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Introduction
Childbirth (delivery) is the process in which 
the fetus, placenta, and fetal membranes exit 
or are pushed out of the uterus.[1] Childbirth 
is performed in two ways, natural or vaginal 
delivery and cesarean section  (C‑section).[2] 
In natural childbirth, the fetus exits through 
the birth canal,[3] while C‑section is 
performed through a surgical incision 
in the mother’s abdomen and uterus[4] 
when the life of the mother or the child 
is threatened.[5] Due to the side effects of 
surgery, the costs of hospitalization, and 
prolongation of hospitalization, natural 
childbirth is preferable.[6] The increasing 
rate of C‑section is a concern for public 
health at an international level.[7]

According to the studies conducted in this 
domain, 85–90 percent of childbirths can 
be performed through the natural process.[8] 
Moreover, according to the World Health 
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Abstract
Background: The natural childbirth instruction program, which aims to reduce the cesarean section 
(C‑section) rates in the country and pay attention to demographic policies, has achieved significant 
accomplishments in the short time span since it was implemented throughout the country. In the 
present study, the advantages and challenges of the implementation of this program have been 
analyzed. Materials and Methods: This qualitative study carried out with the participation of 32 
knowledgeable individuals who were selected using purposeful sampling and snowball sampling 
methods among the personnel of Kerman University of Medical Sciences, and it’s affiliated 
educational (university) hospital. The data were collected through semi‑structured interviews 
based on the research objectives, review of texts, and experts’ experiences. Data analysis was 
performed using content analysis method in MaxQDA software. Results: Data analysis provided 
the 5 main categories of implementation instructions’ strengths, implementation instructions’ defects, 
implementation instructions’ achievements, implementation instructions’ challenges and threats, 
and suggestions. Conclusions: Accountability in the system that provides health care services for 
pregnant mothers in public hospitals has been created through the implementation of the natural 
childbirth promotion package. If managerial barriers and executive and legal inefficiencies are 
followed up and suitable measures are taken for solving the intra‑system conflicts, we can hope that 
the package, which has been one of the most serious efforts made by the Ministry of Health over the 
past decades to reduce cesarean delivery, will achieve significant accomplishments.
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Organization  (WHO), the expected portion 
of C‑section in different countries should 
be 10–15% of the total childbirths.[9] 
However, this portion is more than 50% in 
most developing countries.[8] According to 
the 2014 report of the WHO, the prevalence 
of C‑section in countries with low income, 
below average income, above average 
income, and high income have been 6%, 
9%, 32%, and 28%, respectively. Currently, 
Iran has the second highest prevalence 
of C‑section in the world and during past 
years different policies and plans have been 
devised to reduce this prevalence.[10]

The Mother‑Friendly Childbirth Initiative 
(MFCI) was developed in the 1990s in 
order to manage the delivery process, 
promote maternal and neonatal health, 
reduce treatment costs resulting from 
increased labor interventions, and increase 
breast feeding. As labor is a natural process, 
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the MFCI was introduced in 1996.[11] Implementation of the 
MFCI plan requires a set of country‑specific standards.[12] 
Therefore, the Ministry of Health and Medical Education 
developed the following 10‑step principle of MFH in 2002 
in Iran.[13] In 2014, the Ministry of Health and Medical 
Education of Iran devised the natural childbirth promotion 
instruction in state universities aiming to improve mothers’ 
and newborns’ health indices by protecting their privacy 
through optimizing the physical space of delivery rooms, 
reducing the costs  (free natural childbirth in public 
hospitals), and increasing the service providers’ motivations 
for promoting natural childbirth.[14] The natural childbirth 
promotion program is one of the health system’s evolution 
plans which aims to reduce the rate of C‑section in the 
country and pay attention to demographic policies through 
providing free natural childbirth services and educating 
pregnant mothers. This program has achieved significant 
accomplishments in the short time span since it was 
implemented throughout the country.[15]

The study conducted by Moradi et al. to assess the natural 
childbirth promotion package from the point of view of 
beneficiaries showed that this package has satisfied the 
gynecologists to a high extent and has encouraged mothers 
to choose the natural childbirth method.[16] Paying attention 
to midwives and health staff  (the first contact point for 
pregnant mothers among health service providers) can 
increase the effectiveness of this package.[16] Shams et  al. 
showed in their study that in order to devise an effective 
tailored intervention for the promotion of natural childbirth 
among primiparas, we need to consider their needs and 
demands. Education, phone consultations, and reduction 
in interventions by physicians and midwives in health care 
centers are the main parts of a tailored intervention.[17]

Now that 4  years have passed since the implementation of 
the health system evolution plan in the country, efforts made 
to analyze and assess the extent of the success or failure of 
this plan  (analyzing strengths, weaknesses, implementation 
opportunities, and challenges) have created suitable 
conditions in which the accuracy of implementing this great 
national plan is improved through receiving feedbacks and 
making necessary predictions, timely modifications, and 
adjustments in strategies and mechanisms to overcome 
the problems, which has led to an improved health system 
status in the country. An extensive review of evidences by 
the research team showed that, until now, only a limited 
number of studies have addressed the advantages ‎and 
challenges of implementing the natural childbirth promotion 
package in Iran. The present research was conducted with 
the aim to analyze the advantages and challenges of the 
natural childbirth promotion package in the experiences of 
personnel of a selected hospital in Kerman, Iran, in 2018.

Materials and Methods
This qualitative study was carried out using the 
conventional content analysis approach on the experiences 

of personnel of a selected hospital in Kerman in 2018. 
Qualitative content analysis is a research approaches in 
which concepts and contents of the data are extracted, 
interpreted, and reported using a systematic approach.[18] In 
this approach, the codes and their classification are directly 
extracted from the interviews. In content analysis, the 
researcher interprets the results by presenting data in 
words and themes in order to understand, interpret, and 
conceptualize the underlying meanings of the qualitative 
data. After conducting each interview, the text was 
transcribed verbatim, and then, coded.[19] Data analysis 
was performed using the constant comparison technique 
and Graneheim and Lundman’s qualitative content analysis 
approach. Accordingly, we took the following 5 steps for 
analyzing the data:  (1) transcribing the whole interview 
immediately after conducting it;  (2) reading the whole 
transcript in order to obtain a general understanding of 
it;  (3) identifying meaning units and primary codes;  (4) 
categorizing similar codes into main categories; and  (5) 
identifying the main themes of the categories.[20] The data 
collection tool was a semi‑structured interview. In order to 
conduct the interviews, an interview guide was devised the 
questions of which were designed based on the objectives 
of the research and a review of the texts and experiences of 
experts. First, 4 in‑depth interviews were conducted so that 
we could gain a better understanding of the concept, design 
the interview guide questions, and identify the points to be 
considered during the semi‑structured interviews.

The interview questions were designed with the aim to 
collect the respondents’  (interviewees) experiences on 
the subjects of the barriers to providing natural childbirth 
inputs, strengths of the university in providing natural 
childbirth inputs, reasons for increased rate of C‑section, 
reasons for the delivery choices of mothers, factors, and 
beliefs in choosing the delivery type among physicians, 
the appropriateness of the division of labor between 
gynecologists and midwives, the role of private hospitals in 
providing childbirth services, financial problems, and issues 
in paying natural childbirth and C‑section service providers, 
and legal issues and barriers  (payment laws, laws for 
dealing with medical errors, and patients’ complaints…).

Thus, 32 knowledgeable people from the university and the 
affiliated hospital who were selected through purposeful 
and snowball sampling were interviewed; the researcher 
achieved saturation at this number. Saturation is a condition 
in which no new data is gained from conducting more 
interviews. Each interview lasted 45  minutes on average. 
The interviews were recorded with the permission of the 
participants and were then demodulated.

The study inclusion criteria included possessing a 
managerial or executive position at the parturition clinics of 
the hospitals or Vice Chancellor for University Treatment, 
having sufficient expertise and experience in providing 
gynecological clinical services in a university hospital, 
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and having connoisseurship and reputability in the subject 
under assessment  [Table  1]. The experts and nurses, who 
were willing to take part in the study and had the inclusion 
criteria, were individually interviewed until data saturation 
was achieved and no new data was acquired from the 
interviews.

The qualitative data analysis was carried out through content 
analysis method using MaxQDA software  (version  10.2, 
VERBI Software GmbH, Berlin, Germany). The interviews 
were recorded and note‑taking was done simultaneously. 
Subsequently, the interviews were transcribed, and 
information was collected, coded, and analyzed. All of the 
recorded content was entered into Microsoft Word and, in 
order to immerse in the data, we studied the content of 
interviews several times to gain a complete understanding 
of the text. In this study, after coding, we learned what 
information was needed and must be added. Then, we read 
the text line by line and words, sentences, or paragraphs 
that had important points regarding the advantages and 
challenges of the implementation of the natural childbirth 
promotion package were defined as meaning units. Next, 
concepts and codes were highlighted and placed in the 
framework of key concepts, and the text was coded. In the 
course of the study, we used the scientific rigor criteria for 
qualitative research defined by Lincoln and Guba,[21] and 
the reliability, validity, confirmability, and fitness of the 
data were evaluated.

In this study, we tried to improve the reliability of the 
findings using the following procedures through the 
conducting performance of in‑depth interviews in several 
sessions, mixing several data collection methods such 
as interview and field notes, integrating into participant 
selection, reviewing of the written files by the respondents 
to confirm the validity of the data, reviewing the data 
by supervisors, and advisors and colleagues to ensure 
the conformity of the categories with the respondents’ 
statements. In order to achieve confirmability, the 
interviews, codes, and categories were analyzed by not only 
the researcher, but also the research team. Furthermore, the 
texts of a number of the interviews, and their codes and 

categories were given to colleague researchers and some 
experts so that the agreement on the concepts among 
several researchers could be evaluated.

Moreover, 2 of the researchers who were responsible for 
collecting qualitative data spent 6 months among the 
participants. This long‑term involvement and contact with 
participants led to the creation of trust between them and 
the participants, and an improved understanding on the 
part of the researchers. Maximum variation sampling 
method which improves the fitness and transferability of 
the data was utilized in this study, and participants with a 
high variation rate and different hospital positions, work 
experiences, age, and gender took part in the study.

The present study is one of the first studies related to the 
assessment of the free‑of‑charge natural childbirth package, 
which aims to promote natural childbirth; therefore, it can 
clarify many aspects of the package and also identify a 
large number of challenges, and, to a great extent, rectify 
the barriers to its implementation. Moreover, using the 
findings of the study, we can define fundamental approaches 
to promote natural childbirth.

Ethical considerations

The ethical considerations observed in this research 
included obtaining informed consents from the participants 
before their participation in the research and recording 
the interviews, not listing the names of the participants 
in the transcribed texts, and observing the principle of 
confidentiality  (ethical code: No. IR.KMU.REC.1398.180). 
Receiving informed consent in writing in order to 
participate in the interview, observing anonymity and 
secrecy in recording the interviews, and assuring the 
participants of the confidentiality of their information and 
the right to participate in or leave the study were some of 
the moral principles of the study. The participants could 
skip any question they were not willing to answer. In 
order to conduct the research, the researcher went to the 
participants’ workplace and interviewed them there. The 
participants were informed that they might be contacted 
again to complete the process. Moreover, they were told 
that if they wished, they could have the results of the study.

Results
In the present qualitative study, five concepts (implementation 
instructions’ strengths; implementation instructions’ defects; 
implementation instructions’ achievements; implementation 
instructions’ challenges and threats, and suggestions) were 
extracted from the interviews through several reviews of 
the contents of the conference and mixing the codes in 
multiple instances. Moreover, in the framework of these five 
concepts, we identified 17 categories and 31 subcategories. 
The key concepts and codes related to the implementation 
of the instruction in Kerman University of Medical Sciences, 
Kerman, Iran are presented in Table 2.

Table 1: Job position and the number of the participants 
in the interview

Job Position Numbers
Personnel of maternity ward (gynecologist, midwife, 
and nurse)

9

Educational supervisor of the hospital 2
Head nurse of the maternity ward 3
Faculty member of the school of midwifery 3
Director of the clinic, head or manager of the hospital 8
Directors or officers of the university vice‑chancellor 
of curative affairs

4

Faculty members of the school of management and 
informatics

3

Total 32
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Implementation instructions’ strengths

In addition to the effects it has had on the health care services 
quality improvements, the natural childbirth promotion 
program has positively affected hospitals. Based on the 
analysis of the interviews, we identified 2 ancillary codes.

Defining quantitative and measurable objectives

One of the aspects of the efficient implementation of a 
plan is accurate monitoring to obviate the weaknesses and 
assess the implementation process. Therefore, appendix 
1 (the instruction for monitoring the performance of public 
universities and hospitals regarding natural childbirth 
promotion) is one of the strengths of the instructions, which 
can be rigorously assessed through performance monitoring 
at 3 levels, hospital, university, and the Ministry of Health.

One of the respondents admitted that the knowledge of 
indices has increased and believed that the objectives 
have become quantified and measurable. “Facts such 
as the C‑section rates, pregnant mothers’satisfaction, 
free‑of‑charge child birth, and doctors’frequent visits to 
the maternity ward have shown us what we have achieved” 
(P9). 

Another participant stated: “According to the main 
programs, we have to report the mothers’ health 
improvement assessment in maternity health care and the 
mortality rates of children” (P. 11).

Devising a monitoring mechanism

Another thing that can be considered as strength is that 
the objectives of this instruction are quantitative, easily 
understood, and measurable. According to the program, 
all hospitals are obliged to reduce C‑section rates. In order 
to encourage the mothers to choose natural childbirth and 

reduce their costs, natural childbirth in public hospitals is 
performed free‑of‑charge, and the patient does not pay for 
natural childbirth. Moreover, in order to protect the privacy of 
mothers and make the natural childbirth process pleasant for 
them, optimizing the physical space of maternity wards has 
been considered. Motivating and encouraging public centers 
and service providers to provide pain reduction methods 
including pharmaceutical and non‑pharmaceutical approaches 
is another measure taken. Furthermore, promoting the 
culture of natural childbirth by holding classes for preparing 
pregnant mothers and empowering service providers are other 
measures taken in the natural childbirth promotion program.

A participant pointed out the fact that: “It is clear now 
that the midwife can talk to the patient and calm her, 
teach her methods for reducing the pain, and train her 
to have a painless delivery, and thus, the baby will be 
healthier” (P. 2). 

A respondent stated: “Pregnancy is a natural matter, and 
it is better to follow its natural course. We have tried to 
segment the delivery ward, we separated the physical 
space by partitioning so that the mother can have a more 
comfortable delivery, there is a midwife present, and the 
doctor visits the mother regularly” (P. 6).

In addition, a participant noted that: “Holding classes for 
mothers will reduce their fear, especially if it is their first 
delivery. Most people choose C‑section because of their fear 
of natural delivery. When they are informed that there are 
several ways for reducing pain, that the baby will be healthier, 
they will not have post‑delivery pain, their pain will be gone 
after the delivery is finished, and infection is less probable, 
their fear is reduced and they choose natural delivery” (P. 18).

Table 2: Main categories and subcategories related to the implementation of the natural childbirth promotion 
instructions in Kerman University of Medical Sciences, Iran

Main categories Subcategories
Implementation instructions’ 
strengths

Defining quantitative and measurable objectives
Devising a monitoring mechanism

Implementation instructions’ defects Segregating the private and semi‑public hospitals in the implementation of the instructions
Implementation instructions’ 
achievements

Emphasizing the role of midwives in natural childbirth services
Changing the society’s attitude towards natural childbirth
Paying more attention to maternity hospitals

Implementation instructions’ 
challenges and threats

Reasons for choosing cesarean delivery
The challenge of providing natural childbirth inputs
Disproportion in the division of labor between midwives and gynecologists 
The role of private hospitals in providing maternal services
Financial challenges in natural childbirth and cesarean delivery
Legal limitations for promoting natural childbirth

Suggestion Rational allocation of budget
Improving physical space
Training proficient manpower
Promoting the culture
Building a culture of teamwork and interaction in maternity wards
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Implementation instructions’ defects

Segregating private and semi‑public hospitals in terms of 
the implementation of the instruction

Although, one of the objectives of the instructions is to 
reduce C‑section rates in the country, there is no mention 
of the procedure of monitoring private and semi‑public 
hospitals such as hospitals affiliated with the army, Sepah, 
or the department of education, while the C‑section 
statistics of these hospitals are a part of the total statistics 
of the country. In this regard, one of the respondents 
pointed to the high rates of C‑section in the private sector.

“Childbirth in private hospitals in 90% of the cases is 
performed through C‑section, and they do not have a 
delivery room, and if the patient does not have any problem 
with this, the private sector admits her” (P. 5).

The experiences of participants showed that there must 
be a comprehensive monitoring of the natural childbirth 
promotion. “The private sector has high C‑section rates, 
but the Ministry does not do anything about it; as hard as 
we try to increase natural childbirth, the rates of C‑section 
are high from the point of view of the Ministry. Although 
they see that the public sector does not perform C‑sections, 
the private sector does it easily’ (P. 7).

In this regard, a participant stated: “If they want to reduce 
the rates, they need to force the private sector to provide 
them with its statistical data. In other words, make them 
go through the same process that the public sector is going 
through. Only then can we affect the statistics and expect 
them to change. Nothing will happen if they only tell us to 
do this and that, and the people go to a hospital which is 
not a public or university hospital” (P. 19).

Another participant notes that: “Doctors are inclined 
towards C‑section since they get money for each 
service” (P. 25)

Implementation instructions’ achievements

Through implementation of the instructions, the midwives 
received attention more than before, and the opportunity 
was created to enhance the position of midwives in 
maternity wards. Moreover, maternity wards and their 
equipment gained more importance. Another fact to which 
the respondents pointed was the opportunity for the society 
to change its attitude toward natural childbirth due to the 
implementation of the instructions. Despite the high number 
of side effects of C‑section compared to natural childbirth, 
no serious decision has been made to change people’s 
attitude toward this issue. However, by implementing these 
instructions, an opportunity to promote natural childbirth is 
created.

Emphasizing the role of midwives in natural childbirth 
services

One of the positive aspects of the instructions is that 

the role of midwives in natural childbirth services is 
emphasized and highlighted.

In this regard, a participant stated: “The role of a midwife 
is beyond maternity and we should not limit ourselves 
to pregnant mothers in our education. Our role must be 
respected in different domains of health” (P. 26).

On the importance of Labor, Delivery, Recovery  (LDR) 
centers, a participant said: “If the LDR center becomes 
operational, midwives can benefit from it. The significance 
of establishing this center is that it covers all the 
services from the reception to the delivery time, and 
a midwife is responsible for the whole process, from 
reception to delivery and even post‑delivery care. If 
this center is established, the role of midwives will be 
highlighted” (P. 28).

Changing the society’s attitude towards natural childbirth

Regarding the opportunity to change the society’s attitude 
toward natural childbirth, one of the respondents said: 
“Mothers are not educated. They do not know about the 
side effects of C‑section and the fact that C‑section pain 
starts 24 hours after delivery. All these factors drive 
mothers toward C‑section. Holding educational classes can 
change people’s attitudes” (P. 9).

A respondent also stated: “Mothers’ death due to elected 
C‑section is 2‑3  times more than natural childbirth as it 
causes infections and increases side effects. If mothers are 
informed about these risks, their attitude toward choosing 
safe delivery will change” (P. 21). 

“If we want to improve the indices, we need to use 
midwives. The health system evolution plan will increase 
the involvement of midwives and, since natural childbirth 
has become free of charge in order to reduce C‑section 
rates, the role of midwives becomes even more significant. 
There is the hope that we can further improve mothers’ 
health status by the implementation of this plan” (P. 30).

Paying more attention to maternity hospitals

The opportunity to pay more attention to maternity wards 
and their equipment is another positive aspect of the natural 
childbirth promotion package. “Optimizing maternity 
wards and encouraging mothers have led to a decrease in 
C‑section rates. Improvement of services, physical space, 
and suitable services in public hospitals are some of the 
advantages of the package. Renovation and standardization 
of equipment and also reconstruction of the physical space 
of the centers is in progress” (P. 27).

A participant stated: “In the natural childbirth promotion 
package, sufficient and appropriate physical space has 
been considered for the patient and suitable equipment for 
promoting natural childbirth is being provided” (P. 32).
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Implementation instructions’ challenges and threats

Still, great challenges exist, which require more effort. 
Some of them are reasons for choosing C‑section, the 
challenge of providing natural childbirth inputs, the 
disproportion of the division of labor between midwives 
and gynecologists, the role of private hospitals in providing 
maternal services, financial challenges in natural childbirth 
and C‑section, and legal limitations for promoting natural 
childbirth.

Reasons for choosing C‑section

One of the important challenges in the implementation of 
these instructions is the society’s false beliefs about natural 
childbirth. From the point of view of the respondents, 
most women choose C‑section because of fear of natural 
childbirth, side effects of natural childbirth, and lack of 
sufficient knowledge about the side effects of C‑section. 
Moreover, the gynecologist’s experiences are also 
influential on choosing the method of delivery. Often, 
gynecologists suggest C‑section for their own benefit and 
comfort. In addition to the aforementioned issues, the 
privacy issues in hospitals lead to the disinclination to have 
a natural childbirth.

A participant noted that “The lack of knowledge of the 
positive effects of natural birth on mental and physical 
health, the fear of not being able to bear the pain, and 
fear of natural childbirth lead to choosing C‑section‎. 
However, knowledge of uterus bleeding and adhesions due 
to C‑section, and the pain caused by C‑section leads to 
choosing natural childbirth” (P. 2). 

Another participant also stated: “Mothers choose C‑section 
since they think it causes less pain” (P. 4).

“One reason for choosing C‑section ‎that I witnessed myself 
was that mothers cannot bear the pain and the waiting 
at the delivery room door. Most pregnant mothers have 
been living in comfortable conditions, so they cannot 
bear the natural delivery pain. Some mothers have wrong 
information about natural childbirth. For instance, 
according to one of my colleges, after the delivery, a mother 
asked why she is not blind because she had been told that 
mothers become blind after natural childbirth. Similar false 
information and fear of natural childbirth due to lack of 
knowledge about natural childbirth makes them choose 
C‑section‎. Mothers must be informed about pain reduction 
methods in the preparation classes so that they can gain 
sufficient preparation for a healthy delivery” (P. 8).

Another participant stated: “Other reasons for choosing 
C‑section include fear of pain, doctors’ suggestions, and 
husbands’ false belief that natural childbirth widens their 
wives’ vagina” (P. 13).

The challenge of providing natural childbirth inputs

Insufficient facilities and number of midwifery personnel 

are serious problems considering the high rates of childbirth. 
The respondents stated that, In European countries such as 
Netherland and Sweden, the ratio of manpower to patients 
is one to one  (one midwife for each patient), while in Iran 
this is not the case. The problem of the insufficient number 
of midwifery personnel is mostly due to the lack of suitable 
needs assessment to create a balance between the number 
of students entering universities and hospital demands, 
insufficient attention to students’ education due to lack of 
experienced instructors, and lack of hospital educational 
space.

In this regard, a participant stated: “Drastic shortage of 
midwifery and nursing assistants, weak educational system, 
and lack of required facilities in maternity wards are some 
of the deficiencies of the package” (P. 1). 

Another noted that: “Lack of sufficient manpower, lack of 
companionship in the maternity ward, and the high rates of 
childbirth compared to the low manpower can be considered 
the weaknesses of the natural childbirth promotion package” 
(P. 4). 

A participant also said: “Since natural childbirth has become 
free of charge, more people come to public hospitals and the 
childbirth rates have increased,which leads to a shortage in 
manpower, space, bed, etc.….Public hospitals do not have 
sufficient facilities” (P. 6).

“The recruiting of midwifery forces is low, the 
organizational chart has difficulties and has few positions, 
gynecologists are women and do not dedicate sufficient 
time to their job, the available physical space has 
problems, midwifery personnel are not sufficiently skilled 
and educated, women have familial concerns and prefer to 
have C‑section so that they can go back to their families. 
In European countries like Netherland and Sweden, there is 
a one to one ratio of manpower to patient (one midwife for 
each patient) and there are private rooms, which we do not 
have here” (P. 9).

Disproportion in the division of labor between gynecologists 
and midwives

The division of labor between midwives and gynecologists 
in hospitals is not proportional. Gynecologists do not give 
the midwives enough opportunities to provide midwifery 
and maternity services, and midwives are often providing 
nursing care which makes their role seem less important. 
Another important point is the payment of midwives, 
which is unfair. Some specialists are not present at the time 
of delivery and put the burden of their responsibilities on 
the shoulders of midwives, while the salary is unreasonable 
considering the work they do.

A respondent believed that: “Gynecologists barely give 
midwives opportunities to do their intended job”  (P.  14). 
Another stated: “The division of labor is unfair. Natural 
childbirth should be performed by midwives and only 
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if things get out of hand in some special cases should 
the specialist interfere. In my opinion, in our country 
gynecologists are usurping midwives’ rights” (P. 20).

“Gynecologists do not stay with the patient and tell the 
midwives to prepare the patient while this is the specialist’s 
duty when she is responsible for the natural childbirth. In 
addition, general practitioners do not help the midwives 
properly in deprived areas since they are not properly 
educated. The problem is that specialists always want to 
do all the work (managerial, research, and medical) at the 
same time. However, some of their criticism of midwives is 
true since the midwifery personnel are not as able as they 
used to be” (P. 23).

A participant affirmed: “Midwives are doing nursing duties 
which makes them less important and the residents do the 
childbirth procedure” (P. 29). 

A participant remarked: “The division of labor and payment 
is unfair because doctors are paid more despite the easier 
work and are usually taking over midwifery positions (P. 
31).

The role of private hospitals in providing maternal services

According to the statistics, most C‑sections are performed in 
private hospitals; however, based on what the respondents 
said, no particular measures are taken to promote natural 
childbirth in these hospitals. Patients receive better care 
and services from nurses and doctors in exchange for the 
money they pay and the conditions in private hospitals are 
in favor of C‑sections. Therefore, despite the high number 
of people demanding private hospital services, practically 
no support is given to natural childbirth in these hospitals.

A respondent declared: “In private hospitals, the mothers, 
midwives, and specialists should be encouraged to choose 
natural childbirth, and the hospital needs to be motivated 
to increase the statistics of natural childbirth. More 
importantly, experienced midwives should be employed 
more than specialists in natural childbirth so that the 
services in both sections are proportionate” (P. 8). 

Another believed that: “Since, for each case, the specialist 
paid, most of the time, mothers encouraged to go to private 
centers and benefit from the specialist’s presence in all 
stages” (P. 23). 

A participant disclosed that sometimes they see “…that 
all the classes are held and mothers are prepared, but 
with some talks and persuasions, mothers are attracted 
toward private centers. In private hospitals mothers will be 
admitted only if they do not have any problems and there 
are good indications for a comfortable C‑section” (P. 27).

“Mothers like to have the doctors by their side, and 
this is probably because the role of midwives is not 
properly appreciated, and there is not much talk of their 
companionship and capabilities, so mothers with delivery 

pain phobia want the doctor to accompany them. This 
leads to stories about some doctors in some hospitals who 
stay by the bedside and do the job quickly and painlessly, 
which persuades mothers to go to these hospitals while 
there are many side effects” (P. 29).

One individual believed that: “If in private or semi‑public 
hospitals there was the same monitoring as there is in 
public and university hospitals, there would be a decrease 
in cesarean rates in these hospitals. However, it seems that 
no measures have been taken to control hospitals other 
than public hospitals” (P. 31).

Financial challenges of natural childbirth and cesarean 
section

Now that natural childbirth has become free of charge, 
more patients tend to come to the hospital; thus, the 
expenses of the hospital will rise, while the personnel are 
not sufficiently paid for the extra services they have to 
provide. Moreover, there is not a sufficient budget from the 
university for per case payments. Moreover, due to the low 
per case payment for natural childbirth, doctors are more 
inclined toward C‑sections.

On this topic, one of the participants stated: “Right now, 
there is no problem with the health system plan, but with 
natural childbirth becoming free of charge, more patients 
tend to stay and this will cause a rise in the expenses of the 
hospital, and subsequently, the personnel will be paid less 
for providing more services” (P. 2). 

Another individual stated: “Until now, per case payments 
for C‑section have been good, and this persuaded 
specialists to favor C‑sections, while per case payments for 
natural childbirth have been low. By increasing per case 
payments to midwives and gynecologists, we can promote 
natural childbirth” (P. 3). 

One respondent declared that: “Per case payment is not 
made to midwives or it is very low” (P. 4). 

Another announced that: “Although there is a rise in 
payment right now, per case payment is not increasing due 
to more patients asking for services” (P. 5). 

One participant also noted: “We have problems such as 
low per case payment, delayed per case payment, and no 
overtime work payment to midwifery personnel” (P. 6).

“Midwives and nurses receive the same pay and only 
per case payment might increase, but doctors’ income 
is high and they are paid more for C‑section or natural 
childbirth. The degree of tough jobs of Midwifery is two, 
and for nurses, it is three, while previously they were the 
same. Residents are paid a fixed amount for the childbirth 
operations they perform. Another problem is that hospitals 
do not have a clear constitution, for instance, doctors 
are paid by the government and they also charge the 
patient” (P. 9).
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Legal limitations for promoting natural childbirth

It seems that in order for the personnel to support natural 
childbirth, some laws need to be revised. In fact, the 
existing legal necessities place midwifery personnel under 
more pressure than they do the specialists. Therefore, 
the personnel prefer C‑section because of their lack of 
involvement in the related legal issues. From the point 
of view of the respondents, in case of any error by the 
midwife in providing services related to natural childbirth, 
there are penalties, but these penalties do not exist for 
specialists. Furthermore, although natural childbirth 
creates more risks for the personnel and the chances of 
complaint and asking for bodily injury liability pay (Diya) 
is higher, there is no motivation or encouragement for 
performing natural childbirth, so the personnel prefer 
C‑section.

A respondent stated: “There are legal problems. For instance 
the midwives must arrive on time or they will be punished, 
but doctors come whenever they want, and no one says 
anything. They choose C‑section for their own benefit and 
spend their remaining time on other things” (P. 10). 

Another declared that: “Other than budget, there is no 
serious problem” (P. 14). 

One respondent pronounced that “In case of midwives’ 
errors, there are penalties, but this is not the case with the 
specialists” (P. 22). 

Another noted that: “There is no encouragement or 
punishment for natural childbirth, while it has more risks 
and the chances of complaints and bodily injury liability pay 
are higher” (P. 25). 

Suggestions

Through analyzing the qualitative data, we identified 5 
strategies as key codes which are discussed in detail in the 
following section.

Rational allocation of budget

One of the basic strategies for overcoming some of the 
problems is allocating sufficient budget to preparing 
skilled manpower, improving the condition of hospital 
equipment, and timely payments. According to our 
respondents, a pay raise for the doctors and midwives 
for natural childbirth will push the doctors toward natural 
childbirth.

Improving physical space

Establishing new maternity wards in hospitals, dedicating 
private rooms to observe patients’ privacy, and segregating 
women’s emergency ward from the natural childbirth ward 
to improve the physical space in maternity wards were 
some of the suggestions made in this regard.

Training efficient manpower

Insufficient manpower, especially proficient midwifery 

experts, is one of the important problems in the 
implementation of the instructions. From the point of view 
of the respondents, in addition to improving the quality of 
education, there must be appropriate planning to employ 
contractual personnel. Furthermore, another fact mentioned 
by the respondents was the attention to conscription 
personnel, which are one of the main sources of manpower 
for hospitals. Presently, we lose many of this personnel 
when their conscription period is over. Therefore, by making 
appropriate plans for these personnel, we can compensate the 
shortage of experienced midwifery personnel to a high extent.

Promoting the culture

According to the respondents, solving cultural problems 
is the first and most important step in the process of 
the implementation of the instructions. In recent years, 
C‑section has been accepted as a more reasonable method 
for childbirth and we need to promote the culture that 
health is more important than other things and even good 
financial status cannot justify the selection of C‑section. 
In order to change the existing culture, we can use mass 
communication media. Furthermore, childbirth preparation 
classes are good opportunities for informing mothers. 
Therefore, we need to create strategies for improving the 
interaction between doctors and midwives so that doctors 
encourage mothers to take part in these classes.

Building a culture of teamwork and interaction in maternity 
wards

According to some of the respondents, one of the ways 
to improve the natural childbirth process in hospitals is 
to perform the delivery process as a team in such a way 
that each specialist have a unique specialist team, and 
train them and have a long‑term interaction with them. 
For instance, to perform natural childbirth, it is preferable 
that several painless delivery  (anesthesiologist, anesthesia 
technologist, gynecologist, and midwife) and natural 
delivery teams  (gynecologist, midwife, and surgical 
technologist) be created to facilitate the process.

Discussion
In the present study, the strengths, weaknesses, 
achievements, and challenges of the natural childbirth 
promotion package were analyzed. Overall, the respondents 
were in favor of the plan and its advantages and believed 
that we must take measures to rectify its inefficiencies 
and weaknesses. The measures they suggested include 
providing budget, improving the physical space of the 
ward, training proficient manpower, promoting the culture, 
informing people, and creating opportunities for interaction 
and teamwork in maternity wards.

They also pointed to the strengths of the content of the 
natural childbirth promotion executive instruction package 
and said that this program has had impact on the health 
services quality improvement and has positively affected 
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the hospital. The instruction for free of charge natural 
childbirth and promoting it as a part of the health system 
evolution plan was compiled to promote natural childbirth, 
reduce C‑section rates, increase mothers’ satisfaction, 
reduce people’s costs, and increase the motivation of 
service providers in public hospitals; in addition, it was 
irrevocable after its announcement.[22] In their study, 
Afshari et al. showed that in hospitals in Isfahan, Iran, the 
C‑section rates were reduced by 12.5% after 8 months.[23] 
Moreover, the natural childbirth promotion program has 
been successful regarding costs reduction, and no payment 
has been asked for natural childbirth, which shows that 
the budget is being provided by the Ministry of Health. 
In this regard, Goudarzi et al. found that this has been the 
most favorable aspect of the program.[24] It seems that the 
accurate definition of criteria and indices for measurement, 
and efforts made to improve the conditions, which affect 
natural childbirth, have been successful in the promotion of 
the package. However, we need to assess it in the long run 
and pay attention to its results.

The respondents believed that one important weakness 
of the promotion package was the segregation of private 
and semi‑public hospitals. The C‑section rates in public 
centers are lower than that in private centers.[25] Studies 
have shown that the C‑section rates of private centers 
are 1.2  times higher than those of public hospitals and 
1.3  times higher than those of university hospitals. The 
C‑section rates in Iran, especially in the private sector, 
are much higher than international standards, and we 
need to make plans to reduce them.[26] Moreover, based 
on the findings of the present study, in the private sector, 
the patient expects better services in exchange for money, 
and the private sector sees itself obliged to provide better 
services; however, in public hospitals, doctors are paid 
by the government, and they provide services at a lower 
quality. Other findings of the present study showed that 
private hospitals have a significant role in the increasing 
C‑section rates in all areas. It seems that if there is no 
appropriate monitoring system for assessing the indications 
of C‑section and natural childbirth, natural childbirth 
with all its observable and undeniable advantages will be 
replaced by C‑section, which has more side effects.

The respondents mentioned the emphasis of the role of 
midwives and paying attention to maternity wards as the 
achievements of the package. Studies have shown that the 
existence of a real relationship among midwives, doctors, 
and mothers, building of real trust, respect, midwives’ 
skills and proficiency, the capability of using delivery 
technologies in case of emergencies and keeping calm and 
transferring that calmness to mothers before delivery and 
during delivery are some factors that can help mothers and 
medical teams in choosing the delivery type and having 
a good feeling about it. Furthermore, a good interaction 
between midwives and mothers during delivery at home 
has significantly reduced C‑section rates.[27] The items in 

the midwifery empowerment section of the package include 
supporting mothers during delivery pain, providing a 
suitable space for pregnant mothers, improving the quality 
of nursing care provided for pregnant mothers, establishing 
consulting clinics along with LDRs, making fundamental 
changes in unnecessary interventions in hospital 
maternity wards, providing facilities and non‑medicinal 
or medicinal methods for a painless delivery or reduction 
of pain, providing suitable circumstances without any 
kind of sound and noise by other patients  (LDR centers), 
holding short‑term educational courses in modern skills 
of midwifery, forming an educational core consisting 
of midwifery faculty members to teach pain‑reduction 
methods to instructors across the country, adjusting the 
method of services provision by midwives in the family 
physician team according to their job description and 
medical council code number, allocating suitable per‑capita 
income for reproductive health services, monitoring of 
hospitals by the Ministry of Health, giving the directorship 
of delivery rooms to midwives under the administration 
of specialists, increasing the number of delivery rooms 
in public centers and observing the privacy of mothers 
in natural childbirth, and employing midwives in matters 
related to mothers’ health. It seems that by making the 
required preparations, having the support of the Ministry of 
Health, and empowering midwives we can achieve the goal 
of reducing C‑section rates.

The respondents mentioned the change in the society’s 
attitude as another achievement of the promotion package. 
This has been achieved through the allocation of financial 
resources and credit to the promotion program, preparation 
classes, and development of delivery blocks. The national 
health system in England, in addition to investment in 
educating and informing people about the advantages of 
natural childbirth, has established a website that provides 
exhaustive information on all fields of health including 
natural childbirth. Alternative methods to C‑section such as 
painless delivery, water birth, delivery at home, and delivery 
with the husband’s presence are provided in this system.[28] 
In less developed countries such as Thailand, considering 
the increasing rates of C‑section, some strategies have been 
developed such as monitoring the private sector to control 
doctors and midwives, stopping the immethodical provision 
of C‑section, taking financial measures, creating clinical 
instructions and surveys, providing sufficient general 
information for mothers on pregnancy, and improving 
the quality of midwifery services in the public sector.[29] 
It seems that increasing knowledge and mental education 
and support is helpful in deciding about the delivery type 
among women.

The respondents believed that the high rates of childbirth, 
the lack of sufficient facilities, and shortage of midwifery 
personnel are serious problems in providing services. The 
respondents believed that there must be a one to one ratio 
of midwife to patient  (one midwife for each patient), but 
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this is not the case in Iran. In addition, another challenge 
is that the midwifery personnel are not skilled. The 
promotion of natural childbirth required some inputs and 
by providing these inputs the preparations are made for 
this promotion.[22] It seems that in the case that appropriate 
management is established in the health system for 
employing appropriate medical staff in the field of natural 
childbirth, C‑sections suggested by doctors with no medical 
indication and performance of repetitious C‑sections—
despite its obsolescence—are managed, and a hospital 
which loves the mother and the baby is created, mothers’ 
health can be improved.

The respondents also mentioned the reasons for the 
selection of C‑section. The factors which affect the increase 
in C‑section rates in Iran are related to both the providers 
and mothers. First pregnancy at advanced maternal age, fear 
of natural childbirth pain, previous C‑sections, and pregnant 
women’s tendency to deliver through C‑section are factors 
that encourage mothers to choose C‑section.[30] Furthermore, 
legal issues related to the results of natural childbirth and 
previous complaints, lack of sufficient skill to perform it, 
and difference in payments are factors that persuade the 
service providers to favor C‑section.[31] Moreover, most 
gynecologists and anesthesiologists are experienced in 
this common operation, but lack sufficient experience 
for difficult deliveries. In other words, most C‑sections 
are performed because of complicated deliveries, and 
doctors are less educated in this field.[32] It seems that the 
aforementioned factors are influential on the performance of 
specialists and mothers’ choice of delivery type.

In recent years, C‑section has had an increasing rate. 
However, due to the side effects of surgery, financial 
expenses, and the time of hospitalization, natural childbirth 
is preferable. Regardless of these facts, women’s demand 
for and inclination toward C‑section is one of the basic 
factors in the increase in C‑section rates. Factors effective 
on the inclination of mothers toward choosing C‑section 
include fear of natural childbirth, lack of knowledge of 
natural childbirth and C‑section, false advertisements about 
natural childbirth, and doctors’ suggestions.[33] Previous 
studies have shown that one of the reasons for choosing 
C‑section is suggestions made by doctors. Therefore, 
it seems that women use their doctors’ suggestions in 
making their decisions.[34] According to some studies, lack 
of knowledge of the side effects of C‑section was one of 
the reasons that mothers chose C‑section,[35] which is in 
accordance with the present study findings. It seems that 
the manner of providing care services during pregnancy, 
the performance of the health and medical systems, doctors’ 
attitude, and socio‑economic status are related to this issue.

Some of the most important reasons for midwives and 
gynecologists to suggest C‑section without indication 
are legal issues. Some less important reasons include the 
fear that doctors and midwives do not get to the pregnant 

mother in time, inappropriate time, the long process of 
delivery for midwives, and specialists’ fear of damaging the 
perineum.[36] Moreover, according to the defensive theory, 
young gynecologists choose C‑section in order to reduce 
the chances of complaints, especially from husbands, about 
medical errors, reduce the risks of natural childbirth, and 
manage their personal time and solve the conflicts between 
their occupational and familial roles. This will reduce the 
risks for doctors, while increasing the risks for mothers.

According to the findings of the present study, the 
division of labor and payments are unfair. Midwives and 
nurses will get the same wages regardless of the number 
of deliveries they perform and only per case payment 
might increase while doctors receive a higher pay for 
C‑sections and natural childbirths. Therefore, midwifery 
personnel’s motivation, and thus, their capabilities in 
performing natural childbirth will decrease. According to 
WHO reports, in Brazil, safeguarding women’s health is 
one of the priorities of the Ministry of Health and they 
have developed several strategies in this regard such as 
increasing the payments for natural childbirth to prevent 
unnecessary C‑sections and establishing cooperation 
between private sectors and social groups.[37] Attracting the 
support and cooperation of other sections of the system 
such as medical council organizations and insurance 
companies is one of the managerial concerns of our 
society and it has received insufficient attention in recent 
years. Suitable management leads to justice in payments 
and incomes and creates the necessary motivations for 
constant care in the pregnancy, delivery, and postpartum 
periods.[38] Maintaining consistency in care while observing 
the principles of the referral system is a difficult task and 
calls for strong material and spiritual motivations. Lack of 
attention to these issues results in a discontinuity in care, 
lack of follow‑up, and errors in documentations. Moreover, 
the necessity of care management in accordance with the 
situation and time, easy discharge, and receiving appropriate 
support are mentioned in some studies.[39] Furthermore, 
injustice in payments, lack of a structure for reward and 
payment, which is accepted by all, along with legal issues 
and executive instructions problems are the most important 
barriers to doctors’ cooperation with midwife‑centered 
programs.[40] Therefore, by implementing the evolution plan 
and the natural childbirth promotion package, we might be 
able to improve the efficiency and capabilities of midwives 
and create justice in payments and the division of labor.

The most important barrier to promoting natural 
childbirth is the incorrect culture among mothers and 
their husbands, which has made them unaware of the 
side effects of C‑section and resulted in them preferring 
it due to their fear of natural childbirth. In addition to the 
aforementioned facts, there are many factors which prevent 
the promotion of natural childbirth including problems 
related to equipment and physical space. Moreover, there 
are other problems such as lack of experienced manpower, 
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inappropriate behavior of personnel toward mothers who 
cannot bear the pain of natural childbirth, mothers’ concern 
about the problems that can hurt the fetus. In order to 
eliminate erroneous beliefs among pregnant mothers, 
we need to emphasize pregnancy education, and inform 
them of the side effects of C‑section and the advantages 
of natural childbirth for mothers and babies. Moreover, 
we need to hold educational courses for midwives and 
gynecologists. 

Findings of qualitative studies are dependent on the 
participants and by selecting different people for 
participation in the study, different aspects of the subject 
can be addressed. In qualitative studies, the researcher is 
the primary tool of research, and his/her insight and views 
affect the collection and analysis of the data. Nevertheless, 
since the research team did not have a previous intense 
study on the subject, they did not have any conflicts of 
interest in this study, and they accurately documented 
the research stages. It seems that there was no bias in 
collecting and analyzing the qualitative data. Furthermore, 
in the interviews, the participants could have omitted some 
parts of their answers due to the fear of exposure of their 
statements. Therefore, there is the chance that they have 
censored some parts of their statements.

Conclusion
Considering the conditions of the health care system in the 
country, accountability in the system that provides health 
care services for pregnant mothers in public hospitals has 
been provided through the implementation of the natural 
childbirth package. If managerial barriers and executive 
and legal inefficiencies are followed up and suitable 
measures are taken for solving the intra‑system conflicts, 
we can hope that the package, which has been one of the 
most serious efforts made by the Ministry of Health over 
the past decades to reduce cesarean delivery, will achieve 
significant accomplishments.
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