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Abstract

Background: Free-of-charge vaginal deliveries have been offered as part of the Health Transformation Plan (HTP) in
Iran, but still a high proportion of deliveries are occurring at home. This study aimed to investigate the reasons for home
deliveries after the implementation of HTP in southeast of Iran.

Methods: This case-control study included women who gave birth at home between September 2015 and September 2016
for their last pregnancy; considered as cases (n=300), and women who delivered at a health facility (hospital or Safe
Delivery Posts), assigned to the control group (n= 600). Data were collected during face to face interview using a 77-item
semi-structured questionnaire. A multivariable logistic regression technique was used to identify independent predictors
of home delivery.

Results: Women who were worried about giving birth at a teaching hospital (OR=1.9, 95% CI:1.3 -2.8), women with
negative experiences in the previous delivery (OR=1.6, 95% CI:1.0-2.4), illiterates (OR=3.8, 95% CI: 2.0-7.4), individuals
with primary/secondary education (OR=2.3, 95% CI: 1.3 - 4.4), women with no health insurance (OR=5.1, 95% CI: 3.5-
7.4), if the decision on choosing the place of birth was made by the women alone (OR=12.7, 95% CI: 7-22.8), women with
financial constraints (OR=1.7, 95% CI: 1.2-2.4), women with precipitate labour (OR=2.4, 95% CI: 1.7-3.5) and women
with fear of the hospital environment (OR= 1.6, 95% CI: 1.1- 2.4) were more likely to deliver at home.

Conclusions: Our findings highlight socio-economic and cultural barriers that need to be addressed to reduce home
deliveries among the disadvantaged women.
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1. Introduction

The pregnancy-related mortality ratio fell by about
38% worldwide between 2000 and 2017. Pregnancy-relat-
ed problems are the leading cause of unacceptably sub-
stantial percentage of pregnant women deaths that are
mostly preventable (1). Globally, it has been estimated
that nearly 295,000 women died in 2017, as a result of
pregnancy or delivery complications, and approximately
94% of maternal fatal cases were reported in low and
lower middle-income countries (1).

Delivery by skilled birth attendants (SBAs) is one of

the main components of maternal health services, and it

has a significant impact on saving the lives of women. The
World Health Organization (WHO) encourages all
pregnant women to have deliveries overseen by a skilled
birth attendant (2). Availability of skilled labour and
basic emergency obstetric interventions are vital to
improve the chance of survival of pregnant women
experiencing complicated deliveries. On the other hand,
home deliveries are associated with infection, and other
adverse neonatal and maternal outcomes (3).

The percentage of deliveries in which skilled midwives
are present that they can identify and effectively manage
complications of pregnancy and labour is still low in

developing countries. Moreover, a large number of
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pregnant women with serious maternity outcomes give
births attended by unskilled relatives and traditional
midwives (4). In such settings that complications are
difficult to predict, access to emergency obstetric care is
of the greatest challenge. Most of those pregnant women
usually do not seek healthcare services provided by
maternity units until the complications of childbirth has
occurred (5). In many countries, efforts have been made
to offer free-of-charge maternity and childbirth services,
and to promote institutional deliveries in order to
diminish maternal deaths (6). Accordingly, the Iran’s
Ministry of Health has implemented many interventions
for decades to stop preventable maternal deaths by
promoting childbirth in hospitals and safe delivery
facilities. However, the use of delivery facilities for
childbirth in some parts of Iran is still below the
recommended level and there is a striking variation
between different geographical areas in the percentage of
institutional deliveries. For instance, the prevalence of
home deliveries in Zahedan, Sistan and Baluchestan
Province, Iran was reported at 4.67%, 32.42%, 14%,
respectively (7). In a recent development in Iran and as
part of Health Transformation Plan that has been
implemented since May 2014, free-of-charge normal
vaginal deliveries have been offered by public hospital
(8). However, in Sistan and Balouchestan Province,
despite recent investments in building labour, delivery,
and recovery rooms (LDR) in all hospitals and
establishment of rural safe delivery facilities, the
proportion of childbirths in delivery units is still below
the average country figures. Identifying the reasons
behind the underutilization of health facilities for child
birth in underprivileged settings such as Sistan and
Balouchetsan Province is important to design targeted
strategies to increase the number of women giving birth
in delivery facilities and lower maternal deaths. The aim
of this study was to investigate the factors associated
with home births after the implementation of the Health
Transformation Plan in Sistan and Balouchetsan

Province, Iran.

2. Methods

2.1. The study setting

A community-based case-control study was
conducted in Zahedan, southeast of Iran. The study

subjects were all women who gave birth between
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September 2015 and September 2016; almost a year after
the Health Transformation Plan, and attended the
Maternal and Child Health Clinics for new born baby
care and vaccination services. Cases were women who
gave birth at home during their most recent pregnancy
(n=300). Convenient sampling method was used for the
recruitment of cases and they were identified through
Health Centres and Health Posts. The exclusion criteria
were mothers who gave birth to their final child in a
private clinic. Women who delivered at a health facility
(hospital or Safe Delivery Posts) were categorized as
controls (n=600) group. To increase the power of the
study, two controls were chosen at random from the
same health centres for each case. Written informed

consent was obtained from the participants.

2.2. Data Collection

Data were collected using a 77-item semi-structured
questionnaire. The questionnaire was created after a
thorough examination of the literature. The question-
naire included 3 main sections: socio-demographic
characteristics, birthing services-related factors and
pregnancy-related factors. A trained research team
member was assigned to complete the questionnaires
during a face-to-face interview.

The content validity content ratio (CVR) and content
validity index were calculated using comments from a
panel of ten experts, including epidemiologists, maternal
health experts, and obstetricians. Questions having a
CVR of less than 0.62 were changed or eliminated (9).

2.3. Statistical Analysis

Counts and percentages were used to present cate-
gorical variables. Case and control characteristics were
compared using chi square and Fisher’s exact tests, if
needed. To find the correlates of home delivery, a multi-
ple logistic regression model was fitted using the for-
ward likelihood ratio approach. All the variables signifi-
cantly associated with home delivery at a significance
level of less than or equals to 0.25 in the binary logistic
regression models were included into the multiple logis-
tic regression model. For all analyses, a P value of less
than 0.05 was considered significant. For data analysis,

SPSS version 20 (Chicago, IL) was employed.
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3. Results

3.1. Socio-demographic characteristics of the study

participants

In total, 900 subjects took part in the study (300 cases
and 600 controls). The mean age of the cases and
controls was 24.2 6.5 years and 26.65 years, respectively.
The distribution of socio-demographic characteristics of

cases and controls is shown in Table 1. A significantly

and their spouses (28.9% vs. 17.7%, P=0.001) had a high
school or university degree. As compared with controls,
a higher percentage of cases were women from Balouch
ethnicity (96.0% vs. 92.1%, P=0.006). In comparison
with cases, a higher percentage of controls had a good
income (77.2% versus 70.3%, P=0.026), or had a health
insurance (76.5% versus 39.0%, P=0.001).

In the cases group, a greater proportion of the
mothers had the last say in choosing of the place of
delivery (27.7% versus 3.3%, P=0.001). In terms of

greater proportion of controls (18.7% vs. 6.0%, P=0.001) socio-demographic  characteristics, the following
Table 1: Comparison of the socio-demographic characteristics of the cases (n=300) and controls (n=600), Zahedan, Iran
Variable Cases Controls X
P value
N % N %
Age group (years) <18 38 12.7 34 5.7
18-35 234 78.3 491 81.8 0.001
>35 27 0.9 75 12.5
Age group at the first marriage (years) <16 172 57.7 276 0.46
16-20 86 28.9 214 35.7 0.004
>20 40 13.4 110 18.3
Women education Illiterate 156 0.2 163 27.2
Primary /secondary school 126 0.42 325 54.2 0.001
High school and above 18 0.6 112 18.7
Spouse education Illiterate 95 31.7 116 19.4
Primary /secondary school 152 50.7 309 51.7 0.001
High school and above 53 17.7 173 289
Number of households (persons) <=5 149 49.7 304 50.7 0977
>5 151 50.3 296 49.3 '
Occupation Housewife 290 96.7 581 96.8
0.894
Others 10 33 19 32
Spouse occupation Unemployed 45 15.1 90 15.2
Worker 205 68.6 387 65.5 0.549
Self-employed 49 16.4 114 19.3
Ethnicity Baluch 288 0.96 547 91.2
0.006
Others 12 0.4 53 8.8
Household income status Good 211 70.3 463 77.2
0.026
Medium/poor 89 29.7 137 22.8
Holding a National ID Yes 133 443 468 0.78 0.001
No 167 55.7 132 0.22 '
Health insurance Yes 117 0.39 459 76.5
0.001
No 183 0.61 141 23.5
Holding an active health profile Yes 266 88.7 543 90.5
0.390
No 34 11.3 57 9.5
Final decision-making power on delivery place ~ Women only 82 27.4 20 33 0.001
Spouse 217 72.6 580 96.7 '
Place of residence Urban 14 66.7 586 66.7 11000
Peri-urban 7 333 293 333 '
*P value for Pearson’s chi square test
144
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Table 2: Comparison of the perceived birthing-services characteristics that can have an impact on the choice of place of delivery between the cases (n=300)

and controls (n=600), Zahedan, Iran

Variable Cases Controls )
P value

N N % N %
Yes 125 41.7 222 37.1

Crowded and Noisy environment 0.181
No 175 58.3 377 62.9
Yes 147 0.49 214 35.7

worried about teaching environment of the hospital 0.001
No 153 0.51 385 64.3
Yes 68 22.7 113 18.9

Long waiting time for examination 0.185
No 232 77.3 485 81.1
Yes 58 19.4 91 15.2

Not having the right to choose the labour attendant 0.111
No 241 80.6 508 84.8
Yes 147 49.2 240 0.40

Lack of privacy 0.009
No 152 50.8 360 0.60
Yes 144 0.48 217 36.2

Inappropriate behaviour of service provider 0.001
No 156 0.52 383 63.8
Yes 113 37.7 224 37.3

Distrust in technical skills the birth attendant 0.922
No 187 62.3 376 62.7
Yes 100 333 195 325

Not paying attention to relieving pain 0.802
No 200 66.7 405 67.5
Yes 163 54.3 212 35.3

Fear of the hospital environment 0.001
No 137 45.7 388 64.7
Yes 166 55.3 274 45.8

Fear of unnecessary therapeutic interventions 0.007
No 134 44.7 324 54.2
Yes 76 253 168 0.28

Fear of hospital acquired infections 0.396
No 224 74.7 432 0.72
Yes 180 0.60 333 55.5

Fear of caesarean section 0.199
No 120 0.40 267 44.5
Yes 179 59.7 266 44.5

Financial constraints 0.001
No 121 40.3 332 55.5
Yes 125 41.7 168 28.2

Previous negative experiences 0.001
No 175 58.3 428 71.8
Yes 102 0.34 116 19.4

Having family responsibilities 0.001
No 198 0.66 482 80.6
Yes 121 40.3 162 0.27

Precipitate labour 0.001
No 179 59.7 438 0.73
Yes 18 0.6 16 2.7

Opposition of family members and friends 0.001
No 282 0.94 584 97.3

* P value for Pearson’s chi square test

explanatory factors were found to be significantly linked
to the choosing of the place of delivery: Age, age at the
first marriage, level of education, level of husband’s
education, ethnicity, monthly income, holding a national
ID , having health insurance, and the person who makes
decision about the place of birth (P<0.05).

3.2. Perception of birthing services-related factors

As presented in Table 2, more than 49% of

participants who were worried about teaching
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environment of the hospital were pregnant women who
gave birth at home, while this proportion was 35.7% for
(P=0.001). In

comparison with women in the group of institutional

patients with institutional deliveries

deliveries, those with home deliveries were more likely to
express their concern about the lack of privacy (49.2%
versus 40% , P=0.009), inappropriate behaviour of service
providers (48% versus 46.2%, P=0.001), fear of the
hospital environment (54.3% versus 35.3% , P=0.001),
fear of unnecessary therapeutic interventions (55.3%
45.8%, P=0.007),

versus and previous negative

Women. Health. Bull. 2021; 8(3)
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Table 3: Results of multiple logistic regression analysis of the factors associated with the choice of home delivery

Variables Adjusted OR
P value
[95% C.I.]

Level of education Illiterate 3.8 [2.0-7.4] 0.001

Primary /secondary school 2.3[1.3-44] 0.007

High school and above Ref. -

The woman 12.7[7.0-22.8 ] 0.001
Final decision-making power on place of delivery

The Spouse Ref. -

Yes 1.9[1.3-2.8] 0.001
worried about teaching environment of the hospital

No Ref. -

Yes 1.6 [1.0-2.4] 0.020
Negative experiences in the previous delivery

No Ref. -

Yes Ref. -
Health insurance

No 5.1[3.5-74] 0.001

Yes 1.7 [1.2-2.4] 0.003
Financial constraints

No Ref. -

Yes 2.7[1.8-3.9] 0.001
Precipitate labour

No Ref. -

Yes 1.6 [1.1-2.4] 0.020
Fear of the hospital environment

No Ref. -

experiences (41.7% versus 28.2%, P=0.001) with giving
birth in hospitals. A higher proportion of financial
constraints (59.7% versus 44.5%, P=0.001), having family
responsibilities (34% versus 19.4%, P=0.001), precipitate
labour (40.3% versus 27%, P=0.001), and opposition of
family members and friends (6% versus 2.7%, P=0.001)
was observed in the group of pregnant women who gave
birth at home, as compared with those with hospital

deliveries.

3.3. Factors predicting home delivery

A multiple logistic regression analysis was used to
find characteristics that influence the likelihood of a
home delivery. Table 3 shows factors that are
independently linked to the likelihood of giving delivery
at home. According to adjusted odds ratio (AOR) in the
multiple regression model, illiterate women and those
with primary/secondary education were about 3.8
[AOR= 3.8, 95% C.I.: 2.0 -7.4], and 2.3 times [AOR 2.3,
95% C.I.: 1.3 - 4.4] more likely to deliver at home than
those having a high school and above degree,
respectively. Women who made independent decision on
choosing the place of delivery were more likely to deliver
at home as compared with the subjects who reported that
their husband choose the delivery place [AOR=12.7, 95%
C.I.:7.0 - 22.8]. Women who were worried about giving

birth at a teaching hospital, subjects with a negative

Women. Health. Bull. 2021; 8(3)

experience in the previous delivery, women without
health insurance, participants with financial constraints
were 1.9 [AOR= 1.9, 95% C.I.:1.3-2.8], 1.6 [AOR= 1.6,
95% C.1.:1.0-2.4], 5.1 [AOR=5.1,95% C.I.: 3.5 - 7.4], and
1.7 times [AOR= 1.7, 95% C.I.:1.2 - 2.4] more likely to
deliver at home, respectively. Also, women who had pre-
cipitate labour were 2.7 times more likely to deliver at
home than those who did not have precipitate labour
[AOR= 2.7, 95% C.1.:1.8-3.9]. Women who were fearful
of the hospital environment were 1.6 times more likely to
deliver at home than those who were not fearful of the
hospital environment [AOR= 1.6, 95% C.I.:1.1- 2.4].

4, Discussion

This study was conducted to determine the factors
that were linked to home deliveries in pregnant women
following the execution of Iran’s Health Transformation
Plan. Based on the findings of this study, teaching
health

insurance, person who makes decision on place of birth,

hospital, previous negative experiences,
financial problems, level of education, precipitate labour
and fear of the hospital environment were determined as
the determinants of delivery location. The results of this
study showed that mother’s education is one of the key
factors in determining pregnant women’s use of delivery
services. This finding is consistent with various studies

conducted in Nepal (10) and Ethiopia (11). Low
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educational level and failure to empower women
prevents them from seeking health care and giving
childbirth in delivery units (12). The autonomy of
women seeking health care for themselves and their
children is highly likely to increase as their education
level rises. Higher levels of education can also result in a
better socio-economic status (11, 12). Both of these
factors in turn, result in better health awareness and
improved educational opportunities for women,
especially in rural areas, which increase the likelihood of
choosing the quality healthcare services provided by
various facilities. Higher levels of education can have a
significant impact on decreasing maternal mortality, even
in countries where women have a weak influence on
decision making (13).

The results of this study indicated that when the
mother herself is the main decision maker the chance of
home delivery is high. This finding is in line with
research carried out in Iran (14), Thailand (15), and
Bolivia (16). Other studies emphasize the role of friends,
relatives and spouses in choosing the place of delivery
(17). Despite participating in negotiations and receiving
counselling regarding labour preparation and delivery
location, pregnant women are generally reliant on their
(18). The main

reasons that the pregnant women avoid delivery in

husbands to make the final decision

childbirth units include: the low socio-economic status of
women and their dependence on their husbands for
financial resources (18), and the problems of access to
transportation, lack of accompanying person, and the
feeling of embarrassment and shame for delivery in front
of the others (14).

In the current study, pregnant women reported
precipitated labour as a reason for delivery at home. This
has been repeatedly reported as one of the causes for
home deliveries (19). For instance, the results from
studies conducted in Ethiopia (20), and Uganda (21),
that with lack of

transportation, contributor to

showed precipitated labour

was an important

underutilization of services provided by delivery
facilities. In several studies, it has been stated that many
pregnant women plan for delivery in delivery units, but
the sudden onset of labour or the difficulty in identifying
labour pain limits the choice of delivery place (19, 22).
Knowledge and awareness of couples about the
symptoms of labour and their fast referral for receiving
medical care, and having preparation for childbirth (such

as saving money) through adequate training for women,
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especially during pregnancy care, can reduce the
likelihood of home deliveries following precipitate labour
(19, 23).

The findings of this study revealed that a pregnant
woman’s economic status and financial constraints play a
significant role in her decision to seek hospital care and
use of institutional delivery services. This finding is
consistent with similar findings from other studies
conducted in Indonesia (24) and Kenya (25). Most of the
women are housewives, have limited access to resources
and, at the same time, have no decision-making power in
matrimony life, and cannot pay delivery costs in a private
clinic or even in a public hospital (26). Therefore, many
women have no option except choosing delivery at home.
Although pregnancy and maternity care services are
free-of-charge in many countries, but some pregnant
women with inappropriate income sources, cannot pay
for transportation and unexpected treatment costs (27).
In many developing countries, policymakers have
focused on the implementation of the national cash
transfer program in order to improve the access of
women to health services, and to reduce fairly high
public and private delivery costs (28). These plans not
only results in increasing the use of health services in
women, but also reduces the economic and social
inequality in the use of medical care.

The present study showed that the lack of health
insurance coverage can increase the chance of delivery at
home. This finding is in agreement with the studies
conducted in Kenya (25), and Iran (29). In 2014, in an
effort to provide health care for women and children in
the country, especially in underprivileged areas, the
Iranian government introduced the National Health
System Transformation Plan to improve women’s access
to healthcare and maternity services (8). The Iranian
Ministry of Health launched free-of-charge vaginal
delivery services in all public hospitals and rural safe
delivery units. However, in Zahedan in implementation
of this program, the health authorities were facing two
problems. First, on the one hand, some women and
families residing in the outskirts of the city had no
information about this program, and second, a number
of women had no national ID cards and therefore they
were not eligible for free-of-charge delivery services. It
has been suggested that implementing programs such as
tax exemptions for poor pregnant women (those without
a national ID card, those with a large household size, and

those with inadequate financial resources), and having
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some strategies to reduce the financial obstacles for
receiving pregnancy emergency care, such as insurance
discounts, are necessary to improve the access of those
who need the most to those services (29). However, the
provision of health insurance may not be sufficient to
compensate the difference in the socio-economic cost of
delivery (30). Despite the availability of financial
resources, socio-cultural factors can cause some barriers
and limitations in the use of healthcare services (29).
Therefore, decision makers and politicians need to adopt
some approaches to increase the number of deliveries in
childbirth units and have some policies to address the
socio-economic barriers (30).

The present study showed that the fear of pregnant
women from teaching hospitals increases the chance of
delivery at home. According to the previous studies, the
routine medical care in teaching hospitals can lead to
unnecessary interventions and an increase in the
incidence of complications associated with normal
vaginal deliveries in hospitals (31). In order to address
these in Iran, have been

issues sSome measures

undertaken with the involvement of skilled healthcare
the

appropriate interventions for managing complications,

professionals along with implementation of
leading to a significant improvement in maternal and
neonatal mortality due to childbirth (32). For example,
establishment of places for delivery, such as safe delivery
facilities, using a small team of experienced midwives
that decreases the possibility of the need for unnecessary
medical interventions, with an increase in women’s
self-esteem and improving their tendency toward natural
vaginal delivery have resulted in a significant decrease in
home deliveries in outskirts of Zahedan, southeast Iran
(32).

The present study indicates that past negative
experiences of pregnant women with hospital services in-
creases the chance of delivery at home, which is consist-
ent with findings from studies conducted in Zambia (18)
and Laos (22). Studies showed that personal experiences
of pregnant women and also those accompanying them,
including close relatives who have had technical and eth-
ical negative experiences in receiving hospital services
during pregnancy and previous childbirths, may influ-
ence their views about giving delivery in the hospital for
future deliveries (33). It has been well established that
those negative experiences are strongly associated with
the loss of independence of women and their autonomy

in choosing hospitals as a place of delivery (34). The

Women. Health. Bull. 2021; 8(3)

more healthcare services delivered by birthing units meet
the cultural, social, and religious needs of patients and
their families, the more likely it is to be used by the peo-
ple the services have been planned for them (33, 35) .

The fear of pregnant women from hospitals environ-
ment increases the chance of delivery at home, which is
in line with the results of a study conducted in Bangla-
desh (36). Most of the women are afraid of hospitals be-
cause of lack of privacy, unfamiliar surroundings, and
fear of unknown medical procedures (26). Some of these
fears and lack of confidence were also found to be the
case among our study participants that lead them to
choose to deliver at home.

One of the important strengths of this study was a
response rate of 100% in both cases and the controls. For
data collection, a face-to-face interview with a semi-
structured questionnaire was employed, which increased
the quality of the data gathered. However, recall bias
could be a potential weakness of this study due to the
research method adopted. We did, however, collect data
from the most recent delivery within six months of the
survey to reduce the women’s potential recall bias. The
smaller sample size in the categories for some variables
generated large confidence intervals, resulting in less reli-
able findings. As a result, such findings should be inter-

preted with caution.

5. Conclusions

Although, the Health Transformation Plan and other
public health intervention have resulted in an increase
utilization of maternity services, but still there are some
barriers to institutional deliveries in the underprivileged
areas. Social and economic empowerment of women,
through a multi-sectoral approach and an increase in the
level of education and raising the awareness about the
benefits of safe delivery in the delivery facilities are nec-
essary. Those interventions need to be complemented by
improving health insurance coverage, especially for
women who do not have a national ID card, cash subsi-
dies (e.g. in the form of a Conditional Cash Transfer Pro-

gram ) for pregnant women who have financial problems.

Ethical approval

The ethical approval for this study was obtained from
Ethics Committee of Zahedan University of Medical Sci-
ences with the code of IR.ZAUMS.REC.1395.265.

148



Ramezani Siakhulake E et al.

Conflict of Interest: None declared.

Funding

This study was funded by Zahedan University of Medical

Sciences.

Acknowledgments

We are thankful to all those healthcare workers and

community health volunteers who assisted us in data col-

lection and all who participated in this study.

References

149

World Health Organization. Maternal mortality
Fact sheet; 2019. [cited 2020 March 8]. Available
from: https://www.who.int/news-room/fact-
sheets/detail/maternal-mortality.

World Health Organization. WHO recommen-
dations: intrapartum care for a positive child-
birth experience; 2018.

Zielinski R, Ackerson K, Low KL. Planned home
birth: Benefits, risks, and opportunities. Interna-
tional Journal of Women’s Health. 2015;7:361.
doi: 10.2147/TJWH.S55561.

Adelaja LM. A Survey of Home Delivery and
Newborn Care Practices among Women in a
Suburban Area of Western Nigeria. ISRN Obstet
Gynecol. 2011;2011:983542. doi: 10.5402/2011/
983542. PubMed PMID: 21804945; PubMed
Central PMCID: PMC3143458.

Cofie LE, Barrington C, Singh K, Sodzi-Tettey S,
Akaligaung A. Birth location preferences of
mothers and fathers in rural Ghana: Implications
for pregnancy, labor and birth outcomes. BMC
Pregnancy and Childbirth. 2015;15:165. doi:
10.1186/s12884-015-0604-2. PubMed PMID:
26265087; PubMed PMCID:
PMC4534058.

Khatri RB, Dangi TP, Gautam R, Shrestha KN,
Homer CSE. Barriers to utilization of childbirth

Central

services of a rural birthing center in Nepal: a
qualitative study. PLoS One. 2017;12(5):e0177602.
doi:  10.1371/journal.pone.0177602. PubMed
PMID: 28493987; PubMed Central PMCID:
PMC5426683.

Moudi Z, Tabatabaie MG, Tabatabaei SM, Veda-

10.

11.

12.

13.

14.

15.

dhir A. Safe Delivery Posts: an intervention to
provide equitable childbirth care services to
vulnerable groups in Zahedan, Iran. Midwifery.
2014;30(10):1073-81. doi: 10.1016/j.midw.2013.
06.011. PubMed PMID: 23866686.
Moradi-Lakeh M, Vosoogh-Moghaddam A.
Health Sector Evolution Plan in Iran; Equity and
Sustainability Concerns. Int ] Health Policy
Manag. 2015;4(10):637-40. doi:  10.15171/
ijhpm.2015.160. PubMed PMID: 26673172;
PubMed Central PMCID: PMC4594102.
Lawshe CH. A quantitative approach to content
validity. Personnel Psychology. 1975;28(4):563-
575. doi: 10.1111/j.1744-6570.1975.tb01393 x.
Karkee R, Binns CW, Lee AH. Determinants of
facility delivery after implementation of safer
mother programme in Nepal: a prospective
studyy BMC Pregnancy Childbirth.
2013;13:193. doi: 10.1186/1471-2393-13-193.
PubMed PMID: 24139382; PubMed Central
PMCID: PMC3816171.

Abebe F, Berhane Y, Girma B. Factors associated
with home delivery in Bahirdar, Ethiopia: a case
control study. BMC Res Notes. 2012;5:653. doi:

cohort

10.1186/1756-0500-5-653.  PubMed  PMID:
23176369; PubMed Central PMCID:
PMC3554461.

Tebekaw Y, James Mashalla Y, Thupayagale-Tsh-
weneagae G. Factors influencing Women’s pref-
erences for places to give birth in Addis Ababa,
Ethiopia. Obstet Gynecol Int. 2015;2015:439748.
doi: 10.1155/2015/439748. PubMed PMID:
26413095; PubMed PMCID:
PMC4568048.

Caulfield T, Onyo P, Byrne A, Nduba J, Nyagero

J, Morgan A, et al. Factors influencing place of

Central

delivery for pastoralist women in Kenya: a
study. BMC Womens Health.
2016;16:52. doi: 10.1186/s12905-016-0333-3.
PubMed PMID: 27506199; PubMed Central
PMCID: PMC4979142.

Foroghi Rad P, Abbasi Marani F, Safavi Sh,
Haghani H. The Reasons of Home Delivery in
Koohdasht City. IJN. 2006;18(44):23-9. Persian.
Liabsuetrakul T, Oumudee N. Effect of health

insurance on delivery care utilization and per-

qualitative

ceived delays and barriers among southern Thai
women. BMC Public Health. 2011;11:510. doi:

Women. Health. Bull. 2021; 8(3)



The factors associated with birth at home after the implementation of the Health Transformation Plan in southeast of Iran

16.

17.

18.

19.

20.

21.

22.

23.

PubMed PMID:
Central PMCID:

10.1186/1471-2458-11-510.
217115505 PubMed
PMC3142511.

Otis KE, Brett JA. Barriers to hospital births: why
do many Bolivian women give birth at home?
Rev Panam Salud Publica. 2008;24(1):46-53. doi:
10.1590/5s1020-49892008000700006. PubMed
PMID: 18764994.

Lukumar P, Pathmeswaran A. Factors associated
with home deliveries in Thampalakamam, Trin-
comalee. Ceylon Med J. 2006;51(2):59-62. doi:
10.4038/cmj.v51i2.1354. PubMed PMID:171808
10.

Sialubanje C, Massar K, Hamer DH, Ruiter RAC.
Reasons for home delivery and use of traditional
birth attendants in rural Zambia: a qualitative
study. BMC Pregnancy Childbirth. 2015;15:216.
doi: 10.1186/s12884-015-0652-7. PubMed PMID:
26361976; PubMed Central PMCID: PMC456
7794.

Bukar M, Jauro YS. Home births and postnatal
practices in madagali, North. Eastern Nigeria.
Niger J Clin Pract. 2013;16(2):232-7. doi:
10.4103/1119-3077.110151. PubMed PMID:
23563468.

Fikre AA, Demissie M. Prevalence of institution-
al delivery and associated factors in Dodota
Woreda  (district), regional state,
Ethiopia. Reprod Health. 2012;9:33. doi:
10.1186/1742-4755-9-33. PubMed PMID:
23241397; PubMed Central PMCID:
PMC3546055.

Fantahun M. Factors affecting ANC attendants

Oromia

and preference of delivery by pregnancy women
in Gulale Woreda. Ethio j Health Devw.
1992;6(2):17-22.

Sychareun V, Hansana V, Somphet V, Xayavong
S, Phengsavanh A, Popenoe R. Reasons rural
Laotians choose home deliveries over delivery at
health facilities: a qualitative study. BMC Preg-
nancy Childbirth. 2012;12:86. doi: 10.1186/1471-
2393-12-86. PubMed PMID: 22925107; PubMed
Central PMCID: PMC3449206.

Nawal D, Goli S. Birth preparedness and its effect
on place of delivery and post-natal check-ups in
Nepal. PLoS One. 2013;8(5):e60957. doi: 10.1371/
journal.pone.0060957. PubMed PMID: 23690921;
PubMed Central PMCID: PMCPMC3655026.

Women. Health. Bull. 2021; 8(3)

24.

25.

26.

27.

28.

29.

30.

Titaley CR, Hunter CL, Dibley MJ, Heywood P.
Why do some women still prefer traditional birth
attendants and home delivery?: a qualitative
study on delivery care services in West Java
Province, Indonesia. BMC Pregnancy Childbirth.
2010;10:43. doi: 10.1186/1471-2393-10-43.
PubMed PMID: 20701762; PubMed Central PM-
CID: PMCPMC2928756.

Ogolla JO. Factors associated with home delivery
in west pokot county of Kenya. Advances in
Public Health. 2015;2015. doi: 10.1155/2015/
493184.

Sarker BK, Rahman M, Rahman T, Hossain J, Re-
ichenbach L, Mitra DK. Reasons for Preference
of Home Delivery with Traditional Birth Attend-
ants (TBAs) in Rural Bangladesh: A Qualitative
Exploration. PLoS One. 2016;11(1):e0146161.
doi: 10.1371/journal.pone.0146161. PubMed
PMID: 26731276; PubMed Central PMCID: PM-
CPMC4701391.

Mageda K, Mmbaga EJ. Prevalence and predic-
tors of institutional delivery among pregnant
mothers in Biharamulo district, Tanzania: a
cross-sectional study. Pan Afr Med J. 2015;21:51.
doi:  10.11604/pam;j.2015.21.51.6347. PubMed
PMID: 26405487; PubMed Central PMCID: PM-
CPMC4564411.

Sidney K, Tolhurst R, Jehan K, Diwan V, De Cos-
ta A. ‘The money is important but all women
anyway go to hospital for childbirth nowadays’ -
a qualitative exploration of why women
participate in a conditional cash transfer pro-
gram to promote institutional deliveries in Mad-
hya Pradesh, India. BMC Pregnancy Childbirth.
2016;16:47. doi: 10.1186/s12884-016-0834-y.
PubMed PMID: 26944258; PubMed Central PM-
CID: PMCPMC4779242.

Tabatabaie MG, Moudi Z, Vedadhir A. Home
birth and barriers to referring women with
obstetric complications to hospitals: a mixed-
methods study in Zahedan, southeastern Iran.
Reprod Health. 2012;9:5. doi: 10.1186/1742-
4755-9-5. PubMed PMID: 22433468; PubMed
Central PMCID: PMC3353872.

Moyer CA, Adongo PB, Aborigo RA, Hodgson
A, Engmann CM, DeVries R. “Its up to the
woman’s people”: how social factors influence

facility-based delivery in Rural Northern Ghana.

150



Ramezani Siakhulake E et al.

151

31.

32.

33.

Matern Child Health J. 2014;18(1):109-119. doi:
10.1007/s10995-013-1240-y. PubMed PMID:
23423857.

Homer CS, Thornton C, Scarf VL, Ellwood DA,
Oats JJN, Foureur MJ, et al. Birthplace in New
South Wales, Australia: an analysis of perinatal
outcomes using routinely collected data. BMC
Pregnancy  Childbirth.  2014;14:206.  doi:
10.1186/1471-2393-14-206. PubMed PMID:
24929250; PubMed Central PMCID: PMCP-
MC4067683.

Moudi Z, Tabatabaei SM. Birth outcomes in a
tertiary teaching hospitals and local outposts: a
novel approach to service delivery from Iran.
Public Health. 2016;135:114-21. doi: 10.1016/j.
puhe.2016.02.015. PubMed PMID: 27003671.
Moudi Z, Tabatabaie MG, Saeedi ZA, Vedadhir

A. Predictors of decision making about child-

34.

35.

36.

birth setting in the southeast of Iran: home or
hospital. Journal of Public Health. 2015;23(2):69-
76. doi: 10.1007/s10389-015-0661-z.

Jouhki MR. Choosing homebirth--the women’s
perspective. Women Birth. 2012;25(4):e56-61.
doi:  10.1016/j.wombi.2011.10.002. = PubMed
PMID: 22088677.

Neumeier M. Using Kotter’s change management
theory and innovation diffusion theory in imple-
menting an electronic medical record. Canadian
Journal of Nursing Informatics. 2013;8:1-9
Afsana K, Rashid SE The challenges of meeting
rural Bangladeshi women’s needs in delivery care.
Reprod Health Matters. 2001;9(18):79-89. doi:
10.1016/50968-8080(01)90094-1. PubMed PMID:
11765404.

Women. Health. Bull. 2021; 8(3)



