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Doulas in the Operating Room: An Innovative Approach to
Supporting Skin-to-Skin Care During Cesarean Birth
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PNP-BC, Laura G. Brown, MPH, Julie A. Thompson, PhD

Introduction: Skin-to-skin care (SSC) immediately after birth is recommended for all women and their newborns. Barriers to SSC after cesarean
birth lead to delays in initiation of this practice. The purpose of this quality improvement project was to implement an innovative approach with
volunteer doulas to support initiation of SSC after cesarean for all clients.

Process: Volunteer doulas in a well-established hospital-based program within an academic health center were trained to provide care during
scheduled cesarean births in the operating and recovery rooms. Data on rate and time of SSC and client and nurse satisfaction were collected for
a 12-week period.

Outcomes: Sixty-six women received doula-supported care in the operating room. All medically stable woman-newborn couplets with complete
data (N = 58) initiated SSC in the operating room and were included in the data analysis. Forty-eight women completed a feedback survey after
birth. Scores indicated that clients agreed or strongly agreed that the doula was an important part of the birth experience. Feedback from labor
and delivery nurses indicated highly positive attitudes about the importance of SSC and the presence of volunteer doulas. All nurses surveyed
who had participated in doula care (n = 20) agreed or strongly agreed that they were satisfied with the doulas and that the doulas were prepared
for this role.

Discussion: This project demonstrates that volunteer doulas can be prepared to provide supportive care to clients during and immediately after
cesarean birth. Doulas can play an integral role in supporting the initiation of SSC after cesarean birth and are perceived as an important member
of the maternity health care team by clients and nurses.
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INTRODUCTION

Skin-to-skin care (SSC) is recommended by theWorld Health
Organization and the American Academy of Pediatrics for
all women and newborns, regardless of newborn-feeding
method or type of birth. These recommendations state that
for all stable women and their newborns, SSC should be-
gin immediately after birth and continue through at least
the first hour of life.1,2 Studies have shown that SSC helps
stabilize newborn body temperature3 and is associated with
less hypoglycemia.4 Evidence also suggests that SSC may re-
duce the incidence of postpartum hemorrhage.5 After ce-
sarean birth, SSC is associated with improved breastfeeding
success and increased bonding and maternal satisfaction.6–8
There are significant emotional and psychological implica-
tions for initiating SSC. Studies demonstrate the importance
of SSC in parent-newborn bonding and confirmation of the
parents’ identity as mother or father.4,9

Women giving birth by cesarean are likely to experience
a delay in the initiation of SSC.10 Efforts to provide a more
client-centered approach to cesarean birth are needed to sup-
port women and families during this pivotal life experience.
Several practice models for SSC in the operating room have
been initiated recently and are associated with high levels
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of client satisfaction.11–15 A recent study interviewed women
who experienced SSC after cesarean birth and revealed the
significant impact of this initial contact. Women described
having their newborns with them for SSC in the operating
room as calming and relaxing, and it allowed them to tune
out the operating room environment.16

This quality improvement project took place at a ma-
jor academic health center in which labor and delivery unit
staff had initiated the practice of SSC in the operating room.
However, implementation of this practice was inconsistent
and often interrupted. Observations by the authors and per-
sonal communication revealed that the largest perceived
barrier to consistent SSC in the operating room was lack of
sufficient staff. Althoughmany nurses were committed to ini-
tiating SSC in the operating room, they were challenged to
assist women and newborns with maintaining SSC. Further-
more, therewere often not enough staff present to safely trans-
fer the woman and newborn from the operating room table to
the postanesthesia care unit (PACU) and still maintain SSC.

The primary purpose of this quality improvement project
was to implement an innovative approach with volunteer
doulas to support initiation of SSC after cesarean for all clients
by providing specially trained volunteer doulas to provide
nonclinical support to women and newborns in the operating
and recovery rooms. Birth doulas provide continuous physi-
cal, emotional, and informational support to individuals be-
fore, during, and just after childbirth.17 In addition to im-
proved physiologic birth outcomes, women who experience
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✦ Initiation of skin-to-skin care in the operating room is challenging because of competing responsibilities among staff.

✦ This quality improvement project introduced specially trained doulas into the operating room to provide support towomen
during cesarean birth.

✦ Skin-to-skin care was successfully initiated in all stable woman-newborn couplets who experienced doula support in the
operating room.

✦ Doulas may play a significant role in increasing rates of skin-to-skin care in the operating room.

continuous support have reported less dissatisfaction asso-
ciated with their childbirth.18 The main outcomes evaluated
were rate and time of initiation of SSC after implementation
of doula support and client and nurse satisfaction with doula
support.

PROCESS

Setting

The project took place on a 15-bed labor and delivery unit
within a public academic health center in the southeastern
United States. The unit serves a diverse client population,
including low-risk women and those with considerable risk
factors. High-risk maternity clients are transferred to this
tertiary care setting from around the state for specialized care.
The maternity care providers caring for clients on the unit in-
clude certified nurse-midwives, obstetricians, maternal-fetal
medicine specialists, and family medicine physicians. There
are 3 unit-dedicated operating suites and 2 PACU beds. Ap-
proximately 3800 births per year take place on this unit, with
a cesarean rate of about 30% of all births. The health center is
a Baby-Friendly designated facility1 and is well known in the
community for being an innovative, client-centered environ-
ment for birthing. The health center has a well-established
hospital-based volunteer birth doula program (Birth
Partners).

Key Stakeholders Engaged

Stakeholders were involved in this intervention from the start
of its development. The project lead engaged in discussion
with the labor and delivery management team regarding the
steps needed to initiate and sustain the project. The first step
included securing approval from the Women’s Hospital di-
rector. Further discussions with nursing staff, maternity care
and anesthesia providers, and members of the doula team oc-
curred at staff meetings, individual meetings, and through
email correspondence. Key stakeholders on the unit were in-
formally interviewed. Nurse champions agreed to help de-
velop and offer hands-on simulation training for the doulas
in the operating room environment, which provided oppor-
tunities to discuss the sterile field, sharing the small space at
the patient’s side with anesthesia providers, and other poten-
tial challenges. The staff’s readiness to embrace SSC in the op-
erating room as a practice change as well as the doula pro-
gram’s positive regard within the health system provided the
necessary foundation for acceptance of this innovation. The

intervention was endorsed by stakeholders, the health center’s
nursing quality and research department approved the project
proposal, and the institutional review board confirmed it as
exempt from review.

Intervention

The project used a postimplementation review design. The
purpose of postimplementation reviews are to determine 1)
if the aims were met, 2) what might be done differently to
continue to improve the intervention in the future, and 3) if
there are lessons learned that can be applied to this and future
projects.19 The project included 2 phases. Phase one occurred
before the practice change was implemented and included en-
gagement with stakeholders, surveying the labor and deliv-
ery nursing staff (all day-shift nurses [N = 35] were invited)
about their perceptions of the proposed practice change, and
educating staff and maternity care providers about the prac-
tice change. The project lead provided information to nurse
managers andmaternity care providers regarding the planned
intervention, which they shared with their teams. Managers
made suggestions regarding the timing of doula shifts for the
operating room and provided feedback on the planned client
and family information before it went to print. All nurses
and maternity care providers on the unit received informa-
tion about the practice change through email, staff meeting
announcements, and personal communication.

While the nurses andmaternity care providers were learn-
ing about the practice change, Birth Partners volunteer doulas
participated in a hands-on 4-hour training course focused on
the care of clients experiencing cesarean birth. This coursewas
offered by the project lead, program intern, and a labor and
delivery nurse and included a birth simulation on the unit.
Training included information about appropriate locations for
doulas in the operating room, safe newborn positioning, and
breastfeeding initiation. Simulations were also conducted for
a cesarean birth and subsequent transfer to the PACU.

The second phase included implementing the practice
change and collecting outcome data on SSC rate and time of
initiation for 12 weeks. Note that because SSC was not part
of the documentation template in the electronic health record
prior to this project, it was left to each nurse to document if
SSC was initiated and any details related to time of initiation
or length of SSC. Therefore, it was not possible to collect data
with any accuracy on rates or specifics of SSC before the im-
plementation of this project.
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Table 1. Women’s Experience with Doula Support During Cesarean Birth (N= 48)a

Scoreb

Survey Question Mean (SD)

Doula help before my cesarean made me feel supported 3.67 (0.88)

Doula help during my cesarean made me feel supported 3.68 (0.91)

My doula helped my baby and me with skin to skin in the operating room 3.76 (0.71)

My doula helped my baby and me with skin to skin after surgery in the recovery room 3.50 (0.85)

My doula was an important part of my birth experience 3.48 (0.97)

I will tell my friends and family to ask for a doula when they have a baby 3.56 (0.90)

aOf 58 women who experienced doula support during cesarean birth, 48 completed the survey.
bItems on the table are the survey questions and were scored on a Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree).

After 12 weeks of the practice change, the labor and deliv-
ery nursing staff were surveyed again to be sure that their per-
ceptions were not adversely impacted by the practice change.
Clients also completed surveys on their experiences.

The specially trained doulas were available to attend
clients scheduled for a planned cesarean birth each weekday
morning during the implementation phase. All planned ce-
sarean births at the health center take place during this time.
The most common indications for the procedure are previ-
ous cesarean birth and fetal malpresentation. All women pre-
senting for a scheduled cesarean were invited to participate in
the practice change. Only women whose cesarean births over-
lappedwith doula care of another client in the operating room
were not included.

Women initially met their doula when presenting to the
labor and delivery unit for preparation on the day of cesarean
birth. Clients were invited to assist in the evaluation of this
new practice change by answering questions about their prior
experience with SSC and doula care. Women were supported
by their doula during placement of regional anesthesia and
throughout the surgical procedure.When applicable, partners
were included in the birth experience.

After the birth, 2 nurses were consistently present through
initial assessment of the newborn. After newborn stabilization
by the nursing staff, the doula assisted the nurse with safely
placing the newborn skin to skin on the woman’s chest. The
doula remainedwith the client and ensured continued safe po-
sitioning of the newborn and provided comfort measures for
the client. At least one nurse remained present in the oper-
ating room after the birth and regularly assessed the woman
and newborn per unit protocol. There was no change in nurse
staffing as a result of doula presence in the operating room.

The doula assisted with transfer to the PACU and stayed
with the client through the first hour ormore of the newborn’s
life. During this time, the doula assisted with teaching and
supporting safe newborn positioning, SSC, and initiation of
breastfeeding. Clients were later visited by a volunteer doula
on the first or second postpartum day.

Evaluation

The primary outcome measure was initiation of SSC in the
operating room with the expectation that all stable clients
achieve this goal. Data collected by the doulas included time
of birth, time of initiation of SSC, time of any interrup-
tions in SSC, indications for delays or interruptions, and data

related to SSC during transfer to the PACU. Three tools were
developed by the authors and used in this project: a data col-
lection tool completed by the volunteer doula, a survey for
labor and delivery nurses, and a client feedback survey. The
surveys were reviewed by clinical and educational experts for
content and face validity. Responses were indicated using a
Likert scale from 0 to 4 ( = strongly disagree, 1 = disagree, 2
= neutral, 3= agree, and 4= strongly agree). The client feed-
back surveys were collected for 12 weeks after the initiation
of the practice change and assessed women’s satisfaction with
SSC in the operating room and doula support received during
their experience. Table 1 includes the survey questions. The
preimplementation nurse survey was composed of 6 items.
The postimplementation survey included the same 6 items
with 4 additional questions that referred to the nurses’ per-
ceptions of workingwith the volunteer doulas in the operating
room and PACU. Table 2 includes the nurse survey questions.
Outcomes were collected from the labor and delivery nurses
before the practice change and again 12 weeks after initiation
of the practice change. Amean satisfaction score total was cal-
culated for both the client and the nurse surveys by adding the
mean score for each of the 6 items on the survey and averaging
the sum.

Data were assessed using IBM SPSS version 24 (IBM
Corp., Armonk, NY). Descriptive statistics were used to eval-
uate the rates of SSC, time of initiation of SSC, types of inter-
ruptions, and responses to the client and nurse surveys.

OUTCOMES

Demographics and Care in Operating Room
and Postanesthesia Care Unit

Sixty-six women experienced doula-supported cesarean birth
during the data collection period. The mean (SD) age of
women was 32 (5.8) years. The mean (SD) number of previ-
ous cesarean births was 1.2 (1.02). Most (92%) of the women
had never experienced doula care. However, 45% knew about
the role of doulas. Of the 66 participants, 2 were excluded be-
cause of lack of sufficient data. Of the 64 woman-newborn
couplets for whom there were complete data, 6 did not ini-
tiate SSC because of neonatal or maternal instability. In 5 of
those cases, newborns were unexpectedly transferred to the
neonatal intensive care unit, and in one case, the woman ex-
perienced complications that prevented SSC in the operating
room.
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Table 2. Labor and Delivery Nurses’ Experience of Doula Care During Cesarean Birth, Before and After Implementation of Doula-Supported
Skin-to-Skin Care

Scorea Before

Implementation

(n = )

Scorea After

Implementation

(n = )

Survey Question Mean (SD) Mean (SD)

Skin to skin is a nursing priority when the right resources are present 4.00 (0.00) 3.91 (0.29)

Skin to skin is important to do in the OR 3.58 (0.64) 3.65 (0.57)

Birth Partners volunteer doulas are an important part of the care team on L&D 3.69 (0.47) 3.70 (0.47)

Birth Partners doulas can help nurses by supporting patients 3.88 (0.33) 3.96 (0.21)

Birth Partners doulas can effectively help with skin to skin in the OR 3.58 (0.99) 3.70 (0.64)

Birth Partners doulas can effectively help with skin to skin in the PACU 3.77 (0.51) 3.87 (0.45)

Birth Partners doulas are prepared for supporting patients in the ORb – 3.45 (0.51)

I am satisfied with Birth Partners doula care in the ORb – 3.55 (0.51)

Birth Partners doulas are prepared for supporting patients in the PACUb – 3.65 (0.49)

I am satisfied with Birth Partners doula care in the PACUb – 3.60 (0.50)

Abbreviations: L&D, labor and delivery; OR, operating room; PACU, postanesthesia care unit.
aItems on the table are the survey questions and were scored on a Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree).
bn = 20. Only 20 nurses had experienced collaborative care with a volunteer doula by the time the survey was done.

All 58 of the medically stable couplets initiated SSC in the
operating room.Themean (SD) interval between time of birth
to initiation of SSC was 11 (9) minutes. When SSC was inter-
rupted in the operating room, the mean (SD) time of inter-
ruption was 24 (21) minutes after birth. The most common
reasons for interruption of SSCwere transfer to the PACU and
maternal request because of nausea. One-third of stable cou-
plets were transferred to the PACUwhile maintaining SSC on
thewoman’s stretcher. Two-thirds of the stable newbornswere
transferred to the PACUby bassinette. About half (52%) of the
newborns had SSC time with a partner or client’s support per-
son at some point during doula care. There were no incidents
of clinical oversight or patient harm in any of the cases dur-
ing this practice change. There were no additional costs to the
hospital-based doula program as a result of this project.

Women’s Experience

Women’s evaluation of doula care in the operating room is in-
cluded in Table 1. Forty-eight women completed the 6-item
survey on the first or second postpartum day. The mean score
was 3.61 (possible range 0-4). Most women (42 of 48, 87.5%)
agreed or strongly agreed that the doulawas an important part
of the birth experience.

Labor and Delivery Nurse Feedback

The perceptions of labor and delivery nurses about the im-
portance of SSC and the role of the doula supporting SSC
were high before and after the project was implemented.
Twenty-six (75%) nurses completed the preimplementation
survey, but only 20 (57%) were able to experience collabo-
rative care with a Birth Partners volunteer doula in the op-
erating room by the time of the postimplementation survey
(because of morning-only scheduling). Twenty-three (66%)
nurses completed the same items in the postimplementation
survey (mean scores of 3.75 before and 3.8 after; Table 2). One

hundred percent reported that they agreed or strongly agreed
that the doulas were prepared to support clients in the oper-
ating room and PACU and that they were satisfied with the
doulas in both of these sites.

DISCUSSION

This quality improvement project is an example of an inno-
vative approach to support clients during the cesarean birth
experience. This project demonstrates that the presence of
specially trained doulas may improve initiating SSC during
surgical birth and advancing practice toward SSC in the oper-
ating room becoming an expected norm for all stable women
and newborns. Previous reports have successfully introduced
SSC in the operating room; however, doulas have not been in-
cluded in the care team. Lack of space in the operating room
has been reported as a barrier to including doulas in the care
team,20 but this project successfully incorporated the doula at
the client’s bedside.

Women receiving volunteer doula care as part of their
cesarean birth demonstrated high levels of satisfaction with
their experience. These positive findings are consistent with
previous studies assessing women’s experiences with doula
support, including during labor and birth18 and during first-
trimester surgical abortion.21,22 Notably, in this project, clients
did not have the opportunity to meet their doula until the
morning of the scheduled cesarean, and fewer than half of
the clients were aware of the doula role when introduced to
the doula. It is possible that satisfaction could be even higher
if individuals have an opportunity to develop a rapport with
their doula.

This project provided an opportunity for volunteer doulas
to closely collaborate with health care professionals, includ-
ing anesthesia providers and obstetricians. The positive sur-
vey results among nurses support previous work demonstrat-
ing that labor and delivery nurses who work with doulas more
frequently tend to have more favorable views of collaborating
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with doulas on client care.23 The positive perception of doulas
that nurses held before the project was implemented also re-
veals that nursing staff prioritized the practice of SSC after
birth when the right resources were present and that they val-
ued SSC in the operating room.

Reports on specific timing related to initiation or inter-
ruptions of SSC in the operating room are currently very lim-
ited in the literature. Only one previous quality improvement
project described timing of SSC and improved rates defined as
occurring within the first 30 minutes after birth.10 Timing of
this developing practice, as well as indications for delays and
interruptions, are important data that should be documented
in the electronic health record and indicate the need to further
examine current nursing andmaternity care provider practice
routines for improvement. Further education of nursing and
medical staff is necessary, including how to safely transfer a
woman and newborn to the stretcher and PACU without in-
terrupting SSC.

Information gained from this project provides important
evidence to inform next steps in the process of sustainability
of the practice change. Offering training to doula volunteers
on a regular basis will be key to the success of the interven-
tion. It is vital that doulas be well prepared and available when
scheduled for shifts in the operating room.Doula accountabil-
ity to the programwill be fundamental to the success and sus-
tainability of this practice change. In addition, continuing to
provide opportunities for communication between the doula
program staff and members of the health care team is a vital
component to ensure ongoing success and collaboration be-
tween doulas and other members of the care team.

Future studies to support such efforts could explore addi-
tional benefits of including doulas in the maternal care team
for women experiencing cesarean birth. Benefits may include
improved maternal and neonatal health outcomes and poten-
tial health care cost savings. Such data may be instrumental
to securing reimbursement for doula services by third-party
payers and would result in the increased accessibility of this
unique care.24,25 Work is needed to explore the potentially
significant impact doulas may have on advancing evidence-
based birthing practice and interprofessional approaches to
health care. Additional research is needed to explore improved
health outcomes and health care cost savings associated with
doula-supported birth.

Limitations of this project include implementation in only
one academic health center and the lack of specific data related
to baseline SSC rates because documentationwas not required
prior to the initiation of this project. Moving forward, the cur-
rent study provides a solid benchmark for future improvement
at this facility.

CONCLUSION

SSC is the best practice for all women and newborns re-
gardless of mode of birth. The operating room is a particu-
larly task-oriented client care environment. The presence of
a health care worker whose unique focus is to comfort and
support the client is especially valuable in this birthing envi-
ronment. Doulas provide an opportunity for clients and part-
ners to focus on the birth of the newborn rather than the ce-
sarean surgery. Labor and delivery nurses and clients both

provided positive feedback regarding their experience with
doula-supported cesarean birth. This project demonstrated
that doulas can be trained to play a significant role in sup-
porting this client-centered care practice for individuals ex-
periencing cesarean birth.

AUTHORS

Rhonda K. Lanning, CNM, DNP, RN, LCCE, IBCLC, is an as-
sistant professor at the University of North Carolina at Chapel
Hill. She is also the Program Director for Birth Partners, the
UNCMedical Center Volunteer Doula Program.

Marilyn H. Oermann, PhD, RN, ANEF, FAAN, is the Thelma
M. Ingles Professor of Nursing at Duke University School of
Nursing, Durham, NC.

Julee Waldrop, DNP, PNP-BC, FAANP, FAAN, is a professor
at the University of North Carolina at Chapel Hill. She also
coaches fellows in the nationwide Duke-Johnson & Johnson
Nurse Leadership Program.

Laura G. Brown, MPH, is the Executive Director of the In-
stitute for Healthcare Quality Improvement at UNC Medical
Center in Chapel Hill, NC.

JulieA. Thompson, PhD, is a statistical consultant for theDoc-
tor ofNursing Practice programat theDukeUniversity School
of Nursing in Durham, NC.

CONFLICT OF INTEREST

The authors have no conflicts of interest to disclose.

ACKNOWLEDGMENTS

The authors would like to acknowledge financial support pro-
vided by the Alpha Alpha Chapter of Sigma Theta Tau.

REFERENCES

1.World Health Organization; United Nations Children’s Fund. Baby-
Friendly Hospital Initiative: Revised, Updated and Expanded
for Integrated Care. Geneva, Switzerland: World Health Orga-
nization; New York, NY: United Nations Children’s Fund; 2009.
http://apps.who.int/iris/bitstream/10665/43593/1/9789241594967_
eng.pdf. Accessed February 14, 2018.

2.Feldman-Winter L, Goldsmith JP; Committee on Fetus and Newborn;
Task Force on Sudden Infant Death Syndrome. Safe sleep and skin-to-
skin care in the neonatal period for healthy termnewborns.Pediatrics.
2016;138(3):e1-e10.

3.Nimbalkar SM, Patel VK, Patel DV, Nimbalkar AS, Sethi A, Phatak
A. Effect of early skin-to-skin contact following normal delivery on
incidence of hypothermia in neonates more than 1800 g: randomized
control trial. J Perinatol. 2014;34(5):364-368.

4.Moore ER, Bergman N, Anderson GC, Medley N. Early skin-to-skin
contact for mothers and their healthy newborn infants. Cochrane
Database Syst Rev. 2016;11:CD003519.

5.Saxton A, Fahy K, Rolfe M, Skinner V, Hastie C. Does skin-to-
skin contact and breast feeding at birth affect the rate of pri-
mary postpartum haemorrhage: results of a cohort study.Midwifery.
2015;31(11):1110-1117.

6.Stevens J, Schmied V, Burns E, Dahlen H. Immediate or early skin-to-
skin contact after a caesarean section: a review of the literature.Matern
Child Nutr. 2014;10(4):456-473.

116 Volume 64, No. 1, January/February 2019

http://apps.who.int/iris/bitstream/10665/43593/1/9789241594967_eng.pdf
http://apps.who.int/iris/bitstream/10665/43593/1/9789241594967_eng.pdf


7.Sundin CS, Mazac LB. Implementing skin-to-skin care in the oper-
ating room after cesarean birth. MCN Am J Matern Child Nurs.
2015;40(4):249-255.

8.Gregson S, Meadows J, Teakle P, Blacker J. Skin-to-skin contact af-
ter elective caesarean section: investigating the effect on breastfeeding
rates. Br J Midwifery. 2016;24(1):18-25.

9.Anderzén-Carlsson A, Lamy ZC, Tingvall M, ErikssonM. Parental ex-
periences of providing skin-to-skin care to their newborn infant–part
2: a qualitative meta-synthesis. Int J Qual Stud Health Well-being .
2014;9:24907.

10.Hung KJ, Berg O. Early skin-to-skin after cesarean to improve
breastfeeding. MCN Am J Matern Child Nurs. 2011;36(5):318-
326.

11.Lavigne A, Washburn SR, Gosiewski C, Kuester A. Implementing an
enhanced birth experience for family-centered cesarean birth. J Obstet
Gynecol Neonatal Nurs. 2015;44(suppl 1):S16.

12.Price K,Weaver J, Tribbett SB, Carpenter C. Using the Lean process to
achieve skin-to-skin after cesarean births. J Obstet Gynecol Neonatal
Nurs. 2015;44(suppl 1):S16-S17.

13.Dudas L, Quinn B, Bealafeld L. Collaborative effort for a positive pa-
tient experience through gentle cesarean. J Obstet Gynecol Neonatal
Nurs. 2016;45(suppl 3):S11.

14.Moran-Peters JA, Zauderer CR, Goldman S, Baierlein J, Smith AE.
A quality improvement project focused on women’s perceptions of
skin-to-skin contact after cesarean birth. Nurs Womens Health.
2014;18(4):294-303.

15.Armbrust R, Hinkson L, von Weizsäcker K, Henrich W. The Charité
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