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What is known about this topic

• There may be a benefit to having
continuous support from a
layperson during labour and birth.

• Doula care has been developing as
a professional occupation.

• Diverse courses for individuals
wishing to train as a doula are
available.

What this paper adds

• Trained or professional doula care
is associated with a physical and
emotional benefit for women.

• Complex interprofessional
dynamics exist between
professional doulas and midwives.

• There are substantial gaps in
current empirical knowledge
regarding the practice and
outcomes of trained or professional
doulas.

Abstract
The professionalisation of doula care and research interest in this area of
maternity care/support have both grown internationally in recent years
highlighting important broader issues around the access, continuity and
delivery of maternity care services. However, no work to date has
provided a critical appraisal of the international literature on this topic. In
response, this paper presents the first critical review of international
empirical literature examining professional doula care for pregnant and
birthing women. A database search of AMED, CINAHL, Maternity and
Infant Care, and MEDLINE using the search term, “doula” was
undertaken. A total of 48 papers published between 1980 and March 2013
involving trained or professional doulas were extracted. Four descriptive
categories were identified from the review: ‘workforce and professional
issues in doula care’; ‘trained or professional doula’s role and skill’;
‘physical outcomes of trained or professional doula care’; and ‘social
outcomes of trained or professional doula care’. Of the studies evaluating
outcomes of doula care, there were a number with design and
methodology weaknesses. The review highlights a number of gaps in the
research literature including a lack of research examining doula
workforce issues; focus upon the experience and perspective of significant
stakeholders such as expectant fathers with regard to trained or
professional doula care; clinical trials measuring both subjective
experiences and physical outcomes of trained or professional doula
support; synergy between the design of clinical trials research examining
trained or professional doula care and the clinical reality of professional
doula practice. It is imperative that key aspects of trained doula care be
subject to further rigorous, empirical investigation to help establish an
evidence base to guide policy and practice relating to this area of support
and care for pregnant and birthing women.

Keywords: doula, interprofessional, labour support, postnatal support,
pregnancy support, professional, systematic review

Introduction

Doula care – defined for the purpose of this review as
the care an individual provides of physical, social and
emotional support during pregnancy, labour, birth

and the postnatal period – has recently been identified
as being potentially beneficial to women during
labour and birth (Rosen 2004). The doula’s role is to
provide such support to a birthing woman and her
family (Stockton 2011). A doula supports the mother
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to make an informed choice, listens to expectant cou-
ple’s fears and expectations, and develops a trust-
based relationship, which facilitates a supportive
dynamic during labour and birth. Doulas are not qual-
ified to give advice regarding obstetric interventions
or maternity care options. At the request of the couple,
a doula can, however, advocate for the couple’s deci-
sions and preferences during labour and birth. They
also help to protect the birth space from unwanted
interruptions while aiming to complement the mid-
wife or obstetrician in their clinical role. This respect-
ful assistance of the maternity care provider does not
extend to undertaking clinical responsibilities for the
birthing woman. A doula may be trained in comple-
mentary and alternative medicine and as such may
use these to provide additional intrapartum support
(Stockton 2011). A doula may also apply her under-
standing of the pelvis and its function during labour
to assist the woman to achieve optimal birth position-
ing through all intrapartum stages (Simkin 2011).

Past and current doula care: professionalisation of
an ancient practice

Historically, women have assisted women who are
giving birth and this assistance usually involved con-
tinuous physical and emotional support (Oakley
1984, Odent 2009). A change in the cultural norms
influencing the individuals providing birth support
has seen increased attendance and involvement of
fathers in place of the traditional place of women
(Odent 2009). Current research suggests that this
results in a sense of isolation and psychological stress
for both parents (Genesoni & Tallandini 2009). It is in
response to this outcome that interest in continuous
support during labour from an experienced labour
companion has grown in the last 30 years (Marshall
et al. 2002). These labour companions have come to
be known by the Greek word for a woman caregiver
– doula (Marshall et al. 2002).

Recent years have witnessed the emerging profes-
sionalisation of doulas in a number of countries.
Many women providing doula care do so as an occu-
pation involving paid work, which is knowledge-
based and achieved following higher education and/
or vocational training. In addition, modern doulas
offer primarily a middle-class service. Through all of
these traits, contemporary doulas can define their
occupation as a profession (Evetts 1999). At the very
least, some argue that those undertaking expert doula
training may be better described as ‘paraprofession-
als’ due to their role in assisting health professionals
such as doctors (Hans & Korfmacher 2002). Whether
as professionals or paraprofessionals, the term ‘lay-

person’ – traditionally used to describe doulas – may
not be reflective of contemporary doula care.

In line with this professionalisation, there is also
an increasing availability of training available for
individuals wishing to offer professional doula ser-
vices (Childbirth International 2010). With these fac-
tors in mind, and for the purposes of this review, a
doula can be defined as an individual who has
undergone training and established a fee-for-service
agreement with a woman to provide doula care dur-
ing the antenatal, intrapartum and/or postnatal peri-
ods, and this distinguishes her from individuals
providing untrained, informal or non-specific contin-
uous labour support.

Professional doula practice in the international
maternity care setting

Professional associations representing doulas have
been established in the United Kingdom (Doula UK
Ltd n.d.), Switzerland (The Swiss Association of Dou-
las 2011) and North America [both United States (US)
and Canada] (DONA International 2005), although
this trend does not extend to countries such as Aus-
tralia or Sweden where no organised body offers cer-
tification beyond training. Across these settings,
models of maternity care vary substantially between
highly medicalised and obstetrician-led care through
to prioritisation of midwifery-led continuity of care
and many variations between. Likewise, models of
doula care vary substantially across different loca-
tions and include hospital-based, community-based
and volunteer doula programmes (Morton & Basile
2013). Statutory registration of doulas does not exist
at a federal level in any country, although there are
recent developments in Minnesota, US (2013), which
do require statutory registration for those providing
doula care (Minnesota House of Representatives
2013). Beyond this isolated case, there is no known
requirement that an individual offering professional
doula services has to undertake any training. As
such, for the purposes of this review, the term ‘pro-
fessional doula’ will refer to individuals offering a
fee-for-service contract arrangement to women and
the term ‘trained doula’ will refer to individuals who
have undergone explicit training. This differentiation
will avoid assumptions regarding the level of training
of professional doulas if it is not explicitly stated.

Women’s motivations for engaging
a professional doula

It has been suggested that the professionalisation of
doula services has occurred in response to deficits in
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available maternity care (Dahlen et al. 2011). Propo-
nents of this view have linked this trend with women
seeking continuity of care from a known person
throughout their pregnancy and birth and finding
access to this care model limited through their con-
ventional maternity health professionals (Dahlen et al.
2011). It is perhaps for this reason that commentators
have recommended that women should have unre-
stricted access to continuous emotional and physical
support from a doula (Leslie & Storton 2007). This
recommendation is also validated from an economic
perspective through a US analysis, which indicates
that continuous labour support may yield a cost sav-
ing of between $424.14 and $530.89 per birth as a
result of reduced caesarean section delivery (Chapple
et al. 2013).

While the value and benefit of doula care have
often been posited and have been seen to encompass
both social and physical support in labour (DONA
International 2005, Australian Doula College 2007,
Doula UK Ltd n.d.), a comprehensive understanding
of trained or professional doula care remains lacking.
Previous reviews of doula care have been defined by
their restricted research methodology focus (Scott
et al. 1999a,b, Bowers 2002, Rosen 2004) and have
examined only specific outcomes in isolation such as
social experiences or women’s physiological birth out-
comes. A systematic review previously undertaken
examined the value of continuous labour support
provided by any professional caregiver or layperson
(Hodnett et al. 2012) rather than focusing specifically
on those individuals who operate as professional
doulas or have undergone formal ‘trained doulas’.
The education providers offering training for profes-
sional doulas suggest that in undertaking training,
doulas are able to deliver a higher standard of care
and a better birth experience for women (DONA
International 2005, Australian Doula College 2007,
Doula UK Ltd n.d.). Given the rising availability of
professional doula services for pregnant and birthing
women, there is a need to examine formally trained
and professional doulas as a discrete health provider
group.

The rise of doula support services and the consid-
eration of the trained and professional doula’s role
and contribution (both current and potential) to the
care of pregnant women highlight broader issues
usually examined within health services research such
as access, continuity and delivery of maternity care
services. However, no work to date has provided a
critical review and appraisal of the international liter-
ature on this topic. In response, this paper presents
the first critical review of recent international empiri-

cal literature examining trained and professional
doula care for pregnant and birthing women.

Aim

The aim of this review was to critically appraise
recent empirical research regarding all aspects of
trained and professional doula care. This included
practice patterns and workforce issues alongside the
outcomes associated with providing trained and pro-
fessional doula support services to women during
pregnancy, labour, birth and postnatal care.

Design

The review followed a critical, integrative review
design (Adams et al. 2011). This design allowed for a
critical appraisal of available literature and an associ-
ated categorical analysis of the identified empirical
research. The appraisal and analysis was based upon
a critical framework developed and reported previ-
ously (Adams et al. 2012).

Search methods

A database search was conducted to identify peer-
reviewed papers that focused on trained doulas. The
database search included PubMed, AMED (Allied
and Complementary Medicine Database), CINAHL,
Maternity and Infant Care and MEDLINE, as the
most authoritative databases encompassing maternal
health, medicine and allied health/complementary
medicine scholarship. The search was conducted in
March 2013 using the search term “doula” and with-
out date restrictions. Manual searching of the refer-
ence lists of identified papers was also conducted to
verify that no relevant papers had been overlooked.
Papers were included without date restrictions if they
reported original research and were written in Eng-
lish. Papers were excluded if they reported findings
from untrained labour support.

Each paper was screened by the lead author
according to its compliance with the inclusion and
exclusion criteria. This involved a hierarchical proce-
dure whereby the located papers were initially
screened based on title, followed by abstract. Where
the abstract or title did not provide sufficient infor-
mation to determine whether a paper met the review
criteria, the full manuscript was accessed and exam-
ined prior to determining inclusion or exclusion.
Papers were discarded at each stage of the process
where they were determined not to comply with the
defined criteria.
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Search outcome

The search results (n = 1186) were imported into
EndNote (Thomson Reuters 2008) referencing and
bibliography management software. A total of 1013
were excluded based upon their title due to not
reporting original research (n = 991) or being written
in a language other than English (n = 22). An addi-
tional 18 papers were excluded after reviewing their
abstract as not original research papers or reporting
the findings involving untrained labour support, with
3 more papers excluded for the same reasons after
reviewing the full text. A final 104 papers were dis-
carded as duplicates. After exclusion, a total of 48
papers met the inclusion criteria and were selected
for review. The process undertaken for this review is
shown in Figure 1. An overview of all papers
included in the review including preliminary categor-
ical analysis is outlined in Table 1.

Critical appraisal and analysis

The critical appraisal of study quality for research
examining clinical outcomes was conducted by apply-
ing a quality scoring system, modified from a system,
which was previously developed by Adams et al.
(2012) (see Table 2). This system was designed to sys-
tematically compare and evaluate the studies
reviewed and allow for appraisal across three dimen-
sions: methodology; reporting of participants’ charac-
teristics; and reporting of doula care. Methodology

was appraised according to the use of a representa-
tive sampling strategy, adequate sample size, a
response or participation rate of >75% and low recall
bias (defined as prospective data collection or retro-
spective data collection within the previous
12 months) (Adams et al. 2012). This evaluation of
sampling was also modified for the purposes of this
review to further strengthen the rigour of the critical
framework. Quantitative papers were appraised
according to a determination of sample size based
upon a power analysis of >80%. Where the power
analysis was not reported, a sample of >385 was
accepted based upon standard precision analysis
principles to account for possible sampling error
(Chow et al. 2008). The inclusion of power analysis or
sampling error calculations provides an estimate for
the parameters of the population and the calculation
of adequate sample size as it relates to the measured
outcomes (Creswell & Plano Clark 2011). Qualitative
papers were appraised according to their reporting of
thematic saturation, which acknowledges the purpose
of qualitative research to provide in-depth informa-
tion about phenomena rather than to generalise from
a sample (Creswell & Plano Clark 2011). Appraisal of
sample size for qualitative studies was based upon a
minimum sample of 15 participants where thematic
saturation was not reported. Critical evaluation of
characteristics and profiles of the study participants
was based on the inclusion of details of parity, age,
ethnicity and socioeconomic status. Finally, the stud-
ies were assessed for the quality of reporting of doula
care, which encompassed the inclusion of the
researcher’s definition of the training/professionalisa-
tion of doulas, explicit description of the psycho-
social outcomes evaluated and clear delineation of
the medical/obstetric outcomes examined. These
three components were selected for inclusion in the
critical framework in line with the aim of this review.
The description of the level of training or profession-
alisation of doulas involved in any identified study
was included in the framework due to the specific
focus on this subset of doula care within the review.
Both psychosocial and medical/obstetric outcomes
were included due to the dual nature of doula care in
providing social and emotional support with the
intention of improving physiological and psychologi-
cal outcomes of birth for mother and baby (Marshall
et al. 2002). Each component of the three dimensions
was awarded 1 point if the paper achieved the mini-
mum defined requirement and cumulative scores for
each paper were calculated with a maximum poten-
tial score of 11. Scores for the studies were assigned
independently by two authors. The results were then
compared and differences resolved by discussion.

Primary search

Search hits
,

Figure 1 The literature search and selection process.
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The quality score of each relevant individual study is
reported in Table 3. A study receiving a quality score
of >8 was determined to be of acceptable quality as it
reflects significant representation across at least two
of the domains and some attention to all three areas
of interest. The quality assessment method was not
applied to the research evaluating non-clinical out-
comes as it was determined by the authors that there
was insufficient consistency in purpose and objectives
within the remaining research to effectively appraise
these using a structured system.

Critical analysis of the identified studies was also
conducted through categorical analysis, which
allowed similar research to be grouped where appro-
priate, and for both clinical and non-clinical studies to
be evaluated. All identified papers were read and
reread and key objectives were identified within each
paper. These objectives were then grouped within
similar descriptive categories to allow contrast and
comparison of findings within and across studies. Cat-
egories were identified independently by two authors
with any discrepancies resolved through discussion.

Results

The review papers identified empirical trained doula
research from various countries published between

1980 and 2013. However, 33 of the 48 papers
reported findings from either the US or Canada, with
the remaining from the United Kingdom, Somalia,
Guatemala, Mexico, Australia and Sweden. Thirty-
one of the 48 papers included in the review reported
on clinical outcomes of trained doula care. These clin-
ical studies were appraised according to a quality
scoring system, which identified a number of meth-
odological issues such as small sample sizes, non-rep-
resentative sample methods and low or unreported
response/participation rates with less than half of
these papers (12 of 31) receiving a score of 8 or more
(out of a possible total of 11).

There has been an increasing interest in doula care
research over more recent years with 28 of the total
studies examining doula care being published
between 2007 and 2013. Although the focus of the
research is still primarily on women’s experiences
and clinical (obstetric or psychosocial) outcomes of
trained doula care, more recent studies have also
examined professional doula perspectives and their
place in maternity care provision. The findings across
all research can be grouped into four overarching
descriptive categories: workforce and professional
issues; trained doula’s role and skills; medical out-
comes of trained doula care; and social outcomes of
trained doula care. Each of these categories is out-
lined in turn below.

Workforce and professional issues in doula care

The development of the professionalisation of doula
care provides significant scope within the field of
health services research to examine the workforce
characteristics, dynamics and practice of professional
doulas. The study designs within this category are
quite mixed, with some researchers utilising quantita-
tive methods such as cross-sectional survey (Lantz
et al. 2005, Klein et al. 2009, Eftekhary et al. 2010, Liva
et al. 2012, Steel et al. 2012) or cohort study (Dundek
2006) design and others drawing upon qualitative
approaches such as semi-structured interviews
(Lagendyk & Thurston 2005, Schroeder & Bell 2005,
Smid et al. 2010, Akhavan & Lundgren 2011, Akha-
van & Edge 2012, Torres 2013), focus groups (Stevens
et al. 2011) and ethnographic observation (Campbell-
Voytal et al. 2011). One additional research group
applied a mixed methodology research design, which
included two cross-sectional surveys of women and
doulas, and semi-structured interviews with women,
doulas and nurses (Deitrick & Draves 2008).

Doula workforce research to date has been limited
to the North American setting (Lantz et al. 2005,
Eftekhary et al. 2010). Results from this work in the

Table 2 Description of quality scoring system for the health

outcomes research associated with trained or professional

doula care

Dimensions of quality assessment

Points

awarded*

Methodology

A. Representative sampling strategy 1

B1. Sample size >385 (quantitative) or

determined statistical power of >80%
B2. Sample size >15 (qualitative) or reported

thematic saturation

1

C. Response/participation rate >75% 1

D. Low recall bias (prospective data collection or

retrospective data collection within past

12 months)

1

Reporting of participants’ characteristics

E. Parity 1

F. Age 1

G. Ethnicity 1

H. Indicator of socioeconomic status (e.g.

income, education)

1

Reporting of doula care

I. Definition of training/professionalisation of

doulas

1

J. Psychosocial outcomes reported 1

K. Medical/obstetric outcomes reported 1

*Maximum score: 11 points.
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US and Canada provide some preliminary demo-
graphic data, suggesting that professional doulas tend
to be aged between 30 and 40 years, married and
have previously given birth, and have post-secondary
qualifications (Lantz et al. 2005, Eftekhary et al. 2010).
This literature review reports that the majority of pro-
fessional doulas occupy solo practice and attend
between 4 and 11 births per year. This may take
place in a woman’s home and/or a hospital setting,
and provides antenatal, intrapartum and postnatal
(up to 28 days) support. The sample sizes for these
studies are adequate; however, given the limited
localities where these workforce audits have been
undertaken, the international generalisability of these
studies remains limited.

Beyond this basic descriptive information, doula
workforce research has also identified a number of
professional issues. Professional doulas feel that while

they aim to either prevent negative experiences for
women (Campbell-Voytal et al. 2011) or provide a
positive experience for the mother through support-
ing, empathising and empowering women and their
families (Papagni & Buckner 2006, Akhavan & Lund-
gren 2011, Stevens et al. 2011), they nevertheless face
a number of significant challenges to providing this
care. On a personal level, professional doulas relate
that they find it difficult to manage the demands of
their practice with their own family and work life
with reference to sleep deprivation, being on call and
organising childcare when required to attend births
(Lantz et al. 2005, Campbell-Voytal et al. 2011). Many
also find the income generated through their doula
work insufficient for subsistence, with the average
gross income from doula work listed as US$3645 per
annum, although some professional doulas also hold
other concurrent employment. Despite this, profes-

Table 3 Quality score of studies on outcomes of professional doula care*

Author (year)

Dimensions of quality assessment

Total

scoreMethodology

Reporting of participants’

characteristics

Reporting of

doula care

Langer et al. (1998) 4 [A, B1, C, D] 3 [E, F, H] 3 [I, J, K] 10

McGrath and Kennell (2008) 4 [A, B1, C, D] 4 [E, F, G, H] 2 [I, K] 10

Gordon et al. (1999) 2 [A, D] 4 [E, F, G, H] 3 [I, J, K] 9

McGrath et al. (1999) 4 [A, B1, C, D] 4 [E, F, G, H] 1 [K] 9

Newton et al. (2009) 4 [A, B1, C, D] 4 [E, F, G, H] 1 [K] 9

Paterno et al. (2012) 4 [A, B1, C, D] 3 [F, G, H] 2 [I, K] 9

Akhavan and Edge (2012) 3 [A, C, D] 4 [E, F, G, H} 2 [I, J] 9

Breedlove (2005) 2 [B2, D] 4 [E, F, G, H] 2 [I, J] 8

Campbell et al. (2006) 3 [B1, C, D] 3 [E, F, G] 2 [I, K] 8

Campbell et al. (2007) 3 [B1, C, D] 3 [E, F, G] 2 [I, J] 8

Mottl-Santiago et al. (2008) 4 [A, B1, C, D] 3 [E, F, G] 1 [K] 8

Kozhimannil et al. (2013) 4 [A, B1, C, D] 2 [F, G] 2 [I, K] 8

Harris et al. (2012) 4 [A, B1, C, D] 2 [E, F] 1 [K] 7

Steel et al. (2013) 2 [C, D] 2 [E, G] 3 [I, J, K] 7

Kennell et al. (1991) 4 [A, B1, C, D] 1 [E] 1 [K] 6

van Zandt et al. (2005) 1 [D] 3 [E, F, H] 2 [I, K] 6

Nommsen-Rivers et al. (2009) 1 [D] 4 [E, F, G, H] 1 [K] 6

Gruber et al. (2013) 2 [D] 2 [F, G] 2 [I, K] 6

Klaus et al. (1986) 4 [A, B1, C, D] 0 1 [K] 5

Campero et al. (1998) 2 [B2, D] 1 [E] 2 [I, J] 5

Manning-Orenstein (1998) 1 [D] 3 [E, F, G, H] 1 [J] 5

Trueba et al. (2000) 2 [A, D] 1 [E] 2 [I, K] 5

Berg and Terstad (2006) 1 [D] 3 [E, F, G] 1 [J] 5

Dundek (2006) 1 [A, D] 2 [E, G] 2 [I, K] 5

Sosa et al. (1980) 1 [D] 0 2 [J, K] 3

Goedkoop (2009) 0 1 [E] 2 [I, K] 3

Barron et al. (1988) 1 [D] ? ? ?

*Akhavan and Edge (2012), Akhavan and Lundgren (2011), Berg and Terstad (2006), Bertsch et al. (1990), Campbell-Voytal et al.

(2011), Deitrick and Draves (2008), Eftekhary et al. (2010), Gentry et al. (2010), Gilliland (2010), Hunter (2012), Klein et al. (2009),

Koumouitzes-Douvia and Carr (2006), Lagendyk and Thurston (2005), Lantz et al. (2005), Liva et al. (2012), Lundgren (2008), Papagni

and Buckner (2006), Schroeder and Bell (2005) Smid et al. (2010), Steel et al. (2012), Stevens et al. (2011) and Torres (2013) do not

evaluate the outcomes of trained doula care and as such the criteria for ‘clinical evaluation’ do not apply to these studies and they were

not assessed via the quality reporting system.
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sional doulas report finding their work rewarding on
a personal or emotional level (Eftekhary et al. 2010),
and the majority expect to still be providing profes-
sional doula care in 5 years (Lantz et al. 2005).

Interprofessional dynamics with other health prac-
titioners is also an apparent challenge for professional
doulas. Qualitative studies from the US and Mexico
report that professional doulas perceive themselves as
receiving poor acceptance or support from others
offering medical maternity care (Smid et al. 2010,
Campbell-Voytal et al. 2011). Further to this, a large
workforce survey in Canada found that doulas per-
ceived that they were being excluded from attending
births by hospital or administrative regulations more
so than by the actions of other health professionals
(Eftekhary et al. 2010). The negative attitudes of hos-
pital staff towards doulas have also been explored in
another US qualitative study identifying women
receiving doula care in the hospital environment as
describing significant resentment and animosity from
nurses towards their doula (Papagni & Buckner
2006).

The views held by midwives towards doulas, as
reported by the literature, are somewhat conflicting.
A qualitative study by Stevens et al. (2011) identified
Australian midwives as perceiving that doulas dimin-
ish the midwives’ relationship with birthing women
and often overstep professional practice boundaries.
However, a cross-sectional survey of Australian
women found that women were more likely to use a
doula for their pregnancy or birth if they were con-
sulting with a midwife (Steel et al. 2012). Potential in-
terprofessional tensions have been reported to be
observed by women who received trained doula sup-
port (Hunter 2012, Steel et al. 2013); however, women
also suggested that the level of training their personal
doula received may, through the doula’s interactions
with midwives and obstetricians, effect change in the
perception of the maternity care provider towards the
value of doula care more generally (Steel et al. 2013).

Conversely, midwives in a Swedish study (Akha-
van & Lundgren 2011) have described doulas as an
asset to their practice. The Swedish midwives
explained that due to doula support for immigrant
women, the midwives were able to be more effective
in their role. These Swedish midwives also argued
that doulas provide security and confidence for birth-
ing women, offering continuity of care if this is not
available through a midwife. A similar finding has
been described in a US study (Schroeder & Bell 2005)
examining a doula care programme for incarcerated
women in which the maternity health professionals
and correctional officers reported a high level of satis-
faction with the programme. Both the Swedish mid-

wives and the US correctional facility staff were
reflecting more specifically on doulas that provide
support to targeted populations within a structured
programme. However, in the Australian studies, mid-
wives and women were reporting on experiences
associated with doulas in a general population with
highly variable levels of training. In this light, an
important and contrasting study from Canada, which
reported on general attitudes towards labour and
birth, identified a less positive attitude towards dou-
las being held by obstetricians and more acceptance
towards doulas being held by midwives (Klein et al.
2009). These discrepancies may be linked to a mid-
wife’s view that doulas need to be confident and co-
operative and as such be able to give advice without
making decisions on the woman’s behalf (Akhavan &
Lundgren 2011), and that this may not always be a
skill doulas bring to the birth suite. However, due to
the differing study settings in which this topic has
been examined, a cross-comparison of findings needs
to be undertaken with caution.

Current research examining interprofessional rela-
tions between midwives and professional doulas
remains limited due to the small number of studies
and the small number of participants in each study.
Furthermore, only the Australian and Swedish stud-
ies were specifically examining the role of the doula,
while the objective of the US and Canadian study
was much broader and, as such, this element was
only given minimal attention by the researchers. The
midwives in the Swedish study were reporting on
their experience of specific doulas providing care
within a discrete programme. In contrast, the mid-
wives in the Australian study were discussing profes-
sional experiences of working with a range of doulas
within diverse clinical settings. The inconsistencies in
the available research objectives and the maternity
care context associated with current studies prevent
conclusive insights being drawn regarding the inter-
professional dynamics between midwives and trained
doulas providing care to the same woman.

Trained or professional doula’s role and skill

The role of trained doulas and the skills they provide
to women throughout pregnancy, labour, birth and
postnatal care have received some research attention,
the findings of which are summarised in Figure 2.
Primarily, the study design evaluating this aspect of
doula care has been qualitative with most involving
semi-structured interviews with women receiving
care from a trained doula (Campero et al. 1998,
Breedlove 2005, Schroeder & Bell 2005, Berg & Ters-
tad 2006, Koumouitzes-Douvia & Carr 2006, Lund-
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gren 2008, Gilliland 2010). Semi-structured interviews
are a useful research method to capture the richness
of participants’ experiences and perceptions of a
topic. They also encourage disclosure of personal and
private experiences by the participant to the reviewer,
which may not be achieved through other methods
such as focus groups. In the context of labour and
birth, this method allows women to describe their
understanding of the birth event and the care they
received in their own words (Creswell & Plano Clark
2011). This work has been supplemented with ethno-
graphic observation studies of doula care (McComish
& Visger 2009, Gentry et al. 2010, Campbell-Voytal
et al. 2011, Hunter 2012). Quantitative research meth-
ods have also been used either as an aspect of a
randomised-controlled trial (RCT), designed to exam-
ine the role and skills of a doula (Gordon et al. 1999),
a cohort study (Paterno et al. 2012) or a cross-
sectional survey (Steel et al. 2012), or as part of a
mixed-methodology study design (Bertsch et al. 1990,
Deitrick & Draves 2008). The four main domains of a
professional doula’s role and skill (as outlined in Fig-
ure 1) as outlined in the available research are emo-
tional support, empowerment, physical support and
information provision.

Information sharing and mediation have been
identified as common roles undertaken by trained
doulas (Campero et al. 1998, Berg & Terstad 2006,
Deitrick & Draves 2008, Lundgren 2008, McComish &
Visger 2009, Gentry et al. 2010, Paterno et al. 2012).
The type of information shared by trained doulas has
been identified as diverse and it encompasses the
doula’s practical experience and knowledge about
childbirth, pain management techniques and the birth
setting (both for hospital and home births). Women
draw on this knowledge in preparation for birth and
during the birth itself (McComish & Visger 2009,
Gentry et al. 2010, Gilliland 2010), as well as in the
postnatal period (McComish & Visger 2009, Gentry
et al. 2010). Research suggests that trained doulas also
take on a mediation role on behalf of the women in
birth (more so than the antenatal and postnatal per-
iod), and this manifests in a number of ways includ-
ing translation of technical medical information
between the medical staff and the women (Lundgren
2008, Gentry et al. 2010, Paterno et al. 2012) and,
more commonly, ensuring that women feel that their
perspective has been heard by those providing medi-
cal care (Koumouitzes-Douvia & Carr 2006,
McComish & Visger 2009, Gentry et al. 2010, Gilliland
2010, Hunter 2012, Steel et al. 2012).

Trained doulas have also been described as using
strategies to provide emotional support to women
and their families during pregnancy and intrapartum

(Gilliland 2010, Hunter 2012, Paterno et al. 2012). A
dominant feature of these strategies is the affirmation
of women and their birth choices in a non-judgemen-
tal manner (Berg & Terstad 2006, Koumouitzes-Dou-
via & Carr 2006, Lundgren 2008, McComish & Visger
2009, Gentry et al. 2010, Gilliland 2010, Hunter 2012,
Paterno et al. 2012). Trained doulas were also found
to encourage women to have confidence in them-
selves and the birthing process as well as in assisting
women to feel secure in often unfamiliar birth envi-
ronments (Campero et al. 1998, Breedlove 2005, Lund-
gren 2008, Gentry et al. 2010). This sense of security
was often linked to the woman’s perception of value
in receiving ‘continuity of care’ (Breedlove 2005, Berg
& Terstad 2006, Lundgren 2008, McComish & Visger
2009, Gilliland 2010, Akhavan & Lundgren 2011),
although the definition of this term varied signifi-
cantly across studies and women who did not receive
continuity of doula support expressed dissatisfaction
with this arrangement (Deitrick & Draves 2008).

Beyond their primary roles, research shows that
trained doulas are often praised by women for lend-
ing support to partners and families (Bertsch et al.
1990, Berg & Terstad 2006, Koumouitzes-Douvia &
Carr 2006, McComish & Visger 2009, Akhavan &
Lundgren 2011, Campbell-Voytal et al. 2011, Paterno
et al. 2012). Despite this, no research to date has eval-
uated doula care from the perspective of other signifi-
cant support persons such as expectant fathers or
close family members.

Physical outcomes of trained or professional
doula care

A review of the literature on trained doula care for
women and their families highlights that medical out-
comes are the primary focus of both cohort studies
(van Zandt et al. 2005, Dundek 2006, Mottl-Santiago
et al. 2008, Newton et al. 2009, Nommsen-Rivers et al.
2009, Harris et al. 2012, Paterno et al. 2012, Gruber
et al. 2013, Kozhimannil et al. 2013) and RCT designs
(Sosa et al. 1980, Klaus et al. 1986, Kennell et al. 1991,
Langer et al. 1998, McGrath et al. 1999, Trueba et al.
2000, Campbell et al. 2006, 2007, McGrath & Kennell
2008), while also being examined through cross-sec-
tional surveys (Goedkoop 2009, Steel et al. 2013) and
structured interviews (Barron et al. 1988). Research
studies of varied design (observational and RCT) and
participant size (between 40 and 600) indicate that
the duration of labour may be shortened through
trained doula care (Sosa et al. 1980, Klaus et al. 1986,
Kennell et al. 1991, Trueba et al. 2000, Campbell et al.
2006, Nommsen-Rivers et al. 2009). This outcome was
not, however, replicated in the findings from a large
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RCT based in Mexico (Langer et al. 1998). Those
conducting the Mexican study emphasised the policy
limitations of the hospital where the intervention was
undertaken as restricting the ability for trained doulas
to encourage women’s ability to change positions
throughout labour – an approach which has been
associated with lower rates of assisted deliveries and
episiotomies, but a non-significant reduction in sec-
ond-stage labour duration (Gupta et al. 2012) – and
other aspects of intrapartum doula care, which may
explain this discrepancy.

The research suggesting reduced intervention dur-
ing birth as a result of trained doula support remains
inconsistent. Nevertheless, the trend of empirical
data, as reported in studies included in this review
currently suggests reduced rates of instrumental
delivery (Kennell et al. 1991, Langer et al. 1998, McG-
rath et al. 1999, Goedkoop 2009, Nommsen-Rivers
et al. 2009), caesarean section (Klaus et al. 1986, Ken-
nell et al. 1991, Dundek 2006, Goedkoop 2009, Harris
et al. 2012, Paterno et al. 2012, Kozhimannil et al.
2013), epidural (Kennell et al. 1991, Gordon et al.
1999, McGrath et al. 1999, Trueba et al. 2000, van
Zandt et al. 2005, Campbell et al. 2006, Goedkoop
2009, Newton et al. 2009, Paterno et al. 2012) and aug-
mentation (Klaus et al. 1986, McGrath et al. 1999,
Trueba et al. 2000, Goedkoop 2009).

Doula-supported women may also have better
postnatal maternal–infant interactions (Sosa et al.
1980) and women who receive trained doula care
during birth and/or postpartum are more likely to
initiate or maintain breastfeeding for longer periods
with fewer complications than standard care control
groups (Klaus et al. 1986, Barron et al. 1988, Langer
et al. 1998, Campbell et al. 2007, Mottl-Santiago et al.
2008, Newton et al. 2009, Nommsen-Rivers et al. 2009,
Harris et al. 2012, Gruber et al. 2013). These benefits
appear less likely to occur if the trained doula does
not have a relationship with the woman during the
antenatal period but simply provides intrapartum
support (Gordon et al. 1999).

Another interesting trend relating to these clinical
trials is the research design approach, which often
includes doulas being allocated to the care of women
as the women present to hospital in labour without
prior meeting, and only via providing intrapartum
and immediate postpartum support (Sosa et al. 1980,
Kennell et al. 1991, Langer et al. 1998, Gordon et al.
1999, McGrath et al. 1999, Trueba et al. 2000, van
Zandt et al. 2005, McGrath & Kennell 2008, Nomm-
sen-Rivers et al. 2009). This is a feature that does not
necessarily correlate with the practice reality of the
majority of professional doulas (Lantz et al. 2005,
Eftekhary et al. 2010) and which introduces a note of

caution when interpreting the results from these
empirical investigations. In particular, the transfer-
ability of the findings of clinical research is limited
when doula care interventions do not reflect the prac-
tice reality of professional doulas. Similarly, all clini-
cal research regarding trained doula care has taken
place in a hospital environment rather than in the
home or the community – both common settings for
practice for many professional doulas according to
the workforce surveys undertaken (Lantz et al. 2005,
Eftekhary et al. 2010).

There is substantial variation in the quality of
research examined within this category. Of the 22
papers reporting physical outcomes of trained doula
care, 10 were assigned a score of 8 or more through
quality assessment. Within the lower scoring papers,
there were substantial deficiencies in the reporting of
participant characteristics (such as age, ethnicity, socio-
economic status and parity). There were also methodo-
logical flaws with much of the research, particularly
relating to type 1 bias due to the chosen sampling strat-
egy, small sample sizes limiting statistical power and
low (or unreported) response or participation rates.
These weaknesses limit the conclusions which can be
drawn from the studies in this category.

Social outcomes of trained or professional
doula care

Despite the focus of trained doula care being on
social and emotional support (DONA International
2005, Australian Doula College 2007, The Swiss Asso-
ciation of Doulas 2011, Doula UK Ltd n.d.), relatively
little research to date (5 of 48 papers) has examined
the outcomes of trained doula care in these terms.
However, from the emerging empirical data avail-
able, it appears that doula care promotes a positive
experience of pregnancy, birth and mothering for
women (Campero et al. 1998, Manning-Orenstein
1998, Breedlove 2005, Campbell et al. 2007). All of
these studies have been conducted using semi-struc-
tured interviews as the research method.

Women receiving trained doula support approach
birth with positivity in both their view of themselves
and their expectations of their birth experience (Camp-
ero et al. 1998, Manning-Orenstein 1998, Campbell
et al. 2007). Most recently, this has been reported in a
study in which primiparous women were interviewed
over the phone 6–8 weeks postpartum after receiving
doula support from a friend or family relative who
had undertaken preliminary doula training. When
compared with women receiving standard care, the
intervention group was found to be more likely to
report positive prenatal expectations about childbirth,
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positive perceptions of their infants and positive sup-
port from others (Campbell et al. 2007).

This positive attitude was also extended to the
women’s sense of self-worth and achievement follow-
ing doula-supported birth (Manning-Orenstein 1998,
Campbell et al. 2007). It has been proposed that this
may be due to the women’s perception that they had
a more active role in their labour resulting in the
birth being a more positive life experience (Campero
et al. 1998, Breedlove 2005).

In addition to the low number of studies reporting
findings related to the social outcomes of doula care,
assessment of the quality of these papers highlights
some methodological flaws. Primarily, this is not only
associated with poor reporting of thematic saturation
or low sample sizes but also extends to insufficient
description of participant characteristics.

Alongside the direct social benefits to trained doula
care, there is emerging evidence of the economic
advantage for society and the health system more
broadly. Recently, a US economic analysis of potential
cost savings afforded through reduced caesarean sec-

tion delivery rates associated with professional birth
doula care was undertaken (Kozhimannil et al. 2013).
This analysis drew on three possible scenarios, all of
which included reimbursement for professional doulas
of $100–$300 to achieve a 22.3%, 31.6% or 40.8%
reduction in caesarean rates. The overall trend of the
analysis suggests that reimbursement of professional
birth doulas results in a substantial cost saving (up to
$10.6 million dollars per state), but this is not achieved
if higher reimbursements ($300/birth) are coupled
with lower reductions in caesarean rates (22.3%).

Discussion

In recent years, there has been a shift in the provision
of doula care in the maternity setting and in the context
of a changing maternity care landscape. These changes
include a stronger policy focus on normal birth by reg-
ulatory bodies in the United Kingdom (Maternity Care
Working Party 2007), Australia (Kinnear 2010) and
Canada (Society of Obstetricians and Gynaecologists
of Canada 2008). The policies and position statements

Figure 2 The role of a trained/professional doula during pregnancy, labour and the postnatal period for women, their partners and their

families as described in current research. †There are limitations or restrictions on the use of these practices by doulas affiliated to some

organisations (e.g. DONA International, CAPPA International) in North America.

© 2014 John Wiley & Sons Ltd236

A. Steel et al.



developed in these countries have been underpinned
by a women-centred care focus and an acknowledge-
ment of the holistic needs of birthing women. In some
circumstances, these policies have also led to the devel-
opment of frameworks that encourage multidisciplin-
ary team-based maternity care to maximise women’s
birth outcomes and experience (Australian Health Min-
isters’ Advisory Council 2008, APS Group Scotland
2011). In this context, research examining trained doula
care, an under-researched component of contemporary
maternity care, has been gaining momentum in recent
years with 28 of the 48 papers included in this review
published in the previous 5 years. Despite this trend,
the work conducted in this area is inconsistent and
generally of poor methodological design. Lack of con-
sistency in describing patient characteristics such as
parity, ethnicity, age and socioeconomic status – all of
which features can affect women’s experience of mater-
nity care (Kingston et al. 2012) and their pregnancy
and birth outcomes (Blumenshine et al. 2010) – is one
such methodological flaw. In addition, low sample
sizes and non-representative sampling strategies were
identified in many papers included in this review. As
such, this critical review has identified a number of
important research gaps in the investigation of profes-
sional doula care.

Research gaps and areas for future research

A major area which has so far failed to attract suffi-
cient attention is doula workforce auditing. The sur-
veys undertaken in North America (Lantz et al. 2005,
Eftekhary et al. 2010) provide an introductory under-
standing of the doula workforce limited to these spe-
cific countries, but more research on this topic is
needed. This includes an understanding of the size
and demographics of the doula workforce as well as
the practices and professional issues facing doulas.
Such data are required to inform future clinical
research intervention and design to allow examina-
tion of the effects of doula care as is commonly
practised. It will also help ensure an improved under-
standing of the quality of knowledge and training of
individuals providing professional doula services and
thereby potentially address interprofessional commu-
nication and interaction issues between professional
doulas and conventional maternity care providers for
the benefit of birthing women. In some regards, this
is of particular importance in countries which pro-
mote professionalisation of the doula workforce
through association membership. However, such an
approach is also necessary in other countries where
professional doulas operate without practice stan-
dards being set by regulatory bodies.

An audit of available doula education will simi-
larly assist in gaining an understanding of the philos-
ophies and principles of doula practice and an audit
of hospital administrative policies regarding doula
care would provide greater insights into the profes-
sional issues and struggles faced by doulas support-
ing women during hospital births. In addition to
these research needs, it is imperative that future
enquiry also examine the experience of doulas sup-
porting women beyond the hospital environment (i.e.
home or community setting).

The perspective of other maternity health profes-
sionals regarding trained doula care is also notable in
its scarcity. While preliminary work has been under-
taken from the perspective of midwives, no research
has examined the views and experiences of obstetri-
cians providing care to women with the support of a
trained doula. Given the dominant role that obstetri-
cians play in maternity care in many countries, this is
an important area which requires closer attention.
Likewise, a comparative examination of the experi-
ences of both midwives and obstetricians towards
doulas with various levels of training is an important
contribution of professional education to the reported
interprofessional dynamics (Schroeder & Bell 2005,
Akhavan & Lundgren 2011, Stevens et al. 2011).

Despite the assertion by women studied that their
partner and families also benefit from doula care,
exploration of the experience of these significant
stakeholders is another area that requires research
attention. While a number of studies have suggested
that a key benefit of trained doula care is the support
given to the woman’s partner, research from the per-
spective of expectant fathers is necessary before this
suggestion can be accepted as the case for both
women and their partners.

In terms of clinical research, the evaluation of pro-
fessional doula support has not followed a consistent
approach that is able to systematically capture the
subjective experiences or the objective outcomes of
birth support by a trained doula. While some larger
studies have been undertaken (Sosa et al. 1980, Klaus
et al. 1986, Langer et al. 1998, van Zandt et al. 2005,
McGrath & Kennell 2008), only one study (reported
in two papers) (Campbell et al. 2006, 2007) has
applied a mixed-methodology design and, in doing
so, has attempted to measure both medical outcomes
and women’s experiences of care. A mixed-methodol-
ogy approach within the research field needs to be
encouraged and adopted to fully capture all valuable
data related to doula support. Given that the scope of
doula care includes social and emotional support
alongside physical support, it is important that any
evaluation of doula care uses a design that describes
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the social and emotional outcomes for women and
their families. Including this element in any future
study does not imply that, given the physical compo-
nent of support offered through doula care, medical
outcomes should be excluded. Rather, it means that
quantitative and objective medical measurements,
such as maternal and neonatal outcomes and rates of
intervention, should be collected and analysed with
equal importance to qualitative data to provide a glo-
bal understanding of the outcomes of professional
doula care.

Another final element that must be considered in
future outcomes-based studies on this topic is to
ensure that the doula interventions employed as part
of these studies reflect the practice reality of profes-
sional doula care. A number of studies have either
assigned doulas to women presenting at hospital in
labour, without a prior relationship or alternatively
given introductory training in labour support to
female relatives or friends and required they provide
doula-like care. No study has examined the outcomes
of women receiving doula support in the home or
community setting. This is not representative of the
practice of professional doulas and may not be pro-
viding the most accurate evaluation of the value of
doula support for birthing women.

Implications for education and practice

This review has identified a number of evidence gaps
regarding the role of professional doulas in contempo-
rary maternity care. These research insufficiencies
may limit the ability for governing bodies and author-
ities to develop clear position statements regarding
professional doulas; however, the trend of evidence
does indicate that women may benefit from the care
of a professional doula, and that interprofessional ten-
sions between conventional maternity care providers
and doulas may be overcome through adequate doula
training. In addition, hospital policies which provide
guidelines supporting inclusive approaches to intra-
partum doula care in conjunction with minimum
standards of doula education may place some respon-
sibility for addressing interprofessional tensions on all
members of the women’s maternity care team. The
characteristics and content needed in both doula train-
ing and hospital policies to adequately address this
issue require further examination.

Strengths and limitations of this review

The research examining doula care is steadily grow-
ing, and although there are a number of studies
related to trained doulas providing care to pregnant

and birthing women, the heterogeneity in study
methodology and design limits the ability to compare
findings across studies. The under-reporting and
diversity in definition, duration and quality of doula
training present a challenge, as does the variety of
outcomes included in clinical studies to determine the
effects of professional doula care. These limitations
are highlighted in this research area due to the dual
focus of doula care on both physical and emotional
benefits. Alongside these limitations, the ability to
comprehensively appraise all work in this field is
affected due to inconsistency in the purpose and
objectives of the other non-clinical research. This has
also led to a need to conflate research with differing
study designs within categories to ascertain the cur-
rent trends and outcomes of work within this topic.
In addition, this review is limited by generic weak-
nesses associated with literatures reviews more
broadly such as the potential for omission of relevant
research through unintended gaps in the literature
search process. Errors in the translation of data from
the primary literature to the summary statements in
the review are also possible. These limitations have
been ameliorated through the systematic process used
for this review.

The development of an evidence base for doula
support services is vital if a clear understanding of
the role, value and contribution of doulas to women’s
experience and outcomes of birth is to be objectively
assessed. This review provides a current overview
and key insights regarding professional or trained do-
ulas and the care they provide for birthing women,
their families and the health professionals and admin-
istrators who support them. It also provides direction
for future research into doula care and thereby pro-
motes a broader evidence base on the topic. Of pri-
mary importance is the need for future clinical
research to include a mix of both qualitative and
quantitative research methods to capture all dimen-
sions of women’s health which may be affected by
trained or professional doula support during birth.

Conclusion

This review identifies a number of significant gaps in
professional doula care research: doula workforce,
education surveys and auditing; the perspectives of
other key stakeholders including partners, families
and maternity health professionals; and clinically rele-
vant mixed-methodology research exploring the
social, emotional and medical outcomes of receiving
doula support during the antenatal, intrapartum and
postnatal period. It is imperative that key aspects of
professional doula practice be subject to further rigor-
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ous, empirical investigation to help establish an
evidence base to guide policy and practice relating to
this area of support and care for pregnant and birth-
ing women.
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