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Executive Summary 
In 2013, Minnesota passed legislation requiring Medicaid payment for doula services 

(Minnesota Statutes, section 256B.0625, subd. 28b).  Minnesota is only the second state in the U.S. 
(after Oregon) to extend Medicaid coverage to include doula services. Other states have expressed 
interest and are watching our experiences here in Minnesota to guide their decisions.  This document 
provides initial findings from a research project entitled “Improving maternal and child health by 
increasing doula support for diverse Minnesota women” - also known as the “Doula Access Project.” This 
interim report is being provided to the Minnesota Department of Human Services (DHS) with 
information on the early phases of implementation and as guidance for future implementation. We 
hope that it is useful both in Minnesota and in other states seeking to enact similar legislation. 

Our prior research on doula care has examined both Medicaid populations and pregnant women 
nationally. As part of our ongoing research project, we are learning about barriers to implementation. 
We conducted focus groups with pregnant Medicaid beneficiaries from diverse backgrounds to ask 
about their knowledge of doula care, their access to these services, and any barriers to access.  We also 
recruited and trained 12 women from underserved communities to become doulas for pregnant 
Medicaid beneficiaries. We interviewed these new doulas about their work, and we also interviewed 
doula program administrators (the directors of both community-based and hospital-based doula 
programs) about their experiences as providers under the new legislation.  Finally, we sent letters to 
each of the managed care organizations that serve Medicaid beneficiaries in Minnesota to solicit 
comments and feedback on implementation, from a payer perspective.  

 
  We systematically analyzed these data from pregnant women, doulas, doula program 
administrators, and Medicaid managed care organizations. The findings of our analysis have revealed a 
number of challenges and barriers to the implementation of the legislation, all of which may impede 
beneficiary access to services: 

● Low reimbursement rates, defined in the Minnesota Medicaid Program’s State Plan 
Amendment, are a significant barrier to entry for doulas, an obstacle to sustainability and 
retention of doulas serving Medicaid beneficiaries, and a financial feasibility challenge for 
doula program administrators. 

● Doulas have had difficulty becoming enrolled providers with managed care organizations. 
● Medicaid programs must pay licensed providers in order to receive federal matching funds.  

Doulas are not licensed in Minnesota, so – to be reimbursed by Medicaid - doula services must 
be provided under the supervision of a licensed clinician and billed through that clinician’s 
National Provider Identification (NPI) number. Creating these structures has been challenging 
for doulas and maternity care clinicians, even in hospital-based programs that employ doulas. 

● Lack of awareness of doula coverage among Medicaid beneficiaries, maternity care clinicians, 
and health care delivery systems. 

● Lack of information among health plan customer service representatives to assist women who 
inquire about coverage or who receive information from their health plan about doula services. 

● Doula training, certification, and registration are costly, and many low-income women and 
women from communities of color have limited financial access to the doula profession. 

● Limited representativeness of communities of color among doula trainers and doulas. 
● Topics that are crucial to doula care for Medicaid beneficiaries – including trauma, infant loss, 

poverty, intimate partner violence, structural racism, etc. – are not sufficiently covered in all 
doula certification courses.  

● The purpose and utility of the state doula registry was questioned by doula organizations (cost 
was noted as a barrier) and managed care organizations (who would prefer to contract with 
doula organizations rather than individual doulas).  

https://www.revisor.leg.state.mn.us/statutes/?id=256B.0625%23stat.256B.0625.28b
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2012.301201
http://www.ajmc.com/publications/issue/2014/2014-vol20-n8/potential-benefits-of-increased-access-to-doula-support-during-childbirth
http://www.ajmc.com/publications/issue/2014/2014-vol20-n8/potential-benefits-of-increased-access-to-doula-support-during-childbirth
http://www.health.state.mn.us/divs/hpsc/hop/doula/doularegistry.html


The following preliminary recommendations emerged from the analysis and consolidation of 
feedback and input from patients, providers, administrators, and payers. These recommendations 
reflect the views, opinions, and perspectives of the participants in this research and may inform future 
legislative or implementation efforts to overcome the barriers described above.  
 
Recommendations: Legislative Changes 
The impetus for Medicaid coverage for doula services came from a legislative effort, and respondents 
identified several additional potential legislative modifications or proposals that could be considered to 
fulfill the original intent of the legislation. 

• Create a licensure process for doulas in Minnesota. The goal of doula licensure would be to 
allow for direct payment to doulas for their services and to render unnecessary the currently 
burdensome challenge of establishing supervisory relationships between doulas and maternity 
care clinicians. Such legislation should ensure that licensure does not criminalize practice by 
unlicensed providers. 

• Modify the Minnesota state doula registry to allow for non-profit organizations to be listed. This 
would better meet the needs of Medicaid beneficiaries who could call several organizations (vs. 
several hundred potential doulas) to inquire about services, and of managed care organizations 
who would prefer to contract with organizations rather than individual doulas. 

• Establish a fee waiver process for fees for doula certification and registration for low-income 
applicants, and also establish a separate fee for organizations to apply to appear on the registry.   

• Allow payment for travel mileage as part of doula services reimbursement. Doulas – especially in 
rural areas – frequently travel substantial distances to meet with clients, and travel expenditures 
alone may outweigh earnings for prenatal visits for distant clients.   

• Augment doula certification (or licensing) requirements to include education on trauma-
informed care and on social and structural determinants of pregnancy and childbirth care.  

• Enhance diversity and capacity by creating a grant program to support doula training to increase 
the available doula workforce to support pregnant Medicaid beneficiaries.  Specifically, funds for 
doula training should be directed to communities of color, low-income communities, and rural 
areas to increase the diversity of the doula workforce and improve its capacity to meet the 
needs of Medicaid beneficiaries.  
 

Recommendations: Improving Implementation 
In addition to legislative changes, respondents suggested several steps that could be undertaken 
administratively by the Departments of Health and Human Services to improve implementation of 
current statute.   

• DHS should review currently-available evidence and reassess the reimbursement rate for doula 
services in the State Plan Amendment.  

• DHS should provide clear information about all of the documentation required for payment of 
claims for doula services. 

•  DHS and the Minnesota Department of Health (MDH) should establish a formal coordination 
structure to interface with one another on issues related to the registry/credentialing (MDH) 
and payment (DHS). 

• This joint coordinating group should serve as a resource for doulas, maternity care clinicians, 
and managed care organizations so that shared information is clear and transparent.  

• DHS should provide education to clinicians and hospitals about the role of a doula and the 
content of the statute that requires Medicaid payment for doula services. 

http://www.health.state.mn.us/divs/hpsc/hop/doula/doularegistry.html

