
KANSAS JOURNAL of  M E D I C I N EPatient Perspectives of Rural Kansas 
Maternity Care

Meghan Blythe, M.D.1, Kathryn Istas, MPH2, Shane Johnston, 
MPA3, Jasmine Estrada, M.D.1, Maci Hicks, M.D.1, Michael 

Kennedy, M.D.4 
1University of Kansas School of Medicine, Kansas City, KS

2American Academy of Family Physicians, Leawood, KS
University of Kansas School of Medicine, Kansas City, KS

3Office of Medical Education
4Office of Rural Medical Education

Received Oct. 11, 2020; Accepted for publication May 5, 2021; Published online Sept. 1, 2021
https://doi.org/10.17161/kjm.vol1414752

ABSTRACT
Introduction. Pregnant women in rural areas face a unique set of 
challenges due to geographic maldistribution of obstetric services. The 
perspectives of rural Kansas women were sought regarding experience 
of birth and satisfaction with maternity care.
Methods.xMedical student research assistants facilitated discussion 
groups and structured interviews in rural Kansas communities dis-
tributed throughout the state with women who had an uncomplicated 
delivery in the last 24 months. Participants were recruited via conve-
nience sampling from clinic medical records and appointments over a 
two-to-three-week period. Guiding questions were used to facilitate 
discussion. Survey instruments were used to gather information about 
satisfaction with maternity care. Data for qualitative and quantitative 
analysis was aggregated using Rural Urban Commuting Area (RUCA) 
codes.
Results. Fourteen groups with 47 total participants completed the 
survey and discussion. Participants came from large rural, small rural, 
and isolated areas in Kansas as described by RUCA Code Four Cat-
egory Classification. Survey results indicated that satisfaction with 
maternity care in participants’ home county was significantly higher in 
small rural and isolated compared to large Rural RUCAs. Qualitative 
analysis results showed positive experiences related to doctor char-
acteristics, relationship with doctor, doctor’s involvement with care, 
alternative labor options, and distance convenience. Negative experi-
ences were related to doctor bedside manner, doctor not there until 
delivery, and staff related complaints.
Conclusions. Kansas women in small rural and isolated RUCA codes 
appeared to be more satisfied with care. Kans J Med 2021;14:220-
226

INTRODUCTION
Women’s satisfaction with maternity services is an important 

measure of quality and is integral to any assessment of quality or plans 
for improvement of maternity care.1 Studies have suggested that quality 
of care is a complex concept.2-7 Many factors contributed to women’s 
satisfaction including organization of care, resources, facilities, per-
ceived physician concern, communication with physician and staff, 
perception of shared decision-making, perceived safety, and the tech-
nical competence of the practitioner. 

Women in rural areas face a unique set of challenges due to a geo-
graphic maldistribution of obstetric services.8 In 2012, half of U.S. 
counties lacked a single obstetrician-gynecologist. Overall, the density 

of obstetrician-gynecologists declined from metropolitan to micro-
politan to rural counties.9 Family physicians play an important role 
in providing maternity care services in U.S. rural hospitals, including 
cesarean deliveries.10 While small rural hospitals providing maternity 
care services by family physicians showed no evidence of difference in 
perinatal outcome,11 the challenges of decreased access and increased 
distance to travel for maternity care have been correlated with an 
increase in adverse birth outcomes.12,13 The impact of rurality on mater-
nal satisfaction has been studied previously; however, the correlations 
vary and there is a lack of research on rural care in America. Studies in 
Australia,14 New Zealand,15 and Northwest Ethiopia16 showed a negative 
correlation between rurality and maternity care satisfaction; whereas a 
study from Nepal17 showed a positive correlation, and a Scottish study18 
showed no correlation. Additionally, two Canadian qualitative studies 
reported that birth experience was influenced by geographic realities, 
the availability of local health services resources, and relational care 
characterized by time spent with the patient, continuity, and person-
alization.19-20

No assessment of satisfaction of maternity care has been conducted 
in rural Kansas, though variation in population density and population 
to physician ratio would suggest that differences might be found.21 We 
hypothesized that geographical area and access to maternity care in 
rural and remote areas in Kansas impact the maternal birth experience 
and satisfaction with care.

METHODS
Study Design. Rural-Urban Commuting Areas (RUCA) were used 

to stratify the rurality of the maternal care experiences. The University 
of Washington published a four-category classification scheme using 
a division of the RUCA codes into urban, large rural, small rural, and 
isolated areas.22 Using the ERS 2010 RUCA code database22 and the 
University of Washington four-category classification scheme,23 14 
family medicine clinics in 12 Kansas communities representing large 
rural, small rural, and isolated RUCAs were identified as medical 
student clinical rotation sites that offered maternity care with labor 
and delivery. Thirteen second-year medical students placed in these 
communities conducted the patient recruitment, informed consent, 
discussion, and survey facilitation at their respective site according to a 
standardized protocol. The family medicine clinics were a combination 
of private and hospital associated clinics. 

Inclusion criteria included women 18 years old or older who had 
given birth without significant complications in the past 24 months. 
Patients with birth complications were excluded as it was a project 
goal to explain satisfaction with a typical birth experience and compli-
cations were expected to occur rarely. Patients meeting the inclusion 
criteria were recruited via convenience sampling and were identified 
from the clinic medical records and were invited via phone call using a 
standardized script or while in clinic for an appointment to participate 
in the study. No incentive was provided for participation.

This investigation employed a cross-sectional study design using a 
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combination of discussion groups/structured interviews and a single 
administration of a survey instrument. Groups utilized the same 
set of questions (Table 1), protocol, and informed consent. These 
guiding questions were developed from a similar focus group study 
assessing maternity care,20 the input of the Kansas Rural Obstetrics 
Access Taskforce patient and community workgroup,24 and utilized 
the approach to conducting a focus group described by the Mobiliz-
ing for Action through Planning and Partnerships (MAPP) Network 
developed by the National Association of County & City Health 
Officials.25 Discussions and interviews were led according to a stan-
dardized protocol by a trained medical student research assistant and 
were audio recorded. Transcription was completed by a third-party 
and transcripts were used for qualitative analysis. Participant iden-
tifying information was not tied to the discussion comments for the 
purpose of anonymity.

Table 1. Guiding questions for all discussion groups.
1.  Tell us about your experience of birth.
2.  What maternity care services did you have access to in your community?
3.  How satisfied were you with the services available?
4.  Did you go to another community for maternity care, and if so, why?
5.  What items are important in choosing where you get maternity care?
6.  If you could change things to promote better maternity care in your   
      community, what would they be?

In addition to facilitated group discussion, participants completed a 
paper survey. Survey responses were recorded by research assistants. 
Study data were managed using the REDCap® electronic data capture 
tools hosted at the University of Kansas Medical Center. REDCap® 
is a secure, web-based software platform designed to support data 
capture for research studies providing: 1) an intuitive interface for vali-
dated data capture; 2) audit trails for tracking data manipulation and 
export procedures; 3) automated export procedures for seamless data 
downloads to common statistical packages; and 4) procedures for data 
integration and interoperability with external sources.26,27  

The survey obtained participant zip code of residence (which was 
used to look up the RUCA code), age, ethnicity, average annual house-
hold income, level of education, number of deliveries, miles traveled 
to most recent delivery, and satisfaction of maternity care in home 
county. These survey questions were developed from the input of the 
Kansas Rural Obstetrics Access Taskforce patient and community 
workgroup,24 and were based on bypass behavior, distance to delivery 
options, number of deliveries, ethnicity, age, and income.28 Participant 
identifying survey information was not linked to patient discussion 
group comments for anonymity. The University of Kansas Medical 
Center Institutional Review Board approved this study protocol.

Data Analysis. The primary outcome of interest was patient sat-
isfaction of rural maternity care. This outcome was investigated using 
a mixed methods approach with qualitative analysis of discussion 
group transcriptions and quantitative analysis of survey results. The 

qualitative analysis began with development of the codebook of words, 
phrases, and patterns by two principal investigators. Each of the 14 
transcripts was coded using the codebook by three team members, 
including two medical student research assistants previously involved 
in discussion group facilitation and one principal investigator. Any dis-
agreements between the three coders were resolved by discussion. To 
ensure consistency, quality, and accuracy, each of the completed coded 
transcripts was reviewed and discussed by the entire team. Codes were 
added and/or combined as needed based on team consensus.

An inductive analysis of the transcripts was conducted to capture 
richness beyond the language constraints built into the codebook. 
The team discussed each transcript and compiled emerging ideas into 
thematic categories. Team members then pulled quotes from corre-
sponding transcript segments to support the themes. 

Quantitative analysis of survey data used Spearman correlation 
to measure the association between satisfaction and the following 
socio-demographic characteristics: RUCA code, average household 
income, education level, ethnicity, age, multiple pregnancies vs. first 
time, and miles travelled for prenatal care. Self-reported satisfaction 
was measured by a single item asking participants to express their level 
of agreement with the following statement: “I am satisfied with mater-
nity care services in my home county”. Responses were collected on 
a 5-point Likert scale ranging from “strongly agree” to “strongly dis-
agree”. Variables were recoded from ordered categories to numeric 
levels, with level 1 corresponding to the level lowest in magnitude (i.e., 
smallest RUCA category, least frequent, least satisfied, lowest educa-
tion level, least time or distance travelled). Partial correlation measured 
the association between RUCA and satisfaction, controlling for dis-
tance travelled. Statistical analysis was conducted using R version 4.0.5. 
All analyses were based on two-tailed tests with alpha = 0.05. 

Variables for hospital in zip code, hospital with labor and delivery 
in zip code, hospital in county, and hospital with labor and delivery in 
county were derived via internet search from patient reported zip code. 
Patients also reported the hospital location of their most recent deliv-
ery. This was compared to the search results for hospital in county with 
labor and delivery and hospital in zip code with labor and delivery to 
derive the variables for most recent delivery in hospital with labor and 
delivery in county and most recent delivery in hospital with labor and 
delivery in zip code. Variables for county and zip code were derived and 
reported as zip code correlates with RUCA designation; however, many 
rural hospital resources were designated by county. 

RESULTS
Participants. Fourteen groups with 47 total participants com-

pleted the survey and discussion. Average group size was three 
participants. The 14 discussion groups were held in 12 Kansas 
counties distributed throughout the state as shown in Figure 1. The 
participants were an average of 28.3 years old (range 20 - 37 years), 
Caucasian (96%), and had a mean annual household income greater 
than $50,000 (68%). Participants were distributed by RUCA codes 
per four-category classification as follows: 17/47 (36%) large rural, 
13/47 (28%) small rural, and 17/47 (36%) isolated. Subject demo-
graphics are shown in Table 2. 
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Table 2. Participant descriptive statistics and demographics.*
Variables Total (N = 47)
Age** 28.3
     20 - 24 11 (23%)
     25 - 29 18 (38%)
     30 - 34 13 (28%)
     35 - 49 5 (11%)
Ethnicity
     White/Caucasian 45 (96%)
     Other 2 (4%)
Education level
     Some high school, no diploma 1 (2%)
     High school graduate 2 (4%)
     Some college credit, no degree 9 (19%)
     Trade/technical training 1 (2%)
     Associate degree 13 (28%)
     Bachelor’s degree 18 (38%)
     Master’s degree 3 (6%)
Annual household income
     Less than $10,000 1 (2%)
     $10,000 - $14,999 0 (0%)
     $15,000 - $24,999 4 (9%)
     $25,000 - $49,999 13 (28%)
     $50,000 - $99,999 24 (53%)
     $100,000 - $149,999 4 (9%)
Number of births (including the birth within last 24 months)

     1 22 (47%)
     2 16 (34%)
     3 5 (11%)
     4 3 (6%)
     5 or more 1 (2%)
Distance traveled for most recent delivery
     0 - 20 miles 37 (79%)
     20 - 40 miles 8 (17%)
     40 - 60 miles 2 (4%)
Four-category RUCA codes
     Large rural 17 (36%)
     Small rural 13 (28%)
     Isolated 17 (36%)
Hospital in zip code 32 (68%)
Hospital with labor and delivery in zip code 30 (64%)
Hospital in county 46 (98%)
Hospital with labor and delivery in county 42 (89%)
Delivery at hospital with labor and delivery in zip code 28 (60%)
Delivery at hospital with labor and delivery in county 37 (79%)

*Data are given as number of participants (percent of total N=47) unless oth-
erwise indicated. 
**Data are given as the mean.
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Figure 1. RUCA map of Kansas using a four-code description showing locations 
of discussion groups with a four-point star.23

Of the 47 participants, 32 (68%) had a hospital in their zip code, 30 
(64%) had a hospital with labor and delivery in their zip code, 46 (98%) 
had a hospital in their county, 42 (89%) had a hospital with labor and 
delivery in their county, 28 (60%) reported delivery at a hospital with 
labor and delivery in their zip code, and 37 (79%) reported delivery at 
a hospital with labor and delivery in their county. 

Quantitative Analysis. Satisfaction survey responses grouped by 
RUCA levels are shown in Figure 2. Higher satisfaction was associated 
with more rural RUCA levels (r = -0.52, p < 0.001) and with shorter 
distance travelled for prenatal care (r = -0.31, p < 0.05).  Higher satis-
faction also was associated with more positive responses across other 
survey questions. For example, higher levels of satisfaction were asso-
ciated with greater likelihood of delivering future children at the same 
place (r = 0.50, p < 0.001) and greater likelihood of recommending the 
same place to another person (r = 0.36, p < 0.05).

Partial correlations were used to examine the relationship between 
RUCA level and satisfaction after accounting for the relationship 
between proximity to a hospital and satisfaction. The partial correla-
tion between RUCA level and satisfaction was r = -0.48 (p < 0.001) after 
adjusting for whether respondents had a hospital offering obstetrical 
services in their county or zip code. The partial correlation between 
RUCA level and satisfaction was r = -0.36 (p < 0.05) when further 
adjusting for level of agreement with the statement, “I will go for obstet-
rical services wherever I have the most confidence in the hospital and 
facilities whether this is in my county or not”.

Qualitative Analysis. A range of one to six participants was includ-
ed per discussion group/structured interview with an average of three 
participants per discussion group.  Using the codebook, discussion 
group participants’ stories of their birth experiences (responses to 
Question 1) were coded as positive or negative and responses to Ques-
tions 2 - 6 were categorized accordingly.

The mention of themes during the participant discussion groups/
structured interviews, shown in Table 3, provided insight into the differ-
ence of participant satisfaction by rurality. The codes were binary and 
counted if the theme was mentioned during the discussion/interview. 
This avoided a group of more participants having more cumulative 
codes.



KANSAS JOURNAL of  M E D I C I N E
PATIENT PERSPECTIVES OF MATERNITY CARE
continued.

Figure 2. Satisfaction survey responses grouped by RUCA Code (n = 47).

More isolated discussion groups mentioned positive birth experi-
ences related to their doctor being family medicine trained, details 
about their hospital room, and other positive birth experiences that 
included personal attention from staff and immediate skin to skin 
contact with the baby. Participant quotes from isolated discussion 
groups supporting these themes included:  

• "[The doctor] is my general practitioner as well so they knew [my 
past medical history]. So they took care of me the whole time and 
would monitor my pregnancy and other conditions; that really did 
help."
• "I like the really big windows in my room. The natural light made 
such a big difference because I was exhausted but wasn't disori-
ented."
• "The personal attention really helped; I was the only person deliv-
ering in the hospital." 

More small rural and isolated discussion groups mentioned posi-
tive birth experiences related to convenience. Participant quotes from 
isolated and small rural discussion groups supporting the theme of con-
venience included:

• "[The hospital location] was very convenient. My doctor told me 
that if my water was to break naturally, then I would have time to 
shower and get something to eat. I had plenty of time for all of that. 
Had I not lived in the same town [as the hospital] I'm not sure if I 
would have taken the time to shower and eat something before I left. 
I probably would have been a little bit more freaked out of having to 
drive 30 minutes to the nearest hospital."
• "I was very glad that we were only 10 minutes away [from the hos-
pital] because I think I had 4 contractions in the car and I don’t think 
I could have done too many more because my baby was born soon 
after got to the hospital."

Additionally, more large rural discussion groups mentioned nega-
tive birth experiences related to their doctor. Poor bedside manner, 
doctor not there until delivery, and delivery with a different doctor were 
sub-themes identified. Participant quotes from large rural discussion 
groups supporting the theme of doctor related negative birth experi-
ences included: 

• "[The doctor] had really bad bedside manners and the whole 
experience was just miserable."
• "I thought the doctor should have been checking on me the whole 
time I was in the hospital, but she didn't come until the very last 
minute."
• "I had my baby on a weekend, and my doctor wasn't there. So I had 
a different doctor who I did not care for at all."

Themes identified as being "Factors Important in Choosing Care" 
are shown in Table 4. Across discussion groups/structured interviews 
held in large rural, small rural, and isolated Kansas RUCAs, more iso-
lated discussion groups mentioned family medicine trained and doctor 
characteristics as factors that were important to their choice of care. 
Participant quotes from isolated discussion groups supporting these 
themes included:

• "I preferred a family doctor. [The doctor] can be your OB, your 
doctor, and your kid’s doctor. So everything."
• "[The doctor] is relatable and understands my lifestyle and reli-
gious beliefs."

More small rural and isolated discussion groups mentioned con-
venience as being important to choosing maternity care. Participant 
quotes supporting the theme of convenience included:

• "I work full time and didn't want to take off half a day to doctor in 
the neighboring county."
• "My husband is a farmer and busy certain times of year; that puts 
me on my own if I need to come in fast so I wanted to deliver some-
where close."
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Table 3. Mention of themes by four-category RUCA in response to Question 1 (Tell us about your experience of birth).
Four-category RUCA by zip code of discussion 
group location Large rural Small rural Isolated

Theme Sub-theme (examples) n = 4 n = 5 n = 5

Positive experience

Doctor related

Doctor characteristics (available, open, makes me 
laugh, supportive, communication/bedside manner, 
trust/confidence, trust/respect of other doctors, par-
ent/doctor has kids too)

4 3 5

Family medicine trained/"general practitioner" 2 - 3
Staff related (OB nurse, nurse, midwife, lactation consultant) 4 3 5
Resource related Room related (own room, natural light) 1 1 3
Distance related Convenience 1 3 4
Medical related (VBAC, epidural) - 2 1
Other (personal attention, immediate skin to skin) - - 3

Negative experience

Doctor related 4 1 1
Staff related 2 2 3
Distance related - 1 1
Medical related (Gestational 
Diabetes, nausea, epidural, 
induction)

1 1 3

Other (billing confusion, lack 
of communication with referral 
center)

- 2 1

Table 4. Mention of themes by four-category RUCA in response to Question 5 (What items are important in choosing where you get 
maternity care?).

Four-category RUCA by zip code of discussion 
group location Large rural Small rural Isolated

Theme Sub-theme (examples) n = 4 n = 5 n = 5

Factors important in 
choosing care

Doctor related

Doctor characteristics (comfortable with doctor, 
bedside manner, character, personality, credibility, 
trust, relatable)

1 2 4

Family medicine trained 1 1 3
Female provider 1 1 1

Personal relationship with doctor - 1 1
Distance related Doctor response time - 2 1

Convenience 1 5 5
Resource related factor (labor options, doula, birthing class, VBAC, lactation consulta-
tion) - 1 1

Recommendation from others/reputation 2 2 1
Patient works at hospital/clinic 1 3 1

       PATIENT PERSPECTIVES OF MATERNITY CARE
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DISCUSSION
Key Findings. The quantitative analysis of survey results suggested 

that rurality influences satisfaction of maternity care, specifically that 
women in small rural and isolated Kansas RUCA codes appeared to be 
more satisfied with care. From qualitative analysis of the discussions/
interviews, these results seemed to be a factor of convenience of having 
a local maternity care option, as well as influenced by doctor character-
istics and family medicine training.

As many rural counties rely on maternity care provided by family 
physicians,10 we expected mention of family medicine trained doctors 
during the discussions/interviews. For isolated discussion groups, the 
theme of family physicians was identified as a doctor related positive 
experience, as well as a factor important to choosing care. Addition-
al comments linked to mention of care by a family physician include 
“relationship with doctor”, “delivery with my doctor”, and “prior experi-
ence with doctor”. These results highlighted the broad scope of practice 
including maternity care offered by family physicians. 

Female provider was identified from the discussions as a factor 
influencing maternity care decisions. This theme was not mentioned 
in previous studies regarding satisfaction of rural care, nor was it cap-
tured in the survey results. The influence of this theme in rural Kansas 
warrants further investigation.

The derived variables of hospital in zip code, hospital with labor 
and delivery in zip code, hospital in county, and hospital with labor 
and delivery in county suggested a disproportion of facilities that did 
not offer labor and delivery. This disproportion has been described as 
“obstetrical deserts”.24 Despite the existence of this disproportion in 
our study, the majority of participants were satisfied with their mater-
nity care. 

When compared to the derived variables of hospital with labor and 
delivery in zip code and hospital with labor and delivery in county, the 
derived variables of delivery at hospital with labor and delivery in zip 
code and delivery at hospital with labor and delivery in county showed 
a difference of 2 (4%) and 5 (11%), respectively. Further investigation 
is needed to explain these differences, but it may represent “bypass 
behavior” or a patient’s choice to seek services other than those offered 
in their home county.28

Implications and Application of Findings. The identified themes 
and codebook will inform future research questions and projects, 
including a clinic survey of women in rural areas regarding satisfaction 
of care and distance traveled.

Study Limitations. The number of participants was not reflective 
of the more than 9,853 births in rural Kansas counties during the time 
of the study; there were a total of 36,264 live births statewide.29 The 
selection of study participants was through general solicitation and par-
ticipants were not selected randomly. However, there was no specific 
selective process to get participants. Overall, the convenient sampling 
method made the results subject to general bias. Participant recruit-
ment was not bilingual and may have contributed to under sampling of 

Hispanic populations in rural Kansas.  Additional bias is acknowledged 
as some participants reported working for or having worked at the local 
clinic and/or hospital. There was, however, good representation across 
the state by region and RUCA code.

CONCLUSIONS
Women in small rural and isolated RUCA codes in Kansas appeared 

to be more satisfied with their maternity care. From the discussions/
interviews, these results seemed to be a factor of the convenience of a 
local maternity care option as well as doctor characteristics and family 
medicine training.
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