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A B S T R A C T   

Problem: In the United States, Black women are disproportionately impacted by inequities in maternal health. 
Background: Community doula support may improve birth outcomes and experiences, including lower rates of 
preterm birth and low birthweight and increases in positive birthing experiences. Few studies have explored 
client experiences with doula care, specifically community doula care. 
Aim: To explore Black doula clients’ motivations for seeking and experiences with community doula care. 
Methods: Data are from a mixed methods process evaluation of an organization providing free community doula 
services in San Francisco, California. We conducted two rounds of qualitative interviews with doula clients who 
identified as Black or Pacific Islander between August 2019 and March 2020. Interviews explored clients’ 
knowledge of, experiences with, and motivations for seeking doula care and their perceptions of the services they 
received. We utilized a Rapid Assessment Process to synthesize findings and thematic analysis. 
Findings: Clients’ motivations for seeking doula care included general lack of support and knowledge of 
mistreatment experienced by Black women in hospital settings. Doulas provided support in the form of infor
mation about the perinatal period and clients’ rights, advocacy in hospital settings, and connection to resources 
beyond pregnancy and birth. Some clients described doulas as helping them stay focused and make decisions 
during difficult labor experiences and described positive birth experiences despite experiencing complications. 
Conclusion: Community doulas play an instrumental role in the birth experiences of Black women and birthing 
people. Efforts should be made to expand access to this needed support via policy and hospital practices.   

Statement of Significance 

Problem 

In the United States, Black women are disproportionately 
impacted by inequities in maternal health. 

What is already known 

A growing body of literature supports doula care as an interven
tion to improve birth outcomes and patient experiences with 
pregnancy-related healthcare. Community doulas are uniquely 

positioned to support pregnant Black women and birthing people 
as they provide services tailored to the specific needs of the 
communities they serve at little or no cost, and are often racially, 
linguistically, and/or culturally concordant with their clients. 

What this paper adds 

This study contributes important findings about Black women’s 
motivations for and experiences of having community doula care 
and adds to the limited literature on doula care in general. Our 
analysis confirms a need for community doula care among Black 
women and found that this care positively impacted clients’ 
pregnancy and birth experiences. 
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Introduction 

The maternal mortality rate in the United States is one of the highest 
among high-income countries [1,2], with Black women most impacted. 
Black women are three to four times more likely to die from pregnancy 
related causes and more likely to experience outcomes like preterm birth 
and low birth weight compared to white women [3–5]. Mistreatment of 
Black women in medical settings is widespread and an important factor 
in these inequities. A national study found women of color (that is, 
Black, Hispanic, Asian, and Indigenous women) reported higher rates of 
mistreatment in maternity care [6], while other research suggests that 
Black women in California had lower levels of decision-making auton
omy, support, and good communication with staff during labor 
compared to other racial/ethnic groups [7]. In the face of the maternal 
health crisis, Black community-based organizations and birthing people 
have worked to narrow racial disparities through continued advocacy 
and policy work. This notably includes successful efforts to expand ac
cess to full-spectrum doula care in California and support for federal 
legislation, like the Black Maternal Health Momnibus Act, a package of 
12 bills to comprehensively address the maternal health crisis, which 
includes support for community-based organizations to grow and 
diversify the perinatal workforce [8]. 

A growing body of literature supports doula care as an intervention 
to improve birth outcomes and patient experiences with pregnancy- 
related healthcare. Doulas are trained, non-clinical professionals who 
provide physical, emotional, and educational support to people during 
pregnancy, birth, and postpartum [9]. Previous studies have found that 
women with doula-supported births have lower rates of cesarean de
livery, preterm birth, and low birthweight and higher rates of breast
feeding initiation [10–14]. A 2017 Cochrane review affirmed the 
benefits of continuous labor support, including lower likelihood of 
reporting negative feelings about their childbirth experience [15]. 

The scant existing literature on client experiences with doula care 
suggests clients are satisfied with the care they receive and that doulas 
play an important role in their birthing experiences. Clients describe 
doulas providing important emotional and physical support, as well as 
helping them feel empowered in their choices during birth [16–22]. 
Clients and doulas have described close and trusting relationships, 
which allow doulas to better understand and meet their clients’ needs 
[17,18,21]. Only one study with a majority white sample has examined 
clients’ decisions to hire private doulas, finding that clients wanted to 
ensure they had expert-level care and support not found in the medical 
system [23]. Private doulas, who are often white, upper-middle class 
women, typically use a fee-for-service model where clients pay 
out-of-pocket, making them less accessible for women of color or with 
low incomes [24,25]. 

To our knowledge, limited research focuses on client experiences 
with community doula care. Community doulas provide services tailored 
to the specific needs of the communities they serve at little or no cost, 
and are often racially, linguistically, and/or culturally concordant with 
their clients [9]. The present study explores motivations for and expe
riences with doula care among Black clients of a San Francisco-based 
community doula organization. This analysis aims to fill several gaps 
in the literature related to client experiences with doula care, particu
larly community doula care. First, it describes Black women’s experi
ences with and perceptions of community doula care. A 2018 report 
found Black women in California had the highest rate of doula use (15%) 
and interest in utilizing doula support in the future (66%) compared to 
other women in the study [7]. These findings suggest a need for doula 
support among Black women. Second, this analysis contributes to the 
scant literature on community doula care for birthing people of color 
more generally. 

Participants, ethics, and methods 

We utilized qualitative data from a mixed-methods process evalua
tion of SisterWeb San Francisco Community Doula Network, a com
munity doula organization providing no-cost doula services to Black, 
Pacific Islander, and Latinx pregnant women and people in San Fran
cisco, California. SisterWeb launched in 2019; in 2021, the organization 
supported 86 births. Clients are referred to SisterWeb via medical pro
viders, social workers, or others at community-based services, or self- 
referral through their website. SisterWeb’s model of care includes 
three prenatal visits, in-person birth support, and four postpartum visits, 
with increased support provided to clients experiencing heightened 
stressors, including community or intimate partner violence, poverty, 
and homelessness. In the program, clients receive support from cohorts 
of two to three community doulas during pregnancy, birth, and post
partum. In March 2020, doulas transitioned to providing virtual support 
via phone, text, or videoconference due to the onset of the COVID-19 
pandemic. In July 2020, doulas largely returned to providing in- 
person birth and labor support, but generally provided virtual support 
for prenatal and postpartum visits. Further details about SisterWeb’s 
programs are available elsewhere [26–29]. 

The process evaluation was guided by the principles of the Equitable 
Evaluation Framework, centering equity, attunement to historical, 
structural, and cultural context, and collaboration. Thus, researchers at 
local academic institutions and leaders from the doula organization 
collaborated on the evaluation design, data collection and interpreta
tion, and dissemination of findings. Detailed information on the process 
evaluation has been published elsewhere [26]. Methods and results are 
reported according to the Consolidated Criteria for Reporting Qualita
tive Research [30]. 

As part of the evaluation, we invited clients from the programs 
serving Black and Pacific Islander clients to participate in a two-part 
qualitative study to understand their experiences with the program. As 
evaluation funding was restricted to these two programs, this analysis 
does not include data from the Latinx-serving program. Further, due to 
the later start and limited capacity of the program serving Pacific 
Islander clients, we mainly recruited from the program serving Black 
clients. We recruited clients between August 2019 and March 2020. To 
be eligible for the study, SisterWeb clients had to identify as Black or 
Pacific Islander, be between the ages of 18 and 45, have an estimated 
due date (EDD) before May 2020, and have not yet completed their third 
prenatal doula visit at the time of the initial interview. During the client 
intake process, the SisterWeb doula coordinator provided clients with 
information about the study. Fifty-six clients were approached by the 
doula coordinator and all consented to having their contact information 
shared with the research team. Of these, 40 clients were contacted by the 
research team; 16 clients were not contacted because they had an EDD 
after April 2020 or were deemed ineligible for another reason. Two 
contacted clients were no longer interested at the time of contact, 10 
were ineligible, 12 did not respond to three contact attempts, and two 
enrolled but did not interview. A total of 14 clients participated in the 
study, a sample size considered sufficient for reaching saturation, 
particularly for samples including participants with similar character
istics [31]. 

Participants completed two individual in-depth interviews, one in 
the prenatal period before the 35th week of pregnancy, and a second 
after eight weeks postpartum. Prenatal interviews occurred between 
September 2019 and March 2020 and explored clients’ knowledge of 
doula services, their experiences in the doula program, and their moti
vations for seeking doula care. Postpartum interviews occurred between 
January and May 2020 and explored clients’ birth and postpartum doula 
care experiences and their overall feelings about the services they 
received through the doula program. Three members of the study team, 
including CM, conducted all interviews and were concordant with par
ticipants in race and gender. Prior to engaging in data collection, two 
interviewers participated in a qualitative interviewing training led by 
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CM and AMG, conducted practice interviews, and received feedback 
from SA and JA. Participants did not know interviewers prior to data 
collection. 

Prior to interviews, staff obtained informed consent from partici
pants. We conducted interviews in-person or via phone or videocon
ference. All interviews were digitally recorded and professionally 
transcribed. Prenatal interviews lasted an average of 45 min, while 
postpartum interviews lasted an average of 23 min. Most participants 
were interviewed by the same interviewer for both interviews. We did 
not employ participant checking in this study. The Committee for the 
Protection of Human Subjects at the University of California, Berkeley 
approved the study protocol. 

Our analytic process included two parts. Initially, we utilized a Rapid 
Assessment Process (RAP) to analyze all qualitative data collected for 
the process evaluation [32]. RAP employs rigorous and strategic ana
lytic methods to expedite data reduction and synthesis and produce 
actionable preliminary findings, making it ideal for time-sensitive pro
jects, including evaluation research. First, we developed a summary 
template for prenatal and postpartum interviews with neutral domains 
matched to interview questions. Interviewers used this template to 
create field notes in the form of an interview summary after completing 
each interview, and later updated these summaries after transcript 
cleaning. Once finalized, we transferred all interview summaries to an 
individual-level data matrix and synthesized key data across partici
pants and domains. Lastly, we created group-level memos to further 
synthesize findings. 

Next, two authors, SA and EH analyzed the client interview data 
using a modified reflexive thematic analysis approach [33]. We each 
read all transcripts and RAP transcript summaries in their entirety, 
taking note of our initial thoughts and observations in an ongoing 
memo. We then developed a parsimonious codebook based on our 
interview guide, review of the data, and the RAP findings, focusing on 
clients’ knowledge of doula services, motivations for seeking doula care, 
birthing experiences, and experiences receiving support from their 
doulas. Codes were mostly deductive, with a few inductive codes 
derived from the data. We then coded two transcripts together, dis
cussed code placement, and refined and finalized the codebook. We 
continued coding transcripts independently using a lumping approach, 
wherein large excerpts of text are coded to identify overarching themes, 
using Dedoose, an online mixed methods analysis program [34]. After 
coding all transcripts, SA and EH met multiple times to review coded 
data and develop themes in consultation with CM and AMG. We began 
by identifying a preliminary list of themes and developing a thematic 
map. We then reviewed the preliminary themes in conjunction with 
coded data and finalized the findings, utilizing the thematic map to 
visually group similar themes together until all authors reached 
consensus on a final list of themes. 

Findings 

Fourteen clients completed prenatal interviews (Table 1). Of these 
participants, nine completed postpartum interviews. Most participants 
(n = 13) were clients of the program serving Black clients and all par
ticipants (n = 14) identified as Black, with one participant also identi
fying as Pacific Islander and receiving services from the Pacific Islander- 
serving program. The average participant age was 30 years (SD=7). All 
participants lived in San Francisco; 10 had lived in San Francisco their 
entire lives. Ten participants were insured by Medicaid. Eight partici
pants were parents, while six were expecting their first child. Five par
ticipants gave birth after the start of the COVID-19 pandemic; two of 
these participants received virtual birth support from their doulas via 
text or phone. Overall, three participants did not have doula support at 
their births; one participant moved from San Francsco prior to child
birth, a second did not contact her doulas until after her baby was born, 
and the third, who gave birth after the start of the COVID-19 pandemic, 
was unable to communicate virtually during her labor. 

Most participants had never heard of a doula before learning about 
SisterWeb; however, a few learned about doulas through their own 
research or from a friend or family member. Even among those that had 
heard of doulas, knowledge of the services they provide was limited. 
Most participants were referred to SisterWeb by their healthcare pro
vider or a local program offering perinatal services for Black pregnant 
women. 

Need for support during pregnancy 

Nearly all participants described a need for support during preg
nancy and birth as the main motivating factor for seeking doula care. 
This need for support stemmed from various factors, including a general 
lack of support from family, friends, and partners. One participant 
described her rationale for working with a doula: 

“A lot of help that I need with my baby, I’m not getting it from my mom. 
So I’m doing a lot of stuff on my own… She’s not helping me with a baby 
shower. She doesn’t help me with, like, Pampers or anything or help me fix 
my living situation. So, it’s like stuff that I want help with, I’m not getting 
it from her.” 

Another participant mentioned: 

“[My] first and second birth, although they were easy, it would’ve been 
nice to have somebody there, you know, just to say supportive words or 
asking me if I needed things. I was just doing a lot of stuff as far as to 
alleviate the contraction pains by myself while [my partner] was just like, 
in the doorway ’Are you okay?’ and I’m like ‘Really? That’s all I get? 
Like, I don’t get my back rubbed?’” 

Other participants described needing extra support due to persistent 
maternal health inequities plaguing Black women in the U.S. Specif
ically, they were drawn to community doulas for the culturally 
congruent care they provide, with the expectation that community 
doulas would be attuned to their needs. When asked about her decision 
to have a doula, one participant said: 

“Knowing that, like, the high rates of death [among Black women], or just 
how we’re not taken that seriously when we’re in doctors’ offices… I think 
that was probably the biggest part of [my decision-making].” 

Another participant described why she needed extra support as a 
Black immigrant woman: 

Table 1 
Participant demographic characteristics and doula care received (N = 14).  

Demographic Characteristic n % 

Mean age, years (SD)  30 (7) – 
Race/ethnicitya    

Black  14 100 
Pacific Islander  1 7.1 
Insurance type    
Private  4 28.6 
Medi-Cal  10 71.4 
Time living in San Francisco    
San Francisco native  10 71.4 
More than 10 years  2 14.3 
Less than 10 years  2 14.3 
Parent Status    
Parenting  6 42.9 
Expecting first child  8 57.1 
Clients requiring extra support  3 21.4 
Doula support during birthb  11 78.6 
Gave birth before prior to COVID-19 (3/20/20)  9 64.3 
Pregnancy or birth complicationsc  10 71.4 

Notes: (a) Participants could report identifying with multiple racial and ethnic 
groups, thus the sum of all categories exceeds 15. (b) Doula support during birth 
includes in-person support, or virtual support via video, phone, or text. (c) 
Pregnancy and birth complications included high-risk pregnancies, preeclamp
sia, gestational diabetes, and babies’ stay in the NICU. 

S. Arteaga et al.                                                                                                                                                                                                                                 



Women and Birth 36 (2023) 257–263

260

“When you are a foreigner with [an] accent, maybe the color speaks 
before you. Like, I’m well educated, and I can do my research, and I can 
be self-sufficient, but sometimes you feel like people, you know, there are 
stereotypes, and people might… undermine you in a way, or reach to 
conclusions. And sometimes when you come with someone who has 
experience in that area it helps.” 

There was an overwhelming sentiment among participants that 
Black women are often “not listened to” or dismissed in medical settings, 
and an expectation that this would happen to them while receiving 
pregnancy-related care. In response, some participants tried to compose 
a care team of Black providers who would better understand their needs. 

“I want, if possible, a team of Black women… so [the community doula 
program] hooked me up with the Centering Pregnancy for Black Women. 
It’s something at [hospital], where the midwife is a Black woman, the 
doctor’s a Black woman, on top of your doulas being Black, they have a 
Black pediatrician. Like, it’s just dope. And so, just preference. I wanted 
the first face that my child saw coming into this new place to be a person of 
color.” 

Importantly, two participants described previous negative experi
ences with hospital staff as motivating factors for seeking doula support, 
including hospital staff being “very rude” and uncommunicative. 

“[The hospital staff] were just being very rude towards me and stuff like 
that after I had the baby. As far as monitoring the baby part, because…I 
had got discharged first, and they never discharged my baby… So it was 
hard, you know, because I’m a new mother. I didn’t really know what to 
expect. You know, and then I was young and stuff.” 

“My last visit with the hospital, the staff took my daughter for like two 
hours, and they asked to do something specific, and it was never done. So 
for nobody to have gone with her, it’s like, ‘What happened? What did 
you guys do?’” 

Overall, participants who lacked support during their pregnancy felt 
a doula would provide the care necessary to have a safe and positive 
pregnancy and birth by advocating for them in hospital spaces and 
ensuring that their concerns would be heard. 

Doula care as distinct from clinical care 

Once engaged with their doulas, participants reported receiving 
doula care that was “comfortable” and “reassuring,” which contrasted 
with their experiences of medical care. As one participant said about her 
doula care, “It wasn’t clinical, it wasn’t stale. Just very open.” Another 
participant noted, “It was just like sitting and talking with a friend who just 
has all this information about what goes on during pregnancy.” Indeed, 
many participants described relationships with their doulas akin to 
family or friends. One participant mentioned how meeting with her 
doulas was “just like having family over.” For many participants, this level 
of comfort stemmed from a shared culture and community with their 
doulas, a hallmark of community doula care that is not often experi
enced in the medical system. 

“The doulas are aware of… systematic racism within healthcare and a lot 
of people aren’t privy to that. And so, it was just an insurance of like, 
‘Hey, we got you. We’ll walk you through everything, and we’ll just make 
sure that you feel comfortable with everything.’” 

“We spent half that time laughing and joking… [one of my doulas is] my 
friend’s daughter, and [the other doula], we had had several meetings 
with each other, so it felt very heartwarming and family-like.” 

The comfortable environment doulas fostered allowed participants 
to be open and honest, expressing their needs and concerns without fears 
of being dismissed. 

“It’s just comfortable. Like it makes you just want to talk. But at the same 
time, like professional, and not feeling like, ‘Oh, I don’t know if I should 
say that.’ You know, just open.” 

Participants met with their doulas at least three times during preg
nancy, but noted their doulas were available whenever they needed, 
which cultivated feelings of trust. When it came time for birth, many 
participants had built strong relationships with their doulas that made 
them feel understood and supported. 

Participants discussed specific ways their doulas provided holistic 
care during pregnancy, birth, and postpartum that differed from tradi
tional medical care. During pregnancy, participants mainly described 
their doulas providing educational support, including information about 
their rights in the hospital during labor and birth and assistance with 
developing a birth plan. 

“[My doulas] gave me another packet of information of things I should be 
eating. Um, things like preterm labor signs that I should be looking out 
for… and then things like optional versus protocol in a hospital setting. 
Like when I’m in labor. Just things that I didn’t even think about or know 
about.” 

Doulas also shared information about strategies to manage pain, 
which was especially important for a minority of participants who 
desired to birth without pain medication. Participants recounted how 
their doulas acted as their advocates during birth, making sure their 
preferences and rights were honored in the hospital; this was particu
larly important for one participant, who shared how her doula requested 
a new doctor when the one she had was being “rough” with her: 

“[My doula] told them to get me another nurse or doctor that knew what 
they were doing with checking me down there. She advocated for me to get 
another doctor. [Then I] got a lady doctor, which she was perfect… 
’Cause every time [the previous doctor] stuck his hand in me, he made me 
bleed.” 

Furthermore, participants described their doulas providing physical 
support during labor and birth not typically provided by medical staff. 
One participant noted, “[They] rubbed my feet, walked around the hospital 
and stuff with me. So, they were definitely very helpful and supportive.” 
Another participant described, “When [the medical staff] asked me to hold 
my legs up, and I was on an epidural, [I was] like, ‘I can barely do it.’ [My 
doulas] were there and they helped.” Lastly, participants spoke about how 
their doulas supported them postpartum by providing breastfeeding 
support and resources, helping with cleaning or cooking in their homes, 
and holding the baby while participants showered. Notably, some par
ticipants detailed how their doulas interacted with and provided support 
for their partners. 

“[My partner] was actually also very stressed out, nervous. So also, to 
physically help him, even if it’s simple things, like to give us something, or 
to bring the heated pad or whatever it is in addition to the massage and 
positive affirmation was very helpful, even on the times that he needed to 
rest or take a nap or something.” 

Importantly, participants described support their doulas provided 
that went beyond pregnancy and birth, including social support and 
referrals for services. This included doulas checking in with them be
tween visits, asking how they were doing, and letting them talk about 
the stressors in their lives. Additionally, doulas connected participants to 
needed services, like referrals for housing and legal aid. 

“For somebody to pay attention to me, it felt really good… when I first met 
[my doula], I was going through some stuff with my job and stuff, and the 
first meeting, I think it was like two to two and a half hours. Cause I was 
just rambling off at the mouth, and she wasn’t rushing me either. I didn’t 
feel rushed.” 

“I had some issues postpartum and just feeling overwhelmed and 
emotional with having two new babies and not really getting any sleep, 
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and then dealing with some personal issues with their father. [My doula’s] 
been a great support system offering resources of other agencies that can 
assist me with dealing with the postpartum.” 

In providing these extended services, doulas helped participants 
access necessary social and structural support that addressed their 
health needs not served by their clinical care. 

Doulas as benefitting birth experiences 

Participants expressed satisfaction with the doula care they received 
and generally described this care as benefiting their birth experiences. 
As one participant said, “[My doulas] made me feel really comfortable 
doing something that I’ve never done before.” Importantly, a crucial factor 
contributing to participants’ positive experiences was the relationship 
and trust they developed with their doulas over the prenatal period. 

“[My doula] was on one side and [my] husband was on the other side, 
and, you know, when you have those relationships prior and you know, 
they’ve been well established, it just feels like an extra support. And yeah, 
it was very comfortable and it was great having her there.” 

Another participant described having her doula present at her birth 
as feeling “natural” and like “they were family already.” Two partici
pants recalled how their doulas supported them through difficult birth 
experiences by helping them stay focused and present. One participant, 
who had to deliver by cesarean section while under general anesthesia, 
described how her doulas helped her labor for as long as possible: 

“I think I could have easily gave up a few hours after the [fifth] centimeter 
if we were by ourselves. But the fact that I tried that much, every time I feel 
like, ‘Oh, my god, I didn’t even see my baby when he came out,’ for me, it 
helps to think that I did everything in my capacity. But I think it was really 
helpful that they were there to push through that.” 

Another participant, who experienced complications after giving 
birth and needed to consent to additional procedures, described how her 
doula kept her calm and supported her decision-making: 

“She was holding my hand. And then there would be times when [she] 
would be, like, ‘Okay, it’s me and you talking,’ like, ‘What do you think?’ 
You know? Just [like a] huddle. Because, you know, I don’t even know 
what I’m signing.” 

Other participants discussed how their doulas helped them recognize 
their own power during birth by providing useful information that 
informed their decision-making, ultimately leading them to have the 
births they envisioned. 

“[Preparing with my doulas] made me feel good, definitely offered some 
reassurance that this is my experience and I wanted to make it as 
comfortable as possible. Them listening to what I had to say, and also 
being a support system for me, really helped make the decision in regard to 
the pain management.” 

Having doulas they trusted, related to, and felt comfortable with 
enabled participants to experience birth on their own terms, even when 
their birth plans changed. Further, the level of understanding doulas 
exhibited with participants contributed to their sense of confidence that 
their preferences and rights would be honored as much as possible. 

Five participants received modified doula services because of the 
COVID-19 pandemic—none of these participants were able to meet with 
their doulas in-person for postpartum visits, and two did not have their 
doulas present at their births and instead received virtual support during 
this time. While lack of in-person care was disappointing, participants 
still expressed positive feelings toward having participated in the com
munity doula program and felt they had access to support they may not 
have had otherwise. 

“[My doula] just texted me last week, just checking up on me to see how 
everything was and if I needed additional support… So, I think it’s been a 

very pleasant experience going through the program, even with the 
circumstance with COVID and the shelter in place. And I would definitely 
recommend this to anybody who qualifies in using the doulas.” 

For these participants, the knowledge, resources, and social support 
doulas shared positively impacted their overall experience with the 
doula care they received, even when in-person services were not 
available. 

Discussion 

While research suggests that doula support is associated with lower 
risk of adverse birth outcomes, including preterm birth [10,12,14,35], 
less is known about how doulas impact women’s experiences during 
pregnancy and birth. Our analysis found that community doula care 
benefitted participants’ experiences by creating comfortable spaces in 
which participants felt understood, supported, and emotionally pre
pared during their pregnancies and births. This is notable, given that 
Black women often report receiving poor treatment and a general lack of 
support from medical providers in healthcare settings, including loss of 
decision-making power and being shouted at and ignored [6,7]. 
Importantly, the relationships and trust participants built with their 
community doulas upon a foundation of shared cultural and community 
knowledge enabled these comfortable spaces; these reports of positive 
relationships and trust are in line with the current literature on doula 
care [21,36]. While we did not directly examine participants’ partners’ 
experiences with community doula care, we found evidence that doulas 
may also benefit the non-birthing partner’s experiences. Future research 
should examine how doulas interact with and support their clients’ 
partners and families. 

Among our sample, motivations for seeking doula care largely 
stemmed from a general lack of support in participants’ lives. Impor
tantly, participants described needing emotional, person-centered sup
port due to their knowledge of maternal and infant health disparities 
affecting Black women and their babies. This knowledge added to par
ticipants’ level of anxiety and stress, factors shown to be associated with 
preterm birth and other adverse birth outcomes [37,38]. In our study, 
community doulas decreased participants’ feelings of stress by providing 
them with important education and advocating for them in the hospital 
setting, allowing participants to relax and focus on the birthing process. 
Indeed, no participants in our study described their overall birth expe
riences as negative, despite some participants experiencing birth com
plications and birthing in restrictive environments due to the COVID-19 
pandemic; importantly, the lack of negative birth experiences in our 
sample may be due to the doula care participants received. Notably, a 
systematic review of the literature suggests that people receiving 
continuous labor support, like that provided by doulas, are less likely to 
report negative birth experiences [15]. While we did not explicitly set 
out to examine mistreatment of Black women in hospital settings, the 
experience of mistreatment by one participant, and the response from 
their doula, warrant further exploration of how doulas may actively 
combat mistreatment in hospitals through their work. 

Our analysis suggests increasing access to racially and culturally 
concordant community doula care may improve birthing experiences for 
Black, Indigenous, and other people of color, particularly Black women. 
One potential avenue for increasing access is through Medicaid coverage 
of doula care. Several states currently offer, have recently passed 
legislation, or budgeted for coverage of full-spectrum doula care services 
[39,40]. While these policies will increase access to vital doula services 
for women and birthing people of color, additional work is needed to 
ensure equitable access to and support for the doula workforce [9,41]. 
Increasing structural support for people of color who wish to become 
community doulas is crucial to increasing access to doula services, 
including financial support for attending doula trainings and sustainable 
employment models for community doulas to fully devote themselves to 
birth work. Various organizations are examining how to provide 
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sustainable employment for community doulas and can offer lessons 
learned for other organizations seeking to do this work [9,26]. However, 
these programs need funding to cover not only paying doulas, but the 
administrative costs involved with running an organization [26]. Fun
ders should invest in community doula programs to improve maternal 
care for those most impacted by health disparities. While increasing 
funding to pay for community doula care is an important step in 
increasing access to these critical services, it is imperative to also 
consider hospital policies and practices, given that 98.4% of U.S. births 
occur in the hospital setting [42]. Specifically, implementation of im
plicit bias trainings for healthcare providers, targeted quality measures 
in hospitals, and educating hospital staff on the benefits of doula care 
may incentivize healthcare providers to provide respectful, 
patient-centered care and welcome community doulas into the hospital 
space [36,43–45]. 

Our study is one of few to qualitatively examine Black women’s 
experiences receiving community doula care. Strengths of the study 
include our study design developed in partnership with community 
doulas. Furthermore, longitudinal data collection in both the prenatal 
and postpartum periods allowed us to examine participants’ experiences 
with their doulas for the entire duration of their care, providing richer 
data on the benefits provided by, and the role of, community doulas. 
Limitations of the study include the specific geographical context, which 
may have contributed to increased structural instability and need for 
support among our sample, sampling from a single community doula 
program, and lack of information about relationship status. Further, we 
have no information on SisterWeb clients who chose not to participate in 
the study and who may have had different pregnancy and birth 
experiences. 

Conclusion 

This study contributes important findings about Black women’s 
motivations for and experiences with community doula care. Our 
analysis confirms a need for community doula care among Black women 
and found that community doula care positively impacted clients’ 
pregnancy and birth experiences. These findings should be used to 
advocate for equitable access to community doula care via policy and 
hospital practices, as community doula care is a promising intervention 
to improve the pregnancy and birth experiences of Black women and 
birthing people, as well as other birthing people of color. 
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