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Executive summary 

This report is submitted to the Legislature to comply with the requirement to provide 

recommendations on how to reimburse for doula services for Washington Apple Health (Medicaid). 

The requirement is described in Engrossed Substitute Senate Bill 6168 (2020), section 211(32): 

“Within the amounts appropriated in this section, the authority shall reimburse for 

maternity services provided by doulas. The authority and the department of health must 

consult with stakeholders and develop methods to secure approval from the Centers for 

Medicare and Medicaid services for reimbursement for doulas. The authority will report the 

group's recommendations to the appropriate committees of the legislature by December 1, 

2020.” 

A doula is a support person, or non-medical birth coach, trained to provide physical, emotional, and 

informational support to pregnant persons during the antepartum, labor and delivery, and 

postpartum periods. Doula care is associated with increased positive birth outcomes including: 

reduction in low birth weight, preterm birth, cesarean sections and other medical interventions, 

and improvements in Apgar scores (an indicator of newborn health) and increased breastfeeding. 

Doula services result in increased positive outcomes for pregnant individuals who are low-income, 

people of color, or who experience cultural or linguistic barriers to accessing care. Research 

demonstrates medical cost savings associated with doula care.  

In Washington, and most other states, doulas are not required to be credentialed. Typical levels of 

credentialing in WA through the Department of Health (DOH) include “registered”, “certified”, and 

“licensed”. Doula services currently are not reimbursed by Apple Health. The states that reimburse 

doulas with Medicaid funding have developed a credentialing process.   

The Health Care Authority (HCA) and DOH formed a workgroup to consult with stakeholders and 

make recommendations on how to reimburse for doula services in Washington. Doulas and doula 

partners were an active part of the discussions during the spring and summer of 2020. The 

workgroup examined the two primary options from the Centers for Medicare and Medicaid Services 

(CMS) for doula reimbursement: 

1. Non-credentialed route where doulas would need to establish a relationship with a 

billing and supervising provider who would bill Apple Health on the behalf of the doula; 

or,  

2. Credentialed route where doulas would need to be credentialed through DOH allowing 

them to bill Apple Health directly. (DOH does not currently have an existing 

credentialing process for doulas). 

 

The pros and cons of these two approaches are described in this report, along with lessons learned 

from other states who have implemented Medicaid reimbursement for doulas. Also discussed is a 
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review of the literature on doulas and the strong evidence for improved outcomes, summaries from 

the voices of doula partners/stakeholders, fiscal analysis related to implementation and utilization, 

and resources we believe are needed for successful implementation.  

Our doula partners/stakeholders have shared with us their unified position to not pursue the non-

credentialed route. Therefore, our recommendation for Washington aligns with the unanimous 

position of the Doulas for All Coalition to pursue the credentialed route for doulas. Doula 

credentialing would take place through DOH. Additional state funding would be necessary to create 

a doula credentialing program, and the estimated time to establish a new profession at DOH is 18 

months. 

Background 

This report addresses requirements of HCA and the DOH to: (1) consult with stakeholders about 

developing methods to secure approval from the Centers for Medicare and Medicaid Services (CMS) 

for reimbursement for doulas; and (2) submit the group’s recommendations to the Legislature by 

December 1, 2020.  

The current requirements are described in Engrossed Substitute Senate Bill 6168 (2020). The 

budget proviso in section 211(32) of that act states: 

“Within the amounts appropriated in this section, the authority shall reimburse for maternity 

services provided by doulas. The authority and the department of health must consult with 

stakeholders and develop methods to secure approval from the Centers for Medicare and 

Medicaid services for reimbursement for doulas. The authority will report the group's 

recommendations to the appropriate committees of the legislature by December 1, 2020”. 

 

Role of the doula  

A doula is a support person, or non-medical birth coach, trained to provide physical, emotional, and 

informational support to pregnant persons during labor, birth, and the postpartum period.   

Specific job duties for doulas include: 

- Prior to birth, doulas work with families to increase health literacy, knowledge, and 

confidence which leads to more informed health care decision making and better access to 

appropriate care. These activities include, but are not limited to: 

o Discussing what to expect at the hospital, birthing center, or other desired birth 

location 

o Reviewing the various health care professionals that may be interacting with the 

family and what their roles are  
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o Talking to families about their personal and cultural preferences around childbirth 

and how they can prioritize them 

o Providing positive reinforcement and encouragement to families for skin-to-skin 

care directly following birth, early breastfeeding, and other behaviors that are 

known to promote positive outcomes  

- During labor and delivery, doulas provide continual physical comfort measures, emotional 

support, and informational support.  

- After birth, doulas provide breastfeeding support as well as informational and emotional 

support related to postpartum and newborn care.  

 

Benefits of doula care 

There is strong evidence for positive maternal and infant outcomes associated with doula services. 

On a population level, most pregnant persons who utilize doula services show these positive effects, 

and, the associations between doula support and positive perinatal outcomes are larger, and in 

some cases statistically stronger, among persons who are low income, people of color and/or 

experience cultural or language barriers to accessing care.1 This is important as we are living in a 

black, indigenous, and people of color (BIPOC) maternal mortality crisis and doulas have shown to 

be an effective strategy to address some of these large and persistent disparities in perinatal health. 

Unfortunately, the current reality is that individuals and families who stand to benefit the most 

from doula care may have the least access to it- including financially and culturally. 

The following positive outcomes are associated with doula care2,3,4,5,6,7,8,9,10: 

 Reduced low birthweight babies 

 Reduced preterm births 

 Reduced cesarean sections  

 Reduced labor inductions and other medical interventions (augmentation, artificial 

rupture of membranes, episiotomy, assisted vaginal delivery, anesthesia use) 

 Higher Apgar (Appearance, Pulse, Grimace, Activity, and Respiration) scores 

following birth (indicator of newborn health) 

 Increased breastfeeding 

The peer reviewed academic literature suggests that doula services save money related to the 

outcomes listed above (savings cited in the literature with reasonable modeling report average 

savings per client ranging between $300-1,300)8,9,10 and that there are many variables that impact 

these savings, including: states’ reimbursement rates, birth volume, and current cesarean rates, 

among others. 

Two of the leading causes of maternal death around the time of birth in the US are missed or 

delayed diagnoses and not recognizing warning signs of complications11. Doulas offer continual 
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emotional and physical support during labor and delivery and empower individuals to 

communicate their needs to their health care team, an effective tool in preventing poor outcomes. 

Given the strong evidence for the positive outcomes associated with doula services, the American 

College of Obstetricians and Gynecologists and the Society for Maternal Fetal Medicine released a 

consensus statement in 2014 endorsing the increased use of “one of the most effective tools to 

improve labor and delivery outcomes, the continuous presence of support personnel, such as a 

doula”. Doulas effectively complement the role of healthcare professionals providing the client’s 

medical care.  

 

Barriers, concerns, and doula priorities 

Doulas and doula partners attended our cross-agency workgroup. Their collective voices and 

actions are critically important to the implementation of Apple Health reimbursement for doula 

services as and the expansion of doulas in the perinatal workforce. As of August 2020, HCA had four 

meetings with doulas and doula partners in 2020: minutes of those meetings can be found in 

appendix A. In addition to these meetings, HCA had multiple phone conversations with smaller 

groups as well as regular communication over email. 

Doulas in Washington are passionate about their work being grounded in reproductive justice for 

all, with a focus on equity, racial justice, and social justice. Doulas want their voices heard and to be 

part of decisions made about their profession. They want their expertise and the human capital 

resources that exist in Washington to be leveraged to build a program that respectfully and 

appropriately serves the Apple Health population. Doulas in our workgroup voiced that they have 

two primary goals around establishing Apple Health-reimbursable doula services: 

1) Make doula services accessible to more clients across Washington. 

2) Expand opportunities for doulas. 

Reports by researchers and health policy experts have identified challenges and barriers affecting 

doula implementation in Oregon and Minnesota1213, many of which echo the concerns identified by 

workgroup members as we develop doula services for Apple Health. Challenges and barriers 

identified by workgroup participants and mirrored in the related reports include: 

 Low reimbursement rates – The budget-neutral Apple Health rates proposed by HCA are 

well below the usual private-pay rate for doula services. Doulas report their usual rates in 

Washington range from $500 to $2,500 per pregnancy. The proposed Apple Health rates do 

not represent a living wage for doulas, and doulas in Washington desire a payment rate 

from $1,000 to $1,500, with flexibility around the model of services (e.g., number of 

prenatal and postpartum visits provided along with labor and delivery support). 
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 Doula services provided under the supervision of a licensed clinician – The doula’s 

supervising provider also acts as the biller for Apple Health reimbursement. Doulas in our 

workgroup voiced concerns about lacking the infrastructure to find and align with a 

supervising provider. Many doulas reported not having access to, or a relationship with, an 

Apple Health supervising provider. In Minnesota, doulas have indeed struggled to find 

supervising providers, perhaps due to an unwillingness of providers to take on perceived 

risk. Doulas value their autonomy in providing services, so many are reluctant to work for 

another provider. There is also concern about how much of the doula’s reimbursement 

would be retained by the supervising provider to cover administrative or other costs. HCA 

is unable to dictate division of reimbursement, leaving it to be negotiated between the doula 

and their supervising provider. 

 

 Doula training and credentialing present a high cost barrier – There are no universal 

credentialing requirements for doulas in the United States. As of 2018, there were over 100 

independent organizations offering some form of doula training. Despite this large number, 

only eight organizations are Medicaid-approved to provide doula training in Minnesota, and 

only four are approved in Oregon. Doula registration in Minnesota costs $200, in addition to 

training fees that cost up to $800. Doulas in Washington desire a low-barrier, flexible 

approach to training and credentialing requirements. Barriers include the cost of trainings 

and fees, the time required to complete education and in-person training hours, and access 

to required education and training. Doulas also voiced concerns that credentialing-related 

requirements would disproportionately impact and deter doulas of color. Subsidies or fee 

waivers were suggested in other states to help address cost-related barriers, and doulas in 

Washington support this as well. 

 

 Lack of diversity in the doula workforce – Doula services are not one-size-fits-all.  Clients 

and doulas should be matched based on cultural background, race, ethnicity, languages 

spoken, and other shared background and lived experiences. Doulas in Washington are 

committed to increasing the diversity of the workforce and the diversity of families served, 

as this will lead to improved perinatal outcomes. Doulas want a system where partnering 

each family with a doula is a mutual process with agreement on both sides.  

 

 Topics crucial to doula care for Apple Health clients are not sufficiently covered -

Trauma-informed care, infant loss, poverty, intimate partner violence, and structural racism 

are not usually discussed in basic doula training. Many present-day doulas provide care 

primarily to middle or upper-class white clients who can afford to pay out of pocket. Doulas 

in Washington feel it is important to require training on cultural humility, anti-bias/anti-

racism, and trauma-informed care to build a workforce that is better prepared to serve a 

historically underserved and disempowered population in a sensitive and strengths-based 

manner. A doula who is not well-versed in recognizing the challenges unique to Apple 

Health clients has the potential to do harm.  
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 Lack of doulas in rural and remote areas – Travel time and related costs are not part of 

the proposed Apple Health rate and are not reimbursable. A doula’s expenditures may 

outweigh earnings if travel to remote areas of Washington is involved. This will limit the 

number of doulas willing to serve clients in non-metropolitan areas. 

 

 Duplication of services/services not covered by Apple Health – Doulas in Washington 

expressed a desire to provide expanded services beyond the 2-1-2 visit model (two prenatal 

visits, labor/delivery, and two postpartum visits), particularly for clients who are the most 

marginalized and disempowered. One workgroup participant discussed a study using a 13-

1-13 model (thirteen prenatal visits, labor/delivery, and thirteen postpartum visits), which 

equates to an Apple Health client seeing the doula more often than the pregnancy medical 

provider. Any model with an increased number of prenatal or postnatal visits needs 

thorough review to ensure services are not duplicated in another program, such as First 

Steps Maternity Support Services (MSS). CMS rules do not allow duplication of services 

provided to Medicaid enrollees, and potential overlap with MSS will limit the types of 

services a doula may provide for reimbursement. The MSS program serves Medicaid 

pregnant enrollees through 60 days postpartum and has been in existence in Washington 

State since 1989. HCA’s existing MSS program provides enhanced services which includes, 

but are not limited to: education related to improving pregnancy and parenting outcomes; 

interventions for risk factors; basic health messages; brief counseling; case management 

care coordination; and referrals to community resources. These services are provided in 

addition to medical and prenatal care. MSS has providers located in 28 counties throughout 

the state and services may be provided in the office or at the client’s home. Many doulas 

offer private-pay client assistance with tasks such as postpartum house cleaning, grocery 

shopping, and child care, but these tasks are not reimbursable using Medicaid funds. 

 

 Lack of awareness and acceptance of doulas as part of the maternal health care team 

– Apple Health clients, maternity care clinicians, and health care delivery systems may not 

utilize doula services to the fullest extent possible, thereby minimizing the positive impact 

on birth-related outcomes.  Doulas in the workgroup expressed concerns about how they 

would obtain referrals and effectively communicate with other members of the maternal 

health care team. 

 

 Doulas not familiar with Apple Health process and Managed Care Organizations 

(MCOs) – Doulas are less likely to have organizational support or infrastructure to assist 

them with enrollment and billing requirements for Apple Health reimbursement through 

fee-for-service and MCOs.  Doulas in Washington voiced concerns about the Apple Health 

provider enrollment process, how to bill Apple Health, and how to contract with each of the 

five MCOs serving Apple Health clients in our state. In addition, not all practicing doulas 

maintain chart notes about client interactions, but documentation of services is required for 

Apple Health reimbursement purposes. 

https://www.hca.wa.gov/health-care-services-supports/apple-health-medicaid-coverage/first-steps-maternity-and-infant-care
https://www.hca.wa.gov/health-care-services-supports/apple-health-medicaid-coverage/first-steps-maternity-and-infant-care
https://www.hca.wa.gov/assets/billers-and-providers/19-500.pdf
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Research from other states – Minnesota, Oregon, and 

New York 

In recent years, Minnesota and Oregon became the first states to cover doula services for Medicaid 

clients. In 2019, New York Medicaid implemented a pilot expansion of doula coverage, with 

availability limited to two counties. 

Oregon 
When doulas were initially added to Oregon Medicaid services in 2012, a licensed health care 

professional was required to supervise each doula. Due to low uptake, Oregon pursued a different 

coverage model in 2017. The doula benefit was instead moved to Preventive Services in the State 

Plan, and doulas were required to become credentialed as Traditional Health Workers (THWs). 

THW-credentialed doulas are able to directly bill Medicaid and no longer need a supervising health 

care professional. Requirements to become a THW include: completion of an approved doula 

training program; a background check; and education about cultural competency and trauma-

informed care. As of June 2020, Oregon Medicaid had 90 enrolled doulas.  

Oregon’s reimbursement follows a 2-1-2 doula services model (two prenatal visits, labor/delivery, 

and two postpartum visits). The reimbursement rate is either $350 for all services as a bundle, or 

$50 per visit plus $150 for day of delivery. This rate has remained static since 2017. Doula services 

are provided through both Medicaid fee-for-service and MCOs.  

Oregon MCOs have been able to use flexible funding sources to provide a higher reimbursement 

rate for contracted doula “hubs.” For example, one MCO provides bonus payments to doulas when 

certain performance measures are met, such as accompanying the client to a prenatal appointment 

and meeting the provider responsible for the client’s pregnancy medical care. 

Minnesota 
Minnesota implemented doula services in 2014 as part of pregnancy-related and postpartum 

services in the State Plan.  In addition to having a supervising physician, nurse practitioner, or 

certified nurse midwife, doulas must be certified by an approved organization and register with the 

Minnesota Department of Health. As of June 2020, Minnesota Medicaid had 83 enrolled doulas. 

Minnesota’s reimbursement rate is most similar to a 3-1-3 model (three prenatal visits, 

labor/delivery, and three postpartum visits), up to a maximum of $411.36 per pregnancy. Coverage 

is provided for up to seven sessions, one of which must be labor and delivery. Labor and delivery is 

paid at $257.10, while the rate for the other six visits is $25.71 each. Doulas may request 

authorization for additional sessions, although Minnesota has not provided specific guidance or 

criteria about which clients may qualify. Doula services are provided through both Medicaid fee-

for-service and MCOs. A 2019 bill proposed nearly doubling the reimbursement rates for doula 

services to $47 per visit and $488 per birth, but did not become law. 
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New York 
New York’s pilot expansion of doula services launched in March 2019. The project focuses on 

clients in two counties chosen for their high maternal and infant mortality rates, plus a significant 

number of Medicaid births. Phase 1 includes Erie County (western part of state; Buffalo, NY-area) 

and has 34 enrolled doulas as of June 2020. Phase 2 in Kings County (Brooklyn borough in New 

York City) will begin once enough doulas enroll to provide services in that area. To qualify for pilot 

participation, doulas must have 24 contact hours of education; classes in breastfeeding, childbirth, 

and cultural competency; attendance at a minimum of two births; and completion of a doula 

proficiency exam. Each doula must also write and submit a position paper about the role of doulas 

in the birthing process. 

New York’s reimbursement rate is based on a 4-1-4 model (four prenatal visits, labor/delivery, and 

four postpartum visits), up to a maximum of $600 per pregnancy. Labor and delivery is paid at 

$360, and the rate for the other eight visits is $30 each. Doula services are provided through both 

Medicaid fee-for-service and MCOs.  

New York Medicaid plans to evaluate the doula pilot for reach, effectiveness, and satisfaction of 

both doulas and clients. Doulas are surveyed after their first three claims are reimbursed and will 

be surveyed again at the end of the pilot. Clients using doula services are surveyed twice after 

childbirth, once at four to six weeks postpartum and again at three months postpartum. Claims data 

will be used to monitor client attendance at postpartum visits.  

 

Doula services stakeholder group 

The subsections below detail the efforts of the Doula Services Work Group to address the 

requirements of the budget proviso and to produce the Methods to Secure Approval from CMS for 

Reimbursement for Doulas Report. 

Workgroup membership and process 

HCA convened a Doula Services Work Group that included representatives from the following: 

 State and Local Government Organizations: 

o Department of Health 

o Department of Social and Health Services/Research and Data Analysis  

o Health Care Authority 

o Snohomish Health District  

o Tacoma Pierce County Health Department 

 Legal, Racial, Ethnic, and Other Population-Based Organizations: 

o American Indian Health Committee (AIHC) 

o Native American Dialogue on Infant Mortality 
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o Queer & Trans People of Color (QTPOC) 

o Seattle Indian Health Board  

o Somali Doulas 

o United Indians 

 Hospitals, Providers, and Professional Organizations: 

o Doulas for All Washington State  

o Midwives Alliance of WA State (MAWS) & National Association of Certified 

Midwives 

o NAPS Doulas 

o Neighbor Care 

o Open Arms Perinatal Services 

o PALS Doulas  

o Perinatal Social Work 

o Real Family Solutions 

o Sea Mar Community Health Centers 

o Simkin Center for Allied Birth Vocations at Bastyr University 

o Spokane Professional Doulas Association 

o Swedish Medical Center 

o Ulvenes Consulting  

 

Appendix A contains a complete list of the Work Group member organizations and their 

representatives that were invited to the Work Group meetings.  

The Work Group met 4 times between March and August 2020. The Work Group members: 

 Defined the scope of the budget proviso requirements and the role of doula services;  

 Shared information about and discussed doula reimbursement rates, payment options, and 

barriers and concerns; 

 Drafted and reviewed the financial model based on budget neutrality; 

 Achieved shared understanding about the structure for reimbursement for doula services 

for both the non-credentialed and the credentialed route that fulfill CMS requirements. 

The Doula Services Work Group, consisting of employees of both Health Care Authority (HCA) and 

Department of Health (DOH), has been meeting with a group of doula stakeholders. These 

stakeholder meetings have been very helpful to gather information and input regarding the 

proposed implementation plan. Based on the current fiscal modeling, HCA is proposing up to $650 

reimbursement rate for a 2-1-2 model. This service delivery model would include two antepartum 

visits, labor support, and two postpartum visits. Given that HCA was not allocated any funds for 

doula services, the implementation needs to be cost neutral, or any associated costs must be 

countered by assumed cost savings. 
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As part of developing the fiscal model for Apple Health reimbursement, HCA asked the stakeholder 

group to estimate future utilization after the implementation. While there was variance, the general 

consensus was that utilization would increase.     

Appendix B contains agendas, notes, and other materials from each Work Group meeting.  

Recommendations and implementation phases 

Options and analysis  

Options for coverage of doula services under Apple Health include: 

1. Non-credentialed doulas under Other Licensed Provider services in the State Plan 

2. Non-credentialed doulas under Preventive services in the State Plan 

3. Credentialed doulas through FFS/MCO 

4. Credentialed or non-credentialed doulas as part of the maternity services global payment 

5. 1115 Waiver, as a pilot program for non-credentialed doulas 

 
All options require either a State Plan Amendment (SPA) or a waiver application, as well as WAC 

changes, ProviderOne system updates, reimbursement rate, clinical policy, and billing guide 

development. No matter which option is pursued, HCA must develop a robust plan to measure the 

health impact of doula services over time, including a baseline evaluation prior to implementation.  

Non-credentialed doulas under Other Licensed Providers (OLP) services in 
the State Plan, and Non-credentialed doulas under Preventive services in 
the State Plan 
A licensed provider (physician, certified nurse midwife, ARNP, licensed midwife) must supervise 

the doula and bill on the doula’s behalf. Payment to the doula may be delayed, depending on the 

supervising provider’s billing practices. There is no requirement for the supervising provider to 

pass the entire reimbursement on to the doula for services performed. A SPA under Preventive 

services requires more information from HCA about doula services, including detailed descriptions 

and list of service subcomponents, whereas a SPA under OLP services is more straightforward. 

Washington does not currently offer any services to Medicaid clients under the Preventive model. 

Minnesota uses the OLP model for doula services. During discussions with HCA staff, CMS said they 

would approve doulas under OLP SPA authority. 

Credentialed doulas through Fee-for-Service (FFS)/MCO 
Doula credentialing would take place through DOH. Additional state funding would be necessary to 

create a doula credentialing program, and the estimated time to establish a new profession at DOH 

is 18 months. Under this model, doula services would not be available to Medicaid clients until at 

least 2022.  As discussed earlier in this report, doula training and credentialing could be high-
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barrier in terms of costs, training time, and access to training. In Oregon, doulas are credentialed as 

Traditional Health Workers, allowing doulas to directly bill Medicaid. 

Credentialed or non-credentialed doulas as part of a maternity bundle 
payment 
The maternity bundle is a “future state” goal with an unknown implementation date. Adding doulas 

as a required service in a maternity bundle would result in an administrative burden and higher 

costs to pregnancy medical providers, who would hire and pay the doulas.  How and when doulas 

would be paid for services is unclear, as this would be determined by the billing provider. Offering 

doula services as part of a maternity bundle would incentivize providers to routinely utilize doulas. 

Data related to doula impacts on pregnancy-related outcomes would be simpler to collect and 

evaluate with use of a maternity bundle. 

1115 Waiver, as a pilot program for non-credentialed doulas 
Implementation of doula services would be delayed until the waiver is approved by CMS, and there 

is no guarantee of waiver approval. Use of a pilot program would be a way to identify barriers and 

challenges without the cost of full implementation throughout the state, although Washington is 

fortunate to already have this information from the experiences of Minnesota and Oregon as 

discussed earlier in this report. Clients and doulas eligible for pilot participation would be limited to 

certain populations and/or areas. New York’s pilot program has been in operation over a year and a 

half and only provides services to clients in a single county. Participating New York doulas must 

meet stringent training and exam requirements, and both clients and doulas must respond to 

surveys over the course of the pilot. 1115 waivers must also include a research/evaluation 

component for CMS approval.  

 

Payment rate and model recommendations 

The fiscal model for the implementation of doula services was developed based on input from doula 

stakeholders, as well as studies supporting the cost savings associated with doula utilization. 

Doulas in Washington are currently serving about 650 Apple Health eligible clients per year despite 

receiving no Apple Health reimbursement for the service. Based on input from doula stakeholders, 

we estimate that about 1,100 clients would be served per fiscal year with a 10 percent yearly 

increase if Apple Health were to start reimbursing for the service. Studies published by the National 

Center for Biotechnical Information indicate that providing doulas can reduce the incidence of C-

sections, inductions, and preterm births, reduce the use of anesthesia, and increase the incidence of 

breastfeeding. We used the current costs of C-sections, inductions, anesthesia use, and preterm 

births and estimated potential savings among clients with doulas. Increased breastfeeding is shown 

to reduce the incidence of lower respiratory tract infections, gastroenteritis, ear infections, and 

necrotizing enterocolitis. We assumed an increase in breastfeeding among clients with doulas and 

applied assumed savings based on current incidence rates and expenditures for these clients’ 

infants.  
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In order to remain relatively cost neutral, the estimated offsets allow for a rate of $50 per 

antepartum (AP) and postpartum (PP) visit plus $450 for labor support for a model structure 

providing two AP visits, continuous labor and delivery support and two PP visits. This would equal 

a total reimbursement of $650 per birth (Appendix C). Throughout Washington the price range for 

doulas ranges from $500-$2500 with a median rate of $900. In order for Apple Health to pay the 

median rate and ensure provider participation, the Legislature would need to provide funding of 

about $300,000 per year. (See Appendix D.) We would recommend flexibility in the combined four 

AP and PP visits where depending on client/family need and shared decision-making with the doula 

and maternity care team there could be variation in the timing of when these four reimbursable 

visits occur (i.e., three AP and one PP, one AP and three PP, or even all 4 PP, if for example the client 

delivers early unexpectedly and can use additional support post-delivery). 

Implementation recommendation 

We began the work with the Doula Services Work Group in March of 2020 following the 

recommendations below from HCA staff and leadership. These recommendations were developed 

after an analysis of options, detailed above in this report. These initial recommendations were 

framed as Phase 1 and Phase 2. Notably, our recommendation for implementation has changed as a 

result of the workgroup and doulas’ position on the best way forward. Below our initial 

recommendation for a non-credentialed approach followed by a credentialed approach is 

described, and next is the current recommendation for pursuing only a credentialed route for doula 

care reimbursement. 

Phase 1 – Non-credentialed 

A non-credentialed route has the fastest timeline for making doula services available to Apple 

Health clients, and the OLP Service option is simpler than the Preventive option in terms of the 

State Plan. CMS offered Washington preliminary approval for doulas under OLP services in the 

State Plan. A licensed provider (physician, certified nurse midwife, ARNP, licensed midwife) must 

supervise the doula and bill for services on the doula’s behalf. Doulas will be required to meet 

minimum qualifications prior to Apple Health reimbursement, and the rulemaking process to 

outline these qualifications has been started. The target date for implementation of Phase 1 is July 

1, 2021. 

Note: On August 20, 2020, the doulas in the workgroup reached out to HCA to communicate their 

unified preference to entirely bypass Phase 1 and move directly to Phase 2.  

Phase 2 - Credentialed 

In Phase 2, credentialed doulas will not need a supervising provider and will be able to bill Apple 

Health without an intermediary. CMS confirmed they would approve reimbursement for 

credentialed doulas in Washington’s State Plan. 
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A transition period between Phase 1 and Phase 2 is recommended to prevent sudden cessation of 

services to clients for whom labor and delivery are imminent. After Phase 2 is rolled out, it will take 

time for newly-credentialed doulas to enroll as independent Apple Health providers and begin 

billing for services.  

 

Current recommendation for credentialed route only 
 
As mentioned above, our doula partners/stakeholders have shared with us their unified position to 

not pursue the non-credentialed route, and instead focus all attention and collaboration on the 

credentialed route for Apple Health reimbursement for doula care. Below is language from the 

Doulas for All Coalition, summarizing their position and rationale.  

The Doulas for All Coalition has been the primary stake holder group that has been in dialogue with 

the HCA and DOH. This coalition has representatives from agencies, hospital based doula programs, 

and independent doulas. After careful consideration and dialogue/learning with the HCA and DOH 

staff over the last few months the coalition broadly supports that all efforts going forward be put into 

implementing Apple Health reimbursement for doulas in the credentialed route. The primary reasons 

for the decision to not pursue the non- credentialed route are: 

 Doulas across WA face multiple barriers to the non-credentialed route, in particular 

having access to a billing and supervising provider that meets the CMS criteria and will 

enter into this relationship with a doula. 

 These barriers disproportionately exist for community-based doulas across the state. 

Particularly because many hospitals and providers have biases towards the roles of 

doulas, and do not have a culture of integrating doulas into the care team. 

 Doulas have also expressed concern in that supervision under providers would 

undermine their ability to effectively provide advocacy and education to their clients. The 

credentialed route would allow doulas the ability to maintain their autonomy. 

 The Apple Health rate for a doula being paid through a billing and supervising providers 

is a significant concern in terms of the reimbursement reaching the doulas, the potential 

delays in payment to the doula, how these structures would be set up, etc. Without the 

HCA supporting with the administrative overhead, it makes it less likely for providers to 

absorb that work. 

Overall, the Doulas for All Coalition feels that the option of pursuing Phase 1 would serve a very 

low amount of families as it is high barrier for doulas to meet the qualifications. Pursuing the 

credentialed route would allow for more flexibility on the structure of the program, and increase 

the accessibility for doulas to participate. 



 

 
Methods to secure doula reimbursement approval from CMS 
December 1, 2020 

15 

 
Resources needed for implementation 
 
The non-credentialed route can be implemented at a cost-neutral rate using resources at hand. 

However, the uptake of doula services during Phase 1 will be hampered by doulas’ lack of interest, 

low reimbursement, and lack of readily available supervising providers. The Doulas for All Coalition 

does not support pursuing Phase 1. 

The credentialed route would require legislative action to establish a doula credential and provide 

DOH rule-making authority. DOH would be obligated to establish a fee that fully covers the cost of 

the doula credentialing program, as required by RCW 43.70.250, which prevents DOH from 

considering a fee waiver.  DOH has concerns about a voluntary credentialed route. Voluntary 

credentialing has the potential to allow doulas with disciplinary action against them to continue 

practicing without a doula credential.  

Again, uptake of doula services will be impacted by low Apple Health reimbursement rates, this 

time in combination with the costs of becoming credentialed (and maintaining credentialed status). 

In 2020, HB 2798 proposed the creation of a voluntary doula registry but did not become law. 

DOH’s analysis of HB 2798 indicated the cost per credential would be approximately $100-150 per 

year if there was 75 percent participation by the 681 active doulas in Washington.  

To ensure ongoing, successful provision of doula services to Apple Health clients, focus should be 

placed on the following: 

 Legislative funding to provide an increased reimbursement rate for doula services. Doulas 

will not provide services for Apple Health clients if they are faced with overall financial loss. 

To provide doula services at the median private-pay rate of $900 per pregnancy, $300,000 

in additional funding is needed each year. (See Appendix D.) 

 Education for clients, providers, and the public about the benefits and availability of doula 

services, including targeted strategies for communities who would most benefit from doula 

care due to health inequities. 

 Development of systems for doula referrals, as well as pathways for appropriate matching 

of each client with a doula. 

 Funding for subsidies for costs related to training and credentialing, to reduce barriers for 

doulas interested in providing services for Apple Health clients. 

 Development of a diverse doula workforce, including availability in rural and remote areas. 

 Funding to develop training curricula for doulas serving Apple Health clients, to include the 

following topics: trauma-informed care; infant loss; poverty; intimate partner violence; 

cultural humility; and structural racism. 
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 Hands-on support for doulas who are new to Apple Health processes, including provider 
enrollment, billing through Provider One, and contracting with MCOs.  

 

Conclusion 

A doula is a trained birth companion who provides personal, nonmedical support to pregnant 

persons and families throughout the pregnancy, childbirth and postpartum period. This supportive 

care falls within the emotional, informational, and psychosocial domains with an overall goal of 

helping the client feel more prepared, comfortable, and safe. Doulas are an evidence-based 

intervention associated with improved outcomes and decreased costs across a host of metrics. 

Notably, the positive effects for doula services are stronger for individuals who are low-income, 

socially disadvantaged, or who experience cultural or linguistic barriers to accessing care, 

representing considerable potential to address disparities in maternal and infant outcomes.  

There is substantial shared interest and support in Washington State for providing doula services 

to the clients/families who currently face the greatest barriers in accessing them. These barriers fall 

broadly under financial and cultural/linguistic umbrellas. Reimbursing doula services for 

Washingtonians through Apple Health meets objectives for providing evidence-based, appropriate 

and value-added care, for addressing health disparities, and for increasing focus on relational 

health and person-centered care. Apple Health reimbursement is expected to also address some of 

the financial and cultural barriers for pregnant and postpartum persons on Apple Health.  

There is no clear example or process of how to best implement doula services as a state Medicaid-

reimbursable service. Both MN and OR have struggled with utilization of doula services post-

Medicaid implementation, and experienced a host of workforce issues and structural and system 

barriers. We have attempted to be transparent in this report as far as where we anticipate barriers 

will arise and acknowledge that there needs to be shared commitment in an ongoing manner 

between state government and policy makers, doulas and doula advocates, and the broader health 

care system.  

As far as complying with the Legislature’s request under the proviso language, we do not have short 

term (before 2022) plans to “reimburse for maternity services provided by doulas”. This is because 

our statewide doula partners and stakeholders do not support the non-credentialed route for 

reimbursement which is the only option we believe could be functional by 2021. We are in 

compliance with the other two components in the proviso, to “consult with stakeholders and 

develop methods to secure approval from the Centers for Medicare and Medicaid for 

reimbursement for doulas” and to “report the group’s recommendations to the appropriate 

committees of the Legislature by December 1, 2020”. This report details much of the work that has 

been done with our stakeholders and CMS to date.  

Our recommendation for how to reimburse doulas for their maternity services is to focus on 

the credentialed route and to address to the best of our shared ability, the barriers that have 

surfaced in other states, which were also simultaneously raised by doulas in Washington.  
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Appendix A: Doula services stakeholder group 
roster 

The table below contains the names and organizations of Work Group members who were invited 

to attend the Work Group meetings.  

Hospitals, Providers, 
and Professional 
Organizations: 

Legal, Racial, Ethnic, and Other 
Population-Based 
Organizations: 

State and Local Government 
Agencies 

Doulas for All 
Washington State: 
 Annie Kennedy  
 Jackie Vaughn 

Midwives Alliance of 
WA State (MAWS) & 
National Association 
of Certified 
Professional 
Midwives: 
 Neva Gerke 
 Audrey Levine 

NAPS Doulas: 
 Gwen Kiehne 

Neighbor Care: 
 Yvonne (Von) Griffin  

Open Arms Perinatal 
Services: 
 Dila Perera 
 Kate Brickell 

PALS Doulas: 
 Mariah Falin 
 Jamie Hunter 
 Tiffany Guenther 

Perinatal Social Work: 
 Anna Klastorin 

Real Family Solutions: 
 Laura Marsh 

Sea Mar Community 
Health Centers: 
 Kevin Proctor 

Simkin Center for 
Allied Birth Vocations 
at Bastyr University: 
 Alex Sosa 
 Sharon Muza  

Legal Voice: 
 Fajer Saeed Ebrahim 

American Indian Health Board: 
 Cindy Gamble 
 Jan Olmstead 

Native American Dialogue on 
Infant Mortality: 
 Shelley Means 

Queer & Trans People of Color 
(QTPOC) Bertwerq Project: 
 
Seattle Indian Health Board: 
 Aren Sparck 

Somali Doulas: 
 Faisa Farole  
 Suad Farole 

United Indians: 
 Katie Hess 
 Camie Goldhammer 

 

Health Care Authority (HCA): 
 Beth Tinker, Clinical Quality 

and Care Transformation 
(CQCT) 

 Melissa Kundur, CQCT 
 Sarah Pearson, CQCT 
 Charissa Fotinos, CQCT 
 Jodi Kunkel, CQCT 
 Teresa Cooper, Medicaid 

Programs and Operational 
Integrity (MPOI) 

 Collette Jones, MPOI 
 Heather Weiher, MPOI 
 Stacey Bushaw, MPOI 
 Shellea Quillen, MPOI 
 Todd Slettvet, MPOI 
 Jessica Diaz, MPOI 
 Donna Mikesell, ProviderOne 

Operations and Services 
(P1OS) 

 Sandy Riccolo, P1OS 
 Robin Brake, Financial 

Services Division (FSD) 
 Ann Myers, Division of Legal 

Services (DLS) 
 Wendy Steffens, FSD 
 Shauna James, FSD 

Department of Health (DOH): 
 Trina Crawford, DOH 
 Kathy Weed, DOH 
 Ashley Noble, DOH 
 Sarah Keefe, DOH 
 Tiffani Buck, DOH 

Department of Social and 
Health Services 
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Spokane Professional 
Doula Association: 
 
Swedish Medical 
Center: 
 Angie Dobbins 
 Jocelyn Alt 

Ulvenes Consulting: 
 Amber Ulvenes 

(DSHS)/Research and Data 
Analysis (RDA): 
 Joyce Fan, DSHS/RDA 
 Andy Glenn, DSHS/RDA 

Other: 
 Pia Sampaga-Khim, 

Snohomish Health District  
 Lea Johnson, Tacoma Pierce 

County Health Department 
  



 

 
Methods to secure doula reimbursement approval from CMS 
December 1, 2020 

19 

Appendix B: Doula services stakeholder group 
meetings 

The Home Health Work Group held meetings on the following dates to produce this report: 

 March 2, 2020 

 May 20, 2020 

 July 16, 2020 

 August 7, 2020  Future meetings 

will continue to be 

held 

In the sections below are materials from each Work Group meeting. 

Meeting on March 2, 2020 

Below are the notes from this meeting.  

Doula stakeholder meeting notes 3.2.20 (MK) 
 
Annie Kennedy, Faisa Farole, Ibrahim Ahmed, Amber Ulvenes, Mariah Falin, Alex Sosa (Simpkin 
Center for Allied Birth Vocations at Bastyr University), Dila Perera, Trina Crawford- DOH, Lea 
Johnson, Jackie Vaughn (all on phone) plus HCA staff including Melissa Kundur, Sarah Pearson, 
Todd Slettvet, Robin Brake, Jason McGill, Beth Tinker (in room) and HCA staff on the phone were 
Heather Weiher, Shellea Quillen, Stacey Bushaw. Jessica with Open Arms joined later.  
 
Beth intro – Will summarize notes then outreach to others not able to attend meeting; apologies if 
redundant but moving work forward; later this week, presentation of issues paper summarizing 
doula payment possibilities, then decision will be made on how to proceed; HCA is committed, wide 
recognition of value of doulas, want to see expansion; complicated to move from private payer 
scenario to Medicaid reimbursement; want to make it work. 
 
Doulas for All Coalition has already put together research about other two states with doulas; info 
from orgs actively doing research on policies and impact on implementation; we’d be happy to 
cross notes with your paper (Jackie); Beth – send it and we will look at it. 
 
Themes from meeting:  
 
Doulas want their voices heard/ to be part of decisions made – happy to be asked/included. 
 
Need to use resources we already have in WA St to build out program- training, expertise in this 
work, focus on low income families. 
 
Concern that expanding doula services to more Medicaid clients requires thoughtful attention to 
doulas who have not been serving this population and to the future workforce. 
 
Want system where partnering family with doula is a mutual process and agreement- relationship 
is important (do not want system where for example doulas are chosen/assigned). 
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Doulas want as much flexibility as possible in future credentialing with DOH, feel that criteria in OR 
for example on training, hours, fees have been prohibitive.  
 
From this group- not a strong consensus on credentialed vs non-credentialed model (pros/cons 
voiced).  
 
Agreement that bundled payment would likely be prohibitive as doulas would have to wait for 
episode trigger (likely birth) to receive payment for earlier visits.  
 
Questions bolded below were posed to the group-  
 
What qualifies doula to provide services? 
 
Open Arms provides doulas to Medicaid eligible families exclusively x 22 years, min requirement is 
level of training as a doula, no certification; also weigh personal experience and other types of 
experience, such as language or cultural concordance with community/community need; screening 
process to ensure other skills needed, like cultural responsiveness, families affected by poverty, 
health disparity/inequity. 
 
Health Doulas (PALS Doulas?) – predate DONA; look at training exclusively but in process of 
changing to competency based; work in progress, group meeting twice a month to build it, toughest 
part is coming up with a competency evaluation for it; we are facilitating the conversation but open 
to community at large even if not part of PALS. 
 
Doulas for All – we are working on supporting PALS, doing outreach and engagement; MN, OR, and 
NY their certification process so limited (as in stringent/inflexible) that created barriers for low-
income doulas and doulas of color to meet standards; in coalition, discussed that we are lucky in 
WA to have community-based doulas that provide training; we are hoping HCA and DOH can look at 
resources we already have in place to meet training and certification requirements; other states 
made it so strict on where you can obtain training. 
 
Beth- we realized there have been barriers in other states, utilization lower than what anticipated, 
want to build on what other states have done. 
 
Alex – current curriculum based on competencies from DONA International training curriculum; we 
spend 3 hours talking about cultural competency; 32 hour training, earn certificate, able to work in 
WA or around the world. 
 
Beth – who should we reach out to about this question, missing voices; we are reaching out to tribes 
but other contacts helpful; Delia recommends Daybreak Star doulas, which is part of United Indians 
of All Tribes Foundation, Delia can pass on the name of the contact, Heather Weiher has it as well. 
Over 400 doulas in state of WA. 
 
Annie – queer trans people of color doulas, QTPOC, she will forward info. 
 
Payment models and pros/cons – per visit vs bundled – thoughts and concerns?  
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Delia – difficult to know without knowing more about bundle payment and what is included; on 
some levels bundle could be easier for implementation but wondering what minimums would be; 
we find three antenatal, three postpartum, plus L&D (3-1-3 model) results in better outcomes than 
2-1-2 model; if influencing outcomes, what are minimum requirements?, would like to know more 
about it. 
 
Beth – what we’ve seen in historical documents is 2-1-2 or 1-1-1; looking at what is reasonable 
across the doula spectrum, 3-1-3 not feasible for hospital or not the way they’re practicing. 
 
Mariah – hospital-based v community-based doula, we flexibly go back and forth inside and outside 
hospitals, best model is 13-1-13. 
 
Swedish minimum recommendation is 1-1-1 but even in that system most provide 2-3 visits prior 
to delivery, to build trust. 
 
Not necessarily that hospital based program can’t do more than 1-1-1, it has to do with their 
preference for the model they’re using; it is based on the scheme used to set up the program; 
recommendation is to do more than 1, we are wanting to focus on outcomes. 
 
Deb PALS board and Open Arms doula – across clients (OA and private pay), even private is 3-1-3; 
my concern is bundle with those requirements, what happens if we don’t meet those requirements; 
if client having second or third baby, often don’t want two or three visits ahead of time; bundle 
model in place needs to allow flexibility; ideal is 3-1-3 but don’t want to go without compensation if 
our clients make a different choice. 
 
Faisa with GPS – we provide doula services and labor support; model is typically 2-1-2, usually get 
moms in last trimester, some moms need more support during postpartum, so there are times 
when all four non-L&D visits postpartum, this flexibility is important; training is different, visits are 
different. 
 
How are patients referred to doulas and who makes the referral? 
 
Mariah – majority find me on their own, word of mouth, or referral from health care provider; 
variable provider types, in-hospital OBs and midwives out-of-hospital; often based on having 
worked with them previously. 
 
Jen – echo what Mariah is saying, when move through community and work with different 
providers, some will jive with our style of doing things; it comes up organically. 
Self-referrals, also get referrals from public health nurses, neighbor care nurses, low-income clinics; 
we provide doulas that speak various languages. 
 
Open Arms – 70 percent of referrals from 30 different referral providers; PHNs, SWs, community 
health clinics; self-referred 30 percent including returning clients. 
 
Annie – CBE often refer to doulas, independent doulas often have websites, also doulamatch.net. 
Beth-could referrals be improved, made more robust, how work best to ensure equitable access to 
doulas? 
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Mariah – more community education about what doulas are, what we do, how we help; so often we 
sit down with families, not sure what a doula does; beautiful dream scenario would be more on the 
ground education for communities at large. 
 
Jen- family medical leave act in WA, they have interfaced with our staff a ton, thumbs up to them for 
getting the info out. 
 
Used to work with WIC in LA, hospital-based breastfeeding program; important to connect with 
community partners; with breastfeeding data, WIC partnered with hospitals and nonprofits to 
provide services and recruit individuals who look like clients we are serving and speak the 
language; issue of trust, can’t emphasize that part enough. 
 
Delia – when past reimbursement for doulas through Medicaid in past, health departments and 
PHNs connected people to doulas; some kind of mechanism where they can refer to doulas; King 
County unique in structure, not sure feasible in smaller counties; want to echo what Alex said; we 
don’t simply assign a client to a doula; we do an intake to look at client wants and needs, including 
cultural/linguistic and others, then go through process of matching them to a person; would not 
like to see a client matched to someone based on name or availability; to be effective, need process 
of matching; also helps with follow up and retention; also speaks to screening process for doulas, 
don’t want to screen out people who are most representative of the communities they serve and 
screen in only people who present as most qualified. 
 
Documentation – Medicaid requires for evaluation, audit, and other purposes; how do doulas 
document currently?  
 
Attendee with GPS – labor support we have paper form documentation; doula has to return back to 
us prior to getting payment; simple form with check offs; e.g., client signs agreement, HIPAA form, 
section for notes about how it went; use “Maternity Neighborhoods”, an online charting system that 
all of the doulas use. 
 
Jessica with Open Arms and First Doula Services – used to use paper forms, now electronic 
“Apricot”; forms for prenatal plus postpartum plus L&D; is there potential for separate payments?  
 
Beth – yes potential for both scenarios, trying to figure out what best. 
 
Jessica – use Apricot database, maybe we could use that to trigger submission for payment. 
 
Mariah – Swedish uses “Mind-Body”, submission of documentation is required prior to additional 
payout to the contractors. 
 
Beth – does anyone know of doulas who are using paper documentation?  
 
This is Jen Hamilton, with private pay clients do sometimes use a paper form but partnering with 
community group that uses online portal called “IntakeQ” that is HIPAA compliant. 
 
PALS has asked all doulas to do paper documentation and send them in, but can’t make mandatory; 
DONA standards are to keep paper documentation on all clients a doula has worked with. 
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Todd-our MSS/ICM providers require care plans which we audit sometimes but does not have to be 
submitted for payment. 
 
Open Arms has good template. 
 
A lot of doulas choose not to write anything down because don’t want misplaced or don’t want 
others to have it; not required to comply with HIPAA. 
 
Most private doulas are sole proprietors and don’t have access to funds to pay for one of those 
systems; 98 percent of us work out of the back of our cars. 
 
 
Medicaid clients B- Open Arms serves Medicaid clients; for others, what are opportunities 
and barriers for expanding services to Medicaid clients? 
 
Jen – one of the huge things ties into training, and who is going into the community; to be blatantly 
honest, we potentially face a real issue with white saviorism and there is a format for how to qualify 
to work with Medicaid families; to be transparent, I am white and I am an Open Arms doula, I had to 
go through a certain amount of training and an interview process; we have talked about this at 
PALS as well; discussion about ensuring cultural competence is an important piece moving forward. 
 
Alex – wearing lactation hat; need more training and guidance about what are billable codes; it got 
really complicated, such as if you were helping the baby latch on, was it billable under the baby or 
under the mother; it was messy. 
 
Annie – doulas are unable to serve the great majority of Medicaid clients, huge opportunity. 
 
Faisa - the difference in payment has been a barrier, between private pay and Medicaid, 
reimbursement too low. 
 
Beth – no amount set, no decision made on that, but we are aware that perceived low 
reimbursement has caused low uptake and utilization; we want program to work. 
 
Credentialing – for CMS, there are two options: 1) credentialing through DOH, makes doulas 
payable directly via NPI, 2) non-credentialed, can only pay through another licensed 
provider. 
 
We’ve had this conversations a lot in our coalition, whether our state has doula credential or 
licensed provider; Oregon and Minnesota have both options; we are firm that we don’t want a 
licensure process, we would want a certification process; dig deep into doula and birthwork 
community; stricter certification processes narrow the options, that’s an item we are having 
community outreach and discussions on. 
 
Beth – when you talk about barriers for licensure, do financial components of 
training/credentialing come up as significant, or are they secondary to training pieces?  
 
What makes Oregon’s process so high barrier, seems simple but community health worker training 
and then a certified doula training either internationally or nationally recognized; community 
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health worker training in Oregon is $800; doula training is $800-2,000; couple those high costs with 
the low reimbursement; you would have to do 4-5 births just to pay for the trainings; also plays out 
in NY and MN; low-income doulas and doulas of color drop off; in WA, many agencies offer free 
doula trainings and stipend, that is way to reduce the barriers; provide scholarships, provide 
stipends rather than just marrying to DONA and expensive programs. 
 
Delia – with model of going through a licensed provider for NPI number, would vary with 
organization; for Open Arms, to contract with an ARNP to provide referrals has cost implications, as 
they would part of the team; difficult for someone independent to contract with someone like that. 
 
Beth – credentialing route has a long timeline, that gap is the driver for these conversations; 
thoughts about interim non-credentialed while move toward credentialing, what are your 
thoughts? 
 
Mariah – want to echo Jen; credentialing and certification not a guarantee of anything, but have a 
concern of people jumping quickly onto this ship and doing harm to communities we are trying to 
help; think minimum standard is important; PALS is working to update certification standards that 
we are using; over 125 organizations training and certifying doulas right now; some cost as little as 
$100; what are they getting for that, prepared to not do harm to communities? 
 
Delia – would like the option of going through a provider; would like to have both, rather than only 
one; then some flexibility; discussion about making the provider route more accessible. 
 
I would worry more about providers having to refer to doulas; some providers do not see the value 
of doulas, downplay or provide negative feedback. 
 
Alex – how important is certification? once attended any doula training in WA, are they able to 
provide the services; what does certification look and sound like? 
 
Todd – need multiple meetings with DOH, what would program look like; then HCA would make the 
case with CMS that certification is the same as licensure. 
 
Mariah – if certification is looked at as minimum standard, is there value or more barriers to ask a 
certified doula to go through cert process again. 
 
Trina from DOH – depends on legislation; there may be a grandfather clause; discuss three types of 
licensure; registration has no education requirement, but still considered a credential; then 
certification, which is vocational school like nursing assistants, medical assistants; then licensed 
like doctors, nurses, more of a positive education requirement; DOH using “certification” in a 
different way than being nationally certified. 
 
Can doulas come under an organization like GPS, if it meets one of these requirements, to bill for 
them – discuss this, Mariah - it’s more than billing it’s also supervision/liability. 
 
Beth – we’ve discussed this amongst ourselves too, it may work well for some organizations but not 
others, it’s complicated. 
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Jen – it’s all great for folks connected with an association but many doulas choose not to do that 
because they do value their independence; doulas are able to get an NPI number (discuss NPI, 
taxonomy not in P1). 
 
How long until doulas get paid? Trina – usually within the week after submit to P1; Mariah – delay if 
pay other provider, and turn around to pay doula. 
 
Heather – with bundle can’t bill until after that last visit, may not be feasible compared to billing 
after each visit. 
 
I think the majority of doulas don’t have financial space to put off receiving payment for services 
provided for 3-6 months, will eliminate a lot of doulas from being able to do this. 
 
Jessica – I agree; not uncommon for doulas to invoice after each service for that exact reason 
because no capacity to financially float until all services are done. 
 
Secondary logistical question – since they’re billing, does that show up as income for the licensed 
midwife (we don’t know, maybe accountant or tax lawyer). 
 
Robin – in WA would increase gross revenue of provider and would have to pay B&O tax on that 
Please send all the questions out and we can share them with others. 
 
Beth – will not use names on it unless okay with everyone; what if we send out first to just this 
group and give a week to look it over, then revise and send out broadly? OK. 
 
Typical/customary costs to clients, or range. 
 
Mariah – I reached out to Sara, Swedish charges $500-2500 for someone not certified all the way to 
someone who is experienced, in tiers; doulamatch has info on charges so it is financially stable for 
doulas. 
 
Open Arms - $500 for newer doulas in a fellowship program, $1000 for doulas who have been with 
us for a year or more. 
Faisa - $800-1000. 
 
Beth – shared new proviso language, includes info about leg report due in December 2020. 
 
Coalition – rolling out this spring and summer, doing outreach to doulas and birthworkers for their 
ideas on what this will look like; can use info from today when doing this. 
 
Delia – back to using NPI from a provider, could a local public health department use that process to 
provide doulas; would government be able to do something like that? 
 
Beth – I believe it’s specific to an NPI and an institution doesn’t meet the criteria. 
Not sure, would need discussion with health districts. 
 
DONA - Any interest in members from HCA or DOH sitting in on current meetings to look at our 
certification process? 



 

 
Methods to secure doula reimbursement approval from CMS 
December 1, 2020 

26 

Beth – makes sense but not sure about the timing. 
 
Trina – interested in being part of conversation, start to what this credentialing might look like; we 
don’t want to move forward with just one approved training program. 

Meeting on May 20, 2020 

Below are the notes from this meeting. 

Doula Stakeholder Meeting Notes 5.20.20 

HCA: Sarah Pearson, Beth Tinker, Melissa Kundur, Robin Brake, Teresa Cooper, Shauna James, 

Sandy Riccolo, Heather Weiher, Wendy Steffens, Todd Slettvett,  

RDA: Joyce Fan, Andy Glenn,  

DOH: Trina Crawford, Kathy Weed, Tiffani Buck 

Doula Stakeholders: Amy Coleman, Dila Perera, Drew Alt, Sharon Muza, Jackie Vaughn, Vaughn 

Griffin, Gwen Keeney, Amber Ulvenes, Jocelyn Alt, Faisa Farole, Pia Sampaga-Khim, Katie Wilhite 

Brickell, Fuad Mohamed, Jon Pielemeier, Alex Sosa, Jen Hamilton, Mariah Falin 

Summary of concerns and issues from stakeholders: 

 Rate is inadequate but current economic climate makes additional legislative funding 
unlikely 

 Challenges with Phase 1 model, including 1) impact on doula autonomy and doula-client 
relationship, and 2) how to establish a relationship with supervising professional 

 Stricter criteria in Phase 2 could affect number of doulas available to clients on Medicaid 

 Doulas serving clients on Medicaid need additional training to provide quality services 

 
To-do items: 

 Beth and Jackie to work on doula survey to address barriers to supervising professional 
relationship 

 Robin to explain analysis leading to rate determination 

 Jackie requests 30 minutes on next meeting agenda to discuss Doulas for All points 
 
Beth: Introduction and our agenda. We want to listen and hear from you.  

1. Payment Model 
2. Phase 1 Steps 
3. Comments and Concerns  
4. Phase 2 Steps 

 
Legislative Proviso Language: Within the amounts appropriated in this section, the authority shall 

reimburse for maternity ((support)) services provided by doulas. The authority and the 
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department of health must consult with stakeholders and develop methods to secure approval from 

the centers for medicare and medicaid services for reimbursement for doulas. The authority will 

report the group's recommendations to the appropriate committees of the legislature by December 

1, 2020. 

Phase 1: Non-credentialed doula services. Does not require legislative funding if we can be budget 

neutral. Quicker timeline. 

Phase 2: Credentialed doula services. DOH – Would require legislative funding. Different timeline. 

Jackie – Doulas for All Coalition - Overarching pieces of the policy that they would like to talk about. 

Plans for what this means and to continue to build this with input from the doulas. How HCA could 

support doulas in community. 

Beth – Email sent: This is needed to help us with the fiscal modeling and future utilization.   

 Based on your data for the number of clients you/your agency serve each year, how 
much growth do you project you would see in WA St if doula services were 
reimbursed as a Medicaid service (ideally in terms of over 3-5 years)?   
 

Feedback summary – several groups talked about 50 percent increase in utilization. The largest was 

100 percent (doubling). This was in the rural areas. Lower end 20 percent increase in utilization. 

Expected variability, but helpful for us to do the fiscal modeling.  

Estimated rate: $550 - $700 based on 2-1-2 model. 2 antepartum, labor and delivery, 2 postpartum 

Faisa Farole – Sent feedback. Talked about the rate. This is on the lower end of what doulas receive. 

Questions around this with the coalition.  

Beth – Fiscal modeling is preliminary, but the rate will most likely still be in this range. There 

currently is no legislative funding. There is a possibility for funding in the future, but right now with 

Covid-19 there are considerable budget cuts. Forecast for additional funding not promising. Phase 1 

would need to be budget neutral. Savings achieved by doula services will equal the cost.  

Robin – The rate has to be set at an amount that will be budget neutral. Limits how high the rate can 

be. Have to base that off of utilization. Outlook is dim with budget cuts with reduced revenue from 

Covid. Unlikely that legislature will fund a new program during this time when HCA will be 

struggling to provide required programs.  

Jackie – Utilization will impact reimbursement then? 

Robin – It’s all proportional. Finding the balance between how high we can pay and how much 

realistic savings we will see.  

Faisa - How did you land at this particular starting rate?  
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Robin – Started from knowing project would not receive much money, if any at all. Looked at other 

states and the rates they pay. Looked at private pay rates. We look at possible offsets of savings for 

the cost.  

Beth - Review doula evidence on effectiveness. Cost savings, etc.  

Jocelyn – Have you been able to include any savings from breastfeeding savings? Powerful for 

finding savings. 

Robin – Hard to tie a dollar amount to breastfeeding savings. Money comes out of rates paid to 

other providers. WA breastfeeding rates higher than for other states, including for Medicaid 

population. Not including in the offset in order to be conservative. If we overestimate and pay too 

high of rate, then end up in a budget shortfall and have to cancel the program down the road. Need 

offsets that we can count on. 

Dila – Phase 2 will focus on credentialing. Understand the explanation. If the credentialing process 

is stricter and more limiting, there would be less doulas qualified. It would affect the organization’s 

ability to serve as many clients. Would affect uptake of the program. 

Beth - Need all the factors to work together. Tricky to project supply and demand. Foundation to 

build trajectory and doesn’t create barriers. Not having dedicated funding is a barrier. We want to 

work with what we have and start somewhere and be open about what the future will look like. 

There is a lot of support for doulas. Fiscal forecast has put us in a position that we didn’t think we 

would be in for this next session. 

Beth reviewed Phase 1 Steps: Non-credentialed doula services  

1. Projected rate – Fiscal modeling. Determine implementation date.  
2. Implementation date and fiscal modeling for Tribal (90 days) and Public notice.  
3. SPA – need CMS formal approval.  
4. SPA amendment. 
5. Update WACS. 
6. MCO Contract. 
7. Update Provider Guides. 
8. System Updates. 
9. Communication.  
10. Implementation – Ability to bill.  

 

Jackie – We sent research from various organizations and policy think tanks. Doulas for All 

Coalition. High barrier for doulas to have agreements with providers who could bill on their behalf, 

due to lack of infrastructure for doulas. A lot of places have it both ways. Will Phase 2 be locked into 

the Phase 1 rate? 

Beth – We have discussed issue related to supervising professional. What are the solutions for that? 

How would we query the potential supervisors? Is it up to HCA or up to the doulas? Critically 
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important but could create difficulties. We want to hear from doulas. Partner in how to do this and 

how to work through this.  

Jackie - Is this moving too fast then? Survey would be good. Needs to be recognition that we have 

organizations but also many individual doulas as well. High barrier for low-income doulas, doulas 

of color, doulas who do not traditionally have those relationships with providers who could bill on 

their behalf.    

Beth – Happy to work on a survey. Have Jackie help. Anyone else willing to help? What does it look 

like for individual doulas? 

Mariah – Independent doula but also president of PALS Doulas, which is a certification organization 

in WA. Need to increase access and decrease barriers. Many doulas do not want to work for an 

organization. Language like supervising provider may push doulas away from this type of work. 

This is why we encourage alignment with certification or credential so supervisor not telling doula 

how to serve families. Comes down to who is telling doulas to do their jobs. If not doing it the way 

provider tells them, then are they not able to work?  

Melissa – Language. Cannot pay the doulas directly.  

Mariah - State of Washington did this previously.  

Melissa – Yes, CMS told us to stop. Not acceptable. If I remember correctly, MSS did not have 

someone to take responsibility for the supervising the doulas.  

Heather – No certification through DOH. Were able to keep community health workers, but could 

not keep doulas. 

Jen Hamilton – Independent doula and also contractor for Open Arms. Reimbursement tragically 

low for the clientele will be serving. Idea of supervising presents another level of problems when 

the reimbursement is so low. These are my clients that I am involved with for months after birth for 

DV support, housing assistant, case management. It looks very different to support a Medicaid client 

that has been marginalized than to support a private client. Add the layer of needed supervisor to 

bill on our behalf. $550-700 is ridiculously low and not a sustainable livelihood. Then the billing 

provider will take some since they need to get paid. Don’t know how we can do it this way. Real 

concerns.   

Beth – We recognize the doula community is diverse. We do not have to try for Phase 1 non-

credentialed route. A lot of varying opinions. Reasons we are engaging with you all is to find out 

what makes sense.   

Dila – Level of need and intensity of work for the clients that would be served through this is a real 

thing. We actually ask for 3-1-3. 99 percent of the time doulas do much more than this. 6-8 visits on 

either side.  Perhaps stagger the modeling and reduce the number of clients who would be served, 

in favor of increasing the reimbursement.  Then it will build demand over time. Model adjusted to 
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reflect ramp-up. There is a side of me that wonders if better to focus on the credentialing part and 

get that sorted first. Reimbursement in place sooner without credential, but then need structure for 

referral/relationship with provider for billing. Potentially something intended to be a bandaid 

would be in place for 4-5 years.  

Beth / Robin – There is assumed ramp up over time. The biggest problem are the offsets that we 

can account for. We can’t assume everyone would have had a c-section and that we were able to 

prevent it because of a doula. Offsets are still low percentage-wise. It is really going to be difficult to 

change the rate regardless of utilization without funding. If we think the rate is a huge factor and we 

can’t implement without a certain rate, we can put that into the report.  

Beth – Hears the dissatisfaction about rate. Originally thought getting phase 1 going and then 

working on phase 2. Next session likely limited for funding. It would be 2 years from now if 

economy recovers. Seems like a long way away.  

Mariah - $550-700 seems like a lot but doulas commit to being on call 24/7. Work is not sustainable 

at that rate. Group in WA currently working on a new avenue for certification. Underway and 

mostly finished. Hard to keep people invested and engaged. Offering a service and then not having 

quality doulas show up is what we are pushing ourselves toward. We need people who know what 

they’re doing and how to support families. Potential for more harm, trauma, and worse outcomes. 

Additional training needed outside usual doula training. Health Connect shows demonstrable 

outcomes with higher contact, like 13-1-13. There is more training that goes into community-based 

programs so can show up for those families in a way not covered in traditional/original doula 

training. When a doula cannot pay for additional training, then they go in with blinders on and 

cannot see where bias is and where trust breaks down. Don’t think any of us want that. We want 

stronger, healthier families. 

Dila – A lot that goes into the match of the doula with the client. A lot goes into identifying what that 

client needs and finding a doula that is the right fit for them. There needs to be the customization. 

Not just given a name.  

Jackie – One thing we discuss heavily in Doulas for All is that lower rate impacts the quality of 

services because it is not sustainable. Won’t be able to get doulas from the communities that you 

are serving. That is part of the equity piece of this policy. Folks that can afford to accept the lower 

reimbursement rate may not have the shared background and experiences. Doula work includes 

lived experiences and we want to value that. Lower reimbursement rate does not get us there. 

Faisa – Echo what everyone else is saying. I’m a licensed midwife as well. Went thought schooling a 

few years ago and remember some preceptors saying they didn’t advertise themselves for Medicaid 

recipients because Medicaid doesn’t pay much. Medicaid recipients are most vulnerable and need 

the longer visits. People throw around the fact that there’s inequity and disparity. This is not really 

stepping up to the plate and showing that we as a state want to step up and do something about 

this. Discouraging. Discourages doulas from doing what they need to do to make a dent in what this 

country is facing. I get so appalled I don’t have the words. Doula work is not just assigning a doula 
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to a birthing person. Doula herself also has support she can turn to for reflective supervision or 

other resources. The rate the state is offering, it’s insulting.  

Beth – I hear that. Get back to Dila’s question about if we implement phase 1, are we locked into the 

rate. No. Can go to the legislature to get funding. However, there could be issues. Don’t know how 

difficult it would be to increase the rate. Might be strategy if try to get funding up front rather than 

later. Argument could be made that they’re providing the services at this rate already. Asked Amber 

if she was on the line and asked her opinion on political strategy. Acknowledgement of current 

budget crisis.  

Amber – There is some risk to it. Rates are built and have actuarial basis behind them. Once they 

are built, there are factors that go into if you are able to increase or decrease the rate. There is not a 

lot of departmental flexibility. It has taken work in the past to get rate changes, especially dramatic 

ones. Two ways efforts have been successful. One was to provide a basis for assumptions that 

should be underlying, getting a legislatively appropriated addition through the budget. Definitely a 

political component. Could get additional money from legislature to increase the rate, but could also 

see the argument for pausing to work on a rate that feels at least sufficient to the group before 

actually putting that down in ink. See the argument for either way. If you do agree on a rate, it is not 

easy to change.  

Dila – Not surprised by what Amber says. Maybe need to unpack more that rate that has been 

proposed and how arrived at, since strong reactions to it.  Thinking out of the box. If rate is $550 for 

2-1-2, could there be different tiers for clients receiving higher levels of support like what MSS 

providers do, with additional visits available? The hard place is the budget climate we are in. 

Beth – Interest in a future meeting for Robin to go through more detail?  

Robin – Needs to be vetted through her department before it is public. Risk – if the rate is set low, it 

will be harder to get a higher rate later on.   

Delia – Need to understand the fiscal model better.  

Robin – Offsets are based on savings from reduction of C-section, anesthesia, pre-term births, and 

inductions. Take utilization we anticipate and assume the normal percentage of those factors 

happening, then compare to what we expect to see with doulas. Look at the difference and convert 

it into a dollar amount. Apply the same methodology for all of those factors. Utilization is not the 

driving factor.  

Mariah – I would challenge that those rates are different. It is our low-income populations that feel 

like they don’t have options or feel able to ask about other options. Will see a much higher positive 

impact than those numbers.  

Robin – Based on studies, plus input from HCA staff doctors and what they feel is realistic for 

offsets.  
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Dila – Preterm birth savings sufficient alone to offset costs. Hospitalization, NICU stays, etc. Open 

Arms pre-term birth rate is 4 percent vs. 9 percent for the state.  

Robin – Preterm birth is most significant cost offset we have. We estimated 7.5 percent of our 

clients have a preterm birth. Study we found, there would be 1.6 percent reduction. Savings is 

$30,000 for each averted preterm birth. 

Kate – Reason why postpartum offsets are not included? Breastfeeding and postpartum mood 

disorders. 

Robin – Not included because tied to monthly rate we pay our plans. Breastfeeding decreases 

sicknesses and visits by baby over course of their life. We look at budget offset within a two-year 

budget term. When savings spread out over the life of a newborn, can’t estimate the savings. 

Eventually may not be a Medicaid client, so no longer our savings to see.   

Kate – Could you use the more short term items, such as decreased visits in that population? 

Robin – Yes. Can have data people look these up.  

Mariah – I get that those are long-term but would affect the outcomes and the finances.  

Attendee from Swedish – People of color, immigrants, refugees with lack of distrust in hospital 

system. May reduce trust in doula if doula answers to doctor rather than client. 

Jackie – Wants to discuss the Doulas for All points; wants designated time on the agenda for next 

meeting. Wants to do community outreach and engagement on these questions.  Even the 

conversation today there are a lot of questions and red flags. Requests 30 minutes on agenda. 

Sarah – We can set up another meeting soon. Will wait until Robin is ready for the updated fiscal 

modeling. 

Meeting on July 16, 2020 

Below are the PowerPoint presentations and notes from this meeting.  
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PowerPoint Presentation – Fiscal Model  
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PowerPoint Presentation – Items for Review and Discussion  
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Notes 

Notes/minutes from doula partner/stakeholder meeting on 7/16/20 1-2pm. Skype  

Planned agenda:  
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Attendees: Wendy Steffens, Sandra Riccolo, Jodi Kunkel, Sarah Pearson, Melissa Kundur, Charissa 

Fotinos, Joyce Fan, Beth Tinker, Teresa Cooper, Robin Brake, Shauna James, Heather Weiher, Trina 

Crawford, Kathy Weed, Jodi Kunkel, Ashley Noble, Sarah Keefe 

Mariah Falin, Jen Hamilton, Sharon Muza, Jackie Vaughn, Amber Ulvenes, Cindy Gamble, Jasmyne 

Bryant, Jazmin Williams, Jocelyn Alt, Kate Wilhite-Brickell, Susan Siphor, Melanie Florshare, Faisa 

Farole, Jon Pielemeier, Annie Kennedy, Camie Goldhammer (joined about 1:30).  

Review Updated Fiscal Model 

Robin Brake – went through and discussed PowerPoint slides focused on fiscal model and HCA 

parameters for cost neutral fiscal modeling.  

Following slides there was time for Q&A with Robin – slides will be available to participants after 

the meeting. 

Cindy Gamble - asked for clarification on the breastfeeding savings in the model – was it initiation, 3 

months, or 6 months?; Robin – used incidence ratio in study, hard to have an exact application of 

offsets, this was best case scenario where we could substantiate with data we have available; 

breastfeeding is hardest piece to find actuarially sound dollars to attribute to it  

Jackie Vaughn asked for clarification on the utilization #’s. Robin explained the #’s were loosely 

based on responses HCA received from 6 people on current and projected utilization among 

Medicaid clients. Open to hearing more feedback. Jackie explained that these #’s might be low as 

Welcome & Introductions  Sarah  5 min.   

Review Updated Fiscal Model  

Robin 20 min. 

Inform the 

stakeholders of the 

updated fiscal 

model.  

Stakeholder Discussion 
Jackie 

Vaughn  
30 min. 

Gain input and 

answer stakeholder 

questions. 

Next Stakeholder Meeting  

Sarah  5 min.  

Holding 8/7/20 (1-3 

p.m.) and 8/25/20 

(1-3 p.m.) 

Topics: DOH 

Credentialing  

Others Topics? 
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many Medicaid clients are currently turned away from doula services due to inability to pay and 

doulas can only support so many pro bono clients. Robin also acknowledged typo in utilization 

table where first 6 month period is represented as 18mo- she will fix this. 

Jen Hamilton asked for clarification on the assumed decrease in preterm birth (1.6 percent), 

wondering if it should be more than this? Robin explained that the preterm birth rate in WA is 

already relatively low compared to national statistics and with the N that we have projected this # 

is relatively low. Robin also emphasized that preventing preterm birth has the associated largest 

cost savings. Jackie asked if it can be show that doulas can gave greater impacts on c-section and 

preterm births in WA, can we come back to the board and look at model? Robin - If we can 

implement and collect data and better evaluate cost savings with real time data we could re-

evaluate and apply additional offsets in the model. Potentially this could increase the rate (Jackie 

asked this f/u question). 

Jocelyn asked for clarification around how projected doula utilization impacts the associated rate in 

a cost neutral model. Would higher projected utilization increase or decrease the rate that could be 

paid for the services? Robin explained that it doesn’t really make a difference as there is a net cost 

to the HCA in this model, so that higher utilization would just project out over time. Not a driver for 

higher pay rate for doulas at this point.  

Stakeholder Discussion 

Sarah introduced Jackie to lead this part of the meeting and introduced/presented 3 slides that the 

HCA put together on topics that Jackie and the coalition had raised in email exchanges prior to this 

meeting. 1) legislative report 2) payment structure and options 3) meeting focused on credentialing 

with DOH as lead on this topic 

Jackie, Jasmyne, and Jazmin facilitated this next portion of the meeting.  

Jackie summarized some key priorities for the coalition and related these back to lessons learned 

from doula implementation in MN, OR and NY. Also, findings from the National Health Law 

Partnership.  

Certification and what that will look like is a priority issue for doulas. They are concerned that 

certification not be too rigid/inflexible or in other ways high barrier for doulas. It was problematic 

in other states that there have been very limited options for doulas on where they could get 

certification (e.g., only through DONA or other national or international organizations or in OR 

doulas are required to complete both the doula certification through one of these orgs and also the 

state CHW certification). They recommend certification requirements be “low barrier and flexible”.  

Doula coalition prioritizes that the implementation be useful for both individual doulas and for 

community doulas. Mentioned barriers and structure for doulas is varied. Policy at rollout needs to 

be useful for all doulas. 
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There are 700 doulas on doulamatch.net in WA. Think about how many clients are being turned 

away for inability to pay for a doula. Think of a way to tap into how many Medicaid clients could 

potentially be served, I think the number would potentially be higher.  

Fee-for-service versus bundled payments – Bundled payments can only be billed annually. Jackie 

shares that in other states there have been complaints around the FFS model which is inflexible. 

Complaints from doulas when not able to attend labor and delivery, as biggest payment is attached 

to that. Locks doulas into a rigid method for serving clients. Agrees that a bundled payment with a 

delayed reimbursement to the doula could be problematic.  

Jackie summarized that barriers in other states have been around certification, rate and payment 

structure.  

Jasmyne B- shared there are 2 goals – make doula services more accessible to clients and give 

doulas more clients. Shared that she is trained and practices but is not certified currently. Would 

not be included as someone who could get a reimbursement. Medicaid clients are referred to her 

and other uncertified doulas who offer free or reduced-cost services to obtain certification. Barriers 

and hoops harm doulas’ ability to serve community and advocate for our own reimbursement. 

Viewing certain entities as more valid than others creates issues, need to be creative. Also shared 

that the coalition has input to core competencies that would be required for certification. Pushing 

doulas into an organization where we have to work to get reimbursed will cause loss of 

individuality and diversity. Give attention to Black and Indigenous workers and rural areas, avoid 

being Seattle-centric.  

Jackie shared in chat “if we’re able to have greater flexibility and options on the list of certification 

organizations we can reduce barriers for doulas to qualify while still maintaining parameters 

around defining scope of practice and accountability and assurance for clients”.  

Charissa – In the studies I’ve reviewed in the past, there are clearly benefits with doulas but most of 

the reduction in adverse outcomes have come from doula attendance during the labor itself. Asked 

if there is literature/data on patient outcomes for doulas who are providing AP and/or PP support 

but not labor/intrapartum support? If so, can you pass along to us so we can review it? That would 

be important for us to have. Also gave a brief overview of value based payments and that there is 

potentially opportunity to look at what a VBP for doula services would look like –where payment is 

tied to patient outcomes as opposed to payment being tied to specific services provided.  

Jackie – It would be helpful in the future to have information around the different payment models. 

Jackie – You all speak of Phase 1 and then Phase 2. The phased approach is not the direction we 

want to go. Want to work on both but biggest lift will be credentialed route. Credentialed route is 

where we’d see more families be able to access this benefit.  More questions about non-

credentialed. I see the examples you have (in slides) like doulas could be matched up to licensed 

providers. Lots of doulas not connected to Swedish doulas or Doulas for All. How would they get 

matched up? It seems like there would not be funding attached to compensate supervising 
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providers for their overhead. How would doulas get matched up and what amount would go to 

those providers? 

Kate via message – “think the discussion of the doula missing the birth and payment, would be that 

they could provide additional pre- or post-natal support to still access additional payment. For 

example: now in COVID, doulas are being kept out of some birthing spaces, so they could provide 

additional postnatal support to make-up that payment differential.”   

Next meeting 8/7, 1-3pm. DOH will talk about credentialing. Sarah asked for questions around 

credentialing be sent to her via email so that we can try to address the priorities from the group.  

Meeting on August 7, 2020 

Below is the PowerPoint presentation and notes from this meeting.  

PowerPoint Presentation 
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Notes 

Doula Stakeholder Meeting Notes 8.7.2020 1-2pm (meeting concluded about 1:45) 
 
Attendees: Teresa Cooper, Joyce Fan, Melissa Kundur, Sarah Pearson, Sandra Riccolo, Elizabeth 
Tinker, Heather Weiher, Amber Ulvenes, Gwen Kiehne, Cindy Gamble, Jackie Vaughn, Jazmin 
Williams, Kate Wilhite Brickell, Mariah Falin, Trina Crawford, Dila Perera, Faisa Farole, Sharon 
Muza, Jen Hamilton, Shellea Quillen, Shamso (Global Perinatal Services), Ann Hawker (sp?) 
 
Trina Crawford from the Department of Health and PowerPoint presentation (slide deck shared 
post meeting from Sarah Pearson at the HCA): 
1 of 5 executive directors in Health Professions at DOH, one of her programs is midwifery 
 
Registration – work under supervision of another professional, such as a dental assistant 
Certification – typically requires training and often exam, examples include Home Care Aide 75 
hours of training and exam, also NAC 85 hours and exam; some require associate and up to a 
bachelor’s degree 
License – medical doctor, dentist; can’t call self a doctor unless credentialed with DOH 
 
Doula profession has not gone through sunrise review process yet, so can’t say yet what 
appropriate credential type is. Birthing assistants went through sunrise review in 2017, no 
credential recommended. 
 
Jackie – Is sunrise review required for certification? Trina – up to legislature, typically how new 
professions certified, not required but helps determine scope of practice  
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State law requires professions to be self-supported, no offsets or extra state funds. Voluntary 
registration - If only five doulas desire credentialing vs. 500, then those five have to bear the cost of 
whole profession. 
 
Rule-writing for new profession is guided by legislature, follows what is in bill and statute.  
 
Dila – When you say fee of $100-150 per year, estimate based on 408 people? Trina – Yes, estimate 
of 600 or so doulas in WA, estimated 75 percent would become credentialed. The fee would vary if 
there are more or less doulas credentialing than this estimated number of 408.  
 
Kate – Flexibility in renewal process being spaced out to every two or three years? Trina – Could be 
flexibility. Fee would be less if more doulas but more if less doulas. For first year or two until we 
know where numbers are at, it would be annual requirement and then perhaps the renewal cycle 
could be adjusted.  
 
Mariah – How set are those renewal fees? Trina – Set on data we received. This is the fee for 408 
doulas. If more doulas or data showing higher credentialed number, then cost could decrease. 
There’s a lot that goes into supporting a new profession. Every two years, we review the fee to 
determine if too high or too low.  
 
Amber – With what goes into fees for a health profession, it’s just whatever it takes an agency to 
create and regulate a profession. I also represent midwives. Really interested to see what goes into 
licensing fees. Midwives’ fees quite high, not a lot of them so the mandatory self-supporting costs 
are not spread out. Also issues with people practicing unlicensed midwifery as it costs credentialed 
people a lot of money. It varies from profession to profession, relying on what it takes to regulate 
your particular profession. 
 
Jackie – With voluntary credentialing, I hear from doulas that some doulas may want to bill 
Medicaid but others who are not interested in billing Medicaid because of strings attached and what 
it means for individual practice. What happens if decide not to become credentialed? Trina – Segues 
into next slide. Trina shared example of Certified Home Care Aides. A direct care worker does not 
need to be certified by DOH to get paid under Home Care Aide rules if private pay only, there is a 
carve out for private pay. But, cannot advertise yourself as a Home Care Aide unless you are 
credentialed by the DOH, still a title protection with the profession. Might be an interesting concept 
for the doula profession. If doula certification, do you still allow people who don’t get certified to 
call themselves a doula? I don’t have the answer, just something to consider.  Jackie – We’ll have to 
brainstorm on what that means, because don’t want to force this on folks who don’t want to bill 
Medicaid. 
 
Sarah – Yesterday sent out first draft of legislative report to group, request feedback by COB on 
8/21. Will also have final draft that we send around for final review and response.  
 
Dila – Thank you for all of the work on it. Haven’t sent comments in yet but thank you for giving us 
the time to review it. 
 
Sarah – Currently hold on internal calendars for another stakeholder meeting end of August, but 
may be moved out further. Any other questions/comments? Dila – Please share the slides. Sarah – 
Attached to meeting request but will also mail them out. 
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Appendix C: Original doula services coverage 
model 

Below is the original doula services coverage model.  
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Appendix D: Updated doula services coverage 
model 

Below is the updated doula services coverage model 
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