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Abstract: 
Objective: The primary aim of this study was to evaluate the compliance of health provider about care in the first stage of 
labour with national guidelines in Khuzestan province, Iran.  
Methods: This was a descriptive and observational study. The practice of care providers against low risk pregnant women 
were observed in 15 hospitals affiliated to the Ahvaz Jundishapur University of Medical Sciences in Khuzestan province. 

Data collected through a questionnaire and a check list, which were completed by two master students in midwifery. 
Participants included 400 low risk pregnant women who admitted to the delivery wards in 15 hospitals.  
Results: Results of this study showed that; some interventions during labour should not be used routinely according to the 
national guidelines for childbirth. These interventions were including; routine establishment of an intravenous route 
(100%), induction and augmentation of labour (38.5%), using oxytocin (46%), forcing women to be in the particular 
position (93%). Most women (82.3%) not allowed eating or drinking.  
Conclusion: Results of this study showed that; the care provided in the first stage of labour was not according to the 
national guideline for childbirth issued by Ministry of Health. Hospital staffs especially midwives need to participate in the 

retraining courses about care in the first stage of labour.   
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INTRODUCTION: 

One of the goals of Millennium Development is to 

decrease the maternal mortality by 75% by 2015.1 

The most pregnancy related maternal mortality 

occurs in developing countries.2 Adequate care 
during pregnancy, labour, delivery and postpartum 

can decrease the rate of maternal mortality.3  

The first stage of labour contains two latent and 

active phases. The onset of labour may recognize 

by women themselves, when the contraction starts 

and by the means of professional confirmation 

about cervical dilation.4 Health providers should 

provide care in the intrapartum period to avoid any 

complication for mother. The standard intrapartum 

care is issued by National Collaborating Center for 

Women's and Children Health (NICE).5  

In the third strategic program for social, economic 
and cultural development in Iran (1999-2003) the 

reduction of maternal mortality was emphasized. In 

early 1999, the strategic program aimed on 

improvement and revising of national program of 

safe motherhood to reduce the maternal mortality 

rate was started. At first, the current situation of 

maternal mortality was assessed. The results 

showed that; there were some weaknesses and 

threats including: lack of standard guidelines for 

routine care during pregnancy, delivery and 

postpartum, lack of standard guidelines for care of 
high risk pregnancy, low quality of delivery and 

postnatal services in hospitals and delivery 

facilities, lack of technical skills and knowledge of 

care providers and the low quality of services 

outside of hospitals.6 

According to this assessment, the content of care 

was not clarified for midwives and medical doctors. 

They did not act according to the standard 

guidelines and just provide care according to what 

they learned in their universities. Since university 

education is not guarantee for good quality of care, 

and the timely action can save lives of mother and 
their babies, therefore the standardization of health 

care was started. The Iranian guidelines for care 

during labour and delivery issued according to the 

World Health Organization .7  

Studies showed that most of maternal deaths in Iran 

occur in hospitals and some of them are due to the 

lack of good health care or unstandardized health 

care.8 Also studies show that; the rate of cesarean 

section in Iran is much higher than that in the 

European countries and even more than the safe 

number (5-15% of all deliveries) which announced 
by World Health Organization (WHO). It seems 

that over medicalization in labour and delivery was 

an effective factor in increasing the rate of 

cesarean.6   

In addition, studies revealed that; the quality of care 

provided in hospitals in Iran is not similar to other 

pathologic behavior toward the The  9.countries

pregnant women during the past decade, leading to 

unnecessary medical interventions such as; 

establishment of intravenous route, forcing mother 

to be in a particular position, frequent internal 

examinations, enema and prevent mother from fluid 

In a study in delivery wards in  10.and food intake

Sweden, results showed that; only three out of 48 
delivery wards had written policies about four 

criteria in delivery and there was more variety of 

 11.itals without written protocolosphealth care in h

Results from another study by Kvist et al ., showed 

that almost all medical records contained 

partogram, but maternal blood pressure were 

measured in 54.9% cases, psychological support 

was performed in 2.4% and physical support 

was which  In a study 12.of casesperformed in 3.6% 

conducted by Omidvar in Mashhad, Iran, the 

physical and psychological support was reported in 

Inadequate knowledge and  13.the medium range
experiences during maternal care can cause 

physical and psychological damage to the mother 

This study aimed to evaluate the  14. and newborn

compliance of health providers in care during first 

stage of labour with national guidelines in 

Khuzestan Province, Iran. 

MATERIAL AND METHODS: 

This was a descriptive observational study in 15 

hospitals in Khuzestan Province, Iran. This study 

started in February and completed in July 2012. 

The design of this study was approved by the 
Ethics Committee of Ahvaz Jundishapur University 

of Medical Sciences, Iran. The inclusion criteria 

were; having single fetus, term pregnancy and 

cephalic presentation. Women with preeclampsia, 

post-term and preterm pregnancy, repeated 

cesarean, and medical problem in pregnancy were 

excluded from the study. Head of each delivery 

ward provided the written consent for observation 

and all staff was informed about observation. Also 

a written informed consent was obtained from each 

woman.  

Setting: Fifteen hospitals with delivery wards were 
randomly selected among 37 hospitals in 

Khuzestan province. Khuzestan province is located 

in Southwest of Iran and has about 4.500,000 

populations (census 2011). Considering that; during 

2009, 30, 150 (79%) deliveries occurred in 

hospitals affiliated to Ahvaz Jundishapur 

University of Medical Sciences, the sample size for 

each hospital calculated based on the number of 

deliveries in 2010. Totally 400 deliveries were 

observed by researchers. Overall, three hospitals 

were educational and 12 hospitals were 
governmental. Educational hospitals have medical 

and paramedical students for training, while 

governmental hospitals do not have any student on 

training. In educational hospitals most normal 

vaginal deliveries are done by obstetricians and 

midwives do care during labour and also 

administrative tasks. But in the public hospitals 

care during labour and also delivery are done by 

midwives under the supervision of obstetricians.   
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A questionnaire and a check list were prepared for 

data collection. Socio-demographic data were 

collected by interview. The check list consisting of 

63 questions was prepared according to the national 

guidelines for the first stage of labour issued by 
Ministry of health.  

Two master students of midwifery were responsible 

for data collection.  Researchers attended in the 

different shifts in the hospital for maximum 

coverage.  

 

Statistics 

Data entry and analyzing was done using SPSS 

version 17. Descriptive statistics was used for 

describing data.  

 

RESULTS: 
The total number of participants who observed in 

the public and educational hospitals was 308, and 

92 respectively. The mean age of women was 26.1 

years; most of them had high school education and 

were homemaker. The socio-demographic 

characteristics and midwifery history of 

participants are listed in Table 1. The national 

guideline for the first stage of labour was existed in 

93.3% of hospitals. However, only 16.7% of staff 

in the public hospitals and 33.3% in the educational 

hospitals were trained about national guideline for 
the first stage of labour. Almost all decisions for 

parturient were taken by obstetrician (100% and 

66.7% in the public and educational hospitals 

respectively).  

In 204 (51%) of participants the criteria for 

admission in hospital was including uterine 

contraction, dilation and effacement of cervix. The 

least frequent measures in the admission time were 

respiratory rate (3.2%) and physical examination 
(3%). The most frequent procedures were 

performed in the admission time were; vaginal 

examination (100%), measurement of blood 

pressure (97.8%) and evaluation of vaginal 

discharge (97%) (Table 2).  

In terms of physical, psychological supports and 

respect to the patient's right, the least respect was 

due to the providing information before every 

medical procedure and obtaining consent before 

each procedure. None of pregnant women had right 

to have someone with her in the delivery ward. 

Only 20.8% of women in the public and 4.3% of 
women in the educational hospitals had right to 

chose their position according to their desire. Most 

of women  were not allowed to take drink or food 

per oral during the first stage of labour (Table 3). 

As evident in Table 4, partogram were drawn in 

less than 50% of cases. Cervical stripping was 

performed around 50% of cases and in 50% of 

cases in public hospitals, health providers used 

medication for speed-up labour. Most women in 

two types of hospitals (81.8% in public and 93.5% 

in educational hospitals) were internally examined 
according to the health providers' decision (Table 

4).  

Table 1: Socio-demographic characteristics of women who planned gave birth in educational and public 

hospitals in Khuzestan 

Variable  Public hospitals 

n=308 

Educational hospitals 

n= 92 

 N(%) or Mean± SD 

Age  26.1±5.3 25.8 ±6.3 

Education    

Illiterate  51(16.6) 22(23.9) 

Primary  67(21.8) 24(26.1) 
High school  98(31.8) 36(39.1) 

Diploma  69(22.4) 10(10.9) 

University education 23(7.5) 0 

Gravity  2.3±1.32 2.51±1.37 

Delivery  1.06±1.2 1.32±1.3 

Abortion  0.13±0.39 0.18±0.44 

Live children  1±1.2 1.26±1.33 
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Table 2: Frequency of history taking, physical and internal examination by health providers in time of 

admission 

Variable  Public hospitals  

n= 308 

Educational hospitals 

n= 92 

 N (%) 

Vaginal examination  308(100) 92(100) 

History taking  94(30.5) 57(62) 

Physical examination  1(0.3) 11(12) 

Checking Temperature  135(43.8) 68(73.9) 

Checking Blood pressure  299(97.1) 92(100) 

Checking Pulse  94(30.5) 59(64.1) 

Checking Respiratory  8(2.6) 1(1.1) 

Estimating of fetus's weight  22(7.1) 6(6.5) 

Checking of Fetal heart 305(99) 92(100) 

Enema  0 0 

Checking of Vaginal 

discharge  

296(96.1) 92(100) 

   

 

Table 3: The physical comfort, patient' right and psychological support for parturient in the first stage of 

labour 

Variable  Public hospitals  

n= 308 

Educational 

hospitals 

n= 92 

 N(%) 

Respect to privacy of women 108 (35.1) 19(20.7) 

Providing information before 

medical procedure and examination 

19(6.2) 0 

Obtaining consent before medical 

procedure  

4(1.3) 4(4.3) 

Having someone with her during 

labour  

0 0 

Having an adjustable bed  230(74.7) 89(96.7) 

Clean bed sheet  299(97.1) 90(97.8) 

Clean pillow  205(66.6) 50(54.3) 
Clean draw sheet  299(74.4) 47(51.1) 

Clean blanket  113(36.7) 25(27.2) 

Clean dresses  288(93.5) 60(65.2) 

Position of women in the first 

stage of labour  

  

Lying on side  164(53.2) 71(77.2) 

Lying on back  75(24.4) 17(18.5) 

According to mother's desire  64(20.8) 4(4.3) 

Routine establishment of an 

intravenous route 

308(100) 92(100) 

NPO 244(79.2) 85(92.4) 
Permission to eat food (fluids and 

smooth soup) 

61(19.8) 7(7.6) 
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Table 4: Distribution of medical procedures during the first stage of labour 

Variable  Public hospitals  

n= 308 

Educational hospitals 

n= 92 

 N(%) 

Drawing partogram 129(41.9) 44(47.8) 

Oxytocin for 

augmentation 

146(47.4) 38(41.3) 

Amniotomy  182(59.1) 64(69.6) 

Fetal heart auscultation 

every 30 min 

196(63.6) 61(66.3) 

Bladder care   219(71.1) 55(59.8) 

Cervix stripping  144(46.8) 43(46.7) 

Using medicine to speed 

up labour  

154 (50) 0 

Vaginal examination 

upon the health provider' 

decision 

252(81.8) 86(93.5) 

 

DISCUSSION: 
This study aimed to evaluate the compliance of 

health providers in care during first stage of labour 

with national guidelines. Results of this study 

showed that; the national guidelines for the first 

stage of labour is exist in almost all hospitals in 

Khuzestan province, but only few percentages of 

staff were trained regarding this guidelines. In a 

study by Stalhammar et al ., in Sweden, they found 

that; among 48 labour wards, only three of them 

had written policies regarding four main issues. 

Written policies about criteria for labour onset was 

existed in 11 wards and they concluded that; lack of 
policies could imply a risk for nonevidence-based 

labour management .11 Unlike Stalhammar et al's 

study, the problem in our study was not the lack of 

guidelines, and it was lack of compliance with  this 

guidelines.  

A study conducted by Harvey et al.,  in four 

developing countries, revealed that the competence 

of health providers were not according to the 

evidence-based standards and only 55% of staff had 

good knowledge about what they should perform.15 

Our results indicated that; for all women in 
hospitals intravenous route was established and 

most of women had to choose their position 

according to the care providers' order. A study in 

Sweden showed that; intervention not 

recommended by WHO e.g. routine establishment 

of an intravenous route and routine amniotomy 

during first stage of labour are widespread in the 

labour wards.12  

In Iranian educational hospitals,  obstetricians are 

responsible for reception and treatment of low risk 

pregnant women and it may increase unwarranted 

interference in labour. In  a systematic review on 
which 11 trials (12,276 women) recruited, results 

showed that; women with midwife led- care had 

more spontaneous vaginal birth (RR 1.04, 95% CI: 

1.02-1.06) and feeling control during childbirth 

(RR 1.74, 95% CI 1.32- 2.30).16 Recently a 

systematic review of three meta-analytic reviews 
showed that midwife-led care for low-risk women 

is better for a range of maternal outcomes, could 

reduce the number of interventions in labour and 

increased satisfaction with care.17 

Our results revealed that; in most of cases physical 

needs of women were met; however, their  

psychological needs especially in terms of respect 

to the patients' right have been ignored. These 

findings are in line with Gagnon et al's study in 

Québec that they found; the percentages of time 

spent in supportive care by intrapartum unit nurses 

was 6.1% based on 3,367 observations. Nurses with 
less than seven years of intrapartum experience 

spent 2.7% more time providing care than nurses 

with more than seven years. The researchers 

concluded that; intrapartum unit nurses spent a 

small amount of time providing supporting care to 

women in labour .18  

The results of present study indicated; only less 

than 50% of care providers draw partogram. A 

study in Pakistan by Javed et al, showed that; after 

introducing partogram in hospitals, frequency of 

prolonged and augmented labour and vaginal 
examinations reduced significantly.19 Unlike the 

Javed et al's study it seems that; many staff need to 

educate the critical role of partogram.  A quasi-

experimental study on educational program for 

proper use of partogram showed that; using on the 

job training program could sufficiently increase the 

competence of health providers in using 

partogram.20  

A study in Angola showed that midwives, who 

worked independently, believed that; partogram is 

an important instrument and continuous learning 

may act a critical role in their carrier as an 
autonomous midwife.21 

A study conducted on effect of educational 

program on the ability of midwives to interpret 

antenatal cards and partograms in South Africa 

showed that; ability of women for interpreting 
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antenatal cards and the partogram improved 

significantly after intervention.22 

While there is no evidence to support amniotomy, 

about 65% of care providers in our study attempted 

to amniotomy in the first stage of labour. A 
systematic review including 14 studies, involving 

4,893 women showed that; there no evidence to 

support amniotomy for improving the length of 

first stage of labour and maternal satisfaction.23 

This is the first time that we assessed the policies 

for management of the first stage of labour through 

an observational study. Other studies are based on 

official reports of head of maternity wards. In 

addition, we tried to cover all shifts in hospitals.  

 

CONCLUSION: 

Results of this study showed that; the compliance 
of health providers in the first stage of labour with 

national guidelines is not good. Hospital staffs need 

to be trained and have in-service training about 

evidence based care of the first stage of labour.  
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