, several key outcomes should be tracked: improvements in 

glycemic control during pregnancy, reductions in maternal complications, fewer emergency 

interventions, and decreased need for neonatal intensive care. Equally as important are access-

related measures. –Reduced travel time and increased frequency of prenatal visits would be 

good starting criteria. These metrics will help to determine whether these interventions are truly 

improving care for patients at risk. 

Qualitative impact, however, is best measured through patient surveys and testimonials. 

Surveys, administered at key prenatal milestones, can assess changes in perceived access to 

care, satisfaction with provider communication, and confidence in managing diabetes 

throughout pregnancy. Patient testimonials and community member perspectives would offer a 

similar layer of insight, capturing the experience of rural pregnant patients in a way that data 

alone cannot. Together, these tools paint a more complete picture of whether these 

interventions are reaching the patients who truly need them most.  

Conclusion 

Maternal health disparities in the United States are not evenly distributed, and rural communities 

continue to face some of the greatest barriers. In North Carolina, the growing number of 

maternal care deserts, combined with rising rates of diabetes in pregnancy, highlights an urgent 

need for intervention. Pregnancies complicated by diabetes, including gestational diabetes 

mellitus, type 1 diabetes, and type 2 diabetes, require consistent monitoring, access to 



 
 

   

 

specialized care, and the ability to respond quickly to complications. These are the exact 

resources rural healthcare systems are often least equipped to provide.  

The Rural Obstetrics Readiness Act can provide an important starting point by investing in 

training, emergency preparedness, and telehealth. Its impact, though, will depend on how these 

resources are used. If these resources are intentionally applied to the management of high-risk 

pregnancies, and not just acute emergencies, but prevention, we have an opportunity to 

meaningfully improve outcomes. With focused implementation and sustained attention, policies 

like the Rural Obstetrics Readiness Act can play a key role in improving maternal health in rural 

communities. 
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