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Abstract:

In 1972, Mary Lou Moore wrote about the importance of nurses in the United States becoming
aware of childbirth traditions of other countries. In 2010, North America has become more
culturally diverse, and the dominant culture related to childbirth has become the hospital culture.
Nurses must acknowledge this unique culture and work to make women of all cultures
comfortable in this setting to ensure a safe and satisfying childbearing experience.
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In 1972, Dr. Mary Lou Moore wrote about the importance of considering a woman's culture
when caring for her and her family during labor. Dr. Moore described several cultural groups
outside of North America, contrasting their typical labor experiences and pregnancy-related
beliefs with those of women in North America. She also noted that nurses in North America
needed to become aware of other cultural traditions to assist women during childbearing and use
teachable moments during everyday encounters with families to influence women and children to
adopt progressive ideas of childbearing. Her advice for nurses to become aware of birth
traditions in various cultures is even more salient today.

Culture can be defined as “integrated patterns of human behavior that include the language,
thoughts, communications, actions, customs, beliefs, values, and/or institutions of racial, ethnic,
religious, and/or social groups” (Lipson & Dibble, 2005, p. xi). Childbearing has always been
rooted in culture. Although childbirth occurs in every culture, in each culture there are unique
meanings and customs associated with pregnancy, childbirth, and the puerperium. In the past 40
years, North America has become more multicultural, with many recent immigrants. Because of
this multiculturalism, the only “common” culture of childbearing in North America is the
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hospital culture. Most babies in North America are born in the hospital (Canadian Institute for
Health Information, 2004; MacDorman & Menaker, 2010), and since 1972, the typical
childbearing woman and the health care system culture of childbearing have changed
dramatically.

In the 1970s, the United States was comprised 88% White and 22% other races (U.S. Bureau of
the Census, 1974), and Canada had a similar makeup (Dominion Bureau of Statistics, 1975). In
the first decade of the 21st century, the United States and Canada have become more diverse, and
the percentage of Whites is now 80% in the United States (Statistical Abstract of the United
States, 2010) and 66% in Canada (Central Intelligence Agency, 2010). Among women of
childbearing age, the population is even more diverse. In 1970, 83% of births in the United
States were to White women (U.S. Bureau of the Census); whereas in 2006, this rate had
decreased to 78% (Martin et al., 2009). Canada does not report the race of newborns or their
mothers in their vital statistics, but the race of Canadian newborns likely mimics their population
diversity. The rate of Cesarean deliveries in the United States is now 32% and has been rising
rapidly since 1996 (Menacker & Hamilton, 2010), and in Canada it is more than 24% (Canadian
Institute for Health Information, 2006). Along with the increase in operative deliveries, there has
been a concomitant increase in medical intervention during labor in the form of epidural
anesthesia, and labor induction with oxytocin, both of which make it more likely that additional
medical interventions will be needed.

Who are Our Patients in the 21st Century?

In the 1970s, large cities in North America were multicultural, but rural areas often were not.
This is no longer true. Even the most remote areas in North America often contain a mix of
cultures, and many include recent immigrants, some legally in the country and some not
(Tankersley & Parsons, 2008). Recent immigrants may not have family members nearby to help
them through the developmental crisis of pregnancy and childbirth, and families who have
immigrated illegally may experience additional stresses related to fear of deportation. Up to 31%
of foreign-born people living in the United States are undocumented, having either illegally
entered the country or stayed beyond their visas (Hoefer, Rytina, & Campbell, 2007). Some
immigrant families report not using public health care agencies for fear of immigration
information being shared with authorities. Instead, they rely on family and friends for health care
advice or home remedies (Hagan, Rodriguez, Capps, & Kibiri, 2003). Further, recent immigrants
may not receive adequate prenatal care due to financial issues, beliefs that medical care is only
necessary during illness, or other reasons. Upon arrival to the hospital for birth, women may be
hesitant to challenge the hospital culture because of language barriers, cultural respect for
authority figures, or lack of knowledge. As a result, families may be overwhelmed by the birth
experience and may not feel that they are able to retain any control.

The racial makeup of the population of North America has changed dramatically in the past 40
years.



However, the opposite scenario can also occur. In the early to mid-20th century, immigrants
frequently immersed themselves in the dominant culture and took on many of the characteristics
of that culture within one generation (Hirschman, 2005). This trend, however, may be changing.
With the growing diversity in North America often has come a celebration of that diversity. For
example, many people identify themselves with the culture of their heritage and the culture of
their residence and show this by referring to themselves as both, e.g., Asian Americans. Even
when families identify themselves with a general heritage, such as Asian, it is important to
remember that many subcultures exist that may differ significantly from each other in cultural
traditions (Lipson & Dibble, 2005). Even within subcultures, beliefs can differ within
communities, and factors such as immigration experiences can result in changes in traditional
cultural beliefs and practices (Grewal, Baghat, & Balneaves, 2008). Embracing their culture of
heritage, some families present to the hospital for birth with firm expectations about the
childbirth experience that may conflict with hospital routines and health care provider
preferences. Additionally, expectations of prenatal and neonatal care may vary among women
and their health care providers. When health care expectations vary, women and their families
may be labeled as “noncompliant,” or in the case of behaviors such as drug use, be subject to
legal action for providing inadequate care for their unborn children or newborns (Flavin &
Paltrow, 2010).

What is Prenatal Care Like in the 21st Century?

Regular prenatal care is purported to improve birth outcomes, although rates of low birth weight
and prematurity have risen, and many of the tests and routines that have been recently added to
the prenatal care regimen are not evidence based but based instead on expert opinion (Novick,
2004). In the United States, all women are expected to follow a prescribed regimen for number
of visits and content of prenatal care (Hanson, VandeVusse, Roberts, & Forristal, 2009). Women
who do not follow these guidelines are often said to have inadequate prenatal care and may be
labeled as “at risk” upon their entrance to the hospital for childbirth. Some women of ethnic
minority have reported dissatisfaction with prenatal care related to cultural stereotyping (Novick,
2009).

One cultural group that may not follow the standard guidelines for prenatal care is Mexican
Americans. Some recently arrived Mexican American women may be illegal immigrants and
fear detection if they present to clinics; some may lack access to transportation; and some may
feel that pregnancy, being a natural part of life, requires no special health care as long as the
woman feels healthy (Lipson & Dibble, 2005). Indeed, Mexican Americans may be the least
acculturated immigrant group in the United States, and Mexican American women are less likely
to receive prenatal care and less likely to take their infants for well-child care than other
immigrants (Callister & Birkhead, 2002).

Despite this, they often have better birth outcomes and health status than other immigrants,
which has been termed the “Hispanic paradox,” and the more acculturated the population



becomes, the more negative health behaviors are reported (Page, 2007). Positive cultural health
practices are thought to be part of the reason for healthy birth outcomes (Callister & Birkhead),
which illustrates that positive cultural health practices should be supported, even if women do
not necessarily comply with health system protocols. However, care should be taken not to
assume homogeneity of any cultural group, as health practices can vary widely within each
culture (Fleuriet, 2009). Newer proposed models of prenatal care such as CenteringPregnancy
incorporate opportunities for group interaction and for discussion of issues important to the small
group of women present that day, instead of only provider-directed discussion (Reid, 2007). This
can potentially facilitate more culturally-sensitive care.

Immigrant families do not use public health care agencies for fear of immigration information
being shared with authorities.

What Are Our Hospital Maternity Units Like in the 21st Century?

In North America, even though health care providers say that pregnancy is a healthy time and
birth is a natural experience, care is oriented toward interventions and the risk of potential
complications. The typical woman's experience on the maternity unit begins with the assumption
that childbearing is risky and things can go wrong. Nursing care is geared toward minimizing
pain and risk. External forces that affect nursing care in maternity units include the nursing
shortage, which may result in inadequate staffing levels, and the high litigation rate for obstetric
cases (Jonsson, Norden & Hanson, 2007), which can decrease the tolerance for letting labor
progress naturally.

Certain routines in most North American maternity units may seem odd to families who are
unfamiliar with the hospital culture. Most hospitalized women have restricted food intake during
labor, so culturally prescribed foods are discouraged. Nearly 25% of Canadian women (Canadian
Institute for Health Information, 2006) and up to as many as 60% of American women
(Osterman, Martin, & Menacker, 2009) have epidural or spinal anesthesia for labor and delivery.
Electronic fetal monitors, which can impede movement, are considered standard care.
Intravenous fluids are routinely administered. Many of these interventions confine a woman to
her bed, and the inactivity can negatively affect natural labor. More than 20% of women in North
America have their labor induced (Canadian Institute for Health Information, 2010; Zhang,
Joseph, & Kramer, 2010), and many of these women are administered oxytocin for induction or
labor augmentation, which causes contractions to be more frequent and more intense than natural
labor. The fetal membranes are frequently artificially ruptured during labor induction, which
increases the pressure for birth to occur within 24 hours to reduce the risk of infection. This may
lead to an early decision for a Cesarean and/or instrumentation for birth. These interventions
during labor and birth may make early breastfeeding more difficult, either due to mother
immobility/pain or infant grogginess.

What Is Neonatal Care Like in the 21st Century?



In the United States, children are typically immunized against 13 diseases in their first 18 months
of age, requiring several, carefully spaced, health care visits. If immunizations are not received
according to schedule, children may be prohibited from attending public school (Womack,
2010). Besides immunizations, other health screening is recommended during well-child visits.
Many children do not attend all the recommended visits, and the lowest rates of compliance are
among Black and Hispanic children 0 to 5 years of age (Selden, 2006). Individuals from some
cultural groups may be unlikely to participate in regular health screening because they aren't
convinced of its importance or only believe that health care should be sought if symptoms of
illness are present. For example, American Indians may not participate in clinic visits if they or
their children are healthy and may be skeptical of medical treatments or procedures if they are
not convinced of their usefulness (Lipson & Dibble, 2005). Nurses working with parents of
infants should clearly explain rationales for neonatal care procedures and routines and be open to
learning about and discussing unique cultural health-promoting practices.

What Is the Nursing Role in the Care of Women of All Cultures?

Women not accustomed to this culture of potential risk in prenatal care, childbirth, and neonatal
care may be frightened, overwhelmed, or made to feel guilty if they are not willing to undergo
some of the expected interventions. This also is an issue for acculturated North Americans who
believe pregnancy is healthy and birth should be natural, but it may be more of an issue for
women who are recent immigrants, especially if they do not speak fluent English. American
nurses are so accustomed to our childbirth culture that we are in danger of forgetting that it is a
foreign land to the women and families we care for.

Nurses must acknowledge that the maternity health care system has a unique culture that may
clash with the cultures of many of our clients.

Nurses have an important role as cultural brokers as we welcome women and their families into
our workplaces where we share one of the most intimate experiences of their lives. First, we
must acknowledge that the maternity health care system has a unique culture that may clash with
the cultures of many of our clients. We should thoroughly explain procedures and offer clear
rationales for them. When choices exist, we should offer them, and when women and their
families make choices that we do not agree with, we should attempt to see the situation from
their vantage points. As maternity nurses, we have a responsibility to be aware of the childbirth
traditions of the groups who live in our neighborhoods. Nurse educators should offer frequent
updates to staff on cultural traditions related to childbirth and provide opportunities to discuss
how these traditions should be incorporated into nursing care. Representative members of
cultural groups can provide valuable consultation when policies are being developed so that
traditions may be honored.

Our major role as nurses is to provide safe and evidence-based care to promote optimal birth
outcomes for all women. We need to remember there is more than one way to provide this care.



Nurses are educated to assess every woman as an individual and to plan care with mutual goal
setting for the best outcomes. By assisting all clients to understand our culture of childbirth, and
by amending our practices as much as possible to embrace the cultural traditions of others, we
will enhance the childbearing experience and promote the health of women, newborns, and
families.
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