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Abstract
Objective: Racial and ethnic inequities in perinatal health outcomes are pervasive. Doula support is an evidence-
based practice for improving maternal outcomes. However, women in lower-income populations often do not
have access to doulas. This study explored community perspectives on doula care to inform the development of
a hospital-based doula program to serve primarily low-income women of color.
Methods: Four focus groups and four individual interviews were conducted with: (1) women who were preg-
nant or parenting a child under age 2 (n = 20); (2) people who had provided support during a birth in the pre-
vious 2 years (n = 5); and (3) women who had received doula training (n = 4).
Results: Participants had generally positive perceptions of doula services. Many aspects of doula support desired
by participants are core to birth doula services. Participants identified ways that doulas could potentially address
critical gaps in health care services known to impact outcomes (e.g., continuity of care and advocacy), and pro-
vide much-needed support in the postpartum period. Responses also suggested that doula training and
hospital-based doula programs may need to be adapted to address population-specific needs (e.g., women
with substance use disorder and younger mothers). Novel program suggestions included ‘‘on call’’ informational
doulas.
Conclusions: Findings suggested that women in racial/ethnic minority and lower income groups may be likely
to utilize a hospital-based doula program and identified adaptations to traditional doula care that may be re-
quired to best meet the needs of women in groups with higher risk of poor maternal health and birth outcomes.
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Introduction
Racial and ethnic inequities in maternal health and peri-
natal outcomes in the United States are pervasive.1,2

Preterm birth, low birthweight, cesarean delivery, and
severe maternal morbidity and mortality, are more
common among Black, Latina, and Indigenous women
than among White women.1,3–7 Services from a doula,
a professional who provides physical, emotional, and
informational support to women and families in the
perinatal period, have the potential to reduce inequities
in maternal health care and outcomes.8 Doula support

is associated with positive birth outcomes, including
reduction in cesarean delivery rates, decreased use of
pain medication, and greater satisfaction with birth
experience.9 Fewer studies have examined the poten-
tial benefits of extended postpartum doula services,
but postpartum doula care could impact maternal men-
tal health, maternal/infant bonding,10–12 and provide
connection to community and medical resources.

Only 6% of U.S. women report having labor support
from a doula.13 The lack of insurance reimbursement
for doula services has resulted in limited access for
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women in lower-income populations, who are dis-
proportionately women of color.6,14 However, when
women in these populations do receive doula services,
there are substantial benefits, including lower rates
of cesarean delivery, preterm birth, and low birth
weight.15,16 The community-based doula model has
been developed to focus on the needs of women of
color and low-income women, ideally delivered through
organizations led by members of these groups.17

Community-based doulas are part of the communities
that they work with, and support typically includes
more visits and connection to a wider network of servi-
ces and referrals than the ‘‘private pay’’ doula model.17

Community-based doulas can address the lack of ra-
cial and socioeconomic diversity in the current doula
workforce,18 which is important because racially/
ethnically and culturally concordant care may foster
a positive relationship, including better-quality com-
munication.19–22 Women who receive services from
community-based doula organizations have increases
in breastfeeding duration and decreased chances of
cesarean delivery, with larger improvements for Black
women.23,24

However, community- and hospital-based doula pro-
grams have faced challenges, including how to sustain a
workforce how to ensure that training and services are
tailored to the needs of women in the community.23,25

Factors such as cultural perspectives and trust in the
health care system may impact use of and experience
with doula services.26 Although several studies have
explored doulas’ perspectives on the value of the care
they provide,26–28 few U.S. studies have explored com-
munity members’ perceptions of doulas and assessed
how previously unmet support needs might be met
through doula services. This study examined perspec-
tives on doula care from members of a lower-income
community of color with the goal of generating recom-
mendations for a hospital-based doula program.

Methods
Setting, study population, and recruitment
This study was conducted in Springfield, MA, a city of
*150,000, where 48% of the population is Hispanic or
Latino, 18% is Black or African American, and 30% has
a household income below the federal poverty line.29

Springfield has higher rates of preterm birth, low birth-
weight births, and infant mortality compared with
overall rates in Massachusetts.30

The following populations were recruited to partici-
pate: (1) women who were currently pregnant or had

given birth in the previous 2 years, including women
in recovery from substance use disorders (SUD); (2) in-
dividuals who had provided support during a labor and
birth in the previous 2 years; and (3) women who had
recently received doula training through a hospital-
sponsored initiative in partnership with a community-
based doula organization. Recruitment took place at an
early childhood education center serving families with
lower incomes and a prenatal clinic in a tertiary care
teaching hospital. The trained doula focus group was
converted to individual video interviews due to COVID
restrictions. The study was approved by the Institu-
tional Review Board of Baystate Medical Center.

Focus groups and interviews
Focus groups and interviews took place February–June
2020. Focus groups were conducted in a private confer-
ence room at the early childhood education center by
a trained moderator using a semistructured interview
guide developed by the research team. The interview
guide included questions aimed at understanding com-
munity perspectives on doula care, identifying po-
tential unique needs of this population, and eliciting
recommendations for doula program implementation
(Supplementary Appendix SA1). Each participant re-
ceived a $50 gift card as compensation for their time.
Focus groups and interviews were audiorecorded and
professionally transcribed.

Analysis
Data were analyzed using conventional qualitative con-
tent analysis, a form of thematic analysis.31 Two mem-
bers of the research team (L.A. and S.G.) developed a
preliminary codebook that consisted of broad catego-
ries that were anticipated to emerge in response to
each of the interview questions. Three team members
(L.A., S.G. and M.D.) performed line-by-line coding
on the transcripts, iteratively modifying the codebook
as new codes were identified and codes were changed
or refined. Each transcript was coded by at least two
team members. Coding was reviewed and disagree-
ments resolved through discussion. Codes were then
grouped into broader categories to identify emerging
themes. An audit trail was created to track coding de-
cisions. The analysis was performed using Dedoose.32

Results
Four focus groups ranging in size from 4 to 9 partici-
pants (N = 23), and 4 individual interviews were con-
ducted, for a total of 27 participants. Focus groups
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lasted an average of 90 min. Two focus groups included
people who were pregnant or recently gave birth, one
focus group included people who were pregnant or re-
cently gave birth and identified as being in recovery,
and one focus group included support people, two
of whom had also recently given birth. Most partici-
pants (93%) were female (Table 1). About one-third
of participants had education beyond high school. Par-
ticipants overall were fairly evenly split among White,
Black or African American, and Hispanic/Latino/a
race/ethnicity. There was, however, some variability in
the racial/ethnic composition by focus group (Supple-
mentary Appendix SA2).

We identified six key themes and associated sub-
themes; each theme came up across all participant
types unless otherwise noted in the text. Two themes
were unique to interviews with trained doulas. Themes
and illustrative quotes are presented in (Table 2 and
Table 3).

Theme 1: awareness and general perceptions
of doulas
This theme included participants’ prior awareness and
perceptions of doulas, including general attitudes to-
ward doulas and discussion of the circumstances
where doulas might be helpful or not.

Enthusiasm amid limited prior awareness. Many par-
ticipants had heard of doulas, although few had worked
with one. There was some confusion about what kind
of things is appropriate for doulas to do as part of
that role. However, mothers overall had a positive reac-
tion to the idea of doula support, generally endorsing
the idea of having more support available. Several ex-
pressed a wish to have known about or had access to
a doula in their recent birth. This subtheme did not
come up in the interviews with trained doulas.

Good for others, not necessarily for me. A few partic-
ipants did not see a benefit to doula support to them
personally, although they felt that other women might
benefit from doula care. Doula support was perceived
as being more necessary for women without partner
or family support, or with other challenging circum-
stances such as a fussier baby. Additionally, focus
group participants were unaware of ways that doulas
might be helpful during different kinds of births, par-
ticularly cesarean births. For women who had heard
of doulas before, many had perceived doulas as work-
ing with women who were not like them, such as
women who were wealthy and/or having a home or
water birth. However, participants identified few spe-
cific downsides to working with a doula. This subtheme
came up across participant types in the focus groups,
but not in the interviews with trained doulas.

Mixed feelings from partners. Participants who had
been a support person at a birth had more mixed feel-
ings about the idea of doulas, and this subtheme was
specific to that focus group. Several of them felt that
they had provided all of the support that was needed
for the person whose birth they attended and believed
that having the close relationship of being a family
member enabled them to better understand the birth-
ing person’s needs and provide comfort.

Theme 2: doula role
This theme included general views on the desired role
of a doula.

Desired scope of work. Participants emphasized the
need for support during pregnancy and in the postpar-
tum months. Labor support was also seen as posi-
tive, but was less of an identified need. Participants
noted a need to identify and discuss timing and frequ-
ency of visits and to negotiate expectations to avoid a
mismatch of expectations. This subtheme did not
arise in the interviews with trained doulas.

Table 1. Participant Sociodemographic Characteristics

Characteristic N %

Age in years
Mean (range) 32 (20–72)

Gender
Female 25 93%
Male 2 7%

Race/ethnicitya

White 11 41%
Black or African American 8 30%
Hispanic/Latino 11 41%

Education level
Less than high school 4 15%
High school degree 14 52%
Some college 3 11%
Bachelor’s degree or higher 6 22%

Role
Focus group participants

Recently gave birthb 20 56%
Currently pregnant 5 19%
Support personb 5 19%
Recoveryc 9 33%

Trained doula 4 15%

aOne participant identified as both Black and White, and three partic-
ipants identified as both Hispanic/Latino and White.

bTwo participants in the support person focus group had also recently
given birth.

cNine focus group participants identified as being in recovery.
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Table 2. Themes and Illustrative Quotes from Focus Groups and Interviews

Theme Quotes Participant role

1. Awareness and general perceptions of doulas
Enthusiasm amid

limited prior
awareness

‘‘I didn’t get told anything about it, and I’m very curious. Because that would have been
awesome, I didn’t know about it, and I do plan on having one later on so that I would
love to know about that and what they do.’’

Pregnant or had given
birth (recovery group)

‘‘I didn’t really think doulas would like, be there for you like that. So I thought it was
mostly like a midwife thing like she was saying. And the way I found out was from
someone from [community organization] because she was trying to be a doula. And
she needed her certificate, so she was trying to be my doula and I was like, ‘Yeah, sure
why not?’’’

Pregnant or had given
birth

Good for others, not
necessarily for me

‘‘My baby is so good, I’m lucky. So I don’t think in my opinion it would be helpful for me,
but other women, yes. A lot of people have a very hard time adjusting from being just
a regular person with not having all this responsibility to them caring for a little
human.’’

Pregnant or had given
birth

Mixed feelings from
partners

‘‘I don’t know, I think every female has their own different way their pregnancy happens.
She had a—it was rough for her, so I don’t think me or a person sitting there coaching
her, ‘Hey breathe’ is really going help her, you know. I don’t know. I guess maybe—I
don’t know. I really—I don’t know, like I said, everyone has their different pregnancies
and how they handle it.’’

Support person (male)

2. Doula role
Desired scope of work ‘‘After delivery I feel like every mom needs that, because you don’t feel yourself. I think

I could have used it like afterwards probably through the whole thing, but mainly
afterwards because you don’t have to feel like yourself, you know like.You don’t
know who you are before kids.You don’t know if you have postpartum because you
don’t know what the hell it is.’’

Pregnant or had given
birth (recovery group)

‘‘Postpartum, somebody who knows postpartum, because I think a lot of us don’t
understand it’’

Pregnant or had given
birth (recovery group)

Doula characteristics ‘‘Like what I’m maybe looking for in a doula maybe different than what she needs in the
doula.’’

Pregnant or had given
birth (recovery group)

‘‘Just basically they put their heart into it, you know what I mean? Whether they got kids
or not, just somebody that’s there. You know what I mean? Have a real heart for a
person.’’

Pregnant or had given
birth

‘‘I think culturally appropriate, like someone who is aware of cultures.So there are
certain things that.you can do in certain cultures. Like in the Latino culture it’s okay if
a woman and another woman will like start hugging you or giving you a little more
support and touch you. But I know in some other cases it’s like, ‘Oh, you’re touching
me. That’s like don’t do that.’ That’s like a big no. So knowing that culturally appropriate
for each culture, that’s very, very important, and that’s going to break it or make it.’’

Support person (female)

Benefits of doula vs.
family support

‘‘So, you know, just having a non-biased person available and not connected.’’ Pregnant or had given
birth

3. Unmet support needs that doulas could address
Core elements of usual

doula services
‘‘I think a doula would be really helpful after you have a baby because you’re so

emotional still, so it’s like that’s when postpartum can come in. If you don’t have that
support system there it’s really hard. So I think having someone to talk to would be
really helpful.’’

Pregnant or had given
birth

And she would have been able to explain that to her, what’s going on. What does Pitocin
do?

Pregnant or had given
birth (recovery group)

‘‘I think it would have been nice to have someone there to, I guess, coach me through all
the new experiences I was going through.’’

Pregnant or had given
birth

Gaps left by the health
care system

‘‘I go to [clinic] for my midwife’s appointment, and every time it’s a different person, it’s
never the same person. So, they just look at my paper, you know see the notes.
There’s never, I mean like consistency, support.’’

Pregnant or had given
birth (recovery group)

‘‘I remember having the conversation with her and telling her, ‘Why didn’t they take the
baby and let you sleep?’ And she’s like, ‘‘I don’t know.’’.And I, with my own things
and my own craziness I didn’t—wasn’t there for her. I think a doula who would have
been there will be like—maybe you should advocate for that point and be like, ‘‘You
should rest before you go home, because this is a time that you have for resting.’’

Support person (male)

Population-specific
support needs

‘‘I think that they should have an understanding of the DCF process, because I know that
that’s a big thing for a lot of women, including myself because I’m going through DCF
now. And man, it can be confusing. And I think that having somebody who truly
understands what’s happening would be great.’’

Pregnant or had given
birth (recovery group)

4. Program recommendations
Priority populations ‘‘And I know a lot of people that are in shelters or either in different places and they

don’t have a lot of resources and I think that would be so helpful for mothers that are
pregnant and for first time mothers too.’’

Pregnant or had given
birth (recovery group)

(continued)
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Doula characteristics. Participants felt that people’s
wishes would vary in terms of having shared life expe-
riences with a doula. For example, some women might
want a doula who had given birth herself, while that
would be unimportant to others. However, being car-
ing, kind, and nonjudgmental were seen as essential
traits. Additionally, participants mentioned the impor-
tance of a doula being aware of different cultures and
how culture may impact preferences in the perinatal
period.

Benefits of doula versus family support. Participants
noted potential benefits of doula support compared
with family support. Family members may bring their
own expectations, judgments, and histories, whereas
doulas are more ‘‘neutral’’ and familiar and comfortable
with birth. Additionally, doulas are there for the birth-
ing person specifically.

Theme 3: unmet support needs that doulas
could address
This theme included discussions of specific support
needs that were currently lacking or insufficiently met
that could potentially be met through doula services.

Core elements of usual doula services. Many aspects
of doula support that participants desired are core
elements of usual doula services, including emotional
support, awareness of mental health needs, material
support, providing information and guidance, and sup-
porting family members or partners at the birth.

Gaps left by the health care system. Doulas can pro-
vide continuity of care throughout the perinatal period,
which is not usually possible in the health care system,
where women often see different clinicians throughout
pregnancy and have typically never met the nurses that
will work with them during labor. Advocacy within the
health care system was also seen as a key role of doulas.
Participants shared experiences in which their symp-
toms or pain were brushed off or minimized by clini-
cians. Women in the SUD-specific focus group related
negative experiences of treatment in the hospital after
giving birth, such as nurses expressing skepticism about
whether a urine test would detect drugs, and noted the
potential benefits of doula advocacy in such situations.

Population-specific support needs. Focus group re-
spondents identified specific populations that might

Table 2. (Continued)

Theme Quotes Participant role

Matching and choice ‘‘Like maybe meet this person on a one on one basic and just find out if their
circumstances fit you. You know what I mean?’’

Pregnant or had given
birth

Another thing that I also think that is great is if the client has a choice to who her doula is.
I can’t just come to somebody’s door and say, ‘‘okay, here, I’m your doula.’’ And we
don’t click, and we don’t connect.

Trained doula

Connecting women to
a doula program

‘‘But I think it definitely should be in the practice. Like for my first appointment when
they do the pre-assessment thing, it would have been great to say hey, here’s your
options you know for a doula as well as the 10, 11 week down syndrome test, like
giving you all that information.’’

Pregnant or had given
birth

New models of doula
services

‘‘Maybe most people want to establish a relationship just with one person, but heck, if
you’ve got a question and your person isn’t available, might be nice to be able to text
somebody at least.’’

Pregnant or had given
birth

DCF, Department of Children and Families.

Table 3. Themes and Illustrative Quotes Unique to Doula Interviews

Theme Quotes

5. Barriers and facilitators
to becoming or working
as a doula

‘‘The challenges right off were not knowing where to get participants from. Just the people that worked
with healthy families kind of know we can get them from where we worked. We didn’t know what to
do, what direction to go in to, who to talk to about it. It was kind of scary and a lot of doulas that did
not pursue to get their certification, I feel was because they had no direction.’’

6. Interactions of doulas
and health care
personnel

‘‘I felt that the nurses were not warm and they were not helpful. I felt that they just kind of looked at
me.as a person that was not experienced, not as a person who was trying to get the experience.’’

‘‘The one that OB-GYN at [hospital], it was as if they didn’t want to recognize me or acknowledge me. The
nurses were really hyped that I were there and they were really excited, and they let me have my leeway
and if I have questions or if they had questions, we were in it together, but when the OB-GYN came in, it
was just like I didn’t want nothing to do with me, or I was in their way or—it was really discouraging
when it came to the OB-GYN.’’
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also have particular support needs, such as women with
lower incomes, young mothers, first-time mothers,
and women with SUD. Young mothers and first-time
mothers were perceived as needing more informational
and emotional support than older women or women
who had given birth before, and women with lower
incomes were seen as potentially benefitting from con-
nection to locations or organizations that could pro-
vide material resources such as free diapers. Women
with SUD may be involved with the Department of
Children and Families, and desired support in navi-
gating the bureaucracy from someone who is on
‘‘your side.’’ Women with SUD also identified concerns
with how to manage taking pain medications after a
cesarean birth and the impact on recovery. Nonjudg-
mental doula support was desired, ‘‘because that’s
something that you don’t really want to talk to your
doctor about.’’

Theme 4: program recommendations
Many of the specific recommendations for a hospital-
based doula program are connected to the previous
themes.

Priority populations. Participants were enthusiastic
about the idea of doulas being available to all who
want doula services, but also noted specific populations
that could potentially be prioritized if there were not
enough resources to make doulas available to all.
These populations overlapped with the population-
specific support need identified in Theme 3, and inclu-
ded first-time moms, young moms, women who lacked
other support, and women with SUD.

Matching and choice. Given the perceived variation
in what might be important to women in choosing a
doula (Theme 2), participants believed that a system
should be created to match women with doulas and
to allow women some choice of doulas, so that each
individual woman could prioritize the characteristics
that she felt were important in a doula. Some women
felt that ideally there would be an opportunity for a
woman and a doula to interact to see if they connected
well in terms of personality, beyond attributes that
could be identified through a questionnaire.

New models of doula services. Participants suggested
new models of doula services that might be beneficial,
including doulas who only provide phone or text sup-
port during pregnancy. Some participants also noted
the overlooked needs of new fathers, and proposed

‘‘doula dads,’’ or experienced fathers/partners whose
primary role would be to support the partner. This sub-
theme came up only in the support person focus group
and in the interviews with trained doulas.

Connecting women to a doula program. Participants
felt that for a new doula program to be successful, there
would need to be efforts to inform women about the
role of a doula and the ways that doulas can provide
support for women in a range of circumstances. Most
participants felt that it would be helpful if women
were informed about and connected to the doula pro-
gram through their prenatal care provider. Others felt
that other places in the community that serve women
in lower-income populations, such as the office for
the Special Supplemental Nutrition Program for
Women, Infants and Children (WIC).

Themes unique to doula interviews
Theme 5: barriers and facilitators to becoming or work-
ing as a doula. Challenges associated with partici-
pating in doula training included finding a training
program that addressed desired skills, and accessibility
in terms of location and cost (Table 3). Doulas also dis-
cussed challenges with transitioning to work as a doula
after training, including finding clients and attending
first births without having had the opportunity to ap-
prentice with an experienced doula. Employment could
be a barrier or facilitator; some trained doulas had jobs
that were compatible with attending births, or even
helped them to find clients because they worked with
pregnant women. For others, it was difficult or impos-
sible to negotiate being on call with their employment.

Theme 6: interactions of doula and health care person-
nel. Interactions with health care providers, including
nurses, physicians, and midwives, were an important
aspect of doulas’ experiences at births they had atten-
ded. Participants mentioned both situations where
they were made to feel welcome and valued, and situa-
tions where they felt in the way or even felt hostility
from health care providers. Some participants per-
ceived that the environments that were less welcoming
to doulas might be where advocacy was most needed.
Participants discussed the importance of getting the
buy-in of clinicians at all levels for the success of a
hospital-based doula program.

Discussion
Many of the desired services identified by women in this
study were consistent with a traditional privately-paid
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doula’s role. Some of the potential benefits of extending
doula support to this population would likely arise sim-
ply by making this successful model of support accessi-
ble to more women. However, we also found some
differences in emphasis as well as unique needs for
women in the community studied, compared with pri-
vately paid doula services.

Notably, participants emphasized support needs
during pregnancy and the postpartum period over
and above support during labor and birth. However,
they did also identify additional ways that doulas
could be helpful during labor. Interestingly, one spe-
cific example that arose was that a doula could help ad-
vocate for admission to the hospital, which seems to
contradict one mechanism by which doula care may
lead to lower intervention—delaying admission to the
hospital until active labor. This seeming contradic-
tion may reflect the difficulty in fully conceptualizing
doula support among women who, for the most part,
had not experienced it personally. It could also reflect
a lack of knowledge about the labor process and the po-
tential benefits of laboring at home for longer, which
doula support could also address. The postpartum
period was seen as a time when women’s needs are ex-
tensive and family support might not be adequate,
especially given the high prevalence and under-
recognition of postpartum depression. The American
College of Obstetricians and Gynecologists has new
guidelines highlighting the importance of the post-
partum period for maternal wellbeing33; our findings
indicate that doulas could be an important part of the
postpartum support system.

Participants also identified ways in which doulas
could help to address gaps or negative experiences in
the health care system, through continuity of care
and advocacy. Discrimination and disrespectful treat-
ment are reported by up to 24% of birthing people,
and may be particularly prevalent among women of
color34–40; doula advocacy could help buffer the effects
of such treatment.26 However, to optimally integrate
doulas into a hospital-based program in an advocacy
role, institutional commitments beyond the addition
of doula services may be necessary. The doulas that
we interviewed highlighted the importance of their
interactions with clinicians in making them feel wel-
come or discouraged. Previous research has shown
that clinicians may have negative perceptions of doulas
if they have experiences interacting with them in an
adversarial manner.41,42 A recent survey of maternity
care clinicians suggested that educating clinicians

about doulas’ training and creating clear guidelines
for the role of doulas within the maternity care team
could foster positive doula–clinician relationships.41

The support needs identified by participants largely
mirrored the model of community-based doula pro-
grams, which are designed to address the needs of
underserved communities. While this study explored
the creation of a hospital-based doula program, a
community-based doula approach has successfully
been integrated into some hospital-based doula pro-
grams.43 For doulas to deliver this enhanced support,
the allocation of adequate resources is necessary, and
doulas must be fairly compensated for the work in-
volved to avoid burnout and to promote sustainabil-
ity26; a hospital-based program must also take into
account these resource considerations.

The focus group with women in recovery identified
several ways in which tailored doula support could be
particularly beneficial for this population. Stigmatiza-
tion of patients with SUD is a general problem, and
is particularly acute when the patient is a pregnant
woman,44–46 underscoring the importance of advocacy
and the potential role of a doula for these women, as
our focus group participants noted. This is very sa-
lient in the context of Springfield, where opioid-related
deaths dramatically increased in recent years even as
statewide opioid-related deaths fell.47

Strengths and limitations
Unique contributions of this study include examining
partners’ perceptions of doulas, an identified gap in
doula research,48 and exploring women’s own perspec-
tives of their support needs in the perinatal period and
the role of doulas in addressing them. However, there
are some limitations to consider. In developing the
focus group guide, we did not solicit input from cur-
rently practicing doulas or members of the partici-
pant populations. It is possible that the definition of
doula services influenced participant responses. Addi-
tionally, we purposefully asked open-ended questions
about perinatal experiences to allow women to con-
struct their own experience narratives, but the lack of
explicit questions about mistreatment, disparities in
treatment, and culture-matched care may also have
influenced responses. We only included English-
speaking women; a Spanish-speaking focus group was
scheduled, but canceled due to COVID. Perceptions
of doulas held by maternity care clinicians may be
important,41 but was beyond the scope of this study.
While the focus group moderators encouraged an
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atmosphere conducive to open discussion, it is possible
that responses were influenced by social desirability
bias.

Conclusions
Findings suggested that women in racial/ethnic minor-
ity and lower income groups may be likely to utilize a
hospital-based doula program and identified adapta-
tions to traditional doula care that may be required
to best meet the needs of women in groups with higher
risk of poor maternal health and birth outcomes.
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