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Abstract  
 

Doulas are non-clinical birth attendants utilized by women of color to mitigate stressors, 

such as racism from healthcare providers, while providing physical and emotional support 

throughout the birthing process. This study builds on previous research that addresses the 

positive outcomes of including doulas on birthing teams and complexities within doula-provider 

relationships. This study aims to ask how do doulas navigate barriers in advocating for their 

clients’ bodily autonomy in medicalized birthing environments? The goal is to understand the 

complexities doulas face in the field, and how barriers can ultimately affect their ability to 

advocate for their clients. This study uses a qualitative approach, conducting interviews with 5 

doulas and analyzing the testimony of  5 doulas through secondary, previously conducted 

interviews. 

 Across the data set, four key issues I identified: (1) doulas face challenges in integrating 

into birthing teams and working with healthcare providers; (2) doulas utilize multiple types of 

strategies to mitigate negative interactions with other health providers; (3) hospitals 

implementing the Midwifery Model of Care would provide an integrative view on the process of 

birth and would promote the utilization of birth workers such as doulas, to their practices; (4) 

policies that support doulas as a career (such as advocating for doula services to be covered by 

insurance) and recognize the work doulas provide, specifically for women of color, would be 

beneficial for how doulas are compensated. The results suggest that there is a need for solutions 

that would acknowledge the positive outcomes that a doula’s presence provides on births and 

recognize the importance of doulas on birthing teams notwithstanding their non-clinical status. 

Additionally, solutions that would help doulas stay economically viable must be created and 

implemented.  
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Introduction  

 

Racism within healthcare and medicalized spaces is not a new issue. Researchers have 

identified a history of medical experimentation and inadequate healthcare, coupled with harmful 

social determinants of health, exacerbating African American women’s complex relationship 

with healthcare systems.1 Contemporary movements that focus on reproductive justice expose 

how reproductive medicine, science and technology continue to be rooted in racist, patriarchal 

ideologies.2 Further, research has demonstrated that unconscious biases or stereotypes held by 

healthcare providers lead to disparate treatment and healthcare recommendations for Black 

patients. To survive, patients of color must act strategically to avoid or mitigate the consequences 

of this racism.3  

One strategy is for Black women to enlist doulas as advocates to help navigate their 

encounters within reproductive healthcare spaces while they’re in labor or giving birth. Black 

women in the United States suffer from pregnancy-related deaths at three to four times higher 

rate than White women.4 Black women are more likely to experience life-threatening 

complications caused or exacerbated by pregnancy in the antepartum, intrapartum, and 

postpartum periods.5 Implicit biases in healthcare can influence whether Black women attend 

healthcare visits, contributing to racial disparities in health outcomes.6 Despite data that shows 

 
1	Cynthia Prather et al., “Racism, African American Women, and Their Sexual and Reproductive Health: A Review 
of Historical and Contemporary Evidence and Implications for Health Equity,” Health Equity 2, no. 1 (September 
2018): 249–59, https://doi.org/10.1089/heq.2017.0045, 249. 
2 Natali Valdez and Daisy Deomampo, “Centering Race and Racism in Reproduction,” Medical Anthropology 38, 
no. 7 (October 3, 2019): 551–59, https://doi.org/10.1080/01459740.2019.1643855, 556. 
3 Terri-ann Monique Thompson et al., “Racism Runs through It: Examining the Sexual and Reproductive Health 
Experience of Black Women in the South,” Health Affairs 41, no. 2 (February 1, 2022): 195–202, 
https://doi.org/10.1377/hlthaff.2021.01422. 
4 Yousof Omeish and Samantha Kiernan, “Targeting Bias to Improve Maternal Care and Outcomes for Black 
Women in the USA,” EClinicalMedicine 27 (October 2020): 100568, https://doi.org/10.1016/j.eclinm.2020.100568. 
5 Ibid. 
6 Ibid. 

https://doi.org/10.1089/heq.2017.0045
https://doi.org/10.1080/01459740.2019.1643855
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high Black maternal mortality rates and adverse birth outcomes for Black women, healthcare 

institutions and professionals continue to fail to address these issues. Black women and women 

of color have begun to address these problems themselves by hiring doulas to accompany them 

throughout their labor and births to mitigate disparate treatment by healthcare professionals, 

facilitating better birth outcomes.  

Doulas, who are non-clinical yet trained birth workers, offer a wide range of skills that help 

support and aid women during labor and birth in traditional reproductive healthcare settings; one 

of their focuses is advocacy for their clients, ensuring their patients are being listened to by the 

entire birthing team.7 Doulas are uniquely positioned to advocate for their clients because they 

don’t work for hospitals. Therefore, they aren’t restricted in what they do or say to advocate and 

support their clients. Despite doulas having positive impacts on women of color’s labor, birth 

experiences, and health outcomes, healthcare professionals often view doulas as a low-status 

form of employment due to their non-clinical status, causing doulas to struggle to integrate or be 

seen as essential in healthcare settings.8  

While research that focuses on doulas continues to grow, there is less data that focuses on 

how barriers such as healthcare provider attitudes specifically impact a doula’s ability to work as 

an advocate for their clients, ensuring quality healthcare. Thus, this thesis asks: How do doulas 

navigate barriers in advocating for their clients' bodily autonomy in medicalized reproductive 

health and birthing environments? Answering this question will allow for an understanding of 

how doulas advocate for their clients of color, ensuring they maintain the right to health, right to 

 
7  1. Juan L. Salinas, Manisha Salinas, and Megan Kahn, “Doulas, Racism, and Whiteness: How Birth Support 
Workers Process Advocacy towards Women of Color,” Societies 12, no. 1 (January 30, 2022): 19, 
https://doi.org/10.3390/soc12010019, 3. 
8 Juan Salinas and Manisha Salinas, “Commentary: Systemic Racism in Maternal Health Care,” Family &amp; 
Community Health 44, no. 2 (December 17, 2020): 110–11, https://doi.org/10.1097/fch.0000000000000293, 110. 
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information and right to non-discrimination. Further, this question would allow an analysis of 

how the reproductive healthcare system must change to be equitable for all women.   

The first part of this thesis briefly explores how racism, specifically on the individual level, 

creates distrust and fear of the reproductive healthcare system, impacts how women of color 

interact with the healthcare system and contributes to adverse health outcomes. The second part 

of this thesis analyzes how women of color are utilizing doulas to combat racist experiences 

within reproductive healthcare settings overall, but especially in the context of labor and birth. 

Understanding how racism in the reproductive healthcare system can impact women of color and 

how doulas can fill the gaps for maternal women of color can begin to explore the topic of doulas 

in healthcare. Further, it can begin conversations on the barriers doulas face in hospital settings. 

To understand how barriers, such as healthcare provider attitudes or institutional policies, impact 

how doulas can function as advocates for their clients, this thesis includes testimony from 

interviews with doulas, describing their personal experiences working within traditional hospital 

settings and alongside other health professionals.  

 

Literature Review 
 
Racism in Reproductive Health Care  
 
 

Racism is at the intersection between women of color and their interactions with the 

reproductive healthcare systems. In general, racism continues to persist in healthcare, creating 

major barriers to achieving the mission of equitable healthcare.9 This has been well documented 

in research, demonstrating the unequal process of delivering, accessing, or receiving healthcare, 

 
9 Sarah Hamed et al., “Racism in Healthcare: A Scoping Review,” BMC Public Health 22, no. 1 (May 16, 2022), 
https://doi.org/10.1186/s12889-022-13122-y, 2. 
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including maternal healthcare for minority communities.10 Further, research has demonstrated 

that racialized minorities not only receive inadequate healthcare but are seen as less desirable 

healthcare users in comparison to majority groups.11 Although women of color (Asian, 

Indigenous, Latina, etc.) report experiences of discrimination in reproductive health spaces,12 

Nguyen et al. conducted a study that suggests African American women experience the highest 

rates of discrimination during labor or birth across all racial groups. This includes being 

disproportionately impacted by multiple reproductive health conditions in comparison to women 

of other races.13 Specifically, Black women experience pregnancy stigma that is racialized – 

stereotypes stemming from healthcare providers, such as the assumption that Black women are 

low income, that devalue Black pregnancy in reproductive healthcare settings.14  

Displays of racism, from unconscious attitudes or stereotypes held by physicians, 

contribute to disparate treatment recommendations for Black patients such as frequency of 

reproductive health screenings.15 Further, in a study conducted by Thompson et al., participants 

who reported experiences of individual racism within reproductive healthcare spaces, manifested 

through interactions with healthcare providers, said that they began to use the reproductive 

healthcare system differently to avoid racist encounters with healthcare providers.16 For example, 

individual racism undermined the patient-doctor relationship; participants reported that they no 

 
10 Ibid. 
11 Ibid. 
12 Thu T. Nguyen et al., “Racism during Pregnancy and Birthing: Experiences from Asian and Pacific Islander, 
Black, Latina, and Middle Eastern Women,” Journal of Racial and Ethnic Health Disparities 10, no. 6 (November 
30, 2022): 3007–17, https://doi.org/10.1007/s40615-022-01475-4, 3007. 
13 Cynthia Prather et al., “The Impact of Racism on the Sexual and Reproductive Health of African American 
Women,” Journal of Women’s Health 25, no. 7 (July 2016): 664–71, https://doi.org/10.1089/jwh.2015.5637, 2. 
14 Thu T. Nguyen et al., “Racism during Pregnancy and Birthing: Experiences from Asian and Pacific Islander, 
Black, Latina, and Middle Eastern Women,” 3008. 
15 Terri-ann Monique Thompson et al., “Racism Runs through It: Examining the Sexual and Reproductive Health 
Experience of Black Women in the South,” 196. 
16 Ibid. 

https://doi.org/10.1007/s40615-022-01475-4
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longer felt comfortable asking questions during their medical appointments or some avoided 

reproductive healthcare altogether because their healthcare provider dismissed their health 

concerns.17 In turn, hesitance to interact with the reproductive health system, because of 

encounters with racism, can cause negative effects on overall health outcomes. Lastly, high 

Black maternal mortality rates violate fundamental human rights, such as right to health and right 

to non-discrimination, as they highlight systemic inequities in access to quality maternal care and 

disparities in healthcare outcomes. They infringe on the right to life by disproportionality 

subjecting Black women to often preventable maternal deaths. These disparities reflect 

entrenched racial discrimination, violating the right to non-discrimination by perpetuating 

unequal treatment and outcomes based on race. 

Along with the impact of individual racism and the historical legacy of mistreatment of 

Black bodies explained previously, social determinants of health have been linked to disparities 

in health outcomes and the high Black maternal mortality rate. The ‘Weathering Framework’ is a 

theory that combines the Socioecological Model and social determinants of health, which are 

non-medical factors that impact health outcomes, such as social environment and social policy, 

together to help examine the disparities Black women experience in reproductive healthcare.18 

Additionally, the ‘Weathering Framework’ demonstrates that exposure to social or economic 

disadvantages can lead to an accelerated decline in overall health outcomes and could, in part, 

explain the racial disparities in the disproportionate health conditions women of color 

experience.19 

 
17 Ibid. 
18 Ibid. 
19 Allana T. Forde et al., “The Weathering Hypothesis as an Explanation for Racial Disparities in Health: A 
Systematic Review,” Annals of Epidemiology 33 (May 2019), https://doi.org/10.1016/j.annepidem.2019.02.011. 

https://doi.org/10.1016/j.annepidem.2019.02.011
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 The Weathering framework, also known as the ‘accelerated aging’ hypothesis, states that 

social inequities contribute to disproportionately greater decline in the overall health status and 

outcomes of Blacks, which results in a health gap between Blacks and Whites.20 The Weathering 

framework contends that from the time female African Americans are born and until their deaths, 

their exposure to racism and microaggressions can cause early onset of illnesses at earlier ages 

and death at earlier ages in comparison to White women who have higher life expectancy.21 

Essentially, this framework explains how stress and health disparities that African American 

women experience throughout the course of their lives result in negative health outcomes and 

accelerates aging.22 The Weathering framework looks beyond individual aspects of poverty to 

encompass institutional inequalities in addition to racism.23 Further, this hypothesis suggests that 

these factors can increase the likelihood of preterm delivery. A study by Holzman et al. was 

conducted to understand the relation between advancing maternal age and the likelihood of 

preterm delivery.24 The results of the study supported the weathering hypothesis and 

demonstrated that Black women living in poor neighborhoods suffer accelerated aging, which 

can increase the risk of preterm delivery, negatively impacting overall birth outcomes.25 

  Ultimately, the Weathering hypothesis considers outside effects that ‘wear down’ Black 

women and contribute to the deterioration of Black women’s health, which is further exacerbated 

 
20 Claudia Holzman et al., “Maternal Weathering and Risk of Preterm Delivery,” American Journal of Public 
Health 99, no. 10 (October 2009): 1864–71, https://doi.org/10.2105/ajph.2008.151589. 
21 Jan Warren-Findlow, “Weathering: Stress and Heart Disease in African American Women Living in 
Chicago,” Qualitative Health Research 16, no. 2 (February 2006): 221–37, 
https://doi.org/10.1177/1049732305278651. 
22 Ibid. 
23 Ibid. 
24 Claudia Holzman et al., “Maternal Weathering and Risk of Preterm Delivery,” American journal of public health, 
October 2009, 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2741514/#:~:text=These%20results%20support%20the%20“weathe
ring,that%20increases%20preterm%20delivery%20risk. 
25 Ibid. 
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when women of color face racism within the reproductive health system. It’s not that Black 

bodies don’t accumulate more damage than White bodies; the framework analyzes how much 

stress versus social support one receives day-to-day, and how that cumulatively generates 

negative health outcomes. The Weathering hypothesis highlights how racism continues to 

perpetuate racial disparities that contribute to the Black maternal mortality rate. This 

demonstrates the need to find solutions within reproductive health spaces to ensure equity for 

women of color and improve maternal health outcomes. Numerous practices, such as race-

sensitive trainings for health professionals, are suggested as a solution to combat discrimination 

within reproductive health. The implementation of doulas, who are non-clinical birth workers, 

has proven to be a successful mitigator of racism and poor birth outcomes for women of color.  

 

 Doulas as an Intervention 
 

 

 Historically, women have supported other women in giving birth, and this assistance has 

usually involved physical and emotional support, or coaching.26 Today, most husbands, spouses, 

or family members support the laboring woman. However, before partners or family members 

were allowed in labor rooms, women were unattended in labor when in the hospital. Before the 

1930s, women would labor at home with a female family member or a midwife to look after 

them.27 Female family or friends who previously had children would attend the birth, along with 

the local midwife.28 Today, family and friends are often unfamiliar with birth and postpartum 

 
26 Amie Steel et al., “Trained or Professional Doulas in the Support and Care of Pregnant and Birthing Women: A 
Critical Integrative Review,” Health & Social Care in the Community 23, no. 3 (June 19, 2014): 225–41, 
https://doi.org/10.1111/hsc.12112. 
27 Naomi Bromberg Bar-Yam. "Doula Care: An Age-Old Practice Meets the 21st Century." International Journal of 
Childbirth Education 18, no. 4 (12, 2003): 18-21. 
http://ezproxy.cul.columbia.edu/login?url=https://www.proquest.com/scholarly-journals/doula-care-age-old-
practice-meets-21st-century/docview/212803683/se-2. 
28 Ibid. 
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care and can be physically far removed from their laboring family members or friends.29 This 

deficit in family members or friends having labor and postpartum support and knowledge has 

become professionalized through doula care.30 The word ‘doula’ has Greek origin, coming from 

the Greek word doulē which means ‘woman who helps another woman,’ specifically during 

labor and birth process.31 

While doula care is not new, the contemporary and professional role of a doula began to 

emerge in the 1960s and 1970s during movements such as the ‘Natural Birth Movement’ which 

focused on women who desired to have unmedicated, low-intervention births despite the modern 

medical technology that was available to them.32 In the 1980s, women became concerned about 

the increasing rates of cesarean sections and began inviting doulas to provide labor support to 

promote a low-intervention birth.33 In 1992, the non-profit organization ‘Doulas of North 

America,’ later renamed ‘DONA International,’ was founded and became the first organization to 

train and certify doulas professionally. Doula care and services have expanded to include support 

for abortion, adoption, miscarriage, end-of-life care, and gender-affirming care. While a wide 

range of expecting women utilize doulas, they have specifically become used by women of color 

to provide advocacy and facilitate communication, as well as to be a barrier from potential racial 

biases they could experience while giving birth in a hospital.  

Doulas are non-clinical birth workers, meaning they do not provide a diagnosis, give 

medical advice, or perform clinical tasks such as delivering infants, placing them in contrast to 

 
29 Ibid. 
30 Ibid. 
31 Ibid. 
32 B. B. O’Connor, “The Home Birth Movement in the United States,” Journal of Medicine and Philosophy 18, no. 2 
(April 1, 1993): 147–74, https://doi.org/10.1093/jmp/18.2.147. 
33 Karla Papagni and Ellen Buckner, “Doula Support and Attitudes of Intrapartum Nurses: A Qualitative Study from 
the Patient’s Perspective,” Journal of Perinatal Education 15, no. 1 (2006): 11–18, 
https://doi.org/10.1624/105812406x92949. 
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the clinical role a midwife will typically perform.34 Instead, doulas offer help and advise on 

comfort measures, such as positioning and breathing, while also assisting women and their 

families with gathering information about their labor or birth options.35 More specifically, doulas 

perform in three overarching roles: physical and emotional support, labor and postpartum 

education, and advocacy.36 Support techniques are placed into three major categories: [1] 

emotional and physical support can consist of words of affirmation, calm reassurance, and is 

deployed through physical tasks such as massaging arms and legs; [2] education in the form of 

explaining what to expect during labor, explaining obstetric interventions, or coaching in 

patterned breathing; [3] lastly, doulas also work as advocates, supporting their clients decisions, 

asking others to respect them, conveying to the woman the centrality of her role in the decision-

making process.37  

While doulas know the labor and birthing process, an important distinction to note is that 

the role of the doula is not to interfere with the roles of other hospital staff or provide a opposing 

opinion on what hospital staff suggests to the patient.38 Further, doulas don’t offer opinions, 

medical advice or voice disapproval of decisions the woman who is in labor makes.39 Instead, the 

doula’s role as an educator and advocate is to help women become informed about various 

options, including the risks, benefits, precautions or interventions for safety, and support clients 

 
34 Cheryl Hunter, “Intimate Space within Institutionalized Birth: Women’s Experiences Birthing with 
Doulas,” Anthropology &amp; Medicine 19, no. 3 (August 8, 2012): 315–26, 
https://doi.org/10.1080/13648470.2012.692358. 
35 Ibid. 
36 Ibid. 
37 MARTHA A. KAYNE, MARY BETH GREULICH, and LEAH L. ALBERS, “Doulas: An Alternative yet 
Complementary Addition to Care during Childbirth,” Clinical Obstetrics and Gynecology 44, no. 4 (December 
2001): 692–703, https://doi.org/10.1097/00003081-200112000-00009. 
38 Cheryl A. Hunter and Abby Kallio, Understanding Doulas and Childbirth Women, Love, and Advocacy (New 
York: Palgrave Macmillan US, 2016). 
39 Ibid. 
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to voice their questions, concerns, or wishes on their birthing plan.40 Women of color have 

historically been ignored by medical professionals. Since a key function of doulas is to facilitate 

communication between providers and their clients, doulas take on the role of demanding 

healthcare professionals listen and respond to those who are otherwise ignored, subsequently 

holding space for women of color ask questions or voice their concerns or wishes for their birth. 

In sum, doulas do not speak on behalf of their clients but encourage their clients to speak for 

themselves. They can help facilitate communication between their clients and other hospital staff 

to ensure their client are being listened to and responded to.  

With the medicalization of childbirth, there has been a decrease in shared decision-

making, which is a collaborative process that allows patients and their providers to make 

healthcare decisions together.41 DONA-certified doula training aims to close this gap between 

healthcare providers and laboring women while providing supportive care to their clients. Doula 

trainings are often several weeks to several months long, depending on the program’s pacing. 

They focus on all aspects of pregnancy, labor, and birth support, anatomy and physiology, as well 

as tools to navigate complex birthing and hospital systems. Many trainings use person-centered, 

intersectional frameworks to provide knowledge and sensitivity to the wide range of clients a 

doula might encounter throughout her career. Trainings and workshops are often hands-on and 

collaborative to ensure that doulas finish their training with knowledge on how to best assist and 

advocate with their clients. It should also be noted that doulas are not required to become 

certified or licensed to practice in the United States but can become independently certified 

through DONA trainings.  

 
40 Ibid. 
41 Ibid. 



 

 

15 Berg 
 
  

 
 
 

 

 Studies have demonstrated that doulas have a positive impact on women of color’s 

overall labor and birth experience. Thus, women of color are utilizing doulas for their labor and 

delivery to create a shield from racist encounters and maintain autonomy and decision-making 

over their bodies. Further, a study conducted by Kathawa et al. focuses on how doulas of color 

view racial disparities in birth outcomes and found that doulas of color have a unique social 

location that allows them to better understand the issues their clients of color face and address 

the tensions between women of color and healthcare providers.42 This section of the thesis 

analyzes the difficulties within the healthcare system that doulas face advocating for their clients 

of color and if these challenges could violate the right to health and right to non-discrimination.  

Kozhimannil et al. conducted a study to assess how the presence of a doula can impact 

outcomes of labor and birth for racially or ethnically diverse pregnant women.43 The study found 

that access to doula services for pregnant women who are already at risk of poor birth outcomes 

may disrupt social determinants that negatively impact labor or delivery.44 Additionally, studies 

have demonstrated that the presence of doulas during labor and delivery can reduce mental 

health issues, such as anxiety, due to the support, reassurance, and positive affirmations they can 

provide.45 Falconi et al. found that women who receive doula care during labor and delivery had 

50% lower odds of having a cesarean delivery and 57% lower odds of developing postpartum 

depression or PTSD, making it clear that utilizing doulas could be an effective strategy to 

 
42 Cosette A. Kathawa et al., “Perspectives of Doulas of Color on Their Role in Alleviating Racial Disparities in 
Birth Outcomes: A Qualitative Study,” Journal of Midwifery &amp; Women’s Health 67, no. 1 (November 26, 
2021): 31–38, https://doi.org/10.1111/jmwh.13305. 
43 K. B. Kozhimannil et al., “Disrupting the Pathways of Social Determinants of Health: Doula Support during 
Pregnancy and Childbirth,” The Journal of the American Board of Family Medicine 29, no. 3 (May 1, 2016): 308–
17, https://doi.org/10.3122/jabfm.2016.03.150300. 
44 Ibid. 
45 Alexandria Sobczak et al., “The Effect of Doulas on Maternal and Birth Outcomes: A Scoping Review,” Cureus, 
May 24, 2023, https://doi.org/10.7759/cureus.39451. 
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improve maternal health among socioeconomically vulnerable or minority communities.46 

Negative birth experiences are a predictor of PTSD in women, which subsequently has a 

significant impact on infant mental health.47  

While doulas have been proven to be a successful tool for mitigating discrimination 

against their women of color clients, doulas continue to face many challenges while working as 

advocates within the traditional healthcare system. Although doulas are an essential asset in 

ensuring safe birthing, they’re often not covered by health insurance and not allowed, due to 

institutional or hospital policies, to interact fully within non-doula friendly hospitals or clinical 

settings.48 Doulas are often viewed and treated as visitors, undermining their role as members of 

the birthing team and making it difficult or impossible to meet the physical or emotional needs of 

their clients.49 Being a doula in medical settings is a highly stigmatized role as healthcare 

professionals view doulas as a ‘low-status’ form of employment due to the lack of formal 

education, causing doulas to face an ongoing struggle of being seen as legitimate in healthcare 

settings.50 Further, the lack of clarity over doulas’ trained skills within their profession leaves 

doulas vulnerable to instances of negative behavior by other healthcare providers.51 For instance, 

a doula might offer a suggestion for positioning or a non-pharmacological pain relief method, 

such as breathing techniques, but a healthcare provider could be resentful of their suggestions 

due to their lack of understanding of the role doulas play or knowledge they hold.  

 
46 April M. Falconi et al., “Doula Care across the Maternity Care Continuum and Impact on Maternal Health: 
Evaluation of Doula Programs across Three States Using Propensity Score Matching,” SSRN Electronic Journal, 
2022, https://doi.org/10.2139/ssrn.4023204. 
47 Andrei Smarandache et al., “Predictors of a Negative Labour and Birth Experience Based on a National Survey of 
Canadian Women,” BMC Pregnancy and Childbirth 16, no. 1 (May 18, 2016), https://doi.org/10.1186/s12884-016-
0903-2. 
48 Ibid. 
49 Ibid. 
50 Ibid. 
51 Meadow, Sandra L. “Defining the Doula’s Role: Fostering Relational Autonomy.” Health Expectations 18, no. 6 
(October 18, 2014): 3057–68. https://doi.org/10.1111/hex.12290.  
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Similarly, a study conducted by Neel et al., analyzed attitudes of maternity care 

practitioners towards doulas in labor and delivery rooms by interviewing 47 practitioners, 

including  OB/GYNs and RNs, across three hospitals. The study found that feelings of 

frustration, anger, and resentment stemming from hospital-based practitioners are prevalent when 

they had to work with doulas.52 Further, the conflicts and tension between traditional 

reproductive healthcare professionals and doulas may originate from “…a cross-cultural divide 

between mainstream obstetric/physician culture and a natural birth ‘counter-culture.’”53 Similarly 

to the study by Meadow et al., Neel et al. found that doulas were seen by some practitioners as 

markers of patients’ dissatisfaction and distrust with current hospital care, causing physicians to 

become defensive while working with doulas.54 Healthcare provider attitudes that are negative 

towards doulas and the advocacy they provide cause doulas to have difficultly, or be prohibited 

from, supporting their clients, leaving their clients as the victims of the tension between doulas 

and other healthcare staff.  

However, Reed et al. conducted a study that interviewed 28 physicians, nurses, and 

nurse-midwives who worked in hospitals or clinics where doulas are accepted to understand their 

attitudes towards doulas. The study revealed that rather than physicians having negative attitudes 

towards doulas, nurses were the participants who were more critical of the role doulas have 

within reproductive healthcare and the labor room.55 Participants who were physicians stated that 

they have had positive experiences working alongside doulas, saying that a doula’s presence 

 
52 Kira Neel et al., “Hospital-based Maternity Care Practitioners’ Perceptions of Doulas,” Birth 46, no. 2 (February 
8, 2019): 355–61, https://doi.org/10.1111/birt.12420. 
53 Ibid. 
54 Ibid. 
55 Reiley Reed et al., “‘An Extra Layer of Pressure to Be My Best Self’: Healthcare Provider Perspectives on How 
Doulas Foster Accountability and Bridge Gaps in Pregnancy-Related Care,” SSM - Qualitative Research in Health 3 
(June 2023): 100259, https://doi.org/10.1016/j.ssmqr.2023.100259. 
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increases their sense of accountability when interacting with patients, expressing their support 

for their patients having access to doulas and their services.56 Further, physicians believe that 

doulas lift some of their workload by supporting their clients, allowing them to focus on their 

other patients that do not have as much support.57 Compared to physicians and nurse-midwives, 

nurses are found to be critical of doulas, specifically nurses who believed that racism or implicit 

biases do not impact the quality of maternal health care.58 When asked about their opinion 

towards doulas, the nurses stated that doulas overstep the lines of their scope of practice by 

giving medical advice to patients or encouraging their clients to follow their established birth 

plan when their providers have recommended a change in their care.59 

As mentioned previously, doulas face challenges while working within hospitals and 

alongside other medical professionals and institutions. Krapf uses Michael Foucault’s ‘Discipline 

and Punish’ to understand how hospitals function as a disciplinary force for social control, 

arguing that “…doulas are restricted to a role of subservience within the institution and is forced 

to assimilate and comply with prevailing medicalized systems to remain tolerated by the 

obstetrician-an embodied form of protest. While the doula may act as an embodied form of 

protest by inserting herself into the institutional domain to reform it (or oppose its interference in 

the birthing event altogether), she is often reduced to docility since she must operate within the 

confines of institutional rules and regulations to maintain her presence in the hospital space.”60 In 

a study conducted by Kett et al., doulas discussed how they experience several work-related 

 
56 Ibid. 
57 Ibid. 
58 Ibid. 
59 Ibid. 
60 Jasmine Krapf, “Addressing the Doula Paradox: An Analysis and Reimagining of a Changing Role in 
Reproductive Justice,” Student Anthropologist 7, no. 1 (September 2020): 29–41, 
https://doi.org/10.1002/j.sda2.20200700.0005. 
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stressors, including witnessing discrimination against their clients, discrimination against them in 

medical environments, and their struggles with financial instability.61 To mitigate stressors and 

challenges related to their career, doulas reported they rely heavily on doula peer support, 

limiting how many clients they have at once, and reconnecting with their motivations and 

passion for their work.62 The discrimination and challenges that doulas face while working in 

hospitals or alongside other healthcare professionals undermine their ability to properly support 

their clients and ensure reproductive justice for every person who passes through reproductive 

health environments. 

While different types of healthcare providers have varying opinions on the role of doulas, 

the principal role of doulas is to ensure that their clients maintain autonomy and control over the 

decisions that concern their body and their infant. Demonstrated through their success rates, 

doulas shift power dynamics within clinical reproductive healthcare environments by introducing 

layers of accountability for healthcare providers, encouraging communication, and subsequently 

building trust between their clients and healthcare providers. Considering the positive impacts 

doulas have on women of color, and the challenges doulas face in healthcare settings, it becomes 

evident that the healthcare industry must recognize the importance of doulas. Hospitals must 

remove barriers embrace the positive contributions doulas contribute to women of color’s 

maternal health outcomes.  

 

 

 
61 Kett, Paula M., Marieke S. van Eijk, Grace A. Guenther, and Susan M. Skillman. “‘This Work That We’re Doing 
Is Bigger than Ourselves’: A Qualitative Study with Community-based Birth Doulas in the United 
States.” Perspectives on Sexual and Reproductive Health 54, no. 3 (July 7, 2022): 99–108. 
https://doi.org/10.1363/psrh.12203.  
62 Ibid. 
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Doulas as Agents of Reproductive Justice   
 
 

Doulas are agents of reproductive justice due to their work, which aims to advance 

maternal health and women’s empowerment through three significant ways: improving overall 

health outcomes for all women, promoting women’s autonomy and their ability to make 

decisions concerning their health, and reducing bias-related health disparities.63 When 

performing their role as advocates, doulas participate in ‘soft advocacy,’ which requires doulas to 

read situations and evaluate their responses strategically to bring about a particular response for 

their clients.64 Ultimately, doulas lay the groundwork for soft advocacy by educating their clients 

and empowering them to speak up for themselves at medical appointments or in the hospital, 

promoting respectful and inclusive care.65 The relationship between doula principles and 

reproductive justice lies at the intersection of their dedication and emphasis on fostering equal 

access to respectful, autonomous-focused support.66 Reproductive justice is founded in a human 

rights framework and doula care focuses on humanizing the whole birthing person as an 

autonomous being that has control over their body and decisions. With an emphasis on providing 

support to their clients, doula care is a critique of “intersectional oppressions” that is found in 

medicalized systems, and doulas can utilize their position to challenge systemic barriers within 

medicalized spaces and promote respectful care through strategic or soft advocacy.67 

 
63 Kathryn Mishkin and Luisa Fernandes, “Doulas as Agents of Reproductive Justice Who Promote of Women’s 
International Human Rights: An Evidence-Based Review and Comparative Case Study between Brazil and the 
United States,” Reproductive Ethics II, 2018, 161–78, https://doi.org/10.1007/978-3-319-89429-4_13. 
64 Julie Johnson Searcy, Ellen Block, and Angela N. Castañeda, “Strategic Advocacy: Doula Care, Liminality, and 
Reproductive Justice,” Studies in Comparative International Development, August 9, 2024, 
https://doi.org/10.1007/s12116-024-09431-5. 
65 Ibid. 
66 Ibid. 
67 Ibid. 
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 Reproductive justice challenges the disparities and inequities that historically vulnerable 

and marginalized communities face when attempting to access respectful, quality reproductive 

healthcare. Doulas, especially community-based doulas, can help bridge these gaps by 

advocating for the needs and preferences of the people they serve and support.68 Further, in 

various ways, doulas support and enable, reproductive justice through their care, information 

sharing and strategic advocacy.69 Doulas utilize their unique position to engage in resistance to 

harmful practices in reproductive healthcare spaces and labor and delivery rooms. Doulas also 

play a crucial role in encouraging and facilitating autonomy for their clients, ensuring that the 

principles of reproductive justice are present in reproductive healthcare spaces.  

 

Methodology 
 

Data Collection  
 

To answer my research question, I focused on gathering testimony from the doulas 

themselves, conducting individual interviews with 5 community-based doulas to understand 

further the specific difficulties and challenges that doulas face while working in hospitals and 

alongside other healthcare professionals. Initially, doulas were identified and contacted through 

mutual contacts. Then the ‘snowball method,’ in which current participants referred me to other 

doulas they know who might be interested in being participants in the study, was used to gather 

more participants for this study. Once enlisted for the study, I hosted the interviews by Zoom and 

each participant was asked the same set of questions. The Zoom interviews were recorded with 

the participant’s consent, and once the interview was over, their answers were put into a 

 
68 Ibid. 
69 Ibid. 
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transcribing service to memorialize their responses. Participants were aware that their recordings 

would be input into a transcribing service. Once transcription was complete, the recording of the 

interviews was permanently deleted.  

Additionally, I utilized five previously conducted interviews with doulas from the Library 

of Congress Collection: ‘Midwives, Doulas, and Birth workers in North Carolina: Archie Green 

Fellows Project, 2019-2020.’ This collection is qualitative in nature and documents the 

occupational culture and traditional knowledge of midwives and doulas in North Carolina, all 

doulas possessing a wide variety of knowledge and experiences they shared throughout the 

project. While this collection focused on midwives and doulas, only interviews with doulas were 

analyzed and integrated into this thesis. The interviews were audio recordings, and they were 

transcribed. Each interview from the Library of Congress’ collection is properly cited when 

mentioned in this thesis.  

 
Limitations 
 

Two limitations to this study are that the size and scope of my sample could be too small 

to have a significant understanding of doula’s experiences working in traditional reproductive 

healthcare spaces, such as hospitals. For this study, a sample size of 10 was chosen to begin to 

establish an initial understanding of doula’s experiences working in places such as hospitals and 

considering the results in a human rights framework. A larger sample size could be more helpful 

in understanding doula’s experiences more broadly or how to provide larger-scale solutions. 

Secondly, the scope of this thesis was initially planned to have participants from across the 

United States, but most participants were from New York City and North Carolina. Because of 

this, the results in this thesis may not showcase the same experiences doulas who live, for 
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example, in the West Coast or Midwest regions. Thus, the solutions suggested may not be 

applicable or relevant to other doulas from different regions in the United States.  

 

Results 
 
 

This study was conducted with a mixed approach, facilitating semi-structured interviews 

with participants. 5 doulas were interviewed and 5 secondary interviews that the Library of 

Congress conducted were analyzed. Testimony from 10 participants was used to understand 

some of the ways doulas mitigate barriers they face from medical institutions or healthcare 

providers, how this impacts the work doulas can do, and strategies they utilized to respond to 

challenges in the field. All participants in this study have been trained and worked as doulas; all 

have worked in a hospital setting or accompanied a client to a hospital birth. Specifically, this 

thesis asks: How do doulas navigate barriers in advocating for their clients' bodily autonomy in 

medicalized reproductive health and birthing environments? Across all of the data this study 

collected and analyzed, four key issues are found: (1) doulas have difficulty integrating into 

birthing teams and collaborating with healthcare providers; (2) doulas utilize multiple types of 

strategies (such as prenatally planning with their clients) to mitigate negative interactions with 

other healthcare providers; (3) hospitals should consider implementing the Midwifery Model of 

Care, which would provide an integrative view on the process of birth and would promote the 

utilization of birth workers such as doulas, to their policies; (4) policy work that supports doulas 

as a career (such as advocating for doula services to be covered by insurance) and recognizes the 

work doulas provide, specifically for women of color, would be beneficial for how doulas are 

compensated. 
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Table 1 – Demographics of Participants  
 

Characteristics Number of Participants Percentage (%) 
Current age:  

- 18-25  
- 26-60 

 
1 
9 

 
10 
90 

Ethnicity:  
- Caucasian  
- Other  

 
2 
8 

 
20 
80 

Gender:  
- Female  
- Male 

 
10 
0 

 
100 
0 

Location:  
- New York  
- North Carolina  

 
5 
5 

 
50 
50 

Education:  
- Educated by doula 

training/workshop 
- No formal doula 

training 

 
100 
 
0 

 
100 
 
0 

 

Doulas interviewed for this thesis resided in either New York or North Carolina; 5 

participants reside in New York, and 5 participants in North Carolina. Due to doulas not being 

required to obtain licensure to practice, both New York and North Carolina provide suggestions 

on what type of training doulas should seek. However, both states have taken steps to support 

and acknowledge doulas within their policies. New York has implemented a ‘Doula Pilot 

Program,’ which is an initiative to target maternal mortality and reduce racial disparities in birth 

outcomes; this initiative includes a Medicaid pilot program to cover the costs of doulas. The 

North Carolina Department of Health and Human Services researched better ways to support 

doulas in their state, hosting summits to hear doulas’ perspectives on Medicaid reimbursement. 

Further, several iterations of doula legislation have been introduced however none have passed 

yet.  
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 When asked during interviews, 100% of participants in this study state that they have 

either experienced friction with healthcare providers or have had difficulty integrating into 

birthing teams. More specifically, participants stated that healthcare providers, due to their 

attitudes and opinions of doulas and their presence, put up roadblocks to advocating for their 

clients or supporting their clients by not allowing doulas in labor and delivery rooms or ensuring 

doulas’ voices and efforts are suppressed. In discussing how participants think of responding to 

hostility in birthing spaces, 100% of participants in this study stated that they have either had to 

pre-plan individually or with their client or have a toolkit of strategies ready to deploy to address 

and manage difficult, complex interactions with healthcare providers in traditional reproductive 

health settings. Each participant discussed how important it is to be prepared to combat and 

mitigate hostile behavior from other healthcare providers to ensure they can advocate for and 

support their clients. When asked about potential solutions to the obstacles and treatment they 

face in traditional hospital settings, 50% of participants mentioned that implementing the 

‘Midwifery Model of Care’ or other patient-centered frameworks would create an environment 

that would be beneficial for doulas in traditional healthcare settings and the clients of color that 

they serve, support, and advocate for. Additionally, 100% of participants mentioned that some 

variation of policy that supports doulas, birth-workers in general, and advocates for addressing 

issues within maternal health and the Black maternal mortality crisis is needed.  

 The overall result of this study demonstrates that doulas must utilize time and effort that 

would otherwise be allocated to their clients to create and deploy interventions to ensure 

healthcare provider attitudes do not impact how they can support and advocate for their clients. 

100% of participants acknowledged that the negative healthcare provider attitudes they have 

experienced impact accessibility to their client and their ability to advocate for their client’s 
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birthing plans. This result demonstrates that doulas are viewed as essential to the successful 

implementation of desired birthing plans by their clients, and any obstacles can ultimately 

negatively impact their clients. Additionally, the results of this study align with the results of 

previously conducted research that investigates and discusses doulas’ impact on birth outcomes, 

specifically for women of color, and their complex relationship with the traditional healthcare 

system as well as healthcare providers who typically view the work doulas do as non-essential.  

 

Discussion of Findings  
 

Difficulty Integrating into Birthing Teams  
 
 

100% of participants in this study reported that as a doula they have had difficulty 

integrating into birthing teams while supporting their clients in hospital settings. Difficulty 

integrating into birthing teams and working in hospitals impacts three different intervention 

points: structural, practice, and attitudinal. Doulas discussed how structural barriers, such as 

hospital policies, make it challenging to work in hospitals. Additionally, in practice, doulas are 

excluded and marginalized on birthing teams, especially in moments when they’re needed most 

to facilitate communication between their client and provider. Discriminatory attitudes and biases 

stem from healthcare staff on birthing teams, making doulas uncomfortable in the labor and 

delivery room. While doulas must navigate these barriers to be able to support their clients and 

work effectively given discriminatory behavior from other healthcare staff, it is the clients who 

suffer the most. Because doulas provide comfort, knowledge, and support to their clients, doulas 

being restricted from labor rooms take comfort away from clients, and as doulas use some of 

their attention to mitigate barriers, it can take attention away from their clients’ needs.  
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 Structural. Participants in this study discussed how anti-doula hospital policies create the 

environment for healthcare staff exclusion of doulas from labor and delivery rooms. Participant 

2 discussed how her ability to work as a doula has been negatively impacted due to healthcare 

staff prohibiting her in birthing spaces, which is allowed by hospital policies. This means that 

hospitals can have varying policies that acknowledge, welcome and include doulas on birthing 

teams; or hospitals can view doulas as non-essential, making it difficult for them to access their 

clients in labor and delivery rooms. Structural barriers such as hospital policies can be the 

entrance point for the negative interactions doulas face while supporting their clients through 

hospital births. Further, hospitals with policies that don’t recognize the important role of doulas 

can empower healthcare staff to uphold their own biases and marginalize doulas.  

In addition, hospital policies can allow doulas in labor and delivery rooms contingent on 

their credential status. Hospitals may have policies that require doulas to be formally certified by 

specific organizations, such as DONA, to be allowed to attend births in the hospital. Since doulas 

in the United States aren’t required to be certified to practice, these requirements can exclude 

knowledgeable and experienced doulas who may not be formally certified but are still of value to 

clients. Participant 3 discussed how hospital administrators could be concerned about liability or 

malpractice if a doula is involved in situations during labor or birth where there are 

complications. These situations can inspire hospitals to implement policies that require doulas to 

carry liability insurance, since they are non-clinical, which can be costly for doulas or can lead to 

restrictions or reluctance to allow doulas to have an active role in the birth process, even though 

doulas aren’t directly involved in the delivery of infants. Further, requiring doulas to carry 

liability insurance can be seen as a means for excluding doulas. These scenarios and varying 

hospital policies can make working in hospitals difficult or impossible for doulas.  
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In Practice. Participants explained that difficulty integrating into birthing teams and 

working alongside other reproductive healthcare providers can undermine their productivity 

while in labor and delivery rooms, making it difficult or impossible to fully be present for the 

clients they are serving. For example, Participant 2 stated that a barrier she identifies as a doula 

is that other healthcare providers don’t view doulas or doula services as essential to reproductive 

healthcare, thus restricting her presence in labor and birthing rooms and away from her clients. 

As mentioned briefly in the ‘Literature Review’ section, healthcare providers have varying 

opinions and present biases against the functionality and presence of doulas in their clinical 

space. These biases can cause other healthcare staff to marginalize or exclude doulas in the labor 

and delivery rooms. Several scenarios of hospital staff creating barriers that participants 

highlighted during their interviews were: [1] dismissal of doula’s expertise based on their non-

clinical status; [2] conflict over who holds most authority, primarily by nurses and/or physicians; 

[3] and facilitation of physical or emotional isolation by other healthcare staff between patients 

and their doulas.  

5 out of 10 participants explicitly discussed how their non-clinical status and training 

have been pointed out by other healthcare staff to call their understanding and expertise about the 

labor and birthing process into question. Participants discussed how healthcare staff that don’t 

understand the services they provide as doulas can lead to the dismissal of their role in labor and 

delivery rooms. Ignorance of healthcare staff about the services and benefits doulas provide to 

their clients leads to doulas being undervalued and excluded from birthing teams, and their role 

in labor and delivery rooms to be misunderstood. Doulas are valuable members of birthing teams 

and have been proven through studies that show their benefits and contributions to maternal care; 
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doula training programs or workshops and the credentialing process should not be criticized and 

used as leverage to exclude doulas from their clients or labor and delivery rooms.   

In addition to healthcare staff not being educated on the services doulas provide and the 

roles they can play for their clients, there can be tension between healthcare staff and doulas over 

who holds the most authority. Doulas who were interviewed for this thesis discussed how they 

firmly hold the responsibility to advocate for their clients and ensure that other healthcare staff 

listen to the patient. This can cause physicians and nurses to feel threatened by doulas due to 

their suggestions or belief in advocacy. Advocacy doulas provide, such as promoting the 

elevation of the clients voice in moments of decision-making, can be perceived as overstepping 

by medical staff who view themselves as the primary decision-makers. Combined with the 

assumption that doulas are not knowledgeable in the reproductive health field, this can cause 

great tension between healthcare providers and doulas. Steel et al. (2013) reported how 

healthcare providers’ concerns about the role of the doula include concerns that doulas can 

interfere with or undermine relationships between patients and providers, as well as concerns that 

doulas may offer clinical care that is outside of their scope of practice and knowledge. Doulas 

typically interact with nurses more often than other members of the birthing team due to the 

number of times the nurse enters the room to assess and care for the woman in labor. These 

frequent interactions can provide more opportunities for collaboration between doulas and nurses 

or can create more opportunities for hostility to arise.  

Reed et al. found that out of all healthcare staff, nurses who denied the existence or 

impact of racism or implicit bias were the most critical of doulas.70 Reed et al.’s findings also 

 
70 Reiley Reed et al., “‘An Extra Layer of Pressure to Be My Best Self’: Healthcare Provider Perspectives on How 
Doulas Foster Accountability and Bridge Gaps in Pregnancy-Related  Care,”   
https://doi.org/10.1016/j.ssmqr.2023.100259. 
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suggest that collaborative provider-doula relationships can improve the quality of care for 

pregnant and birthing women.71 Participants in this study identified that the tension between 

healthcare staff and doulas originates from the belief that doulas will point out dismissive 

behavior or overstep their scope of knowledge, which causes doulas to be excluded from birthing 

teams.72 Physicians, who maintain the dominant place in healthcare hierarchy and subscribe to 

the biomedical perspective of birth, can clash with doulas who hold a low-status position within 

the healthcare hierarchy and hold a holistic approach to birth.73 For example, a participant in a 

study conducted by Meadow, which aimed to understand healthcare professionals opinions of 

doulas, stated that “to suggest to any doctor- or nurse- that their patient needs a middleman just 

to help them communicate would ordinarily indicate a massive failure within their practice.”74 

Here, the triangle of tension between physicians, their patients, and doulas is inevitable. When 

doulas are marginalized in practice, such as being excluded from birthing teams and labor and 

delivery rooms, their clients are not able to experience the benefits of having their doula with 

them. Further, it makes it more difficult for doulas to work with other healthcare staff to ensure 

the mother is being listened to and the baby is born healthy.  

Physical and emotional isolation can be the result of tension among healthcare staff or the 

birthing team and a lack of understanding of the role of a doula. Participants in this study 

discussed how they had been asked to leave the room in general or during specific medical 

procedures, such as interventions like an epidural or cesarean section. Participants discussed how 

this exclusion was during vulnerable moments when their clients might need them the most. 

 
71 Ibid. 
72 Ibid. 
73 Crystal Adams and Mica Curtin-Bowen, “Countervailing Powers in the Labor Room: The Doula–Doctor 
Relationship in the United States,”  https://doi.org/10.1016/j.socscimed.2021.114296. 
74 Meadow, Sandra L. “Defining the Doula’s Role: Fostering Relational Autonomy.” 
https://doi.org/10.1111/hex.12290 
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Participant 2 also linked her experience of being isolated from her client due to her reinforcing 

the client’s voice to the center of conversations over the course of care. Participant 2 stated that 

she learned from experiences of isolation and developed strategic advocacy to continue to 

advocate for her client but not outwardly in a way that could seem combative against other 

healthcare staff members. Isolating doulas harms their clients as doulas offer a sense of comfort 

and empower their clients. Taking this away from birthing women can increase frustration or 

negative experiences giving birth in hospitals.  

Attitudinal. Numerous studies have documented healthcare providers having difficulty 

with doulas, citing that providers report concerns that doulas may interfere with the relationship 

with their patients, that doulas provide care that’s outside the scope of their practice,75 or that 

practitioners have described feeling like ‘an enemy’ for upholding hospital policies that may 

conflict with a patients birthing plans.76 Feelings of frustration or resentful attitudes from 

healthcare providers, such as nurses or physicians, can impact how doulas are perceived and 

treated in hospital settings, creating further barriers to allow doulas to fully integrate into birthing 

teams. Further, it can create a hostile environment for the birthing woman and can suggest that 

non-traditional, holistic views of birth that aren’t normally accepted in hospital settings.  

 

Participants in this study discussed their personal experiences aiding their clients in 

hospitals and how healthcare providers have worked against them and ultimately created 

obstacles for doulas, forcing them to deploy strategies to work around obstacles:  

 
75 Lucas, Laura, and Erin Wright. “Attitudes of Physicians, Midwives, and Nurses about Doulas.” MCN: The 
American Journal of Maternal/Child Nursing 44, no. 1 (January 2019): 33–39. 
https://doi.org/10.1097/nmc.0000000000000488.  
76 Kira Neel et al., “Hospital-based Maternity Care Practitioners’ Perceptions of Doulas,” Birth 46, no. 2 (February 
8, 2019): 355–61, https://doi.org/10.1111/birt.12420. 
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“We are still trying to create a space for doulas in traditional healthcare, and the reason for that 

is rooted in our position as non-clinical birth support. There is a school of folks who are within 

healthcare who believe that if you’re not part of the clinical team so, you’re not part of the 

overall healthcare team. We, doulas, are part of the birthing team, you know, and a lot of the 

discussions that are happening between doulas and healthcare providers is centered around 

really trying to gain some common ground around how we can be more of a team, so that should 

consist of healthcare providers, whether is an OB or midwife, the nurses, the doula, and at the 

center of this is the patient. There’s a very hierarchical system at play, and the presence of doulas 

ultimately disrupts that because we are insisting that the patient remain at the center of their 

care. This is at the core of what we mean when we talk about sexual and reproductive justice; it’s 

a removal of any causes for trauma, any removal of the person who’s birthing from decision 

making. I think the tension [between physicians and doulas] lies there because this is very 

innate, very natural for doulas.” -  (Participant 1) 

 

“In the traditional medicine setting itself, a barrier is definitely the idea that we’re not seen as 

essential. I think a lot of it depends on the hospital, it depends on the setting because some 

hospitals are doula-friendly, and others are not. Some barriers can be sometimes, you know, 

labor and delivery nurses and physicians can see us as a threat because we won’t shut up and we 

are advocates. If we see something happening, that is a violation of consent, or we see a birthing 

person’s needs not being met, like, yeah, we’re not going to shut up about it. We have to be very 

strategic about how we say things because we can and do get kicked out of birth rooms.” 

 - (Participant 2) 

 

“I mean, I definitely had a moment where a doctor has said, like, you don’t have a right to be 

here, and you need to kind of stand back and not be involved at all.” - (Participant 3) 

 

“A hospital birth is very micromanaged, and sometimes it can feel very stuffy and uptight 

depending on the birth team you’re working with…The role of a doula is to keep peace, kind of 

that relaxed setting, and being the bridge to everyone’s communication. So, I try, through 

education, to empower my clients to help them understand that their voice is valid, and it 
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deserves to be heard, and you have a right over your bodily autonomy and so every time they 

find themselves in those situations, I remind them [the clients] of that empowerment that we 

learn through the prenatal part of our relationship…I work for my clients; I don’t work for 

anyone else, but at the same time, allowing the birth team to know I’m not against you, I’m not 

here to be against you, but sometimes, if I give information to my clients to empower themselves, 

sometimes it seems like I have animosity and it can linger. .Sometimes they love me for the 

empowerment I give to my clients, and sometimes they see me as a bothersome like, ‘oh you’re 

just making my work a lot harder, or a lot longer or strenuous; I just want to get her in, and out.’ 

And so, I get that feeling sometimes, and I just got to flow.”77- (Participant 6) 

 

 Alternatively, there are also numerous studies where participants who are healthcare 

providers have positive opinions on doulas and encourage their presence throughout the 

healthcare system. In a study conducted by Reed et al., healthcare practitioners described that a 

doula’s presence increases their personal sense of accountability while interacting with patients, 

leading the participants to carefully consider how they should communicate with patients.78 

Further, participants discussed how doulas directly advocate for their clients, pushing them to be 

better advocates for themselves.79 This increases accountability inside labor and delivery rooms, 

subsequently shifting power dynamics within patient-provider relationships. These results 

demonstrate that healthcare providers who have understand the significance and benefits of a 

doula present at a birth can help the functionality and flow of the client/patient’s overall birthing 

experience. Further, promoting doulas to be included, respected, and seen in the process can help 

facilitate knowledge-sharing between healthcare staff.  

 
77 Rodriguez, Stephanie, Interviewee, Joseph O'Connell, and Sponsor Occupational Folklife Project. Stephanie 
Rodriguez interview conducted by Joseph O'Connell, -07-13. -07-13, 2020. Pdf. 
https://www.loc.gov/item/2021655218/. 
78 Reiley Reed et al., “‘An Extra Layer of Pressure to Be My Best Self’: Healthcare Provider Perspectives on How 
Doulas Foster Accountability and Bridge Gaps in Pregnancy-Related   
Care,” https://doi.org/10.1016/j.ssmqr.2023.100259. 
79 Ibid. 
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Results of this thesis indicate that doulas do face barriers, such as healthcare providers 

excluding them from the birthing team, causing them to look for solutions to help build trust with 

other providers. Doulas can bear witness to disrespectful care during birth, and their presence can 

mitigate instances of racism and other harmful biases that can impact the distribution of quality 

care.80 Reproductive healthcare providers must acknowledge the benefits of doulas being 

included on birthing teams while making space for them in healthcare spaces overall. Doing so 

can help facilitate positive health outcomes and birthing experiences for women of color.  

 Lastly, the role of a doula is a disruptor to the traditional, medicalized view of birth and 

the process of giving birth. It can cause friction between healthcare providers who typically work 

alongside doulas in birthing spaces, ultimately causing obstacles for doulas to do their work. In 

discussing how doulas are an instigator to challenging the principles and ways of operation of the 

traditional healthcare system, Participant 9 stated “I think there’s a lot of power and because 

there’s a lot of power when we build relationships [with clients] and we companion [clients] and 

we work together with, it ends up being what I call a disruptor. Inherently, doula work is a 

disruptor. And when we think of disruptor professions they upend. Think of Uber and how it 

upended taxis or Airbnb upending the hotel industry, doula work is that - that’s why it’s so 

polarizing because it’s a disruptor that is dropping down into a system that is “for people” 

which in turn there is patriarchal, and of course, white supremacy power dynamics and we come 

in and say no we’re with people and they just don’t know what to do sometimes and they can’t 

quite figure out where to put us. They want to regulate; they want to accredit and credential 

us.”81 

 
80 Ibid. 
81 Woydak, Chama, Interviewee, Josephine McRobbie, Joseph O'Connell, and Sponsor Occupational Folklife 
Project. Chama Woydak interview conducted by Josephine McRobbie and Joseph O'Connell, -02-04. -02-04, 2020. 
Pdf. https://www.loc.gov/item/2021655210/. 
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 The concept and framework of ‘countervailing powers’ have been used to analyze the 

work relationships between two different types of professionals, such as doulas and OBs, in 

reproductive healthcare spaces.82 Countervailing powers are utilized to understand how 

institutional actors within the healthcare system aim for control, creating a hierarchal system 

within medicine and hospitals.83 Doulas often operate as outsiders in hierarchical clinical 

environments with established power dynamics due to their non-clinical status.84 For example, 

these power imbalances in clinical and medical environments can limit a doula’s ability to voice 

concerns about their client’s safety. Reed et al. reports that power structures in the medical 

system may inhibit doulas from directly advocating for clients or being inclined to limit their 

advocacy for their clients.85 It becomes apparent that the hierarchal system negatively interacts 

with the principles and missions of doula work, causing difficulty in advocacy and interacting 

with other medical staff on birthing teams.  

 Other healthcare providers have also discussed the impacts of the hierarchal system on 

how they conduct their work and work with other practitioners who are considered ‘non-clinical’ 

or holistic in principle. Neel et al. documented sentiments from reproductive healthcare providers 

who stated that shifting to maternity care that emphasizes fewer interventions during birth can be 

challenging for physicians who are generally “…trained from a somewhat interventional 

perspective…”86 Further, “labor support ‘is not something that is taught or encouraged during 

 
82 Crystal Adams and Mica Curtin-Bowen, “Countervailing Powers in the Labor Room: The Doula–Doctor 
Relationship in the United States,” Social Science &amp; Medicine 285 (September 2021): 114296, 
https://doi.org/10.1016/j.socscimed.2021.114296. 
83 Ibid. 
84 Reed, Reiley, Ashley Nguyen, Marna Armstead, Alli Cuentos, Marlee-I Mystic, Jennet Arcara, Andrea V. Jackson, 
Cassondra Marshall, and Anu Manchikanti Gomez. “‘An Extra Layer of Pressure to Be My Best Self’: Healthcare 
Provider Perspectives on How Doulas Foster Accountability and Bridge Gaps in Pregnancy-Related Care 
https://doi.org/10.1016/j.ssmqr.2023.100259.  
85 Ibid. 
86 Kira Neel et al., “Hospital‐based Maternity Care Practitioners’ Perceptions of Doulas,” Birth 46, no. 2 (February 
8, 2019): 355–61, https://doi.org/10.1111/birt.12420 
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[obstetrical] training as something that’s important as the physician role,’ whereas family 

medicine residents are ‘taught to spend much more time with patients who are laboring.’ A few 

nurses believed labor support is becoming a lost art, especially among younger nurses who rarely 

attend a labor where a patient doesn’t receive an epidural.”87 The hierarchal nature of the medical 

system combined with the usage of the medical management model creates an inequitable 

environment that is opposed to an innovative, holistic view of reproductive healthcare and the 

process of birth, making it difficult for new ways of providing healthcare to be implemented or 

learning to work with other integrative, holistic practitioners such as birth-workers.  

  

Strategies to Mitigate Barriers 
 
 

Participants of this study also discussed the strategies they create and then deploy to 

provide advocacy and support to their clients as well as work with varying personalities from 

other healthcare providers on the birthing team. For example, Participant 1 discussed preparing 

for negative interactions with healthcare providers prenatally before their client gave birth. By 

doing so, Participant 1 and their client established a birthing plan, discussing the client’s 

preferences, and ultimately learning more about the client’s capability to advocate for themselves 

in tense situations. Plans that doulas and their clients work together to develop is critical in 

ensuring that someone will follow the client’s wishes during labor and delivery and that doulas 

have the ability to advocate for their client and their wishes. Further, Participant 1 made it clear 

that doulas don’t intervene between healthcare staff and their client, as intervening would only 

 
87 Ibid. 
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intensify healthcare providers’ attitudes towards doulas, but to ensure that their client can 

advocate for the care they want.   

 Participant 2 discussed collaborating with their client to pose as their client’s cousin or 

family member, rather than their doula, since she and her clients are women of color if they 

arrive at a non-doula friendly hospital in order to continue to aid their client while they are in 

labor. A study conducted by Collins et al. examined women of color’s interaction with medical 

providers during their labor and birth when accompanied by a doula. The study’s results 

demonstrated that when healthcare providers collaborated with their patient’s doula, the patients 

reported more positive experiences in their labor and birth experience.88 When healthcare 

providers rejected the doula their patients brought with them, participants of the study stated 

their healthcare providers had a timeline, leaving them feeling unheard.89 Doulas’ presence can 

uplift their client, promoting the autonomy of women’s bodies, caused healthcare providers to 

feel threatened. Doulas aim to break down the barriers for their clients, yet they face obstacles 

themselves in supporting and aiding their clients. As it’s demonstrated in the study by Collins et 

al., women of color who are giving birth feel the repercussions of their doula being pushed aside 

or ignored by birthing teams – they continue to feel ignored, and their birthing plans are 

diminished. Aiming to prenatally plan for occurrences where doulas are prohibited from doing 

their work, participants in this study discussed the importance of creating plans to ensure they 

can stay with their clients as these barriers can directly impact their client’s health, well-being, 

and comfort during labor and delivery. 

 

 
88 Cyleste C. Collins et al., “‘I Felt like It Would’ve Been Perfect, If They Hadn’t Been Rushing’: Black Women’s 
Childbirth Experiences with Medical Providers When Accompanied by Perinatal Support Professionals,” Journal of 
Advanced Nursing 77, no. 10 (June 16, 2021): 4131–41, https://doi.org/10.1111/jan.14941. 
89  Ibid. 
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Participants discussed how they anticipate and plan for unexpected negative attitudes or 

interactions with healthcare providers on the birthing team, noting that strategies to work with 

other healthcare providers and de-escalate tense situations are essential to their toolkit:  

 

“I would say it’s really critical to start that sort of strategy building prenatally. One of the really 

beautiful things about the relationship between and doula and the client is we’re walking with 

you throughout your pregnancy in a way that different from the visits you have with a provider if 

you’re being seen by one at a hospital specifically. And so, I always tell my clients, you know, our 

main goal of our time together and during your pregnancy is to get to know each other. Then 

underneath that comes creating a birth plan, demonstrating different labor positions, talking 

pain management, and what is going to be done post-partum, and all that sort of thing. But 

overwhelmingly, the main goal is to get to know each other. By doing that, you learn how a 

person deals with stress and intimidation because that’s largely experienced when you have a 

team of doctors that will sometimes come into the room and flat-out tell you that if you don’t do 

this, your baby might die. And that is real, like anybody is going to do what is told if you get 

threatened with that, when in many cases, what needs to be happening is a fuller understanding 

of the picture of the scenario you’re in. I’m not going to say what needs to be done or what I 

think should be said but I might suggest to the client in the form of a question, in an attempt for 

them [the client] to assert themselves. It might look like, okay, my client is in bed, laboring, and 

the doctor comes in and says, ‘All right, I’m going to break your water now,’ like telling them 

what they’re going to do, and my client looks a little stunned, and so I might turn to them [the 

client], and I’ll say ‘are you okay with this? Do you understand why this is being suggested?’ 

and that triggers a line of questioning from the client to the provider and then it helps them [the 

client] to gain a fuller picture of what’s happening with the situation.” - (Participant 1)  

 

“A strategy that does sometimes work is if I suspect maybe I’m going into a non-accepting 

environment like I’m checking in at the front desk and I’m not getting a great vibe, then when we 

get into the labor room, I’ll talk with my client beforehand, and we’ll establish that I’m their 

cousin, not their doula, because how are they not going to say that I’m this person’s cousin? 

There doesn’t always need to be an ‘I’m the doula’ because that sometimes can trigger like, oh, 

this person is going to challenge me, and that doesn’t have to be the case.” – (Participant 2) 
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“I’ve run into one or two situations that I feel like may have gone in a different direction than 

they did, but for my practice and my heart is [acknowledging] that I’m not in control, that’s not 

my position. I’m there to facilitate, I’m there to serve, I’m there to help. When I’ve had bad 

experiences with nurses, usually by the end, they’re saying to me, ‘can you get me some jelly or 

some lubricant to help with her?’ or ‘Can you push back her hair?’ For me, it’s bringing calm to 

the room, not stepping into a place of authority.”90 – (Participant 7) 

  

Another strategy to mitigate tension between doulas and providers is maintain a 

respectful relationship between themselves and other healthcare staff. Studies have demonstrated 

similar results; Adams and Bowen’s conducted a study which resulted in the understanding that 

handling disagreements with doctors cautiously was critical to achieving a harmonious birth 

environment and, ultimately, mitigating the possibility of being banned from the labor room.91 

This study also found that doulas preferred to talk to client’s or the client’s family members 

about the clients preferences or options rather than confronting doctors directly.92 This allows for 

doulas to maintain good doula-provider relationships and not appearing to make decisions on 

behalf of the client, which can aggravate providers. These types of strategies can help mitigate 

stressors between doulas and providers or other healthcare staff. 

 Doulas participate in various forms of advocacy to manage communication with 

providers: soft and strategic advocacy, both briefly mentioned previously in the ‘Literature 

Review.’ Utilizing the strategic advocacy method requires doulas to read situations while 

evaluating the costs and benefits, using both direct and indirect approaches to create a desired 

 
90 Williams, Lesa, Interviewee, Josephine McRobbie, Joseph O'Connell, and Sponsor Occupational Folklife 
Project. Lesa Williams interview conducted by Josephine McRobbie and Joseph O'Connell, -11-08. -11-08, 2019. 
Pdf. https://www.loc.gov/item/2021655205/. 
91 Crystal Adams and Mica Curtin-Bowen, “Countervailing Powers in the Labor Room: The Doula–Doctor 
Relationship in the United States,”  https://doi.org/10.1016/j.socscimed.2021.114296. 
92 Ibid. 
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end result.93 A study conducted by Searcy et al. found that doulas prefer an indirect form of 

advocacy which is coined ‘soft advocacy,’ allowing doulas to fulfil their goal of helping birthing 

people maintain their autonomy but also “…allows the doula to center the interests of their 

birthing clients while ensuring that the birthing room remains a calm environment for all.”94 For 

example, doulas facilitate soft advocacy by empowering their clients to speak up for themselves 

during their labor and delivery process.95 This correlates with Adams and Bowen’s study, which 

states that doulas choose strategies that do not cause friction between themselves and other 

healthcare providers on the birthing team. This study highlighted how vital the doula-provider 

relationship is essential to facilitate positive communication and information sharing to avoid 

friction or disagreements that can ultimately harm the patient that’s giving birth.  

  

Better Supporting Doulas 
 
 

Acknowledging doulas face difficulties while working in traditional healthcare spaces, 

such as hospitals, leads to further questions about sustainability and support about the overall 

career of a doula. Ten states and Washington D.C started providing Medicaid coverage for doula 

services starting in 2023; five states are currently implementing coverage as well. With this 

change, doulas can be accessible to low-income families, who have higher risks of poor birth 

outcomes. While Medicaid reimbursement is an avenue to address compensation and 

accessibility of doula services, these policy initiatives require training and certification 

requirements, which poses as a barrier for community-based doulas due to the costs of 

 
93 Julie Johnson Searcy, Ellen Block, and Angela N. Castañeda, “Strategic Advocacy: Doula Care, Liminality, and 
Reproductive Justice,”  https://doi.org/10.1007/s12116-024-09431-5. 
94 Ibid. 
95 Ibid. 



 

 

41 Berg 
 
  

 
 
 

 

trainings.96 However, states recognizing the benefits or doulas and subsidizing doula training, 

making trainings more accessibly, could help reduce maternal mortality rates. Conversations that 

focuses on doula’s reimbursement has further pushed the discussion around the economic status 

and the financial compensation of community-based doulas.  

 Due to doula services typically not being covered by insurance, women can hire a doula 

privately for an average cost of USD 1,200 per birth (ranging between $800 to USD 2,500 per 

birth).97 Private doulas are often hired by people with the financial resources to afford these out-

of-pocket expenses rather than going through potential insurance options. In contrast to private 

doulas, community-based doulas are trusted members of the communities they serve, ultimately 

sharing culture and language with their clients, often providing comprehensive services and 

referrals within the community.98 Because of shared culture and linguistic knowledge, 

community-based doulas are able to understand better the issues that their clients face, including 

racial discrimination and language barriers, as well as provide culturally relevant care.99 

Community-based doula care is provided, often, at low or no cost. At the same time, this helps 

increase accessibility to birth services, while it can also create barriers to the sustainability of 

culturally relevant, community-based doula care.100 For instance, doula care that’s pro-bono or at 

low cost can make it difficult for community-based doulas to make a living wage in comparison 

to ‘boutique’ doulas that are private, not community-focused, and cost significantly more than 

community-based doulas.  

 
96 Kett, Paula M., Marieke S. van Eijk, Grace A. Guenther, and Susan M. Skillman. “‘This Work That We’re Doing 
Is Bigger than Ourselves’: A Qualitative Study with Community-based Birth Doulas in the United 
States.”  https://doi.org/10.1363/psrh.12203.  
97 Anu Manchikanti Gomez et al., “‘My 9 to 5 Job Is Birth Work’: A Case Study of Two Compensation Approaches 
for Community Doula Care,” International Journal of Environmental Research and Public Health 18, no. 20 
(October 14, 2021): 10817, https://doi.org/10.3390/ijerph182010817. 
98 Ibid. 
99 Ibid. 
100 Ibid. 
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In their interview, Participant 2 discussed how as much as she would like to make her 

career as a community-based doula her primary source of income, with the communities she 

aims to help, which are low-income communities, she is not able to support herself on the salary 

she makes alone. Participant 2 stated, “It can be very financially, emotionally, and physically 

difficult, especially when you want to serve Black or Latina communities or low-income 

communities. Because, like, me personally, I was always of the mind that I don’t see doula work 

as something I necessarily need to be making a living off of. I mean, I would love to be able to do 

doula work full time, but I also understand that the people I want to serve cannot pay me a living 

wage.” 

Insurance covering doula services would allow for doulas to not only be accessible to 

low- and middle-income families but also ensure that doulas are adequately compensated for the 

services they provide to their clients. Not covering doula services with insurance takes the ability 

away from women of color, low-income women, and their families to feel safe and listened to if 

a hospital is where they choose or feel forced to give birth.  Further, there are broader 

implications of insurance companies not covering doulas in that not covering alternative ways of 

giving birth suggests that giving birth using a midwife and doula, rather than a physician, or in a 

birthing center or at home, not a hospital, is the ‘wrong way’ to give birth. This promotes 

Western ideas of birthing care, failing to acknowledge that insurance holders might not feel 

comfortable giving birth at a hospital. While discussions around doula services are ongoing and 

often complicated, it’s essential for governments to find ways to support and compensate doulas 

for the work, knowledge, and advocacy that doulas provide to birthing women and their families. 

Studies show that community-based doulas improve maternal and infant health. Subsidizing or 
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providing free training and ensuring a living wage for doulas would be a good investment for 

states to improve women’s health, consistent with human rights obligations.  

 Within the medical community, doulas have advocated for more support and structural 

change. Doulas recognize that there are varying opinions on their role and the knowledge they 

possess since they are non-medical birth-workers, and that many states don’t require doulas to 

seek certification, by other healthcare providers. While better and fairer compensation alone will 

not address the stresses doulas experience, issues can be partially addressed through policies or 

programs that focus on the employment of birth doulas. In addition, the development of policies 

that focuses on the creation of policies that can improve perinatal care, which can facilitate the 

addressing systemic racism across the perinatal workforce, can help doulas as well.101 Integrating 

doulas into traditional healthcare spaces would have a dual effect, allowing doulas to be 

recognized for their contributions to women’s healthcare and providing them another source of 

employment and income.  

 

When asked about potential solutions to address the complex relationship doulas have 

with healthcare providers and the traditional reproductive healthcare system, participants of this 

study mentioned several potential solutions they believed would help themselves as well as their 

clients:  

 

“The first thing I would say is, like, subsidize, or provide free birth work or education. Another 

structural change should be Medicaid reimbursement, that’s happening in New York and has also 

been passed, I think in Virginia, so doulas can be reimbursed. It’s still not a lot, but it is 

something for Medicaid clients from the state, which is amazing. The state needs to pick up the 

 
101 Ibid. 
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responsibility of making sure that people have access to this care. And that includes funding 

organizations that provide doula trainings that are Black, Indigenous, and Latina led, that focus 

on serving those communities. But there also has to be a structural change in how we have to 

allow non-traditional and ancestral knowledge to also be an option [for clients] and be accepted 

[by hospitals and healthcare providers]. There’s a lot of policies in hospitals that end up causing 

a lot of harm and like, the traditional healthcare system has to integrate holistic methods into 

their policies, especially when focusing on communities of color. Lastly, I definitely think that 

more hospitals should have birth centers as an option for birthing people.” -  (Participant 2) 

 

“I do think that doulas need to be better compensated, that doulas need to be compensated for 

prenatal hours helping with wraparound services, in addition to the prenatal rapport building 

and birth preference hours. So, I think that greater compensation and respect for what they’re 

doing is important. I also think for doulas, what is needed is more support for their own 

psychosocial health, such as mentorship, trauma services, debriefing services, and, you know, 

any city program that is paying doulas should have a responsibility to provide mentorship and 

trauma services to the doulas, because there is such a high rate of burnout, or there can be, or 

worse, doulas are functioning through burn out which ultimately takes a toll on your health.” 

 – (Participant 3)  

 

Additionally, Participant 9 owns her own company and discussed the importance of ensuring her 

employees can address the trauma or negative, stressful experiences they can face in the field: 

“We hold annual retreats so we can unpack secondary trauma, do therapy, they [employees] get 

free acupuncture, they get 24 free visits through my company, so they can go and destress, de-

brief, it’s really important for me to do something to limit burnout because burnout is really big 

in this profession.”102 

 
102 Woydak, Chama, Interviewee, Josephine McRobbie, Joseph O'Connell, and Sponsor Occupational Folklife 
Project. https://www.loc.gov/item/2021655210/. 
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  Alongside external policies that support doulas financially, as well as recognize their 

career as birth workers, and internal policies at hospitals that would promote collaboration with 

doulas and other birth workers, participants in this study also suggest that hospitals must adopt a 

framework that promotes patient-centered care. Specifically, participants suggested that hospitals 

adopt principles of the ‘Midwifery Model of Care’ to serve better the missions that hospitals often 

claim to aim for in reproductive healthcare. The Midwifery Model of Care takes a time consuming, 

relationship-building approach; a large part of the midwife’s attention focuses on the pregnant 

woman as a person, in the broader context of her family and life.103 Midwives are primarily 

interested in the woman’s expectations of her pregnancy, such as her birth plan, as well as her 

opinion and worries that affect her pregnancy, postpartum recovery, and development as a 

mother.104 Midwives recognize childbirth as an emotional and sometimes spiritual experience, and 

childbirth is something to experience positively and encourage mothers to recognize their strength. 

 In comparison to the Medical Management model, the Midwifery Model of Care is built 

on the foundation of respect for the natural physiology of childbirth and the belief that women’s 

bodies are capable of giving birth naturally; the Medical Management Model calls for close 

monitoring and control of the process of birth, promoting interventions such as cesarean 

sections.105 Rooks describes that “physicians tend to manage labor using relatively narrow 

criteria for what is normal and intervene when a woman’s labor falls outside those criteria. 

Midwives may accept greater variation as within the normal range, so long as both the woman 

and fetus tolerate labor well.”106 Furthermore, the medical management model frequently calls 

 
103 Judith P. Rooks, “The Midwifery Model of Care,” Journal of Nurse-Midwifery 44, no. 4 (July 8, 1999): 370–74, 
https://doi.org/10.1016/s0091-2182(99)00060-9. 
104 Ibid. 
105 Ibid. 
106  Ibid. 
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for preventative measures. At the same time, the Midwifery Model of Care promotes waiting 

until there’s clear evidence that demonstrated that an intervention during labor or birth is 

necessary.107 While both models of care take different approaches to the overall labor and 

birthing process, rather than seeing the models as competitive against each other, they should be 

seen as complimentary in that midwives often acknowledge the importance of traditional medical 

treatment for women with complications in their pregnancy. Physicians often acknowledge the 

importance of the social and emotional aspects of childbirth.108  

 Sandall et al. performed a study contextualizing the Cochrane review, which discussed 

the effectiveness of midwifery-led models of care on birth outcomes, to further discuss the 

contribution to the safety and quality of care in reproductive health by midwifery-led models. 

According to the Cochrane review, women who gave birth under a midwifery-led model were 

less likely to experience fetus loss early on in the pregnancy as well as be significantly more 

likely to have a vaginal birth, initiate breastfeeding, and feel in control of their labor and birth.109 

Sandall et al. stated that in addition to promoting autonomy during birth and humanizing birth as 

a whole, midwife-led care contributes to the facilitation of improving quality and safety in 

reproductive healthcare.110 Similarly to Rooks, Sandall et al. discussed that management 

activities, explicitly sourcing from principles found in medical management models, can cause 

midwives, birth workers, and birthing women to experience surveillance and medical dominance 

for safety and preventive measures.111 In turn, Sandall et al. suggest that when conceptualizing 

 
107 Ibid. 
108  Ibid. 
109 Jane Sandall et al., “Improving Quality and Safety in Maternity Care: The Contribution of midwife-Led 
Care,” Journal of Midwifery and Women’s Health 55, no. 3 (May 6, 2010): 255–61, 
https://doi.org/10.1016/j.jmwh.2010.02.002. 
110 Ibid. 
111 Ibid. 
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concepts of safety and quality, it’s beneficial to draw on holistic ideas to create safety measures, 

leaning away from the urge to perform preventive or intervening measures.112  

When promoting the usage of midwifery-led models of care, Sandall et al. said, 

“…policymakers who wish to improve the quality and safety of maternal and infant care, 

particularly around normalizing and humanizing birth, should consider midwife-led models of 

care and how the financing of midwife-led services can support this.”113 Research backs 

midwifery-led models of care effectiveness, such as Fitriana et al., who state that a midwife-led 

model of care can increase the likelihood of natural birth and reduce incidences of cesarean 

section.114 Midwife Model of Care focuses on facilitating patient-centered care while promoting 

the natural labor and birth process. The principles of the Midwife Model of Care can encourage 

the medical industry and medical professionals to reevaluate how to view labor and birth and 

women’s bodies and consider re-evaluating approaches to ensuring their patient’s overall safety 

with limited medical intervention, thus, showcasing itself as an effective model to implement 

into traditional reproductive healthcare spaces.  

 It’s reiterated that midwives and doulas are two separate careers; in simple terms, 

midwives, who are clinically trained, can provide services that doulas cannot, such as performing 

wellness exams and delivering a baby vaginally, while doulas, as non-clinical workers, focus 

heavily on the emotional, and physical support of birthing women as well as serving as advocates 

to their clients. While doulas and midwives play two separate roles in reproductive healthcare 

and uphold their own model of care, implementing the Midwifery Model of Care can benefit 

 
112 Ibid. 
113 Ibid. 
114 Farida Fitriana et al., “Impact of the Midwife-Led Care Model on Mode of Birth: A Systematic Review and 
Meta-Analysis,” British Journal of Midwifery 32, no. 7 (July 2, 2024): 370–79, 
https://doi.org/10.12968/bjom.2024.32.7.370. 
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doulas by forging a path for holistic reproductive healthcare and other birth workers in hospitals 

and the overall medical community. In this study, Participant 1 discussed how implementing the 

Midwifery Model of Care would positively impact doulas, stating that the usage of the model 

would support both birthing people, thus supporting doulas in their full scope of practice. 

Similarly, Participant 2 stated that utilizing the Midwifery Model of Care would alleviate some 

of the time dedicated to planning a birthing plan ahead of time. The Midwifery Model of Care 

would allow for an approach that encompasses the needs of birthing women, keeping the comfort 

of women of color in mind, and working in tandem with more traditional models, such as the 

medical management model.   

 

Several participants in this study cited how the implementation of the Midwifery Model of Care 

would benefit their clients and, ultimately themselves due to the holistic, whole-person nature of 

the model:  

 

“To put it clinically, embracing the midwifery model of care would be most supportive to the 

majority of birthing people. And in doing so, it would support doulas in more fully working in 

our scope of practice.” – (Participant 1) 

 

“When a midwifery model of care is not being used, I feel like, not that doulas have no power or 

no ability to keep the client in their care, but that it’s a lot of time and effort put into the birthing 

plan ahead of time and determining how we are going to make sure that this person has 

everything they need. It sucks to, like, kind of assume the worst of the system sometimes.” – 

(Participant 2) 

 

“The Medical Model of Care is medically minded and trying to fix something when birth doesn’t 

need to be fixed sometimes; it’s not an emergency, it’s an emergent of the baby,  it’s an emergent 
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of the mother. It’s a transformative time, a very spiritual time, and I think that’s the difference I 

notice between the Medical Model of Care versus the Midwifery Model of Care, where with a 

midwife, you’re looked at as a whole, and that means mentally, physically, emotionally, and 

spiritually attended to, and in the Medical Model of Care you’re looked at as something is wrong 

with you, we need to fix it.”115 – (Participant 7) 

 

The findings of this study demonstrate the complex situations that doulas face while in 

hospital settings. This points to a fracture between birth workers and traditional reproductive 

healthcare providers, leading to tension, often leaving the patient or client to experience being 

sidelined instead of the ways doulas can empower them. As the United States maternal mortality 

rate continues to rise, women of color experiencing the highest rates of mortality; this study can 

add to other studies that discuss the benefits of birth works on obstetric violence and the high 

maternal mortality rate, as well as discuss tension within the healthcare system which can 

negatively impact patients. The Midwifery Model of Care critically addresses the issues that can 

contribute to maternal mortality, advocating for autonomy for the mother in decision making, 

while suggesting new discussions on what is truly needed when it comes to giving birth. Further, 

the Midwifery Model of Care would allow doulas to be accepted into traditional healthcare 

environments, subsequently allowing them to perform their role as advocates. 

Already, medical centers are beginning to take steps to recognize and implement doulas 

into their practice. In New York City, NYC + Hospitals and the Arnhold Institute for Global 

Health at the Icahn School of Medicine worked together to create and launch Helping Promote 

Birth Equity through Community-Based Doula Care, known as the HoPE Doula Program, in 

 
115 Williams, Lesa, Interviewee, Josephine McRobbie, Joseph O'Connell, and Sponsor Occupational Folklife Project. 
https://www.loc.gov/item/2021655205/. 
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2022.116 This program provides community-based doula support, pro bono, to any pregnant 

woman seeking pre-natal care at affiliated hospitals. Large academic health centers, such as 

Boston Medical Center, have implemented doula programs, ranging from prenatal to postpartum 

doula support. Large health centers are uniquely positioned to help bridge the gaps in access to 

doulas for uninsured or underinsured patients because they serve as safety-net hospitals.117 These 

medical centers are also uniquely positioned to educate doctors on the importance of birth work 

and include doulas on birthing teams. They also consider how hospitals in general could improve 

birth outcomes for their patients and maternal care in their facility. Further, these hospitals 

demonstrate how doulas can be successfully integrated, utilized, and respected in traditional 

healthcare spaces and work with other healthcare staff as non-clinical birth-workers.  

This study focused on the barriers doulas face and how these barriers impact their 

advocacy work. Therefore, I would advocate for further research to be conducted on solutions 

that would help doulas integrate into healthcare spaces and policies that would further support 

them. 

 

Conclusion  
 

 

In conclusion, it is widely accepted that Black women experience racism in the healthcare 

system, impacting their treatment, their outlook and their life expectancy.  This endemic racism 

infiltrates the birthing journey, and the community suffers further from the highest infant and 

maternal mortality rate in childbirth.  Research has proven that when included and respected as 

 
116 Catherine Marudo et al., “Bridging Health Disparities and Improving Reproductive Outcomes with Health 
Center–Affiliated Doula Programs,” Obstetrics &amp; Gynecology, September 7, 2023, 
https://doi.org/10.1097/aog.0000000000005337. 
117 Ibid. 
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part of the birthing team, doulas play a vital role in communication and advocacy as well as 

education and empowerment for Black women in the birthing process.  My research 

demonstrates that doulas are subjected to widespread discrimination and exclusion by the 

medical community, within the hospital structure.  This impacts their ability to provide their best 

support for their clients and negates the important impact that they can have.  Through first-hand 

testimony, this paper illustrates that the bias against doulas is prevalent.  This research provides 

solutions and recommendations for the medical community, policy makers for diffusing this bias, 

educating and implementing change and ultimately improving successful birth statistics and 

infant and maternal mortality rate in the Black community.   
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