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Abstract

Birth doulas offer continuous physical, emotional, and informational support before,
during, and after birth. There is strong evidence of the maternal health benefits associated with
continuous labour support. Nurses are the most common intrapartum care provider and navigate
the overlapping labour support role with doulas. While there is evidence of mutual respect,
conflicts can occur with negative consequences. This study aimed to explore collaborative
practice between nurses and doulas from the perspective of intrapartum nurses in Ontario,
Canada. Thorne’s qualitative interpretive description (ID) methodology was used. Nurses
experienced in working with doulas were recruited via email invitations and postings on a
nursing online forum. Semi-structured 1:1 interviews were conducted with six nurses.
Experience ranged from 4 to 35 years across nine hospitals. Interviews were recorded and
transcribed verbatim. Data analysis was informed by the ID approach. Findings comprised two
main themes, each with four sub-themes. First, participants described influences on nurses’
readiness to collaborate with doulas. These influences include the culture clash between
medicalized and natural birth, support from management and hospital policies and previous
professional experiences. These led to the nurses’ approach, “it’s about the patient”. Second,
participants’ responses reflected a continuum of nurse-doula collaboration, beginning with being
open-minded, a necessity for getting on the patient’s team, building trust and working together
towards shared goals. These findings provide a framework for interventions to facilitate
collaborative practice, including in-service training and enactment of appropriate institutional
policies. Improved collaboration enhances both nurses’ and doulas’ practice while promoting

better childbirth outcomes.
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Chapter One — Introduction

It was just after 7:30am. The day shift had just begun. I had already seen two shift
changes, four nurses and three doctors, but I was not going home yet. As the doula, I was staying
with my labouring client no matter how many shifts went by. It had been a long night of induced
labour for my client and her partner. I had accompanied many families through this journey
before. This time, it was not the labour that particularly challenged my abilities. Rather, it was
being confronted with ambivalence or animosity before even having a chance to get out a “Hello,
my name is Gabriela. ’'m a DONA certified birth doula.” However, I was determined to be
professional, respectful, and work with the healthcare team as best as I could in caring for our
mutual client. Sleep deprived and hoping that the new day shift would bring a new friendly face,
the new day nurse brought relief and a fresh start. She was the breath of fresh air, the competent,
respectful, calm, and caring nurse we had been waiting for. As I left the room for a water refill,
the nurse found me and asked if the client and I had discussed how she wanted to push. It took a
moment for me to compute what was happening. The nurse actually wanted to work together and
know the client’s wishes! It was the first time a nurse had done this since we arrived. The first
time a nurse used me as a source of information to know more about the client’s wishes and the
first time a nurse had shown such an effort to collaborate. Perhaps it was the sheer exhaustion
that made this event stand out in my mind, but this interaction and working collaboratively with
this nurse for the duration of the client’s labour made me wonder what made this interaction so
positive? What made this nurse’s approach different?

I began to think through all my experiences of working with intrapartum nurses when I
accompanied my doula clients. During doula training, we learned about working with the

healthcare team. I searched the literature further for existing best practice recommendations. I



wanted to know if there was anything doulas and nurses did or could do that would facilitate
collaborative practice between nurses and doulas in the hospital setting. During this search, I
noticed that there were no existing peer-reviewed qualitative studies particularly looking into
nurses’ perspectives of working with doulas.

I was a registered nurse before becoming a doula. I went into doula training thinking that
it would add to my labour support skills, but it opened my eyes to the wealth of evidence
regarding the positive impact of doula support and made me passionate about advocating for
more widespread access to this evidence-based practice and raising awareness about the wealth
of supporting research.

Although I knew I wanted to pursue a master’s degree in nursing, I did not know that my
experience working as a birth doula in private practice would lead me to the future topic for my
thesis. I wanted to investigate the nursing perspective of working with doulas, since nurses are
the health professionals who spend the most time with women in labour in the hospital in North
America and work most closely with doulas (Zielinski et al., 2016). Furthermore, I had
experienced this collaboration from the doula perspective, but I had never experienced it as a
nurse working with a patient accompanied by a doula. I wanted to learn more about how nurses
work in collaborative practice with doulas and use these insights to inform best practice
recommendations and training for intrapartum nurses about working with doulas.

Research Problem

Intrapartum nurses have many responsibilities in providing holistic care to parturient
women and their families during labour and birth, including providing labour support. Birth
doulas’ primary function is to offer continuous physical, emotional, and informational support

before, during, and after birth. Doulas and nurses share the common goals of promoting quality



patient-centred care and optimal birth outcomes for mother and baby (Ballen & Fulcher, 2006).
The primary goal of nurses is to ensure the safety of mother and baby, while the primary goal of
doulas is to ensure that the mother feels safe and confident (Ballen & Fulcher, 2006). As nurses
are the most common intrapartum care provider, they face navigating this overlapping labour
support role with doulas (Ballen & Fulcher, 2006). While there is evidence of mutual respect as
well as doulas and nurses having mostly positive attitudes towards each other (Eftekhary et al.,
2010; Roth et al., 2016), conflicts can occur in the hospital setting with negative consequences
(Eftekhary et al., 2010; Neel et al., 2019; Roth et al., 2016). There are many evidence-based
benefits of birth doula support for maternal and neonatal outcomes, such as shorter labours,
increased spontaneous vaginal delivery, decreased caesarean section and instrumental birth and
more positive view of the birth experience (Bohren, et al., 2017). It is also important to consider
the consequences of interprofessional conflict between doulas and nurses on parturient women,
which are notably the resulting; (a) maternal physical stress response and its effect on labour
progress and fetal wellbeing; (b) the patients’ compromised trust in the healthcare team, making
care delivery more difficult and negatively colouring patients’ perceptions of interactions with
healthcare team members; and (c) the increased likelihood of a more negative view of the birth
experience (Eftekhary et al., 2010; Papagni & Buckner, 2006). In view of the research supporting
the benefits of birth doula support and the noted consequences of interprofessional conflict, there
is a need to investigate this issue in greater depth to inform best practices, in order to facilitate
and promote greater collaborative practice between nurses and doulas in the intrapartum hospital
setting. Previous research has explored the perspectives of healthcare providers (HCPs) on
working with doulas; however, they have not specifically focussed on the nursing perspective

(Akhavan & Lundgren, 2012; Klein et al., 2009; Lucas & Wright, 2019; Neel et al., 2019;



Stevens et al., 2011). The qualitative study presented here seeks to fill this knowledge gap and
focus on the perspective of nurses as they are the HCPs who spend the most time with labouring
parturient patients in the hospital setting (Zielinski et al., 2016) and therefore spend the most
time working directly with the accompanying birth doula.
Research Purpose
The purpose of this study is to explore collaborative practice between intrapartum nurses
and birth doulas in the hospital setting from the perspective of nurses.
Research Objectives
Within the intrapartum hospital setting in Ontario, Canada:
1- To illustrate intrapartum nurses’ descriptions of collaborative practice with birth doulas.
2- To examine how nurses learn to work in collaborative practice with doulas.
3- To describe the contextual factors that influence collaborative practice between nurses
and doulas, from the perspective of nurses.
4- To inform nursing best practices for working with patients who are accompanied by their
doulas.
Implications for Nursing
With this study, I aimed to explore and further understand collaborative practice between
nurses and doulas in the intrapartum hospital setting from the perspective of nurses. The findings
from this study will provide valuable insights from the individuals involved. The resulting
interpretive description of how nurses and doulas work together in the hospital setting, including
determinants that influence collaborative practice, can be used to inform interventions to
promote greater collaborative practice between nurses and doulas (Duggleby et al., 2020). This

serves as a step towards ensuring that nurses are better prepared to work with doulas, and



parturient women accompanied by a doula can enjoy the full benefits of the support provided by
their doula and their intrapartum nurses.
Clarification of Terms and Concepts
Collaborative Practice

In this thesis, “collaborative practice” refers to the way nurses, doulas, and other HCPs
with different backgrounds can work together to provide optimal care to patients, families and
communities and improve outcomes (World Health Organization, 2010, p.7). In the Framework
for Action on Interprofessional Education and Collaborative Practice, by the Health Professions
Networks Nursing and Midwifery Office within the Department of Human Resources for Health
of the World Health Organization (WHO), the authors further explain that collaborative practice
“allows health workers to engage any individual whose skills can help achieve local health
goals” (World Health Organization, 2010, p. 7). This goes beyond the actions of individual HCPs
and ultimately strengthens health systems (World Health Organization, 2010). It involves
interprofessional education, “supportive management practices, identifying and supporting
champions, the resolve to change the culture and attitudes of health workers, a willingness to
update, renew, and revise existing curricula, and appropriate legislation that limits barriers to
collaborative practice” (World Health Organization, 2010, p. 7). The authors note that these
individual components are different in each health system and need to be selectively applied and
adapted to the unique local or regional context to be most effective (World Health organization,
2010, p.7). An initiative that was effective in one context may not be applicable to another region

with different characteristics even if the needs are similar.



Intrapartum Hospital Setting

The “intrapartum hospital setting” is used to encompass all in-hospital birthing units no
matter their given name, such as family birthing centres, labour and delivery unit, and mother-
child continuum care units. In Ontario, the Provincial Council for Maternal and Child Health
(PCMCH) has outlined three levels and lettered subcategories to categorize hospital birthing
units based on the minimum required care capabilities of the facilities, including availability of
particular services, such as 24-hour availability of obstetricians for complex cases, as well as
restrictions and guidelines to indicate when a higher level of care is required (2013). Level I
facilities provide only low risk maternal and neonatal care for gestational ages 36 weeks and
above (Provincial Council for Maternal and Child Health, 2013). Level II facilities provide low
to moderate risk maternal and neonatal care with three subcategories which have additional
capabilities to provide progressively higher risk care, up to a minimum of 30 weeks gestational
age (Provincial Council for Maternal and Child Health, 2013). Level III facilities have high risk
maternity and neonatal capabilities and cope with births at any gestational age (Provincial
Council for Maternal and Child Health, 2013).
Terms Referring to the Birthing Person

Several terms are used to refer to the birthing person throughout this thesis. These include
birthing person, woman, parturient, patient, client, and mother.
Doulas

Doulas discussed in this thesis are considered doulas as they were identified as such by
the nurses who worked with them. It is unknown what type of training or certification these
doulas may have. This heterogeneity and uncertainty of training is reflective of the Canadian

practice context, as doulas are not regulated in Canada and doulas can work in several hospitals



with staff that are unfamiliar with their professional backgrounds (de Carvalho Leite &
Higginbottom, 2017).
Labour Support

Labour support includes emotional support (continuous presence, words of
encouragement and reassurance), physical support (suggested position changes, massage,
acupressure, warm compresses, warm bath or shower and other hands on non-pharmacologic
comfort techniques), advocacy (helping the birthing person communicate their wishes) and
informational support (helping the birthing person get the information needed to make informed
choices and keeping them informed of labour progress) (Bohren et al., 2017) .
Midwives

Midwives discussed in this thesis are healthcare professionals funded by the government
of Ontario to provide primary care to pregnant women and their newborns throughout pregnancy,
labour, birth and the first six weeks postpartum (Association of Ontario Midwives, 2021).
Women who choose to give birth with midwives in Ontario can choose to give birth at home, at a
birthing centre (in some cities where they are available), or in the hospital where the midwife has
privileges (Association of Ontario Midwives, 2021). Midwives are experts in low-risk pregnancy
and birth (Association of Ontario Midwives, 2021). If complications occur, midwives can
consult or transfer care to a physician as needed according to guidelines set by the College of
Midwives of Ontario and the Midwifery Act 1991 (Association of Ontario Midwives, 2021;
College of Midwives of Ontario, 2020). Midwives continue to support their clients even after
transfer and can resume care if the situation allows (Association of Ontario Midwives, 2021).

Midwives are not doulas. Some may have taken doula training and can offer diverse comfort



measures, but their role is that of a primary care provider (Association of Ontario Midwives,
2021).
Thesis Chapters

This traditional style monograph thesis contains five chapters describing the qualitative
study undertaken. This first chapter presents the research problem, purpose, and objectives, as
well as implications for nursing and a clarification of terms and concepts used throughout this
thesis. Chapter Two contains background information on the role of birth doulas, continuous
labour support (CLS) provided by doulas and nurses and its benefits, as well as a review of the
literature regarding nurses and doulas working together in the hospital setting and their attitudes
towards each other. Chapter Three describes the research methodology used in this study.
Chapter Four describes the study findings; specifically, the themes identified from the analysis of
the participant interview data are explained. Chapter Five presents a discussion of how the
research findings add to the existing literature and considers implications for nursing education,

practice, policy, and research.



Chapter Two — Literature Review

This chapter presents a review of the literature on nurses and doulas working together in
collaborative practice in the intrapartum hospital setting and their attitudes towards each other.
The chapter begins with an overview of the roles of intrapartum nurses and doulas in the
provision of labour support, followed by the literature on the benefits of continuous labour
support (CLS), how CLS works to improve outcomes, as well as an examination of the
similarities and differences between the CLS provided by intrapartum nurses and doulas. The
chapter concludes with a review of the existing literature on nurses and doulas working together
in the intrapartum hospital setting.
Role of Intrapartum Nurses

Throughout history, women have been supported by women through labour; however,
when birth was moved from the home to the hospital in North America in the 1900s and became
dominated by male physicians, the tradition of having a female lay birth companion was lost (de
Carvalho Leite & Higginbottom, 2017). Partners and families were dismissed to the waiting
room during this time and were gradually allowed back into the birthing room beginning in the
1980s (The Vanier Institute of the Family, 2017). Today, in Canada, most births, approximately
98%, occur in hospital (Statistics Canada, 2019). Nurses are the most common maternity care
provider and spend the most time with the parturient patient during in-hospital labour (Zielinski
et al., 2016).
Characteristics of the Labour Support Provided by Intrapartum Nurses

In their position statement, Continuous Labour Support for Every Woman, the
Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) described

intrapartum nurses as “[integrating] nursing theory with knowledge and clinical expertise to
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provide individualized, patient-centered care for each woman in labor and [coordinating] the
woman’s support team in accordance with institutional policies to ensure a safe birth.”
(Association of Women’s Health, Obstetric and Neonatal Nurses, 2018). The AWHONN further
asserted that “care and support during labour are powerful nursing functions” (Association of
Women’s Health, Obstetric and Neonatal Nurses, 2018). In North America, almost every
birthing person has an intrapartum nurse who is responsible for their holistic care during labour
and birth (Zielinski et al., 2016). Labour support provided by nurses has been described in four
categories: physical, emotional, instruction/informational, and advocacy (Adams & Bianchi,
2008). The support and guidance provided by nurses to labouring women have the potential to
influence the progress of labour and maternal and newborn outcomes (Adams & Bianchi, 2008).
For instance, nurses can guide the birthing person in the use of movement and frequent position
changes to facilitate comfort and the progress of labour.

In their meta-analysis of women’s experiences of CLS during childbirth, Lunda et al.
(2018) noted that women most value the emotional support provided by nurses. When nurses
provide support in a way that offers encouragement and respects the birthing person’s feelings
and choices for labour and birth, this positively affects her birth experience (Bohren et al., 2019;
Declercq et al., 2014; Low et al., 2006; Papagni & Buckner, 2006). Women also remember when
nurses make comments that are not helpful or demonstrate disapproval of their choices,
negatively influencing their birth experience (Declercq et al., 2014; Papagni & Buckner, 2006).
Lunda et al. (2018) explained that “kind-heartedness and sincerity from the support person
facilitated the development of a trusting relationship with the birthing person” (p.9) and good

interpersonal relationships promoted positive experiences and enhanced the birthing person’s
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self-confidence and trust in their support persons, including nurses. Mothers want a constant
presence and value companionship in labour (Lunda et al., 2018).

Nurses also support women and families during the vulnerable time of labour and birth
by acting as their advocate (Adams & Bianchi, 2008; Zielinski et al., 2016). Adams and Bianchi
(2008) described five components within intrapartum nurses’ advocacy role. “Conveying
Respect” (p.112) included providing complete information, “ensuring privacy, protecting
modesty, providing non-judgmental care, and protecting client rights” (p.112).
“Acknowledgement of Mother’s Expectations” (p.112) encompassed listening to the birth
person’s wishes, encouraging them to vocalize both positive and negative emotions, facilitating
informed decision making by giving evidence-based information, and being aware of one’s own
personal views (Adams & Bianchi, 2008). For example, the nurse can communicate the patient’s
wishes to other team members and negotiate on the patient’s behalf or remind a provider of the
patient’s wishes as needed (Adams & Bianchi, 2008). Nurses engage in “conflict resolution”
(p-112) and help to de-escalate stressful situations and mediate conflicts between family
members by using problem-solving behaviours (Adams & Bianchi, 2008). Adams and Bianchi
(2008) also included “partner care” in the nurse’s advocacy. Although the birthing person’s
needs are the priority, it is also the intrapartum nurse’s role to assess the partner’s expectations
and facilitate discussion if these conflict with the birthing person’s wishes (Adams & Bianchi,
2008). The intrapartum nursing role in providing labour support is varied. Although it is key, it is
only one of many responsibilities nurses fulfill in providing holistic care to parturient women and

their families during labour and birth.
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Factors Influencing Nurses’ Providing Labour Support

Individual and institutional factors can constrain nurses in their ability to provide CLS to
the birthing person (Aschenbrenner et al., 2016; Payant et al., 2008; Roth et al., 2016). These
include medicalized birth environments where continuous electronic fetal monitoring and other
routine intervention protocols reduce the time available for one-to-one labour support, lack of
labour support training, understaffing, covering for other nurses on break, and non-nursing
duties, such as checking equipment, as well as the belief that a patient with an epidural or a
supportive partner does not need the additional labour support from the nurse (Ballen & Fulcher,
2006; Payant et al., 2008). Lunda et al. (2018) explained that “irrespective of all the benefits,
continuous labour support is not universally implemented probably due to a high rate of utilising
medical interventions, such as epidural anesthesia in hospital settings” (p.1-2; Bianchi & Adams,
2004). Observational studies of nurses working in hospital birthing units have shown that 6.1%
to 31.5% of nurses’ time is spent providing labour support, while the rest of their time is
dedicated to other patient-related activities, such as administering medications, monitoring the
wellbeing of mother and baby, documentation and conferring with other HCPs (Gagnon &
Waghorn, 1996; Gale et al., 2001; Miltner, 2002).

Furthermore, Payant et al. (2008) noted that “perceived subjective norms may be a
crucial element influencing nurses’ intentions to provide labor support” (p.411). The culture of
the unit could be an expectation that nurses should spend more time providing one-on-one care
or conversely there may be a social pressure for nurses not to provide CLS to patients, especially
those with an epidural, and instead contribute to covering for nurses going on break or other
duties on the unit (Payant et al., 2008). There may also be an emphasis on the prioritization of

managing technologies, such as central continuous electronic fetal monitoring or intravenous
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pumps, over providing one-to-one labour support (Payant et al., 2008). Lunda et al. (2018)
explained that over the last three decades, the adoption of more medical technologies has led to
HCPs spending more time managing technologies and implementing routine interventions than
offering CLS. In addition, from their focus groups with intrapartum nurses on delayed,
unfinished and missed nursing care during labour and birth, Simpson and Lyndon (2016) noted
that although nurses consider labour support a significant part of their role, the technical aspects
of their role take precedence over providing emotional, physical and informational support when
their unit is understaffed. Nurses’ ability to provide CLS one-to-one highly depends on
institutional factors facilitating and supporting this practice (Bohren et al., 2017; Bohren et al.,
2019; Lunda et al., 2018; Payant et al., 2008; Simpson & Lyndon; 2016).

The noted shift to hospital birth with less priority given to providing CLS and intermittent
support as the expected norm has left many parents with feelings of isolation and psychological
stress (Genesoni & Tallandini, 2009). Consequently, over the last thirty years, there has been an
increasing demand for labour support professionals, doulas, who provide CLS and who are
independent from the hospital system and are therefore unconstrained by other tasks and
institutional protocols (Papagni & Buckner, 2006; Steel et al., 2015). Thus, there has been the
emergence of this historical birth practice in a new form through the professionalization of
doulas. Today, when labouring women are accompanied by a doula in the hospital, ideally, the
doula and the nurses work closely together in caring for their client with mutual respect and
appreciation for each other’s complex skills, to reach the common goals of ensuring quality
patient-centred care and optimal birth outcomes for mother and baby (Ballen & Fulcher, 2006;

Gilliland, 2011). This collaboration can be seamless; however, in some cases, conflict can occur
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between these two professionals with detrimental consequences for the patient (Bohren et al.,
2019; Eftekhary et al., 2010; Neel et al., 2019; Papagni & Buckner, 2006; Roth et al., 2016).
The Role of Doulas

What Is a Doula?

Doula is a Greek word meaning “a woman caregiver of another woman” (Scott et al.,
1999, p.1054). The term, doula, was first popularized by anthropologist Dana Raphael in her
book The Tender Gift: Breastfeeding (1973) to describe women who assisted new mothers from
pregnancy through the transition to mothering their newborns. Raphael (1973) primarily
described the doula’s postpartum role in caring for new mothers by cooking, caring for other
children, holding their new babies and providing companionship. The doula could be anyone
who could assist the mother through this period of transition from childbearing to confident
mothering, such as a neighbour, friend or family member. Raphael (1973) emphasized the social
support needed during this time of transition, in particular for breastfeeding. Later studies, such
as the seminal work of Sosa et al. (1980), discussed below, went further to describe and
investigate the labour and birth support provided by doulas as well.

In recent years, doulas have moved from being an ancient practice where lay persons
provided support to mothers in labour to a new concept where expectant families looking for
additional support can pay trained doulas to provide continuous support before, during and after
birth, including CLS during labour and birth (Steel et al., 2015). Some authors have suggested
that the professionalization of doulas has resulted from parents looking for continuity of care
from a person that they have known throughout their pregnancy and birth, a model of care which
is difficult to find in modern hospital-based maternity care (Dahlen et al., 2011; Steel et al.,

2015).
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Steel et al. (2015) argued that the term “lay person” which has traditionally been used to
describe doulas may not reflect modern doula care. Modern doula care is knowledge-based and
doulas follow vocational training before working with expectant families (Steel et al, 2015).
Doulas may also continue their professional path by pursuing certification from a particular
doula training organization. Steel et al. (2015) explained that due to its traits, modern doula care
can be identified as a profession. Furthermore, they asserted that the increasing availability of
doula training is further evidence of this professionalization (Steel et al., 2015). Other authors
have described doulas who have completed specific doula training as paraprofessionals, since
they work closely alongside healthcare professionals (Lantz et al., 2005). Although several
authors have discussed the professionalization of doulas, this process is ongoing.

Doulas are not a regulated profession in Canada (de Carvalho Leite & Higginbottom,
2017); however, there are many certifying organizations with which doulas can choose to
affiliate, such as Doulas of North America (DONA) International (Ahlenmayer & Mahon, 2015;
Roth et al., 2016). Founded in 1992 by Penny Simkin, Dr. John H. Kennel, Dr. Marshall Klaus,
Phyllis Klaus and Annie Kennedy, several of whom authored the seminal work on the effects of
CLS, DONA International is now one of the most well-known and respected doula training
organizations in the world (DONA International, 2020a). Many studies on doulas have been
conducted with doulas trained and certified by DONA International, since they have standard
training requirements and published standards of practice and a code of ethics (DONA
International, 2020b). DONA has been a leader in raising public awareness about the role of
doulas and even lobbied for the inclusion of the word “doula” in dictionaries around the world
(DONA International, 2020c). DONA International (2020d) defines a doula as: “a trained

professional who provides continuous physical, emotional and informational support to a mother
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before, during and shortly after childbirth to help her achieve the healthiest, most satisfying
experience possible”. In today’s unregulated context, it is important to remember that the use of
the doula title does not automatically indicate that an individual is a trained doula or has any
training in labour or postpartum support.
Research about Doulas and the CLS They Provide

There has been increasing interest, in recent years, to investigate the role of doulas and
the benefits of the support they provide (Steel et al., 2015). Steel et al. (2015) sought to critically
appraise the existing published research regarding all aspects of “trained” and “professional”
doulas, citing that “there is a need to examine formally trained and professional doulas as a
discrete health provider group” (p.227). The authors explained that previous reviews on the
benefits of CLS have included trained doulas but have not specifically selected studies which
investigated trained doulas exclusively (Steel et al., 2015). For the purpose of their review, Steel
et al., (2015) defined doulas as “an individual who has undergone training and established a fee-
for-service agreement with a woman to provide doula care during the antenatal, intrapartum
and/or postnatal period, and this distinguishes from individuals providing untrained, informal or
non-specific continuous labour support” (p.226). Steel et al. (2015) identified 48 articles
published between 1980 and 2013, which met their inclusion criteria, and of these, 28 articles
were published between 2007 and 2013. The authors grouped these articles into four themes of
research: workforce and professional issues, trained doula’s role and skills, medical outcomes of
trained doula care, and social outcomes of trained doula care (Steel et al., 2015). The first study
they identified, published in 1980, was Sosa et al.’s seminal work on the effects of CLS on birth
outcomes. Sosa et al. (1980) investigated the effects of the presence of a “supportive lay woman

(“doula”)” (p.597) on the labour outcomes and mother-infant bonding behaviours of women who
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would have otherwise laboured alone in a hospital in Guatemala. This was at a time when family
members and partners were not universally permitted into the labour and delivery suites in
hospitals, as is the more common policy today.

Since Sosa et al.’s (1980) study, many more researchers have turned their attention to the
study of lay birth companions, and more recently to trained birth doulas in contexts where they
are present in addition to nurses, midwives, partners, other family members or friends and not
instead of this support; thereby providing evidence of the added benefit of doula support in
addition to the existing support team (McGrath & Kennel, 2008). Steel et al. (2015) noted that
researchers are shifting their attention to the study of trained doulas and the doula model of care.
The authors also identified several gaps in the literature on doulas that could benefit from further
research (Steel et al., 2015). Of note, the authors identified the need to further explore the
perspectives of maternity healthcare providers regarding trained doula care.

Additionally, doula research may also be gaining academic attention because of evolving
maternity care practice and dominant birth culture (Steel et al., 2015). The legalization and
regulation of midwifery in Ontario with the establishment of the College of Midwives of Ontario
on January 1, 1994, subsequent to the Midwifery Act (1991), is perhaps another change that has
led to increased interest in the effectiveness of continuity of care and CLS (College of Midwives
of Ontario, 1994; Midwifery Act, 1991). Other regulatory professional bodies, such as the
Society of Obstetricians and Gynecologists of Canada (SOGC), have progressively published
recommendations focussed on patient-centered care, emphasizing physiologic birth, and
acknowledging the holistic needs of parturient women (American College of Obstetricians and

Gynecologists & Society for Maternal-Fetal Medicine, 2014; Lee et al., 2016; Liston et al.,
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2007). Furthermore, these policies have brought forward models of maternity care that encourage
interprofessional collaboration to optimize birth outcomes and foster positive birth experiences.

The Benefits of Continuous Labour Support Provided by Doulas. Continuous labour
support (CLS) provided by doulas has many benefits for parturient women (Bohren et al., 2017;
Campbell et al., 2006; Fortier & Godwin, 2015). The focus of many studies has been the effects
of CLS provided by lay birth companions or trained doulas; however, Steel et al. (2015)
highlighted that the evaluation of the effects of trained doula support on birth outcomes has not
used consistent definitions of the trained doula support (Steel et al., 2015). The lack of a
consistent conceptual definition of doula support has made it more difficult to decipher how CLS
provided by a trained doula affects birth outcomes compared with other providers of CLS, such
as, nurses, partners, or friends with a few hours of labour support training. It is important to keep
this conceptual ambiguity in mind and critically appraise the published research on CLS
provided by doulas versus CLS or intermittent labour support from other providers.

Fortier and Godwin (2015) performed a meta-analysis of the impact of CLS provided by
trained doulas on specific birth outcomes. The authors included five randomized controlled trials
which met their methodological quality criteria (Fortier & Godwin, 2015). They concluded from
their analysis that women who were deemed as having a low-risk pregnancy, who delivered at
term and who were accompanied by trained doulas, were less likely to have a caesarean section
and less likely to have an instrumental delivery compared to women who were not accompanied
by trained doulas in labour and received standard care.

Campbell et al. (2006) performed a randomized controlled trial where women in the
intervention group were offered to choose a female friend or family member to follow two 2-

hour sessions of doula labour support training based on DONA International training in order to
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continuously support the parturient woman during labour. The participants were all nulliparous
women with low-risk pregnancies (Campbell et al., 2006). Although this study evaluated the
effect of CLS provided by a friend or family member trained in labour support rather than a
trained doula, the continuous aspect of the support remains. The authors found that compared to
the women who were not accompanied by a trained labour companion, the women who were
accompanied by their trained friend or family member experienced significantly shorter labours,
had greater cervical dilation at the time of epidural analgesia and their babies had higher APGAR
scores at 1 and 5 minutes of life (Campbell et al., 2006).

An updated Cochrane review on the benefits of CLS, included 26 trials which
demonstrated CLS as an effective intervention to improve maternal and neonatal birth outcomes
(Bohren et al., 2017). The authors defined CLS as continuous provision of labour support
“provided at least in early labour (before 6 cm dilation) or within one hour of hospital admission
(for admission with greater than or equal to 6¢cm dilation), through until at least the birth, and
provided by a person whose sole responsibility is to provide support to the woman, as
continuously as practical in a given context” (Bohren et al., 2017, p.11). The benefits of CLS
include, but are not limited to, shorter labours, increased spontaneous vaginal delivery, decreased
caesarean section and instrumental birth, and decreased use of analgesia, such as an epidural
(Bohren et al., 2017). Also, neonates have higher APGAR scores at five minutes of life, women
are more likely to view their birth experience positively, and no harms have been reported
(Bohren et al., 2017). This review included studies in which the provider of the CLS
encompassed friends, family, healthcare providers and trained doulas. In their conclusions, the

authors indicated that CLS was most effective when provided by someone outside the mother’s
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social circle, who was not a member of hospital staff, and who was trained in labour support,
such as a doula (Bohren et al., 2017).

Further studies have evaluated the effect of doula support for marginalized or vulnerable
groups. In addition to the aforementioned benefits, women living with low-income who have
doula support have been found to have higher rates of breastfeeding initiation and maintenance at
six weeks postpartum compared to those without doula support (Kozhimannil et al., 2013;
Nommsen-Rivers et al., 2009). Thurston et al. (2019) reported that women living with low
resources who were supported by doulas were less likely to have epidural analgesia, less likely to
have a c-section and were ten times more likely to initiate breastfeeding compared with the
outcomes of all Medicaid births in the same county in Alabama.

Several studies have investigated the impact of community-based doula programs
specifically for childbearing adolescents. Although each program is unique, these programs share
certain common elements. They each include one or more prenatal meetings, CLS for labour and
birth and one or more postpartum meetings (Everson et al., 2018; Gruber et al., 2013; Hans et al.,
2013). Women who have been accompanied by doulas in these programs have been found to be
less likely to have a low birth weight or premature baby, less likely to experience a birth
complication for mother or baby (Gruber et al., 2013), including being less likely to have a c-
section, as well as being more likely to initiate breastfeeding than those who did not have doulas
(Everson et al., 2018). Gruber et al. (2013) suggested that the doula-supported mothers had a
greater sense of self-efficacy regarding their ability to impact the outcomes of their pregnancy
thanks to the emotional and informational support provided throughout the pregnancy. Hans et
al. (2013) also noted that doula-supported mothers engaged in more positive mother-infant

interactions. Mothers responded more quickly to their child’s distress and they were less likely to
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hold parenting attitudes associated with child maltreatment and poor development (Hans et al.,
2013). Hans et al. (2013) noted that “the community doula model holds promise as an evidence-
based practice to promote positive parenting attitudes and behavior” (p.453).

How does CLS provided by doulas work to improve outcomes? Many studies on CLS
have grouped together CLS provided by various people including nurses, midwives, friends,
family and doulas in their study design or review of CLS research (Bohren et al., 2017).
However, in their Cochrane review, Bohren et al. (2017) noted that the effects of CLS were most
effective when provided by a trained person from outside the birthing person’s social circle and
not a member of hospital staff. Many researchers have pondered the question why doulas have
such a positive effect on obstetric and neonatal outcomes (Gilliland, 2011). Penny Simkin
(2018), one of the founders of DONA International and a well-known figure in the birthing
community, tried to address this phenomenon by inquiring, “What is it about the doula that
improves outcomes more than any other person who provides labour support?” (p.8). She
explained that “the doula offers a unique form of labour support that is distinctly different from
the care provided by midwives, nurses, or birth assistants” (Simkin, 2018, p.9). Simkin (2018)
highlighted three differences between doulas and nurses or midwives:

1. Doulas have no clinical role and they do not perform any clinical tasks or assessments.

2. Doulas are with the woman continuously from early labour until an hour or two after the
birth (with the exception of bathroom breaks); therefore, they are able to observe the
labour progress as well as the behaviours and emotional state of the labouring person and
the others present and change their approach as needed. They are not constrained by other

duties and are not responsible for implementing unit protocols or policies.
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3. Doulas tailor their approach to “match the mood” (p.10) of the labouring person and
communicate with them in a variety of ways. Doulas are aware of their clients’ birth
preferences prenatally as well as their changing needs in the moment and are also aware
of the greater environment, labour progress, interactions among the staff present and
other companions and how these may affect the labouring person.

Although the exact mechanism by which doula support improves birth outcomes has yet
to be identified, it is recognized that the birthing person’s emotional state can have a significant
effect on her labour (Buckley, 2015; Gilliland, 2011; Simkin, 2018). Simkin (2018) and Bohren
et al. (2017) have offered several possible explanations. Simkin (2018) proposed that when
doulas are present during labour, the flow of oxytocin is promoted. She explained, “When in
labour, women deal with intense emotions, along with physical sensations of pain and extreme
effort” (Simkin, 2018, p.9). The doulas’ non-clinical role facilitates the physiologic birth process
by ensuring the labouring mother feels safe and competent, so she can let go and follow her
labouring instincts, thereby optimizing the hormones needed for labour progress (Simkin, 2018;
Buckley, 2015). Doulas are a continuous supportive presence, offering calm reassurance,
encouragement, using a soothing tone, mirroring confidence, encouraging the labouring woman
to vocalize along with her, rocking silently with her, holding her, using touch and massage, and
using various techniques to match the labouring woman’s rhythm (Simkin, 2018). This
facilitated flow of oxytocin causes more effective contractions, more spontaneous births and
primes parents into an optimal state to bond and care for their newborn. Simkin (2018) further
explained,

[if] the labouring woman feels ‘unsafe’ — from being ignored, criticized, distracted, or

treated disrespectfully — or if problems develop for mother or baby — she may be too
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frightened or distressed to release control. This can lead to ‘fight or flight’ mode, which

causes release of high levels of stress hormones (epinephrine, norepinephrine, and others)

that may interfere with oxytocin production, labour progress, and fetal wellbeing (p.9).
This is physiologic response to stress in labour is also described by Bohren et al. (2017) and
Buckley (2015). The doulas’ CLS helps to reduce these stress hormones, so labour is less likely
to slow down and risk of maternal and fetal distress decreases (Simkin, 2018). Doulas also
encourage the use of movement and position changes which facilitate fetal descent and labour
progress (Simkin, 2018). Gilliland (2011) counselled that greater understanding of the complex
emotional support and the mother-doula relationship may further elucidate how doulas and the
CLS they provide contribute to improved outcomes for mothers and their infants.

Bohren et al.’s (2017) systematic review on the effects of CLS also identified these
possible mechanisms. They explained that in modern obstetric care, women are often cared for
by unfamiliar staff and are required to give birth in an unfamiliar environment where they are
subject to the influences of the particular environment, such as high rates of routine interventions
and a lack of privacy, which can affect the birth experience and maternal and newborn outcomes
(Bohren et al., 2017). They concluded that CLS may help to mitigate these sources of stress
during labour (Bohren et al., 2017). Furthermore, Bohren et al. (2017) noted that CLS can reduce
the cascade of interventions that occurs when one initial, perhaps routine, intervention leads to a
second co-intervention meant to reduce the adverse effects of the first intervention. However,
this second intervention then leads to a third intervention which carries its own risks, and the
cascade can continue on further (Bohren et al. 2017). Bohren et al. (2017) discussed the example

of epidural analgesia and the role of CLS in reducing the need for epidural analgesia which can
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then reduce the need for other interventions, such as, continuous electronic fetal monitoring,
augmentation with intravenous oxytocin, medications for hypotension, and instrumental delivery.
Following their systematic review of CLS published in 2017, Bohren et al. (2019)
performed a qualitative evidence synthesis of perception and experiences of labour
companionship, including 27 studies with lay companions, such as partners, as well as 23 studies
with doulas, as defined by DONA International (2020d). This review had three main objectives.
First, “to describe and explore perceptions and experiences of women, partners, community
members, healthcare providers and administrators, and other key stakeholders regarding labour
companionship” (Bohren et al., 2019, p. 3). Second, “to identify factors affecting successful
implementation and sustainability of labour companionship” (Bohren et al., 2019, p.3). Third, to
enhance understanding of the results from the previous systematic review on CLS (Bohren et al.,
2019). As part of the evidence synthesis to address the third objective, the authors developed a
logic model demonstrating a possible chain of events to explain how CLS and the actions of the
mitigating factors identified in this most recent review led to the identified improved birth
outcomes. Bohren et al. (2019) ultimately identified ten themes, divided into three major
categories. The first category illustrated “factors affecting implementation” (Bohren et al., 2019,
p.21). This included HCPs’ and women’s awareness of CLS and acknowledgement of its
benefits, as well as highlighted that labour companionship is sometimes viewed as less important
and deprioritised due to limited resources (Bohren et al., 2019). “Creating an enabling
environment” (Bohren et al. 2019, p.21) underlined the necessity of institutional or unit policies
that allow for the presence of labour companions. With regard to “Training, supervision and
integration with [the] care team” (Bohren et al., 2019, p.21), the authors noted that some doulas

expressed that they were sometimes ignored by HCPs or were not adequately involved in
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collaborative care and decision-making and felt that HCPs saw them as “working outside the
medical system, and were not considered to have valuable knowledge about a woman’s labour
progress” (Bohren et al., 2019, p.22). Bohren et al. (2019) explained that HCPs worked well with
labour companions when they were well integrated into the model of care, but they could be
perceived as an additional burden if the HCPs had to manage their presence and provide
direction and support, or if the companion interfered with the care process. In the second
category, Bohren et al. (2019) echoed the four components of labour support provided by doulas
in describing the role of labour companions: informational support, advocacy, practical support
(physical support), and emotional support. In the final category, the authors delved into
women’s, male partners’ and doulas’ experiences of labour companionship.
Birth Doula Use in North America

Several maternity healthcare professional associations have published statements in
support of CLS and have outlined the benefits of CLS provided by doulas in practice guideline
publications (American College of Obstetricians and Gynecologists & Society for Maternal-Fetal
Medicine, 2014; Lee et al., 2016; Liston et al., 2007). See appendix B for details. Although the
benefits of CLS provided by a person trained in labour support are well documented, CLS
provided by doulas is often the exception rather than the norm (Bohren et al., 2017). The
Canadian Hospitals Maternity Policies and Practices Survey (2012) administered by the Public
Health Agency of Canada included data from 234 hospitals across Canada. In this survey, 87%
of hospitals reported that very few patients hired doulas, and the remaining 13% responded that a
minority of patients employed doulas (Hanvey et al., 2012). In the United States, only 6% of
women reported engaging doulas (Declercq et al., 2014). There are several barriers to access to

doula care noted in the literature. These include the cost of services (Lantz et al., 2005; Strauss,
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et al., 2015; Strauss et al., 2016), lack of knowledge of doula services and their benefits by
patients and care providers, as well as lack of doula availability in certain geographic locations,
such as rural areas, and lack of cultural diversity within the doula profession (Kozhimannil et al.,
2014). Kozhimannil et al. (2014) noted that “most doulas are white upper-middle class women
serving other white upper-middle class women™ (p.3). The lack of public healthcare coverage for
doula services and the lack of diversity within the doula workforce makes doula support even
less accessible for underrepresented and less privileged groups that could most benefit from
doula support and working with a doula who speaks their language or shares their cultural
background (Kozhimannil et al., 2014).

Additionally, Strauss et al. (2016) suggested that “because the benefits are particularly
significant for those most at risk of poor outcomes, doula support has the potential to reduce
health disparities and improve health equity” (p.146). In the United States, Minnesota, Indiana,
Oregon, Nebraska (Platt & Kaye, 2020) and New York have passed legislation to provide
coverage of doula services through Medicaid reimbursement (Strauss et al., 2016; New York
State Department of Health, 2019) in an effort to address maternal-infant health disparities.
Canadian provincial healthcare does not cover doula services. The average cost for birth doula
support in Canada is $300 to $1500 (Hanley & Lee, 2017). Doula service packages vary
according to the provider; however, for this fee, doulas typically offer one or more prenatal
visits, continuous support during labour and birth, and one or more postpartum visits (Bohren et
al., 2019; Simkin, 2012). During the perinatal period, doulas provide emotional support,
education and informational support and can connect their clients with local resources as needed,
such as prenatal exercise courses or food banks, depending on the individual client’s needs

(Simkin, 2012). Researchers at the University of British Colombia explored doula support as a
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possible tool to reduce adverse birth outcomes, such as prematurity and unplanned c-sections, as
well as the cost of the sequelae associated with these outcomes (Hanley & Lee, 2017). Hanley
and Lee (2017) concluded that universal coverage of doula services with reimbursement up to
$418.67 per birth could reduce health care costs while improving birth experiences and outcomes
for mothers and newborns. They explained that from their analysis, a trained doula attending
every low-risk birth in British Columbia in 2013 would have saved $267.55 per birth, a total of
$10,428,171 savings for the healthcare system, and the savings increased to $418.67 per birth or
a total of $17,847,370 when considering the reduction in healthcare costs related to fewer
premature births (Hanley & Lee, 2017). The cost savings would disappear if reimbursement went
beyond $418.67 (Hanley & Lee, 2017).
Examining Continuous Labour Support Provided by Doulas and Nurses

If one looks closely, the definition of CLS differs between the roles of nurses and doulas
in such a way that they can be seen, at once, as complementary (Ballen & Fulcher, 2006) and as
overlapping (Roth et al., 2016). CLS provided by nurses has been described as “the nurse being
present...nearly all the time, with the exception of breaks” and with the nurse changing after
each shift (Payant et al., 2008, p.407). Whereas CLS provided by doulas is continuous, defined
as the doula being present “without interruption except for toileting” (p.1056), from the time of
admission until the birth of the baby and unrestricted by shifts or regimented breaks which
disrupt the continuity of support (Scott et al., 1999). Doulas may also provide early labour
support at the client’s home and then continue to provide labour support once admitted to the
intrapartum hospital unit (Eftekhary et al., 2010). Both nurses and doulas provide labour support
that includes emotional, physical, informational support, and advocacy (Ballen & Fulcher, 2006;

Bohren et al., 2019; Gilliland, 2011). It is the timing and the characteristics of the labour support
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each provides, that distinguishes their labour support roles. The defining features of the labour
support provided by doulas is that it is their sole responsibility and is continuous rather than
intermittent (Ballen & Fulcher, 2006; Simkin, 2018).

Aschenbrenner et al. (2016) characterized the labour support provided by nurses as
professional labour support (PLS) and noted that PLS has not been shown to have the same
statistically and clinically significant benefits compared to the addition of CLS provided by a
trained lay-persons, trained doulas or midwives. Following their randomized control trial of
nurses as providers of labour support in hospitals, Hodnett et al. (2002) explained that CLS
provided by nurses, or rather PLS, had no significant effect on the rate of cesarean delivery or
other medical or psychosocial outcomes. Bohren et al. (2017) also observed that of the CLS
providers included in the studies within their review, only CLS provided by doulas significantly
affected the rate of cesarean delivery. Furthermore, nurses trained as doulas and who provide
labour support in addition to their clinical nursing duties do not have the same effect on birth
outcomes as women who have both a nurse and a doula (Ballen & Fulcher, 2006).

Doulas and Nurses — Unique and Shared Roles

Ballen and Fulcher (2006) summarized the similarities and differences in the roles of
nurses and doulas. See Table 1 for details. The authors explained that doulas and nurses have
complementary roles, where doulas can help nurses in providing CLS to their mutual clients and
focus on the client’s non-medical needs throughout labour when the nurse is engaged in other
nursing activities (Ballen & Fulcher, 20006).

Table 1
Contrasting the Nursing and Doula Roles
Role of the Nurse Role of the Doula

1. Clinical tasks — vitals, monitoring fetal 1. Supportive role — no clinical functions.
heart tones and contraction pattern,
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medications, intravenous access, vaginal
examinations, assesses for potential
complications.

2. Consults with physician or midwife. 2. No clinical responsibilities or decisions.

3. Intermittent presence — leaves for meal 3. Continuous presence — Leaves patient’s
breaks, to care for other patients, and at room only for bathroom breaks.
change of shift.

4. May have more than one patient. 4. Stays with one patient throughout labour

and birth.

5. Keeps patient informed of the progress of 5. Keeps patient informed in lay terms of the
labour, explains what is normal, and what progress of labour, what is normal, and
to expect. what to expect.

6. Advocates by communicating patient’s 6. Advocates by helping the patient identify
desires to physician or midwife. her questions and by helping her to

communicate with health care staff. Does
not offer direction regarding the woman’s
approach to labour.

7. Provides intermittent one-to-one comfort 7. Provides one-to-one, continuous comfort
measures and reassurance. measures and reassurance, including

massage and touch, positioning for
comfort, and to facilitate fetal rotation and
descent.

8. Documentation responsibilities. 8. No documentation as part of patient’s

chart May keep own records or write
“birth stories” for clients.

9. Has professional legal responsibility for 9. Follows a Code of Ethics; may be
own actions. certified.

10. Usually has not met the patient prior to 10. Has usually met with patient one or more
admission to intrapartum hospital unit. times during their pregnancy.

11. Usually no contact with patient once she 11. Follow-up postpartum visit, either in the

is transferred to postpartum unit.

hospital, in-home, or by phone.

Note. Adapted from “Nurses and Doulas: Complementary Roles to Provide Optimal Maternity
Care” by L.E. Ballen & A.J. Fulcher, 2006, Journal of Obstetric, Gynecologic & Neonatal
Nursing, 35(2), p.306. Copyright 2006 by the Association of Women’s Health, Obstetric and
Neonatal Nurses.

Doulas and nurses share the common goals of promoting quality patient-centred care and
optimal birth outcomes for mother and baby (Ballen & Fulcher, 2006). The primary goal of
nurses is to ensure the safety of mother and baby, while the primary goal of doulas is to ensure

that the mother feels safe and confident (Ballen & Fulcher, 2006). Doulas are charged with
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working in collaboration with the healthcare providers, including nurses, in order to support the
birthing person in having a safe and satisfying birth experience (Ballen & Fulcher, 2006). In their
explanation of different healthcare providers’ contributions to promoting physiologic birth,
Zielinski et al. (2016) affirmed that “the key to success is collaboration with a common goal,
whether individually or collectively” (p.282). Doulas can be both advocates helping their
labouring clients communicate their choices and needs and allies to the healthcare team (Ballen
& Fulcher; Simkin, 2012). Simkin (2012) noted that many healthcare providers, including
nurses, appreciate the additional support doulas provide to the labouring person and recognize
the contribution of the doula’s presence on women’s increased satisfaction with their birth
experience.
The Added Value of CLS Provided by Doulas in Addition to Nurses

CLS provided by doulas does not replace the labour support nurses provide to their
labouring patients; it has its own defining features and provides additional support to women,
families, and healthcare providers to best meet the support needs of parturient women (Gilliland,
2011). Gilliland (2011) emphasized that “mothers with doulas still value their relationship with
their midwives and nurses, and still desire their support” (p.530). She also explained that due to
“their role, scope of practice, and multiple demands on their time [it is] unrealistic to expect
midwives and nurses to meet a mother’s emotional needs in the same way that a doula does in a
North American context” (Gilliland, 2011, p.530).

The benefits of CLS have been well documented. The added value of CLS provided by
trained doulas has also been demonstrated repeatedly (Bohren et al., 2017; McGrath & Kennel,
2008; Zielinski et al., 2016). Doulas’ sole responsibility is to provide CLS (Ballen & Fulcher,

2006; Gilliland, 2011; Simkin, 2018). They meet labouring women’s voiced need and
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expectation to have a support person present continuously throughout labour and birth (Gilliland,
2011; Lunda et al., 2018). Other care team members, including nurses, are also responsible for
the medical care and physical wellbeing of mother and baby in labour, which have priority over
providing labour support, especially emotional care (Gilliland, 2011; Simpson & Lyndon, 2016).
This continuous one-to-one characteristic and focus on social and emotional care have been
identified as key components for the improved outcomes associated with CLS provided by
trained doulas (Ahlenmeyer & Mahon, 2015; Bohren et al., 2017; Ballen & Fulcher, 2006;
Gilliland, 2002; Gilliland, 2011; McGrath & Kennel, 2008; Simkin, 2018). Lunda et al. (2018)
also noted that women most valued continuous support and individualised care that matched
their needs and wishes, and they felt empowered by being involved in decision-making, which
was facilitated through informational support. Ideally, nurses can provide this support; however,
due to constraining factors, they may not always be able to do so (Gilliland, 2011; Payant et al.,
2008; Simpson & Lyndon, 2016).

Furthermore, Lunda et al. (2018) reported that women favoured support persons with
whom they were familiar and comfortable. Women typically choose their doula during
pregnancy and meet with them several times prior to the onset of labour (Ballen & Fulcher,
2006). The doula may be the only member of the support team, other than their partner, that the
birthing person has met before arriving at the hospital in labour. Even when there is a supportive
partner, there is added value to having a trained doula provide CLS. Doulas assist partners to
support the birthing person in whatever way they are able and comfortable, and they are present
to support the partner as well (Ballen & Fulcher, 2006; Simkin, 2018). Bertsch et al. (1990)
observed that doulas stayed within a foot of the birthing person 85% of the time while partners

comparatively stayed that close 28% of the time. Doulas also spent more time providing physical



32

support to birthing persons, and partners’ touch was often defined as handholding (Bertsch et al.,
1990; Kennell et al., 1991).

Doulas act as mediators between the birthing person and the healthcare team. Women
giving birth in the intrapartum hospital setting are in a state of vulnerability during labour and
birth and need a mediator to help communicate their wishes to healthcare providers (Bohren et
al., 2019; Green & Hotelling, 2019; Lunda et al., 2018). They also act as mediator by relaying
information from the healthcare team to the birthing person (Bohren et al., 2019; Green &
Hotelling, 2019; Lunda et al., 2018). Lunda et al. (2018) noted that doulas’ mediation role
facilitated two-way communication and “promoted a harmonious birth environment” (p.9).

CLS provided by trained doulas in addition to nursing care has the potential to
significantly improve birth outcomes. Doulas’ continuous presence helps nurses to meet
labouring women’s expectation and need for continuous support in childbirth. It is an
opportunity to work together to place the birthing person and their family at the centre of care
and proactively create an environment where collaborative practice promotes effectively meeting
the evolving needs of individual patients and families. Improved collaboration has the potential
to enhance both nurses’ and doulas’ practice while promoting better childbirth outcomes.
Review of the Literature Examining Nurse-Doula Collaboration
Search strategy

A search of CINAHL, Scopus and Medline databases without year limitations, as well as
a hand search of reference lists from relevant articles for further pertinent articles, yielded 15
peer-reviewed articles which met the search criteria. Keywords included doula, nurse, attitude,
collaboration, conflict, and Canada. In addition, reference lists from relevant articles were

individually hand searched for further pertinent articles. Articles from both Canada and the
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United States were included, since the characteristics of the context in which doulas and nurses
interact are similar across both countries. Therefore, research performed in the North American
context was considered. These similar characteristics include that doulas are not universally
covered by public healthcare and doulas are not regulated as a profession in either country (Roth
et al., 2016). Furthermore, research performed overseas about doulas is in the context where
midwives are the primary maternity care providers both in and out of hospital, where the scope
of practice and training of the midwives is different from that of the intrapartum nurses caring for
women in labour in North America. For instance, research performed in Australia and Sweden
on the perceptions of midwives on working with doulas reflects a different context of care where
midwives provide intrapartum care, not nurses, as well as the midwives’ training in the
midwifery model of care and role of the midwives as primary caregivers (Akhavan & Lundgren,
2010; Stevens et al., 2011). Registered nurses working in the intrapartum hospital setting in
Canada and the United States have similar roles within the hospital maternity care context and a
similar scope of practice within their individual workplaces. “Canada” was added as a search
term in order to capture articles from Canada, since articles from the United States appeared with
the original search terms. The detailed search strategy can be found in appendix C and Table 2
contained therein.
Nurses and Doulas Working Together in the North American Hospital Setting

Although nurses and doulas can work together to ensure optimal birth outcomes, doulas
are a relatively new presence in the hospital. While there is evidence of mutual respect, conflict
can occur between nurses and doulas (Eftekhary et al., 2010; Roth et al., 2016; Neel et al., 2019).
Eftekhary et al. (2010) performed a cross-sectional survey to investigate the perceptions and

practices of Canadian doulas. The authors reported that 62% of doulas felt accepted by nurses



34

(Eftekhary et al., 2010). Eftekhary et al. (2010) noted that one third of the doula respondents
reported having experienced conflict with a HCP, which included nurses, obstetricians, family
physicians and midwives, and 51.2% of these doulas reported that there was no resolution.
Results were limited to the occurrence of conflict rather than cause. Conflict can take the form of
a verbal discord, non-verbal facial and physical cues of disagreement or disrespect or asking that
someone leave the room (Eftekhary et al., 2010; Papagni & Buckner, 2006).

Amram et al. (2014) investigated how doulas adhere to their standards of practice while
helping their clients through challenges in labour using a written survey with open-ended
questions. The participants were DONA trained and certified doulas and therefore were expected
to adhere to the DONA standards of practice. The authors described several areas of conflict
between HCPs and doulas in the intrapartum setting. Amram et al. (2014) concluded that the
doulas’ advocacy and informational support roles could be a source of conflict. Part of the
doulas’ role was described as facilitating informed choices by facilitating discussion with the
HCPs, prompting questions to gain further information, asking for time to discuss with the
birthing person, and encouraging the birthing person to voice their choices (Amram et al., 2014).
The doulas explained that they provide non-judgemental support and aid their clients to advocate
for their choices even if they do not always agree with them (Amram et al., 2014). The doulas
also reported that they sometimes felt blamed by the HCPs when the informed decision-making
discussion resulted in the patient refusing the suggested intervention (Amram et al., 2014).

Amram et al. (2014) also noted that “there is an unavoidable and inherent conflict in role
dynamics because it is the primary role of both the care provider and the doula to provide
information” (Amram et al., 2014, p. 101). They explained that when a doula offers information,

this can foster mistrust by suggesting that the information the HCP is providing is not evidence-
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based or that all the options have not been adequately presented (Amram et al., 2014). Doulas
described trying to be “unchallenging” (p.102) in their approach and needing to balance
supporting their clients in their choices, thus fulfilling their advocacy role, while also striving to
maintain positive relationships with the healthcare team to continue to be welcome in more
challenging environments (Amram et al., 2014). Doulas explained that, at times, this meant
altering the way in which they provided support to maintain a harmonious birthing environment
(Amram et al., 2014). Amram et al. (2014) also noted that “because information giving and
advocacy are areas where values and professional roles collide, they invite potential breakdown
of communication in the labor room” (p. 102). The authors did not specifically isolate the causes
of conflict between doulas and nurses and were unable to seek clarification due to the method of
data collection. They suggested that further research is needed to explore the factors that
influence whether and how these conflicts occur in practice (Amram et al., 2014).

Papagni and Buckner (2006) performed a qualitative study which provided insight into
the consequences of conflict between nurses and doulas from the patient’s perspective.
Participants’ responses regarding the support provided by their nurses were represented in two
main themes: “resentment and animosity” and “acceptance and affirmation” (Papagni &
Buckner, 2006, p.16). The authors observed that when the parturients were exposed to conflict
between nurses and doulas, this had a negative effect on the women’s perception of their birth
experience, while usually women supported by doulas are more likely to view their experience
positively (Bohren et al., 2017). Participants who had nurses who were more accepting and
positive towards doulas described their birth experiences in more positive terms (Papagni &

Buckner, 2006). The authors also highlighted that emotional stress during labour, such as that
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caused by witnessing conflict, results in the release of catecholamines which inhibits the normal
progress of labour and decreases placental perfusion (Papagni & Buckner, 2006).

Most recently, Neel et al. (2019) explored HCPs’ perceptions of working with doulas in
the hospital using a qualitative design. From their interviews with maternity healthcare providers
in three hospitals in Rhode Island, Neel et al. (2019) identified factors which facilitate
collaboration. Three main themes emerged for facilitating good working relationships: “mutual
respect between doulas and hospital staff, education about doulas’ training, and clarification of
roles on maternity care teams especially among staff with overlapping roles” (Neel et al., 2019,
p-1). The authors further suggested that conflicts between HCPs and doulas may be attributed to
a disconnect between the hospital’s medicalized birth culture and the patient’s wishes for a
natural birth. However, they analyzed the responses from all types of HCPs together and did not
isolate the nursing perspective, as this was not their main focus.

The Attitudes of Nurses and Doulas Towards Each Other

An attitude is a determined way of thinking about something that is learned through one’s
environment (Roth et al., 2016). Lucas and Wright (2019) performed a scoping review of the
literature on the attitudes of physicians, midwives and nurses towards doulas. The authors
concluded that there is limited research on HCP’s attitudes towards doulas. The following three
articles were those included in this review of articles published between 2008 and 2018.

In their survey of Canadian maternity HCPs’ attitudes towards birth practices, Klein et al.
(2009) found that 25% of nurses had negative attitudes towards doulas, with the remaining 75%
having either positive or ambivalent attitudes. Klein et al.’s (2009) results also provided insights
regarding where doulas and nurses may agree or disagree about particular maternity practices.

For instance, 83% of doulas and 68% of nurses supported women creating birth plans, and they
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had similar responses regarding methods to reduce caesarean, with 25% of nurses and 29% of
doulas supported women’s right to choose a caesarean section even without medical indication
(Klein et al., 2009). Other practices included the use of epidural and the safety of vaginal birth.
Nurses’ attitudes scored between those of the other healthcare providers who were surveyed
(Klein et al., 2009). These included obstetricians, family physicians who provided intrapartum
care and those who only provided antepartum care, midwives, and doulas (Klein et al., 2009).
Doulas’ attitudes most closely mirrored midwives’ responses and least resembled those of
obstetricians (Klein et al., 2009). Midwives leaned towards physiologic birth and less
intervention and obstetricians responded more favourably towards interventions and women’s
less active role in their birth experience (Klein et al., 2009). Klein et al. (2009) noted that nurses’
attitudes may reflect their different practice realities and that in their position as intrapartum
nurses, they need to be able to balance their own views as well as those of the care providers
with whom they work. In addition, the nursing scope of practice limits nurses’ ability to initiate
certain interventions; however, they are in a position to influence the decision-making process
(Klein et al., 2009).

Liva, et al. (2012) performed a secondary analysis of Klein et al.’s (2009) data and
identified factors that influence nurses’ attitudes towards birth practices, such as doulas. These
included workplace characteristics and exposure to their colleagues’ attitudes (Liva et al., 2012).
For instance, nurses who worked exclusively with obstetricians and in a tertiary centre were
more likely to have negative attitudes towards doulas since more obstetricians have negative
attitudes towards doulas, compared to nurses who have worked with midwives and have more

positive attitudes towards doulas.
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Roth et al. (2016) sought to identify factors that influence North American doulas’ and
nurses’ attitudes towards each other using a cross-sectional survey. The authors determined that
higher education level, certification, exposure to each other, appreciation for each other’s role
and collaborative behaviours were significant factors in promoting reciprocal positive attitudes
between nurses and doulas (Roth et al., 2016). However, few details were given about the
collaborative behaviours. Furthermore, the authors discovered that nurses who worked more
hours or who felt overworked and those who preferred performing clinical tasks more than
labour support and had more positive views of routine obstetrical interventions had more
negative attitudes towards doulas. Along the same line, doulas who had more positive views
towards routine obstetrical interventions had more positive attitudes towards nurses. Roth et al.
(2016) sought to explain why nurses who were overworked had more negative attitudes towards
doulas, since this would appear to be counterintuitive because doulas would alleviate the nurse’s
workload by helping to provide labour support. The authors suggested that nurses may see
doulas as another person that they must keep informed along with the other members of the
healthcare team and doulas may be seen as a hindrance to the smooth implementation of unit
protocols (Roth et al., 2016). Due to the quantitative design of this study, this explanation was
not further explored with the nurses.

In addition, from the results of their survey on factors influencing nurses’ intention to
provide labour support, Aschenbrenner et al. (2016) noted that nurses’ own choice of healthcare
provider for the birth of their child, obstetrician versus family physician or midwife, had an
influence on their attitudes towards labour support. Nurses who had chosen an obstetrician
demonstrated more negative attitudes towards labour support and those who had chosen a

midwife had more positive attitudes (Aschenbrenner et al., 2016).
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Nurses’ Experiences with Doulas within Specific Doula Programs

Deitrick and Draves (2008) performed a mixed methods study to evaluate the supportive
role of doulas provided to “inner city women” (p.397) through a specified doula program at two
hospitals in Tampa, Florida, and assess the nurses’ feedback about the presence of the doulas.
The authors performed telephone interviews with ten nurses from the two hospitals about their
experiences of working with the doulas. The focus of the interviews was to know how the nurses
assessed the doulas’ ability to function on the unit and whether they were satisfied with the care
their patients received from the doulas. The nurses reported the doulas were competent, helpful
and capable of integrating into the hospital environment (Deitrick & Draves, 2008). The findings
presented from the interviews did not describe how the doulas were able to integrate into the
hospital environment and work alongside the nurses.

Lanning and Klaman (2019) asked nurses from an academic hospital in the southeastern
United States who worked with doulas from their in-house volunteer hospital doula program to
complete a survey to evaluate participant characteristics and their perceptions of working with
the volunteer doulas. The authors reported that all the nurses who responded to the survey agreed
or strongly agreed that they had positive experiences with the doulas and regarded the doulas as
important members of the maternity care team (Lanning & Klaman, 2019). There were no further
details of the nurses’ interactions with the doulas, since this was a descriptive quantitative study.

Lanning et al. (2018) evaluated the integration of volunteer doulas from a pre-existing
hospital-based volunteer program into the operating room and recovery room for the purpose of
facilitating skin-to-skin care during caesarean births. All the nurses who responded to the survey
about their experience of this quality improvement initiative reported that they agreed or strongly

agreed that they were satisfied with the doulas and that the doulas were well prepared to support
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patient in both the operating room and recovery room (Lanning et al., 2018). Although
collaboration between nurses and doulas was not the focus of this evaluation, this innovative
initiative offers evidence that doulas can work together with nurses in various birth settings, from
the delivery room to the operating room and the recovery room.
Existing Practice Recommendations to Facilitate Nurse-Doula Collaboration
Recommendations regarding how to promote collaborative practice between doulas and
nurses include role clarification, mutual respect, and increasing nurses’ exposure to doulas
(Ahlemeyer & Mahon, 2015; Amram et al., 2014; Ballen & Fulcher, 2006; Eftekhary et al.,
2010; Klein et al., 2009; Neel et al., 2019; Roth et al., 2016; Waller-Wise, 2018).

Ballen and Fulcher (2006) described the complementary roles of doulas and nurses in
providing care to labouring women in the hospital setting and explored three common
misconceptions about doulas and two challenges to collaboration between doulas and nurses and
discussed ways to improve this collaboration. This was a clinical issues article with the purpose
of clarifying the effects of doula support, describing the role of doulas, demystifying
misconceptions, identifying challenges and discussing strategies to facilitate collaboration
between nurses and doulas (Ballen & Fulcher, 2006). The three misconceptions discussed were
the following: “Women laboring with an epidural do not need a doula” (p. 307), “Women who
have supportive partners do not need doulas” (p.307), and “Nurses already give labor support to
birthing women” (Ballen & Fulcher, 2006, p.307) The authors described “Territorialism and
Turf” (p. 308) as a challenge to collaboration, reporting from an anecdotal source and also
personally as managers of hospital-based doula programs (Ballen & Fulcher, 2006). They
described nurses feeling territorial over their patients, especially when they had not met the doula

before, and that nurses’ acceptance of doulas depended on their previous exposure to doulas,
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which the authors inferred helps nurses understand the doula role (Ballen & Fulcher, 2006).
Ballen and Fulcher (2006) also noted “Doulas working outside their scope of practice” (p.308) as
a challenge. The authors explained that sometimes nurses feel that doulas dominate the labour
and work outside their scope by “giving medical advice and asserting their own opinions and
desires, and that patients sometimes turn more to the doula for recommendations than to the
provider or nurse” (Ballen & Fulcher, 2006, p.308). The authors did not reference a peer-
reviewed study to support this identified challenge, rather they referenced an article from the
Wall Street Journal which highlighted concern among certain doctors and nurses regarding
conflicts with doulas in their practice. Ballen and Fulcher (2006) explained that nurses need to be
aware of the avenues available to report grievances when a doula is observed working outside
her scope, such as the grievance policies of doula organizations; for example, DONA
International’s ethics claim policy (DONA International, 2020b). The difficulty is that doulas are
not regulated, and not all doulas are certified or associated with a doula organization that has
standards of practice and a grievance procedure that the public can access. Furthermore, as noted
previously, conflicts with doulas do not appear to arise simply from doulas working outside their
scope, but can arise from the doula role itself embodying a natural birth counterculture to the
medical model of maternity care (Neel et al., 2019) and the informational support role of doulas
working within their scope (Amram et al., 2014).

Ballen and Fulcher (2006) concluded that doulas and nurses have complementary roles
and that “doulas can be both advocates who help women voice their needs and desires and allies
of the medical facility” (p.308). They presented several recommendations for optimizing
collaboration between nurses and doulas, including good two-way communication, developing

guidelines for staff to address issues with doulas, encouraging nurses to introduce themselves to
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the doula outside the labouring room, and taking time to clarify with the doula what would be
more or less helpful (Ballen & Fulcher, 2006). They also recommended that doulas become
familiar with the staff and encourage nurses to recognize the labour support knowledge that
doulas have to offer which complements labour support provided by nurses, thereby helping to
foster mutual respect (Ballen & Fulcher, 2006).

Ahlenmayer and Mahon (2015) advocated that nurses should be knowledgeable about the
doula role, scope of practice, training, and credentials, as well as the research on the potential
benefits of women being supported by a doula in addition to nursing and partner support. The
authors summarized the role of the doula and the training and certification backgrounds that
doulas in North America may have from various doula organizations (Ahlenmayer & Mahon,
2015). They also presented the potential challenges nurses may face in working with doulas in
the hospital setting and offered recommendations for how nurses and doulas can work together to
provide optimal care to meet their mutual patients’ needs. These recommendations reflected the
authors vision of nurses and doulas having complementary roles and centered on nurses being
informed about the doula role and training, being knowledgeable about the researched benefits of
doula support on birth outcomes, and establishing relationships and good communication, in
order to promote trust and establish mutual goals with doulas based on a patient-centered
approach (Ahlenmayer & Mahon, 2015). The authors also highlighted areas for further research,
such as the cost-savings potential of hospital-based doula programs and best practices for
integrating doulas to optimize patient-centered care and encourage long-term enhanced well-
being for mother and baby (Ahlenmayer & Mahon, 2015). Ahlenmayer and Mahon (2015) also

suggested that a unified standard for doula training and credentialing would provide credibility



43

for the doula profession as well as facilitate understanding of the doula role and training for other
healthcare providers about doulas, and in this way ease collaboration between doulas and nurses.

In her peer-reviewed commentary, Waller-Wise (2018) explored the overlapping roles of
doulas and nurses in the hospital setting which, at times, can contribute to interprofessional
conflicts, and suggested multiple interventions to foster collaboration between nurses and doulas
based on the four core competencies for collaborative care as described by the Interprofessional
Education Collaborative (2016). These competencies are (1) Values /Ethics for Interprofessional
Practice, (2) Roles/Responsibilities, (3) Interprofessional Communication, and (4) Teams and
Teamwork (Interprofessional Education Collaborative, 2016; Waller-Wise, 2018). These
interventions include education, such as a common labour support training for nurses and doulas
to share common ground and an offer an opportunity to open dialogue (Waller-Wise, 2018).
Another suggestion is for doulas to reach out to nurses and for nurses to reach out to the doulas
in their geographic area in order to get to know each other on a more individual level and build
collaborative relationships (Waller-Wise, 2018). Nurses can encourage doulas to pursue their
certification and even pursue doula training themselves to gain a better understanding of the
other’s role, open their mind to another point of view and expand their skill-set (Waller-Wise,
2018). Waller-Wise (2018) concluded that in the end, nurses must decide whether to perceive the
doula as an ally or as an enemy and choose whether to use strategies to facilitate collaboration
with doulas, in order to ensure the provision of collaborative patient-centered care and optimal
outcomes for childbearing families.

These recommended interventions have not yet been evaluated for their effectiveness.
Several authors have noted that further research with qualitative methodology is needed to

explore nurses’ and doulas’ perspectives on working in collaborative practice (Eftekhary et al.,
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2010; Lucas & Wright, 2019; Papagni & Buckner, 2006; Roth et al., 2016). Bohren et al. (2019)
noted that further understanding of how various HCPs perceive CLS and elements that impact its
integration can provide valuable data to facilitate implementation of this intervention. By
speaking to nurses who are experienced in collaborating with doulas in the hospital setting, this
study aimed to capture what these nurses already do that helps them to collaborate with doulas,
as well as to explore how they learned to work with doulas. Together, these nurses’ responses
will add qualitative evidence from which practice recommendations can be developed and
implemented in a more targeted fashion (Duggleby et al., 2020). The findings from this thesis
research support several of the existing recommendations, as well as identify which need to be
prioritized in practice. In the next chapter, I will outline the methodological and theoretical
considerations for this study exploring collaborative practice between nurses and doulas in the

hospital setting from the perspectives of intrapartum nurses.
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Chapter Three — Methods

I conducted a qualitative study following interpretive description (ID) methodology
(Thorne, 2016) in order to further explore how nurses work in collaborative practice with doulas
in the hospital setting. The following chapter encompasses the theoretical and methodological
considerations for this study, including an overview of interpretive description, the theoretical
scaffolding underpinning the study, as well as the study design, namely the sampling, setting,
data collection and analysis procedures, as well as participant demographics, ethical
considerations and measures taken to strengthen credibility and trustworthiness.
Research Question

How do nurses work in collaborative practice with doulas in the hospital setting?
Interpretive Description

Interpretive description (ID) is a qualitative research methodology developed by Sally
Thorne (2016) to guide the development of knowledge in answering questions raised by applied
health disciplines and relevant to the clinical context. This methodology was developed as
nursing “needed a research method distinct from the more theoretically driven available social
science knowledge development approaches” (p,13) which could guide research in