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Childbirth in the American context is only peripherally conceptualized in
the domain of the family and home, demonstrating the primacy of the
biomedical model of childbirth in the institutional setting of the hospital.
Medical research has found positive outcomes when women labor with
‘doulas’, paraprofessionals who are trained and experienced in childbirth.
However, medical research has yet to explore the complexity of the labor
experience of women with doulas, offering potential insights into how those
positive outcomes may come about. Doulas define what they do in birth as
‘holding the space’. This research explored what ‘holding the space’ meant
in terms of the experience of childbirth with women who employed doulas.
The findings suggest that doulas’ conceptualizations of the space of birth
were framed in terms of creating/maintaining intimacy and that doulas and
women maintained this intimate space even within the institutionalized
medical-clinical birth experience. Implications of this research do not point
to the generalization of doula attributes for implementation on an
institutional level, but rather validate the contributions of external
caregivers to producing positive outcomes.
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Childbirth at this point in American history is embedded within a historical and
social legacy that moved childbirth practices out of the home, attended by lay
women, and into the hospital, attended by medical staff. During this transition from
home to hospital, occurring during the first third of the twentieth century, women
lost control of the power to make birth decisions as the role of the medical
practitioner moved from knowledgeable observer to key authority in childbirth
(Leavitt 1986). There is a large body of research that examines how childbirth in
US culture has been constructed and experienced; suggesting the medical model of
birth creates an authoritative knowledge system in which women’s own embodied
knowledge lacks legitimacy and validity (Davis-Floyd 1992; Jordan 1997; Kitzinger
1997). Critics of the medicalization of childbirth argue that today it is less likely for
women to have normal births without medical intervention (Simkin 2005).
Childbirth is only peripherally conceptualized in the domain of the family and
home, demonstrating the primacy of the medical model of childbirth in the
institutional setting of the hospital.
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Within this context, a caregiver role for women in labor has (re)emerged that

stands in direct contrast to the medical perspective of childbirth. This identity is
defined as the ‘birth doula’. According to DONA International, one of the largest

doula training and advocacy organizations in the United States, doulas are trained
and experienced in childbirth to provide women and their partners’ physical,

emotional, and informational support during labor and birth (DONA 2005).
A Greek word meaning ‘woman servant’, the doula specializes in non-medical skills

and does not perform clinical tasks, such as vaginal exams or fetal heart rate
monitoring. Doulas do not diagnose or give medical advice, placing them in contrast

to the clinical roles performed by midwives. During birth, the midwife has clinical
responsibilities to both mother and baby. These clinical responsibilities include the

monitoring of vital signs, making diagnosis of labor progression, assessing the
potential need for interventions, and any physical manipulation necessary during

delivery, such as stretching the perineum when the baby is crowning. In contrast, the
doula’s responsibility is solely to attend to the birthing woman and her non-clinical

needs during the birthing event, such as physical and emotional support. The doula’s
goal is to help the woman have a safe and satisfying childbirth as the woman, in

particular, defines it. The doula offers help and advice on comfort measures, such
as breathing, relaxation, movement, and positioning. She also assists families in

gathering information about the course of their labor and their options. The doula
has been identified as performing three overarching roles: physical and emotional

support, education, and advocacy (DONA 2005).
Historically, laboring women have turned to other women to help support them

during the laboring process. However, the medicalization of childbirth has led to a

new professional role for women who support the birthing mother (Morton 2002).
Interestingly, a growing body of literature demonstrates that when women are

attended by a doula, positive medical outcomes result for both mother and baby
(Hodnett et al. 2005; Hofmeyer et al. 1991; Kennell et al. 1991; Sosa et al. 1980).

The doula, in 12 random control trial studies, was defined as a ‘trained laywoman,
professional midwife, or student midwife, who provided continuous emotional,

informational, and non-medical physical support to laboring women’ (Scott, Klaus,
and Klaus 1999).

Research shows the following impacts of doula support upon a woman’s labor:

an increase in positive feelings about labor (Hofmeyer et al. 1991), a decrease in
analgesic medication (Hodnett et al. 2005; Kennell et al. 1991; Sosa et al. 1980), a

decrease in medical intervention, such as cesarean sections, and a decrease in
maternal tension and time in labor (Kennell et al. 1991; Sosa et al. 1980). However,

the reasons for these positive outcomes are unknown.
Some research points to the empowerment and positive experience that doulas

offer. Lefcourt (1984) argued that in the presence of a labor companion, women

felt empowered and more in control of their labor because they knew there was a
continuous caregiver who could be called on to help if needed. Other researchers

have demonstrated that women birthing with doulas were more likely to feel that
they had a good birth experience, that they were not tense, and that they coped very

well during labor in comparison to women who were not provided emotional and
physical support by a doula (Gordon et al. 1999; Hodnett et al. 2005). Researchers

have also suggested that women’s impressions of the psychosocial care they received
remained quite constant over time, and when these impressions were positive, the
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women’s overall impression of their births became even more positive as time passed
(Simkin 1991; Waldenstrom 2004). However, the examination of what transpires
between doula and mother during the birth experience, considering how this
contributes to positive outcomes, has not been interrogated. The research objective
was to focus examination on the mother–doula relationship during the birth
experience.

Site and method

The research site was a birth education center offering childbirth education classes,
prenatal and postnatal exercise, breastfeeding support, postpartum support groups,
parenting support, mother–baby playtime, and referrals to midwives, birth doulas,
and postpartum doulas. The site was located in a mid-sized, Midwestern, American
town with a large university. This town has a fairly homogeneous population, is
predominately white and middle class, and has a large number of professionals,
compared with the average town in the state, due in great part to the university.

Participants

Participants included nine doulas and nine mothers and were not recruited as dyads.
The nine doulas in this study, all residents of the Midwestern town, are white women,
all with some postsecondary education, and most with college degrees. Most women
are married with children, with spousal income, and most work at least part time in
another occupation. Overall, these doulas generally serve a demographic that is
similar: white, married, professional and middle to upper class women. All names of
participants anonymized and pseudonyms used.

The nine client/mother participants represent a fairly homogeneous group. Eight
of the nine participants are white, married, and college educated. One woman is non-
white, not married, currently attending vocational classes and works full time in the
service industry. Two women work unpaid, one as a graduate student and one as
a full-time mother. The remaining seven work in paid occupations, either full or part-
time. There was considerable heterogeneity in the range of views regarding hospital
care, while overall the women were consistently positive about all aspects of doula
care. The consensus of a positive perspective on doula care is perhaps due to the
small number of respondents and the method of sampling. However, the general
research literature does indicate that women report more satisfaction with doula care
than with hospital care (Madi et al. 1999; Spiby et al. 1999). All the women
participants used a doula for their birth and attended childbirth education classes at
the organization. Three mothers had a certified nurse midwife for their primary
health care practitioner, while the remaining women all had obstetricians. Eight
women had vaginal births with two of the eight using a form of pain medication. One
woman had a cesarean section. Women who had home births or lay midwives were
not chosen for participation in the study since the focus of the study was to examine
childbirth experiences with doulas in the hospital.1

Participants were recruited primarily based upon snowball techniques, making
subsequent contacts from previous participant recommendations (Robson 2002).
This method of recruitment often occurred during observation times or through
referrals from other participants. Purposeful sampling was used (Creswell 1998)
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in recruiting birthing women participants; specifically, an attempt was made to
recruit the most diverse sample possible, particularly for non-white, unmarried,
lower socio-economic women. Only one participant fit these attributes. However,
this sample is representative of the organization’s clientele, which are predominately
white, married, middle-class women. Likewise, both the demographics of doulas and
mothers in this study generally fit the larger American demographic of doulas
(Morton 2002). Doulas practicing in the United States are predominately white, well-
educated married women with children and practice independently, earning a yearly
average of $5000 (Lantz et al. 2005). The sociological transformations of white
middle-class women have made it difficult to rely on extended family, making the
re-emergence of the doula particularly attractive to this demographic. However, the
re-emergence of the doula has not solely served the white middle class mother.
Therefore, it is important for future studies to examine diverse doula projects using a
critical qualitative design, especially the community-based doula projects serving
women with high social support needs and/or of low socioeconomic status.

Data collection

Data collection occurred over a period of several years. Observations of childbirth
classes occurred at two different times, initially from January 2003 to October 2003
and again from July 2005 to December 2006. During these observations, data were
collected from education and resource materials used by the doulas when interacting
with previous or potential clients. These materials were also coded for emergent and
recurring themes. Observational data were also collected during the childbirth
experience in the hospital. Doulas were interviewed on two separate occasions and
mothers once after childbirth. Interviews lasted on average 1.5 hours.

Ethnographic analysis

Critical social theory seeks to closely examine power relations embedded in social
phenomena (Kincheloe and McLaren 2003). Critical ethnographic methodology
guided data collection and analytic methods. Critical ethnography is important for
describing behavior but also for examining the meaning that drives this behavior.
This study provides a description of behaviors doulas employed during the childbirth
experience and, through critical ethnographic analysis,2 articulates what those
different behaviors meant to the participants. Critical ethnographic methods provide
an examination of meaning. It is the meaning that participants bring to their
behavior that helps researchers understand what transpires during interactions and
subsequently how interactions impact behavior.

After all observations, materials and interviews were collected and transcribed,
data analysis began using Atlas ti qualitative software. This software was a tool for
organization, memo writing and coding. Organizationally, each interview, observa-
tion, and material became a standalone primary record. Quotations became
segments of text that were summarized using low-inference wording, not overtly
subjective-referenced or normative-referenced (Carspecken 2001, 89). The compre-
hensive list of quotations was used to create code labels that categorized,
summarized and accounted for each piece of data (Charmaz 2006). As dictated
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by critical ethnography as a methodology, codes were not predetermined
(Carspecken 2001).

This study used a peer debriefer, an external data reviewer, during the data
analysis phase to examine the transcripts and interpretations for potential researcher
bias and assess a level of confidence in researcher interpretations. This study also
used member checks, the sharing of notes with study participants, to ascertain if
study participants agreed with recorded data (Carspecken 2001, 89).

The first level of coding revealed consistent reoccurring themes. These themes
focused on what doulas did (their behavior) during the childbirth experience and the
feelings associated with those actions or in contrast to other actions. The second level
of analysis examined both the explicit and implicit meanings in passages where the
participants’ feelings overlapped with the descriptions of particular behaviors.
Themes emerged in this level of analysis that articulated a more complex
understanding of both the behavior of doulas and their clients and the meanings
embedded within those experiences.

Findings

The themes presented offer a description of the term ‘holding the space’ as it
manifests in particular behaviors that doulas enact during their work in childbirth.
Further examination offers insights into what meaning is embedded in those
behaviors for the doulas and the meanings mothers take away from those behaviors
during the birth experience. For the doula, ‘holding the space’ means creating and
maintaining an intimate relationship before and throughout the birth experience as
a means to give the woman what she has articulated as her preferences for birth.
For the mother, ‘holding the space’ means that she is attended in a caring and
intimate way. The discussion offers implications of attending to childbirth as an
intimate experience manifesting a particular sense of care.

‘Holding the space’ in birth

Doulas in this study defined the ‘birthing space’ as something they ‘hold’ so that
the birth experience ‘unfolded within the space’. This ‘space’ was physical in some
aspects, in that it began in one location, home, and continued into another, the
hospital. However, the ‘space’ also embodied the emotional interactions that
occurred between doula and client, hence an ethereal space. Doulas explained that
the ‘holding of space’ required them to be in a relationship with the birthing woman
in which they physically and emotionally supported her, using specific techniques.
In general, the data from the study suggested there were four components which
created a ‘space’ for the birthing woman to experience birth. These components were:
(1) techniques, the practical methods doulas used in their jobs, such as hand-holding,
parallel breathing and using words of encouragement; (2) relationships, a crucial
component because the doula role included representing the woman’s interest during
labor, speaking on the woman’s behalf when the woman was not able to clearly
express her own wishes, something which required an extended knowledge of the
woman’s personal beliefs, views and wishes for her birth; (3) physical support,
actually supporting the woman’s body in labor, holding the woman, walking or
moving during contractions, and other physical requirements of the doula; and
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(4) emotional support, such as recognizing and responding to the woman’s changing
emotional states in childbirth. These components were all integral to doulas being
able to ‘hold the space’ of birth for the laboring woman.

These four components represent particular behaviors of the doula during
childbirth, thus how they explained what they did in the birth experience. Doulas
described not only their role in childbirth but what explicit and implicit meanings
were embedded when they enacted their role as a labor-support paraprofessional.
Examining the explicit and implicit meanings that doulas and birthing women
brought to the childbirth experience offers a way to better understand how doula
support can impact women’s labor.

Creating and maintaining intimacy

The experience of childbirth with a doula was based upon the creation of an intimate
relationship with the birthing mother. Doulas described a considerable difference in
childbirth experiences with a client with whom they had a strictly ‘professional’
relationship:

By the time the birth comes I’m someone that they feel very close to and comfortable
with. I have had clients with whom I have had much more of a professional distance and
that just doesn’t work as well because they’re not as able to let go during labor because
they don’t feel comfortable. (Megan-doula)

As Megan suggested in this excerpt, having a professional relationship didn’t
offer the level of familiarity required for the client to ‘let go’ during birth and ‘feel
comfortable’. Sarah (doula) explained how having a professional relationship with
clients ‘doesn’t allow for me to really help them’. She explained that the birthing
woman ‘never really gets comfortable with me, so it’s not any different than having
another nurse or medical staff in the room’. Jennifer (doula) articulated the
limitation of a professional relationship when she said ‘being comfortable in labor is
all about trust. If a client doesn’t know you, how can they totally trust you?’

Doulas also identified themselves as part of the ‘woman’s team’, separate from
hospital or other health care staff. The separate identification that the doula was part
of the ‘woman’s team’ carried with it a notion that the doula was ‘closer to the
woman and her personal needs and personal perspective’ than any other health care
member. Susan and Sarah both described the difference in being the client’s support
person as opposed to a hospital staff member. Sarah suggested:

You’re not in any way affiliated with the hospital services. That doesn’t mean you can’t
work together with the nurses, that there’s not a shared sense of support for the woman.
But it’s different because it’s more constant, and it’s more than being just supportive,
there’s a history there, a relationship. (Sarah, doula)

Susan suggested that while nurses can offer support, they are not prepared to
offer what a doula can:

A nurse could technically do what I do. She could offer similar support but it is not the
same. She doesn’t, she hasn’t had a relationship with the women. She hasn’t spent time
with her, listening to what she wants, knowing what is really important to her. There is
a lot of knowledge that a doula has in regard to the woman’s expectations and those
expectations are important to recognize. (Susan, doula)

As described above, the concepts of ‘comfort’, ‘trust’, and ‘relationships’ were
embedded in larger explanations of a level of intimacy between doula and mother.
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Debora (doula) described her interest in serving women as ‘maternal’. She related

that she had a ‘real interest in women, a genuine interest in their well-being, their

pregnancy, and their babies’. Sarah offered similar feelings of ‘nurturing women’ as a

reflection of not having close female familial connections in her own life:

I guess maybe by doing doula work, one of the things I get back is, just by being
able to give that real sweetness, that real nurturing, that real, in some ways mothering
of a woman or a couple. It fulfills something I didn’t have for myself and didn’t
have in my family so it’s like filling that hole, that something that was missing.
(Sarah, doula)

For Sarah, mothering was a way to view the birth process as an intimate one, by

relating the support that she offered to a close female relationship. Laura described

how she physically supported women in labor in reference to being a mom:

Where I stand physically in the room, how close I am to them or how far away I am
from them, depending on what’s going on, my language, my silence, attending to
dimming the lights, answering needs before they’re expressed, if I can. So, I do things
like getting that glass of water ready for her, have a snack for him available, try to pick
up on those nonverbal cues that she’s getting tired or she has to go to the bathroom or
let’s get her up and walk her around. Just kind of move in, just being a mom, it’s a lot of
what you do with little children in your family. It’s sort of being that emotional glue if
he’s spiraling out in anxiety and she’s getting deeper into the labor and I kind of hold
that together for them. (Laura, doula)

However, doulas also explained that while ‘mothering’ was intimate it was also

temporary. When Heather encountered previous clients she described an immediate

bond or ‘connection with women’. This connection, according to Heather, resided in

an intimate relationship, an ‘intimate closeness at an intimate time’, that both have

shared with each other. However, as doulas in the study suggested, the intimate
relationship was not one that was maintained. According to Laura, that motherly

role did not mirror completely the parental relationship. Laura described her

mothering women as a one-sided intimacy:

Mothering women is an interesting way to think about the relationship. Most of the
time, if I’ve done a really good job, they really don’t know who I am, and that’s kind of
how it ought to be. We’re not going to be friends. It’s that weirdness of a one-sided
intimacy. (Laura, doula)

One-sided intimacy stands in contrast to a more familial relationship because the

level of intimacy focuses on the mother feeling a personal and intimate connection,

whereas there is no need for the doula to share the same level of personal intimacy
with the mother. Doulas also recognized that some women did not want a ‘motherly

doula;’ some women didn’t want their mothers in the room. ‘There can be a lot of

relationship baggage’ when a woman’s mother is in the room, which some ‘women

know will not be helpful in labor’, Jennifer (doula) said. Paige and Lisa (mothers)

both described how they specifically did not want their own mothers in the delivery

room. Paige said she ‘didn’t want this to be about her, as it is in [their family]

whenever there is a crisis’, and Lisa said she ‘thought her mom would be too worried

if [she] was in a lot of pain and really push having an epidural’. Julie described how
her mother had very specific instructions not to express any thoughts or advice

directly to Julie, instead to express those thoughts to her doula.
While the notion of intimacy was commonly embedded in the concept of

‘mothering’, intimacy wasn’t exclusively referenced in terms of familial relationships.
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Paige (mother) described the role of her doula during childbirth as ‘being with me’.
When asked to explain what ‘being with me’ meant, Paige replied:

It was so wonderful to have her there with me, her just being [emphasis] there. There is
something special about having her there. . . But we don’t regard it that way when it
comes to the birthing process. . . Then all of a sudden birth becomes this other person’s
domain. My doula and I were just talking about how the woman is supposed to
surrender herself to the process. Of course that is right, but that means surrender herself
to her process, not someone else’s or what someone else is supposed to think how her
process should go. She gets managed by this other person. It’s like being a puppet.
It’s your body but someone else is pulling the strings. (Paige, mother)

Paige, in explaining the role of ‘being with me’, then described a difference
between ‘surrendering herself to her process’ as opposed to surrendering herself to a
process that she does not own, one that is ‘managed’ by another. This passage is
important because the implicit meaning is that the doula, in ‘being with’ the woman,
stands in contrast to an alternative of giving up control. The doula’s role is to voice
the opinion of the woman. The doula and mother share one common voice in labor,
the voice of the mother, which represents a high level of personal intimacy.

Interpretation of care

All the participants, doulas and birthing women, made reference to the experience
of childbirth with a doula as an intimate experience. Familial relationships such as
grandmother, mother, sister, and aunt were used to describe the doula – woman
relationship. Doulas would describe their role in terms of offering ‘womanly
support’, either explicitly or implicitly, in their descriptions of their role in labor. For
example, there were explicit ‘support’ techniques that doulas described, which
represented a relational intimacy between doula and client. Descriptions included:
‘giving women sips of water between contractions’, ‘wiping blood as it runs down her
leg’, ‘making sure she has something to stand on so that she’s not on the cold floor’,
or ‘reminding her partner that if he needs to go to the bathroom that he can’. These
were explicit techniques that they used. The implicit meaning behind these techniques
was of an intimacy between the women. For example, one of the participating
doulas, in noticing that a woman’s feet would get cold standing on the tile floor of
the hospital, took notice of small measures that would make her client more
comfortable. Similarly, Sarah reflected upon her memories of women in labor:
‘I remember women’s faces, really close to women’s faces. Stroking their hair, you
know, speaking in their ears, holding their hands, being so very close’. Both doulas in
describing their ‘physical support techniques’, were referencing their relationship
with their clients, their intimate relationship with the woman.

In the same way, doulas had interactions with women in the labor experience
that implied a concern for the woman, which women participants internalized as a
‘closeness’ or ‘very personal’. Julie described in her birth story how she, at times,
could not tell if a touch was from her partner or her doula:

We called our doula and she was at the hospital waiting for us. She was there when I got
out of the car, and she and Henry were holding me through contractions as we made our
way into the hospital. I have a very vivid memory of her holding my shoulder and then
slowly moving her hand down my arm as my contractions faded. It made me feel more
relaxed as the contractions ended and then Henry started doing something similar.
It was amazing, at times I didn’t know whether it was her or Henry, but I remember that
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feeling so, just very caring. I remember hearing her breathe with me and focusing on
our breathing together. Henry did that, too. I don’t know if she told him to do that or if
he just picked that up, I should ask him about that. (Julie, mother)

Julie articulated a relationship with her doula in her labor that was described
as caring. However, nowhere in Julie’s birth story or interview did she describe any
other person, except Henry, in this manner. She repeatedly emphasized how her
doula provided a different kind of care. She said:

It was just so different in the way the nurses treated me than our doula. I was so
surprised because I thought that I would have this amazing team in labor. And I mean a
team that included nurses and doctor. Going in I really liked my doctor. But what
happened was my team was really only Henry and my doula. Nurses were in and out,
I don’t really even remember the doctor . . . but the nurses were doing things for me,
which was helpful. They might get me something and they were really kind, but it was
Henry and my doula that were supporting me. I don’t think it was like the nurses didn’t
care about me, they were so nice. But they just weren’t the ones giving me support and
being so close and . . . and being so . . . really caring. (Julie, mother)

Julie appreciated her nurses and their kindness, but she described her partner and
doula as considerably different. Her partner and doula cared for Julie in a different
way. Julie’s descriptions of how her doula ‘held’ her and how it was ‘amazing’
implied this recurring notion of caring.

Laura, like many other doulas in the study, described her motherly role as a way
to let other caregivers know that she was ‘watching over her [the birthing-mother]’.
According to doulas, the doula’s role implied to other caregivers that there was a
woman in the room whose purpose was specifically to take care of the laboring
woman. This could be seen as problematic for other professional caregivers,
specifically medical professionals who envision the caregiving role as solely their
own. For example, Paula described a nurse seemingly agitated with her doula:

I think at one point I offended one of my nurses. She made a really quick comment like,
‘well, I thought she [referencing the doula] was going to be doing that’. It was after I had
delivered [my baby] and I was in the bathroom and I pushed the button because I felt
really weak in my legs and my doula was holding [my baby] and I was in the bathroom.
The nurse said I had to get up and go pee. She said if I didn’t, I needed a catheter to
empty my bladder. Then she left. So when in a few minutes I called for her help she
made this comment like she was really busy and she thought my doula ‘would do that’.
So, what I wanted to say was, ‘what do you do for women who don’t have doulas?
Do they have to sit and wait on the toilet?’ Later I was just thinking man, am I glad she
wasn’t there holding my hand during labor. (Paula, mother)

Paula’s perception of the nurse being offended might suggest that nurses, seeing
themselves primarily in the care-giving role, may consider themselves displaced by
the care-giving support offered by a doula. While partners or family members may
not have a similar effect upon nurses feeling displaced, doulas are recognized as
paraprofessionals who are paid to fill that role, an implicit assertion that the role of
the doula is to provide a level of care not provided in the hospital.

Implications of an intimate experience

The findings suggest that doulas are effective because they create and maintain, as
caregivers, a level of intimacy that is not replicated by others. The care doulas
provide directly aligns with the needs and wishes of the mother. Developing intimacy
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in the childbirth experience is a complex matter. Doulas intend to create a level
of intimacy as a means of ‘holding the space’ for the birth experience to unfold.
One could interpret that intimacy to mean a close emotional relationship that has
attributes of other close relationships. One could also interpret that intimacy as both
physical closeness and a sense of trust that women valued and wanted as part of the
birthing process. However, it would be difficult to interpret these data to suggest that
this intimacy could be replicated on the institutional level. Women in this study chose
their doulas and spent considerable time with them prior to, during and after birth.
The individual women recognized the relationship as intimate in different ways, ways
that mapped onto the woman’s personal experiences, which cannot be generalized to
all women. To create a generalizable picture of doula care to adopt in institutional
settings would most likely defeat the intimacy that women value in their relationships
with doulas.

This research suggests that the practice of ‘holding the space’ articulated by
doulas in this study offered women an experience that was currently lacking in
childbirth for US middle-class women in the Midwest. The purpose of this paper was
not to examine why white middle-class women appear to lack the social networks
that could offer more support during childbirth; but rather, to explore reasons why
doula care may result in positive birthing outcomes for this demographic of women.
Overall, this study suggests that doula care may offer a means of mediating that
social void by providing relationships, attitudes, practices and roles that provide a
meaningful level of intimacy during birth. This research leads to further questions
that need to be explored. For example, is it possible to reframe understandings of
birth in the US? And how might that be accomplished? Likewise, what are the
differing roles of familial relationships and social organization surrounding
childbirth and in what ways would doula care make an impact? To answer each of
these questions requires a new focus in research. This focus would move away from
homebirth, around 1% of all US births, and move into mainstream hospital birthing
practices. To answer these questions would also require in-depth ethnographic
research focusing on the social interactions during childbirth and include nurses,
doctors, doulas, and familial caregivers. Ethnographic work is best positioned to fill
the information gap left by quantitative studies of quality measures by contributing
descriptions of institutional birth that informs current childbirth practices.
Researchers from a variety of disciplines such as anthropology, sociology, and
education could all contribute to answering these questions and contribute to
reframing understandings of childbirth and the social organizations surrounding
childbirth in the US context.
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Notes

1. This study did not specifically examine the role of nurses in regard to the nature of
hospital birth. The goal of the study was to focus on the mother–doula relationship in the
birth experience.
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2. For a detailed description of the analytic method used, refer to reconstructive horizon
analysis in Carspecken (2001).
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