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Abstract
Background: Evidence based practice is an effective strategy to improve the quality of obstetric care. Identification of barriers to 
adaptation of evidence-based intrapartum care is necessary and crucial to deliver high quality care to parturient women.
Objectives: The current study aimed to explore barriers to adaptation of evidence-based intrapartum care from the perspective of clinical 
groups that provide obstetric care in Iran.
Materials and Methods: This descriptive exploratory qualitative research was conducted from 2013 to 2014 in fourteen state medical 
training centers in Iran. Participants were selected from midwives, specialists, and residents of obstetrics and gynecology, with a purposive 
sample and snowball method. Data were collected through face-to-face semi-structured in-depth interviews and analyzed according to 
conventional content analysis.
Results: Data analysis identified twenty subcategories and four main categories. Main categories included barriers were related to 
laboring women, persons providing care, the organization environment and health system.
Conclusions: The adoption of evidence based intrapartum care is a complex process. In this regard, identifying potential barriers is the 
first step to determine and apply effective strategies to encourage the compliance evidence based obstetric care and improves maternity 
care quality.
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1. Background
Improving the quality of obstetric care and especially 

peripartum care, is one of the most critical challenges to 
achieve the Millennium Development Goals (1). Evidence-
based practice is an effective strategy to improve the 
quality of obstetric care (2). There is a worldwide concern 
that no evidence-based interventions and practices in la-
bor and birth remain as standard practices (3, 4).

The world health organization (WHO) has already em-
phasized that the ineffective and harmful clinical practic-
es should be replaced with evidence-based clinical ones 
(5). Unfortunately, in many developing countries, some 
ineffective or harmful interventions are used as routine 
care during labor and delivery, while beneficial practices 
are not implemented for a lot of mothers (6).

It is not always an easy process to encourage healthcare 
providers to change routine interventions in line with 
evidence based practice (7). Professional behavior change 
is a complex process and the barriers to change may vary 
in different clinical environments, groups of health care 
providers or clinical practices (8, 9).

Previous studies reported some barriers to adopting 
evidence based practice (EBP) including the lack of time 
and resources, and conflicts between healthcare profes-
sionals and physical environment (10). It is necessary to 
understand and determine healthcare providers’ behav-
ior to develop change effective strategies (10).

In a Cochrane systematic review, Baker reported that 
efforts to change professional practice have a lower 
likelihood of success unless the barriers are identified 
and taken into account. He believed that: “There is in-
sufficient evidence on the most effective approaches to 
tailoring, including how barriers should be identified 
and how interventions should be selected to address 
the barriers” (9).

2. Objectives
The current study aimed to explore the barriers to 

adopting evidence based normal labor and delivery man-
agement of healthcare professional perspectives that 
provide obstetric care in Iran.
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3. Materials and Methods
This qualitative study was part of a Ph.D. dissertation 

which aimed to explore barriers to implementing evi-
dence-based intrapartum care. A descriptive exploratory 
qualitative study was conducted from December 2013 to 
April 2014 in fourteen state medical training centers in 
Iran. 

Participants were selected from midwives, specialists, 
and residents of obstetrics and gynecology. Purposive 
sampling was used to recruit the subjects (maximum 
variation sampling). In purposive sampling, the re-
searcher is seeking the people with rich experiences of 
the phenomenon and possess the ability and willing-
ness to express them (11). Inclusion criteria were mid-
wives, specialists, and residents of obstetrics and gy-
necology with a clinical working experience of at least 
three years, and the desire to express their experience. 
Exclusion criteria included having less than three years 
of experience, being dissatisfied, a history of psycho-
logical disorders, lack of employment, and request for 
leaving the study.

Face-to-face semi structured in-depth interviews were 
used to gather the data. First, the interviews were start-
ed by a general question: What are barriers to using 
EBP during intrapartum care? Then, they were asked to 
explain their experiences about challenges of EBP ap-
plication during labor and delivery management. All 
interviews were undertaken by the first author (Ph.D. 
student of reproductive health) in a private room in the 
ward. The interviewer was familiar with interview and 
communication principles. Duration of the interviews 
ranged from 30 minutes to an 105 minutes, and some 
participants were interviewed twice, if necessity. In gen-
eral, 36 interviews with 34 participants were conducted 
in the study. None of the participants refused to answer 
the questions during the interview. Interviews contin-
ued until data saturation. Data saturation happened 
when other new codes or categories does not appear 
from the last two interviews.

The conventional content analysis introduced by Grane-
heim and Landman was the basis of data analysis (12). 
First, after transcribing each interview, the researcher 
reviewed the text several times until a general impres-
sion was received. Second, all texts were broken down 
into meaningful units. Third, each meaningful unit was 
summarized to a condensed meaningful unit and then 
primary codes were obtained. Fourth, the codes with sim-
ilar meanings were grouped into subcategories. Similar 
subcategories were grouped into main categories. Even-
tually, themes were determined as the expression of the 
hidden content of the text in the fifth stage.

In the current study, to ensure the reliability of data 
some criteria were considered. Long term involvement 
with the participants to collect information and feedback 
from participants was employed to increase the cred-
ibility. In terms of enhanced transferability, researchers 

used purposeful sampling and selected participants with 
various experiences. Also, the researchers attempted to 
describe the study process and performed accurate and 
consistent activities considering the objectives approach. 
In order to increase the dependability and confirmabil-
ity, member checking (participants confirmed samples 
of codes), and Peer debriefing (approving examples of 
coded data by skilled and expert qualitative researchers) 
were conducted.

The current study was confirmed by the Ethics Com-
mittee of the Isfahan University of Medical Sciences (No: 
391206). The ethical considerations were observed. The 
purpose of the study was described to all participants, 
and written informed consent was signed by them ac-
cording to the Helsinki Declaration. Furthermore, it was 
explained that the participants could leave the study 
whenever they wished. They were also told that their in-
formation would remain confidential during and after 
the research.

4. Results
The data were obtained from interviews with 34 par-

ticipants. The participants comprised seven directors 
of labor ward, twelve midwives, eight obstetrician, and 
seven obstetric residents (Table 1). The findings included 
twenty subcategories and four main categories. The main 
categories were barriers related to laboring women, per-
sons providing care, the organization environment, and 
barriers related to health system (Table 2).

Table 1. Characteristics of Participantsa

Variables Frequency

Age, y

21 - 30 8 (23.52)

31 - 40 14 (41.17)

> 40 12 (35.29)

Proficiency

Director of Labor Ward 7 (20.58)

Midwife 12 (35.29)

Obstetrician 8 (23.52)

Resident 7 (20.58)

Experience, y

3 - 5 12 (35.29)

5 - 10 8 (23.52)

10 - 20 10 (29.41)

20 - 30 4 (11.76)
aValues are presented No. (%).
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Table 2. Main Categories and Sub-Categories of the Them of Barriers to Implementing Evidence-Based Intrapartum Care in Irana

Categories and Sub-Categories Values

Barriers to Laboring Women

Lack of knowledge in women 71

Request for ineffective or injurious care 35.55

Lack of partnership in women regarding decision making for the type of care 82.5

Barriers to Persons Providing Care

Lack of knowledge in healthcare providers 41

Lack of skills in healthcare providers 76.5

Lack of motivation to change behavior or adopt new behaviors 91

Lack of authority to make decisions 82.5

Afraid of legal issues 59

Lack of good communication between healthcare providers and women 65

Barriers to Persons Providing Care

Problems educational system 76.5

Lack of good communication between clinicians and midwives 82.5

limited time of health care providersdue to lack of human resources 94

Inappropriate physical structure of birth setting 59

Lack of equipment in the birth setting 35.5

Lack of clinical supervision by the first-line managers 76.5

Barriers to Health System

Inappropriate planning, management, monitoring, and feedback system 71

Lack of accurate information system 29.5

Lack of good communication between healthcare providers and policy makers 29.5

Lack of good health Policy 47

Lack of financial resources 56
aValues are presented as percent.

4.1. Barriers to Laboring Women
A number of barring factors were found in association 

with the laboring women including: lack of knowledge 
in women, request for ineffective or injurious care, lack 
of partnership in women regarding decision making for 
the type of care.

The participants in this study stated that the laboring 
women did not have the basic knowledge about safety 
of clinical practices during labor. Sometimes women are 
not aware of the risks and benefits of unnecessary inter-
ventions; therefore they request ineffective or even harm-
ful interventions during the labor (Participant 3).

Lack of partnership in women regarding decision mak-
ing for the type of care was another barrier. In Iran, the 
parturient women do not decide on the type of care and 
treatment, and it completely depends upon the decision 
made by the midwife or physician. One of the partici-
pants reported that: “This is the attitude of Iranian wom-
en; they accept physician’s decisions and rarely disagree” 
(Participant 8).

4.2. Barriers to the Person Providing Care
Several barriers were identified regarding the health-

care providers, including lack of knowledge; lack of re-
quired skills; lack of motivation to change behavior or 
adopt new behaviors; lack of authority to make decisions; 
being afraid of legal issues and lack of good communica-
tion between health care providers and the patients.

It was observed that the healthcare providers some-
times did not have the basic knowledge about several 
practices during labor care: “Although I take care of 
laboring women for several years, I did not know that 
routine episiotomy is harmful and it should be avoided” 
(Participant 14). Some of the subjects reported that their 
little care-related skill was formed empirically during ob-
stetric care. One subject said: “I take care of her with my 
own experiences. Sometimes I do not know if what I am 
doing for her is right or wrong” (Participant 4). Some of 
the health providers did not change professional perfor-
mance duo to their individual belief and attitude. A mid-
wife said: “I believe that when the family members are 
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in the labor room the women tend to be uncooperative” 
(Participant 19).

A main concern of midwives was lack of authority to 
make decisions about performance of practices during 
labor. A senior midwife said: “We do not have enough 
power to change women care procedures because, direc-
tor in our ward do not let the implementation of the EBP 
during labor” (Participant 22).

The current study specified that legal issues were an 
important barrier to implementing evidence-based in-
trapartum care. One executive director explained: “Since 
the safety of mother and baby is very momentous for all 
obstetricians, many decisions are made based on fear of 
legal issues, not evidence based. Doctors are afraid of le-
gal issues” (Participant 18).

Another identified barrier was lack of good commu-
nication between health care providers and parturient 
women. A senior midwife said: “Verbal communication be-
tween health care providers and parturient women about 
the quality of care is very low. Good and honest communi-
cation with the doctor and midwife is important for many 
women in the labor process” (Participant 9).

4.3. Barriers to the Organizational Environment
There were a number of factors regarding the organiza-

tional factors, including problems with educational system; 
lack of effective communication between obstetricians and 
midwives; lack of time in healthcare providers due to lack of 
human resources; inappropriate physical structure of birth 
setting; lack of equipment in the birth setting and lack of 
clinical supervision by first-line managers.

A barrier was related to the problems of educational 
system. Subjects reported that: “Inadequate education 
of health care providers is an essential barrier in the use 
of evidence based health care. I think that health profes-
sionals’ education is an important factor in quality im-
provement” (Participant 31).

There was a barrier related to lack of effective communi-
cation between obstetricians and midwives for labor and 
delivery management. One of midwives explained that: 
“The healthcare professionals need to work together as 
a team to apply evidence-based health care during labor 
and delivery. A number of obstetricians in our hospital 
do not collaborate with implementing the EBP during 
labor” (Participant 27).

Another barrier was related to lack of human resources 
and Limited time of staff. A midwife said that: “Our labor 
ward is really busy. We are forced to care on two or three 
laboring women at a time. Not possible for us to provide 
care steadily. We do not have enough time to implement 
new practices” (Participant 34).

Other barriers related to the organization were short-
age of equipment and inappropriate physical structure 
of birth setting. One director explained: “The environ-
ment was not spacious. The labor room was shared be-
tween three mothers. Therefore, women have no privacy 
during labor. Also, laboring women had a limited space 

to walk and change their status. On the other hand, there 
was not enough equipment to implement the EBP during 
labor” (Participant 10).

Many subjects suggested that lack of clinical supervi-
sion by managers is another barrier at the organization 
level. A midwife believed that: “The managers have a vital 
role in the eight use of EBP or can be moved to after role; 
therefore if clinical governance is done properly and reg-
ularly incorporated to the managers’ meetings, the clini-
cal staff, take more accurate care” (Participant 2).

4.4. Barriers to Health System
There were several barriers to health system including 

inappropriate planning, management, monitoring and 
feedback system, lack of accurate information system, 
good communication between healthcare providers and 
policy makers, and lack of good health policy.

4.5. Financial Resources
A number of participants identified the need for good 

planning, management and monitoring to use EBP dur-
ing labor. An obstetrician suggested: “The better manage-
ment could improve pregnant women safety. The man-
agers needed more training for appropriate planning, 
management and monitoring the use of EBP during la-
bor” (Participant 13).

Some respondents identified the need to record and 
report accurate information about routine practices and 
quality of care during childbirth. A midwife commented: 
“I think if the information is not accurately recorded, the 
problems are not correctly identified and thus we cannot 
improve the quality of maternity care services” (Partici-
pant 30).

Lack of communication between healthcare providers 
and policy makers were reported as a barrier to apply EBP 
during labor. A midwife was disappointed that: “It ap-
pears that if obstacles are inquired directly from the staff, 
policymakers can plan to overcome these barriers better” 
(Participant 26).

Lack of good health policies was reported as a barrier to 
adapt EBP during labor. An obstetrician offered a solution 
for this issue. “I believe that a good policy in the field of 
maternity care is to use of EBP, which is a really effective 
instrument. Of course, if the policy makers monitor the 
correct implementation of the policies” (Participant 11).

Many subjects thought that lack of financial resources 
is a major problem in maternity services. A director said: 
“More often, lack of financial resources is a major prob-
lem for quality improvement in the health system; for 
example, one of the solutions to overcome the shortage 
of staff and lack of equipment is financial resources” (Par-
ticipant 32).

5. Discussion
The current study identified several important barriers 

to the implementation of evidence-based maternity care.
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First, there were a number of barriers related to labor-
ing women. Low awareness of laboring women of the care 
options during labor was an important barrier. Women 
should receive adequate information to recognize the ben-
efits and risks of each practice; therefore, they can choose 
the best care between the different options of treatment. 
The clinicians often emphasized the fact that parturient 
women should have the right of choice, but the reality is 
that most of them do not have the ability to choose (13). 
Therefore, increasing women’s awareness about benefits 
and risks of interventions is a good strategy to sensitize 
women and increase effective communication between 
health professionals and parturient women (14). Low 
women's participation in decision-making for the type 
of care was another barrier. Although the involvement of 
women in decision making about their care has better out-
comes for them, the physicians and midwives often do not 
involve them in making such decisions (15).

Second, there were several obstacles at the level of care-
givers. Based on the finding of the study, lack of awareness, 
knowledge, and skill in clinical personnel were factors af-
fecting the failure to adopt the best practice. Grady report-
ed that the attendance of skilled midwives and essential 
maternity care are important strategies to reduce mater-
nal and newborn morbidity and mortality. Thus, the short-
age of sufficiently skilled birth attendants is a key barrier 
to achieve this thread (16). Nevertheless, healthcare profes-
sionals need to be trained and motivated to adaptation of 
the newest evidence into their daily practices (17).

Findings of the current study indicated that one of 
problems and challenges in intrapartum care is the resis-
tance to acceptance and use of EBP by healthcare profes-
sionals. The participants believed that health providers 
may refuse to accept new care because they do not have 
the needed skills to do new practices, Belizan et al. (18). 
Furthermore, changing a complex process requires com-
mitment and strong, relentless, and creative leadership 
within the institution (19). Another barrier at this level 
was lack of authority to make decisions by midwives. The 
midwives’ ability to use evidence based practice is direct-
ly related to the power of professional midwives in the 
maternity care system that give priority to the power of 
obstetricians (20).

Being afraid of lawsuits was perceived as another barri-
er to high quality, evidence based care. Fear of legal issues 
in clinical decision-making process by the obstetricians 
causes them to implement unnecessary interventions to 
prevent unwanted consequences for mother and new-
born (13). Another barrier at this level was lack of good 
communication between healthcare providers and wom-
en. Developing honest and effective communication be-
tween midwives and women makes positive childbirth 
experiences for parturient women (21).

Third, there were several major obstacles to organiza-
tion environment. The problems of training and educat-
ing system for physicians and midwives are still potential 
barriers to use evidence based intrapartum care.

Smith reported that inadequate training and education 
of healthcare professionals is a problem to achieve safety in 
maternity services. He believed that due to changes in med-
ical training, junior clinicians have less skill than they had 
in the past. He also said: “Within the medical profession, gy-
necology is observed as a more prestigious specialty than 
obstetrics, which could lead to problems in the future”. On 
one hand, he believed that “The shift in midwives’ training 
from practical training to academic degree has not neces-
sarily improved parturient women’s safety” (22).

Thus, according to the statement by Sicily on EBP, it is es-
sential to include knowledge, attitudes and skills of EBP in 
the curriculum (23). Training needs of healthcare providers 
also need to be promoted by means of more educational 
programs (6). Professionals seemed to agree that lack of 
communication across clinical groups is another barrier to 
implementing evidence-based intrapartum care.

Lack of proper communication can be considered as one 
of the causes of preventable injury and death of mothers 
and newborns. In contrast, establishing good communi-
cation and teamwork in the healthcare team could cre-
ate a safe and friendly environment for the mothers and 
newborns during labor and delivery (24).

The high workload and shortage of time on health care 
providers due to limited number of staffs were regarded 
as an inhibiting factor to apply EBP in the clinical set-
tings. For example, increasing the number of midwives 
would help to provide continuous care to all parturient 
women during labor. Also, midwives could be better de-
ployed to improve safety by reduction of unnecessary 
interventions (22).

The physical structure factor and lack of equipment 
of birth setting were perceived as other barriers in this 
study. The most important element of the physical struc-
ture that can be considered as a barrier is using common 
rooms for mothers during labor and delivery manage-
ment. Also, some subjects reported that using old instru-
ments in the labor ward is a problem in the care process. 
Gale reported that top barriers to EBP were insufficient 
time, lack of staff, and not having the right equipment 
and supplies (25).

There were some barriers to lack of clinical supervision 
by managers to implement EBP during labor. The study 
subjects believed that it is critical that the managers 
support the employment of evidence based practices. 
Middle managers resistance is often described as a ma-
jor challenge for upper-level administrators seeking to 
implement complex innovations such as evidence-based 
protocols or training new skills (26).

Fourth, a number of barriers were identified to the 
health system. There were some barriers correspond-
ing to inappropriate planning, management and moni-
toring of evidence-based clinical standards. Successful 
implementation and diffusion of any practice change re-
quires careful strategic planning (27). Appropriate man-
agement is one of the most important strategies to pro-
vide safe and high quality care in the health system (28).
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Also effective feedback should be an integral part of clini-
cal practice (29). There were some barriers to record and 
report accurate information about EBP during childbirth. 
Inaccurate or insufficient data inhibits health information 
exchange, and hinders clinical research, performance im-
provement, and quality measurement initiatives. Accurate 
data leads to quality information that is required for qual-
ity decision making and women’s care (30).

There were some barriers corresponding to lack of good 
communication between healthcare providers and policy 
makers to use EBP during childbirth. In the study by Un-
eke, lack of communication between health policy makers 
and researchers, and the lack of participation of service re-
cipients in health planning were shown as the major chal-
lenges to improve evidence-based policy making process 
and practice (31). Furthermore, specific strategies to im-
prove communication among healthcare providers and 
policymakers are necessary to adapt EBP during labor.

There were some barriers corresponding to lack of good 
health policy to apply EBP during childbirth. Health poli-
cy and health systems are interdependent to achieve im-
proved health. To successfully implement the policy is de-
pendent on the capacity of the health system; and for the 
health system, to ensure access to evidence based, high 
quality care it is dependent on good policies (32). Thus, 
the policy makers should manage health policies at the 
national level and then they need to monitor using EBP 
in the clinical settings.

There were some barriers to the lack of financial re-
sources to use EBP during childbirth. Results of a study 
suggested that the lack of financial resources is a major 
contributor to stress among the front line staff, which 
can be an unrecognized barrier by agency leadership (33).

The study found that the experiences of healthcare pro-
fessionals working in the field of maternity care during 
labor are largely congruent with those of the healthcare 
professionals in various health care settings. However, 
there were some study limitations that reduced the po-
tential to transfer the study findings. First, since the 
study was conducted in one country, the findings may 
not be generalized to other countries. Second, the study 
subjects may not be representative of all healthcare 
professionals, according to the purposefully selected 
collaborators. Some strong points of the study include: 
first, to date, within the field of maternity care services 
for pregnant women during normal labor and delivery 
management, it was the first Iranian study to explore and 
identify health care professionals’ viewpoints on barriers 
to implementation of evidence-based intrapartum care. 
Second, subjects were interviewed by the same interview-
er; nevertheless data analysis by the four authors contrib-
uted to the credibility of the findings.

5.1. Conclusions
Despite the advances in medical science to manage 

complex health problems, nowadays obstetric care in the 

clinical settings has increased dangers for low risk partu-
rient women and their newborns (34).

Sometimes, evidence based practices in obstetrics and 
neonatal care significantly reduce morbidity and mortal-
ity (35). EBP is a target with many challenges in everyday 
implementation (36).

The current study identified a number of potential bar-
riers according to the viewpoints of health professionals 
who work in the Iranian maternity services to improve 
the implementation of evidence based intrapartum 
care. The findings of the study indicated that the wom-
en should feel free to ask if they are receiving evidence-
based care.

On the other hand, the knowledge, attitude and skills 
of healthcare providers should be constantly promoted. 
The reasons why labor ward staff persists in non-evi-
dence-based practices are that many staff are resistant 
to change (37). The presence of strong leadership and 
adequate financial resources affect healthcare provider 
attitudes toward EBPs and facilitate implementation of 
these innovations (33).

The professional relationships between midwives, phy-
sicians, managers and policy makers providing obstetri-
cal care is essential to succeed the application of evidence 
based intrapartum care.

Finally, developing evidence based national policies 
and the quality certainty systems will contribute to the 
reduction of unnecessary obstetric interventions and 
strongly emphasize on the needs and requests of women 
during childbirth (38). Since one of the elements for both 
evidence-based intrapartum care and woman-centered 
care is women preferences (39).
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