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Since 1990, the number of women incarcerated in the 
United States has more than doubled.1 Today, there are 
more than 200,000 incarcerated women in U.S. prisons 

and jails.2 Although much has been written about the overall 
poor health of incarcerated individuals,3 most of this work 
has focused on incarcerated men. Far less is known about the 
health of incarcerated women, despite their increased risk for 
physical and mental health problems4 and added consider-
ations regarding their reproductive health.5

Three out of four incarcerated women are of childbearing 
age,4,6 most are mothers,7 and it is estimated that 6% to 10% 
of incarcerated women are pregnant.8,9 Pregnancies among 
incarcerated women are often considered high risk and have 

Abstract

Background: There are more than 200,000 incarcerated 
women in U.S. prisons and jails, and it is estimated that 6% 
to 10% are pregnant. Pregnant incarcerated women 
experience complex risks that can compromise their health 
and the health of their offspring.

Objectives: Identify lessons learned from a community–uni-
versity pilot study of a prison-based pregnancy and parenting 
support program.

Methods: A community–university–corrections partnership 
was formed to provide education and support to pregnant 
incarcerated women through a prison-based pilot program. 
Evaluation data assessed women’s physical and mental health 
concerns and satisfaction with the program. Between October 
2011 and December 2012, 48 women participated.

Lessons Learned: We learned that providing services for 
pregnant incarcerated women requires an effective 
partnership with the Department of Corrections, adaptations 
to traditional community-based participatory research 
(CBPR) approaches, and resources that support both direct 
service and ongoing evaluation.

Conclusions: Effective services for pregnant incarcerated 
women can be provided through a successful community–
university–corrections partnership.
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Community health partnerships, community-based 
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disparities

poor outcomes (see Poehlmann and Shlafer,10 for a review). 
When compared with women in the general population, preg-
nant prisoners are more likely to have risk factors associated 
with poor perinatal outcomes, including preterm and small-
for-gestational-age infants.11,12 These outcomes are likely a 
result of exposure to a combination of risk factors, including 
lack of access or failure to attend prenatal care, substance 
use, toxic stress, domestic violence, poor nutrition, and sexu-
ally transmitted infections.13 In addition, African American, 
Native American, and Hispanic women are disproportionally 
represented in the prison system2—three groups that are also 
at greatest risk for poor birth outcomes.14

These risks clearly compromise women’s health, and also 
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have important implications for the health of their future 
offspring, making intervention and research with pregnant 
incarcerated women an important area for public health 
inquiry. Yet, this topic has remained relatively unexplored, 
at least in part because of the challenges encountered when 
implementing intervention programs and conducting research 
in correctional facilities.15–18 Of paramount concern is gain-
ing (and maintaining) access. Once access has been granted, 
researchers often face additional barriers developing positive 
relationships with corrections staff and inmates.17 Such rela-
tionships are essential for successful program development 
and implementation, as well as ongoing research and evalu-
ation. The goal of this article is to describe the development, 
implementation, and evaluation of one prison-based pilot 
program and to identify lessons learned from this program.

Developing a Pregnancy and Parenting Support Program
The Minnesota Prison Doula Project (formerly Isis Rising) 

is a prison-based prenatal and parenting support program 
for incarcerated women at the Minnesota Correctional 
Facility–Shakopee. The impetus for the Minnesota Prison 
Doula Project came from requests from incarcerated women 
at Minnesota Correctional Facility–Shakopee. Nearly a decade 
ago, the second author of this paper was working as a graduate 
intern at the prison and observed a significant lack of attention 
and concern for pregnant women. She created an informal 
survey and held talking circles in which women were able 
to express their thoughts, concerns, and hopes for parenting 
while in prison. Through these groups, she aimed to under-
stand the women’s strengths and needs, as well as the current 
resources and potential opportunities for action. During the 
talking circles, incarcerated women expressed a general lack 
of information and education around prenatal development 
and the birth process, as well as a desire to have opportunities 
to share with, learn from, and support other women in the 
prison. Women also expressed sadness, fear, uncertainty, and 
anxiety about delivering their babies alone, because prison 
policy prohibited them from having any contact with their 
partners or family members when they were transferred from 
the prison to the local hospital for delivery.

This formative work was guided by the second author’s 
training in social work and built on the underlying principles 
of the field related to service, social justice, and the importance 

of human relationships. Without explicitly doing so, this pro-
cess built on key principles of CBPR, including recognition 
of the prison community as a unit of identity, building on 
incarcerated women’s strengths and resources, and facilitating 
involvement in the earliest stages of the project.19 This forma-
tive research guided the initial development of the program, 
which consisted of weekly support groups for pregnant and 
parenting women, and one-on-one support from a trained and 
certified doula that provides nonmedical support during the 
prenatal, labor and delivery, and postpartum periods.

In 2010, nearly 3 years after prison administration was first 
approached, the prison granted permission for the Minnesota 
Prison Doula Project staff to facilitate weekly support groups 
for pregnant women and mothers with young children. Later 
that year, doula support was approved and the first pregnant 
woman received doula support. This first year provided an 
opportunity to reassess and refine the program’s model, 
based on the second author’s clinical observations, women’s 
informal feedback, and explicit discussions among the staff 
and participants about the program’s structure, format, and 
content. Consistent with a CBPR approach, this part of the 
program development process was cyclical and iterative.19

Building a Community–University Partnership
During that same year, a researcher at the University of 

Minnesota (UMN; first author), with expertise in parental 
incarceration and child development, learned of the Minnesota 
Prison Doula Project and contacted the program director 
(second author) to learn more about the program’s work 
and any evaluation activities that were underway. Through 
several initial meetings, the partners had a rich opportunity 
to learn about each other’s professional background, personal 
passions, career goals, and shared interests in working with 
incarcerated women.

Two months later, in January 2011, the Clinical and Trans
lational Science Institute (CTSI) at UMN solicited proposals 
for pilot funding for new community–university partnerships 
aimed at improving community health. The funding oppor-
tunity represented a major effort on the part of the CTSI to 
build significant long-term partnerships between university 
investigators and community representatives. The vision for 
the CTSI was for a “new model of engaged scholarship to be 
co-developed by community and university partners that gives 
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a high priority to community-based knowledge and exper-
tise.” The CTSI required that proposals included at least two 
co-investigators: one from a community health organization 
(health care provider/system or community-based organiza-
tion) and a researcher affiliated with UMN.

This solicitation was released within months of the initial 
meeting between the first and second authors, and provided a 
timely and unique opportunity to formalize a new partnership 
between the Minnesota Prison Doula Project and researchers at 
UMN. In preparing the proposal, the first and second authors 
sought guidance and involvement from program staff on defin-
ing the initial research questions and identifying the program’s 
priorities for research and evaluation. These meetings were 
held at the nonprofit organization’s office, which provided a 
central location for most of the staff, allowing them to partici-
pate more easily than if the meetings had been held at UMN.

After meetings with program staff, the first and second 
authors co-wrote and submitted a proposal in March 2011. 
The proposal outlined a plan for ongoing research, evaluation, 
and dissemination that aimed to balance the priorities of the 
program, the partners, the participants, and the prison. After 
collectively developing the core research questions, the univer-
sity partner was responsible for identifying appropriate study 
instruments and protocols, guided by the constraints of the 
prison environment (e.g., restrictions on recording interviews) 
and the program (e.g., limited time to administer surveys). 
The university partner was also responsible for securing 
approval from the human subjects review committees, con-
senting participants, and data collection, management, and 
analysis. The community partner was responsible for staffing, 
identifying a referral process, developing program materials, 
and implementing the program. At the proposal stage, they 
also discussed an initial plan for dissemination, including 
target audiences (e.g., doulas, corrections administrators, 
public health professionals, academics) and potential strate-
gies (e.g., social media, newsletters, conference presentations, 
peer-reviewed publications) for dissemination.

Although they never formalized “ground rules” for the 
partnership, the university and community partners did have 
specific conversations about which partner would lead each 
element of the project based on their experience and exper-
tise, with an explicit understanding that each partner would 
welcome input from the other. These conversations provided 

a foundation for the partnership and emphasized shared influ-
ence and control in the decision-making process.19,20

Methods
The proposal was funded in June 2011 and data collection 

began later that year. Between October 2011 and December 
2012, 48 women participated in the Minnesota Prison Doula 
Project, 19 of whom were pregnant and matched with a 
doula. At the start of the 12-week support group, partici-
pants completed a brief survey regarding their demographic 
characteristics, physical and mental health, parenting status, 
and goals for their participation in the program. At the end 
of the program, participants completed a parallel survey 
that included additional questions about the support they 
received from program staff, their satisfaction with the pro-
gram, and perceived benefits from participation. Pregnant 
women completed a brief survey after the birth of their babies 
about their satisfaction with the birth process, the care they 
received from medical and corrections staff, and the support 
they received from their doula. Doulas also maintained a log 
of all one-on-one contact with their clients (e.g., the length 
of the meetings, concerns addressed), documented objective 
birth outcomes (e.g., delivery type, interventions used, infant 
birth weight, APGAR scores), and prepared written reflections 
of the participants’ birth stories.

Results
Although data analysis and dissemination of the project’s 

findings are still underway, initial results are promising. 
Incarcerated women reported more parenting confidence, 
more support from other inmates, and more support from 
prison staff after their participation in the weekly support 
group. Group participants also reported receiving high levels of 
support from program staff. Of the 19 women who were preg-
nant and matched with a doula, 18 received doula support (one 
woman was released before her delivery). All of the women 
who received doula support had healthy babies—none were 
born preterm or low birth weight. One woman had a cesar-
ean delivery; all others had typical vaginal deliveries without 
complications. Doulas’ perspectives on providing support to 
incarcerated women and information on the logistical feasibil-
ity of this program have been published recently.21 Additional 
results on women’s outcomes are forthcoming (and are avail-
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able by request from the first author). What we describe next 
are three key lessons learned from our community–university 
pilot study of the Minnesota Prison Doula Project.

Lessons Learned

Lesson 1: Community Health Partnership Involving Prisoners 	
Requires an Active Partnership with the Department of Corrections

The CTSI pilot grant brought the community and uni-
versity partners together and set the stage for a partnership 
to flourish. Important factors underlying the success of the 
partnership included a passion about the topic, commitment 
to doing good work, and contribution of different areas of 
expertise. What they did not expect—or perhaps fully appreci-
ate at the time—was the critical importance of a successful 
partnership with Minnesota Department of Corrections 
(MnDOC). Although the warden of the facility had approved 
the program, adding a research and evaluation component 
required approval from the MnDOC Human Subjects Review 
Board (HSRB), in addition to the approval required by the 
UMN Institutional Review Board (IRB). Although the part-
ners had anticipated additional provisions for their work 
with prisoners16—particularly because participants were also 
pregnant—they had not anticipated some of the additional 
challenges they would encounter in this process.

In 2003, the MnDOC suspended the IRB process it had 
established owing to budget cuts and, more specifically, the 
dissolution of its Research and Evaluation Unit. After a 2-year 
moratorium in which it flatly rejected any research project 
proposal with human subject considerations, the MnDOC 
reinstituted an IRB process led by the Director of Research 
(third author) and began to slowly rebuild its research and 
evaluation capacity. However, when it reestablished its IRB 
in 2005, the MnDOC HSRB developed a review process that 
is, in some respects, more rigorous than that typically found 
for IRBs within academic institutions. Rather than limiting its 
review strictly on the basis of whether the proposed research 
would protect human subjects, the MnDOC review process 
also considers the overall quality of the proposal, the cre-
dentials of the researchers, and whether the research would 
help to improve correctional practice or make a significant 
contribution to the criminal justice field in general.

Thus, for the work with the Minnesota Prison Doula 

Project to proceed, it was not enough to ensure that the pro-
gram was protecting the rights of the women participating; 
it was essential for the partners to demonstrate the merits of 
their proposal based on MnDOC’s additional criteria. Doing 
so meant that the community and university partners needed 
to work closely with the corrections partner to understand 
MnDOC’s priorities, policies, and processes. This required 
ongoing communication, particularly before the study was 
approved, between the first and third authors about the 
human subjects review process (i.e., timelines for when 
applications would be reviewed, strategies for responding 
to stipulations, clarifying requests between UMN’s IRB and 
MnDOC’s HSRB). After the study was approved, regular com-
munication between the first and third authors was essential 
for reviewing changes in protocols, ensuring the work fit 
with MnDOC’s research priorities, and brainstorming ways 
to integrate administrative data (e.g., criminal history, health 
care costs) into future research questions.

There are several reasons why the MnDOC decided to 
implement a more stringent IRB review process. First, the 
MnDOC has, like many correctional agencies, increasingly 
embraced the concept of evidence-based practices. As a result, 
research is not viewed as something that merely collects dust 
while sitting on a shelf, but rather should be used as a guide for 
helping to improve correctional policy and practice. At its core, 
the Minnesota Prison Doula Project sought to support this goal 
and aimed to have the research inform the policies and prac-
tices that affected pregnant incarcerated women. Second, even 
though the MnDOC’s research and evaluation capacity has 
improved since 2003, the amount of staff resources available for 
the review and monitoring of human subjects research propos-
als has been, and continues to be, limited. Finally, in an effort to 
maximize the use of these limited resources, the MnDOC only 
approves human subjects research projects that demonstrate a 
high likelihood of protecting Minnesota prisoners, while also 
generating findings that help to increase understanding of 
what works (and what does not) with offenders and provides 
a benefit to the state. To that end, the program documented 
objective birth outcomes (e.g., rates of cesarean deliveries and 
preterm births) that could provide important information to 
the MnDOC about potential cost savings through reductions 
in medical expenditures, in addition to measures of women’s 
perceptions of their participation in the program.
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Because staff resources are limited, the MnDOC does not 
have a rolling review process for research projects involving 
human subjects. Instead, it reviews proposals on a quarterly 
basis. This was, perhaps, one of the most difficult hurdles 
encountered. Given the timeline for the HSRB review, 
approval was first sought from the UMN IRB. After receiving 
approval from the UMN IRB, there were another 2 months 
before the next HSRB committee meeting. Upon receiving a 
conditional approval from the MnDOC HSRB, the proposal 
had to be revised and resubmitted as a change in protocol for 
all of the required HSRB changes to the UMN IRB. We have 
learned to expect the entire approval process to take 3 to 6 
months to allow time for revisions and resubmissions through 
both the UMN IRB and the MnDOC HSRB.

Working with multiple university IRBs to approve a study 
is not uncommon in multisite trials,22 but researchers may 
face unique challenges when working with human subjects 
committees outside of academia or in restrictive settings. This 
may be particularly true for researchers who aim to conduct 
CBPR with protected populations (e.g., residential drug treat-
ment programs) or in community settings with partners that 
have their own IRBs (e.g., local hospitals, tribal communities).

Lesson 2: Identify Ways to Adapt Traditional CBPR Practices to 
Work Within the Prison Context

CBPR offers a valuable approach to studying and address-
ing health disparities, particularly when community members 
can be fully engaged as partners in identifying and addressing 
the health problems most relevant to their communities.23 
When community members are prisoners or members of 
other highly vulnerable groups (e.g., residents in a drug 
treatment program), key CBPR principles must be adapted 
to fit these unique contexts. Traditional CBPR approaches 
emphasize that “participatory research fundamentally is about 
who has the right to speak, to analyze, and to act”24(p.22) and 
the importance of community members’ active and equal 
involvement throughout the research process.

Prisoners, however, are part of a community character-
ized by rules and regulations, restricted freedom, and unequal 
power, and thus present unique challenges when using a CBPR 
approach to study their health needs.25,26 Thus, in our work 
with incarcerated women, we had to identify ways to engage 
incarcerated women without violating facility rules or poli-

cies, or inappropriately challenging existing power structures 
within the prison environment. We have also had to work to 
develop trusting relationships with staff and inmates. This 
is particularly challenging when working with a vulnerable 
population of women, many of whom have experienced a 
history of abuse and trauma, and have great distrust in the 
criminal justice and social service systems. Such challenges 
may be faced in research with other vulnerable or otherwise 
restricted populations, such as residential mental health 
programs, group homes for delinquent youth, or inpatient 
eating disorder clinics.

To build trust with women and develop a shared under-
standing of the program’s goals, we used time during the first 
group session of each 12-week cycle to discuss the university’s 
role and the importance of ongoing research and evaluation, 
making it clear that our goals were to learn more about what 
works, what does not, and how women can be best supported 
in this context. Women were receptive to this and several 
women expressed gratitude for our attention to their needs. 
None of the women declined to participate in the research and 
evaluation, offering additional evidence of their support for 
our work. We continue to find ways to actively engage women 
in the development of the program and research process, with 
keen awareness for the context in which we are working. For 
example, as part of the original dissemination plan, we identi-
fied potential strategies for providing participants with regular 
updates about the program and ongoing evaluation. To do this, 
we prepare a quarterly newsletter that contains an educational 
component of interest to the group and ideas for topics are 
often solicited from the group (e.g., the importance of exercise 
during pregnancy). In the newsletter, we also provide an update 
on the research and evaluation components (e.g., summaries 
of recent conference presentations). Women have said that 
they appreciate the newsletter and that they have shared the 
information with fellow inmates, including those who are not 
participating in the Minnesota Prison Doula Project.

We also inform women in the group of the program’s 
accomplishments. For example, we recently had a research 
poster selected for an award at a local conference. We took 
a picture of the poster with the blue ribbon attached and 
included it in the newsletter. Upon seeing the picture, the 
women in the group clapped and cheered; it was clear that 
they felt a sense of shared pride and accomplishment. To 



376

Progress in Community Health Partnerships: Research, Education, and Action	 Fall 2015 • vol 9.3

outsiders, this may seem like a small and perhaps trivial act, 
but in a context in which women rarely have opportunities 
to contribute in meaningful ways or have their achievements 
recognized, this was particularly powerful moment.

We also strive to be as responsive as we can to the concerns 
and questions women raise during group sessions about their 
physical and mental health, and issues related to parenting 
during incarceration. In the first year, for example, many 
women expressed concerns about diet and nutrition during 
pregnancy. In response, the group facilitators added content 
to the curriculum and provided additional information and 
resources around this topic. Women were given information 
about nutrients that were important for pregnant women 
(e.g., calcium) and the group identified foods in the prison 
environment that were rich in these nutrients (e.g., yogurt, 
enriched breads). We are also in the process of developing 
guides that would help pregnant women to identify foods 
available through the prison’s commissary that are rich in 
nutrients needed for healthy fetal growth.

Many women also expressed that they experienced con-
siderable stress related to child protection and custody issues. 
Recognizing our staff’s limited training and expertise in these 
areas, we invited colleagues from legal aid to co-facilitate ses-
sions on family law. Women came to these sessions prepared 
with questions, actively engaged, and requested that the guests 
join the group in the future. Being responsive to women’s 
needs in this way helps to build trust and respect, while also 
increasing the program’s capacity to improve women’s health 
and well-being. In all of these ways, we aimed to use the power 
of the group to explore incarcerated women’s needs and 
identify resources in a targeted way, without compromising 
the MnDOC’s responsibility to maintain a safe and secure 
prison environment.

Lesson 3: Identify Funding Sources to Support Both Direct 
Service and Ongoing Research and Evaluation

The original CTSI pilot grant was instrumental in building 
our partnership and launched the program to a new level. 
Before receiving the pilot grant, the Minnesota Prison Doula 
Project was operating on a very limited budget. Revenue was 
generated through small grants, private donors, and grassroots 
fundraising events. The program director (second author) was 
not taking a salary and the doulas were volunteering consider-

able amounts of their time and effort. The pilot grant funds 
provided support for both the program (e.g., doulas’ salaries, 
reimbursement for travel to and from the prison, doula train-
ing costs) and the research (e.g., costs for printing surveys, 
research assistants’ salaries), creating a critical infrastructure 
on which the program could thrive.

We have more appreciation for this type of community–
university pilot grant, particularly now that we know how 
uncommon it is for traditional funding mechanisms to allow 
funds to be used for direct service and research. Given that 
we are fully committed to conducting ongoing research and 
evaluation of the services the Minnesota Prison Doula Project 
provides, means that we must seek funding from multiple 
and varied sources. We have learned to identify funding 
opportunities through both community (e.g., foundation 
grants, fundraising events) and university (e.g., intramural 
and extramural awards) sources that can collectively benefit 
both the direct service and ongoing evaluation of the program. 
To date, we have been successful in securing additional fund-
ing for our work at the prison and for expansion to two local 
county jails. We also secured funding to explore the issues of 
diet and nutrition more closely. Using pilot data from this 
project, we anticipate applying for a large foundation grant 
and federal funding within the next year.

Conclusions
In this article, we have highlighted three lessons learned 

from our pilot study of the Minnesota Prison Doula Project, 
a prison-based pregnancy and parenting support program. 
First, we learned that providing quality services for pregnant 
incarcerated women, and evaluating those services, requires 
an effective partnership with the MnDOC. In working with 
a unique population, in an uncommon setting, we learned 
to make critical adaptations to traditional CBPR approaches. 
Finally, we learned to identify and secure funding that supports 
direct service, as well as funding for ongoing research and evalu-
ation, while recognizing that funding for both direct service 
and research is sometimes hard to come by, but ultimately 
essential when working to meet the health needs of vulnerable 
populations. Through an effective community–university–cor-
rections partnership, programs and services aimed at meeting 
the health needs for incarcerated individuals can be developed, 
implemented, and evaluated. Such lessons may have relevance 
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to partnerships in other nontraditional settings, particularly 
with vulnerable populations (e.g., residential drug treatment 
centers). Engaging these populations in a genuine way may be 
harder than in traditional settings, but doing so may have a more 
profound impact on their health and the health of communities.
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