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Abstract: Objective: In Iran, the majority of emergency medical services (EMS) personnel are male; hence, one of their
distinct and crucial missions is the prehospital childbirth mission, which might be significantly challenging for
both personnel and patients. To obtain in-depth and authentic data, the present study was conducted to eluci-
date the barriers and facilitators of prehospital childbirth missions based on the experiences of EMS personnel.
Methods: A qualitative study employing conventional content analysis was conducted in 2023. Participants
were selected through purposive sampling from EMS personnel willing to participate in the study and who have
experiences with missions leading to childbirth. Data saturation was reached through in-depth semi-structured
interviews with 14 participants. Data accuracy and credibility were confirmed using the Lincoln & Guba criteria.
Results: The results included two main themes including barriers and facilitators. Barriers were categorized
into "gender-related barriers" and "personnel barriers." While "appropriate communication" and "efforts to
preserve privacy" were the primary facilitator themes.
Conclusion: The findings revealed that EMS personnel face considerable barriers in the process of these mis-
sions. Therefore, for optimal performance quality in this prominent mission, it is recommended that clinical
and educational policymakers consider actively recruiting female personnel, focusing on enhancing communi-
cation and practical skills and securing the patient’s privacy. These approaches can result in childbirth missions
with lower stress levels for patients, families, and personnel who provide the service.
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1. Introduction

Personnel of emergency medical services (EMS) represent

one of the primary healthcare provider groups with direct

contact with various patient populations. Throughout their

activities, they experience diverse missions, such as provid-

ing care to patients with cardiac, neurological, respiratory,

orthopedic, accident-related, and conflict-related issues (1).

Among these missions, prehospital childbirth stands out as

a crucial and distinct mission compared to others. Prehos-

pital childbirth missions differ significantly due to various

factors, including the severe pain and stress experienced by

mothers during childbirth, the sensitivity of patient compan-

ions to the health of the mother and newborn, substantial

healthcare criteria, and more stringent oversight by health-

care organizations. Additionally, the gender difference be-

tween personnel and patients can present more challenges

(2). The study of Khazaei and colleagues has demonstrated

that gynecology and childbirth missions are among the most

stress-inducing missions reported by the personnel of EMS

(3). Furthermore, most of the personnel have not received

proper training related to prehospital childbirth in a prac-

tical manner and in real environments which results in in-

adequate preparedness and self-assurance, especially among

less-experienced staff (4).

The majority of EMS personnel in Iran are male, so the

gender-based challenge in delivering and receiving care, par-

ticularly in the most private and intimate conditions, can be

one of the most important challenges. Even though, in some

childbirth missions, midwives are also dispatched along with

personnel of medical emergencies, it is not always possible,

especially during evening and night shifts and in rural areas.

Therefore, personnel of medical emergencies are mostly dis-

patched to such missions without the attendance of a mid-
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wife or a female healthcare professional (5). Studies show

that male personnel in caring for female patients face vari-

ous problems such as non-cooperation, verbal violence, and

even sexual accusations, and these problems are also highly

influenced by cultural and religious beliefs (2,4). However,

according to the ethical codes, the EMS personnel are ex-

pected to provide appropriate and complete care to patients

of both genders without discrimination (6). In Iran, interac-

tions between males and females have significant limitations

due to cultural and religious beliefs. Iranian women prefer

to receive care from healthcare personnel of the same gender

due to such beliefs (7). Conversely, healthcare personnel pre-

fer to provide care to patients of the same gender (8). Iranian

healthcare settings aim to separate patients based on gender

in hospital wards and assign same-gender nurses to care for

patients (8). However, in prehospital settings, the attendance

of female personnel is not always feasible, given that the ma-

jority of trained EMS personnel are male. Although in recent

years female healthcare workers have been recruited as EMS

personnel their numbers remain limited, and in most cen-

ters, female staff are not available (9).

Considering that the experiences of EMS personnel in pro-

viding service in childbirth missions are a vast and multi-

dimensional process, it is necessary to collect data from the

people who have undergone such experiences in order to

identify the challenges in this field and to plan future amend-

ments that can help make the patients more comfortable

and improve the performance of EMS personnel. In order

to obtain in-depth information, the utilization of quantita-

tive methods may lead to limited and superficial data as well

as the potential for losing some data. Therefore, the present

study adopts a qualitative method with the aim of explo-

ration the experiences of personnel of EMS regarding the bar-

riers and facilitators when undertaking childbirth missions.

2. Methods

2.1. Study design

This investigation employed a qualitative approach and con-

ventional content analysis. The design aimed to obtain com-

prehensive insights into the explored phenomenon. This

type of exploration seeks understanding through personal in-

terpretations, researcher-participant interchanges, and val-

ues. Data interpretation comprised priori coding, subcate-

gories, and principal categories (10).

2.2. Study participants

The 14 personnel of EMS teams who expressed a willing-

ness to participate in the study and had experience conduct-

ing prehospital childbirths were selected through purposive

sampling and then interviewed. All participants were male,

aged between 24 and 45, having work experience extending

from 1 to 19 years, and had the experience of participating in

between 1 to 12 childbirth missions culminating in birth. The

study was conducted in Sanandaj, Iran, between 15 March

and 20 July 2023.

2.3. Data collection and procedure

Data were collected through in-depth semi-structured inter-

views led by the principal investigator in a quiet ambiance

at the participants’ workplace. The interviews were recorded

using an audio recording device. Participants were apprised

of the confidentiality and anonymity of the data prior to the

interviews. Interviews commenced with semi structured ap-

proach the general questions of "please explain your expe-

riences from the childbirth missions" and "please mention

examples of your experiences in this matter." Then, based on

the interview process and the findings, other questions were

asked to obtain more in-depth information. At the end of

each interview, the participant was asked to mention any ex-

perience related to the purpose of the study that wasn’t asked,

if they wanted. Interviews typically lasted between 30 to 40

minutes. Data examination commenced instantly following

the first interview and continued until data saturation was

attained through not emerging new codes, albeit diverse par-

ticipant selection in the last two interviews was confirmed.

2.4. Ethical consideration

This study was approved by the Ethics Committee of the Kur-

distan University of Medical Sciences with approval code:

IR.MUK.REC.1401.278. Ethical considerations in the inves-

tigation comprised stating the study’s intent and obtaining

informed consent from participants and ensuring data con-

fidentiality and anonymity.

2.5. Statistical analysis

Data analysis was conducted using the Graneheim and Lund-

man approach, involving five stages: 1) transcription of each

interview after completion, 2) reading the interview tran-

scripts to gain a general understanding of the content, 3)

identifying primary units and priori codes, 4) categorizing

priori codes into broader subcategories, and 5) defining sub-

categories and principal categories (10). After each session,

the recorded interviews were transcribed by corresponding

author and then reviewed several times to obtain an initial

idea and general understanding of the data. Next, the inter-

views were read line by line, and the initial coding was carried

out to find the ideas related to the barriers and facilitators

in prehospital childbirth missions. Subcategories were then

formed according to the similarities in the initial codes, and

categories were later formed according to the differences and

similarities between these subcategories.

Finally, the main themes were identified and appropriately

named. MAXQDA-10 was used to simplify data classification

and analysis. Moreover, all the members of the study team

were involved in the process of data analysis, and the tex-

tual data were separately coded and compared by each team

member. Disagreements were resolved through discussions

until a final consensus was reached.
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2.6. Rigor and trustworthiness

The data were validated through the criteria of credibility,

confirmability, dependability, and transferability (11). To en-

hance credibility, data collection involved a lengthy period,

and a diverse selection of participants with various demo-

graphic characteristics. Data analysis was conducted in col-

laboration with all members of the research team, and fi-

nal agreement was reached. Furthermore, to align the re-

searcher’s interpretations with the participants, sentences or

some parts of sentences were paraphrased for the partici-

pants during interviews. Finally, the data were shared with

four individual participants to assess their agreement with

their experiences and perspectives, and their approval was

obtained.

To assess confirmability, the data were compared with the in-

terpretations of a qualitative research specialist outside the

research team after providing the data to them. This compar-

ison showed a high level of agreement between the research

team’s analysis and the external researcher.

To increase dependability, the research process was de-

scribed in detail to allow for follow-up by other researchers.

The study’s context and participant characteristics were de-

scribed to facilitate decision-making regarding the applica-

bility of the study’s results in different settings.

3. Results

The results encompassed 283 priori codes, eight subcate-

gories, four sub-themes, and two main themes (Table 1).

Barriers
1. Gender barriers
1.1. Non-acceptance of male personnel: This subcategory

was extracted from priori codes including not addressing

male personnel during the childbirth process, patient reluc-

tance to accept male personnel, aggression towards male

personnel, and inquiries about the absence of female per-

sonnel by patient companions.

Upon arriving at the mission scene, the husband of a patient

astonishingly asked when men have been providing mid-

wifery and childbirth care. This is not accurate.

1.2. Fear of accusation of privacy invasion: This subcat-

egory extracted from priori codes including instances of the

fear of invading the patient’s privacy, fear of accusations from

the patient, and fear of accusations from the patient’s com-

panions.

We had a patient whose husband was not home and only her

sister was home. By the arrival of the husband, I was at his

wife’s bedside, and because she was exposed, I was worried

that the husband would accuse me of invading her privacy.

2. Personnel barriers
2.1. Lack of access to midwives: This subcategory was ex-

tracted from priori codes including the absence of midwives

during the night shift and the absence of midwives in certain

healthcare centers.

We had a mission that was at 11:00 pm and due to the ab-

sence of a midwife accompanying us as male personnel, ten-

sions arose between the patient’s family and ourselves, as

family members did not consent to take necessary actions.

2.2. Non-professional personnel: This subcategory was

extracted from priori codes including inexperience, lack of

sense of responsibility among colleagues, and a lack of prac-

tical training in real

I will never forget the fear and stress I experienced on my

initial mission related to childbirth regarding what actions I

ought to take and what I should do because I had no previous

experience of real childbirth whilst studying at university.

Facilitators
1. Appropriate communication: This category is extracted

from two subcategories, "appropriate communication with

the patient" and "appropriate communication with the pa-

tient’s companions."

1.1. Appropriate communication with the patient: This

subcategory extracted from priori codes including obtaining

consent before procedures, explaining the process, and pro-

viding a description of the newborn’s condition to the pa-

tient.

• Foremostly, the patient, who was around 30 years of age

from a village, did not allow us to provide care, but my col-

league explained to her that our aim was to help, and she was

not the first female patient in the childbirth mission for us

and she was like his sister. Then, the patient gradually al-

lowed herself to be cared for and the necessary actions were

taken for her.

1.2. Appropriate communication with the patient’s com-
panions: This subcategory extracted from priori codes in-

cluding obtaining permission from the patient’s compan-

ions, providing information about the patient’s condition,

and explaining the newborn’s condition.

• The patient was a young woman, and the family’s concerns

were heard from the other room, so I explained to them for a

few moments that the condition of the patient and the baby

was fine. They thanked me and their noise and worries de-

creased.

2. Efforts to preserve the patient’s privacy: This category

included two subcategories, "minimal entry into the private

space" and "involving the patient’s companions."

2.1. Minimal entry into the patient’s privacy: This sub-

category extracted from priori codes including minimizing

the number of individuals present in the delivery room, re-

fraining from unnecessary observation of the patient’s geni-

tal area, and ensuring minimal exposure.

• When we arrived at the scene, we encountered a young lady

as patient who had many people of both sexes and different

ages in her house, and the patient was very upset as to why

she had to give birth in such crowded conditions. We talked

to the people and the patient’s room got quiet. The patient

calmed down and thanked me for this action.

2.2. Involving the patient’s companions: This subcategory

extracted from priori codes including actively engaging the

patient’s companions to reduce the patient’s stress, make the

Copyright © 2024 Tehran University of Medical Sciences
This work is licensed under a Creative Commons Attribution-NonCommercial 4.0 International license (https://creativecommons.org /licenses/by-nc/4.0/).
Noncommercial uses of the work are permitted, provided the original work is properly cited. 3



FRONTIERS IN EMERGENCY MEDICINE. 2024;8(2):e13 abbasi g hocham et al .

Table 1 Themes, categories, and subcategories of interviews with EMS personnel about prehospital childbirth experiences

Themes Categories Subcategories
Barriers Gender barriers Non-acceptance of male personnel

Fear of accusation of privacy invasion
Personnel barriers Lack of access to midwives

Non-professional personnel
Facilitators Appropriate communication Appropriate communication with the patient

Appropriate communication with the patient’s companions
Efforts to preserve the patient’s privacy Minimal entry into the patient’s privacy

Involving the patient’s companions

healthcare providers more comfortable, and facilitate the pa-

tient’s ability to ask questions.

• We had a young patient who had the first experience of giv-

ing birth, and when we started the procedures, she was anx-

ious and asked why you don’t have female personnel. I told

one of the ladies of their family to come closer and help us as

it was necessary so that our contact and look at the patient

got lessened. The patient calmed down and felt better.

4. Discussion

The current study demonstrated that the EMS personnel face

specific barriers in childbirth missions. However, based on

their fruitful experiences, facilitating factors also play a role

in providing superior service to these patients. One princi-

pal barrier mentioned was the gender barrier, wherein a sub-

category is the non-acceptance of male personnel. Previous

studies have indicated this refusal can significantly impact a

patient’s access to medical care (12,13). The non-acceptance

of the opposite gender by patients may be influenced by the

extent of privacy exposure and physical contact required, as

previous studies have shown the foremost reason for female

patients not accepting male care providers relates to receiv-

ing care concerning their privacy (12,14). During the birthing

process, the patient’s most intimate areas are exposed to

medical staff, which makes accepting male personnel rather

challenging. At the same time, religious and cultural beliefs

in Iran concerning the degree of contact and communication

permitted between unrelated men and women indicate se-

rious limitations as such conditions are considered haram.

Childbirth undoubtedly involves a substantial degree of con-

tact and witnessing of private areas. Therefore, the impor-

tance of preserving the infant’s life makes it comprehensible

why parents allow receiving care from male personnel. De-

clining care from male personnel can potentially result in de-

layed care interventions and consequently risks increase of

serious consequences for the health of the mother and the

infant, tensions in patient-personnel communication, un-

pleasant recollection of the child delivery for patients and

their families, diminished job satisfaction, and employee at-

trition.

Another barrier subtheme is the fear of being accused of pri-

vacy invasions. To provide necessary care during childbirth

personnel should touch and witness the genital area and

change the patient’s body position. Such required medical

procedures could be unacceptable and be considered as the

personnel’s intentional sexual abuse by the patient’s com-

panions. Therefore, personnel mentioned they have experi-

enced fears of this misunderstanding, and this concept has

been a barrier to safely and peacefully providing care. Al-

though previous investigations focused on in-hospital car-

ing, they have also highlighted the notion of fear of being ac-

cused of sexual abuse in the care of women patients by males

(15,16).

One of the most critical prerequisites for delivering high-

quality care is ensuring a sense of security and tranquility

among healthcare personnel against people and the environ-

ment on the scene. Prehospital missions, for various reasons

such as the emergent nature of the conditions, limited access

to personnel and equipment, and the increased chaos due

to a higher number of individuals on the scene compared to

in-hospital care, entail greater stress (17).This stress consid-

erably increases in birthing missions, which are one of the

most significant healthcare service situations. Furthermore,

the fear of accusation of sexual assault can further decrease

concentration, increase errors, reduce service quality, and

even cause employee attrition. Hence, it is necessary to pre-

vent these issues through actions like providing comprehen-

sive education to pregnant mothers and their families about

the objectives and procedures of EMS personnel, as well as

creating an environment and making efforts to increase the

presence of female healthcare personnel in EMS.

Another major obstacle that emerged from the experiences

was related to the quantity and quality of human resource al-

location to medical emergency teams. Providing appropriate

care in birthing missions, given the need to access the most

private spaces of patients, necessitates personnel of the same

gender. In Iran, EMS personnel are predominantly male, but

in childbirth missions, if midwives are available from other

healthcare centers, they are utilized. Nevertheless, access to

midwifery personnel is limited as they are only present dur-

ing the morning shift at healthcare centers and are not avail-

able in the afternoon or at night (9).Therefore, it is essential

to situate or provide on-call midwifery personnel in terms of

childbirth missions.

Furthermore, quality service provision requires prior training

and preparedness. However, the EMS personnel expressed

that insufficient practical experience in birthing missions
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was a significant barrier to service delivery. Given that pre-

hospital birthing missions inherently come with high stress

and pressure for both the personnel and the patients, it is

necessary for the personnel to be highly skilled in practical

skills to ensure care with minimal negative consequences.

Creating readiness necessitates simulation training along-

side real experiences of childbirth missions as first participat-

ing as assistants and later as primary procedure conductors.

Despite the existing challenges, the experiences of EMS per-

sonnel have indicated that some factors can play facilitating

roles in this regard.

Establishing appropriate communication emerged as a key

facilitator. This communication entails making efforts to

establish clear and comprehensible verbal and non-verbal

communication with the patient and their family. People re-

quire transparent and mutually comprehensible communi-

cation for the provision and receipt of human services to en-

sure a mutual understanding of the subject (18). In excep-

tional situations such as childbirth, especially when there is a

difference in the gender of the service provider and receivers,

appropriate communication holds more considerable im-

portance in preventing potential misunderstandings during

touches, observations, and service provision (19). Explaining

the process, actions, and verbal and non-verbal expression

of the real intent, which is service delivery, can greatly con-

tribute to creating a positive atmosphere and high-quality

service. Thus, EMS personnel must acquire the necessary

communication skills through training and preparation on

how to communicate with patients of the opposite gender,

especially in special conditions such as birthing, to ensure

the provision of quality service and experience less stress and

tension by generating positive feedback on this matter.

Another facilitator is the effort to preserve patient privacy.

Although providing service to a patient during the birthing

stage, especially outside of the hospital, involves entering the

patient’s most private space, efforts to minimize privacy en-

trance can be beneficial. Previous studies have shown that

patients often accept a minimal level of privacy entrance to

receive appropriate care and are willing to cooperate (13,20)

Undoubtedly, one of the most critical conditions for accept-

ing the services provided by healthcare personnel is creat-

ing a sense of security and trust in the patient, which, under

special circumstances, involves ensuring the patient’s con-

fidence in the personnel’s efforts to respect their privacy,

given each unique condition (21).Therefore, efforts should be

made to preserve patient privacy as much as possible. De-

spite the better and more acceptable option of respecting

patient privacy through the presence of midwifery person-

nel, due to the limitations mentioned, it is necessary to strive

to maintain maximum patient coverage, restrict unnecessary

physical and visual contact with the patient’s private body

parts, ensure privacy, and explain the purposes of actions

leading to entry into the patient’s private space so that the

patient can be assured that efforts are being made to respect

their privacy. In addition, if the entry into the patient’s pri-

vate space occurs by EMS personnel, it is solely to provide

care.

5. Limitations

Access to in-depth, real data on gender-related issues, partic-

ularly in Iran, presents its unique constraints. Nevertheless,

by assuring participants of the confidentiality of their infor-

mation and creating a comfortable interview environment,

these limitations have been minimized.

6. Conclusion

The results revealed that the EMS personnel face various ob-

stacles in carrying out birthing missions, which pose chal-

lenges for both them and the patients involved. Nevertheless,

facilitating factors have been identified based on real experi-

ences and insights provided by the participants. Therefore,

given the critical nature of the birthing process, it is recom-

mended that policymakers and clinical educators focus on

the recruitment of female personnel, efforts to enhance com-

munication skills, practical skills, and the utmost respect for

patient privacy to optimize the performance of this crucial

prehospital mission with reduced stress for patients, their

families, and the service providers. Achieving this can reduce

the risk of burnout and job attrition among personnel cre-

ate positive experiences for patients and lessen the physical

and psychological postpartum consequences for both moth-

ers and infants.
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