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Abstract

Background In recent decades, medical supervision of the labor and delivery process has expanded beyond its
boundaries to the extent that in many settings, childbirth has become a medical event. This situation has influenced
midwifery care. One of the significant barriers to midwives providing care to pregnant women is the medicalization
of childbirth. So far, the policies and programs of the Ministry of Health to reduce medical interventions and cesar-
ean section rates have not been successful. Therefore, the current study aims to be conducted with the purpose

of “Designing a Midwife-Led Birth Center Program Based on the MAP-IT Model"

Methods/design The current study is a mixed-methods sequential explanatory design by using the MAP-IT model
includes 5 steps: Mobilize, Assess, Plan, Implement, and Track, providing a framework for planning and evaluating
public health interventions in a community. It will be implemented in three stages: The first phase of the research will
be a cross-sectional descriptive study to determine the attitudes and preferences towards establishing a midwifery-
led birthing center focusing on midwives and women of childbearing age by using two researcher-made ques-
tionnaires to assess the participants' attitudes and preferences toward establishing a midwifery-led birthing center.
Subsequently, extreme cases will be selected based on the participants’average attitude scores toward establishing

a midwifery-led birthing center in the quantitative section. In the second stage of the study, qualitative in-depth inter-
views will be conducted with the identified extreme cases from the first quantitative phase and other stakeholders
(the first and second steps of the MAP-IT model, namely identifying and forming a stakeholder coalition, and assess-
ing community resources and real needs). In this stage, the conventional qualitative content analysis approach will be
used. Subsequently, based on the quantitative and qualitative data obtained up to this stage, a midwifery-led birthing
center program based on the third step of the MAP-IT model, namely Plan, will be developed and validated using

the Delphi method.

Discussion This is the first study that uses a mixed-method approach for designing a midwife-led maternity care
program based on the MAP-IT model. This study will fill the research gap in the field of improving midwife-led mater-
nity care and designing a program based on the needs of a large group of pregnant mothers. We hope this program
facilitates improved eligibility of midwifery to continue care to manage and improve their health easily and affordably.
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In recent decades, medical management of the labor and delivery process has extended beyond its limitations

to the extent that in many settings, childbirth has become a medical event. This situation has influenced midwifery
care. The global midwifery situation indicates that one in every five women worldwide gives birth without the sup-
port of a skilled attendant. One of the significant barriers to midwives providing care to pregnant women is the medi-
calization of childbirth. In industrialized countries, maternal and infant mortality rates have decreased over the past
60 years due to medical or social reasons. So far, the policies and programs of the Ministry of Health to diminish
medical interventions and cesarean section rates have not been successful. Midwifery models in hospital care contain
midwives who support women'’s choices and diverse ideas about childbirth on the one hand, and on the other

hand, they must adhere to organizational guidelines as employees, primarily based on a medical and pathological
approach rather than a health-oriented and midwifery perspective. Therefore, the current study aims to be conducted
with the purpose of “Designing a midwifery-led birth centered maternity program based on the MAP-IT model” It

is a Model for Implementing Healthy People 2030, (Mobilize, Assess, Plan, Implement, Track), a step-by-step method
for creating healthy communities. Using MAP-IT can help public health professionals and community changemakers
implement a plan that is tailored to a community’s needs and assets.

Background

The global midwifery situation in 2021 indicates that
one in every five women worldwide gives birth without
the support of a skilled attendant [1]. Childbirth without
midwifery assistance and the increasing rates of cesarean
sections hinder the achievement of Sustainable Develop-
ment Goals (SDGs) 3 and 5 by 2030 and diminish mater-
nal health indicators [2, 3]. Therefore, the World Health
Organization has identified improving the quality of life
for mothers and children as a key global health priority
and ensuring assistance during childbirth as a guaran-
tee for mothers and children to achieve complete health
with minimal care [4]. A study conducted by UNFPA,
ICM, and WHO in 88 low- and middle-income countries
revealed that global access to midwifery-led care could
prevent 67% of maternal deaths, 64% of infant deaths,
and 65% of stillbirths, leading to saving 4.3 million lives
annually by 2035 [5].

In developed countries, maternal and infant mortality
rates have decreased over the past 60 years due to med-
ical or social reasons [6—8]. However, medical super-
vision of labor and childbirth has extended beyond its
boundaries, turning childbirth into a medical event in
many settings. In this event, midwifery models in hospi-
tal care include midwives who support women’s choices
and diverse ideas about childbirth on the one hand, and
on the other hand, they must adhere to organizational
guidelines as employees, primarily based on a medi-
cal and pathological approach rather than a health-
oriented and midwifery perspective. Consequently,
as the medical approach, culturally characterized by

technocratic (technocratic power), hierarchical, and
bureaucratic (bureaucratic rule) dimensions, stands
out, midwives in hospital maternity units must base
their work on conflicting care models and different
belief systems, affecting midwifery care and present-
ing healthcare professionals with new challenges such
as unnecessary medical interventions in low-risk preg-
nancies and physiological childbirth [9, 10]. To address
and overcome this issue, many countries are imple-
menting alternative care models that enhance maternal
and infant outcomes by avoiding unnecessary medical
interventions and promoting the normalcy of preg-
nancy and childbirth processes [6]. In countries like the
United States, New Zealand, Scotland, Sweden, Iceland,
and South Africa, there are midwifery care models
that guide training and education, reflecting adaptabil-
ity and cultural differences [11]. Some midwifery care
models include Women-With-Midwife [12], Exemplary
Midwifery Practice [13], Midwifery At High Risk [14],
Woman-Centered SA [15], Woman-Centered Nordic
[16], and Midwife-Led-Care [11, 17].

Qualitative studies have been conducted on percep-
tions, challenges, barriers, and executive solutions of
midwifery care, and some of them are reviewed below.

The qualitative study results by Bogren et al. (2023),
conducted in India with the aim of “identifying back-
ground factors influencing the implementation of mid-
wifery care based on the process evaluation framework
proposed by Moore et al.,” showed that for designing
and implementing policies and interventions related to
units led by midwives, factors such as providing legal
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frameworks enabling midwives to provide full-scope
care in line with the midwifery philosophy and global
standards, optimizing interdisciplinary teamwork and
the knowledge and skills required for implementing
the midwifery philosophy through pre-service and in-
service training, accepting midwifery leadership as a
key role in planning and implementing midwifery care
in Midwifery-Led Care Units (MLCUs), and creating
demand among women through effective messages on
midwifery care and support for it should be consid-
ered [18]. A qualitative study by Malfair et al. (2015)
to elucidate the perceptions of women and healthcare
providers regarding establishing midwifery-led units in
a university hospital in Switzerland demonstrated that
the perceptions of women and healthcare providers
support the implementation of midwifery-led units to
promote physiological childbirth. From the perspective
of women, barriers related to midwifery-led units were
a lack of awareness of midwives’ scope of practice, while
barriers for midwives and women’s health professionals
were related to the challenge of establishing good inter
professional collaboration. The study findings indicate
the need for “reconceptualizing” childbirth concur-
rently and before establishing midwifery-led units. This
is a paradigm shift that goes far beyond the hospital: a
shift from a medical concept to women-centered care
that empowers women [6].

In the present study, program design can specify the
steps and strategies for implementing a midwifery-cen-
tered delivery center to provide care during childbirth
to low-risk pregnant women before the implementation
phase. This clarifies the work stages for policymakers,
managers, and officials, paving the way for its imple-
mentation. Following the advancement of the program’s
three steps (mobilization, assessment, planning) and
its readiness, the program’s accreditation will be con-
ducted using the Delphi technique. Hopefully, this
study can be a significant step in improving the child-
birth care model and enhancing maternal and infant
health.

Study aim
Designing a midwife-led birth maternity center program
centered on the MAP-IT model.

Main research question

1- What are the characteristics of a midwife-led
birth maternity center?

2- How is the midwife-led maternity center program
based on the MAP-IT model?
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Overall objectives of study phases (Quantitative,
Qualitative, and Program Design)

1- Determine the attitudes and preferences of par-
ticipants (Maternal health care provider—mothers)
towards establishing a midwife-led maternity center
(Quantitative Phase 1).

2- Clarify the understanding and experiences of par-
ticipants regarding the establishment of a midwife-
led maternity center (Qualitative Phase 2).

3- Design and evaluate the midwife-led maternity
center program (Design and Evaluation Phase 3).

Specific objectives of the quantitative phase

1- Determine the attitudes of participants (maternity
stakeholders—mothers) towards establishing a mid-
wife-led maternity center.

2- Identify the preferences of participants regarding
the establishment of a midwife-led maternity center.

Specific objectives of the qualitative phase

1- Identify and determine key stakeholders in the
program and analyze them (stakeholder analysis).

2- Clarify the understanding and experiences of
stakeholders regarding the needs, solutions, chal-
lenges, barriers, and resources available in the design
of a midwife-led maternity center.

Specific objectives of the program design phase

1- Design a midwife-led maternity center program
based on the third step of the MAP-IT model.

2- Evaluate the midwife-led maternity center pro-
gram using the Delphi technique.

Application objectives

The findings of this study will lead to a deep understand-
ing of the needs, barriers, challenges, and strategies for
a midwife-led maternity center for low-risk pregnant
women. It will provide a basis for designing a program
that is culturally appropriate and creates a suitable plat-
form for implementation in Iranian society. This can
contribute to health policy-making and planning by the
Ministry of Health to improve midwifery care, increase
effective fertility rates, and enhance the health of mothers
and infants.
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Methods/design

The current research is a Mixed Methods Research with
an Explanatory Sequential approach that will be con-
ducted in three stages. All research has a philosophical
basis, and researchers must be aware of the assumptions
they use to gain knowledge in the study. These assump-
tions shape the research processes and guide the study
[19]. The paradigm consists of a worldview and a general
perspective on the complexities of the real world [20]. In
this study, the researcher will use both quantitative and
qualitative methods, as well as inductive and comparative
reasoning to obtain the best answer to the research ques-
tion. Therefore, a pragmatism paradigm would be suit-
able for this type of study.

The combined method used in the research

The explanatory method is a two-stage sequential com-
bined study whose main purpose is to help qualitative
data clarify or extend the initial quantitative results.
In this research design, the researcher first collects and
analyzes quantitative data. Then, qualitative data is col-
lected and analyzed sequentially to help explain or illu-
minate the quantitative results from the initial stage.
The qualitative stage is constructed based on the quan-
titative stage. The logic behind this approach is that
quantitative data and its subsequent analyses provide a
comprehensive understanding of the research issue. The
sequential explanatory combined method includes the
“results follow-up explanation model” and the “partici-
pants’ selection model” Although both models involve an
initial quantitative stage followed by a qualitative stage,
they differ in the way the two stages are connected. One
emphasizes a detailed examination of the results, while
the other focuses on selecting participants.

The rationale for using the sequential explanatory com-
bined method of the participant selection type:

In the present study, the sequential explanatory
method of “participant selection” is used, where based
on the results of the quantitative section of the study,
participants for the qualitative section are selected. This
method is employed when the researcher prioritizes
the second qualitative stage over the initial quantitative
stage and focuses on examining the qualitative aspects
of a phenomenon. In the current study, in the first stage,
the attitudes and preferences of participants regarding
establishing a midwifery-centered delivery center in a
cross-sectional descriptive study will be examined. In the
second stage, based on the information obtained from
the first stage, participants will be informed and selected,
and then the needs, perceptions, barriers, challenges, and
operational solutions of the midwifery-centered deliv-
ery center will be evaluated with these individuals using
qualitative research and the first and second steps of the
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MAP-IT model. Finally, based on the review of relevant
literature, the results of the quantitative stage, the third
step of the MAP-IT model, and the country’s indigenous
culture, a midwifery-centered delivery center program
will be designed.

First stage (quantitative)

In this stage, a cross-sectional descriptive study will be
used to determine the average scores of the attitudes and
preferences of participants regarding the establishment
of a midwifery-led birth-centered delivery center.

Research population
All midwives working in both public and private sectors
specializing and women of childbearing age.

Sample research

A total of 120 employed midwives in both public and
private sectors, and 185 women of childbearing age
attending healthcare centers in the city of Mashhad with
specific research criteria.

Sample size calculation and sampling method

Given that the questionnaire items on midwives’ atti-
tudes and preferences are 20, the required sample size
for factor analysis with generalizability to the population
is 100 individuals. Since the minimum sample for factor
analysis should exceed 100 individuals, the sample size of
midwives will be 120 individuals selected through strati-
fied sampling from four categories of employed midwives
in government hospitals, private hospitals, clinics, coun-
seling centers, and healthcare facilities.

Employed midwives in public hospitals: 34%=100X
1601/550

Employed midwives in private hospitals and chari-
ties: 31% =100 % 1601/498

Employed midwives in healthcare facilities: 28%=100x
1601/453

Midwives with private clinics and counseling centers:
6% =100%1601/100

Based on the obtained proportions and the total sam-
ple size (120 individuals), 41 individuals from govern-
ment hospitals, 37 individuals from private hospitals and
charities, 34 individuals from healthcare facilities, and 8
individuals from clinics and counseling centers will be
randomly selected.

The questionnaire related to women of childbearing
age consists of 33 items; therefore, we need a sample of
185 individuals from women of childbearing age for the
required factor analysis. These samples will be collected
through multi-stage cluster random sampling from
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healthcare centers in the city of Mashhad, where each of
the five districts in Mashhad is considered a cluster, and
two or three centers will be randomly selected from each
cluster. The final sample size will be 305 individuals.

Research criteria
Inclusion criteria

1. Willingness to participate in the research.

Iranian nationality.

3. Women of childbearing age between 18-35 years
who have visited healthcare centers for pre-preg-
nancy, pregnancy, and postpartum care.

4. Midwives working in both public and private sectors
with a minimum of two years of experience in mater-
nity wards.

N

Exclusion criteria
Unwillingness to continue cooperation and incomplete
questionnaire submission.

Research environment

Includes healthcare centers, teaching hospitals, and pri-
vate hospitals in the city of Mashhad. The reason for
selecting these centers is the high number of visitors and
cultural diversity in different regions. The selection of
multiple centers and hospitals is also based on the varied
experiences and perspectives of individuals regarding the
establishment of a midwifery-centered maternity center.

Data collection tools

Two researcher-made questionnaires will be used,
including three sections: A: demographic characteristics,
B: attitude assessment, and C: preference assessment for
evaluating the attitudes and preferences of midwives and
women of childbearing age towards establishing a mid-
wifery-led birth centered maternity center.

Tool validity and reliability

To determine the validity of the researcher-made ques-
tionnaires assessing attitudes and preferences toward
establishing a midwifery-centered maternity center, both
content and face validity will be utilized. In this study,
the questionnaires will be prepared based on research
objectives, utilizing scientific sources and existing arti-
cles, and will be reviewed by a panel of ten reproduc-
tive health experts. Content Validity Ratio (CVR) and
Content Validity Index (CVI) will be calculated to assess
the relevance, clarity, and simplicity of each tool item
for individual items and the overall tool. The reliability
of the designed questionnaire will be determined using
two methods: internal consistency and stability. To assess

Page 5 of 10

internal consistency, the questionnaire will be completed
separately by 40 individuals from the research popula-
tion (20 midwives and 20 women of childbearing age),
and Cronbach’s alpha coefficient will be calculated using
SPSS. Questionnaire stability will be assessed through
the test—retest method, calculating Spearman’s correla-
tion coefficient. For this purpose, 20 women and 20 mid-
wives will be selected.

The first step in the MAP-IT model: stakeholder coalition
The initial step in the MAP-IT process is to mobilize
individuals and key organizations into a coalition. Indi-
viduals who have a role in creating healthy communities
and contributing to this process should be selected. There
are two important ways to engage individuals in helping
to solve a problem: first, they must listen to gain a better
understanding of the causes of the problem, the obstacles
they face in managing or preventing it, and their ideas
for solving the problem. Second, they can get involved
by participating in a program that empowers them to
address the challenges they are facing.

Creating a vision

The vision should stem from the most important needs,
values, and goals of the community. It should be an ideal
description of the coalition for the community and reflect
the goals of the coalition members. Developing an early
vision allows all coalition members to feel committed to
the long-term process and enables the group to move on
to the next stage of the process with a common mission.

*Organizing a coalition

Before contacting potential stakeholders, it is important
to know exactly what you want from them. Here are a few
questions to consider beforehand:

* Potential stakeholders’ brainstorming

Who are the potential stakeholders? How do they per-
ceive the launch of a midwifery-centered center? As
much as possible, a broad group representing all individ-
uals in the community interested in the topic or creating
a healthy community should be established. In general,
engaging different groups and social sectors as much as
possible is an advantage. The more participation there is
in planning and addressing the issue, the more ideas will
emerge, and the community will have more support for
these efforts. In this section, the researcher will engage
midwives and women of childbearing age, healthcare
managers at the national level, the population of mid-
wives in various groups including midwifery population,
midwifery scientific association, members of midwifery
counseling centers, experts in women’s health and obstet-
rics, insurance organizations, as well as religious groups
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such as seminaries for women, the women’s affairs coun-
cil of the province, the custodian of the Holy Shrine of
Imam Reza, and others as members of the target coali-
tion [21, 22].

Execution method of qualitative research

Research Environment: The research environment is
the field or domain of qualitative research, which is the
natural environment where the phenomenon occurs.
Therefore, research in the field places phenomena in their
natural setting, meaning in the actual living environment
under study [23]. In this study, healthcare centers, hospi-
tals, departmental units of Mashhad University of Medi-
cal Sciences, and relevant workplace organizations form
the research environment.

Participants

In this study, key informed participants include policy-
makers, healthcare managers at the national level, wom-
en’s health and midwifery specialists, academic members
in midwifery, midwives, and women of childbearing age,
insurance organizations, and religious groups.

Criteria for participant involvement

1. Women of childbearing age and midwives who rep-
resent the top and bottom 10% in attitude and prefer-
ences towards establishing a maternity-centered care
facility will be selected as final cases in this stage [24].
Additionally, participants with differences in specific
variables and those with unexpected findings will
also be chosen for interviews at this stage.

2. Managers and policymakers in midwifery or indi-
viduals with experience managing units related to
mothers.

3. Members of the midwifery academic faculty and
women’s health and obstetrics specialists with a
minimum of two years of clinical and educational
experience.

Exclusion criterion
The lack of willingness to continue collaboration in the
study.

Sampling method

In this research, participant selection will be done
through goal-oriented sampling. Purposeful sampling
is a common method where participants are selected
based on specific criteria related to the research question.
Selecting participants rich in experience strengthens the
data. Moreover, choosing individuals with different per-
spectives and backgrounds provides the researcher with
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a deeper insight into the subject and generates richer and
more diverse data [20]. Various strategies with different
objectives have been proposed for this type of sampling.
One of the most common strategies is maximum diver-
sity, where individuals with diverse experiences in the
field under study are utilized.

Sample size

In this study, sampling continues until reaching concep-
tual saturation. Saturation occurs when no new infor-
mation is obtained during data analysis and coding.
Sandelowski states that saturated data shows an appro-
priate sample size. Saturated data indicates repetition in
the layers, which creates confidence and complete under-
standing. Sample size is discussed in qualitative research,
but a number between 15 to 25 participants is likely sug-
gested [25].

Data collection process in qualitative study

After obtaining permission from the research deputy of
Mashhad University of Medical Sciences, receiving the
ethics code from the ethics committee of Mashhad Uni-
versity of Medical Sciences, and receiving an introduc-
tion letter to conduct research in research environments,
the researcher will attend to collect data through face-to-
face and virtual interviews and note-taking. One of the
best and fundamental methods of collecting information
is through interviews, which allows individuals to express
their opinions freely about the research topic [26]. After
obtaining written consent forms, the research objectives
will be explained to the participants, and they will be
assured that the information received will be completely
confidential, and they have the right to withdraw from
the study at any stage. Interviews will be conducted indi-
vidually, face-to-face, and virtually. The time and place of
the interview will be determined with the participants’
agreement, and permission to record the interview will
be obtained. Initially, some preliminary interviews will
be conducted to familiarize the researcher with poten-
tial and unforeseen issues and the formation of question
combinations. After a few interviews, the questions will
be reviewed and changed more systematically to obtain
more information. The researcher will start the interview
with general questions such as age, education level, etc.,
to establish communication and prepare the participants.
Then, an interview guide will be used, and questions
will be formed based on the interview process. Finally,
exploratory questions will be asked as needed, such as
“Can you give me an example?” or “What do you mean?”
to obtain more information. At the end of the interviews,
the researcher will ask questions such as “Is there any-
thing else you would like to add?” to ensure that the par-
ticipants have expressed all their opinions.
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Sample interview questions

1. Please discuss your understanding and experience of
natural childbirth process and its care.

2. Explain your perspectives and opinions on low-risk
maternal care centers.

3. Describe your understanding and experience of
maternity centers managed by midwives.

4. What is your opinion on giving birth in midwifery-
led birth centers (similar to home birth)?

Sample Questions for Specialized Physicians, Mid-
wifery Managers, Midwives, Healthcare

Personnel, policy makers, and key informants

1. What is your view on a midwifery-focused care
center?

2. In your opinion, how should preferred care for low-
risk mothers be?

3. What solutions do you think exist for establishing
such centers?

4. What obstacles do you think exist in establishing
such centers?

5. What actions can be taken to overcome these obsta-
cles?

6. What resources (financial, human resources, physical
space) do you think are needed to implement a mid-
wifery-focused care center?

Qualitative data analysis method

The analysis of the conducted interviews will be carried
out based on the Graneheim and Lundman content anal-
ysis method (2020).

Combining in a sequential explanatory composite design

In this study, quantitative data is first collected and ana-
lyzed, followed by connecting the quantitative findings
to the qualitative phase [24]. Then, qualitative data is
gathered and analyzed. Integration involves linking the
quantitative results to the collection of qualitative data.
The current study will utilize two methods of integrating
and merging data. Integration will occur by selecting par-
ticipants from the qualitative stage among those involved
in the quantitative phase of the study. After analyzing the
findings of the quantitative part of the study, the top 10%
and bottom 10% in terms of attitude scores and prefer-
ences towards establishing a mother-centered maternity
center will be identified. Participants in the second stage
of the study, i.e., the qualitative phase, will be selected
from among them. Integration in the synthesis phase
combines the quantitative and qualitative results. This
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is done by comparing the results of both stages and then
merging them to identify the dimensions and features for
the establishment of a suitable mother-centered mater-
nity center in the Iranian community. The data will be
used to design a program based on the third step of the
MAP-IT model.

Data validity and reliability

Linken and Guba (1985) argue that maintaining the cred-
ibility of a research report depends on factors that have
been discussed quantitatively as validity and reliability.
The idea of discovering truth through reliable and valid
measurement is replaced by the concept of “trustworthi-
ness’, which generates confidence in the findings. These
researchers proposed four criteria for ensuring the cred-
ibility of qualitative research: credibility, dependability,
confirmability, and transferability [23].

Step 2: evaluation

The next step in the MAP-IT approach is evaluating
community needs and assets (resources). Needs can
be defined as the gap between what is and what should
be. A need can be felt by an individual, a group, or the
entire community, ranging from basic needs like food
and water to abstract needs like improving social cohe-
sion. Resources or assets can include individuals, organi-
zations and institutions, buildings, equipment—anything
that can be utilized to enhance quality of life. Each indi-
vidual is a potential asset to the community, and everyone
possesses assets that can be used to build the community.

Step 3 of the MAP-IT model: planning

VMOSA! (Vision, Mission, Objectives, Strategies, and
Action Plans) is a practical planning process used to
assist social groups in defining a vision and developing
practical ways to implement change. This comprehensive
planning tool can help organizations move from dreams
to actions and positive outcomes for the community by
providing a blueprint.

The next step in the VMOSA process is develop-
ing strategies. Strategies explain how the program will
achieve its objectives. Generally, organizations have a
wide range of strategies that involve individuals from all
sectors or different parts of the community. These strat-
egies range from very broad strategies that encompass
individuals and resources from various parts of the com-
munity to very specific ones that target precisely defined
areas. Examples of broad strategies include:

! Vision, Mission, Objectives, Strategies, and Action Plans.
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— A child health program may use social marketing to
promote adult participation with children.

— An adolescent pregnancy program may decide to
undertake.

— The urban revitalization project may improve com-
munity artistic life by encouraging artists to perform
in the area.

The current study will use the VMOSA framework to
develop a program, starting with developing a vision,
which involves enhancing midwifery care models and
promoting natural childbirth. Subsequently, the mission,
objectives, necessary strategies to achieve the objectives,
and finally, the operational midwifery-centered childbirth
program will be formulated. After advancing through the
first three steps of the MAP-IT model, a midwifery-cen-
tered childbirth program will be designed [27].

Delphi technique in program on maternal care

Technique as a systematic method for extracting profes-
sional group opinions and judgments from a group of
experts and independent individuals on a specific topic or
question, or reaching group consensus through a series of
questionnaire-driven rounds with respondent anonym-
ity and feedback to panel members. The Delphi process
involves the use of questionnaires, experts, controlled
feedback, anonymity, results analysis, consensus, timing,
and coordinating team. Delphi is a general term related
to a set of processes used to refine the viewpoints of
expert groups and qualified individuals and to strive for
expert consensus on a specific issue [28—-30]. The main
goal of Delphi is future prediction, but it is also used in
decision-making, increasing efficiency, judgment, prob-
lem-solving facilitation, needs assessment, goal setting,
aiding in planning, priority setting, future prediction,
creativity, group communication organization, group
information gathering, respondent group training, policy
determination, resource allocation, and group consensus
or agreement [29-31]. Given that this study aims to pre-
sent a program and make decisions based on expert con-
sensus, a modified classic Delphi technique will be used.
In this study, the Delphi process will be conducted in two
or three rounds:

First round

The initial questionnaire is sent in an unstructured or
open-response format, acting as a strategy to generate
ideas, to identify all relevant topics related to the study
title. In this research, for the first round of Delphi, 15
stakeholders including health policymakers, healthcare
managers, midwifery population, academic midwifery
members, midwives, and women’s and maternal health
specialists will be selected, and the Maternal-Centered
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Delivery Center program will be sent to them via email
for them to express their opinions on the program and
its components in agreement or disagreement. After col-
lecting opinions, the responses of the participants will be
analyzed and summarized by the research team.

Second round

In the second round, questionnaires often utilize struc-
tured formats with categorized lists of activities. Simi-
lar to the first round, participants are asked to identify
agreements and disagreements, providing a space for the
identification of new ideas, corrections, interpretations,
deletions, and explanations to strengthen and clarify
their strengths and weaknesses. In some cases, partici-
pants are even requested to present arguments and rea-
sons for prioritizing their items.

Third round

A summary of the responses from the previous stage’s
panelists will be prepared. Titles that receive less than
50% agreement will be removed. Those with agreement
between 50-70% will be sent back to the panelists from
the first stage. Consensus will be considered at 70%
agreement and above.

Discussion

In countries such as Northern Europe, New Zealand,
and Scotland, midwifery is seen as a strong and inde-
pendent profession. In the United States, midwives
typically provide only a small portion of prenatal and
childbirth care. All these models focus on supporting
women’s independence and involving them in the care
process [11, 15, 16]. This woman-centered care can be
defined as a “philosophy of midwifery and a consciously
chosen tool for managing care of pregnant women’,
[32] which includes various care models and dimen-
sions such as mutual respect, shared decision-making,
continuity of care, relationship, and empowerment
[11, 17, 33]. Among these models, only the Scandina-
vian Midwifery Model (MiMo) emphasizes the perfor-
mance of midwives in the maternity sector, focusing
on the needs and perspectives of pregnant and birthing
women. Woman-centered midwifery care, both inside
and outside hospitals, ensures continuity of care and
is provided by one or two midwives from the begin-
ning of pregnancy to after birth. The goal is to limit
interventions and provide information that enables
women to choose their care based on the assumption
that pregnancy and childbirth are normal life events
[34, 35]. These essential elements based on evidence
are included in the path to midwifery 2030, designed
to facilitate optimal midwifery performance for coun-
tries with high, medium, and low incomes, focusing on
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increasing community-based services and culturally
appropriate care [36]. From the 1980s to the early 21st
century, Australia has witnessed the evolution of mid-
wifery-led care models. The first birthing centers in this
country were introduced in the 1980s as a new model of
care based on a non-interventionist philosophy, where
midwives managed the centers and provided primary
care. The birthing centers were mostly located within
hospitals but were distinct from maternity wards [37].
Midwifery care in Australia is provided in three forms:
team midwifery, private practice midwifery (PPM), and
group midwifery practice (MGP) [38]. During the 1960s
and 70s, alternative birthing methods were introduced
in Canadian midwifery society [39]. In July 2018, the
first Midwifery Unit (AMU) was opened at Markham
Stouffville Hospital (MSH) with distinct policies and
protocols from traditional maternity units. Primary
care during childbirth is provided by community-
based midwives working in a continuous care model.
This unit is managed by a hospital midwife who pro-
vides clinical support and guidance to community
midwives. In addition to management, the hospital
midwife facilitates admissions and discharges, liaises
with consultants, supports learners, and acts as a sec-
ond midwife during childbirth [8]. In the United States,
the term “Birth Center” encompasses organizational
models including locations led by midwives or jointly
managed by midwives and obstetricians. Research
has been conducted since 1990 to expand independ-
ent birthing units, resulting in 37 states currently hav-
ing birth centers [40]. In the United States, Certified
Nurse-Midwives (CNMs), Certified Midwives (CNs),
and Certified Professional Midwives (CPMs) are ser-
vice providers in midwifery-centered birthing centers.
These centers follow midwifery principles focusing on
pregnancy through a lens of health, emphasizing opti-
mizing natural physiological childbirth and providing
continuous support with interventions only when nec-
essary. Core principles include respecting cultural dif-
ferences, supporting maternal autonomy, and limiting
interventions unless medically necessary. Midwifery-
centered care processes are distinctly different from
traditional hospital-based birth center models. Prenatal
visits are three to four times longer, emphasizing edu-
cation, empowerment, and shared decision-making.
Additionally, in these centers, childbirth occurs in a
non-medical environment that encourages freedom of
movement, self-directed nutrition, and active involve-
ment of support individuals. Common care processes
such as intermittent fetal heart rate monitoring and
vital sign checks are present, but medical interventions
like continuous external fetal monitoring, intravenous
fluids, and constant monitoring of maternal vital signs
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are not performed [41]. The current definition of the
International Confederation of Midwives (ICM) of the
Midwifery-Led Birth Center (MLBC) is a healthcare
facility that provides maternity, sexual, and repro-
ductive health services using a midwifery care model.
Midwives are responsible for low-risk childbirth care,
ensuring access to emergency care, and are fully inte-
grated into the healthcare system. A midwifery center
stands out due to its alignment with the philosophy of
midwifery care. This human rights and women-cen-
tered approach, expressed through a shared home-like
space that encourages women’s and community par-
ticipation, sets it apart. The midwifery center aligns the
level of care provided with evolving needs to deliver
optimal outcomes. Care provided at a midwifery center
is oriented towards guiding and directing the woman’s
experience [7]. Another broader and as comprehensive
as possible definition includes: “A dedicated space for
childbirth care providers, where midwives take pri-
mary professional responsibility for childbirth care”
This general definition encompasses various types of
midwifery-led care centers, including independentx’,
alongside, and on-site (located within the hospital’s
maternity unit) [42]. We hope the present study, and
program design can specify the steps and strategies
for implementing a midwifery-centered delivery center
to provide care during childbirth to low-risk pregnant
women before the implementation phase.
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