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Background: In Zahedan City in Southeast Iran, some women prefer to give birth at home despite the availability of the equipped
hospitals and expert advice that hospital births are safer.

Objectives: This study explains how Baloch women make decisions regarding the risks associated with childbirth at home versus a
hospital. This study identifies and defines the factors that influence the choice of the place of delivery by Baloch women.

Materials and Methods: The article draws on data from a grounded theory. In particular, on in-depth interviews with 25 Baloch women,
21 of whom had planned home births and 4 planned hospital births in their most recent childbirth.

Results: Six categories emerged from the data as follows: 1) deliberation and risk assessment; 2) obstacles to hospital births; 3) preference
for hospital births; 4) obstacles to homebirth; 5) preference for homebirth; and 6) risk management. The core category was deliberation
and risk assessment. Our interviews showed that Baloch woman weighed the negative and positive aspects of each option when deciding
on a childbirth setting. In this process, their assessment of risk included physical wellbeing and social-cultural values. Furthermore, their
assessment of risk can, in some circumstances, result in delays or avoidance of having hospital childbirth.

Conclusions: Managers and service providers need to know an ordinary woman’s perception of risk to address the gap between current

and desired childbirth services and encourage women to use current hospital services.
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1. Background

In developing countries, the complications surround-
ing childbirth are a major threat to a woman'’s health and
a cause of preventable deaths (1). The World Health Orga-
nization has consistently emphasized the importance of
professional care for child delivery by involving skilled
birth attendants and having access to comprehensive
emergency obstetric care that enables appropriate care
for when complications arise (2). However, it is difficult
to predict when and where complications will arise (3, 4).
Following from this view, it is generally assumed that hos-
pitals are the safest place for childbirth, because medical
technology and medical interventions are available that
minimize the risks of child delivery (5, 6). Therefore, wom-
en are encouraged to give birth in hospitals under medi-
cal supervision. However, in most developing countries,
the response to such encouragement has been limited
and many women continue to give birth at home (7-12).

As in most developing countries (13), the Iranian gov-
ernment has accepted expert advice that hospitals are
the safest place for women to give birth and the Minis-
try of Health and Medical Education (MOHME) of Iran
has encouraged all women to give birth in hospitals. In

most areas of Iran, this hospital birth policy has been suc-
cessful with an estimated 95.3% of all births in hospitals.
In contrast, in Southeast Iran, in the provinces of Sistan
and Balochestan, another trend is visible. According to
MOHME, in these provinces still 10.8% of all births in ur-
ban areas occur at home (11).

2. Objectives

The present study explains how Baloch women make
decisions regarding the risks associated with childbirth
at home or in hospitals. This study also identifies and
defines the factors influencing the choice of the place of
delivery by Baloch women.

3. Materials and Methods

3.1. Setting

We undertook the study in Zahedan City, the capital of
Sistan and Balochestan Province, located in south-east-
ern Iran along the Pakistan border (population: 613,572 in
2011). The rate of home births in the city was substantially
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higher than in other cities. There are two main ethno-
linguistic groups in Zahedan: the Baloch and the Sistani.
The focus of the present paper was on the Balochi group,
because the highest percentages of home births are re-
ported in this group. The Balochi stand out as a distinc-
tive social group that spreads across Pakistan, Iran, and
Afghanistan.

The area is reasonably well provided with medical fa-
cilities. Zahedan has four Comprehensive Emergency
Obstetric-Care (EOC). Zahedan, however, also has trained
traditional birth attendants (TBA) who are trained by and
work under government supervision. In addition, Za-
hedan also has untrained TBA who lack formal training
by the government and who have acquired their skills
by delivering babies and by apprenticeships with other
TBAs. The fee that midwives and birth attendants receive
is negotiated and agreed with the mother or her family
and is lower than the fees charged by hospitals. However,
insurance companies will not reimburse home birth fees.
Therefore, women who have health insurance coverage
and choose homebirth must pay for it themselves; and in
this way they accept paying much more for their choice.

3.2. Study Design

A grounded theory approach was used. Grounded theo-
ry as a qualitative approach can potentially help scholars
to explain the unique, diversity-related problems of soci-
ety (14). The women who had chosen to have home births
were invited through purposive sampling to explore how
and why they had make this decision through in-depth
semi-structured interviews. The present study is explor-
atory and designed to provide an opportunity for a small
group of women to talk about their birth choices and to
create enough data to enable us to understand why the
women made the choices they did.

3.3.Sampling

We used purposive sampling to identify potential cases
for our survey (15). Since, we were interested in why some
Baloch women chose to give birth at home, we inter-
viewed women who gave birth at home and women who
gave birth in a hospital. We decided to talk to women who
had just had a baby (within the previous 6 months), as the
issues and concerns would still be fresh in their minds.
Women who chose to have home birth could also choose
different types of support. Eight were supported by
trained TBAs and four were supported by untrained TBA.
Additionally, we included in our study nine women with
a home birth who were supported by medically educated
midwives. In addition, four Baloch women were included
in the study who had chosen to have hospital births.

3.4. The Interviews

The interviews took the form of a guided interview.
Since all the women were bilingual in Persian and Baloch,
we conducted the interviews in Persian. Although the

main participant in the conversation was a mother in
most cases (22 out of 25), other household members con-
tributed to the conversation. Generally, these other par-
ticipants were female members of the household such as
the women’s mother, mother-in-law or sister-in-law and
only in two cases the women’s husbands also participat-
ed in the interviews. The presence of a relative also helps
to prevent anxiety and embarrassment for the mother
and to motivate her to take part in the discussion (16).
The interviews took place in homes of the participants.
All interviews were taped by the main scholar.

We started the conversation by asking an open question
about how they chose the place of birth: How did you
come to a decision about the place of childbirth? As the
women talked about their choices and experiences, we
guided the conversation by seeking additional informa-
tion or clarification; for example, "Please explain more?"
or "Why was that?" Most conversations lasted about an
hour and a half with the shortest an hour and the longest
two hours.

3.5. Data Trustworthiness

First, living in the same city (Zahedan), working as a
midwife, and long-term presence in the field that comes
with going to the homes of mothers with a traditional
birth attendance helped the main scholar to establish a
relationship of trust with Baloch mothers and midwives.
Second, the use of multiple data sources (different types
of midwife), member checks, and peer researcher sup-
port group helped the quality of research. Finally, rich
descriptions were made to help readers to generalize the
findings of the present study to other settings.

3.6. Ethical Considerations

We gained approval for the study from the ethical com-
mittee of Shahid Beheshti University of Medical Sciences,
Tehran, and the relevant local authorities of Sistan and
Balochestan Province in Southeastern Iran. The study
was based on informed (oral) consent, because asking
for a signature could compromise anonymity and made
participants reluctant to talk (17). The midwives and birth
attendants identified potential participants and act as in-
termediates between researchers and participants. The re-
searcher telephoned each woman to reconfirm their pre-
vious given informed consent and if their answers were
satisfactory, an appointment was made for an interview.
In the first visit, the objectives of the study were clearly
explained and asked if we could tape record the conversa-
tion. The anonymity of all participants was respected.

3.7. Data Analysis

Data were analyzed using Strauss and Corbin’s ap-
proaches (18). We started our analysis of the data as soon
as we had completed the first interview. All interviews
were transcribed verbatim and then they were coded
line by line by the primary researcher (a midwife) and
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a counseling psychologist simultaneously. These coders
discussed and agreed on the codes that were labelled on
significant words and sentences. This initial open cod-
ing (19) was repeated with each subsequent transcript
and in this way we built up a list of all the codes in all the
interviews (a code book). To validate our emerging find-
ings, we shared them with some of the participants to
review the transcripts, to ensure that interpretation was
appropriate, and reflected the reality of the participants
and not the expectations of the researcher (20). We also
invited two of the women who supported home births (a
medically educated midwife and a TBA) to help with the
interpretations.

Consequently, a constant comparative method was
used and data were classified as belonging to particu-
lar clusters to form categories (18). In the next stage
(axial coding), the primary researcher, a social research
methodologist and a medical anthropologist worked to-
gether to interpret and identify relationships among the
categories, and link them together in a new form. Schol-
ars used a coding family that consists of underlying
conditions, the contextual condition, intervening con-
ditions, the action/interactional strategies by which the
phenomena was managed, and consequences of them
to understand the relationship between the categories
(20). Consequently, the numbers of categories were re-
duced to five major new categories. We found that wom-
en mainly used these categories to make decision about
childbirth setting.

Finally, the core category was developed, “deliberation
and risk assessment”. This was the process of choosing
one category and relating all the other categories to that.
This core category explains how Baloch mothers weighed
the negative and positive aspects of each option in rela-
tion to their main concern “(objective and subjective)

risks”; and actions that they did to manage their per-
ceived risk and finally decide about childbirth setting.
As well, “diagram was used to show the relationship
between categories that arise during axial and selective
coding. Actually it is a simplified version of paradigm
model”(21) (Figure 1).

4.Results

We interviewed 25 Baloch women who had a planned
homebirth (n = 21) or planned hospital birth (n = 4). The
planned homebirth women were between 13-39 years old.
One woman could not read but the rest had educational
levels varying from elementary school to high school
(National Diploma). The planned hospital birth women
were between the ages of 18-25 years old. Two were first
time mothers. The education level ranged from second-
ary school to bachelor’s degrees (see Table 1).

Extracted concepts or themes were grouped into six
main thematic or conceptual categories as follows: 1)
deliberation and risk assessment, 2) obstacle to hospi-
tals birth, 3) preference for hospitals birth 4) obstacle to
homebirth, 5) preference for homebirth, and 6) risk man-
agement. “Deliberation and risk assessment” was found
to be one of the main categories.

4.1. Deliberation and Risk Assessment

Deliberation is the process of gathering, analyzing, and
evaluating information as well as risk assessment about
available places for giving birth by considering a wom-
an’s preferences; and the final decision made about the
place of delivery. One of women stated:

“We calculate the hospital’s facilities. We are calculating
and we are the ones who think and say that this/or that is
better for us” (hospital birth, age 25).
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Figure 1. The Conceptual Framework Explaining How Women Come to a Decision about the Homebirth
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Table 1. Demographic Characteristics of Women Participate in
the Study

Demographic Place of Last Childbirth
Characteristics Home birth, Hospital birth,
n=21 n=4
Previous place of birth
Home 7 -
Hospital 7 2
First baby 7 2
Midwife
Biomedically educated 9 4
midwife
Traditional Birth At-
tendance (TBA)
Trained 8 -
Untrained 4 -
Type of previous birth
Normal delivery 1 2
Cesarean section 3
Without previous 7 2
delivery
Insurance cover
Yes 10 4
No 1 -

Since hospital births are the only options that were in-
troduced to women formally, the mother, along with her
family, primarily began gathering information about the
advantages and disadvantages of the place of interest.
Women told about how, they relied on the lived experi-
ences of others and themselves: “My sister who had deliv-
ered an only child in the maternity hospital, told me that:
If I knew, I would never enter to the maternity hospital.
And I understood that hospitals were not good” (home-
birth, age 21).

Another one commented: “For my second child I wanted
to go to the hospital, and then [ remembered the difficul-
ties that [ suffered for my first child in the hospital. I said
to myself I will never go to the hospital again” (home-
birth, age 23). What remain after analyzing are negative
emotions and the perceived risks that act as barriers to
utilize an available hospital.

One of women stated: “I have done three deliveries in
the hospital. However, that environment has become
terrible for me. There is fear, as I entered the door of the
hospital, something happens to me, as if my body is shak-
ing” (homebirth, 37). Women explained their evaluation
based on the preference for (positive aspects) and obsta-
cles to (or negative aspects of) hospital or home births
(Figure1A and b).

4.2. Obstacles to Hospital Birth

Obstacles to hospital births refer to hospital services

that are not compatible with the women’s requirements
and preferences. The quality of the hospital care and the
cost of maternal services were two main negative attri-
butes that have been stated by the mothers to explain
why they avoided choosing the hospital setting. Mothers
expressed the quality of maternal care according to eth-
ics, conduct, and technical aspects of care.

One of the most important and annoying issues for the
mothers was being separated from their relatives when
entering the strange and unfamiliar environment of the
hospital. A number of women noted, “From the begin-
ning of labour admission to the delivery, they won't let
you meet anyone” (homebirth, 19).

Lack of privacy: A shared labor room, crowdedness, and
the lack of adequate physical coverage were among the
major concerns that caused mothers not to prefer a hos-
pital. As one woman stated, “Everyone sees you, they see
you naked, we're afraid of this, too” (homebirth, 23). One
of the women presented her opinion about cesarean sec-
tion in this way: “In hospital, if the childbirth lasts only
for a short time, doctors will rush into cesarean section”
(homebirth, 35). One woman commented, “(Episiotomy
and) stitching is important to me. When [ was stitched af-
ter my first childbirth, it became infected, I had too many
problems” (homebirth, 35).

The inability to prevent invasion of their bodies (e.g. fre-
quent vaginal examinations) was another problem that
all of the women complained about. As one of the woman
explained, “I heard students saying: the midwife told me
(student) to examine her, don’t mind her, let her shout,
examine her, there’s no problem” (homebirth, age 19).

At lower economic levels, hospital costs are a major ob-
stacle to using hospital services in the absence of insur-
ance coverage. One woman commented, “At home I pay
one-tenth of the hospital cost. Since I could have a nor-
mal delivery at home, it’s impossible to go to the hospital,
even if all the facilities of the hospital would be with me”,
(homebirth, age 28).

4.3. The Preference for Hospital Birth

The preferences for hospital birth are mainly related to
the attributes (Figure 1 B) that have been clustered in a
main category: medical preparedness to deal with unpre-
dictable risks. From the Baloch women’s point of view, the
main advantage (or positive attribute) of the hospitals
was access to medical specialists and medical and surgical
services to face with potential risks. However, among the
women who chose to give birth at home, hospital delivery
was commonly accepted in the case of medical complica-
tions. One woman said, “For those who have a problem, the
hospital is very good and necessary” (homebirth, age 30).

After separate evaluation and weighing the benefits and
obstacles of the hospital option, then the women began
to evaluate a home birth. Two major categories emerged
from the mothers descriptions about their evaluation
of home birth: the preference for and obstacles to home
birth (Figure 1 C and D).
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4.4. The Preference for Home Birth

The preference for home birth is mainly related to desir-
able (technical and ethical) attributes of homebirth. The
evidence of this study showed that for the mothers who
gave birth at home, the positive attributes of home child-
birth were much greater than the positive ones resulting
from the medical services available at the hospital. One
woman commented, “The house is a better and easier
place of childbirth, there’s more comfort and peace at
home” (homebirth, age 29). In other words, mothers who
chose home birth forgone some hospital gains to reach
a broader target; which means they gain both the posi-
tive aspects of home delivery (emotional support, sense
of control, avoidance of hospital routines and interven-
tions) and hospital specialized services to confront with
unpredictable complication.

4.5. Obstacles (or Perceived Risk) to Home Birth

Obstacles to home birth are fears of medical risks that
prevented mothers from actualizing the decision for
home delivery.

One woman stated, “My family members are afraid of
giving birth at home, they are afraid of problems that
may occur” (hospital birth, age18).

One woman recalled her relative’s experiences as fol-
lows: “her husband said that he won'’t let her give birth at
home and she must go to hospital, so we took her to the
hospital” (home birth, age25)

Also, mothers concern about unpredicted complica-
tions could prevent them from homebirths. One of moth-
ers said: “If [ give birth at home, what would happen if my
baby needs oxygen, or maybe I need a Cesarean section at
that moment, then all of the equipment is there” (hospi-
tal birth, 21). These mothers did not accept any interrup-
tion to their access to the operating room facilities and
medical and surgical facilities of the hospitals. As one
Baloch woman noted, “If serious bleeding takes place, to
reach the hospital, till they’ll admit her, she may finish
while she’s on the way, maybe something happens to the
baby” (hospital birth, age25).

4.6. Risk Management

Whenever the mother’s assessment of the medical risks
for home births were much greater than the perceived
hospital risks, they eventually proceeded to give birth
at a hospital. The evidence from our study revealed that
Baloch mothers used different strategies to cope and
come to terms with hospital risks to exploit the positive
aspects of hospital services (Figure 1 E). The Baloch wom-
en, depending on their family background and SES, per-
sonality, and the support of their significant others used
diverse ways to cope with the risks associated with child-
birth by means of hospital services. One primiparous
mother explained that her husband suggested cesarean
section for the following reasons: “My husband said, if
you really are afraid (of the delivery room environment),

Nurs Midwifery Stud. 2015;4(1):e24453

do Cesarean section” (homebirth, age 19). In this way,
women with Cesarean section avoid going through the
delivery room atmosphere about which they had nega-
tive emotions

However, mothers who chose to have normal vaginal
delivery and at the same time suffered from fear of pos-
sible problems throughout childbirth had to use differ-
ent mechanisms to cope with the unacceptable hospital
childbirth care services. A number of the mothers tried
to avoid the negative aspects of the hospital services by
delaying referral to the hospital. “They were saying that
in hospitals, they rush into performing Cesareans. Then,
[ went to the hospital at the last moments (near the time
of delivery)” (hospital birth, age25). Two other strategies
are also used. First, some hired a private midwife as a sup-
porter or guard: “When there are several patients, they go
to visit the other patients and we will be left alone. Usual-
ly, we go to the hospital with a private midwife. Therefore,
no other midwives, no students, no doctors were allowed
to come close to us” (hospital birth, age 25). Second,
mothers who could not afford to hire a private midwife
used the “ignoring” method: “We generally put away the
bad aspects of hospitals and just see the equipped hospi-
tals” (hospital birth, age21).

Opposition to hospital childbirth services can lead
mothers to give birth at home when those mothers men-
tally were not able to accept the provided services. This
group of mothers remembered hospitals as a -back up
to dealing with biomedical and surgical complications
whenever there was no solution for them in the context
of their home. “If I have a problem, I go to the hospital, if
it is harmful for my baby or me. For example, if there is
bleeding, we are forced to go to the hospital” (homebirth,
age 35). As well, we have explained how women who
choose to give birth at home manage the risks related to
childbirth elsewhere (22).

5. Discussion

The findings of this study showed that some mothers,
despite the geographical accessibility to an equipped
hospital, prefer to give birth outside a hospital. Based on
normative theories, women who chose homebirth are
not concern aboutrisk and safety (23). This study revealed
the ways that women knew and managed risks and other
implications of their decisions.

All decision-related actions include some form of com-
parative processes regarding the risks of two different
options or expectations of undesired events in an uncer-
tain future. As noted in the present study, Baloch moth-
ers evaluate home and hospital childbirth services with
respect to desirability of their attributes (e.g. ethical con-
siderations, technical care, and financial issues) to make
an optimal decision.

Women weighed up the home and hospital childbirth
care services, and women who choose homebirth consid-
ered homebirth safer than hospital birth (23, 24). Risks are
understood as expected or observed negative outcomes to
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decisions (25). In this regard, risks have a scientific (objec-
tive) and a socio-cultural (subjective) aspect (26). In this
way, as the present study showed, sometimes women and
families prioritized social variables and/or their value over
biological ones (26, 27). This behavior arises from contextu-
al differences in the meaning and use of the concept of risk
(28), by individuals who are influenced by a wide range of
psychological, socio-cultural, and institutional forces (29).

In the same way, Baloch women used home birth, which
is relevant to their situational context, as a defensive
strategy to reject the technocratic model of childbirth
care and protect themselves from the perceived risks that
have arisen from high technologies (22). However, ac-
cording to Abed Saeedi (22) and the present study, Baloch
mothers do not often reject hospital childbirth services
without the inclusion of good options or manage medi-
cal risks. When women finally chose to give birth in a
hospital, they were exploring a coping style to manage
perceived risks and make the process more desirable.
Many experts recommend that we must turn to a model
of childbirth care in which values, concepts (like love),
and effective relationships as well as respect for cultural
differences in the childbirth care process (12, 30-34).

Additionally, the present study showed women who had
a planned homebirths expressed her feelings toward the
childbirth process in hospitals as, “horrible scary” and
“terrifying”. Individual decisions, like childbirth setting,
cannot be explained merely by rational theories, as ev-
eryone has different past or lived experiences and other
specifics (35, 36) . The current study along with previous
studies showed that child birth experiences contain psy-
chological processes that extended beyond the physical
aspects of child birth (37, 38).

The limitations of this study were the small group of
women in the planned hospital birth group. Addition-
ally, the study was performed in Zahedan, and Baloch
women within this city. Therefore, it may not reflect the
experiences of women who are living in other areas of
Sistan and Balochistan Province or in other parts of Iran.
Despite these limitations, the study is among the first to
explore the role of perceived risks in developing decision-
making models about the setting of childbirth. Moreover,
the findings of this study potentially have implications
for reproductive health policies and programs in Iran by
giving voice to women.

Managers and service providers need to understand a
lay people’s perception of risk and the way in which they
manage them. In addition, this knowledge helps mid-
wives, as the main childbirth care providers, to address
the gap between the current and desired childbirth ser-
vices. In this manner, they can contribute to more posi-
tive childbirth experiences that respond to the expecta-
tions of local people.
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