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Objective: to explore midwives’ and doulas’ perspectives of the role of the doula in Australia.

Background: doulas are relatively new in Australia; nevertheless, demand for them is increasing.

Research has not previously explored the role of a doula in Australia. This research aimed to answer the

question: What are midwives’ and doulas’ perspectives of the role of a doula in Australia?

Design: qualitative study using focus groups that were digitally recorded, transcribed and the data

analysed using thematic analysis.

Setting: New South Wales, Australia.

Participants: 11 midwives and six doulas.

Findings: the key theme that emerged was that ‘the broken maternity system’ is failing women and

midwives. The system is preventing midwives from providing woman- centred care. As a result, doulas

are ‘filling the gap’ and midwives feel that doulas are ‘taking our role’. Doulas fill the gap by providing

continuity of care, advocating for women, protecting normal birth and by providing breast-feeding

advice and emotional support in the community. Midwives are concerned that doulas are taking the

caring part of their role from them and want the ‘broken’ maternity system fixed. Midwives described

that doulas take their role from them by changing the relationship between themselves and labouring

women, by reducing their role to obstetric nurses, by overstepping the doula role boundaries, and by

holding the power at births.

Implications for practice: despite the conflict reported between midwives and doulas, both groups

identified that they see the potential for future collaboration. Taking into account the continued

employment of doulas, it is important to improve collaboration between midwives and doulas for the

sake of childbearing women.

& 2010 Elsevier Ltd. All rights reserved.
Introduction

‘Doula’ is a Greek derived term for a woman helper who is
experienced in providing continuous non-medical physical and
emotional support before, during and after birth (Stein et al.,
2004; Dundek, 2006; Campbell et al., 2007). The role of the doula
is described as focusing on the mother’s comfort and wishes
during labour (Papagni and Buckner, 2006), and providing one-to-
one continuous support through encouragement, non-medical
information and comfort (Hottenstein, 2005). Doulas are unique
in that they are employed by women yet have no decision-making
responsibilities. They only have one labouring woman that they
ll rights reserved.

ens).
devote themselves to and they remain with her throughout the
whole labour and birth (Stein et al., 2004).

Doulas provide tailored support specific to each woman’s
needs by educating and encouraging them to write an informed
birth plan, with the aim to facilitate normal births (Simkin and
Way, 1998; Koumouitzes-Douvia and Carr, 2006). The World
Health Organization (WHO) defines a normal birth as: a
spontaneous birth that is low risk throughout the labour and
birth; with the infant being born in the vertex position between
37 and 42 weeks of pregnancy; and mother and infant being in a
good condition (Ahmed et al., 1997). The Lamaze Institute for
Normal Birth adapted from WHO describes six evidence-based
practices that promote normal birth. These practices are: labour
begins on its own; the labouring mother has continuous labour
support; there are no routine interventions; there will be
spontaneous pushing in a gravity-neutral or upright position;
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and there be no separation of mother and infant after birth to
encourage bonding and breast feeding (Lamaze International,
2007).

The benefits of doula care include the provision of continuous
labour support, reducing women’s stress, provision of multi-
cultural and religious support, support for women’s partners,
reduced interventions during birth and increased breast-feeding
initiation (Campbell et al., 2006; Dundek, 2006; Hodnett et al.,
2007). Doula support can decrease women’s anxiety and the
perception of pain, and thereby increase their ability to cope
during labour (Murray and McKinney, 2006). A woman can
employ a doula who has the same language, cultural and/or
religious background, which may provide her with more appro-
priate and culturally sensitive care. Doulas are not only helpful to
the mother but also support partners by acting as role models and
by allowing the partner to take breaks (Ballen and Fulcher, 2006;
Koumouitzes-Douvia and Carr, 2006). They can also increase
breast-feeding initiation and provide continuing breast-feeding
support (Langer et al., 1998; Scott et al., 1999; Hodnett et al.,
2007; Nommsen-Rivers et al., 2009).

Doulas are relatively new in Australia; nevertheless, demand
for them is increasing (Cencighalbulario, 2008). The rise in the use
of doulas is thought to be due to increasing dissatisfaction with
the current maternity health-care system. Women are generally
not provided the continuity of care and emotional support they
want within the maternity system; therefore, there are reports
that doulas are taking over this care and doing what midwives
traditionally used to do or indeed should do (Cencighalbulario,
2008). However, the doula role in Australia is unclear and almost
no research has been undertaken into doulas in this country.

There are no standards for doula training in Australia, and they
are not obliged to register with any regulating body (Bogossian,
2007). This lack of regulation is a major source of conflict between
doulas and health professionals because anyone can be a doula
regardless of how much training they have had. Conflict has been
reported when midwives do not know how to intervene when
they believe the doula is acting inappropriately (Gilliland, 2002).
Some midwives say that conflict occurs when doulas work outside
their scope of practice and give medical advice (Ballen and
Fulcher, 2006). Furthermore, conflict may be present due to
midwives feeling uncomfortable because doulas are providing the
care they want to provide (Gilliland, 2002). Even though research
shows that a midwife can rely on the doula to provide
the emotional support for the woman, handing over this support
can be difficult because caring is the core of the midwives’ role,
and many midwives feel territorial about their role (Hottenstein,
2005; Ballen and Fulcher, 2006; Bianchi, 2006; Buck and Bianchi,
2006). Midwives in Australia are increasingly reporting concern
and tension between themselves and the emerging role of the
doula.

This research aimed to answer the question: What are
midwives’ and doulas’ perspectives of the role of a doula in
Australia? Specific purposes and objectives were to: identify
midwives’ perceptions of the role of a doula; identify how doulas
see their role; provide insight into what contributes to these
perceptions; identify the implications of these perceptions; and
increase midwives’ understanding of the role of a doula.
Method

A qualitative method was determined to be appropriate for
this research because it is a technique used to collect and analyse
data in areas where there is little knowledge, and it seeks to
answer ‘what’ questions (Green and Thorogood, 2005; Grbich,
2007; Schneider et al., 2007). Focus groups were chosen as a
suitable form of data collection in this research because they have
been shown to enhance participant retention rates and provide a
means of obtaining large amounts of verbal information, because
participants trigger additional information from each other
(Marshall and Rossman, 1999; Wood and Ross-Kerr, 2006;
Schneider et al., 2007). A convenience sample of five or six
participants for each focus group was chosen because previous
research has shown that a small group of participants can provide
abundant amounts of information-rich data (Borbasi et al., 2004).

Due to varied working environments for midwives, three focus
groups were conducted in total (two for midwives, one for
doulas). Hospital and privately practising midwives were
included to obtain a broader range of perspectives. Of the midwife
focus groups, one had six participants and the other had five
participants (midwives n¼11). The doula focus group had six
participants in total. There are still not many doulas in Australia
(exact numbers are unknown) and they are spread widely.
Although only one focus group was conducted with doulas,
the data obtained were rich and there was excellent consensus in
the group.

Following ethical clearance, midwives and doulas were
initially contacted by email or telephone though personal contacts
or through website searches. Snowball sampling was used to
allow the potential participants to recruit further potential
participants; therefore, the initial contacts were then asked if
they knew any other potential participants (Qualitative Research
Working Group, 1995; Borbasi et al., 2004). The participants were
recruited from the Sydney area and the Blue Mountains because
of the increasing numbers of doulas who have been providing care
for mothers in these areas.

To be eligible to participate in the research, both midwives and
doulas were required to meet specific criteria. Midwives needed
to have more than three years of experience, to be currently
working as a midwife and to have worked with doulas. Doulas
needed to have attended an initial doula education course lasting
three or more months, and needed to be currently practising as a
doula. This criterion ensured that participants were experienced
in their field. Midwives and doulas were excluded if they were
currently or had previously worked in the opposite role (e.g.
midwife was previously a doula), because it was perceived that
their insight into the opposite role could affect the results of the
research (Endacott and Botti, 2005).

The three focus groups were facilitated by two researchers. The
researchers ensured that the important issues were covered with
the use of a question sheet. The questions that were asked of
midwives and doulas were:
1.
 What is the role of a doula in pregnancy, birth and the
postnatal period?
2.
 What has been your experience working as, or interacting
with, doulas in the care of women?
3.
 How do you think the presence of a doula affects the
experience of a woman?
4.
 What do you think are the limits of the role of a doula?

5.
 What interactions stand out whilst you worked with/as a

doula?
Credibility in research is achieved by providing clear conclu-
sions that reflect the complexity of the participants’ reality, whilst
making sure that the researchers’ preconceptions do not influence
the conclusions (Sigsworth, 1995). The first author completed this
research for a nursing honours degree. She is neither a midwife
nor a doula, and had no prior knowledge of what a doula was.
The other authors are all nurses, and one is also a midwife. None
of the researchers are doulas.



Fig. 1. Themes and subthemes.
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Thematic analysis was selected because it unearths patterns in
the data, allowing for the discovery of the true meaning of the
data (Boyatzis, 1998; Grbich, 2007). This involved repeated
listening to the digital recordings of the focus groups, and reading
the transcripts to become familiar with the data collected;
comparing and contrasting this data; identifying, analysing and
reporting common themes within the data; coding and naming
these themes; and reporting the results of this analysis (Boyatzis,
1998; Green and Thorogood, 2005; Braun and Clarke, 2006). To
help reduce the potential for bias, all four team members
individually undertook a thematic analysis, and then met
together to compare results, resolve any points of divergence
in interpretation of the data, and reach consensus with the
themes. On completion of this process, the team reached
agreement and all concurred that the resultant well-defined
themes accurately represented the data collected. This process
was crucial to establishing dependability of the themes (Boyatzis,
1998).
Findings

There were 11 midwives and six doulas involved in the
research. The midwives were all female and aged over 31 years;
the majority were between 41 and 50 years of age. The midwives
had between three and 30+ years of experience; the majority had
between 11 and 20 years of experience. The midwives worked in
postnatal wards, antenatal wards, childbirth suites, birthing units,
midwife clinics, midwifery at home and private practice, and one
worked as a clinical midwifery consultant. The midwives had
worked with doulas between one and 20 times; the majority
had worked with doulas between 10 and 20 times. Midwives had
been at a birth between one and 30 times within the previous
year; the majority had been at a birth between 10 and 20 times
within the previous year.

The doulas were all female and aged between 24 and 40 years;
the majority were over 31 years old. They had between one and
10 years of experience; the majority had between three and four
years of experience. The majority supported women to give birth
in childbirth suites followed by birth centres. Half had attended
home births during their careers. They had assisted at between
one and 21+ births during the previous year; the majority
had assisted at between one and five births during the previous
year.

The key theme recognised was how ‘the broken maternity
system’ is failing women and midwives. As a result, doulas
perceive they are ‘filling the gap’ and midwives feel that doulas
are ‘taking our role’. Doulas are filling the gap by providing
continuity of care, advocacy, protecting normal birth and by being
part of the community, thus being accessible and constant.
Midwives perceive that doulas are taking their role by changing
the relationship between the woman and midwife, by over-
stepping the boundaries, reducing midwives to being obstetric
nurses and through holding the power. Despite the conflict that
had resulted from doulas being employed, both doulas and
midwives saw the potential for collaboration (Fig. 1).
The Broken Maternity System

The key theme in this study was how ‘the broken maternity
system’ is failing women and midwives. As a result, doulas
perceive that they are ‘filling the gap’ and midwives described
doulas as ‘taking our role.’
The broken maternity system

Both doulas and midwives believed that the current maternity
system in Australia is failing women. Areas that were highlighted
by midwives were that they could not provide woman-focused
care because the system is fragmented, overloaded and medically
dominated. Hospital-based midwives stated that doulas are being
employed by women because midwives do not have the
opportunity to provide continuity of care, they find it difficult to
advocate for women due to feeling powerless because they are
aligned to the maternity system, and do not have the time to
support women properly. Doulas noted that: the current systems
do not support the woman and her choices; everything is run by a
clock; midwives are bound by the system; and insufficient breast-
feeding education is available to women. Both midwives and
doulas commented that the system would be improved if
midwives could provide continuity of midwifery care:

I mean it makes me think about staffing levels and how much
we can be with women and all of that. It is not that many years
ago that pretty much every labouring woman just had a
midwife with her and there was maybe less of a need then for
doulas and now I guess if midwives are, I don’t know,
answering buzzers on postnatal wards and running in and
out of birthing rooms, it makes me think of that all the time,
that I would love to just be able to be with this woman in
labour. It is only may be 10 years ago that we were just able to
do that (Midwife).

ymidwifery has gone into this really clinical kind of role
where they spend more time doing paperwork or whatever
they do when they’re not in the room with you, and not being
with women as their role suggests (Doula).

Filling the gap

Doulas reported providing a continuity of care that women
generally do not have access to in the current broken maternity
system. This care is focused on the woman’s needs and is not time
dependent:

It’s the continuity too. They know that you’re not going to
leave them. It’s the presence. When you’re actually with them,
you’re totally present. There is nowhere else you need to be.
You know, you’ve organised your family by that point. There is
nothing else I should have to do other than be in that room
(Doula).

Doulas described being contactable 24 hours a day and
supporting women for as long as they wanted, even into future
pregnancies. They described their role as filling the gap in the
maternity system by being advocates for women, by asking
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questions of the health-care team, and by encouraging partners to
speak up for women.

For many women, going to hospital is just like going to a
foreign country where they don’t speak the language. A doula
is just like having a phrase book. It’s just having someone with
you who can interpret the language, interpret the scenario,
help you get through it (Doula).

Doulas educate women and encourage them to make birth
plans, therefore giving women the power of choice in their birth.
They also fill the gap in the maternity system by protecting
normal birth. To do this, they keep women home for longer
periods of time to avoid unnecessary interventions, and reassure
partners that everything is proceeding normally during birth:

I actually think that in the hospital system as it is now, one of
the biggest roles of the doula is actually to buy time. They can’t
start the clock until you walk through the door (Doula).

Some doulas subverted the system both covertly and overtly in
order to support a woman to achieve a normal birth:

In the end, she did have the Synto [Syntocinon to augment the
labour], after we had actually managed to lock the doctor out
of the room for 45 minutes (Doula).

Doulas also fill the gap by being a part of the community. They
attend local community meetings, which not only helps with their
own education but also raises awareness about the service they
provide in the community, such as postnatal support and breast-
feeding advice:

I get a lot of women call me that I have never met before. They
call me and say someone in the community told me about you,
I can’t get into the child health nurse for six weeks, is there
something you can do for breast feeding, or just to debrief
about the birth or whatever (Doula).

Doulas perceived that all these issues need to be addressed
whilst providing care for childbearing women. These needs are
not adequately attended to in the current system by midwives, so
doulas fill the gap:

I think that there is a whole section of midwifery that has been
lost, and the doulas are now filling that gap (Doula).

The midwives and doulas in this study believed that the
current maternity system in Australia is broken. Midwives are too
busy to provide woman-centred care because of decreased
staffing levels and the lack of continuity of care models. Doulas
felt that the majority of birthing women do not have power or
choice in the current hospital system.

Taking our role

During the midwives’ focus groups, it became evident that
midwives feel that doulas are taking their role from them;
however, midwives attribute this to the system, as it does not
facilitate them to fulfil their role:

I think what we should be looking for is continuity of
midwifery care, not how can we fill the gap with a doula
(Midwife).

The midwives in the focus groups were concerned that due to
the broken maternity system, they could not provide woman-
centred care. They believed that both the maternity system and
doulas are altering their role, with doulas taking on the midwives’
role and changing the relationship between them and the woman:
I find they already have people that they have bonded with and
things like that so I don’t get that bonding kind of thing
because I’m not in there enough (Midwife).

Midwives stated that they feel disadvantaged because they
often cannot provide continuity of care and they do not get the
same opportunities to build up a relationship with women.
Having a doula was described as changing the dynamics of the
woman/midwife relationship, leaving midwives feeling, at times,
like intruders at the birth:

It acts like a buffer around the woman that actually increases
the distance between the midwife and the woman and I think
that is part of the appeal to people y If they don’t trust the
hospital system they want somebody who is going to stand in
that buffering role (Midwife).

Sometimes midwives felt that doulas manipulated women into
not trusting them, with the purpose of protecting the woman
from the system:

The negative is when you walk into a room and you feel that
you are intruding and that you should not be walking in there
and people are suspicious of you and you are unable to get to
the woman to be able to develop some kind of trust or
relationship yI find it really difficult to function around them
and I find it really difficult to talk to women who have been
told set things (Midwife).

The midwives described feeling that doulas are taking over the
caring part of their role, reducing their role to that of an obstetric
nurse:

I feel like they are doing my job and I feel delegated to the
obstetric nurse who is the meanie who just comes in and does
the VEs [vaginal examinations] and blood pressures and
everything else because you don’t need 10 people rubbing
your back (Midwife).

In addition, the midwives believed that doulas overstepped
their boundaries by providing education that was, at times,
misinformed and inappropriate, and also by providing clinical
care and advice:

I see that as overstepping boundaries. Because that is a medical
area if she has needed a caesarean for something and doulas
are not trained in that and I would think that a doula would
not have the necessary experience to say I [sic] should have
refused a caesar (Midwife).

This, in turn, made the midwives feel vulnerable as they are
accountable and legally responsible for the well-being of women
and their babies. The midwives in this study described several
cases where doulas overstepped their role and, they believed,
encouraged women to stay at home until late in the labour or
even to give birth at home with no professional in attendance.
Midwives also described how vulnerable this made them feel:

It makes me feel really vulnerable because I am the one who is
going to be held to account if there is any problem with that
baby, particularly in our work environment (Midwife).

The midwives believed that doulas hold the power in
births they attend because they are not responsible for
birthing outcomes, they can have an impact on women’s birthing
decisions, and they can manipulate situations. Midwives
commented that doulas have power because they are an active
part of the community. Doulas can influence women’s birthing
choices by making comments about hospitals, midwives and
through the development of birth plans. One midwife was
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disappointed to discover that a doula had been commenting to
women that ‘they are just not providing good care’ at her hospital.
The midwives conveyed the difficulty in doing their job when
doulas have already discussed a birth plan with women:

I go through the plan with them and then kind of go we don’t
do this, we don’t do that and I always think that is a successful
conversation if the woman then says to you ‘oh you are telling
me I don’t need this birth plan?’ ‘Yes that is right’ and I think
yes, you know (Midwife).

The midwives in this study were concerned that, due to the
broken maternity system, they could not provide woman-centred
care and doulas were able to do this and were taking their role.
They believed that both the maternity system and doulas are
altering their role. The perception that doulas were providing a
level of support to women that midwives were unable to match
led to conflict.

Conflict and potential collaboration

The main implication of doulas ‘filling the gap’ and ‘taking our
[midwives’] role’ is conflict; however, it was clear in this study
that there was also the potential for collaboration. There is no
doubt that when doulas become part of the woman’s birth
support, the result is often conflict with mainstream maternity
service providers. Nevertheless, both midwives and doulas stated
that they cannot understand why there is so much conflict, and
that they should be able to work together because they both want
the same outcome.

Midwives commented that they sometimes feel undermined
when a woman employs a doula. On occasion, midwives felt that
doulas attended births to be obstructive. Midwives also felt
annoyed when doulas overstepped their role and encroached on
what they saw as the midwives’ role:

Originally I thought doulas were fantastic and I thought oh this
is great. I had not heard of them until I worked at
[public hospital] but I have had a couple of good experiences
but more really negative experiences and now I can’t stand
them (Midwife).

Doulas noted that they often felt upset by the way they were
treated at births, and reported that sometimes midwives mistreat
or ignore them:

She [midwife] looked at me and pretty much told me to shut
up and said that she couldn’t listen to anything that I said y it
was just – they hated me (Doula).

Despite the conflict, both the midwives and doulas in the focus
groups saw the potential for collaboration. Midwives occasionally
praised the care that doulas provide:

I work with such a range of doulas. There’s some really great
doulas out there. They do the back rubbing and the pool filling
and they step back and let hubby do it, and afterwards they
come and help with baby settling techniques and all that kind
of stuff (Midwife).

Doulas, in turn, revealed that they are advocates for midwives
and feel disappointed for midwives that they cannot provide the
woman-centred care they want to:

We feel for midwives quite a bit actually. Here we are, the
home birthers, the primary people showing up at these rallies.
We do support the midwives. We understand that they are
bound by a system. We’re totally in support of them (Doula).

Doulas elaborated stating that they are really happy with the
new Australian Government maternity service reforms to be
implemented in 2010, giving midwives access to funding,
prescribing rights and insurance, as this would allow midwives
to provide continuity of care for women, expand woman’s birth
choices and potentially reduce interventions:

I think the new budget thing is going to mean that women who
are low-risk and don’t need obstetric involvement can get
through their pregnancy without obstetric involvement. For
any doula, that is fantastic news because that is going to
reduce risk of intervention (Doula).

Both doulas and midwives acknowledged that they strive for
the same outcome – the best for the woman and her infant. To
help facilitate a harmonious professional working relationship,
both midwives and doulas stated that they were eager to meet
with each other, with the aim of potentially reducing the conflict
between them:

Out in a community where there’s a high number of doulas
working and often at the hospital, you know, there potentially
might be some benefit of having some sort of interaction
between the staff (Midwife).

Midwives commented that conflict would be reduced further
with the regulation of doulas:

I’m very much in favour of regulating doulas. You have to do a
course to do it, but the course is set to a certain standard like a
university course would be. There’s a pass mark, but then you
have to be registered and then only those people can practice
as doulas (Midwife).
Discussion

During the study, it became evident that both the participating
midwives and doulas believed that the current Australian
maternity health-care system is failing women, and that doulas
are being employed by women because the broken maternity
system does not adequately meet their needs. Previous research
also suggests that a large percentage of Australian childbearing
women feel that they are given little or no choice in birth (Gamble
et al., 2007). Women who birth in hospital feel that they are
processed, and are not given the time they need to discuss issues
of importance (Finlay and Sandall, 2009). They report that health
professionals in the maternity system are not always sensitive to
their needs, that midwives are too busy, that they do not always
give helpful advice, and that they are sent home too early after the
infant is born (Brown et al., 2005). However, women reflect
positively about their care when they do happen to experience
continuity of midwifery care (Rowley et al., 1995; Brodie, 2002;
Brown et al., 2005; Hatem et al., 2008; Homer et al., 2008).

Doulas in the current study stated that women choose to
employ doulas because women do not have birthing choices in
the current health system. Australian maternity care is dominated
by a medicalised system that restricts women’s choices (Brodie,
2002). It is expected by health professionals that the patient will
submit to the health expert (Pairman et al., 2006). Additionally,
the current maternity system does not support normal physiolo-
gical birth (Keating and Fleming, 2009).

Doulas in this study reported that women were often not given
appropriate support and education, particularly with regards to
common childbirth interventions. They saw their role as often
compensating for this deficit in the maternity system, which also
led them to overstep their role boundaries according to the
midwives. Research indicates that women feel frustrated that
they are either not informed or only communicated the
bare amount of information about medical interventions
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(Maher, 2008). As doulas commented in this study, women are
unable to fully participate in birthing decisions if they are not
supported with appropriate education. Women want to be informed
so they can participate in decision-making during labour (Gamble
et al., 2007), and being informed is significant to how women
evaluate their birth experiences (Dahlen et al., 2010).

A recent systematic review concluded that ‘all women should
be allowed and encouraged to have support people with them
continuously during labour’ (Hodnett et al., 2007, p. 10). There is
no doubt that continuity of care has many benefits for the woman
and her infant, such as reduced analgesia/anaesthesia, less
instrumental and caesarean section births, and decreased nega-
tive birth experiences (Campbell et al., 2006; Hodnett et al., 2007;
Hatem et al., 2008; McGrath and Kennell, 2008; Nommsen-Rivers
et al., 2009). Despite this, continuity of care is generally not
accessible in mainstream Australian maternity systems
(Reid et al., 2007), with only 3–5% of women able to access
continuity of care with midwives (Homer et al., 2008; Dahlen,
2009). Although around 30% of Australian women can get
continuity of care in pregnancy and birth with an obstetrician,
they will be cared for by midwives not known to them in labour
and during the postnatal period (Laws and Hilder, 2008).

Continuity of midwifery care has been shown to work on a large
scale, and is therefore a feasible model for Australia. For the past two
decades, New Zealand has provided women-centred midwifery care
where most women are able to choose who will be their primary
carer for their birth (Pairman et al., 2006; New Zealand College of
Midwives, 2009). Over 78% of New Zealand women choose to have a
midwife as their primary carer, which entitles them to have publicly
funded care from the midwife from early pregnancy to six weeks
post partum (New Zealand College of Midwives, 2009). Women who
have this level of care do not need to birth in a hospital, and are
encouraged to birth wherever they feel comfortable (New Zealand
College of Midwives, 2009).

Whilst this may seem ideal, there are some barriers to
implementing this care in Australia. Midwives in Australia
do not have experience in all areas of midwifery care, and therefore
do not feel that they are currently able to provide this care (Brodie,
2002). Additionally, maternity care will have to change from being
medically dominant to woman centred (Homer et al., 2009).
Furthermore, the shortage of qualified midwives in Australia will
need to be addressed (Brodie, 2002).

Continuity of care was seen by doulas as a core part of their
role. It was apparent in this study that doulas provide continuity
of care in Australia because women do not get the benefits of this
care within the fragmented maternity care system. Doulas stated
that they aim to get to know the woman and her family, so they
can be provided with the best care possible. They also reported
that the continuity of care they provided had no time limits.
Midwives in the study said that they could not provide care
without time limits due to lack of staffing and the limited
availability of continuity of care models.

Doulas may be better advocates than midwives in the current
maternity care system because they are only accountable to the
woman, whereas midwives are also legally accountable to
the medicalised system, and are often not given time and the
opportunity to provide continuity of care (Rosen, 2004; Stein
et al., 2004; International Confederation of Midwives, 2005;
Kitzinger, 2008; Finlay and Sandall, 2009). Midwives have stated
that they occasionally have to fight the system to be the woman’s
advocate (Finlay and Sandall, 2009). Women in Australia and
midwives alike share the need for midwives to provide continuity
of care (Homer et al., 2009). Midwives feel trapped in the system
they are required to comply with, and feel confronted when they
give away their caring role to doulas (Buck and Bianchi, 2006;
Kitzinger, 2008).
Midwives in this study believed that doulas act as a barrier
between the woman and the hospital system. Some midwives feel
that, occasionally, doulas manipulate the woman into thinking
that midwives cannot be trusted. Midwives also stated that they
get frustrated when doulas overstep their role when they give
women medical advice, because they are not adequately qualified
to advise women about potential interventions. This resonates
with previous research which found that midwives believe doulas
work outside their scope of practice when they give medical
advice (Ballen and Fulcher, 2006; Green and Hotelling, 2009).
Gilliland (2002) noted that doulas should not give advice or share
their opinion on medical issues as they overstep their boundaries
if they are not qualified.

Despite the conflict, the findings of this research revealed the
potential for collaboration between midwives and doulas. Midwives
and doulas both commented that they could not understand why
there is conflict, because ‘y we are all trying to get the same
outcomey’. Midwives also stated that they appreciate doulas’ help
at times and believe that they provide great care. Ballen and Fulcher
(2006) supported these findings by stating that some midwives
recognised that doulas were helpful in meeting women’s needs.
They also stated that doulas also appreciate feedback and direction
from midwives (Ballen and Fulcher, 2006). Doulas in this research
noted that ‘we are great advocates of midwives’. They mentioned
that they feel for midwives because they know that midwives want
to provide holistic care, but recognise that they cannot in the current
maternity system. This mutual recognition provides hope that both
doulas and midwives can work collaboratively for the benefit of
childbearing women.

Implications for practice

As there is a need for doulas in Australia at the present time
due to an inadequate maternity care system, and given that there
may always be a demand for doulas, breaking down barriers
between midwives and doulas is essential. In this research, both
doulas and midwives identified that communicating with each
other would be a good step towards improving collaboration.
Some participants in the current study suggested that regular
formal or informal meetings would enhance relationships be-
tween midwives and doulas. Doulas recognised that midwives do
not fully understand the doula role, and said that meeting with
each other could improve their understanding.

Additionally, midwives in this study concur with observations
made previously suggesting that doulas should be regulated and
the role defined in order to better serve women and to potentially
reduce conflict between midwives and doulas (Bogossian, 2007).
However, regulating doulas may have a negative effect on the
relationship between doulas and the women they look after.
Doulas can, at times, be greater advocates for women because
they are only accountable to women and not a health service or
regulation authorities (Hodnett et al., 2007). However, regulation
may be necessary to safeguard women from people who claim to
be doulas even though they have had no training (Bogossian,
2007), or from doulas that step outside their role.

Future research

This study provides some insights into the role of a doula in
Australia. The participants in the study all came from the same
geographic area in New South Wales; therefore, the findings may
not be replicated in other settings and areas. Furthermore, only
midwives who have worked with doulas were interviewed, so the
midwives’ views in the research may not be congruent with the
views of other midwives and health professionals. Further
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research is needed to fully understand the role of a doula in
Australia. It would be important to involve midwives and doulas
from other geographical areas, particularly rural and remote areas
where women’s choices may be more limited. It would also be
valuable to obtain the views of childbearing women who choose
to be supported by a doula. Further research could also focus on
the use of doulas in culturally specific contexts. Doula care for
Indigenous women should be studied and considered for potential
benefits. These views would provide a more comprehensive
insight into the role of a doula.
Conclusion

This research is the first research undertaken that aims to
understand the role of a doula in Australia. Doulas are employed by
women to primarily ‘fill the gap’ in, ‘the broken maternity system’ in
Australia. When doulas provide continuity of care, midwives feel that
doulas are ‘taking our role’ because they are meant to be ‘with
women’. Despite the conflict, both midwives and doulas see the
potential for collaboration. The benefits of continuity of care are
strongly supported by research, and it is anticipated that this option
will be more available to women with the Australian Government’s
maternity service reforms. This could improve the childbirth
outcomes for both women and their infants, and would potentially
improve midwives’ satisfaction with work because they would be
able to provide the care they want to provide. However, despite these
reforms, doulas will continue to be hired by women in Australia;
therefore, it is important to improve collaboration between midwives
and doulas. Facilitating ways in which doulas and midwives can
meet regularly could be beneficial in improving collaboration. The
potential for regulating doulas needs to be examined further.
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