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Executive Summary
Doula care, which includes non-clinical emotional, physical and informational support before,
during and after birth, is a proven key strategy to improve maternal and infant health.
Medicaid and private insurance reimbursement for doula care would increase the availability
and accessibility of this type of support and would advance the “Triple Aim” framework of the
National Quality Strategy by:
`` Improving the quality of care, including by making it more accessible, safe and womanand family-centered (e.g., by enhancing women’s experience of care and engagement in
their care);
`` Improving health outcomes for mothers and babies; and
`` Reducing spending on non-beneficial medical procedures, avoidable complications and
preventable chronic conditions.
Rigorous studies show that doula care reduces the likelihood of such consequential and costly
interventions as cesarean birth and epidural pain relief while increasing the likelihood of
a shorter labor, a spontaneous vaginal birth, higher Apgar scores for babies and a positive
childbirth experience. Other smaller studies suggest that doula support is associated with
increased breastfeeding and decreased postpartum depression. This body of research has not
identified any harms of continuous labor support.
Studies in three states (Minnesota, Oregon and Wisconsin) have concluded that Medicaid
reimbursement of doula care holds the potential to achieve cost savings even when considering
just a portion of the costs expected to be averted. Cesareans currently account for one of every
three births, despite widespread recognition that this rate is too high. Cesareans also cost
approximately 50 percent more than vaginal births – adding $4,459 (Medicaid payments) or
$9,537 (commercial payments) to the total cost per birth in the United States in 2010.
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Because doula support increases the likelihood of vaginal birth, it lowers the cost of maternity care
while improving women’s and infants’ health. Other factors that would contribute to cost savings
include reduced use of epidural pain relief and instrument assisted births, increased breastfeeding
and a reduction in repeat cesarean births, associated complications and chronic conditions.
Because the benefits are particularly significant for
those most at risk of poor outcomes, doula support
has the potential to reduce health disparities
and improve health equity. Doula programs in
underserved communities have had positive
outcomes and are expanding, but the persistent
problem of unstable funding limits their reach and
impact.

"One of the most effective tools to
improve labor and delivery outcomes
is the continuous presence of support
personnel, such as a doula."
— “Safe Prevention of the Primary Cesarean
Delivery,” Consensus Statement, American
College of Obstetricians and Gynecologists

In August 2013, the Centers for Medicare and
and the Society for Maternal-Fetal Medicine,
Medicaid Services (CMS) Expert Panel on Improving March 2014.
Maternal and Infant Health Outcomes in Medicaid/
CHIP included providing coverage for continuous
doula support during labor among its recommendations.
Currently, only two states – Minnesota and Oregon – have passed targeted legislation to obtain
Medicaid reimbursement for doula support, including continuous support during labor and birth,
as well as several prenatal and postpartum home visits. Implementation has been challenging, and
bureaucratic hurdles make obtaining reimbursement difficult. At this time, few doulas, if any, have
actually received Medicaid reimbursement in either state. Across the country, a relatively small
number of doula agencies have contracted with individual Medicaid managed care organizations
and other health plans to cover doula services. The extent of these untracked local arrangements is
unknown.
The recently revised CMS Preventive Services Rule (42 CFR §440.130(c)) opens the door for additional
state Medicaid programs to cover doula services under a new regulation allowing reimbursement of
preventive services provided by non-licensed service providers. However, the absence of clear implementation policies or national coordination would require each state to spend considerable resources
devising new processes and procedures to achieve Medicaid reimbursement for doula support.
Key Recommendations for Increasing Public and Private Coverage of Birth Doula Services
`` Congress should designate birth doula services as a mandated Medicaid benefit for pregnant
women based on evidence that doula support is a cost-effective strategy to improve birth
outcomes of women and babies and reduce health disparities with no known harms.
`` Until this broad, optimal solution is attained, CMS should develop a clear, standardized
pathway for establishing reimbursement for doula services, including prenatal and postpartum
visits and continuous labor support, in all state Medicaid agencies and Medicaid managed
care plans. CMS should provide guidance and technical assistance to states to facilitate this
coverage.
`` State Medicaid agencies should take advantage of the recent revision of the Preventive
Services Rule, 42 CFR §440.130(c), to amend their state plans to cover doula support. States
should also include access to doula support in new and existing Delivery System Reform
Incentive Payment (DSRIP) waiver programs.
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`` The U.S. Preventive Services Task Force (USPSTF) should determine whether continuous
labor support by a trained doula falls within the scope of its work and, if so, should determine
whether labor support by a trained doula meets its criteria for recommended preventive
services.
`` Managed care organizations and other private insurance plans as well as relevant innovative
payment and delivery systems with options for enhanced benefits should include support by a
trained doula as a covered service.
`` State legislatures should pass legislation mandating private insurance coverage of doula
services.

What is Doula Care?
Doulas are trained to provide non-clinical emotional, physical and informational support for
women before, during and after labor and birth. Birth doulas provide hands-on comfort measures,
share resources and information about labor and birth and facilitate positive communication
between women and their maternity care providers by helping women articulate their questions,
preferences and values.
In addition to providing continuous support during labor, birth doulas typically meet with clients
one or more times at the end of pregnancy, as well as early in the postpartum period, although
some hospital-based doula programs provide care only during labor and birth. In the postpartum
period, doulas may offer help with newborn feeding and other care, emotional and physical recovery
from birth, coping skills and appropriate referrals as necessary.
Community-based doula programs offer culturally appropriate, broad support to women in at-risk
and underserved communities. Such programs offer services tailored to the specific needs of the
community they serve at no or very low cost to women. In addition to birthing support, communitybased doulas often make prenatal and postpartum home visits with clients to provide childbirth
and breastfeeding education, offer referrals for needed health or social services, inform the client
about birth options and assist with creating birth plans, and support attachment and responsive
parenting.1 Some programs provide only a few home visits or birth-only support.
Community-based doulas are specially trained community health workers (CHWs), women who are
usually trusted members of the community they serve. CHWs may be particularly well-suited to
address issues related to discrimination and disparities by bridging language and cultural gaps and
serving as a health navigator or liaison between the client and service providers.2
Payment for doula services is largely out of pocket, with the exception of community-based doula
programs and some health plans. Lack of reliable reimbursement is a barrier to access to doula care,
especially for women with limited means.

Why Do Women Need Doula Care?

The current system of maternity care in the United States is failing to meet the needs of our women
and families. Available data suggest that the United States spends more on childbirth-related care
than any other nation,3 yet our performance and international ranking on numerous key maternal
and infant health indicators lag behind those of many other countries. World Health Organization
data published in 2014 identify 36 nations with a lower infant mortality rate, 62 with a lower
maternal mortality ratio, and 97 with a higher rate of exclusive breastfeeding to six or more months
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than the United States.4 “Severe maternal events” – complications of pregnancy or birth that are
severe enough to be or become life threatening – have been rapidly rising in the United States,
reaching a total of 60,000 women a year.5 Relative to Asian and Pacific Islander and white women,
black, American Indian and Alaska Native and Hispanic women experience disparities for many
maternal and infant health measures.6
Medicaid and private insurance reimbursement for doula care would significantly increase access
to this beneficial service and would improve the quality and value of publicly and privately funded
maternity care, consistent with the “Triple Aim” of the Department of Health and Human Service’s
National Quality Strategy:7
`` Improving the quality of care, including by
making it more accessible, safe and womanAuthors [of the 2013 Cochrane
and family-centered (e.g., by enhancing
systematic review] concluded that
women’s experience of care and engagement in
benefits are so substantial that “all
their care);
women should have continuous
`` Improving health outcomes for mothers and
babies; and
support during labour.”
`` Reducing spending on non-beneficial medical
procedures, avoidable complications and
preventable chronic conditions.
High-quality scientific research strongly and consistently supports the benefits of doula care. The
2013 Cochrane systematic review of effects of continuous labor support analyzed data from 22
individual studies involving more than 15,000 women. Authors concluded that the benefits are so
substantial that “all women should have continuous support during labour.” The review found no
known harms of such care and determined that caregivers such as doulas who are present solely to
provide continuous labor support offer a broader range of benefits with greater impact than either
nurses or other hospital staff or a woman’s friend or family member.8 A review of 41 birth practices
in the American Journal of Obstetrics and Gynecology in 2008 using the methodology of the USPSTF
concluded that doula support was among the most effective of all those reviewed – one of only three to
receive an “A” grade.9
Despite the strength of the evidence supporting doula care, the American College of Obstetricians and
Gynecologists (ACOG) and the Society for Maternal-Fetal Medicine (SMFM) reported that continuous
labor support is likely underutilized,10 suggesting the need for policy changes that will increase access
to doula care, particularly for those at greatest risk of poor outcomes.

Improving the Health of Women and Babies
Doula support increases the likelihood of safer, healthier and more satisfying births11 and
reduces health disparities.12,13 By providing continuous emotional and hands-on, physical support
throughout labor and delivery, doulas help women experience healthy birth practices with less use of
interventions. By avoiding consequential unwarranted and unwanted procedures and medications,14
doula care reduces the likelihood of complications and improves the long-term health of women and
infants.15,16,17
Most women giving birth in the United States are in good health with low-risk pregnancies.
Research shows that supporting normal, healthy physiologic processes around the time of birth is
the optimal model of care for the majority of women and babies22 – an approach that is “low-tech”
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and “high-touch.” Doula care helps mitigate the
highly medicalized approach to maternity care that
has become the norm, resulting in an overuse of some
medical procedures, even in circumstances where there
is no evidence to demonstrate their benefits.23
The documented impact of doula support on the
cesarean rate alone is of major significance. One in
three births is now by cesarean (32.2 percent in 2014),
a 56 percent increase from 1996.24 The cesarean rate
has increased for all groups of women, including those
at very low risk for this procedure.25,26 Rising rates of
cesarean birth in the United States have not led to
better maternal or infant health.27

The Benefits of Doula Care
The Cochrane review of effects of
continuous labor support offers what
is widely understood to be the most
trustworthy type of evidence: systematic
review of randomized controlled trials. It
concludes that continuous support during
labor lowers the likelihood of having a:

`` Cesarean birth
`` Labor with epidural or other pain
medications

`` Birth with forceps or vacuum
assistance

`` Negative childbirth experience
Cesareans have been associated with an increased
28,29
`` Baby with a low five-minute Apgar
risk of serious short- and long-term complications.
score
Between 1998 and 2011, life-threatening, severe
30
It
increases
the likelihood of having a:
maternal complications of birth more than doubled.
`` Shorter labor
The increase in many of these complications has been
31
`` Spontaneous vaginal birth18
associated with rising cesarean rates. The risk of
Some studies of doula support have
severe maternal complications is three times greater
found that such care is associated with:
following a cesarean and may include maternal death,
`` Increased breastfeeding19
cardiac arrest, hysterectomy, blood clots and major
`` Decreased likelihood of developing
infections, as well as result in longer hospital stays and
postpartum depression20,21
a greater chance of hospital readmission.32 Risks are
magnified in subsequent pregnancies, with the risk of
several serious types of placental complication rising
exponentially with each repeat cesarean.33,34,35 Systematic reviews have found that babies born via
cesarean face an increased risk of breathing problems36 and such chronic diseases as asthma,37 Crohn’s
disease,38 Type 1 diabetes,39 allergies,40 autism spectrum disorder41 and obesity.42
Doula support also helps reduce the use of several other medical interventions, and the type of labor
support provider makes a big difference. Compared with women without labor support, labor support
provided by doulas has consistently been found to be more beneficial than labor support provided by
nurses and other members of the hospital staff (associated with fewer, less effective benefits) and by a
member of the woman’s social network (associated solely with greater satisfaction). Compared with no
labor support, doula-provided labor support has been shown on average to involve a:
`` 28 percent reduction in cesarean births;
`` 9 percent reduction in use of any pain
medications;
`` 31 percent reduction in use of synthetic
oxytocin to speed up labor;
`` 34 percent reduction in reporting a negative
birth experience; and
`` 12 percent greater likelihood of having a
spontaneous vaginal birth.43
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Care provided by trained, experienced doulas also appears to increase the establishment and duration
of breastfeeding44,45,46 and may help identify and reduce postpartum depression and improve parentinfant interaction.47,48 Increasing breastfeeding has been a top public health priority, because it is
linked to reduction in the risk of asthma, obesity, diabetes and ear infections in babies, and the
risk of heart disease, obesity, diabetes and breast and ovarian cancers in women.49,50 A recent study
supported by the Centers for Disease Control and Prevention (CDC) and the Health Resources and
Services Administration (HRSA) assessed the outcomes in multiple HealthConnect One communitybased doula program sites and found a dramatic increase in breastfeeding duration and exclusivity in
women from populations that traditionally experience some of the lowest breastfeeding rates.51 The
CDC has recommended doula care as a strategy to increase breastfeeding.52
Doula care is also an important component of maternity care from the perspective of our growing
understanding of innate hormonally-driven childbearing processes. A recent, comprehensive synthesis
of the literature finds that physiologic processes foster safe and effective labor, birth, maternal
behaviors, maternal-newborn attachment, and breastfeeding, whereas common medical procedures
during childbirth, such as epidural pain relief and cesarean birth, interfere with these processes and
diminish their benefits. Consistent with these findings, labor support by doulas appears to enhance
the functioning of major hormone systems and limit stress responses that can interfere with labor
progress. This in turn reduces the need to use interventions with established side effects and helps
keep women and babies healthy.53

Eliminating Disparities
Providing access to doula services to women of color and low-income women – populations facing the
worst maternal and infant outcomes – can reduce disparities by improving the care and health of
those with the greatest need. Community-based doula programs offer culturally appropriate doula
support to women in underserved communities, generally at no charge to the client.
Some community-based doula programs engage and
educate trusted members of the community they serve
to become birth doulas and home visitors who can
provide childbirth education, breastfeeding support
and help navigating the health care system, as well as
continuous support during labor and birth. The CDC
and HRSA support community-based doula programs
as a promising approach to meeting the needs of
vulnerable and high-risk mothers and families.54

Childbirth Connection’s national
Listening to Mothers III survey found
that just 6 percent of women who
gave birth in hospitals experienced
labor support from a doula.

Community-based programs have achieved positive results, such as reducing cesareans and
increasing breastfeeding, in communities across the United States, improving outcomes and care
practices, elevating the voices of women in disenfranchised communities and taking a comprehensive
approach to maternal health by linking women with a variety of support services.55,56
Childbirth Connection’s national Listening to Mothers III survey found that just six percent of women
who gave birth in hospitals from 2011 to 2012 experienced labor support from a doula. Medicaid
beneficiaries were half as likely as privately insured women to know about doula care (19 percent
versus 36 percent).57 However, underserved women were disproportionately interested in using doula
care. Among women who did not experience but knew about this type of care, Medicaid beneficiaries
2016 issue brief | MEDICAID AND PRIVATE INSURANCE COVERAGE OF DOULA CARE	

6

were far more likely to have wanted doula care than women with private insurance (35 percent versus
21 percent), as were black non-Hispanic and Hispanic women compared with white non-Hispanic
women (39 percent versus 30 percent versus 22 percent).58 Moreover, research suggests that maternal
health benefits derived from doula support are greatest among women from low-income and socially
disadvantaged communities and those facing language or cultural barriers.59

Enhancing Women's Experience of Care
Doulas improve women’s satisfaction and experience of care by strengthening their engagement
in care decisions.60,61,62 By offering resources to help women educate themselves in advance and by
assisting women in establishing and maintaining positive communications with their maternity care
providers, doulas strengthen women’s capacity to make informed decisions about their own health
care. Having a sense of control and involvement in maternity care decision-making are key factors in
women’s satisfaction with the childbirth experience.63,64
Research shows that many women do not have enough information about the maternity care choices
they face or the risks and benefits of various options.65 Women have reported feeling that they do
not have the capacity to be actively engaged in their maternity care decisions because their input or
concerns are dismissed, ignored or not heard.66,67
The Affordable Care Act prioritizes the experience of care as an essential quality component and
has created financial incentives to improve it. In 2012, CMS instituted a new system for hospital
reimbursement, with experience of care survey scores impacting the level of incentive payments
to hospitals; increasingly, private insurers are following suit.68 Doulas can help facilities benefit
from these incentives by emphasizing a woman-centered, individualized approach to care and by
encouraging women to become more informed about and actively involved in care decisions.

Reducing the Cost of Care
Childbirth-related hospital charges exceed charges for any other type of hospitalization.69,70 In 2013,
hospitals billed $126 billion for combined maternal and newborn care.71 Obstetric care has become
procedure intensive, even for low-risk women and newborns, contributing to the soaring maternity
care costs. Studies conducted in Oregon, Minnesota and Wisconsin have found that Medicaid
reimbursement of doula support has the potential to
reduce Medicaid expenditures by reducing the number
Eliminating spending on nonof unnecessary cesareans, instrument assisted births
beneficial procedures, avoidable
and admissions to neonatal intensive care units based
72,73,74
complications, and preventable
on Apgar scores.
While more difficult to quantify,
chronic conditions would each
Oregon’s analysis recognized, but did not calculate,
contribute to significant savings that
the long- and short-term benefits of increased
breastfeeding and reduced repeat cesareans with their would cover the cost of doula care.
attendant risk of morbidity and mortality.75
Eliminating spending on non-beneficial procedures, avoidable complications and preventable chronic
conditions would each contribute to significant savings that would cover the cost of doula care.
Existing analyses of potential cost savings are based primarily on calculations of the reduction in
spending on cesarean sections at the time of a single pregnancy and birth. While that is the easiest
to estimate and possibly the largest source of savings, the economic benefits of doula support in the
present pregnancy extend beyond avoided cesareans in that pregnancy and continue well into the
future.
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Doula care has the potential to generate cost savings by:
`` Lowering cesarean rates: Cesarean births cost about 50 percent more than vaginal births,
whether paid for by Medicaid or by commercial insurance, adding $4,459 and $9,537,
respectively, to the total payments per birth in the United States in 2010.76 Because medical
costs have risen steadily in the intervening period, these figures are conservative, and current
numbers are substantially higher. If cesareans were decreased by 28 percent, the average
achieved in the Cochrane review’s meta-analysis of doula studies,77 Medicaid and private
insurance could potentially reduce spending on cesareans in the present pregnancy alone by
$646 million and $1.73 billion, respectively, per year (see Table 1).
`` Reducing repeat cesareans: About 90 percent of births following a cesarean are repeat
cesareans, but few women with an initial vaginal birth have cesareans in subsequent births.78
This means that avoiding the first cesarean reduces costs in future pregnancies.
`` Reducing the use of epidural analgesia: The cost of epidural analgesia includes fees for the
medication and anesthesia services, and the increased likelihood of additional interventions,
including the use of medication to speed labor, bladder catheters, cesarean section for concern
about the welfare of the baby, and evaluation and treatment of subsequent fevers, often an
iatrogenic consequence of epidurals.79
`` Increasing rates of breastfeeding: Breastfeeding improves the health of women and babies,
and research suggests that $31 billion could be saved nationwide ($13 billion in pediatric and
$18 billion in maternal costs) if breastfeeding targets were reached.80,81
`` Reducing preventable complications and chronic conditions: Cesareans, epidurals, vaginal
birth assisted with vacuum or forceps and not breastfeeding increase the risk of complications
and chronic conditions. By reducing use of these interventions and increasing breastfeeding,
doulas can reduce spending on these long-term adverse effects (as described above).
Table 1. Estimated Potential Reduction in Spending Limited to Cesareans in the Present Pregnancy
United States, 2013

Medicaid

Private Insurance

1,579,099

1,845,499

517,630

642,435

32.8%

34.8%

Estimated cesareans preventable with
doula support (28%)85

144,936

179,882

Average additional costs per cesarean86

$4,459

$9,627

Estimated savings per year

$646,271,408

$1,731,722,089

Estimated savings per birth

$409.27

$938.35

Number of births82
Number of cesareans

83

Cesarean rate

84
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Paths Forward
To deliver the proven benefits of doula care to women and their babies, doula services must be widely
available and accessible, which in turn requires the establishment of clear, system-wide pathways
to reimbursement. Several approaches at the federal level hold the potential to achieve widespread,
national access to doula services. While achieving these more far-reaching solutions is optimal,
several interim more incremental strategies that are currently in place on a small scale should be
expanded, clarified, and simplified to meaningfully increase access to doulas.

The Role of Medicaid
Each year almost 4 million women give birth in the United States.87 Medicaid covers nearly half of
these births88 and disproportionately serves vulnerable and disadvantaged families. As the nation’s
largest payor for childbirth care, Medicaid influences maternity care and reimbursement practices
system-wide through its policies and standards.
In June 2012, CMS convened the Expert Panel on
Improving Maternal and Infant Health Outcomes in
Medicaid/CHIP to identify opportunities to enhance
care, improve outcomes and reduce costs for mothers
and babies enrolled in Medicaid and the Children's
Health Insurance Program (CHIP). The Expert Panel
presented its findings in August 2013 and included
Medicaid coverage for continuous doula support during
labor among the strategies recommended to enhance
maternal care.89,90

The most effective and far-reaching
step to increase utilization of
doula support among women in
underserved communities would be
for Congress to mandate coverage of
this high-value service for pregnant
Medicaid beneficiaries.

The most effective and far-reaching step to increase utilization of doula support among women in
underserved communities would be for Congress to mandate coverage of this high-value service
for pregnant Medicaid beneficiaries. Prior to federal legislative action, states have several possible
pathways to expand Medicaid coverage of doula support. While these pathways are described below
in more detail, CMS could amplify the impact of state action by providing states with the support,
guidance and technical clarifications needed to facilitate the adoption of innovative practices.
By providing technical expertise and sharing successful state strategies, CMS could reduce the
duplication of efforts from state to state and allow more efficient and timely uptake of successful
strategies.
Non-Licensed Health Professional Rule
On July 15, 2013, CMS published its final rule (CMS-2334-F) expanding the definition of who can
provide preventive services covered by Medicaid. To ensure “robust provision of services designed to
assist beneficiaries in maintaining a healthy lifestyle and avoiding unnecessary health care costs,”
CMS revised “42 CFR 440.130(c) to accurately reflect the statutory language that physicians or other
licensed practitioners recommend these services but that preventive services may be provided, at
state option, by practitioners other than physicians or other licensed practitioners.”91 Previously,
Medicaid required that services be “provided by a physician or other licensed practitioner...,” but
the newest rule now grants individual states the option to reimburse for preventive services that
have been recommended by a physician or other licensed medical provider (such as a midwife), but
provided by a non-licensed practitioner.92
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In order to be approved to cover non-licensed preventive service providers, states must submit an
amendment to their state Medicaid plan that includes the scope of services to be covered and who may
provide them. The amendment must define practitioner qualifications, education, credentialing and
any registration that the state will require.93
While no state has yet submitted a state plan amendment reflecting this revision, the rule change
has opened a new pathway for state Medicaid agencies to reimburse community-based preventive
services that could include doula support before, during and following labor and birth. Communitybased doulas often provide preventive services such as home visiting, care coordination, educational
counseling and breastfeeding support, as well as continuous labor support, making this new rule a
promising tool for authorizing funding for doula services.94
Several resources have been developed to help states and organizations develop a state plan
amendment. CDC has created a technical assistance guide to support states seeking to utilize
community health workers to provide preventive services95 and two non-profit organizations,
the Trust for America’s Health and Nemours Health and Prevention Services, have developed a
questionnaire to guide states or organizations through the process of working with state Medicaid
offices to develop state plan amendments to include community health workers.96
Delivery System Reform Incentive Payment (DSRIP) Waivers
Delivery System Reform Incentive Payment – DSRIP initiatives – are a category of Section 1115
waiver programs, which states can use to test innovative practices through a demonstration or
pilot project. DSRIP programs aim to transform the Medicaid payment and delivery systems by
linking funding with improvements meeting specific metrics. Programs may focus on developing
infrastructure, system redesign and improvement in outcomes.97 Because doula support has been
demonstrated to improve outcomes in maternity care and studies suggest that it has the potential to
reduce unnecessary spending, doula programs would be excellent candidates for inclusion in DSRIP
initiatives. States should pursue the inclusion of projects to expand access to doulas under existing
and new DSRIP programs as a strategy to improve maternal and infant outcomes while reducing
costs.
Existing State and Local Programs
States exercise a broad range of approaches to determining which services are eligible for Medicaid
coverage.98 Some states and individual organizations have taken the lead in creating innovative ways
for Medicaid to reimburse for doula services. Two states, Oregon in 2011 and Minnesota in 2013,
passed legislation leading to authorization of Medicaid coverage of doula services in those states,
through the process of applying for and obtaining a waiver from CMS.99 Both states have been taking
steps to identify or create certifying bodies, registration procedures, core competencies, scope of
services, supervision arrangements and reimbursement procedures. Because of the extensive work
involved in developing the needed infrastructure, it has taken significant time for these states to
begin reimbursement.
At this time, few doulas, if any, have actually received reimbursement in either Oregon or Minnesota.
Challenges have included identifying the mechanism for a non-licensed service provider to receive
payment and locating and making arrangements with licensed providers who are required to serve as
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a conduit for reimbursement. For example, in Oregon doulas must register with the state to be
eligible for reimbursement, but must also work with a health care provider (physician or certified
nurse-midwife) who submits a request for their reimbursement. The physician or midwife receives the
reimbursement and must then pay the doula. This requires close collaboration between the doula and
the health care provider, which may not always be possible and may limit available services. Usually,
a doula works independently or for an agency and provides services to women, who have many
different maternity care providers, making this model of reimbursement potentially burdensome for
maternity care providers, doulas and women.
In Minnesota, in the year after doula coverage went into effect, evaluation researchers have
documented a number of challenges to implementation, including a number of difficulties with
becoming an enrolled provider. Most community-based doulas work for agencies rather than as
individuals, but as of the writing of this brief, there was no provision to allow agencies to contract
with Medicaid, only individual providers. Doulas and agencies were unclear as to the documentation
required for payment of claims for doula services, which differed from one Medicaid managed care
organization to another. Minnesota doulas noted the need for a formal coordination structure to allow
various parties to work together to resolve issues related to the registry/credentialing (Minnesota
Department of Health) and payment, including for sustainable levels of reimbursement (Minnesota
Department of Health Services).100
In several parts of the country, doula programs run by independent agencies or non-profit
organizations have developed innovative strategies to secure funding and serve women by contracting
directly with Medicaid managed care organizations in their area. Because this information is not
tracked, the extent of these local arrangements is unknown. Uzazi Village’s Sister Doula program in
Kansas City, Missouri, is an example of such a model (see box).

Innovative Programs
Small-scale programs have been successfully providing doula services to some low-income women,
but limited funding constrains their impact and sustainability. New reimbursement policies would
provide much-needed financial stability and would greatly increase the number of women who could
be served. Below are a few examples of programs currently providing services.
HealthConnect One developed and implemented a program in about 50 sites across the country. In
this model, trusted community members complete a 20-session doula training course supplemented
with additional information and skills such as breastfeeding counseling and childbirth education.
Doulas begin meeting with clients as early in pregnancy as possible, provide home visits and attend
health care visits with clients during the prenatal period. Doulas assist clients during labor and birth,
and then continue with intensive home visits in the weeks and months following birth for up to two
years.101 These programs have been supported by grants from HRSA and private foundations.
Uzazi Village was established in Kansas City, Missouri, to increase perinatal health equity in the urban
core and eliminate disparities in urban at-risk populations. Uzazi Village’s Sister Doula program pairs
pregnant women enrolled in Medicaid with community members who have been specially trained in
an eight-week course as perinatal doulas. The training includes breastfeeding peer counseling, birth
and postpartum doula care, childbirth education and contraception counseling. In addition
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to providing culturally appropriate care to their clients, Uzazi Village seeks to develop the next
generation of birth workers of color, ensuring that the workforce better reflects both the values of the
community
and the population being served.102 Uzazi Village contracted directly with a local Medicaid managed
care organization serving Kansas City to obtain reimbursement for Sister Doula services. Twentythree women are currently participating in the Sister Doula program. A study of the program’s impact
is underway. Full-scale implementation of Medicaid reimbursement would allow this and similar
programs to increase their impact by reaching a significantly greater number of women.103
Everyday Miracles is a community-based program in Minneapolis, Minnesota, that provides
doula support and other pregnancy-related services including childbirth education classes in three
languages, mother support groups, prenatal yoga and access to car seats and breast pumps. Since its
founding in 2003, Everyday Miracles has served over 3,000 clients. The women participating in their
program have a cesarean rate of 17 percent, significantly lower than the national average (32.2
percent in 2014). Ninety-eight percent of their clients initiate breastfeeding and 72 percent continue
past six months, compared with national averages of 75 percent and 43 percent, respectively. The firstyear evaluation of the Doula Access Project is now available and details the challenges, opportunities
and impact of Minnesota’s new Medicaid coverage option.104

The Role of Private Insurance
Private insurance plans should include services of a trained doula as a covered service, and state
legislatures should pass legislation mandating private insurance coverage of doula services, as they
have done for a broad range of services.105 Anecdotal reports from advocates and doulas across the
country indicate that no state legally mandates coverage of doula services at this time.

Options Impacting Both Medicaid and Private Insurance
Private insurance plans can generally determine the scope of the coverage they provide, but under
the Affordable Care Act, new private insurance plans are required to cover recommended preventive
services without any cost-sharing by the consumer. Preventive services are identified by four agencies,
including the USPSTF, and insurers must cover evidence-based services that receive an “A” or “B”
rating, which indicates that the services have substantial or moderate benefits that outweigh any
harms. The USPSTF assesses clinical preventive
services, such as counseling, screening tests and
Private insurance plans should
preventive medication.
include services of a trained doula

as a covered service, and state

The USPSTF should determine whether continuous
legislatures should pass legislation
labor support by a trained doula falls within the
mandating private insurance
scope of their work, and if it does, they should carry
coverage of doula services, as they
out a review to determine whether continuous labor
have done for a broad range of
support by a trained doula meets their criteria for
services.
recommended, evidence-based, preventive services.
Designation by the USPSTF as a recommended
preventive service would greatly expand inclusion of doula support under new private insurance
plans and would make coverage of doula services optional for maternity coverage through traditional
Medicaid programs and required for coverage under Medicaid expansion.
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Finally, innovative payment and delivery systems, such as those sponsored by the CMS Center for
Medicare and Medicaid Innovation,106 are another possible pathway to expanding access to doula
services. The recent announcement of major public and private sector initiatives for reaching valuebased payment targets that accelerate movement to value-based care,107,108 and establishment of
the Health Care Payment Learning & Action Network,109 will further accelerate this innovation. To
facilitate better performance, some innovative payment and delivery systems offer enhanced benefits
for high-value services that are not otherwise covered. As relevant and possible, high-value doula
services are an excellent candidate for inclusion as an enhanced benefit. Table 2 compares these
options.
Table 2. Comparing Strategies to Expand Coverage of Doula Services
Strategy

Coverage Type

Positives

Negatives

Federal Legislation

Medicaid

- Would efficiently settle issue
for all 50 states
- Would lead to greatest access

- Could take a long time
- Requires concerted lobbying effort
- Politically challenging to achieve

Federal Guidance

Medicaid

- Would efficiently settle issue
for all 50 states

- Not binding
- No leverage

USPSTF

Medicaid and
Private

- National reach
- Would result in private insurance and Medicaid expansion
reimbursement
- Would expand and affirm
evidence-based benefits of
doula services

- Traditional state Medicaid plans
have option of covering USPSTF
recommended services without
cost-sharing and not all do so for all
services
- Doula services may not fit into
categories covered by the USPSTF

Preventive Services
Rule

Medicaid

- Federal regulations already in
place
- No legislation required
- Potential collaboration with
other types of preventive service
providers would strengthen
advocacy and implementation
efforts
- Intended to address nonlicensed, community-based
services

- Requires state plan amendment,
which may be time consuming to
develop, submit, and obtain approval
- Each state has to develop guidelines independently
- Not clarified as applicable

State DSRIP Programs

Medicaid

- May move faster than federal
legislation or other national
solutions
- Able to address specifics of
each state's health care context

- Requires signficant duplication of
effort across states
- Beneficiaries in states without
DSRIP programs lack access
- May not fit parameters of some
state DSRIP plans

State Legislation

Medicaid and
Private

- May move faster than federal
legislation or other national
solutions
- Able to address specifics of
each state's regulatory, legislative, political and health care
context

- Requires signficant duplication of
effort across states
- Beneficiaries in states without
legislation lack access
- Requires political as opposed to
regulatory action

Payment and Delivery Innovation

Medicaid and
Private

- Flexibly enables enhanced
benefits for high-value services
not otherwise covered
- CMS is authorized to scale up
successful innovation

- To date, relevant programs that
might offer doula services as
enhanced benefit are limited (e.g.,
much innovation has been in Medicare)
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Next Steps
Federal Level Recommendations
1. CMS should make continuous labor support by a trained doula a reimbursable service in all states,
including by:
`` Clarifying the appropriate current procedural terminology (CPT) code for obtaining
reimbursement for doula services;
`` Identifying doula support as a reimbursable preventive service delivered by non-licensed
service providers who could be reimbursed through agencies or community health centers
under 42 CFR §440.130(c);
`` Exploring and advancing strategies to integrate doulas into innovative payment and delivery
systems; and
`` Advancing reimbursement for continuous labor support by a trained doula within its ongoing
Maternal and Infant Health Initiative.
2. The USPSTF should determine whether continuous labor support by a trained doula falls under
the scope of its work and, if so, should undertake a scientific evidence review to determine if such care
meets its criteria for recommended preventive services.
3. HRSA and CMS should explore and define clear pathways for community-based doulas to be
reimbursed for home visits that provide preventive services including, but not limited to, health
education, nutrition counseling and breastfeeding counseling.
4. The Agency for Healthcare Research and Quality should collaborate with stakeholders to develop,
implement and seek National Quality Forum endorsement of an adaptation of the Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) survey suitable for measuring the
experience of facility care of birthing women and newborns, including the dimension of access to
supportive care during labor.
5. Given the complex and uneven approach across states to determine covered Medicaid services,
Congress should include high-value birth doula services, inclusive of prenatal and postpartum home
visits, among services mandated for Medicaid coverage.

State Level Recommendations
6. States should seek CMS approval of state plan amendments to cover continuous labor support and
home visits as reimbursable preventive services provided by non-licensed service providers under 42
CFR §440.130(c).
7. States should seek to include coverage of doula support under new and existing DSRIP programs
8. Medicaid managed care organizations and other health plans should offer doula services as a covered
benefit, and states should enact legislation requiring plans to do so.
9. States should require health plans to include doula services within their covered benefits.
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Community Level Recommendation
10. Local governments, public and other safety net hospital systems, Medicaid managed care
organizations, community health centers and other agencies and organizations should establish
interdisciplinary teams to continue to explore and develop innovative approaches to making doula
support available to women enrolled in Medicaid.

Conclusion
Doula support is a proven strategy to improve health outcomes for mothers and babies, reduce
disparities, engage and increase the satisfaction of those receiving care and improve the value of
care. Recognizing the well-established benefits and the absence of identified harms of doula services,
leading professional societies (e.g., ACOG, SMFM), agencies (e.g., CDC, HRSA and the CMS Expert
Panel) and authors of the rigorous Cochrane review identify the value of increased access to this form
of care. Multiple existing analyses anticipate a favorable return on investment for payors, considering
just a subset of reduced costs. And many women desire but do not receive such care, pointing to
unmet need for doula services.
Improving outcomes of mothers and babies and the experience of maternity care system-wide
is imperative. Achieving measureable success will require better use of existing evidence-based
practices. With the proliferation of pathways to increase access to doula support, this is a critical
time to bring well-established benefits of this form
of care to many more women and babies. Because
Private and government insurers
all childbearing women and babies can benefit from
throughout the United States should
this cost-effective service, private and government
make doula services widely available.
insurers throughout the United States should make
doula services widely available. The greatest priority,
The greatest priority, however,
however, is to initiate policy changes to ensure access
is to initiate policy changes to
to doula support for vulnerable women who have
ensure access to doula support for
the greatest need for support and the fewest options
vulnerable women.
available to them.
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