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Abstract
Background: Maternal health program is one of the most important programs in Iran primary health care (PHC). Considering the
necessity of its continuous quality improvement, the present study was designed to identify the challenges of Iran maternal health
program from the midwives’ perspectives.
Methods: This is a qualitative study with 27 midwives working in East Azerbaijan province PHC system. The sampling method was
purposeful and the inclusion criterion for participants included at least 5 years of experience in the maternal health program. The
researchers conducted eight individual and group unstructured interviews and the content analysis method was used for data analysis.
Results: This study identified 9 themes, 16 subthemes, and 39 items related to the challenges of the maternal health program from
the midwives’ perspectives. The main identified themes were human resources, information management, service continuity, cultural barriers, legal and administrative barriers, care facilities, medical equipment, monitoring and evaluation, and geographic
access.
Conclusions: The study results indicated that there are significant challenges to the maternal health program, which implies the
urgent attention of the managers and policymakers to designing and implementing effective interventions.
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1. Background
Maternal health is one of the main domains in primary
health care (PHC) systems (1), but its status is still not satisfactory especially in developing countries so that about
287,000 women die annually due to birth defects, of which
99% occur in developing countries (2-4). Accordingly, since
the introduction of the millennium development goals
(MDGs) in the1990s, maternal health has been highlighted
as a global priority, but the death rate of mothers is not at
an acceptable level in many developing countries (5). In
2015, there were 303,000 maternal deaths globally (6) and
South-Saharan Africa and Southeast Asia alone accounted
for 59% of all deaths (7, 8).
The notable point is that most deaths and complications are avoidable by increasing access to high-quality maternal care (9-11). Various studies indicated that providing
inadequate and low-quality care can result in increasing
the risk of stillbirth, low birth weight, premature babies,

pregnancy problems, and maternal mortality (12-17). According to the reports of the World Health Organization in
2010 and 2014, maternal mortality reduction in Iran was estimated at 81% and 72%, respectively, which showed significant adaptation to the millennium development goals (2).
Annually, about one million women give birth in Iran; the
maternal mortality is 18.1 per 100,000 births, the death rate
of infants is 12 per 1,000 live births, and the rate of cesarean
section is 47.5%, which are still higher than the corresponding rates in developed countries (18, 19).
Studies have shown that a high percentage of pregnant
women receive maternal care less than the normal level.
For example, 23.5% of pregnant women in Iran have less
than two referrals for receiving maternal care during pregnancy (20, 21). Of the 295 registered deaths of mothers in
Iran in 2005, 87.6% were related to hospitalized mothers
and 60% were due to medical errors (22). Studies indicate
that some areas of maternal care program are not qualified, including support groups, timely attention, rapid pre-
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vention and detection, service continuity, respect, safety,
access, and basic facilities (23).
As many maternal deaths can be prevented by providing high-quality care (24), quality improvement has been
considered as one of the five global strategies for improving maternal health programs (25-27). One of the prerequisites for quality improvement in healthcare, especially
in maternal health, is the assessment of different dimensions of care, especially with qualitative approaches in the
perspectives of providers and recipients of the services (2830).
2. Objectives
Accordingly, the present study was designed to investigate the challenges of Iranian maternal health program
from the perspective of midwifery personnel working in
the PHC field.
3. Methods
This qualitative study was carried out with the participation of 27 midwives working in maternal health program of East Azerbaijan province, Iran. The only inclusion
criterion for participants was having at least 5 years of experience in the maternal health program. Purposeful sampling was used to select the participants because this sampling method is used for selecting those who are able to
provide the best and the richest views and experiences to
the study. This sampling method allows the research team
to identify the conceptual patterns in the minds of different people in relation to the nature of events (31).
In this study, the researchers followed an unstructured
method to conduct two group interviews and six individual interviews with participants to obtain their views on
the challenges of the maternal health program in the PHC
of Iran. The duration of individual interviews varied from
60 minutes to 90 minutes and the duration of group interviews varied from 120 minutes to 150 minutes. The interviews were recorded using audio recorders and then transcribed verbatim. All the interviews continued until data
saturation reached, that is the statements were repeated
and no new idea emerged (32).
To analyze the obtained data, a content analysis
method was used in which the underlying concepts in the
data were extracted, interpreted, and reported using a systematic approach (33). At the data implementation stage,
all materials were recorded on paper and checked to ensure the correctness of the process. In the next step, the
coding process started in which, the experiences expressed
by the participants were presented in the form of codes or
items (text phrases representing the content of the statements). Then, based on the apparent and hidden themes in
2

the codes, the same codes were placed next to each other to
form the sub-themes of the study. Finally, the main themes
of the study were created and labeled with the integration
of sub-themes. At the stage of interpreting the findings,
which included searching for patterns, relationships, concepts, and interpretations in the data, the researchers examined the final themes developed to interpret their ideas
and contents (34).
In order to improve and confirm the rigor of the study,
two researchers separately participated in the data analysis stage. Consequently, the results of the analyses were
compared by one external researcher and agreements
were obtained with the final findings. In addition, the
interview results were given to all interviewees to be approved. In addition, after identifying all the themes, adjectives, and related items, two experts in qualitative study
and maternal health program were asked to confirm their
correctness.
In order to follow the ethical principles, the research
project was approved by the Ethics Committee of Islamic
Azad University and informed consent was obtained from
the participants. Furthermore, oral permission was obtained to record the interviews using a tape recorder and
the confidentiality of all information and maintenance of
the identity of interviewees were ensured.

4. Results
This study identified 9 themes, 16 subthemes, and 39
items related to the challenges of the maternal health program (Table 1).
4.1. Workforce
4.1.1. Quality of Workforce
The main challenges described by the participants included the limited ability of non-midwifery health personnel in care delivery to pregnant mothers, aged midwives,
and low motivation due to inadequate and unsatisfying
payments. According to the midwives, “Both groups of
midwives and family health experts work with the title
of healthcare providers and have similar tasks, but family
health experts have absolutely no knowledge and experience in this area. Many midwives are aged and have really
low physical ability” (interview No. 1).
4.1.2. Quantity of Workforce
Contributors believed, “While the number of maternal
care related activities is high, there are not enough midwives and family health professionals to provide quality
work or meet some expectations of higher managerial levels” (interview No. 5).
Jundishapur J Health Sci. 2019; 11(3):e92354.
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Table 1. Challenges to the Maternal Health Program in Iran
Main Themes/Sub-Themes

Relevant Codes

Workforce
- Low-income of non-midwifery healthcare personnel in maternal care
Workforce quality

- Physical weakness of many midwives due to the relatively high age
- Low motivation in many midwives because of low payments

Workforce quantity

- Lack of workers in this area, especially midwives
- Lack of female college experts at some government centers
- A large number of duties and activities in the area of maternal health

Scope of tasks

- High pressure on midwives, especially during peak hours
- The excessive workload of other health personnel on midwives

Information management
- A large number of questions in the care system mostly unnecessary
The initial design of the system

- Not having a user-friendly system
- Non-compliance of the system with protocols in some professional activities
- The dual role defined for midwives in the system

Data entry to the system

- Unrealistic register services in the system
- Low speed of care system
- Creating false statistics due to unregistered care records

Production and sharing of information

- Unmatched production information in the system
- Lack of health personnel access to production information

Paper records

- Lack of paper records
- Lack of alternative paper forms for use during system disturbances

Continuity of service
Continuity and integrity of the service

- The absence of a caring midwife at the time of delivery
- Lack of coordination with private and public centers
- The problem in the early detection of pregnant women in cities

Referral system

- Poor interaction of hospitals with centers in referrals
- Unnecessary referral of patients by doctors
- Little tendency of mothers to receive services from government centers
- Unrealistic expectations of mothers from midwives, especially in rural areas

Cultural barriers Legal and administrative barriers

- Use of the healthcare provider title for the midwife
- Quantitativeness in the field of maternal care
- Lack of an examination room for midwifery activities

Care delivery physical spaces

- Too many stairs and no lift
- The poor physical conditions of government centers
- The inadequacy of equipment at private maternal care centers, such as scales
and barometers

Medical devices

- Defective equipment such as barometers
- Limited laboratory facilities for pregnancy care

Monitoring and evaluation

Evaluation criteria

Evaluation process
Geographical access

4.1.3. Scope of Tasks

- Focusing on quantitative evaluation and neglect of quality assessment
indicators
- Highly defined indicators and norms for evaluation
- Poor verification of provided health statistics
- Poor supervision of care, especially at private centers
- The inappropriate geographical location of the health center

quality care” (interview No. 1).

The participants declared, “High workload, especially
during peak hours, and over-crowdedness of the facility
during peak hours cause disturbances, fatigue, and poor
Jundishapur J Health Sci. 2019; 11(3):e92354.
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4.2. Information Management
4.2.1. The Initial Design of the System
As the main challenges identified in this study we can
mention problems related to the national clinical information system entitled “SIB.” The participants complained,
“The lack of attention to the huge workload of the personnel at the time of designing the system is obvious; there are
loads of unnecessary paperwork and bureaucracy in the
system” (interview No. 2).

4.4. Cultural Barriers
The first shortcoming is the low tendency of mothers
to receive services from governmental centers. In this regard, one of the participants claimed, “Physicians and midwives working in the private sector misjudge the quality of
cares provided by public centers in order to falsely boost
their own reputation and popularity although mortality
and pregnancy-related problems in our system are much
lower than theirs” (interview No. 2).
4.5. Legal and Administrative Barriers

4.2.2. Data Entry to the System
Contributors state, “Midwives and other healthcare
providers in maternal wards register some false and unreal
services, which would surely be misleading and inappropriate in statistics” (interview No. 2).
4.2.3. Production and Sharing of Information
The contributors stated, “It is not clear what information is extracted from the system and where this information is to be used; it seems that there is an excess of information; in some cases, there is an information gap in such
a way that even those who care to complete the system information do not have access to the data and information”
(interview No. 2).
4.2.4. Paper Records
Another challenge was the lack of paper records and
forms for the care process. Contributors believed, “The
paper records have been eliminated and it takes time for
paper records and SIB electronic system records to work
in parallel until the transition and progress are gradually
achieved” (interview No. 6).

One of the challenges in this regard is the use of the title “healthcare provider” for midwives. Participants stated,
“Mothers have not heard about this title and cannot trust
it; it is necessary to change this term because people are
traditionally accustomed to the well-known title of the
midwife” (interview No. 3). In addition, “The quantityoriented view of healthcare managers and its reflection
in defined regulations, circulars, and norms are the other
challenge” (interview 4).
4.6. Care Delivery Physical Spaces
Contributors stated, “The examination spaces are
severely limited and they are not partitioned, so the privacy of mothers is not met; many buildings have a lot of
stairs without a lift and mothers have many problems to
come to the health centers, especially in the last months of
pregnancy” (interview No. 4).
4.7. Medical Devices
Contributors stated, “In many cases, defective equipment such as barometers is used, resulting in poor service
quality; they are not usually calibrated for accuracy and
quality” (interview No. 7).
4.8. Monitoring and Evaluation

4.3. Continuity of the Service
4.3.1. Continuity and Integrity of the Service
Participants expressed, “Pregnant women have a close
and emotional relationship with their own midwives. Besides, these midwives are fully aware of the patient’s mental and physical conditions and their presence during the
delivery phase, so they can reduce stress in mothers and
help them have a relaxed delivery” (interview No. 2).
4.3.2.Referral System
Participants believed, “Hospitals do not have a positive
relationship with health centers and there are no defined
processes for referring the patients from health centers to
hospitals, and hospitals do not consider the patients’ special conditions” (interview No. 7).
4

4.8.1. Evaluation Criteria
The mentioned challenges are mainly associated with
quantitative indicators and it seems that qualitative indicators have been neglected. In this regard, contributors
believed, “The care indicators defined for evaluating midwives are mainly quantitative, excessive, and very unrealistic and the quality of services has not been highlighted”
(interview No. 4).
4.8.2. Evaluation Process
The first challenge in this area is the small number of
evaluations for the correctness of statistics reported by the
midwives. Contributors believed, “In many parts of the
country, there is no accurate and targeted verification of
statistics provided by the healthcare providers” (interview
No. 5).
Jundishapur J Health Sci. 2019; 11(3):e92354.
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4.8.3. Geographical Access
Participants claimed, “In some cases, the location of
health centers is not suitable and people are reluctant
to refer to care providers because of their remoteness or
marginalization, especially in newly built residential areas
that are not still populated” (interview No. 7).

5. Discussion
In order to categorize the identified challenges in this
study into four aspects of context, input, process, and product, the context, inputs, process and product (CIPP) evaluation model was used as the framework (35, 36). In the context dimension, cultural barriers along with legal and administrative barriers were identified as major challenges
in the maternal health program. Regarding the mentioned
cultural barriers, it was noticed that the general view of society, especially pregnant women living in cities, was not
positive toward the prenatal care provided in the public
PHC system, and they preferred to receive the required services from private centers. In addition, some of the legal
barriers such as “not using the title of the midwife” and
“the dominance of quantity-oriented view in the system of
maternal health program” are other notable challenges. To
overcome such challenges, the following measurements
might be taken: public reporting of updated statistics regarding the performance of maternal health centers, providing suitable education to pregnant women and their
families, designing and implementing a proper and efficient referral system, preventing the delivery of maternal
cares by non-midwifery personnel, and changing managerial tendencies toward qualitative performance and statistics.
In this study, the most challenging problems were related to the inputs for providing effective cares during
pregnancy, such as workforce, information management,
care facilities, and medical equipment. In addition, participants did not consider the quantity and quality of midwives to be sufficient in terms of number and scope of
their duties and activities. They also identified “unnecessary items defined in the SIB system” and “the lack of access to some information defined in the system” as major
challenges related to the information system. In addition,
the quality and quantity of the utilized medical equipment
and devices are not at a desirable level. Accordingly, determining the midwife-to-birth ratio in a scientific way,
matching the volume of cares and duties, highlighting the
role of university education, and training midwifery skills
can help overcome the existing challenges. In addition, the
implementation of scientific and targeted management in
the production process and flow of health information in
the system is a managerial decision-making tool that can
Jundishapur J Health Sci. 2019; 11(3):e92354.

be helpful for information. Therefore, it is necessary to conduct all the stages of designing information systems, collecting data, logging into the system, analyzing and producing information, and storing and distributing the information in a fully targeted and need-based manner. In
addition, in the dimension of inputs, in addition to the necessity of extending and modernizing physical spaces, it is
possible to provide and calibrate the appropriate medical
equipment used in the field of maternal health as a priority
intervention.
In the dimension of the processes associated with the
maternal health program, there were also challenges to
the participants in three areas of service continuity, geographical accessibility, and monitoring/evaluation. The
major problems in these three areas included the lack of
integration in the maternal health program between public and private providers, existence of referral disruptions
in the referral system, impairment in the continuity of
care provided by midwives, inappropriate geographical location of some health centers, and problems associated
with monitoring tools and processes related to maternal
health program. To address these challenges, the following measures might be taken: designing and implementing effective and continuous interventions such as redefining prenatal care with the aim of eliminating gaps and
overlapping cares, designing and implementing an efficient and proper referral system, choosing appropriate geographical locations for care centers, and designing and
using appropriate scientific tools for evaluating the maternal health program through an effective and efficient evaluation process.
In their study, Ahmadi and Yazdi emphasized the role
of midwifery training as an important challenge in the
maternal health program. They identified the shortcomings of midwifery training in three main aspects, including the weakness of educational program (inadequate educational environment, failure of practical skills, lack of
appropriate training sources, and inappropriate ways of
teaching), insufficient ability of educators (conservatism
of educators, insufficient knowledge and experience of instructors, and insufficient support for educators), and failures in the field of study (graduate curriculum restrictions,
limitations and lack of diversity in the post-graduation period, and dissatisfaction of studying). These results are
consistent with the findings of our study (37).
In another study by Moghasemi et al. it was concluded, “The Iranian midwifery care system has a poor
body of knowledge and research, as well as intervention
background. Further, there is no proper and comprehensive understanding of the needs of women, men, and families regarding midwifery care.” The results of this study did
not pay attention to this topic (38).
The study by Makvandi et al. showed that “low moti5
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vation of midwives in performing physiologic childbirth,
barriers related to workforce, medical interventions in
physiologic childbirth, challenges from the environment
and facilities, and educational barriers” were the main
challenges to implementing physiologic childbirth (39).
The study by Joulaei et al. revealed, “Although a significant reduction has occurred in the maternal mortality
rate, which dropped from 83 to 23 per 100,000 (births) between 1990 and 2013, there is (still) no equal distribution in
maternal mortality across the country as manifested by the
unfavorable conditions of border provinces” (40). In a similar study, Mohammadi et al. showed, “Between 1990 and
2015, the median annual reduction and total overall reduction rates were 4.9% and 70%, respectively. Iran and most
of its provinces achieved the MDGs by 2015. However, at
the subnational level in some provinces, there is substantial inequity. Based on the MDGs, five provinces could not
decrease child mortality by two-thirds by 2015” (41).
The notable point in the results of our study is that
none of the participants paid attention to the challenges
related to product indicators in prenatal care, which can be
attributed to their excessive involvement in the processes
and daily activities or the weakness of their systemic and
outcome-oriented view (often associated with inputs and
processes).
The main strengths of this study include the holding
of acceptable numbers of individual and group interviews,
precise and targeted selection of individuals with knowledge and experience to participate in the study, and the variety and novelty of the extraction themes from the interviews. The main limitation of this study was the lack of similar studies to be compared with our results.
5.1. Conclusions
The value and significance of maternal health are evident in every society due to its direct impact on having
healthy and productive generations. Therefore, the promotion of maternal care is an irrefutable necessity and an
important task in all health systems. The present study
attempted first to present some major challenges to the
maternal health program of Iran, which led to identifying
notable shortcomings in human resources, information
management, service continuity, cultural barriers, legal
and administrative barriers, care facilities, medical equipment, monitoring and evaluation, and geographic access.
This study also offered practical suggestions to eliminate
these challenges based on the views of the process owners and the stakeholders of the program, such as enhancing the health workers competencies, developing purposeful clinical information systems, implementing effective
referral systems, educating the families regarding appropriateness of delivered services by the public PHC system,
6

emphasis on the quality of care rather than quantity, providing proper physical space and equipment for care delivering environment, designing suitable tools and processes
for evaluation, and establishing healthcare centers appropriately concerning caregivers locations. Undoubtedly, the
results of this study concerning identified challenges and
proposed strategies can be helpful for the managers and
policymakers of Iran maternal health program for future
planning.
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