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Preface

Childbirth and women’s health are intricately intertwined and have been throughout 
human history. For thousands of years, midwives have played a critical role in the 
health and well-being of societies, bringing babies into the world and supporting 
mothers in the birth process. This book, Midwifery – New Perspectives and Challenges, 
contributes new perspectives and examines challenges facing this important 
profession.

Pregnancy and childbirth involve many emotionally positive or negative experiences 
for everyone involved in the process, especially the woman and her family, and mid-
wives play a key role in managing these emotions and providing support. A midwife 
provides support at various points, such as during developmental events in the life 
cycle, and provides interpersonal communication, a healthy birth experience, clinical 
skills and knowledge, individual care, and a sense of security. Midwifery is a very 
important discipline in health services, especially in terms of women’s and children’s 
health. Thus, professional values, ethical codes, qualified midwifery care and prac-
tices, high-quality standards in midwifery education, and an intercultural approach to 
patient care and knowing the importance of this approach will increase the status of 
the midwifery profession in society.

In today’s rapidly evolving world of modern medicine and technology, new per-
spectives and opportunities bring with them several unique challenges. This book 
addresses these important points about the midwifery profession and will enable 
midwives to gain individual motivation and be aware of their individual values. It is a 
useful resource for other health professionals and all relevant stakeholders. We hope 
that it will provide an interesting and informative read for everyone who is curious 
about the birth process and women’s health.

Dr. Vasfiye Bayram Değer
Faculty of Health Sciences,
Mardin Artuklu University,

Mardin, Turkey
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Chapter 1

Reproductive Health and Ethical 
Problems in Women’s Health
Vasfiye Bayram Değer

Abstract

Development levels of countries are determined by a number of parameters 
including women’s educational status, women’s active participation in political, 
indicators of women’s health, mortality of mother and infants, the social status of 
women in that country, the general level of economic development and the quality of 
the health services provided. Sexual and reproductive health problems, which occupy 
an important place among women’s health problems both around the world and in 
our country, are commonly encountered. In addition, rapid changes and medical 
advances are booming nowadays. While these advances help to overcome many health 
problems, they also affect social values and engender ethical problems. In particular, 
these ethical dilemmas emerge in every field influencing women’s health and may 
adversely affect women’s health by causing ethical violations. It is one of the major 
duties of health care professionals to prevent ethical violations of women who are 
already disadvantageous in every aspect of social life. In this context, the profession-
als working in the field of all women’s health should be knowledgeable about ethical 
rules and adhere to these rules. Prevention and reduction programs for sexual health 
and reproductive health problems will contribute to promoting women’s health and 
ultimately the public health.

Keywords: reproductive health, human rights, women’s health, female genital 
mutilation, curettage

1. Introduction

Femininity has certain cultural meanings and images, but they are often combined 
with motherhood, which is often associated with the basic fostering nature of women. 
Motherhood is a prestigious and positive identity, but the dominant role of mother-
hood in many cultures contributes to minimizing the diversity among the women. 
The major stereotypical discourses about women in the society include being “a good 
mother”, “bad mother” or “permissive mother”, or “childless mother”, etc. The woman 
are exposed to stigmatization due to these discourses. For example, the fact that any 
woman fails to fulfill her socially and personally expected roles, and become a mother 
due to their choice or infertility is subejcted to stigmatization in many societies. 
Such a stigmatization and accusation may have negative consequences by compelling 
them to receive endless fertility treatments that can endanger their health, as well as 
creating insensitivity to the women’s health problems. In addition, the stigmatization 
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of reproductive decisions or situations is often fused with patriarchal discourses 
that regard women as weak, ignorant, needing protection or guidance. As a result, 
there are many dimensions of women’s reproductive health and the women’s health is 
experienced in different ways in different parts of the world [1].

The efforts to identify sexual health were greatly influenced by the health 
definition accepted by the World Health Organization in 1948. A conference titled 
International Population and Development Conference on International Conference 
and Development/ICPD was organized in Cairo in 1994, culminating an agreement 
on an expanded definition of reproductive health including sexual health, and the 
importance of public access to these services was emphasized [2].

In recent years, the definition of sexual health made by ICPD (International 
Conference on Population and Development) as a component of reproductive 
health has been debated. It is widely accepted that sexual health means more than 
reproductive health and in fact it should be considered as a separate concept. The 
first part of the report explains that sexual health forms the basis of accessing to 
reproductive health rather than a component of reproductive health and is a prereq-
uisite for this [2].

Sexuality and sexual relations are placed at the center of both reproductive and 
sexual health, but most sexual activity is not directly associated with reproduction 
and affects the whole life of the person. Therefore, sexual health can be considered as 
a broader concept. Discussions on human rights and sexual health continue to exist 
and documents related to international human rights are increasingly used to sup-
port and advance individual and social initiatives for guaranteeing and fulfillment of 
governments’ respect for sexual and reproductive rights, and to ensure the protection 
and fulfillment of governments [2].

Conceptually, sexual and reproductive health form a whole. According to WHO, 
sexual health is a state of physical, mental and social wellbeing related to sexuality. 
In addition to a positive and respectful approach to sexuality and sexual relations, it 
requires potentially having pleasant and safe sexual experiences free of all kinds of 
coercion, discrimination and violence. Reproductive health focuses on all aspects, 
functions and processes of the reproductive system [2].

There is an increasing consensus that sexual health cannot be achieved and 
sustained without respecting and protecting certain human rights. In this context, it 
is necessary to mention sexual rights. The sexual right is a contribution to the ongo-
ing dialog on sexual health-related human rights. The application of existing human 
rights to sexuality and sexual health constitutes sexual rights. Sexual rights protect 
the rights of all people to realize, express and benefit from sexual health by respecting 
for the rights of others and protect their right within the framework of protection 
against discrimination [2].

“Maintaining sexual health is linked to the extent to which human rights are 
respected, protected and fulfilled. Sexual rights cover certain human rights that 
are already recognized in international and regional human rights documents 
and other relevant agreements and national laws. These critical rights include the 
folabortioning;

Critical rights for the maintenance of sexual health include:

• Rights for maintaining equality and avoiding discrimination.

• Right not to be tortured or exposed to cruelty, inhuman or humiliating treatment 
or punishment.
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• The right to have privacy.

• The highest accessible health standard (including sexual health) and social 
security rights.

• The right to get married and have a family involving free and full consent of 
future spouses for marriage contract and the right of equality in divorce.

• The right to decide on the number and the interval of birth of children by the 
parents.

• the right to obtain information and receive education.

• The rights of freedom of thought and expression and

• The right to apply for an effective legal path for violations of fundamental rights [2].

The responsible use of human rights requires everyone to respect the rights of 
others.

The biological difference between men and women causes different health prob-
lems. The onset of a new life period or menopause that starts with the end of fertility, 
the pregnancy and birth processes due to the physiology of women and the unique 
illnesses prevalent among the women are one of the aspects of this difference at first 
glance. In addition, in the cases caused by female physiology, the diseases seen in the 
reproductive organs are very severe due to the fact that some diseases and conditions 
in women form a different risk group that vary according to age. Therefore, it can be 
said that women-specific health problems should be handled separately and original 
approaches should be developed in this regard [3].

Sexual Health (SH) and Reproductive Health (RH) Problems of Women:
The women spend a significant part of their lives in the period known as “the age 

of fertility’. This period involves the most frequent complications related to preg-
nancy and birth for women are most experience and cover the ages between 15 and 
49. Undesirable results of pregnancy and birth are considered as the most important 
cause of illness and death for fertile women in many developing countries of the 
world [4] (Table 1).

Another important determinant factor in dealing with women’s health problems 
separately lies in the fact that women are pushed in the background much more 
than men in accessing health care. Undoubtedly, this discrepancy between men and 
women is not limited to health services. Most women do not have equal positions and 
right with men in participating in the decision-making processes in relation to educa-
tion, social status, income level and development and in their domestic positions [3].

Social gender roles, which are subsequently learned and assumed by both men and 
women in social structuring, have an essential place on the basis of the inequalities 
that arise due to gender. The concept of social gender covers all of the situations that 
involve “being a woman” or “being a man”, which is added to the biological gender 
gained by birth, taught to the individual by their family and the society in which they 
live. Moreover, this situation is often reinforced by education and internalized by 
individuals in the process of socialization [5].

The deprivation of women’s global social and economic rights continues to prevent 
health improvements for women [6]. The social and political invisibility as a result of 
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Fetal and Childhood Period (0–9 ages)

• gender choice, female circumcision, early menarch as a result of hormonal imbalances,

• Neglecting the health status of girls and restricting them from health services because of boys being favored 
or pampered by the family

• Malnutrition in girls as a result of less breastfeeding and insufficient nutrition

• Inadequacy in immunization

• infections (such as pneumonia, diarrhea)

• The rate of morbidity and mortality is higher in the girls aged between 2 and 5 years than boys.

• Sexual abuse, harassment (incest relationship, child pornography etc)

Adolescent period (10–19 ages)

• Physiological Change in the Reproductive System (Development in Menarch, Telarch and Secondary Sexual 
Characters)

• Failure to benefit from sexual and reproductive health services

• Social gender discrimination and pressure

• Sexual harassment and abuse (such as prostitution, incest relationships, pornography etc)

• Early marriage

• Adolescent pregnancy

• Unhealthy abortion

• Sexually transmitted diseases (STD such as HIV)

• harmful habits (such as alcohol, smoking and drugs)

• Depression, suicide

• Violence

• Anemia, malnutrition as a result of insufficient and unbalanced nutrition

• Eating disorders (such as anorexia neurosis and bulimia neurosis)

• Female genital mutilation

Adulthood/Fertile period (15–49 ages)

• Problems with Pregnancy, Birth and Postpartum Period

• unwanted pregnancy

• deliberate abortion

• Deaths due to pregnancy and mother deaths

• infertility

• Traditional applications harmful to health

• Sexual health problems (vaginusmus, abortion sexual desire and disgust, orgasmic disorders, dysparonia 
etc)

• Sexual health problems (vaginusmus, sexual desire and disgust, orgasmic disorders, dysparonia)

• Anemia and malnutrition

• Violence

• Sexual harassment and abuse

• harmful habits (alcohol, smoking)

• Sexually transmitted diseases (such as HIV)
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the deprivation of the rights of women’s health and well-being constitutes an enormous 
obstacle to the improvements in their health status. In some environments, rejection of 
the most basical ethical principles and human rights makes the simplest medical ethics 
axioms (prevention of damage) almost impossible. In particular, the deliberate damage 
in the form of sexual violence in the military conflict continues to eliminate the rights 
of women not to suffer physical damage. Elimination of psychological and reproductive 
health of women’s human rights through such war crimes or simply cultural norms will 
affect the health of women and the families throughout the next generations [7].

There cannot be a more fundamental ethical obligation to secure the health of 
mothers and future generations for the societies, but this continues to be a distant and 
inaccessible ideal in many parts of the world. Associating the value of family health 
status to the abortioner status and value of women around the world has direct effects 
on governments [8]. The fact that governments are not interested in women’s safety 
and health causes both short and long-term damages to their economic and politi-
cal stability and health, but still remaining a remarkable abortion priority for many 
countries. This forms a great obstacle that the medical profession should ultimately 
overcome. One of the ethical obligations of a learned profession like medicine is to 
educate and advocate human rights for a better future. In order to make visible this 
connection between the economic and social conditions of women around the world 
as well as the health of women and their families is a key to an ethical obligation of the 
learned medical profession and to improve women’s health [7].

Two special health problems, which associate women’s cultural roles and status with 
negative medical consequences, are at the center of global medical ethics and continue 
to prevent health promotion. The multiple relationships between ethical issues, religious 
and cultural norms and health rights for women constitute striking examples [7].

The first example is female genital mutilation (FGM) [9]; The second culturally 
affected health problem is related to the widespread incidence of HIV in women 
because they cannot refuse sexual intercourse due to sexual violence, abortion social 
status, poverty, expectations cultural submission, or cannot ensure protected sexual 
intercourse by demanding the use of condoms [6].

Menopause and Post-menopause Period (50 age and over)

• Menopausal complaints (such as fever, night sweats, insomnia and dysparonia)

• Pelvic organ prolapse

• Incontinence

• vaginal infection and irritation

• Decrease in sexual desire

• Violence

• Increased incidence of especially breast, lung and colon cancer

• postmenopausal bleeding

• Chronic diseases (such as cardiovascular problems and diabetes)

• Postmenopausal Problems (Genital atrophy, osteoporosis and increased risk of vulva cancer)

• Mental and psychological problems (such as loneliness, decreased self-esteem, depression and dementia

Table 1. 
Sexual health (SH) and reproductive health (RH) problems of women in view of age periods [4].
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Among the problems that can be considered as other ethical problems in women’s 
reproductive health issues are virginity test, examination in the case of sexual 
offenses, uterus evacuation, sterilization. This chapter will focus on FGM, Hymen 
Examination and uterine evacuation.

2. Hymen examination or virginity testing

Hymen (hymen) is an elastic membrane rich in thin vessels, which partially covers 
the vaginal entrance and can usually be torn in the first sexual intercourse. Hymen, 
which is seen as an important element of being a woman and sexuality, has gained 
cultural importance by influencing the lives of individuals and societies [10]. In some 
cultural settings, the woman’s sexual intercourse can exclude her from being a can-
didate for marriage, so that a woman who wants to marry and establish a family may 
have to conceal the truth if she had had sexual intercourse before [11]. While virginity 
has no cultural importance in today’s Western societies, it is still culturally important 
in Muslim Eastern societies, including our country. For this reason, virginity test is 
mostly applied especially in Eastern societies [10].

Determining whether a woman has previously had sexual intercourse through 
gynecological procedures is called virginity test or hymen examination [12]. The 
virginity test, also called as examination of the hymen, two fingers or per vaginal, 
involves the examination of the female sexual organ to determine whether the person 
has had sexual intercourse [13]. The two most common techniques are the examina-
tion of the hymen in terms of size or the torn and the vaginal placement with two 
fingers to measure the size of the entrance or the looseness of the vaginal wall. Both 
techniques are carried out with the belief that they have a special genital appearance 
of accustomed sexual intercourse [13, 14]. The social belief that dominates the test 
lies in the fact that the virginity of an unmarried woman is an indication of her moral 
character and social value, compliance with marriage, assessment of sexual assault, 
application for employment or other context [13, 14].

Virginity examinations are mostly performed for non-married women, usually 
without obtaining consent or when individuals cannot have the right to consent 
[13]. The person who examines the region may be a medical doctor, police officer 
or community leader. The countries in which this practice is reported to be used 
include Afghanistan, Bangladesh, Egypt, India, Indonesia, Iran, Jordan, Palestine, 
South Africa, Sri Lanka, Svaziland, Turkey and Uganda [15]. The virginity test is 
performed in various countries due to varying regional reasons. Some communities 
in the Kwazulu Natal in South Africa and Swaziland have applied virginity tests 
to school girls in order to deter the sexual activity before marriage and to reduce 
the prevalence of HIV [16, 17]. In India, the test is part of the assessment made for 
sexual assault among the victims of rape [18]. In Indonesia, this test has become a 
part of the application procedure for women to be recruited in Indonesian police 
force [19, 20]. Due to increasing globalization, virginity test reports emerge in 
countries without such a history of virginity test, including Canada, Spain, Sweden 
and the Netherlands [16]. Although it is a long-term tradition in some communities, 
official assessments of the incidence of virginity tests are abortion. For this reason, 
although its prevalence is not fully known, the anecdotes of its incidence emerge in 
various social environments in different countries. Increased interest in eliminat-
ing sexual violence has promoted awareness of routine use of virginity test in some 
settings [21].
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According to a systematic study that reviewed 17 studies on the virginity test in 
the hymen examination [15] studies have shown that the examination of the hymen 
cannot provide precise evidence about vaginal penetration or any other sexual 
history [22, 23]. It is possible that normal hymen examination findings will occur in 
those who have a history of vaginal penetration and in others who do not. A hymen 
examination with abnormal findings is not certain: abnormal hymen properties such 
as hymen cutting, tearing, expansion or scars are observed in women with a history of 
sexual intercourse and those without such a history [24–32].

A hymen feature commonly examined in the virginity test is the size of the hymen 
opening. It was found that the size of the hymen opening was an unreliable finding 
for vaginal penetration [27–29]. The size of the hymen opening varies according to the 
examination method, the position of the person being examined, the cooperation and 
relaxation of the person being examined and the age, weight and height of the person 
being examined [27]. Regarding the healing of hymen injuries, it was revealed that most 
of these injuries rapidly healed and there was no evidence of previous trauma [28, 29].

Another form of virginity test is the insertion of two fingers into the vagina to 
examine their looseness [18]. The medical community does not accept this examina-
tion as a clinical indicator of previous sexual intercourse. The vagina is a dynamic 
muscular channel with a flexible dimension and shape depending on the person, 
developmental stage, physical position and various hormonal factors such as sexual 
arousal and stress [33]. However, there are reports that the so-called finger test ‘is 
used to evaluate evidence of sexual assault in countries such as India [34].

Research on the effects of the virginity test on the person being examined are also 
limited. According to the examination of eight studies on the effects of virginity test 
[17, 32, 34–39], virginity examination causes the person to be physically harmed. These 
studies are supported by the news that five students from Turkey attempt to commit 
suicide by consuming mouse poison to avoid the virginity test. The virginity tests are 
also known to result in psychological trauma with long-term negative effects, though 
not restricted to these, including anxiety, depression, loss of self-confidence and 
suicide. Health professionals have also defined violations of privacy and autonomy 
as negative effects [35, 38]. Finally, the virginity examinations have been reported 
to have a negative social impact, including social exclusion, perceived dishonor for 
society and family, discrimination in employment, humiliation and increasing risk of 
exposure to sexual assault [17, 35, 39]. It was revealed that the virginity testing, also 
known as two fingers, hymen or vagina head examination, was not a useful clinical 
tool and could be physically, psychologically and socially destructive for the person 
being examined. In terms of human rights, the virginity test is a kind of sexual assault 
when performed without permission and a kind of gender discrimination, as well as 
violation of fundamental rights [15]. In many countries, virginity examination usu-
ally forced to be performed for those women who claim to be raped or are accused of 
prostitution and as part of public or social policies to control sexuality, in hospitals 
and other places including detention places. The Independent Forensic Expert Group/
IFEG, which consists of thirty-five leading independent Forensic Medicine Specialists 
from eighteen countries specializing in evaluating and documentation of the physical 
and psychological effects of torture and mal-treatment, published a declaration about 
this application in December 2014 [13].

The declaration of IFEG summarizes the physical and psychological effects of 
forced virginity examinations on women based on collective experiences. Based on 
these effects, the group discussed the medical interpretation, suitability and ethical 
results of such examinations by evaluating whether forced virginity examinations 
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are cruel, inhumane or humiliating treatment or torture [13]. IFEG concluded 
that virginity examinations are not medically reliable and lack clinical or scientific 
value. These examinations are discriminatory by nature and in almost all cases, 
when it is forced, they cause significant physical and mental pain and suffering, 
and therefore constituting cruel, inhuman and humiliating treatment or torture. 
In case of forced virginity examinations and vaginal penetration, the examination 
should be considered as sexual assault and rape. The inclusion of health workers in 
these examinations violates the basic standards and ethical principles of professions 
[13]. In October 2018, the World Health Organization (WHO) issued a report that 
condemns the application of virginity test, which was scientifically unquestionable 
and seemed to be harmful for victimized women. In February 2019, The Belgian 
National Council of Physicians Order supported the report by WHO and reminded 
that the virginity test was not justified or ethical [40]. In some forensic medical 
textbooks, virginity test is still a standard procedure for the evaluation of sexual 
assault [41–44].

2.1 Hymen examination in cases of sexual assault

Hymen examination should be performed under adequate illumination. The 
labiums of the person deposited in the dorsosacral position gently and upwards 
are pulled up and the entrance of hymen, vestibule and vagina is uncovered. The 
folabortioning questions should be answered in the hymen examination: 1-What is 
the type of hymen? 2- Is there any rupture in the hymen? 3-Is the rupture new or 
old? 4-How many ruptures are there? 5 Where are the ruptures? 6- Do the ruptures 
reach the vagina wall? 7-Are there any findings like ecchymosis around the hymen? 
The shape and rupture of the hymen should be shown on a chart. The location of 
the ruptures should be indicated according to the clock dial. Hymen healing varies 
according to each patient, the number and scope of ruptures, venereal diseases, 
local diseases and vulva hygiene. In the examination using colposcope, it was 
stated that the fastest healing in a single partial rupture was 9 days. On the other 
hand, the healing of more complicated ruptures may extend up to 24 days. The 
majority of the ruptures (62%) are between 5-7 according to the clock dial. The 
rupture area is red, swollen, painful and bleeding when touched. They usually 
heal in 7 days and after 8 to 10 days, the rupture area shrinks. Hymens often have 
natural notches that can be mixed with old tears. They do not reach the vagina wall 
and are usually found a priori. The structure of some hymens is elastic and a sexual 
intercourse is possible without tearing. The opening of such hymen can reach up to 
3-3.5 cm. These are called anatomical virgins. The incidence of such cases is about 
30 %. The rupture in hymen does not show sexual intercourse without the consent 
of the person [45].

Consequently, hymen examination is a violation of human rights, regardless of 
the reason. Governments, medical and healthcare professional organizations in all 
countries, even those who do not have a history of virginity, should take initiatives to 
prohibit the use of virginity tests and create national guidelines for health profession-
als, public officials and community leaders. Further research is needed to understand 
the regional and cultural reasons of virginity test and to develop more robust and 
effective educational strategies including communities. Medical faculties and public 
health specialists should update textbooks, courses and trainings to eliminate all 
kinds of recommendations related to the virginity test and educate people on the lack 
of scientific evidence and potential hazards of the use of this test.
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3. Female genital mutilation/cutting (FGM/C)

The FGM/C involves the partial or completely removal of the external genital organs 
or another injury of female genital organs for non-medical reasons. It is accepted as a 
violation of human rights [46]. There is no known health benefit, but many harmful 
results have been reported. According to the World Health Organization, more than 200 
million women and girls worldwide are influenced by FGM/C [46]. Each year, 3 million 
girls are at the risk of passing FGM/C before the age of 15 [46].

Female Genital Mutilation (FGM) is an ongoing application in various parts of the 
world, but especially since the end of the 80s, academic studies on the women’s body 
and “clitoris” have proliferated, which paved the way for vehement debates. FGM is 
aimed to be partially or completely banned by many national and international regula-
tions. This application, which has been claimed to have a two thousand-years of history, 
is still maintained and the girls and women are often exposed to FGM. It is not merely 
possible to examine the mutilation expressed in different concepts in the literature by 
examining and addressing legal regulations only in terms of health. When examining 
this application, the history of the FGM, the reasons and the permanent and temporary 
side effects should be handled together. This application, which is performed in order 
to limit the place of women in society and to control their sexuality, is one of the most 
prominent and concrete examples of masculine domination [47].

In the joint statement published by the World Health Organization in 1997, the 
United Nations Children Aid Fund and the United Nations Population Fund, identi-
fied female genital mutilation as “all the procedures that do not have therapeutic 
properties or cultural reasons or damage the female genital organs or a partial or 
full removal of the external genital region” [48] and this definition has been the 
focus of many academic studies. In the literature, different concepts such as female 
genital mutilation, female circumcision, injury, cutting and even torture are used for 
explaining this practice. In Female Genital Mutilation Report published in 1997, the 
application was divided into four different types and the World Health Organization 
updated the FGM types in 2007 with small alterations [49] (Figure 1).

FGM/C is applied in approximately 30 countries, especially in Africa, Middle East 
and Southeast Asia. It is a strong cultural practice of ethnic origin and carried out for 
various reasons, including fulfilling a transition ceremony, giving a sense of ethnic 
identity, providing social acceptance, preserving virginity, and encouraging mar-
riage, loyalty and beliefs. Some groups believe that FGM/C is a religious requirement, 
yet it is not mentioned in any great sacred text such as Qur’an or the Bible [50].

FGM is carried out by people such as midwives and birth officials without medi-
cal education. Knives, scissors, cutting tools or hot objects and similar tools are used 
during the application [51]. According to the report published by UNICEF in 2013, 
the application is carried out by traditional practitioners in most of the cases. Health 
personnel are only involved in FGM application in certain cases [52]. In this context, 
for example, in Senegal, Niger, Benin, in the United Republic of Tanzania, FGM 
practices are completely done by traditional practitioners. Moreover, the majority of 
the procedures are performed at home and a hygienic and sterile environment suitable 
for the operation cannot be provided most of the time [52].

According to the same report, in half of the afore-mentioned countries, FGM is 
mostly applied before girls turn five years old and usually completed at fifteen years 
of age [52]. For example, it was stated that 85%of girls in Yemen were exposed to FGM 
in the first week after birth [53]. Although UNICEF emphasized that the actual num-
ber is not known, at least 200 million children and women were exposed to FGM in 
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accordance with the survey data provided by 30 states by 2016. It is known that FGM 
is widesperead in all African countries, especially in the Middle East countries such as 
in Iraq and Yemen and in Asia such as in Indonesia [54]. Moreover, although there are 
great differences between countries and regions in terms of the spread of FGM, it is 
stated that the frequency of incidence is still over 40%especially in Western, Eastern 
and North African countries, including Mali, Moritania, Gambia, Guinea, Djibouti 
and Sudan, [55]. As a result of migrations to Europe, North America, Australia, New 
Zealand and Japan, it is known that the application among the female immigrant 
population increased greatly in these countries as well [54]. For the last thirty years, 
it seems difficult to obtain the total number of children and women affected by the 
FGM in these countries due to the incomparability of the existing data in the countries 
that have migrated in the last thirty years and to make comparisons at the national 
level. However, some concrete data can be obtained as a result of the data provided by 
international research programs in addition to the national representative data in the 
originating countries of the application [54]. In line with this, the incidence of FGM 
among children aged 0–14 years in East Africa was 71.4% in 1995, which decreased to 
8% in 2016. It was 57.7% in North Africa in 1990, which decreased to 14.1% in 2015. It 
was 73.6% in 1996 in West Africa, which decreased to 25.4% in 2017 [55].

Figure 1. 
WHO classification of female genital mutilation [49].
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It is estimated that 513,000 women and girls, who are born of mothers migrating 
from countries that apply FGM/C or who come from these countries in the United 
States, are confronted with the risk and consequences of FGM/C. Approximately 
55%of these women and girls come from Egypt, Ethiopia or Somalia [56, 57].

FGM usually occurs between 4 and 12 years of age and causes numerous complica-
tions such as bleeding, infection, sepsis, infertility, dysmenorrhea, dysparonia, keloids, 
cysts/abscesses, psychological outcomes and increased risk of obstetric complications 
during birth. The application is also dangerous for the newborn. Infibulations (Type III 
FGM) should be opened during sexual intercourse and in later periods of life for birth 
(defibulation). Infibulation can lead to abortion and painful menstruation and urine 
output caused by the almost completely closure of the vagina and urethra. Urinary 
incontinence and painful sexual intercourse are common complications. The least 
reported outcomes of female mutilation include psychological and emotional elements. 
It is important to mention about three important psychological outcomes: the “anxiety” 
caused by insomnia and hallucinations; “Response Depression” caused by delayed recov-
ery and “psychotic excitement” caused by childlessness and divorce. FGM is the most 
serious type of sexual abuse and is considered a crime in many countries [58] (Table 2).

In addition, the narrowing of genital scarring or introitus in women with Type 
III FGM/C may also make speculum examination difficult or impossible. FGM/C 
can be treated with chronic pelvic pain, sexual dysfunction, genitourinary cysts and 
neuromers and infertility, surgical or non-surgical approaches. Non-surgical inter-
ventions for pelvic pain include use of lubricants, topical lidocaine and behavioral 
changes such as avoidance of actions that apply pressure to the vaginal region (eg 
cycling). Sex therapy has been successful in improving sexual function. Defibulation 
should be recommended for women with Type III FGM/C complications (ie, the 
removal of the scare of the narrowed vaginal openness) [49].

Risk Remarks

Immediate risks

Hemorrhage

Pain

Shock Haemorrhagic, neurogenic or septic

Genital tissue swelling Due to inflammatory response or local infection

Infections Acute local infections; abscess formation; septicaemia; 
genital and reproductive tract infections; urinary tract 
infections
The direct association between FGM and HIV remains 
unclear, although the disruption of genital tissues may 
increase the risk of HIV transmission.

Urination problems Acute urine retention; pain passing urine; injury to the 
urethra

Wound healing problems

Death Due to severe bleeding or septicaemia

Obstetric risks

Cesarean section

Postpartum hemorrhage Postpartum blood loss of 500 ml or more

Episiotomy
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Despite the increasing need for clear guidance in the treatment and care of women 
who have undergone genital mutilation to eliminate or abandon the application, the 
current efforts have not yet effectively reduced the number of women and girls who 
have been exposed to it, and fail to meet the health needs of millions of women who 
are still living with mutilation. International efforts to address the FGM have been 
focused on treating relevant health complications, providing care for survivors and 
involving health care providers as key stakeholders primarily to prevent the applica-
tion. Acknowledging this obligation, the WHO developed the 2016 guide on the 
management of health complications of FGM [50].

Risk Remarks

Prolonged labour

Obstetric tears/lacerations

Instrumental delivery

Difficult labour/dystocia

Extended maternal hospital stay

Stillbirth and early neonatal death

Infant resuscitation at delivery

Sexual functioning risks

Dyspareunia (pain during sexual intercourse) There is a higher risk of dyspareunia with type III FGM 
relative to types I and II

Decreased sexual satisfaction

Reduced sexual desire and arousal

Decreased lubrication during sexual intercourse

Reduced frequency of orgasm or anorgasmia

Psychological risks

Post-traumatic stress disorder (PTSD)

Anxiety disorders

Depression

Long-Term-Risks

Genital tissue damage With consequent chronic vulvar and clitoral pain

Vaginal discharge Due to chronic genital tract infections

Vaginal itching

Menstrual problems Dysmenorrhea, irregular menses and difficulty in passing 
menstrual blood

Reproductive tract infections Can cause chronic pelvic pain

Chronic genital infections Including increased risk of bacterial vaginosis

Urinary tract infections Often recurrent

Painful urination Due to obstruction and recurrent urinary tract infections

Table 2. 
WHO Guidelines on the Management of Health Complications from Female Genital Mutilation. Geneva: World 
Health Organization; 2016 [50].
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FGM/C is known as a form of gender-based violence (GBV) and is a transnational 
human rights, gender inequality and public health problem [59]. Since the FGM con-
stitutes a violation of human rights in terms of women and children, the universal dec-
laration of human rights dated 1948, the international contract on civil and political 
rights of 1966, known as twin contracts, and the international contract on social and 
cultural rights, are also a reference for FGM. Moreover, considering the group exposed 
to the application, it should be stated that the Convention on the Prevention of All 
Discrimination against Women of 1979 and the 1989 Convention on the Rights of the 
Children’s Rights is among the international resource documents [47]. The European 
Court of Human Rights (the ECHR emphasized that exposing a child or adult to FGM 
in a verdict will be a malfunction in contradiction with Article 3 of the ECHR [60].

When we look at the legal regulations at the regional level, the African Union 
Organization attracted attention in 1990 on children’s rights and prosperity. In 2005, 
the African Convention on the Rights of the African Humans and Peoples, the African 
Women’s Rights Protocol or Maputo Protocol, prohibits FGM directly under the title 
of “eliminating harmful practices” and the medicalization of this practice. Moreover, 
the African organization announced in 2019 that they launched a campaign to finish 
Women’s Genital Mutilation and aimed to end all gender-based violence forms, 
including FGM by 2063 [61].

According to the report published by Equality Now in March 2020, 51 of 92 
countries, in which FGM is used, prohibited this practice by enacting a direct law 
at the national level (see Benin, Eritrea, Guinea, Kenya, Italy, etc.) and included it 
in the laws of punishment, child protection, violence against women or domestic 
violence (see Egypt, Djibouti, Ghana, France, Germany, Australia, New Zealand, 
etc.) [62]. Anti-FGM laws, especially applied in 28 African countries, are widely 
performed by diaspora communities, and there are anti-FGM legal regulations in 
other states such as America, Canada, Australia, New Zealand [62]. Moreover, it is 
stated that FGM applications differing between countries constitute an important 
problem. For example, the East African community has signed the Women’s Genital 
Mutilation Prohibition Agreement in 2016 and made transitions between the coun-
tries within the other countries- for example, it is stated that the FGM is prohibited 
from the age of 18 in Tanzania by changing the boundary from Kenya. In addition, 
the Convention on the Prevention of All Discrimination Against Women (CEDAW) 
and the Istanbul Convention imposes a number of obligations to the parties in this 
regard. First of all, in CEDAW 1st Article 1 proclaims: “According to this agreement, 
the phrase “distinction against women” is the recognition and use of human rights 
and fundamental freedoms in political, economic, social, cultural, civilized or other 
fields based on the equality of women and men. This will mean any discrimination, 
deprivation or restriction that prevents or eliminates or is based on gender.”. There 
is no doubt that FGM application is also included in this definition. In addition, the 
CEDAW Committee proposed a number of measures to take appropriate and effec-
tive measures in order to eliminate the “female mutilation in all of the parties in the 
recommendation decision 14. In the same way, in the recommendation of decision 31, 
the obligations to prevent and eliminate the harmful practices applied to women and 
girls to the parties also counted FGM among these practices [47].

FGM is a financial burden for countries. WHO conducted a study on the economic 
costs of treating FGM’s health complications and found that the current costs for 27 
countries where data are available cost a total of $1.4 billion for a period of one year 
(2018). If the prevalence of the FGM remains the same, this amount is expected to 
increase to 2.3 billion in 30 years (2047), which corresponds to an increase of 68% of 
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inertia costs. However, if countries give up the FGM, these costs will decrease by 60% 
in the next 30 years [63].

WHO efforts to eliminate FGM and Medicalization focus on [63]:

• Strengthening of health sector intervention: To develop and implement the 
guidelines, tools, training and policy in order to provide medical care and 
counseling to girls and women living with FGM and to communicate in order to 
prevent implementation;

• Evidence creation: to produce information about the reasons, results and costs of 
the application, including why health service providers do the application, how 
to leave the application, and how to look at the FGM;

• Increasing advocacy: Developing publications and advocacy tools for interna-
tional, regional and local efforts to terminate the FGM (including tools to predict 
the potential public health benefits and cost savings of FGM and).

As a result; in the wider context of GBV, FGM/C is a transnational human rights 
and health problem. It is necessary to understand the complex socio-cultural neces-
sities of this practice, to develop policies in the best way to protect women and girls 
from this practice and to look at them in the best way. There should be political 
determination to support the education of professionals related to the changes in 
the health system and the protection and care of children and women. Training and 
prevention programs that will help communities give up this harmful practice can be 
coordinated. The campaign to eliminate FGM should be very disciplined and includes 
women, teachers, school nurses, health professionals and security forces affected by 
FGM, but includes education and training of groups. Education related to health and 
well-being should be the core curriculum rather than optional. In addition, there is an 
urgent need to take into account the psychosocial aspects of FGM and to determine 
the ways where health professionals can contribute to healthcare. In addition to the 
effects of intercultural psychology, it is necessary to investigate women’s experiences 
and attitudes towards FGM. At the same time, the role, views and attitudes of men 
should not be ignored in our attempt to eliminate FGM within a generation.

4. Uterin evacuation

Rapid population growth is a very important issue for countries due to eco-
nomic, environmental, rapid urbanization and other social problems it brings with 
it and is a situation that directly affects “health” as well as due to “excessive  
fertility” indirectly [64].

The phenomenon of population, which is extremely important in terms of health, 
is affected by the population policies folabortioned by countries, fertility behaviors 
of individuals, legal status of family planning services, and the existence, acces-
sibility and acceptability of services even when legal. Calculations show, there will 
be a decrease of 30–40% of mother and child morbidity and mortality that if risky 
pregnancies can be prevented by family planning practices. In other words, if family 
planning services can be provided successfully in developing countries, approxi-
mately 30–40% of mother and infant deaths may be prevented from excessive fertility 
and reduction of risky pregnancies will be possible [64].
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More than 500,000 women die every year due to pregnancy and birth complica-
tions, only 1% of them occur in developed countries and the remaining 99% in 
developing countries. Although significant developments in child health have been 
seen in the last twenty years, the same improvement has not been observed in mater-
nal health. Family planning services, which can prevent at least one third of mother 
and child deaths, are still unreachable for 300 million couples in the world [64].

In developing countries, the mother mortality rate is 100–200 times higher than 
developed countries. Again, according to the current statistics information, 13% of 
maternal deaths are due to unhealthy miscarriage. This information indicates that at 
least one of every 10 mother’s deaths depends on this cause. 25 percent of the world’s 
population lives in countries with very strict abortion laws. This inevitably increases 
the application for illegal and non-secure abortive practices [64].

Undesirable pregnancies and non-secure abortions are one of the important health 
problems that concern women’s health in developing countries. According to the 
World Health Organization (WHO) estimates, 46 million women in the world resort 
to abortion every year, 19 millions of cases are performed under unsafe conditions, 
and 68,000 women die, while 5.3 million women have temporary or permanent dis-
abilities [65].

The World Health Organization describes the non-secure abortion as the termina-
tion of unwanted pregnancy by persons void of the necessary education and skills 
and/or under conditions that do not comply with minimum medical standards’. 
Unfortunately, in developing countries, women are not as lucky as in developed coun-
tries. In the majority of these countries (56%), women are forced to apply to unedu-
cated persons due to laws that prohibit the safe abortion or try to end their pregnancy. 
The situation is even more grave in many Central and South American countries that 
apply the prohibitions of the Catholic church and in Africa due to both prohibitions 
and poverty. Almost all of those who want to end their pregnancy in these regions 
(97–100%) have to resort to non-secure, dangerous ways [66]. According to a study 
conducted in Turkey, “undesirable pregnancy” was the most frequent cause of having 
a curettage (88%) [67].

Although curettage is a fundamental component of reproductive health and 
sexual health services, many women face obstacles in benefiting from safe curettage 
services [68]. It is known that only 35 out of 1000 women between the ages of 15–44 
every year can access curettage services every year. There are many reasons for social, 
cultural and legal reasons for women’s failure to receive such services [69]. Access to 
secure curettage services is considered as the basic human right, while approximately 
half of all curettage services worldwide are not safe [70]. Insecure curettage service is 
one of the attempts to end the pregnancy by herself, the absence of sufficient training 
and experience of the health care worker providing curettage service or the use of 
appropriate medical protocols [71]. Another problem is that women face the risk of 
stigmatization when searching for curettage service. The curettage stigmatization is 
defined as a common understanding that it is morally wrong and/or socially unac-
ceptable [72]. Although curettage stigmatization is common all over the world, it 
may vary in relation to individual factors such as age, civilized situation and religion 
as well as social, legal, religious and cultural variables [73]. In the decision of the 
woman’s curettage, the meaning that society imposes on curettage is very effective. 
Curettaging women negatively affect women in physical, emotional, social and 
financial aspects. Curettage stigmatization may cause regret, anger, sadness, guilt and 
stress [74]. In a study of Shellenberg and TSUI with 4000 women who experienced 
curettage, 58%of women needed emotional support after the curettage [75].
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The World Health Organization (WHO) publishes new directives on abortion 
care to protect the health of women and girls and to help prevent more than 25 mil-
lion unauthorized abortions that occur every year. According to WHO, “to get safe 
abortion is a very important part of health services” [76]. Almost every death and 
injury caused by non-secure abortion can be completely prevented. WHO therefore 
recommends that women and girls can access abortion and family planning services 
when they need them.” Based on the latest scientific evidence, these combined guides 
combine more than 50 recommendations covering clinical practice, health care provi-
sion and legal and policy interventions to support quality abortion care. Abortion is a 
simple and extremely safe process proposed by WHO in accordance with the duration 
of pregnancy and with the help of someone with the necessary knowledge and skills. 
However, in a tragic way, only half of all abortions take place under such conditions; 
Unfailed abortions cause approximately 39,000 deaths each year and cause millions of 
women to be hospitalized due to complications. Most of these deaths are intensified 
among those living in abortion-income countries, including more than 60%in Africa 
and 30%in Asia. The guide contains advice on many simple primary interventions 
that improve the quality of abortion care provided to women and girls. They include 
sharing tasks by a wider range of health workers. Access to medical abortion pills 
means that more women can receive safe abortion services and ensure that anyone 
who needs can access the right information about care [76].

As of 2011, all of the 189 countries in all parts of the world are provided with 
legal basis to terminate pregnancy for various reasons with the exception of only 
five (Dominican Republic, Malta, Al Salvador, Nicaragua and Chile) countries. Only 
in these five countries, even in order to save the mother’s life, a legal abortion is not 
alabortioned. When we look at the differences between developed and less developed 
regions in terms of safe abortion services, a consistent picture with the degree of 
development is seen. In more than 80 percent of developed countries, economic, 
social reasons, women’s mental or physical health conditions, fetal developmental 
problems, sexual assault, insects or women’s life in order to protect the life of women 
abortion is alabortioned while the access to abortion service without any reason can 
be reached in 69 percent of these countries. In developing countries, these rates are 
62 percent and 41 percent, respectively [77]. From 1996 to 2009, in the last years, 
48 countries such as Saudi Arabia, Colombia, Jordan, Portugal, Italy, Australia, 
Mexico and Swithery liberalizes the abortion laws of 48 countries, while 14 countries 
including Poland, Dominican Republic, El Salvador, Nicaragua, Argentina, Latvia, 
Hungary, Hungary Congo, Iraq, Qatar, Japan, Algeria, Belize, and Panama, there are 
some restrictions on miscarriages. Brazil, Moldova, Vietnam and Uruguay issued 
new regulations in order to reduce the insecure abortion problem without going 
to legal arrangements [77, 78]. Although some countries, unfortunately, the latest 
developments in Turkey, in this direction, women to reach the safety abortion ser-
vices that make it difficult to walk into the practices, but generally globally, positive 
developments in reaching services are seen. As a positive end, it is an example of 
these developments that countries such as France (2001), Denmark (2003), Sweden 
(2007), which have already liberal laws and have never seen insecure abortions, are 
an example of these developments. With these applications, the pregnancy period for 
legal abortion in France was increased from 12 weeks to 14 weeks, and in Denmark 
and Sweden, the conditions for citizenship and residence were removed. Likewise, 
Ekvador, who had a very limiting law in the direction of the Catholic Church’s policy, 
put into effect the law in 2006, which enables the safe abortion service in health 
institutions if the pregnancy was a danger to the health or life of women or if it was 
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formed as a result of sexual assault. In 2006, in 2006, Colombia and Mexico City state 
in 2007 also enabled women to reach healthy abortion services by liberalizing their 
abortion laws. Especially in the laws of law in South America, women consciously 
played a major role in this issue. In summary, as of October 2011, 60 percent of the 
world’s population covering 73 countries can reach healthy and safe abortion service 
only on request without showing any reason; Five countries do not willingly give 
women the opportunity to willingly. Women in the remaining 185 countries live in 
countries where laws that alabortion to receive healthy abortion service at different 
levels due to various reasons. However, the situation that needs to be emphasized 
here is the fact that laws do not reflect the whole truth. Despite liberal laws, women 
in many poor and developing countries cannot receive safe abortion service due to 
their conservative views of managers, biased behavior and interpretations of health 
personnel, economic reasons and health services or difficulties in accessing abortion 
drugs. Legal restrictions show one aspect of the problem. On the other hand, in spite 
of the laws, everyone who advocates the safe/willingness of women in terms of human 
rights and women and reproductive rights, along with various obstacles in front of 
women, has to deal with the issue in a multi-faceted way. Liberal abortion laws should 
be gained as indispensable rights, but then efforts should be maintained in order to 
ensure the conditions of women’s use of these rights. Legalization of curettage has 
an important role in reducing curettage stigmatization and reducing mortality and 
morbidity caused by curettage [66].

The view and attitude of the society in which the individual lives in the curettage 
stigmatization is very important. 6 of the studies in the systematic review by Yılmaz and 
Şahin deals with the opinion and attitude of the society. In the studies, it was determined 
that in societies with negative sexual intercourse, the experience of unmarried women 
was more negative. These people have been seen as embarrassing to their family as 
deprived of honor, unfaithful, murderer, malicious and individuals not suitable to marry. 
It has been found that curettage experiences more than once increased stigmatization. 
In addition, it was determined that women with curettage were exposed to more stig-
matization than those who have abortion experiences. Since it is thought that a woman 
does not have any decisions or judgments at abortions, there are only societies that allow 
curettage in abortion cases. For this reason, women who want to end their pregnancy 
can initiate their abortion procedure by applying to non-secure pregnancy termination 
methods [79]. The religious view of the society is also important in curettage stigma-
tization. In the study of Loi et al., 89.9% of 1207 participants stated that women who 
experience curettage have sinned and therefore women who do not want to continue 
their pregnancies should give birth to their children in order not to commit sin [69, 79].

The perspective of health personnel to curettage also affects the decision to apply 
care and curettage. In Zorddo’s work, some of the participants described curettages 
“a dirty job that no one wants to do, and some stated that some of them gave women’s 
rights and women’s right to speak on their bodies. Italian physicians were found 
to be more exposed to conscientious discrimination, stigmatization and exclusion 
compared to physicians in Spain. Since only pregnancy was terminated in the Spanish 
hospitals for medical reasons, it was found that physicians in Spain did not stigmatize 
and did not object as much as physicians in Italy. It is stated that physicians in Italy 
are due to the strong religious aspects [69, 80]. In their study in Uruguay, Cárdenas 
et al. Reported that the stigmatization of curettage due to the legalization of curet-
tage in Uruguay was reduced. Even after the legal of the curettage, health personnel 
described curettage as “dirty work, morally questionable practice” [79, 81]. In their 
study in Ghana, Aniteye and Ark, it was determined that the lack of laws that provide 
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full protection for curettage law and practitioners caused fear of stamping and legal 
threats [79, 82]. In the study of Kavanagh et al. In this study, health personnel stated 
that they did not use the phrase “curetage is against people living in the rural areas 
where stigmatization is high, and that they used only when the seriousness of the 
situation should be understood [79, 83].

Consequently, abortion, which is an important issue for women’s health, has been sub-
jected to different interpretations throughout history in political dynamism and has been 
the subject of legal regulations. The right of abortion of women has developed within 
the framework of political relations. In the periods of population growth, abortion was 
encouraged through religion and state. In response to this approach, the same religious 
and state teachings took prohibitive measures on abortion during the periods when the 
population growth rate decreased. Women’s organizations started in the process of revolu-
tions in abortion. In this process, it was seen that the understanding of sexual freedom 
developed with the spread of abortion and the right to have abortion [84].

It has been observed by paying strong costs that women cannot achieve freedom 
with the development of women’s participation in production activities and the devel-
opment of sexual freedom. It has emerged that the female body has become a means 
of sexual exploitation through sexual emancipation. The fact that sexual freedom 
pose a threat to the family and society order has led to the development of prohibitive 
policies on abortion. The development of sexual freedom has justified a dangerous 
understanding aimed at destroying the family institutionally. It has been seen that 
the right to abortion is taken into consideration on the axis of political interests rather 
than the development of the understanding of freedom for women [84].

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 
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Chapter 2

Midwives’ Experience of Traumatic 
Birth in Cyprus
Eleni Hadjigeorgiou, Ioanna Koliandri and Eva Josephidou

Abstract

In the twenty-first century, research evidence justifies that maternity health 
professionals, particularly midwives, may experience a birth as traumatic. Childbirth 
in Cyprus is highly medicalized and midwives as advocates of normal birth, face enor-
mous difficulties to fulfill their professional role. Therefore, identified as crucial to 
finding more about midwives’ experience providing perinatal care in Cyprus. A study 
was carried out to explore midwives’ experiences of traumatic childbirth in Cyprus 
and how this affects their personal and professional life. Qualitative design approach 
was used based on Husserl’s phenomenological approach. Following ethical approval, 
data were collected through semi-structured interviews with a purposive sample 
of midwives (N = 14) from September until December 2021. Data were analyzed 
using Colaizzi’s method and analysis revealed three main themes with subthemes: 
(1) The nature of traumatic events, (2) Consequences of traumatic experience, and 
(3) Dealing with traumatic events. Some midwives become defensive and careful, 
in order to avoid a similar traumatic experience in the future, while some of them 
develop symptoms of post-traumatic stress disorder (PTSD). Midwives in Cyprus 
experience traumatic events during childbirth that negatively affect their professional 
and personal life with long-term effects. Collegiality is important to deal with trau-
matic events. More awareness must be created during basic and continuing education 
about decision-making power and problem-solving.

Keywords: midwives, midwifery care, traumatic labor, traumatic birth, perceptions, 
experiences

1. Introduction

Midwives care for two human beings at the same time and any complication to the 
mother or the newborn incur uncompensated lesion of the family and community 
health and prosperity [1]. Midwives providing care during labor and childbirth 
experience various emotions, such as joy, happiness, and gratitude, sometimes it 
can lead to sadness and anxiety in the cases midwives are present during traumatic 
childbirth [2]. The birth process frequently exposes midwives to trauma, which can 
result in burnout, unmet care, emotional exhaustion, worsening of interpersonal 
relationships, rise in conflict, dejection, and other problems of a similar nature [3]. A 
traumatic experience during childbirth can cause stress to health professionals who 
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consequently might develop post-traumatic stress [4]. The symptoms of midwives 
who have gone through traumatic experiences, however, do not necessarily meet 
the criteria for PTSD symptoms, even though the concurrent symptoms can have an 
impact on a person’s psychological health [5]. Midwives and pregnant women often 
develop a special and unique bond, as midwives “coach” pregnant women and support 
them to have a normal birth and a positive birth experience [4].

There have been numerous research looking into the connection between 
post-traumatic stress disorder symptoms and midwives’ exposure to stressful 
occurrences during childbirth (PTSD). Sheen et al. [6] conducted research on 
the relationship between burnout and midwives’ exposure to traumatic prenatal 
events and post-traumatic stress symptoms. From the 421 participants, it was found 
that the prevalence of PTSD symptoms is at 32% among midwives (n = 138) who 
reported having experienced a traumatic birth event. Similarly, in Australia, 17% 
of midwives (n = 102) who witnessed a traumatic birth trauma met criteria for 
probable PTSD out of the 687 participants [7]. Exposure to a traumatic birth can 
affect midwives’ professional and personal lives but also their mental/psychological 
health [8].

Previous literature suggests that post-traumatic stress symptoms in midwives have 
been linked to negative effects on their interactions with women, their ability to care 
for them, and their ability to make clinical decisions [7]. Halperin et al. [9] identified 
that midwives often identify traumatic events as a failure, which causes them despair 
while it can have long-term effects on their mental well-being. It has been found that 
these events can lead to reduced levels of confidence and an increased tendency to 
practice defensively [10]. Furthermore, it was identified that the presence of a doctor 
at a traumatic event could create feelings of degradation in midwives regarding their 
ability to manage the situation, adding to the stress they experience from the event 
itself [11]. Innovative strategies are needed to support and assist midwives to cope 
with traumatic events and at the same time to realize their value and contribution to 
the care of women [8, 9]. The effects of traumatic occurrences on midwives world-
wide include PTSD, compassion fatigue, secondary traumatic stress, and vicarious 
traumatization [12–15].

In Cyprus, the cesarean section rate is 53.6% in 2018 and 61% in 2022 [16]. 
Midwives in Cyprus were unable to support and promote physiological birth [17] as 
they have limited influence on public health policies in relation to the provision of 
prenatal, intranatal, and postnatal care [18]. Thus, many midwives in Cyprus experi-
ence immense stress regarding the medicalization of childbirth, which concludes 
in facing difficulties in conducting normal childbirth and advocating for women’s 
childbirth rights [17].

The aim of this study was to explore midwives’ experiences of traumatic childbirth 
and how it influenced their personal and professional life.

2. Methodology

Qualitative, descriptive study uses a phenomenological approach according to 
Husserl’s phenomenological approach. The current approach was used because it 
allows one to gain complete understanding of a topic through truthful reporting 
and first-hand knowledge. According to Husserl’s phenomenological design, the 
researcher strives for objectivity and to set aside their personal perceptions [19].
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2.1 Sample

A purposeful sample of participants was recruited following careful consideration 
of the need to select midwives; a sample size that would generate quality data. The 
priority was to achieve depth of data conducive to the production of high-quality 
findings. The sample consisted of 14 midwives that were recruited from public 
hospitals and private maternity clinics in Cyprus. The inclusion criteria for participa-
tion in the study were: (1) being able to speak and/or understand the Greek language, 
(2) having at least 5 years’ experience in the birth room, (3) being registered as a 
midwife, and (4) having experienced at least one traumatic birth.

2.2 Ethical issues

Ethical approval was obtained from the Cyprus National Bioethics Committee 
(EEBΙΦΕΓΙ/2019/81). All participants completed a consent form containing the 
assurances for confidentiality, voluntary participation, and their right to withdraw 
from the study at any stage of the research without any penalty. The participants were 
assured of their anonymity and privacy while codes were used for each one of them 
(i.e. Midwife 1, Midwife 2) for data analysis and also for the presentation of the data.

2.3 Data collection

Data collection was achieved through semi-structured one–one interviews with an 
interview guide developed from relevant literature. The interviews were conducted 
by one experienced researcher for the consistency of the interviews at a convenient 
time and place chosen by the participant. A pilot study was carried out with two 
midwives to evaluate the interview guide in terms of understanding the questions and 
if they were appropriate. All interviews were face-to-face, where midwives consented 
with their written permission to participate and for the interviews to be recorded. In 
addition, it was requested to complete a demographic questionnaire.

2.4 Data analysis

Data analyzed using the Colaizzi method were recognized as the best method for 
Husserl’s phenomenology [20]. Firstly, all the transcribed interviews were read and 
reread to make sense of them as a whole in order to extract significant statements. 
The phrases or sentences that directly pertain to the investigated phenomenon were 
identified. Following is the process of giving meaning to those statements. During 
this process, pertinent quotes are broadly categorized, where subsequently themes 
are generated on multiple statements that convey similar meanings. A summarized 
description of everything generated during the analysis was done so that there is an 
identification of the fundamental structure of the phenomenon. Lastly, rigor of the 
data was ensured through discussions with experts and independent reviewers.

2.5 Reflexivity and trustworthiness

A reflective diary was kept by the main researcher during the data collection 
carefully self-monitoring the impact of biases, beliefs, and personal experiences of 
the research [21] to ensure rigor and trustworthiness. In addition, COREQ checklist 
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was used to ensure the credibility, trustworthiness, and quality of the study. Data 
trustworthiness was based on credibility, transferability, dependability, and confirm-
ability. Credibility was established by two authors who had prolonged engagement 
with the participants and their professional experience. The first author was trained 
in qualitative methodologies and had 25 years of expertise. To get to an agreement, 
the authors additionally double-checked and discussed the analysis findings. The 
interviews were recorded on tape, which increased the dependability of the data 
by providing a comprehensive and exact account of each participant’s responses. 
Making note of participant quotations to support the findings contributed to ensuring 
confirmability, which established that themes and categories accurately reflect the 
participants’ experiences and perspectives. Auditability was established by maintain-
ing an audit trail to record the context and background of the study, evaluation of the 
findings, decisions made, and actions taken during the whole research process.

3. Results

3.1 Demographic findings

In terms of the characteristics of the sample, all 14 participants were permanent 
residents of the Cyprus Republic working in public hospitals (8) and six private 
maternity departments. Demographic characteristics of the participants are pre-
sented in Table 1.

From the in-depth analysis of the data, three themes emerged: (1) The nature of 
traumatic events, (2) Consequences of traumatic childbirth, and (3) Dealing with 
traumatic events. Themes and subthemes are shown in Table 2.

3.2 The nature of traumatic events

The traumatic events experienced by midwives in the birth room are related to the 
risk to the mother and the newborn life. The description of the midwives’ experiences 
referred to traumatic events related not only to the mother’s life and newborn but also 
to the medicalization of birth, where complications arose that endangered the life of 
the mother and the fetus/newborn.

3.2.1 Traumatic events related to mother’s life

Midwives’ descriptions revealed that when the mother’s life was in danger, those 
events remained vivid in their minds; consequently, having flashbacks and nightmares. 
The description suggests that these kinds of traumatic events are imprinted in their 
mind; specifically, a midwife’s pain was captured in the case of the loss of a mother.

“I cannot forget the death of a woman with amniotic fluid embolism; suddenly she 
had seizures and after death … we did a cesarean section, but the mother died, and 
the baby came out alive.” (Midwife 3)

Midwives mentioned that heavy bleeding during labor and birth, was the one of 
the most traumatic events for them and it was perceived as a traumatizing moment 
for them.
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“ ..mother has a massive bleeding … ., I had never seen such hemorrhage in the many 
years I have been working.” (Midwife 4)

“An uncontrollable bleeding had started, where … . it was very shocking (embarrass-
ing smile), I had never seen so much blood … the woman was in the operating room 
and the blood dropped … on the floor.” (Midwife 6)

3.2.2 Traumatic events related to newborn’s health

Some midwives reported traumatic events related to the newborn’s health compli-
cations and/or death. One midwife had described the agony she had experienced, to 
keep the newborn alive, but the newborn passed away the next day.

“The baby was born alive but in bad condition … the next day he/she died. I felt 
guilty, I blamed myself.”(Midwife 7)

Similarly, another midwife reported the death of the newborn that was imprinted 
in their mind and explained that it was due to severe and sudden bleeding.

Characteristics Number (Ν = 14)

Place of residence

Nicosia 10

Larnaca 2

Limassol 1

Famagusta 1

Age

30–35 4

36–46 2

47–57 4

58–65 4

Marital status

Married 12

In a relationship 2

Education

Postgraduate 6

Masters 6

Doctoral students 2

Years of experience

>20 years 4

11–20 years 6

5–10 years 4

Table 1. 
Socio-demographic characteristics of participants.
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“I cannot forget the death of a baby; the mother came to the hospital with a sudden 
hemorrhage, we could not save the baby.” (Midwife 11)

3.2.3 Traumatic events related to medicalization of birth

Midwives strongly pointed out the fact that in some cases during labor and birth, they 
did not offer evidence-based care to the mother as they were afraid to create conflict with 
the obstetrician. A midwife gave a vivid description of a disagreement with the obstetri-
cian as he wished to expedite the birth and made interventions to speed up the birth.

“Obstetrician told me that he will make a “milkshake of drugs” , I will put that in 
the woman’s vein and by the end the cervix will be dilated very easily, and birth will 
finish easily… it was a traumatic experience because I was next to the woman …and 
by the end she had Vacuum extraction.” (Midwife 13)

Vacuum extraction was also described by some midwives as a traumatic experience 
for mothers’ and babies’ health. Specifically, they explained a certain event where the 
suction cup of the vacuum extraction was used several times does not feed well and 
does not facilitate the birth of the baby.

“The doctor tried several times to apply the suction cup on the baby head and pull it 
out; we tried to stop him, but he would not hear. The poor woman was screaming in 
pain…” (Midwife 12)

In addition, midwives mentioned that some obstetricians’ behavior in their opin-
ion was unprofessional. A certain event was described by a midwife in which she was 
present where misconduct took place. The authority of the obstetrician was imposed 
rather than the midwife’s opinion and mother’s wishes.

“He put her to bed, the woman cried from the pain, she was telling him: I’m in pain 
do not touch me and he continues and asks her to push …” (Midwife 13)

“The woman said to us that she wishes to have no intervention during labor, no 
oxytocin, no epidural but the obstetrician convinced her to start Oxytocin and have 

Themes Subthemes

1. The nature of traumatic events 1.1 Related to mothers’ health

1.2 Related to newborn’s health

1.3 Related to medicalization of birth

2.Consequences of traumatic 
experience

2.1 Short-term psychological effects
2.2 Long-term psychological effects

2.3 Implications on the professional life

3. Dealing with traumatic events 3.1 Colleague support and/or family support in dealing with 
traumatic events

3.2 Personal characteristics

Table 2. 
Themes and subthemes of the findings.
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an epidural. I could not react; I stay speechless but then I felt so disappointed with 
herself.” (Midwife 7)

3.3 Consequences of traumatic childbirth

3.3.1 Short-term psychological effects

The most prominent effect of being present at a traumatic birth was psy-
chological, through the traumatic experience, midwives had short-term psy-
chological effects. Many of the symptoms were related to PTSD symptoms but 
none of them were diagnosed with PTSD by a professional. Specifically, it was 
reported that they felt “numb,” a state of constant vigilance to surroundings 
(hyperarousal), had negative beliefs about themselves, had dark moods, felt 
very nervous, had tachycardia, and were frustrated. Some midwives felt very 
bad because they did not react to situations that caused trauma to women or 
new-born and they remained speechless. Some of the midwives reported being 
present at events where obstetric violence took place and subsequently their 
stress increased.

“I felt a lot of remorse, I did not want to talk about it, I did not want to listen, I did 
not want to talk about it, I did not sleep at night, I felt very bad, because if I felt that 
I could not do what I want to help that baby.” (Midwife 8)

“Most of the time I find myself coming home, with stress, I reflect on the event to see 
what went wrong… I recognise obstetric violence and that causes me more stress.” 
(Midwife 2)

Midwives develop somatic symptoms such as tachycardia, headaches, and 
sleep disturbances/nightmares and felt very bad and guilty as they did not 
protect women, which affected their morale and made them feel weak, sad, and 
fearful.

“I was praying, I felt bad as I was discussing the incident with my husband.” 
(Midwife 11)

“I felt bad, I felt guilty, I could not protect the woman.” (Midwife 12)

“A lady admitted with placenta praevia. We took her to the theater for cesarean 
section, we saved the mother but not the baby. I could not forget that scene and after 
that, I had sleep disturbances.” (Midwife 8)

“The baby was born but I had a headache and slowly - slowly, now I have tachycar-
dia.” (Midwife 4)

3.3.2 Long-term psychological effects

Long-term effects of traumatic events such as flashbacks, depression, low esteem, 
and thoughts of leaving the birth department to be away from childbirth were 
reported by midwives. Midwives were stressed out and reported not feeling well for 
years, while others mentioned experiencing depressive symptoms.
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“For years … I felt very bad… I think I was in the early stages of depression. I always 
had that incident in my mind.” (Midwife 4)

“I work for many years in the birthing room but after traumatic events, I feel so 
stressed that make me feel sick.” (Midwife 7)

“That scene of women crying in pain after vacuum extraction, stay in my mind and 
made me feel so miserable, I found myself to prefer to stay at home doing nothing. , I 
cannot describe my feelings.” (Midwife 10)

Furthermore, two midwives could not forget traumatic events that occurred when 
they were students, doing their internship in the hospital. They felt that as students 
they could not react, but this experience remained in their minds. Specifically, they 
stated that they had nightmares.

“I had bad dreams; I remember everything very well and that affected my profes-
sional life.” (Midwife 13)

“I was in the birth room and the woman was fully dilated and the obstetrician 
shouted to her to push and push… and one of my colleagues - a midwife went next to 
her pushed her uterus without informing her and said “I help you I help you” . After 
that I had nightmares …” (Midwife 7)

“After I saw the baby come out after cesarean section dead, I felt so bad that I could 
not sleep. I had nightmares.” (Midwife 4)

3.3.3 Implications on professional life

The implications for professional life were many. Descriptions suggest that mid-
wives blame themselves, they feel guilty and have constant fear of future errors and 
feelings of inadequacy, loss of confidence and entering a vicious cycle with increased 
odds of future self-perceived errors, have been shown to be consequences of being 
involved in a severe event and the event lowered their self-esteem, their care. Some of 
them wanted to take sick leave and be away from their work while others mentioned 
that they changed their place of work and prefer to work in a nursery. Some midwives 
reported that they felt alone, while they had experienced a traumatic event, they were 
afraid to discuss the whole event with their colleagues because they were afraid of the 
criticism. Specifically, one midwife mentioned that she was present in a difficult birth 
and that neonate suffered a lot and she went home and continuously had this event in 
their mind.

“I went home and I have in my mind the whole event continuously, the poor baby 
suffers .. I have it now in front of my eyes … the ventouse.” (Midwife 7)

Some midwives opined that there are changes in maternity care and in the passing 
years their role and work culture were affected negatively. Midwives’ autonomous role 
to create special relationships with women and advocate for their childbirth rights got 
lost. Obstetricians wish to be present during normal childbirth and if everything went 
well, they get all the credit from the system, from the relatives, and the contribution 
of the midwife. But at the same time if something goes wrong, then they blame the 
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midwife. In this way, midwives are forced to change their clinical practice so that they 
are in line with the mindset of doctors.

“Sometimes during labor and birth, there is a very high level of stress ….. if something 
goes well during the birth, okay, all credits went to the doctor, if something goes 
wrong, it is the midwife’s fault …” (Midwife 2)

Some descriptions reflected the work environment where midwives felt that there 
was no adequate coordination or support and not working as a team, which often led 
to missed care.

“The work culture where we as midwives worked more as a team no longer 
exists ….. There is a lack of coordination, due to bad management. we have no 
leaders.“(Midwife 14)

In contrast, some midwives emphasized that the support they receive from other 
midwives helps them to feel better.

3.4 Dealing with traumatic events

3.4.1 Colleague support and/or family support in dealing with traumatic events

Support in dealing with traumatic events came either from their colleagues and/
or their family. After the event, some of the midwives shared with their colleagues 
their feelings, thoughts, and concerns and discussed with them the event and their 
reactions.

“I had support from other midwives, listened to me because .. listening is a kind of 
support, then they advised me … they helped me a lot just talking ….” (Midwife 13)

Midwives reported that after experiencing a traumatic event they found family 
support beneficial. Midwives refer to their spouse or partner support.

“I discussed the event with my husband ..he helped me.” (Midwife 11)

3.4.2 Personal characteristics

Midwives react to traumatic events in many ways according to their personalities 
and they refer to personal characteristics that helped them deal with traumatic events. 
An experienced midwife based on her expertise.

“When I saw a lot of blood on the bed I said to myself you know what to do and you 
must do it … , think, concentrate on your knowledge …” (Midwife 1)

Midwives became stronger and learned how to react to similar events, pay atten-
tion to the smallest details, acted more autonomously, and became more accountable.

“Traumatic events help me to pay more attention to some details during midwifery 
care. I will improve my skills to be able to cope with something similar in the future …” 
(Midwife 5)
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“That event gives me strength… If I have to deal with the same situation again, I will 
try to think better, a strength comes inside me now.” (Midwife 2)

4. Discussion

This study explored midwives’ experiences of traumatic birth while identifying 
the implications on their personal and professional life. Midwives had described the 
various traumatic events they experienced, which entailed exposure to emotionally 
demanding situations, how their lives were affected, describing their reactions and 
feelings. Cope mechanism with a traumatic event developed, while some midwives 
mentioned that nothing could help them and had partially changed their place of work 
and clinical practice. A traumatic perinatal event was defined as occurring during labor 
or shortly after birth when the midwife perceived the mother or her infant to be at risk 
and they (the midwife) had experienced fear, helplessness, or horror in response [22].

PTSD is characterized by involuntary and distressing recollections of the trau-
matic event (e.g., flashbacks and intrusive imagery), avoidance of reminders (people, 
places, and thoughts) of the event, heightened arousal (where concentration and 
sleep can be disrupted), and alterations to worldview beliefs and affective states (e.g., 
guilt, fear, or shame). The psychological effects on midwives are important for their 
mental health. Midwives exposed to a traumatic birth develop symptoms of post-
traumatic Stress disorder (PTSD) [23, 24]. PTSD did not emerge in our interviews 
but high levels of stress and in one case symptoms of depression were prevalent in the 
midwives. Halperin et al. [9] reported the long-term effects of traumatic births on 
midwives where they dealt with guilt and nightmares regarding the traumatic event, 
which was consistent with the findings of our study. The fear, stress, and guilt led 
women to believe that the traumatic events women experienced were their fault [22].

The effects of abusive care were discussed in detail by midwives, including bodily 
integrity violations, unnecessary roughness, witnessing or participating in procedures 
that were not in the woman’s or the baby’s best interests, and general interpersonal 
disrespect in which the woman’s dignity was disregarded or her wishes were ignored 
[25]. This also consisted in the current study, descriptions of abusive care and the 
authority figures that affected the midwives. Cankaya et al. [26] identified that 
midwives tried to be more defensive and careful, so they would avoid a similar 
traumatic experience in the future. Also, it was pointed out that, sometimes due to 
management, coordination and communications problems occurred, where most of 
the time obstetricians had no consequences for their actions. As a result, midwives 
changed their care, and they did not react if interventions occurred during childbirth. 
Traumatic events were associated with emotional distress in midwives, specifically, 
feelings of worry, guilt, anger, and horror regarding the event the pregnant women 
experienced under their care [7].

It has been observed that long-term effects on midwives’ personal lives are consis-
tent with other studies; some of the midwives reported experiencing feelings of guilt 
and having nightmares about the traumatic event they experience while others tried 
to avoid any situations that would put them in the same position [9, 27]. In certain 
cases, there were immediate effects that affected their personal life such as stress, fear, 
and sadness because they felt responsible for the event [22].

The support from their co-workers, family, and friends was of important 
value for the midwives and had a vital role in adapting resilience in the workplace. 
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Another factor effective in resilience was the sense of usefulness and reassurance. 
Halperin’s study [9] justified that emotional support by coworkers and family were 
essential for their emotional well-being, to cope with the traumatic event but also in 
reaffirming their professionalism. Specifically, family support was the most impor-
tant support system [26]. In contrast, in some cases, the events were criticized by 
their coworkers, which made it more difficult for them to process [28].

Furthermore, another factor that contributed to dealing with the traumatic 
experiences was the additional information given, as well as the education of the 
midwives, on issues that they felt had gaps. This factor was shown through the study 
of Wahlberg et al. [2] that it is important since midwives need training to increase 
their resilience on an individual and professional level. It is important to have mul-
tidisciplinary professional meetings, in which midwives can discuss their traumatic 
experiences and have therapeutic discussions with them. Professional support 
should be provided to midwives to deal with traumatic experiences, recognize and 
understand the impact of psychological trauma, and have the appropriate support to 
provide quality perinatal care [26].

5. Conclusion

Midwives living in Cyprus experience many traumatic events, significant ones 
being bleeding before or after childbirth, death of the mother, and the death of the 
newborn and unnecessary interventions. It has also become evident that vacuum 
extraction and the medicalization of childbirth and lack of support affect the mental 
health of midwives. Midwives following the experience of a traumatic perinatal event 
need effective support at both a personal and organizational level.

Regarding the effects of midwives after the traumatic experiences, they had a 
significant impact on both their personal and professional lives. They pointed out 
that the short psychological effects they had were related to the fear they felt after 
the traumatic event, and they considered themselves responsible for it. Long-term 
effects were reported such as symptoms of depression and high levels of stress and 
PTSD, which was distressing to the midwives. The study showed that midwives, 
experiencing a traumatic experience in the birth room, forced themselves to change 
their place of work and clinical practice. Factors that contributed positively to 
coping with these events were the mutual support from other midwives and their 
families.

The consequences of traumatic births on midwives affect their professional and 
personal life. It should be feasible to seek professional help when experiencing these 
kinds of events to share their worries and experiences with suitable care and therapy. 
Educational programs and seminars are needed not only to educate midwives but also 
to empower them to help improve the outcomes of traumatic events. Most impor-
tantly, multidisciplinary intervention groups should be implemented where midwives 
could share their experiences and discuss their worries with other coworkers to help 
them recognize that they are not alone. It is vital for the health systems to provide 
counseling or multidisciplinary meetings where they can discuss responses to trauma 
in a nonjudgmental way and provide them with information on how to access support 
if desired or needed. Conclusively, there is an urgent need to facilitate development 
of health professionals that feel confident and competent in providing the right 
evidence-based perinatal care.
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Abstract

Globally, midwifery is the safest, most cost-effective, and most satisfying method 
of birth assistance. This age-old profession embraces the most non-interventionist 
philosophy that childbirth is a natural and normal process in which the attendant 
merely assists in the healthy routine progression. Midwifery is commonly assumed to 
be all about assisting labor and childbirth, but there is more to it than that. This noble 
profession entails skilled, knowledgeable, and compassionate care for childbearing 
women, newborn infants, and families across the continuum throughout pre-preg-
nancy, and pre, intra, and postpartum periods. Over decades, midwifery has evolved 
from being informal and invisible to independent professional practice with major 
shifts in the scope of practice, gender, economic, and career dynamics concerning 
the profession. With maternal and child health being at the center of most important 
developments, the midwife stands out in his/her role as a primary care provider, 
advocate, and teacher.

Keywords: midwifery, midwife, current trends, practice, roles, technology

1. Introduction

The practice of midwifery worldwide is the safest, most cost-effective, and most 
satisfying method of birth assistance. This age-old profession embraces the most non-
interventionist philosophy that childbirth is a natural and normal process in which 
the attendant merely assists in the healthy routine progression [1].

Midwifery is commonly assumed to be all about assisting labor and childbirth, but 
there is more to it than that. This noble profession entails skilled, knowledgeable, and 
compassionate care for childbearing women, newborn infants, and families across the 
continuum throughout pre-pregnancy, pregnancy, birth, postpartum, and the early 
weeks of life. Additionally, the scope of midwifery practice includes family planning 
and the provision of reproductive health services. Midwifery services are a core part 
of universal health coverage, not a narrow segment. These services extend beyond the 
confines of the hospital settings to the communities and beyond [2]. This ancient art has 
evolved over centuries from being an informal practice to being an advanced, globally 
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recognized, and regulated professional practice in the twenty-first century [3]. This 
chapter presents highlights of midwifery and key advances in the profession in this age.

2. History of midwifery

One of the most ancient fields of art, the origin of midwifery dates back to the 
ancient stone age era around 40,000 Before Christ (BC), through the dark ages, the 
Biblical era, up to date. Women have always instinctively supported each other during 
pregnancy and childbirth [4]. In the Paleolithic age (50,000–9000 BC), women sup-
ported each other during childbirth based on observation of behaviors of animals such as 
squatting while giving birth, cutting the umbilical cord to separate the mother from the 
newborn, providing warmth to the infant, and initiating breastfeeding [5]. The Biblical 
era also termed the golden era between 2200 BC–1700 BC upheld midwifery as a socially 
respectable art practiced by women who managed normal pregnancies and deliveries 
by performing skilled vaginal examinations, with religion and witchcraft as a basis of 
practice brought forth women’s empowerment, family-centered care, and key milestones 
in the development of professionalism in midwifery practice [5, 6]. Midwifery in the 
modern era (seventeenth to eighteenth century) saw major advances like instrumental 
deliveries for difficult births and training of males in midwife-training institutions [7, 8]. 
Throughout the nineteenth century before the evolution of the nursing profession, mid-
wives remained the main provider of obstetric care services in most countries [9]. From 
the twentieth to the current twenty-first-century change has been a constant occurrence 
in all arenas of human development including cultures, societies, technologies, and 
knowledge and this is reciprocated in the evolution of midwifery too [10].

3. The role of a midwife

Over decades, midwifery has evolved from being informal and invisible to indepen-
dent professional practice with major shifts in the scope of practice, gender, economic, 
and career dynamics concerning the profession. New and expanded roles in midwifery 
practice are key to the provision of high-quality care and professionalism [11]. Maternal 
and child health being at the center of most important developments, the midwife 
stands out in his/her role as a primary care provider, advocate, and teacher as they 
provide multidisciplinary, non-hierarchical patient-centered care to their clients [12].

Health promotion is one of the key roles played by a midwife [13] some of which 
include Health education, screening, immunization, prophylactic treatments, contra-
ception, and domiciliary care services. Midwives are taking a leading role in devel-
oping, implementing, and evaluating these new models of care to ensure that they 
reflect the principles of women-centered continuity of midwifery care. At the policy 
level, midwives are also influencing changes in systems of care and service birth [14].

4. Current trends in midwifery

4.1 Regulation of practice

As a matter of course, midwifery was an unregulated art that involved females 
taking initiatives informed by their society’s needs and previous practices passed on 
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from elderly women [9]. These traditional birth attendants(midwives) have been an 
integral part of pregnancy and childbirth to this day and some parts of the globe have 
taken the initiative to provide basic formal training to them. This integrates them 
into the healthcare system and encourages collaboration, allowing them to be able to 
identify abnormalities and provide early referrals to qualified professionals. Being 
a predominantly female profession, midwives struggled to achieve due recognition 
given the status of women in society at that time. This backdrop and fear of extinc-
tion of the practice gave birth to a movement that later on came to be known as the 
International Midwives Union (IMU) [4, 9].

The international confederation of Midwives (ICM) which was formed from the 
International Midwives’ Union (IMU) in 1922 is an international umbrella that unites 
midwives and midwifery organizations in various countries across all the continents 
across the globe. In 2011, the International Confederation of Midwives released Global 
Standards for Midwifery Education, Regulation, and Association, guiding interna-
tional midwifery for the first time [15]. However specific regulation of the profession, 
the scope of practice, and training are variable in the different countries worldwide [4].

Regulation of midwifery practice varies from place to place. In the African continent, 
Stakeholders such as nursing associations and academicians have varied and comple-
mentary roles concerning reforming professional practice and education regulation [16]. 
Nursing and Midwifery Council (NMC) has powers to regulate midwifery and nursing in 
the United Kingdom. The council retains the powers to establish and maintain a register 
of all qualified midwives, and to take needed action in case set standards are questioned 
[17]. In Australia, the recognition of midwifery as a separate profession from nursing has 
been a recent phenomenon and has been surrounded by considerable debate and discus-
sion within both professions [14]. Today, midwifery gallantly stands out as a profession 
that has a regulated scope of practice [18] with well-organized and recognized structures.

4.2 Gender dynamics

The word woman from which “midwife” is coined is frequently associated with 
care and empathy while “man” is more often associated with masculine roles such as 
protection and provision, so originally only women were involved in childbirth and 
all that was entailed in caring for a pregnant woman. However, that has changed in 
our era, Key advances in the practice include male involvement (men-wifery), which 
was unheard of in a predominantly female profession. More males than ever have 
ventured into and embraced midwifery as a career.

This transition has been faced with criticism and fears from women, husbands, 
communities, regulatory bodies, policymakers, and even the health workforce to date.

Even as much as males have ventured into the profession, we cannot conclude that 
there is diversity. In the United States, only 2% of midwives are male [19] while in 
Afghanistan, Brunei, Cambodia, Japan, and Saudi Arabia males are completely prohib-
ited from enrolling for midwifery for cultural and religious reasons [20]. In the Ugandan 
context, male midwives are only trained from bachelorette level and beyond, certificate 
and diploma training is open to nursing and other professions, except midwifery [21].

4.3 Scope of practice

Being one of the most diverse professions of all time, there is a medley of roles 
encompassed in midwifery today; from being birth assistants (clinical practice) 
primarily to comprehensive maternal and child care. The triad of competition from 
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doctors (obstetricians/gynecologists), increased hospital deliveries, and advance-
ments in medical interventions such as cesarean section, labor monitoring, vacuum 
assisted delivery have rather reshaped the practice of a midwife [9]. The midwife is 
now not only concerned with providing direct clinical care during pregnancy and 
childbirth but even her family and community she hails from, provision of other 
sexual and reproductive health services, research, academia, leadership, policy 
formation, and even more roles.

4.4 Technology in healthcare

While the rest of the world enjoys advances in technological development, 
reproductive health is not spared. Assisted Reproductive Technologies (ART) have 
sprouted in various forms to make it easier for infertile women to enjoy the privilege 
of parenthood, complex diagnostic procedures, advanced treatment and monitoring 
options, and beyond.

Invitro fertilization, genetic engineering, cloning, surrogacy, artificial wombs, 
and various other modifications in the modes of reproduction have birthed major 
shifts in the type and mode of care provided to clients, as well as a range of ethical 
issues that the midwife must negotiate in the daily practice of the profession. While 
ARTs have become more normalized as a means of achieving parenthood, there may 
be associated risks. Midwives, as the main caregivers for pregnant women need to be 
well informed, and mindful of the potential risks to the mother and her baby whilst 
providing care that is the most appropriate and supportive, to enable these women to 
achieve a safe and satisfying childbirth experience [22].

4.5 Ethical issues arising

The Hippocratic oath forms an ethical foundation that governs morally acceptable 
midwifery practice through principles such as respect for persons, justice, benefi-
cence, and non-maleficence which often conflict with the morals of individual profes-
sionals, patients, health system policies, cultural and societal norms, and several 
other factors and result in ethical dilemmas [23, 24]. Such include issues surrounding 
informed consent, surrogacy, shared decision making, patient preference vis a vis 
professional recommendation, religious and cultural conflicts with professional care.

Therefore, continuous increases in the level of education coupled with technologi-
cal advances present a need to improve and updated professional and ethical codes 
that guide conduct and professional practice [25].

4.6 Midwife-led care

The term mid-wife-led care is a model of patient care where a midwife is the lead 
health-professional responsible for the planning, organization, and delivery of care 
given to a woman and her family during preconception, antenatal care, delivery, 
and through the postnatal period. It ensures woman-centered care and advocates for 
minimal interventions on assumptions that pregnancy and childbirth are normal 
events [26, 27]. This model is based on the perception that pregnancy and childbirth 
are naturally occurring physiological processes and it is associated with better client 
outcomes, high effectiveness, and efficiency among professionals [28–30].

However, due to socio-cultural factors, overlap in professional roles and respon-
sibilities among various health professionals [31], and medicalization of childbirth 



47

Dynamics of the Twenty-First-Century Midwifery Practice
DOI: http://dx.doi.org/10.5772/intechopen.111800

and reproductive health services midwives are placed in a passive role in regards to 
the scope of work they should making it challenging to fully achieve midwife-led 
care [28].

4.7 Advances in education, research, and advocacy

Nursing and midwifery form the backbone of health service delivery and patient 
satisfaction depending on their competencies [32]. They can help countries optimally 
contribute to achieving universal health coverage, equity, and other population health 
goals. This section’s emphasis however is on the midwife - their training, research, 
and advocacy relevance regarding their practice.

4.8 Education

There are various levels of midwifery training, and what distinguishes them 
is the quality of practice each does in a role [33]. Here is a list of levels and their 
differences.

Level 1: Basic Midwifery- The midwife performs elementary midwifery skills but 
cannot perform any other additional skills beyond what is required for conducting 
normal deliveries.

Level 2: Advanced Midwifery- A midwife provides basic skills to deliver the baby 
and can also perform other basic medical care besides delivery.

Level 3: Advanced Midwifery with Advanced Practice- Midwife provides skills to 
deliver the baby including difficult deliveries perform medical care and do advanced 
midwifery skills which may involve research, advocacy, and public health.

Level 4: Advanced Midwifery with Advanced Practice and Advanced Service 
Delivery- the midwife provides skills to deliver a baby including all difficult deliveries 
performs advanced midwifery skills including research, advocacy, public health, and 
education, and demonstrates advanced service delivery models.

Of note, the best midwives are not necessarily the ones with the most training 
highest level of certification. A good midwife rather pays attention to the detail of the 
person in front of them. They listen to their concerns, take care of their needs and do 
everything they can to make the time they spend with them as comfortable as pos-
sible. A qualified midwife is skilled in the care of a woman and their babies at/during 
childbirth and can provide medical care and comfort to a woman during childbirth. 
Today midwives are qualified by having a higher education certification, diploma, or 
degree, however, qualification is not only about being able to pass exams but explicit 
exhibition of quality care and or service delivery.

4.9 What is happening?

The midwifery profession is evolving despite various qualifications and cadres of 
midwifery training- and what differentiates them is the quality of output each does 
on a role. When you go through these roles, it’s not just a matter of how long you have 
been studying but - how much you have learned, how well you have been trained, and 
how much you have had to work for it.

Right now, the midwifery profession is going through a transition trying to recog-
nize the value of work that is being done by valuing the knowledge and skills being 
passed on. We are taking what has been traditionally seen as a profession and making 
it into a more - respected and valued profession.
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4.10 Research

Being a focal point of maternal care, midwives ought to continuously strive 
towards providing individualized, appropriate, family-centered care, prioritizing 
not only the women but also their families, communities, and social and cultural 
backgrounds. If care is to be appropriate and effective, there needs to be an assess-
ment at a community and individual level, this is what makes practice and service 
delivery advanced and different – being able to realize patient needs beyond physical 
conditions and advocate for patient needs through root cause analysis. Health needs 
assessment is a systematic method for reviewing the health issues facing a population, 
which informs policy and sets priorities for appropriate resources to improve health 
and reduce inequalities [34].

4.11 To achieve this - advocacy

You will need the information to persuade policymakers to change their policies, 
laws, or implementation, whether through direct lobbying or other means such as 
provoking an official investigation or influencing public opinion [35]. You will need 
to conduct somewhat research to obtain this preliminary survey information. This in 
turn requires advanced research skills and expressiveness in communication when 
caring for the patient and her relatives.

To be concise, this presents an opportunity to engage with local communities, 
other healthcare providers, and commissioners, and provides the evidence to plan 
appropriate services, targeted at those most in need - improving health service 
delivery and health equity in such needy communities.

The section sought to stress the importance of education, research, and advocacy 
concerning the midwifery practice in addressing the key health challenges today by 
equipping the midwife with the necessary tools to promote health equity.

4.12 Gap - research

Currently, there is a scarcity of research in midwifery practice which if not dealt 
with promptly may result in a disastrous glitch after a given period vis-à-vis the 
expected roles of the midwife firstly in clinical practice, research, and advocacy 
in promoting evidence-based quality care to patients to achieve health equity and 
universal health coverage [36].

It is important therefore to note that, research and innovation remain the basic 
cornerstone upon which new advancements and guidelines for clinical practice are 
based and developed [37]. The provision of adequate health care for the finest patient 
management outcomes is pivoted on the interplay between unwavering clinical 
practice and medical research without ignoring advocacy for marginalized people to 
promote health equity in care and practice.

5. Conclusion

“In all cultures, the midwife’s place is on the threshold of life, where intense 
emotions, fear, hope, longing, triumph, and incredible physical power enable a new 
human being to emerge. Her vocation is unique”- Sheila Kitzinger.
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Therefore, as man lives in a changing society so does his environment, culture, 
and practices in reciprocity. Midwifery, being one of the most ancient professions has 
experienced revolutionization over the ages as knowledge advances, cultures, and 
societies and this has led to a more organized and recognized global profession, but its 
goal remains to promote the well-being of the woman and her baby.
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Chapter 4

Supporting and Promoting 
Breastfeeding: The 10 Steps to 
Successful Breastfeeding
Mary Economou and Nicos Middleton

Abstract

Since the launch of the BFHI (Baby-Friendly Hospital Initiative), the “Ten Steps 
to Successful Breastfeeding” have been the cornerstone of national and international 
strategies that protect and promote breastfeeding. The aim of the BFHI has been the 
optimization of maternity care services by focusing on the adherence of maternity 
care facilities to good practices to support and protect breastfeeding. Numerous 
studies have evaluated the impact of the “10 Steps,” employing both observational or 
intervention study designs, and established higher breastfeeding initiation and longer 
breastfeeding duration. Nevertheless, suboptimal implementation of the “10 Steps” 
has been reported in many countries worldwide.

Keywords: breastfeeding, exclusivity, the 10 steps to successful breastfeeding, 
maternity practices, skin-to-skin, rooming-in

1. Introduction

The joint WHO/UNICEF Baby-Friendly Hospital Initiative (BFHI) was launched in 
1990 as one of the main components of the Innocenti Declaration on the Protection, 
Promotion and Support of Breastfeeding. It is an international program which aimed 
in the improvement of maternity care services, mainly focusing on the adherence 
of maternity care facilities to “good practices” and specifically the implementation 
of the “Ten Steps to Successful Breastfeeding.” The “10 Steps” are the underpinning of 
the BFHI and describe the optimal maternity practices for supporting mothers to 
initiate breastfeeding. The BFHI program was reinvigorated for the first time in 2017 
since it was first launched in 1989. The updated implementation guidance targets the 
policymakers and the institution managers at different levels to fulfill nine responsi-
bilities through a national BFHI program. These are (1) the integration of the 10 Steps 
into the national policies, (2) establishing or strengthening a national coordination 
body, (3) ensuring the capacity of all healthcare professionals, (4) the use of external 
assessment to regularly evaluate the implementation of the 10 Steps, (5) providing 
technical assistance, (6) monitoring of the implementation, (7) continuous com-
munication and advocacy, (8) identification and allocation of sufficient resources and 
(9) incentivizing change [1].
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2. BFHI designation and the “ten steps”

A maternity facility is awarded with the designation of Baby-Friendly Hospital 
when it follows the Global Criteria of the BFHI that were set as the standards for 
measuring adherence to the 10 Steps for Successful Breastfeeding. The Global Criteria 
provide guidance on the procedure that maternity care facilities have to undergo in 
order to be assessed and acquire certification as Baby-Friendly. In 2009, BFHI docu-
ments were revised and updated instructions and guidance required for the successful 
implementation and compliance to the “10 Steps” and the International Code of 
Marketing of Breast Milk Substitutes were offered [2]. Table 1 below lists the “10 
Steps for Successful Breastfeeding.”

A BFHI Self-Appraisal Tool (Section 4) of the ten steps is included in the BFHI 
package. This tool was developed in order to be used by the maternity care facilities 
as a means of a preliminary self-assessment of the extent to which they implement 
the 10 Steps. The self-assessment of maternity care practices which affect successful 
breastfeeding provides a framework by which a maternity care facility can identify 
gaps in the implementation to design potential and necessary improvements and 
modifications. The process follows a triple-A sequence (Assessment, Analysis, and 
Action). For a maternity facility to acquire the baby-friendly accreditation, it should 
demonstrate at least 80% compliance to all the maternity practices/Global Criteria as 
described in the “Baby-Friendly Hospital Initiative: Revised, Updated and Expanded for 
Integrated Care” guide [2]. Accreditation is followed by periodical, predefined re-
evaluations to assess to the facility’s compliance to the Ten Steps.

3. Current status of the BFHI globally

Since the BFHI was launched, as many as 21,328 maternity care facilities that have 
been listed as ever been designated as Baby-Friendly in 131 (out of 198; 66%) coun-
tries [3]. These represent 27.5% of the all maternity clinics worldwide, ranging from 
8.5% in developed countries to 31% in less developed settings [3].

1. Have a written policy that is routinely communicated to all healthcare staff.

2. Train all healthcare staff in the skills necessary to implement this policy.

3. Inform all pregnant women about the benefits and management of breastfeeding.

4. Help mothers initiate breastfeeding within 1 hour of birth.

5. Show mothers how to breastfeed and how to maintain lactation, even if they are separated from their infants.

6. Give infants no food or drink other than breast milk, unless medically indicated.

7. Practice rooming-in—allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand.

9. Give no pacifiers or artificial nipples to breastfeeding infants.

10.  Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the 
hospital or birth center.

Source: WHO/UNICEF: Baby-Friendly Hospital Initiative: Revised, Updated and Expanded for Integrated Care [2].

Table 1. 
The ten steps for successful breastfeeding.
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The WHO [4] published an updated report to celebrate the 25th Anniversary since 
the launch of the initiative. The report provides an analysis of the current status of the 
BFHI worldwide. Among others, the report describes the global and country program 
coverage1, the current designation process as well as reasons of discontinuation of 
the program in countries that reported its termination. Results of this Report were 
derived from 2nd Global Nutrition Policy Review (GNPR2), which was distributed 
to all 194 WHO member states in 2016. The members were requested to ask a series 
of questions in relation with the implementation of the BFHI. A total of 117 countries 
completed the questionnaire included in the GNPR2. WHO also obtained informa-
tion from other sources for countries that did not respond or provided no coverage 
information to the GNPR2. The additional sources included the 2016 BFHI Network 
for Industrialized Countries, the 2014 American Health Organization survey on BFHI 
Implementation in Latin America and the Caribbean, the 2013 UNICEF Nutridash 
survey. Further, WHO conducted a series of interviews with national leaders in 
breastfeeding programs and the BFHI in order to receive additional qualitative 
information of the BFHI [4].

According to the report, 86% of the countries that completed the questionnaire 
reported that they implemented the BFHI. Overall, 71% reported that they have an 
operational BFHI program. The BFHI was introduced by almost half (48.8%) of the 
participating countries in the early 90s, whereas 11 (9.4%) and eight countries (6.8%) 
have initiated the implementation of BFHI in the period 2000–2009 and 2010–2017 
respectively. As many as 16 countries report that they had never implemented the 
program and for a further 25 countries, the year when the program was actually 
introduced is not reported [1]. Of the 78 with an active BFHI program that com-
pleted the GNPR2 questionnaire, the majority of countries (N = 61; 78%) used the 
Global Criteria for the assessment of maternity facilities in BFH-designation process. 
Twenty-one percent (n = 16) used their own national criteria. Table 2 presents some 
of the main statistics reported in the Report [4] with regard to the progress and cur-
rent status of the BFHI countries globally 25 years after the launching of the Initiative.

Table 3 reports the overall percentage of births that occurred in Baby-Friendly-
designated hospitals by each WHO region as well as the number of countries per 

1 BFHI Coverage is the proportion of births that occur in Baby-Friendly-designated maternity facilities (as 
defined by the Global Nutrition Monitoring Framework).

Year Number of countries (%)

Never implemented 16 (13.7)

< 1995 34 (29.1)

1995–1999 23 (19.7)

2000–2004 8 (6.8)

2005–2009 3 (2.6)

> 2010 8 (6.8)

Unknown year 25 (21.4)

Source: WHO [1], National Implementation of the Baby-Friendly Hospital Initiative.

Table 2. 
Number of countries that reported implementation of the BFHI by year of introduction.
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region on the basis of BFHI coverage (e.g. None through to >50% of births occurring 
in BFH). Overall, BFHI coverage was estimated at about 10%, ranging from less 
than 5% in Africa and Southeast Asia to 36% in the European region [4]. However, 
significant between-country variability is observed, even within the European region. 
Only 12 (out of 47) countries in the WHO European region report that births in baby-
friendly-designated hospitals exceed 50%, whereas as many as 16 countries report of 
no BF-designated facilities.

Among the participating countries, only 64 have reported that the “10 Steps for 
Successful Breastfeeding” have been incorporated into national policies or strategies. 
Only 39 countries (50%) reported having developed a reassessment process. Most of 
those (N = 21) reassessed the BF maternity facilities less frequently than 5 years and 
only 14 countries reported that they reassess facilities every 5 years [4].

In 2016, 23 countries reported that they had terminated the implementation of the 
BFHI. Among those, eight countries ceased its operation before 2005, seven countries 
stopped the use of the program during the period 2006–2010 and five stopped its 
implementation within the last 5 years [4]. The most frequently reported reason 
of BFHI program cessation was the termination of external funding (given by 12 
countries), followed by the lack of human resources (given by seven countries), and 
lack of political interest (given by eight countries). Other reasons mentioned were the 
termination of governmental funding (given by five countries) and resistance from 
hospitals or healthcare system (given by five countries). The least common reasons 
included merging with other programs, lack of advocacy, lack of monitoring and 
non-adherence of the ICMBS [4].

4.  Evidence on the degree of implementation of the “10 steps”  
and association with breastfeeding

While the original development of the 10 steps was based on clinical experience 
and good public health practice rather than research evidence in terms of their impact 
in influencing breastfeeding behavior and outcomes [1], there has been plenty of 
research evidence since to support the positive association (in observational studies) 

Area % of Births No of countries on the basis of % BFHI coverage

None < 20% 20–50% > 50% Total

Africa 4 15 13 5 2 35

Americas 13 10 16 1 3 30

Easter 
Mediterranean

17 8 8 4 1 21

Europe 36 16 9 10 12 47

Southeast Asia 3 5 4 0 2 11

Western Pacific 11 9 7 4 4 24

Total 100% 63 57 24 24 168

Source: WHO [1] National Implementation of the Baby-Friendly Hospital Initiative.

Table 3. 
Percentage of births that occur in facilities BF-designated maternity facilities by WHO region and number of 
countries on the basis of the % BFHI coverage.
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and/or effectiveness (in intervention studies) of the adherence to BFHI’s 10 Steps to 
Successful Breastfeeding on BF outcomes.

4.1 Degree of implementation of the “10 steps”

Generally, studies conducted to evaluate the impact of Baby-Friendly accredited 
hospitals demonstrated higher breastfeeding initiation and longer breastfeeding dura-
tion [5–7]. However, suboptimal implementation of the “10 Steps” has been reported 
in many countries worldwide [8–12].

Recording and assessment of the current situation in relation with the implemen-
tation of the “10 Steps” in maternity facilities is usually done at a unit level (by the 
answers provided from the heads/managers of the facilities) and less frequently from 
the perceived assessment of the facility personnel [13, 14]. The number of studies 
conducted to investigate the implementation of the Steps through the experiences of 
mothers seems to be relatively limited [14, 15].

The Maternity Experiences Survey in Canada [12] is one of the largest studies 
in the literature that assessed the implementation of the 10 steps based on the self-
reported experience of a nationally representative sample of over 8000 women, who 
gave birth during 5–14 months prior to the study. The study reported that the imple-
mentation of the 10 steps was fragmented with highest degree of implementation for 
Step 3 (information about the benefits and management of breastfeeding) and Step 
10 where as many as nine out of 10 mothers were given information about where to 
seek help and support after discharge from the hospital. On the other hand, only one 
in three mothers experienced skin-to-skin and 44.4% reported that their infant was 
given a pacifier or a soother within the first week after birth. In a Greek study with 
the participation of 312 mothers, the majority of the participants (90%) reported that 
their babies were fed with formula whereas only 3% initiated BF within 1 hour. About 
66% of mothers reported rooming-in during their stay in the hospital, of whom all 
gave birth in a public hospital [9].

4.1.1 Evidence from observational studies

There have been numerous studies from several parts of the world during the 
last decades that have looked at the association of either the overall implementation 
(e.g. comparing BF-designated and non-BF-designated hospitals) or partial/select 
implementation of the 10 steps on BF initiation, duration and exclusivity. Overall, the 
findings of these studies have consistently demonstrated positive associations of the 
baby-friendly maternity practices on breastfeeding outcomes.

4.1.2 BF rates in BF-designated and non-BF-designated maternity facilities

This subsection provides evidence of the effect of the BF designation to mater-
nity care facilities (overall effect of the 10 Steps to Successful BF) on BF outcomes. 
Studies commonly either compared BF and non-BF-designated maternity care 
facilities [6, 16] or compared changes in select breastfeeding indicators pre- and 
post-introduction of BF certification [17].

A study [17] that assessed EBF before and after the implementation of the BFHI in 
a University hospital in Turkey, found that there was a 1.5-fold increase in BF duration 
with a mean of 21.17 (SD: 0.42) months in the after BFHI group compared to 17.83 
(SD: 0.6) months in the pre-BFHI group. Even though the authors found higher EBF 
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rates during the post-BFHI implementation period, the differences were not statisti-
cally significant.

In a survey conducted in all Scottish maternity clinics with the inclusion of 
464,246 records of infants born during the period of 1995–2002, mothers who gave 
birth to a Baby-Friendly Hospital were about 28% more likely to initiate breastfeeding 
within the first week after birth after controlling for the potential effect of confound-
ers [6]. Similar findings have been reported in other studies in terms of initiation 
[6, 18]. However, unlike breastfeeding initiation, evidence with regard to overall 
BF duration is conflicting. Whereas several studies have shown a positive effect on 
BF duration [7, 19], a number of studies did not identify a positive association with 
longer duration of breastfeeding [16]. For instance, in the Millennium Cohort study 
in UK with the participation of 17,359 mother-infant dyads from 248 maternity care 
facilities (of which 14 were BF-designated) higher breastfeeding initiation rates were 
reported in accredited BFHI hospitals. Nevertheless, this difference was no longer 
evident by the first month (adj RR: 0.96 95% CI: 0.84, 1.09).

In a different study from the US, with the participation of 29 of a total of 32 
BF-designated hospitals, mean breastfeeding initiation rates were significantly higher 
in comparison to the overall US BF initiation rates (83.8% vs. 69.1%). In addition, 
mean EBF initiation rates were almost twice higher than the national EBF rates 
(78.4% vs. 46.3%). Interestingly, the study identified existing inaccuracies in EBF 
definitions as well as the lack of EBF data recording even in BF-designated hospitals. 
Only 16 BF hospitals (out of 29 that participated in the study) kept a record of EBF 
data, and of those only nine reported using the WHO definition for EBF (only breast 
milk). Six hospitals considered infants to be EBF, even they have also received sugar 
water for medical reasons and one hospital defined EBF on the basis of maternal 
perspective on supplementation i.e. infants fed with formula or sugar water for medi-
cal reasons were also considered as EBF. According to the hospitals’ responses, Steps 
3 (Prenatal Information), 6 (only BM) and 9 (no use of pacifier or other teats) were the 
most difficult to implement. Only a very small number of hospitals, specifically four 
out of 29, reported no problem on the implementation of the 10 Steps [20].

Implementation of the BFHI also appears to have a positive effect on BF rates in 
NICUs. Based on extracted data from medical records of infants born and admitted in 
the NICU of a BF-hospital designated in the USA, in [19]. BF outcomes were com-
pared before the initiation of the procedure for the designation and after the hospital 
received the certification. The study reported that both BF and EBF initiation as well 
as duration during the first 6 weeks increased significantly.

4.1.3 Association between the 10 steps and BF outcomes

In a population-based study in the USA, in [21], the five practices that exhibited 
the strongest association with BF duration within the first 16 weeks independently 
of maternal socio-economic status, were: (1) initiation of BF within the first hour, 
(2) only breast milk (exclusive BF), (3) rooming-in, (4) no use of pacifier and (5) 
BF support after discharge. No association was found between the maternity prac-
tices that refer to Hospital staff providing support and information to mothers on 
breastfeeding (information given on BF (step 3); Help given on how to BF (Step 5); BF 
on Demand (Step 8); No gifts or samples of BF substitutes (ICBS)), suggesting that the 
type of information and support might not differ. On the contrary, BF duration was 
higher among mothers that experienced the following steps: BF within the first hour 
after birth (Step 4); only BM while in the maternity clinic (Step 6); Rooming-in (Step 7); 
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No use of a pacifier (Step 9) compared to those that they did not. When the effect of 
the implementation of the five maternity practices was investigated on the basis of 
their socio-economic status (defined as mothers whose incomes <= 185% of the pov-
erty level and those whose incomes were > 185 the poverty level), low-income moth-
ers reported higher BF rates between 1 and 14 weeks among those that experienced 
all five maternity clinics compared to those that did not (65% vs. 46%). For mothers 
above >185 the poverty level, BF rates among those that experience all maternity 
practices were significantly higher than those that did not between 9 and 12 weeks  
(at 12 weeks: 82% vs. 70%).

In a longitudinal study (Infant Feeding Practices Survey) conducted in the USA 
[22], five indicators were measured, thought to negatively affect breastfeeding 
outcomes to reflect the lack of implementation of good maternity care practices as 
described in the 10 steps, namely late BF initiation, introduction of supplementation, 
not rooming-in, not breastfeeding on demand, use of pacifiers. These were directly 
assessed by mothers who initiated breastfeeding during their stay in the maternity 
clinic and expressed the intention to BF for at least 2 months during pregnancy. The 
findings suggested a clear dose-response relationship between maternity practices 
and the risk of BF discontinuation before the first 6 weeks of birth. In fact, the 
fewer the number of “good practices” the mothers experienced during their stay, the 
higher the risk of BF discontinuation. Specifically, mothers who reported that they 
did no experience any of the maternity practices were nearly eight times more likely 
to discontinue BD prematurely by comparison to those who reported experienced 
all of the above five practices/steps (adjOR: 7.7; 95% CI: 2.3–25.8). When each “bad 
practice” was assessed separately, three of the five steps appeared to be more strongly 
associated with shorter BF duration; late BF initiation, supplementation and no BF on 
demand. After adjustment for other variables, late BF initiation and supplementation 
were identified as the stronger risk factors of early BF discontinuation. Mothers who 
experienced none of the maternity practices were about seven times more likely to 
discontinue BF within the first 6 weeks in comparison to those experienced all five 
practices. Among the factors that were found to be independently associated with 
discontinuation of BF before the sixth week were Initiation of breastfeeding (adj OR: 
1.6; 95% CI: 1.1–2.3); formula supplementation (adj OR: 2.3; 95% CI: 1.5–3.3) and not 
BF on demand (adj OR: 1.2; 95% CI: 0.8–1.7). On the other hand, pacifier use (adj OR: 
1.0; 95% CI: 0.7–1.4) and rooming-in (adj OR: 1.1; 95% CI: 0.8–1.7) were found not to 
be associated with BF discontinuation.

While there is clear evidence to suggest that the use of supplementation is one of 
the strongest independent risk factors of exclusivity as well as shorter BF duration 
in general, it has been suggested that even baby-friendly-designated hospitals fail to 
achieve its implementation. The Baby-Friendly requirement that the maternity clinics 
have to pay for the infant formulas, especially in countries that hospitals receive 
formulas from the companies for free, increases significantly the maternity clinics’ 
expenses and becomes a barrier to the adherence of Step 6 (Only BM) [5].

A Swiss study [23] also confirmed the positive association between the imple-
mentation of BFHI and exclusivity as well as longer breastfeeding duration. While an 
improvement in BF and EBF rates was observed after accreditation of hospitals with 
the baby-friendly designation during 1994–2004, the authors observed significant 
variability in EBF rates as well as the degree of meeting the BFHI criteria, even among 
hospitals that acquired the designation. In the study, the authors reported that the 
strongest associations with shorter BF duration were observed in terms of formula 
supplementation in the maternity facility. Moreover, the introduction of other liquids 
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(not formula supplementation) was also associated with early cessation of BF. BF 
within the first hour after birth, full rooming-in, breastfeeding on demand and no use 
of pacifiers was shown to be associated with longer BF and EBF duration.

A survey in Brazil [24], as part of an immunization campaign, included 65,936 
infants younger than 1 year of age and examined the association of the implementa-
tion of Baby-Friendly practices on breastfeeding outcomes. A higher proportion of 
mothers who delivered in a Baby-Friendly Hospital were more likely to experience the 
10 steps. The experience of the 10 steps was shown to have a positive association with 
the duration of EBF up to the sixth month. Similar findings are confirmed by a series 
of studies from other countries [25, 26]. It has been suggested, however, that mothers 
who intend to BF longer or exclusively are more likely to choose to give birth in a Baby-
Friendly hospital and are more willing to comply with the 10 Steps; hence, to some 
extent to which the observed differences represent a selection bias is not clear [26].

In any case, there is evidence to suggest that any effect is likely to be cumulative 
as the more “good practices” mothers experience the more likely they are to achieve 
EBF intentions [27]. Findings from the Infant Feeding study II in the USA suggest 
that experiencing all six practices investigated [Initiate BF within 1 hour after birth 
(Step 4); only breast milk (Step 6); Rooming-In (Step 7); BF on Demand (Step 8); Use 
no Pacifier/Teats (Step 9); Provide information on how to seek support after discharge 
(Step 10)] increases the odds of achieving the mother’s intended duration of EBF by 
nearly three times in comparison to experiencing none or only one [27]. Furthermore, 
compared to mothers who experienced all six baby-friendly practices, mother that 
had not experienced any of the practices were at 13 times greater risk to discontinue 
any BF [8]. As additional baby-friendly practices were implemented, a stepwise 
decrease of the risk was observed, suggesting a dose–response relationship between 
the number of the Steps and breastfeeding. Using logistic regression analysis in order 
to implement mutual adjustment between the maternity practices [(BF initiation 
within 1 hour (Step 4); only BM given (Step 6), Rooming-in (Step 7), BF on Demand 
(Step 8); No pacifiers given (Step 9); Provide information on BF (Step 10) as well as to 
adjust for several socio-demographic factors (e.g. child gender, household income, 
marital status, parity, maternal education) and behavioral and attitudinal factors [e.g. 
number of friends and relatives who breastfed, maternal prenatal intentions to work 
after birth, prenatal attitudes toward BF (i.e. formula as good as BM)], the authors 
identified the three practices with the strongest positive association with BF outcomes 
in the first 6 weeks period after birth. These are: BF initiation within 1 hour, only 
breast milk given and no pacifiers or other soothers.

Another study [28] conducted in four Public hospitals in Hong Kong with a sample 
of 1242 mother-infant pairs investigated the effect of six maternity practices on 
breastfeeding duration up to the first month after birth. The maternity practices not 
investigated were: Have a written BF policy (Step 1), Train health workers to implement 
the policy (Step 2), Inform all pregnant women about the benefits and management of BF 
(Step 3) and Support mothers on how to BF (Step 5). Mothers who did not experience 
any of the good maternity care practices were about three times more likely to initiate 
weaning within the first 8 weeks (AdjOR: 3.13; 95% CI: 1.41–6.95). In order to identify 
the practices that are more strongly associated with successful breastfeeding out-
comes, the authors performed a multivariable analysis. Only four of the six maternity 
practices investigated were associated with BF discontinuation at 8 weeks after 
adjustment for socio-demographic factors, mode of birth, return to work and other 
breastfeeding support factors. These are early BF initiation within 1 hour after birth 
(AdjOR: 0.65; 95% CI: 0.51–0.83), only breast milk (AdjOR: 0.47; 95% CI: 0.35–0.63), 
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no use of a pacifier (AdjOR: 0.66; 95% CI: 0.53–0.83), breastfeeding information and 
support (AdjOR: 0.67; 95% CI: 0.52–0.88). The study did not find any association 
between rooming-in (AdjOR: 1.13; 95% CI: 0.89–1.43) and breastfeeding on demand 
(AdjOR: 1.01; 95% CI: 0.78–1.31) and BF duration. When in the multivariate model, 
breastfeeding support variables (whether the mother BF as an infant, previous BF 
experience and paternal preference to BF) were also included, only EBF while in 
hospital stay (Step 6) was associated with BF duration.

It has to be noted that the majority of studies operationalize the extent to 
which the “10 steps” have been implemented based on self-report of the mothers. 
Furthermore, even though the set of good practices refers to 10 items, the first two 
items (i.e. written policy and education of maternity clinic staff) are almost always 
never included in the investigation since these are clinic-level rather than individual-
level variables and, unlike other steps (for example, breastfeeding within 1 hour of 
birth, rooming-in, breastfeeding on demand and so on) cannot be reported by the 
participating mothers in the form of self-reported experience.

A prospective study by Pincombe et al. [11] with a sample of 317 primiparous 
mothers in Australia followed for the first 6 months after birth found that the use of 
formula supplementation, the use of pacifier/dummy or nipple shield and, interest-
ingly, breastfeeding on demand while in the hospital were associated with shorter 
duration of breastfeeding. After adjusting for different socio-demographic factors, 
“breastfeeding on demand” remained positively associated with early initiation of 
weaning (adjHR: 1.71; 95% CI: 1.03–2.86). The authors concluded that the surprising 
association between breastfeeding on demand and shorter duration of breastfeeding 
was confounded by other factors such as higher self-efficacy, smoking less, education 
level, type of birth delivery [11].

Even though studies have varied in terms of their study design (set of steps 
included in the investigation, breastfeeding outcomes, length of follow-up and so 
on), it appears that the most consistent, and perhaps non-surprising, association with 
early discontinuation of exclusive breastfeeding is the provision of other non-breast 
milk liquids while at the clinic [11, 27], especially formula supplementation [29–31].

A US national study [32] examined the effect of the implementation of the 10 
Steps for mothers to achieve their intention for EBF duration in primiparas and 
multiparas separately. For primiparas, four maternity practices were associated with 
BF intention: only breast milk (not other supplement) (adjOR: 4.4; 95% CI: 2.1–9.3), 
providing information on community BF support resources (adjOR: 2.3; 95% CI: 
1.1–4.9); health support for BF initiation (adjOR: 6.3; 95% CI: 1.8–21.6); no use of 
pacifier (adjOR: 2.3; 95% CI: 1.1–4.4). For multiparas, only breast milk (adjOR: 8.8; 
95% CI: 4.4–17.6) and support of BF on demand (adjOR: 3.4; 95% CI: 1.7–6.8) were 
the only maternity services that were statistically significant with the fulfillment of 
the maternal intention of EBF duration.

4.2 Evidence from intervention studies

The majority of studies assessing the association between the implementa-
tion of the “10 steps” and breastfeeding outcomes in the published literature are 
observational. This was also the conclusion of a systematic review on the subject 
[33]. Of 58 reports identified in their review, nine were based on three randomized 
controlled trials. The rest of the studies were quasi-experimental designs (N = 19), 
prospective studies (N = 11) and cross-sectional or retrospective (N = 19). Even 
so, the authors concluded that adherence to the Ten Steps has a positive impact on 
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short-term, medium-term and long-term breastfeeding outcomes with a dose-
response relationship between the number of steps and the likelihood of improved 
BF outcomes. Interestingly, they also concluded that community support (step 10) 
appears to be essential for sustaining any impacts of the BFHI in the long term. The 
lack of intervention studies is not surprising due to the nature of the intervention and 
the pragmatic difficulty in randomizing units to BFHI. It is more likely that studies 
apply observational designs either in the form of descriptive comparative designs i.e. 
comparing maternity units that have implemented the BFHI to control facilities [34] 
or pre-post quasi-experimental designs [35, 36]. These studies have been discussed in 
the section above alongside the observational studies with a survey study design.

The first intervention study was the seminal and most well-cited to date PROBIT 
study in the Republic of Belarus [34]. This was a cluster randomized trial. The 
study investigated the effectiveness of BFHI by randomly assigning 31 hospitals to 
either the BFHI intervention or control arm. During the study period, as many as 
17.046 mother-infant dyads were included in the data analysis. The prevalence of 
Breastfeeding and Exclusive Breastfeeding was measured at 3, 6, 9 and 12 months. 
The study found a higher prevalence of BF in the maternity clinics in the interven-
tion arm compared to the control arm at the third (72.7% vs. 60%; adjOR: 0.52, 95% 
CI: 0.40, 0.69) and sixth month of follow-up (49.8% vs. 36.1%; adjOR: 0.52, 95% 
CI: 0.39, 0.71). Furthermore, the study showed differences between intervention-
control arm at longer follow-up periods. The breastfeeding prevalence at 9 months 
among the group of women who delivered in a BFHI hospital (intervention arm) was 
36.1% in comparison to 24.2% among mothers who gave birth in the control hospitals 
(adjOR: 0.51, 95% CI: 0.36, 0.73). At 12 months, the prevalence of BF was 19.7% in 
the intervention group compared to 11.4% in the control group (adjOR: 0.47, 95% CI: 
0.32, 0.69).

The study demonstrated that the effectiveness of the implementation of the BFHI 
on improving breastfeeding was not short-lived since differences between interven-
tion and control arms were observed both in the short term as well as the long term, 
and up to a period of 12 months after birth. Furthermore, the study found that 
the effect was not just restricted to a higher likelihood and longer duration of any 
breastfeeding, but also showed a significant effect of the intervention on exclusive 
breastfeeding. The proportion of mothers exclusively breastfeeding at 3 months 
was seven times higher in the experimental group than the control group (43.3% vs. 
6.4%; p-value<0.001) and more than 12 times higher at 6 months after birth (7.9% 
vs. 0.6%; p-value = 0.01). Of course, it should be noted that even though there was a 
statistically significant effect of the intervention on the likelihood of breastfeeding at 
6 months after birth (49.8% vs. 36.1% in the control group), as well as the likelihood 
that this is exclusive by comparison to the control group, the prevalence of mothers 
who exclusively breastfed at 6 months was quite low even in the intervention arm 
(7.9% vs. 0.6%). This finding is not surprising since recommendations for EBF are for 
6 months.

The other two intervention studies identified by a review [33] were conducted 
in Brazil. However, the aim was not to assess the BFHI 10 steps as a pack, but certain 
aspects of it. In a study [37], following training of the maternity care staff in the 10 steps, 
mothers were randomized to receive 10 postnatal home visits (step 10). The authors 
found that strengthening step 10 had a significant positive impact of the intervention on 
the prevalence of exclusive and any breastfeeding. Taddei et al. [35] randomly assigned 
eight hospitals in Brazil to Ten Steps training or to continue the standard of care but did 
not find an impact of the training of the staff on breastfeeding duration.
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A quasi-experimental study [36] was conducted in the USA with the participa-
tion of 13 hospitals that received BF accreditation before 1999 or became accredited 
during the period 1999–2009 (participants = 11,723) and 19 non-BF-designated 
matched hospitals (participants = 136,040). Matching was achieved by identifying 
the Baby-Friendly maternity facility’s “nearest neighbors,” determined by calculating 
the Euclidian distance between standardized values of pairs of observations. These 
were the number of births as a proxy for the size of birth facility, the proportion of 
white mothers and the proportion of mothers with high education. Even though 
the study did not find an overall difference between the BF and non-BF-designated 
hospitals, the study reported a differential effect of the intervention in terms of edu-
cational attainment. In fact, the study recorded an increase of 3.8% in Breastfeeding 
initiation rates in designated Baby-friendly hospitals (adj coef = 0.038; 95% CI: 0.00, 
0.08) and of 4.5% in EBF for 4 months or more (adj coeff = 0.045; 95% CI: 0.01, 
0.08) for only among mothers of lower educational attainment. This is due to the fact 
that mothers with higher maternal education are more likely to be aware of the BF 
accreditation and thereafter choose to give birth in Baby-friendly hospitals. On the 
contrary, BF accreditation might help to reduce the effect of socio-economic dispari-
ties and therefore reduce the gap of health inequalities. Similar were the findings by 
Sherburne-Hawkins et al. [38] with the participation of a smaller number of BFHI 
(n = 4, participants = 915) and non-BFHI hospitals (n = 6, participants = 1099) with 
an increase of 8.6% in Breastfeeding initiation rates in designated Baby-friendly hos-
pitals (adj coeff: 0.086; 95% CI: 0.01–0.16) only among mothers of lower educational 
attainment. Also, for each additional BF maternity practice, there was an increase in 
BF initiation (adj coeff, 0.146 [95% CI, 0.13–0.16).

5. Summary

For over two decades, the “10 Steps” have been the cornerstone of national and 
international policies and strategies for the promotion, protection and support of BF. 
However, adherence to the “10 Steps” is suboptimal [10, 12, 22]. In fact, it seems that 
the maternity care practices which are more consistently associated with a positive 
impact on BF [22] appear to be the least implemented, such as the practice of early 
initiation of breastfeeding in skin-to-skin position and no use of a pacifier [12].

The literature that supports the beneficial effects of the adherence to the BFHI on 
BF outcomes, and specifically “good maternity care practices” in the model of the “10 
Steps,” is extensive. Observational and intervention studies have assessed the impact 
of implementation of the “10 Steps” on BF outcomes and have consistently shown 
positive effects on BF initiation, duration and exclusivity. The effect of the “10 Steps” 
is also apparent in the reduction of social inequalities in BF.

However, evidence of the individual effect of the “10 Steps” on BF outcomes is 
conflicting. While the implementation of specific maternity care practices has been 
consistently associated with BF outcomes, evidence is not as consistent or clear-cut 
for others. For example, immediate and longer skin-to-skin has been associated 
with higher BF initiation rates [39] as well as longer EBF and BF duration [40, 41]. 
Similarly, implementation of Step 9 (no pacifiers) has been acknowledged to be asso-
ciated with longer BF [42–44] and EBF duration [45]. However, pacifier use might 
represent an outcome of a rather complex maternal behavior which is difficult to 
pinpoint. For instance, mothers who do not intent to breastfeed, encounter lactation 
problems or decide to discontinue BF are more likely to introduce a pacifier as a result. 
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Thus, the direction of the association between pacifier use and breastfeeding is not 
clear. In relation to Step 3 (education in the prenatal period), evidence on the effect 
of breastfeeding initiation and duration is also not clear. While a number of studies 
suggest a beneficial effect of prenatal information on BF outcomes, others do not [21]. 
The type and nature of the interventions seem to influence the effectiveness of Step 3 
on BF outcomes.

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 
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Focused Mother-Infant Group 
Program: Mother-Baby Nurture
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Abstract

Mother-Baby Nurture is an innovative group program that focusses on strengthening 
the mother-infant relationship through enhancing reflective capacity within mothers 
and their infants. We describe the unique combination of the features that are central to 
this program and present comparisons with other early parenting interventions. Infancy 
is a unique period of acute developmental vulnerability and dependence on a care-
giver. As the caregiver is the critical regulator between infant and their environment, 
disturbances in the caregiver-infant relationship have heightened potential to interfere 
in the infant’s developmental trajectory and lifelong wellbeing. Mother-Baby Nurture 
is a 10-week targeted group program that is currently being implemented in Western 
Australia, for infants and their mothers experiencing relational or emotional distress. 
This program provides an emotionally containing space for a mother and her infant to 
explore mental states. We foster curiosity in the thoughts, feelings, and behaviour (of 
the baby, the mother, and others), as well as reflection on attachment relationships (past 
and present). This therapeutic approach shares common ground with parent-infant 
psychotherapy and mentalization-based treatment, and is informed by attachment 
theory and the neurobiological science of infant development.

Keywords: Mother-Baby Nurture, group, infant, mother, relationship, parenting, 
mentalization-based treatment

1. Introduction

Early infancy, more than any other time in the human lifecycle, is a time of 
unprecedented developmental capacity and vulnerability. During this time, experi-
ences powerfully influence brain architecture and subsequently provide the founda-
tion for all future learning [1, 2]. Adverse early experiences during the formative 
months of infancy, if not addressed, can have lifelong consequences for the develop-
ing person [3] and can be transmitted the next generation [4]. A critical experience 
during infancy is the relationship with caregivers, and for most infants the relation-
ship with their mother is particularly influential.
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In 1940, Winnicott declared “there is no such thing as an infant [on his or her 
own]”, the infant exists “as a unit” in relationship with a caregiver [5]. Bowlby [6] 
described how ideally, the caregiver-infant relationship provides the infant with a 
secure base from which they can explore the world and return to have their needs met. 
A central means by which a parent influences the security of their relationship with 
their child is the capacity of mentalizing [7]; also referred to as reflective function-
ing [8]. Parental mentalizing helps the infant to make sense of their ‘self ’ and their 
external world, as the caregiver provides a conduit for sharing, understanding, and 
regulating internal mental states including thoughts, feelings, longings, and desires. 
The capacity to mentalize and provide this secure base for the infant may be distorted 
or enabled by the caregiver’s organisation of their own past childhood experiences of 
their caregivers, that informs their internal working model [9]. The transmission of 
secure infant-caregiver attachment across the generations provides the context for 
optimal psychological, social and emotional development of the infant, and is predic-
tive of future social-emotional and cognitive functioning throughout the early years 
and into adulthood [10, 11]. This premise, that social, emotional and cognitive devel-
opment during infancy occurs within the context of the infant-caregiver relationship, 
is an anchor point for the field of infant mental health [12], psychodynamic early 
intervention [13], and the central rationale behind Mother-Baby Nurture (MBN).

We provide a description of the MBN program and the nuanced role of the group 
facilitators. Following this is a discussion of the key distinguishing concepts at the 
heart of MBN: the importance of early relational experiences, infant as participant, 
the group as a containing space, and enhancing mentalizing [14]. The outcomes 
anticipated for the mother and for the infant are reflected upon. In this discus-
sion paper, caregivers are described as ‘she’, and for ease of reading, infants will be 
described as ‘he’.

2. Description of Mother-Baby Nurture program

Mother-Baby Nurture is a brief reflective group program for mothers and their 
infants (0–6 months of age) facilitated by two infant mental health clinicians over 
a 10-week duration in a community setting. Weekly 2-hour sessions take place with 
the facilitators and six mothers forming the outer circle, with babies held in mother’s 
arms or within reach on baby rugs in the circle centre. It is an experiential group, 
where the pace is slow and spacious, and responsive to the felt needs of the babies 
and their mothers. Together, we agree on group guidelines to help create a safe space, 
where mothers and babies are invited to take time getting to know one another. There 
are predictable weekly rituals that invite curiosity, observation, and reflection. These 
include the mother-baby check-in, watch-with-wonder, infant observation time, 
nursery rhymes, and the use of imagery, metaphors, poetry, and music. The rituals 
are offered as gentle entry points for reflective discussion. Dedicated attachment-
relationship themes are introduced and explored in an effort to bring to mind past 
and present patterns of relating. Reflecting on mother-infant interaction helps to 
illuminate patterns of relating that may not have been previously noticed or thought 
about. Throughout the group, the infants’ communications are welcomed, held in 
mind, and responded to, which significantly shapes the content and pace of the group 
process.

The primary intervention aim of MBN is to strengthen the mother-infant rela-
tionship. A central strategy to improve the relationship and infant outcomes is to 
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foster and strengthen the mother’s mentalizing capacity. A secondary strategy of the 
program is the reduction of symptoms of maternal postnatal depression and anxiety 
as well improving the mothers’ parenting confidence and feelings of attachment with 
their infant [15].

We acknowledge that every family exists within the context of broader caregiving 
systems, with unique family, community and cultural expectations and structures 
[16]. Issues highlighted in the mother-infant relationship may also be relevant to 
father-infant relationships or other caregivers and family system level relationships 
[17, 18], although these dynamics are beyond the scope of this paper. In response 
to community demand, this program has been adapted for the unique needs of 
Aboriginal, culturally and linguistically diverse as well as adolescent mothers and 
their families. Presently, MBN is provided at ten locations across Western Australia, 
delivering 40 10-week groups per year, servicing approximately 240 vulnerable 
families every year.

2.1 Role of the MBN facilitators

Facilitators are recruited from different disciplines including psychology, social 
work, counselling, midwifery, and other relevant fields of allied health. Each 
facilitator has undertaken a three-day manualised MBN training process [14] and 
participates in ongoing monthly reflective supervision. Each group has a lead and 
co-facilitator, and over time through the process of mentoring, the co-facilitator 
may become the lead facilitator when the opportunity arises. Reflective supervision 
is a vital ingredient when working with young children and their caregivers in the 
shared exploration of the emotional content [19, 20]. Reflective supervision offers an 
emotionally containing relationship that mirrors the role of the facilitator with the 
mothers; this is vital to keep the thinking and feeling alive on behalf of the group. The 
main focus of this supervision is “the shared exploration of the emotional content of 
infant and family work as expressed in relationships between parents and infants, 
parents and practitioners, and supervisors and practitioners” [21, p. 63].

The role of the MBN facilitators is to create an emotionally containing environ-
ment for the mothers and infants while making mentalizing explicit through main-
taining a stance of curiosity and reflection. The facilitator holds the baby in mind as 
a separate being whose experience and behaviours are meaningful while holding the 
mother’s experience, even though these may seem intolerable or distorted at times 
[22]. To sufficiently hold the powerful projections and primitive processes in the 
mother-baby group, two facilitators are recommended [23].

The facilitators narrate their observations aloud in the group, at times making 
sense of differences of perspective, modelling not knowing the other’s mind as well 
as sharing co-joint intent to work together to support group members [24, 25]. There 
may be minor misunderstandings and differences in the facilitator’s perspectives, and 
these distinctions are talked about to model “good enough” parent relationship to the 
mothers. Facilitators may stop and rewind, slow the pace or seek clarification in an 
effort to reflect upon a shared moment when a member responds in a particular way. 
Emotional reactions are noted; sometimes explicitly identified and explored, perhaps 
acknowledged and explored at a later time, or simply noted for facilitators’ shared 
reflection after the group. We acknowledge and celebrate moments of attunement 
and delight as well as offering a kind and curious presence in moments of distress and 
mis-attunement. As the facilitators work together in an unhurried pace, thinking aloud 
about the affects and processes encountered in the group, whilst holding each member 
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in mind, they attempt to embody the qualities found in a collaborative parenting 
model for the members to experience [23]. Facilitators work together to support one 
another to develop a reflective stance and to help provide a clearer lens to observe group 
processes and model mentalizing as a way of being together. In addition, co-facilitation 
can represent alternate perspectives, such as a father’s experience or other siblings [23].

On becoming a mother, a woman’s relationship with her own mother may be 
thrown into sharp relief, with mixed and often ambivalent feelings surfacing unex-
pectedly. In the MBN group setting, the facilitators may find the mothers relating to 
them in ways that echo these ambivalences. By maintaining consistent, thoughtful, 
compassionate, and accepting stance, facilitators offer a potentially new experience for 
mothers where these qualities may have been longed-for but not experienced in their 
relationship with their own caregivers. Once experienced, these mothers may become 
able to draw on an internal representations of a ‘good grandmother’ [26] facilitator to 
help contain and make sense of thoughts and feelings in a new and enriched way.

3. Key distinguishing concepts of MBN

There are four key concepts that we have identified as underpinning the Mother-
Baby Nurture model: early relational experiences matter, infant as participant, the 
group as a containing space, and enhancing mentalizing.

3.1 Early relational experiences matter

The first six months post birth is a time of profound transition for both infant 
and mother. It is a highly sensitive period in the newborn infant’s neurobiological 
development whereby exposure to early stressful experiences (such as an emotion-
ally dysregulated mother) may alter the developing hypothalamic pituitary adrenal 
(HPA - stress response) system, sensitising the individual to future stressful life 
events and psychopathology [27]. It is also a vulnerable period of neuropsychological 
development where repeated relational experiences between mother and infant, over 
time accumulate to inform the infant’s internal working model, shaping the patterns 
of attachment behaviour in response to the mother [2, 28]. The quality of these early 
attachments is understood to contribute significantly to a child’s long term socio-
emotional development [29].

Described by Stern [26] as the “motherhood constellation”, the presence of the 
infant typically activates the mother’s attachment system, preoccupying the mother’s 
mind and body with the survival and nurture of her baby. It can be an intense period 
of psychological reorganisation that may involve reshaping of the mother’s perceived 
role, identity, internal working model and attachment patterns. These formative early 
months of motherhood can be a time of significant foment, evoking reflections on 
past and present attachment relationships precipitating surprising and strong affec-
tive responses to “ghosts” from the past [30] as well as more positive “angels” [31]. 
Being a new experience, the mother’s thoughts and feelings towards her newborn 
baby and her new caring role are less established and likely to be more flexible. The 
mother’s patterns of behaviour are still in formation and responses are not yet predict-
able and anticipated, allowing opportunity for flexibility and change. Consequently, 
the MBN program is offered within the first six months post birth to seize this 
opportunity of flexibility in the mother-infant dyad.
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3.2 Infant as participant

From birth, the infant has capacity for primary intersubjectivity; to be engaged 
as a person in their own right [32, 33]. More so, the infant’s subjective sense of self is 
actually dependent on the quality of the interactions with those they relate to [33]. 
Engaging the mother in isolation misses an opportunity to directly contribute to the 
infant’s development, the quality of the mother-infant interactions and the promo-
tion of infant mental health [34]. Paradoxically due to neuroplasticity, the vulnerable 
infant is the most receptive and adaptive member in the dyad, making them a potent 
agent of change in the relationship. Stirred by the enlivened infant, the mother’s 
attachment systems can be activated, creating opportunity for reorganisation of 
internal representations, role and emerging attachment patterns [26], as well as 
inhibiting disorganised attachment in infants [35].

During the MBN group, facilitators express curiosity and interest in the infant’s 
experience, marking moments of brief exchange with curiosity and delight, which 
serve to legitimise the infant’s experience. This sensitive and responsive exchange 
over time, supports the infant’s developing sense of self and capacity to regulate 
emotions [36]. For example, while holding the infant’s gaze and providing marked 
mirroring of the baby’s expression the facilitator may say, “I wonder what you might 
be feeling as your mother shared that story? I think it makes your mummy feel 
sad; does it make you feel sad too?” The embodied act responding to the infant and 
holding him in mind as a thinking, feeling being is a central aspect of MBN. Such 
interventions support the mother’s capacity for perspective-taking, beyond her own 
experience and adult concerns, to consider the perspective and experience of her 
infant [37].

As we (facilitator, mother, and group) practice holding a reflective stance, won-
dering aloud about the baby’s efforts and shared moments of meeting, we consider 
how the infant’s external behaviour is informed by his internal experiences. We 
acknowledge times when the infant and mother share joyful moments, as well as 
acknowledge (without judgement) shared moments of uncomfortable affect. The 
infant serves as the ‘honest’ member of the dyad, enacting feelings that are shared but 
not necessarily expressed by the mother [38, 39].

Infant-focused moments occur spontaneously, as well as formally through a 
weekly group practice derived from the Irish Gaelic definition of curiosity, ábhar 
le ionadh, which translates “to watch with wonder” [40]. Mothers quietly watch 
their baby, invited to wonder about what the infant may be experiencing, reflect-
ing on their possible thoughts, feelings, urges and bodily sensations. The curious, 
‘not-knowing’ stance is both an important marker of all mentalizing interventions 
and core component in the child-led psychotherapeutic program, Watch Wait 
and Wonder [41]. Exercising a state of presence and attention with the infant is 
especially powerful for mothers that may ordinarily withdraw (absorbed in their 
own internal world) or for the mother preoccupied with their infant’s externalised 
behaviour (feeding, sleeping, or crying). It may also bring intrusive patterns of 
attachment behaviour to light, that are observed and held in mind by the facilita-
tor. Reflecting on ‘in-the-moment’ experiences can illuminate past narratives and 
distortions that inform the mother’s internal working model, shaping the way she 
responds to her infant [42]. It can offer a window into the mother’s activated inter-
nal world that, if the infant were not present, may have taken longer or remained 
hidden from sight.
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3.3 The group as a containing space

The MBN facilitators seek to provide a supportive relationship for the mother and 
the babies much like the role of a mother for an infant; described by Winnicott [5] 
as a necessary “holding” and Bion [43] as “containing”. Scaffolded by agreed group 
guidelines and processes, the group can form a kind, non-judgemental space for the 
mother and infant to express distress, anxiety, and pain. Once expressed, these pro-
jections can be returned in a modified and palatable form [44]. The group provides 
a safe container from which its members (mothers and infants) can begin to trust in 
the observations and feedback made by other members and become more receptive to 
new learnings. The experience of authenticity and openness can support the mother 
to develop an experiential understanding of social environments and interactions, a 
process defined as epistemic trust [24]. The benefits of epistemic trust are expected 
to continue well after the facilitated group ends, leading to sustained supportive 
relationships between group members, which act as a steppingstone to wider social 
contexts.

The role of the MBN facilitators is to hold both the mother and the infant in 
mind as thinking, feeling beings whose experiences and behaviours are meaningful. 
The facilitators scaffold the dyads experience, noticing strengths in both infant and 
mother, creating opportunities for brief attuned interactions to be acknowledged and 
amplified. The role of the group then, is to offer the infant enlivening experiences 
that will support his engagement with others, in his exploration as well as providing 
an emotionally containing presence when the infant is seeking support to regulate 
emotions. The facilitators are also offered containment from their regular supervi-
sion, which completes a nested set of relationships much like a babushka doll, one 
contained within the next: supervisor, facilitators, mother and infant (A similar 
‘Containment Model’ is presented in [45]).

The group process acts as a holding environment for the vulnerable mother [46] as 
facilitators carefully narrate changes and absences in the group, including preparation 
for the eventual group closure, as thoughts of separation can activate strong feelings 
[23]. When disruptions are repaired, it helps inform the members by providing sug-
gested scripts on how minor family ruptures and repairs can be managed within trust 
relationships. When a member of the group shares an affective state, the containing 
experience of marked mirroring can be amplified and nuanced as the multiple mem-
bers provide a “hall of mirrors” response that offers differing affective intensity and 
hues [47]. The group can also offer some distance when a member listens to another’s 
experience, she can gain insight into aspects of her own internal world that may have 
been previously obscured. The process of identifying one’s own experience within the 
story of another member is both validating as well as normalising, alleviating feelings 
of isolation and shame. Establishing the service within the community instead of 
hospital setting, also helps destigmatise their experience.

3.4 Enhancing mentalizing

Mentalizing is a concept that has origins in psychodynamic theory, attachment 
theory and cognitive psychology [5, 43, 48–50]. The concept of parental mentalizing 
provides a well-established theory and mode of relationship-focused interven-
tion (Mentalization-Based Treatment) that is accessible across disciplines [51–54]. 
Evidence suggests that parental mentalizing is a central process in the intergenera-
tional transmission of attachment patterns [55, 56], with poor parental mentalizing 
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predictive of children’s insecure [57] and disorganised attachment [58]. The way a 
mother cares for her infant is informed by her own experience of being parented, 
explicitly in behaviours, and implicitly through enacting her internal working model 
[30]. A recent study of these processes [59] found that mothers’ poor mentalizing 
of their own early attachment relationships was predictive of negative parenting 
behaviours, which were strongly related to attachment insecurity and disorganisation. 
Interestingly, promoting maternal sensitivity behaviours alone (via psychoeducation) 
has not been found to mitigate the transmission of the caregiver’s adult attachment 
patterns to the infant [60].

Time in each session is dedicated to supporting mother-infant play and experiencing 
or ‘being-with’ the emotions and mental states of the infant. Conversations are facili-
tated so mothers reflect on attachment relationships - both representations from her 
childhood and her current perceptions of her baby. Through facial expressions, gestures, 
talking or vocalising, and actions (including play), a mother can support her infant to 
recognise his own internal state and regulate his emotions. It is through experiencing 
a mother’s mentalizing that a child can ‘make sense’ of his environment, supporting 
him to develop affect regulation, mitigating against stress arousal, and promoting the 
development of secure patterns of attachment and sense of personal agency [61, 62]. 
This engagement also contributes to the develop his sense of subjective self [63]. The 
MBN facilitator thinks about and relates to the mothers and babies as thinking, feeling 
beings. Through repetition, modelling curiosity about internal states is transmitted to 
the mothers, encouraging them to consider their own and their infants’ internal states.

This curiosity and openness in thinking helps to develop the skill of metacogni-
tion, so rather than being ‘in it’ the mother is able to think ‘on it’ which enables her 
to examine her internal working model and how she views the intentions of her 
child and her own self [60]. Through practicing this type of perspective taking, the 
mother’s mentalizing capacity is stretched and strengthened. This way of being, once 
nurtured in the group can continue to develop beyond the life of the group and is 
passed forward through the infant-parent relationship.

4. Outcomes

4.1 Intended outcomes for the mother

As the mother seeks to care for her infant, the facilitators may notice that the 
mother expresses strong emotions, ambivalent or negative feelings in what she says 
about her infant or in the way she responds or handles him. The facilitators emotion-
ally contain the expressed state, allowing the mother to talk about her experiences, 
without fear of abandonment, intrusion, or criticism. A mother who is able to 
articulate her longing, or to mourn her loss or express her anger or despair within 
the context of a nurturing relationship may become clearer about her relational 
history and more emotionally available and sensitive to her infant [30, 64, 65]. In the 
safety of the supportive relationship, the mother may become more able to mentalize 
emotionally charged events and this lowers her epistemic vigilance [24]. This capac-
ity will supports her to revisit the difficult experience in a more resourceful way, 
giving her opportunity to better understand and integrate the feelings that threaten 
the developing attachment relationship [24, 30]. Well-regulated affect between the 
dyad can be internalised into the child’s developing internal working model and 
‘secure base’ attachment relationship [66], reducing the risk of intergenerational 



Midwifery – New Perspectives and Challenges

78

transmission [57, 67]. The mother learns how to provide contingent responses to the 
infant, so the infant can register his mental states as a coherent part of himself, rather 
than as random or alien [68]. This learning is possibly through the development of 
epistemic trust [24] and is then applied in everyday life. Based on these principles and 
understandings, the outcomes of MBN for the mother are summarised in Figure 1.

4.2 Intended outcomes for the infant

The infants developing sense of subjective self, as a separate entity from the 
caregiver, is a central organising process of psychological development [63, 69]. The 
group provides a transitional space for the infant [70], where he can observe those 
around him, noticing similarities and differences, and feel safe enough to explore 
new experiences of self. This can be a powerful learning opportunity especially for a 
socially isolated mother and baby, as it offers a space in which alternate expressions of 
thinking and feeling can be experienced and offered [37].

Ways of being together become imbedded in the infant’s procedural memory, 
forming an internal representation of how others relate to him and how he relates to 
others. These repeated “serve and return” experiences between the infant and oth-
ers, most especially their caregivers, form the infant’s internal working model [66]. 
Although able to be revised and elaborated on, the internal working model is largely 
established early in infancy and acts to inform future ways of relating [71]. The 
emotionally containing and contingent interactions of the group support the infant 
to foster their developing subjective self, sense of agency, and capacity for emotional 
regulation and secure attachment (see Figure 1).

Figure 1. 
Mother-Baby Nurture outcomes model.
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5. Conclusion

We have outlined four key aspects of the Mother-Baby Nurture group program. 
Firstly, the early parent-infant relationship is understood as central in supporting bet-
ter health and developmental outcomes for the developing child. Then we described 
how the infant is welcomed and included as a participant in the group, using 
moments of interaction as material for shared pleasure and reflective discussion. 
Within the safe environment of the group, the mothers are able to reflect on their 
relationships present and past, allowing distress and distortions to become seen and 
contained. Finally, the facilitators model a mentalizing stance of curiosity, supporting 
the mother to reflect on feelings and longings, as well as considering the experiences 
of her baby and other group participants.

This program offers a therapeutic experience for vulnerable families. Prioritising 
the infant-parent attachment relationship in tertiary services can prove difficult 
where treatment of acute maternal psychopathology can overshadow the experience 
of the infant. Mother-Baby Nurture delivers a unique targeted service for vulnerable 
families during a critical window in the infant’s development while the tender care-
giver relationship is in formation. This relationship-focused program can be delivered 
by infant mental health clinicians from all disciplines. It gives a family an experience 
that can foster a sense of trust, providing a stepping-stone to other protective support 
services, as well as engagement with the community at large.
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Chapter 6

As New Challenges Emerge, Africa 
is Still Faced with Sociocultural and 
Health System Challenges Leading 
to Maternal Mortality
Thendo Gertie Makhado, Lufuno Makhado,  
Mutshinyalo Lizzy Netshikeweta and Azwidihwi Rose Tshililo

Abstract

Globally, the most crucial element of development strategies is a decrease in 
maternal mortality. Every 2 minutes, a pregnant woman dies from complications 
related to pregnancy or childbirth. According to studies, the majority of pregnancy 
and delivery difficulties are mostly influenced by sociocultural and health system 
factors. PUBMED, Google Scholar, National EDT, EBSCOHost, and Science Direct 
databases were used to find relevant articles. The process for choosing relevant and 
qualified articles was based on a PRISMA flowchart. The standard of the accepted 
articles was evaluated using the Critical Appraisal Skill Program (CASP) checklists. 
This study employed a thematic analysis, and in the articles on sociocultural and 
healthcare system factors influencing maternal mortality, six themes and 23 sub-
themes were found. It was determined that most women choose to consult traditional 
experts during pregnancy or childbirth rather than health facilities, and that there 
is little interaction between societal expectations and the healthcare system, which 
further contributes to problems and maternal mortality. This study found that social, 
cultural, and health system factors may directly and indirectly contribute to maternal 
mortality. It is also recommended that cultural norms and health system norms col-
laborate together to reduce maternal mortality.

Keywords: maternal mortality, sociocultural factors, health system factors, pregnancy, 
childbirth

1. Introduction

A worldwide crisis has been identified: maternal mortality. Despite all the efforts 
put in place, maternal mortality has been reported by the World Health Organization 
(WHO) [1] to be high in African countries. Despite various methods and estimates, 
it is a fact that Nigeria has the highest maternal mortality rate in Africa. The rate 
is considerably higher than the global average of 290 maternal deaths per 100,000 
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live births [2–4]. Sub-Saharan Africa continues to have the highest rates of maternal 
mortality in the entire world. Up to half of all maternal deaths worldwide caused by 
pregnancy-related complications occur in sub-Saharan Africa [5–7]. According to the 
literature, sub-Saharan Africa has the highest maternal death rate in the world [8]. 
Moreover, Mozambique is one of the sub-Saharan African nations with a high death 
rate of 500 per 100,000 live births [8–11]. Maternal mortality is more prevalent in 
poor households than in rich households in sub-Saharan countries, according to 
studies comparing maternal mortality between rich and poor households [12–15]. 
This is mainly because poor households lack the resources to pay for quality prenatal 
and postpartum care. Although maternal mortality in South Africa has decreased 
compared to other African nations, it is still above the objective. The WHO [1] 
underlined this objective, noting that it aimed to “reduce the global maternal mortal-
ity rate (MMR) to fewer than 70 per 100,000 births, with no nation having a mater-
nal mortality rate that is more than twice the global average.” Maternal mortality has 
decreased in South Africa, according to Moodley et al. [16]. The number of deaths 
resulting from specific conditions that increase maternal mortality is still stub-
bornly high. Much research has been carried out to determine the causes of maternal 
mortality in several African nations, including South Africa [2, 16–18]. However, 
maternal mortality is still increasing [1, 19]. Cardiovascular problems, obstetric 
hemorrhage, eclampsia, and ectopic pregnancy are factors in maternal mortality that 
have been extensively studied [20, 21]. According to a study conducted in Africa, 
traditional practices and health system factors may cause pregnant women to wait 
longer before seeking medical attention, which increases the risk of maternal mor-
tality [22–24]. This indicates that there are some cultural beliefs and health system 
factors that may increase the risk of maternal mortality.

This systematic review seeks to present a clear or comprehensive picture of 
sociocultural practices/contributors and aspects of the health system that have been 
identified as factors influencing maternal mortality, specifically in scholarly papers 
of studies conducted in Africa. It appears that no systematic review of the expand-
ing body of knowledge on this subject, specifically in Africa, has been published. 
Consequently, the researcher conducted a methodical examination of the available 
data on sociocultural practices and healthcare system factors that play a role in 
maternal mortality in Africa, and pinpointed the elements that were referenced in the 
studies mentioned earlier. The review question was, “What are the sociocultural and 
health systems factors contributing to maternal mortality in Africa?”

2. Methods and materials

The aim of this systematic review was to identify the sociocultural and health 
system factors influencing maternal mortality in Africa. The review utilized specific 
search strategies, inclusion criteria, study selection, data abstraction, and article 
evaluation methods. The search was conducted using various databases including 
PUBMED, Google Scholar, National EDT, EBSCOHost, and Science Direct, and the 
search terms used were “sociocultural factors,” “health system factors,” “traditional 
practices,” “contribut*,” “maternal mortality,” and “Africa.” The inclusion criteria 
involved articles published in English, between 2012 and 2022, conducted on humans, 
using both qualitative and quantitative methods, and focusing on sociocultural and 
health system factors contributing to maternal mortality in Africa. Participants 
included pregnant women or those who had given birth within 42 days. The PRISMA 
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flow diagram [25] was used to select relevant studies and eliminate duplicates. All 
articles were initially screened using their titles and abstracts; they included PubMed 
(n = 24), EBSCOHOST (n = 227), National EDT (n = 129), ScienceDirect (n = 1922), 
and Google Scholar (n = 18,401), for a total of 20,703. Additionally, 2666 duplicates 
were eliminated from the list, leaving a total of 180,367. Following a review of the 
themes and abstracts of the studies, 7633 studies were eliminated. Of the 10,404 
studies that met the inclusion criteria—which included being published in English and 
being located on the African continent and having a publication year between 2012 
and 2022—2110,383 studies were excluded (see PRISMA Flowchart in Figure 1). After 
screening and eliminating articles that did not meet the inclusion criteria, eight articles 
matched the criteria. Permission was not required since all articles were publicly 
available.

The researcher conducted a comparison of collected data and extracted informa-
tion. They gathered information on all research articles and literature reviews that 
met the inclusion criteria, including the study’s author, publication year, location, 
aims, population, outcomes, and limitations. More details on the study’s characteris-
tics that were examined during the review are available in Table 1. (Refer to Table 1 
for further information.)

Quality assessment only applied to the entire texts of the papers that were selected 
and met the criteria for inclusion (see Table 2). Utilizing Critical Appraisal Skill 
Program (CASP), all the researches included in the review were methodically and 

Figure 1. 
Study selection procedure (PRISMA flowchart).
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meticulously assessed to determine their value, applicability, and credibility. The 
included studies’ overall quality ranged from 60 to 90%, with an average of 75% 
exhibiting moderate to high quality.

A thematic analysis was performed to identify similar patterns among the articles 
reviewed. The similar patterns were grouped together, forming themes, and the 
following were the themes that emerged from the review: community members’ 
opinions about the state of maternal health (n = 8), culture-related factors (n = 7), 
ppregnant-women-related factors (n = 4), healthcare system factors (n = 4), choice of 
care (n = 5), and Traditional birth attendant (TBA)-related factors (n = 2).

3. Results

According to the studies examined in this review, the majority of women prefer 
TBAs over medical visits, despite the fact that doing so carries a significant risk of 
complications that could result in maternal mortality. This showed that women’s 
decisions about their healthcare are influenced by a variety of other factors. Six 
themes and 23 subthemes emerged regarding sociocultural and health system 
factors/practices contributing to maternal mortality from the included articles (see 
Table 3). The themes that emerged included culture-related factors, pregnant-
women-related factors, health system factors, choice of care, and traditional-birth-
attendant-related factors.

3.1 Community members’ opinions about the state of maternal health

The reviewed studies have shown that a variety of factors, including ignorance 
(n = 7, 100%), traditional birth attendance experience (n = 3, 43%), prior child-
birth experience (n = 3, 43%), perceptions of risk (n = 1, 14%), and facility-based 
experiences (n = 2, 29%), affect people’s perceptions of maternal health [26–32]. 
Lack of knowledge was revealed to be the main factor influencing how community 
members perceive maternal mortality. According to Meh et al. [4], Batist [5], Yemane 
& Tiruneh [6], Ahinkorah et al. [7], Central Intelligence Agency [8], Buor & Bream 
[9], and Adde et al. [10], the lack of awareness about risk factors and problems may 

Authors and year Study design Assessment of Studies

Marchie [32] Descriptive survey method 80%

Muhwava et al. [31] Cross-sectional quantitative method 70%

Sibiya et al. [30] Qualitative, exploratory, descriptive design 69%

Berhan & Berhan [28] Literature review 60%

Bucher et al. [27] Descriptive study 85%

Kea et al. [26] Explorative qualitative study 90%

Abubakar et al. [29] Cross-sectional quantitative study 70%

Ansong et al. [33] Qualitative, both narrative and phenomenology 
study designs

80%

Table 2. 
Appraisal of studies using CASP.
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contribute to maternal mortality, which may result in most women delaying booking 
for antenatal care (ANC) and opting to deliver their babies in hospitals rather than 
at home. Lack of information has been identified as the primary barrier to receiving 
maternal health services in a study by Kea et al. [26], and the majority of women who 
have delivered at home say they would not do so if they were aware of the advantages 
of receiving maternal health services in health facilities.

Through the reviewed studies, most women’s perceptions regarding maternal 
health have been reported to be affected by their previous experiences during preg-
nancy, their perceptions regarding the risks associated with maternal mortality, and 
their earlier experiences with the healthcare facilities’ services during childbirth [26, 
27, 31]. According to Kea et al. [26], some women who experienced issues during 
delivery at the healthcare facilities and were passionately assisted may not think twice 
about going to the facilities during their pregnancy, childbirth, and recovery time. 
However, other women had unpleasant experiences with prior deliveries in medical 
facilities due to issues in the healthcare system, such as the unfavorable attitudes of 
medical staff, the facilities’ remote locations, and a lack of privacy, which led them to 
choose home birth to medical facilities. Culture-influenced lack of decision-making 
on the part of women regarding their past pregnancies is another element influenc-
ing how people view maternal health. According to research by Kea et al. [26] and 
Marchie [32], women are never given the opportunity to make decisions throughout 
pregnancy, childbirth, or following delivery. Yet, the family’s elders, who are the 
custodians of culture, decide based on their customs and culture. Several behaviors 
have been shown to prevent women from accessing prenatal care in a way that reduces 
their risk of maternal death [26].

3.2 Culture-related factors

Early marriage, genital mutilation, limited women’s power in decision-making, 
cultural beliefs, and harmful traditional practices were identified to be the factors 
influencing maternal mortality under cultural factors [26, 30, 31]. The problems that 
cause maternal mortality have been shown to be influenced by customs or culturally 
relevant elements. In this context, women who participated in the research that are 
included stated that it is extremely difficult for them to decide to visit the healthcare 
facilities owing to culture because they are not permitted to make decisions [26, 28, 
32]. The main factor in this theme was limited women’s power in decision-making 
(n = 3, 43%), which means that elders are responsible for making decisions for 
pregnant women according to culture [26, 29]. Therefore, older women hold power 
over the outcomes of ANC attendance.

3.3 Pregnant-women-related factors

In this theme, the subthemes that were identified were: late ANC booking, fre-
quency of ANC attendance, unwanted pregnancy, and lack of knowledge [26, 30, 
31]. The studies revealed that married women attended ANC earlier than unmarried 
women. Moreover, employed women attended ANC most frequently compared to 
unemployed women. Moreover, it was found that most women visiting ANC had 
planned pregnancies rather than unintended pregnancies [30].

The review found that several pregnant women in the studies did not show up 
for ANC on time. Hence, insufficient ANC attendance or late reservations may 
prevent women from receiving a diagnosis for diseases that could arise early in 
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pregnancy and result in complications that could result in maternal mortality 
[26, 30, 31]. Lack of awareness of the significance of attending antenatal clinics, 
unintended pregnancy, and unprofessional behavior of healthcare professionals all 
contributed to late booking.

3.4 Healthcare system factors

The healthcare system factors, such as distance from the healthcare facilities, a 
lack of resources, including human resources, the provision of services only during 
the designated hours, and a lack of privacy in the healthcare facilities, were also found 
to be contributing factors to maternal mortality [26, 30, 32, 33]. Lack of privacy 
discouraged pregnant women from going to the hospital; they claimed it was prefer-
able to give birth in front of their husbands and family members than in front of 
medical personnel. Due to poor mobility, pregnant women who live in those areas are 
not frequently visited or attended by healthcare facilities [30, 32]. According to the 
literature, women are prevented from visiting medical facilities because; when they 

Themes Subthemes

Community members’ opinions about the 
state of maternal health

Lack of knowledge,

Traditional birth attendance experience,

Previous childbirth experience,

Perceptions of risk

And facility-based experiences

Culture-related factors Early marriage

Genital mutilation

Limited women’s power in decision-making

Cultural beliefs

Harmful traditional practices

Pregnant-women-related factors Late ANC booking,

Frequency of ANC attendance

Unwanted pregnancy

Lack of knowledge

Healthcare system factors The distance where the healthcare facilities are situated

Shortage of resources which also includes human resources,

Provision of services only within the allocated hours

Lack of privacy in the healthcare facilities

Choice of care The attitude of healthcare practitioners in the healthcare 
facilities

Past birth experiences

Traditional-birth-attendant-related factors Poor referral practices for obstetric complications

Poor relationships with the local healthcare team

Table 3. 
Themes and subthemes.
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go for an ANC appointment, there is occasionally no medical personnel available to 
help them or, more frequently, there is no medical equipment available to offer them 
the necessary care [26, 30].

3.5 Choice of care

Pregnant women in this situation typically rely on TBAs for assistance rather 
than contact medical institutions [26, 29–33]. The included studies indicated that 
past delivery experiences and the attitudes of healthcare professionals in healthcare 
facilities are two factors that influence the choice of women. Past birth experiences in 
medical facilities accounted for most of the theme’s variance (n = 6, 71%) [26, 29–33]. 
The ladies in the included studies stated that they were persuaded to avoid using 
healthcare facilities while pregnant by their unpleasant experiences there.

3.6 Traditional-birth-attendant-related factors

Poor referral procedures for maternal problems and strained relationships with the 
local medical staff were factors that were identified under this theme [27]. Because 
there is a dearth of referrals when there is an obstetric difficulty, there are no part-
nerships between healthcare facilities and traditional birth attendants, which exac-
erbates the issues that could cause maternal mortality. Traditional birth attendants 
have stated that traditional substances can be utilized to handle difficulties such as 
protracted labor, obstructed labor, retained placenta, and maternal bleeding instead 
of sending the women to a medical center [27]. The absence of referrals when issues 
develop has also been linked to a bad interaction between the TBAs and the neighbor-
hood healthcare institutions [27].

The themes were conceptualized hereunder into a framework that provides the 
interrelationship triad between pregnant women, healthcare facilities, and traditional 
birth attendants. The review provided that both directions of the relationship triad 
have contributory factors at different levels (see Figure 2).

4. Discussion

In this systematic review, five major factors that influence maternal mortality in 
Africa emerged. These were identified as past birth delivery, late booking, lack of 
transportation to the facility, attitude of healthcare professionals, and traditional 
practices. According to the included studies, traditional practices are the major 
factor leading to complications causing maternal mortality. It has been revealed that 
TBAs do not refer pregnant women to healthcare facilities for further management. 
However, they report to the traditional authorities about the complications [27]. Poor 
referral systems between TBA and healthcare professionals are a serious concern as 
the two sectors should approach maternal care collaboratively, involving a positive 
combined effort to eradicate avoidable maternal mortality.

Although maternal mortality declines in developed countries, it remains unex-
pectedly high in rural communities. Various factors have been found to contribute 
to maternal mortality. The elements mentioned above had a significant role in this 
systematic study regarding problems resulting in maternal death. However, all the 
factors that affect maternal mortality are grouped under cultural norms and practices. 
The included research showed that culture has a big impact on expecting mothers. 
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To avoid witchcraft and keep the baby from dying, some women, for example, 
choose not to enroll in ANC since the culture forbids them from being seen while 
pregnant. Many customs prevent women from seeking out healthcare facilities at this 
time. It has been noted that multifaceted factors heavily impact the goal of reducing 
maternal mortality. Thus, sociocultural factors have been reported to take the lead 
and warrant the collaborative approach from the health system and traditional or 
community-based stakeholders. Similar issues have been raised in Pakistan, and the 
most challenging struggle to reduce maternal mortality is firmly rooted in tackling 
sociocultural practices that build hindrances to maternal care-seeking [34, 35].

It is indeed difficult for African women to find themselves cornered between 
sociocultural practices that they have been taught from their initiation through rites 
of passage and the teachings from the healthcare professional in primary healthcare 
facilities. A need for a socioculturally congruent approach to creating awareness of 
the sociocultural maternal health practices’ impact on their health has the potential 
to reduce maternal mortality. Community outreach programs are critical through 
community gatherings, door-to-door family-based visits, social media, and the use of 
community health workers can be implemented and maintained sustainably to help 
reduce maternal mortality. Some sociocultural factors are imposed based on the fam-
ily history, knowledge, and beliefs, which becomes an internalized body of knowledge 
that requires combined effort to correct. There is also a need to eradicate the one-
size-fits-all approach from TBAs, elderly family members, and traditional healthcare 

Figure 2. 
Conceptual map of the systematic review results.
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practitioners. This is important given that most women will still go through the 
cultural practice regardless of the previous encounter that may not have ended well.

Besides the sociocultural factors, the attitudes of healthcare professionals, mainly 
midwives, are reported to be a considerable challenge that also, in a way, influences 
women rather to follow cultural practices and continue to use TBA. There is a need 
for healthcare professionals to be capacitated in terms of positive values grounded by 
the Ubuntu philosophy. Thus, the ability to attend to pregnant women with respect, 
courtesy and all positive morals and within the positive boundaries of ethics. The 
latter is imperative and crucial as women need to rely on both systems for the greater 
good of the maternal care outcome.

5. Identified gaps

The reviewed research studies showed that culture is important, particularly for 
pregnant women, and that older persons are mostly in charge of maintaining it. Early 
booking is one of the strategies to reduce problems that can result in maternal death, 
according to the WHO [1]. But according to the research included, some women are 
forbidden from leaving the house when they are expecting to avoid witchcraft. Hence, 
sociocultural traditions and the health system’s needs must be in harmony.

6. Conclusion

Globally, maternal mortality is a crucial issue. The millennium development goal 
(MDG) of 38 deaths per 10,000 live births was not achieved in 2015 due to several 
issues. This comprehensive review identifies the causes of maternal mortality in 
Africa. The interventions being developed are intended to lessen this issue and are 
also based on patient-reported barriers to attending ANC or maternity check-ups at 
healthcare facilities to avoid problems that could result in maternal mortality. Due 
to many traditional circumstances, there still appears to be a gap in the required 
compliance in other regions, particularly in rural areas. It is anticipated that relevant 
interventions that are collaborative can be created using the data from this review, 
which will assist in preventing the problems that cause maternal death and achieving 
SDG 3 target 1.
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Abstract

Family planning is the ability of individuals and couples to anticipate and obtain 
their preferred number of children, spacing, and timing of births. It is accomplished 
through the use of contraceptive methods and the treatment of involuntary infertility. 
Family planning is important for the well-being of women and their families, and it 
can help a country reduce poverty and achieve the SDGs faster. When family planning 
methods are used effectively, they assist couples in having the number of children 
they desire, improve maternal and child health, which may assist women in avoiding 
unintended pregnancies, and lower risk factors for maternal and child mortality. 
Increasing the use of condoms and vasectomies among men is only one aspect of 
male involvement in family planning. It also includes the number of men who support 
and encourage their partners and peers to use family planning, as well as the number 
of men who influence policy to make it more favorable to promoting male-related 
programs. Men’s participation is critical to women’s health and program completion, 
as it promotes shared responsibility for birth control, contraceptive reputation, and 
thus the women are more likely to adopt and continue using beginning prevention if 
their partner’s active assistance.

Keywords: male involvement, family planning, magnitude, associated factors, Ethiopia

1. Introduction

Family planning is the process by which individuals and couples predict and 
achieve the number, spacing, and timing of children they desire. By using contracep-
tive methods and treating unintentional infertility, it is achieved [1, 2]. It encom-
passes the services, policies, information, attitudes, practices, and commodities, 
such as contraception, that enable women, men, couples, and adolescents to avoid 
unintended pregnancy and make decisions about whether and/or when to have a child 
[3]. Programs for family planning (FP) have mainly focused on women. However, 
there is a shift to involve men in supporting and using FP services as a result of the 
focus on gender equity for best health. The World Health Organization (WHO) and 
the Ministry of Health in the majority of countries have recommended and approved 
the use of FP methods as an effective intervention, and men, as the decision-makers 
in most African families, have a crucial role to play in this process [4].
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Family planning has been a major concern in programs to reduce the population 
as well as those that promote and improve reproductive health [5]. Family planning is 
critical for the health of women and families, and it can accelerate a country’s prog-
ress toward eradicating poverty and achieving the Sustainable Development Goals. 
Effective family planning techniques enable couples to have as many children as they 
want, improve maternal and child health, which may assist women in avoiding unin-
tended pregnancies, and reduce risk factors for maternal and infant mortality [6].

The use of contraception has been linked to decreased fertility, better maternal 
and child health due to birth spacing and fewer pregnancies, and increased women’s 
empowerment by enabling them to complete their education and enter the work-
force [7] . The two types of contraceptive methods. This are modern and traditional 
methods of contraceptive. Male and female sterilization, IUDs, implants, injectable 
contraceptives, pills, male and female condoms, emergency contraception, and the 
lactational amenorrhea method are all modern methods. (LAM), While traditional 
methods consist of rhythm (calendar), withdrawal, and folk methods [8, 9].

Contraception has a number of advantages, including ensuring couples have the 
number of children they want and lowering infant, perinatal, and maternal mortal-
ity. Additionally, it lowers the chance of HIV transmission, STI acquisition, and 
unintended pregnancy. Furthermore, it reduces pregnancy and birth-related compli-
cations by giving a mother enough time to recover from previous pregnancy compli-
cations [8]. Globally, women have played a significant role in household management 
and decision-making regarding their own health care and life through family plan-
ning. There has been a significant improvement in family planning utilization and 
birth rates. However, male involvement in family planning remains minimal, with 
men playing a secondary role [10].

Male involvement in family planning (FP) refers to all organizational actions 
aimed at increasing the acceptability and uptake of FP among both sexes. It includes 
men participating in decision making, approving it, or encouraging their spouse’s use 
of family planning [11]. Through increased spousal communication, male involve-
ment can lead to contraceptive use [12–14]. It encompasses more than just an increase 
in the proportion of men who use condoms and get vasectomies. It also includes the 
proportion of men who support and encourage their partners and their peers to use 
FP and who influence public policy to make male-related programs more widely 
promoted. In this context, “male involvement” refers to activities aimed at men as a 
distinct group with the goal of raising couples’ acceptance and use of family planning, 
more so than male contraception [15].

In African nations, men are frequently the main decision-makers, and this has 
a big impact on their spouse’s health and access to healthcare, including decisions 
about family planning (FP) [16]. Family planning is critical for slowing unsustain-
able population growth and its negative effects on the economy, environment, 
and national and regional development efforts [9]. Men are also blamed for a large 
proportion of their female partners’ poor reproductive health. Furthermore, male 
involvement aids not only in the acceptance of a contraceptive but also in its effective 
use and continuation [9].

Family planning is crucial for achieving the goals and the post-2015 development 
agenda. The five SDG themes of People, Planet, Prosperity, Peace, and Partnership 
can all advance more quickly as a result. In the time frame of the SDGs, there is a 
chance for the world to achieve significant convergence between the developed and 
developing worlds, ending avoidable child and maternal deaths and achieving relative 
parity in addressing the family planning requirements of women, men, couples, and 
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teenagers who want to space or limit childbearing [3]. Target 3.7 of the Sustainable 
Development Goals (SDGs) calls for universal access to sexual and reproductive 
health care services, including birth control, information, and education, by the 
end of 2030, and thus the integration of reproductive health into national strategy 
and programs [1, 17, 18]. Men’s involvement in reproductive health issues is essential 
for achieving the SDGs. Furthermore, increasing economic development requires 
regulating fertility to the level of substitution. Family planning can reduce maternal 
and child mortality by 32% and 10%, respectively [19]. Male participation includes 
not only male contraception but also all other national program activities aimed at 
increasing male awareness, acceptability, and prevalence of family planning methods. 
The primary goal of family planning is to allow women and men to plan their families 
and space their children using modern contraceptives [20]. Sub-Saharan Africa has 
the highest fertility rate (more than 5 children per woman) as well as the fastest 
growth rate (on average 2.5 percent per year) [21].

According to UN projections, the population of Sub-Saharan Africa will reach 2.12 
billion by 2050 [22]. The second-most populous country in Africa is Ethiopia. It has 
the highest rate of annual growth (2.6%), infant mortality (43/1000 live births), and 
maternal mortality (412 per 100,000 live births) [23, 24]. Over the previous ten years, 
the Ethiopian population increased, rising from 55.18 million in 1994 to 112 million in 
2019 and probably over 114 million in 2020 [22]. The United Nations reported that in 
2019 Africa had a contraceptive prevalence rate (CPR) of 29.4%, sub-Saharan Africa 
had a CPR of 28.5%, Ethiopia had a CPR of 26.5%, and there was a 22% unmet need 
for FP in Africa [1]. According to the EDHS 2019 report, usage of modern contracep-
tives among married women has increased since 2000, 2005, 2011, 2016, and 2019 by 
6%, 14%, 27%, 35%, and 41%, respectively, while usage of traditional methods has 
remained stable for the years of 2005, 2011, 2016, and 2019 at about 1%. Injectable 
usage among modern methods of contraception, which increased steadily from 3% in 
2000 to 27% in 2019, and primarily to blame for the rise in the use of modern meth-
ods than others [24].

Studies have shown that the involvement of men significantly changed the way 
family planning is used in many developing nations. Their participation in using 
family planning services is still minimal. Several studies on male involvement 
in family planning use and reproductive health have been carried out in Ethiopia 
in various regions of the nation. The husband plays a significant role in this country in 
approving or disapproving the use of family planning services by their wives based 
on a number of barriers between these religions and cultures that are said to have a 
negative impact on them. This is due to the fact that in many developing nations, such 
as Ethiopia, men frequently have the deciding influence over major family decisions, 
such as their wives’ use of contraceptives [25].

Traditionally, men have been excluded from receiving or providing information 
about sexuality, reproductive health, and birth spacing. They have also been ignored 
or excluded in some way from participating in many family planning programs, 
owing to the perception that family planning is a woman’s domain [14, 26]. To reduce 
contraceptive discontinuation rates, male participation is required [27]. In Ethiopia 
the extent of male involvement in family planning service utilization 68% from a pre-
vious study [28]. Few pieces of research suggest that male involvement can increase 
uptake and continuation of family planning methods by improving spousal com-
munication through pathways of increased knowledge or decreased male opposition 
[12, 13] . Husbands have a significant impact on women’s access to family planning 
services and other forms of healthcare [29].
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2. Factors affecting male involvement in family planning

Studies done in African contexts have found that men’s lack of knowledge about 
contraceptive methods, as well as gender norms regarding men’s roles, may be 
important factors in men’s negative perceptions of and disengagement from fam-
ily planning. Some studies also suggest that spousal communication is low even in 
situations where men approve of contraceptive methods [30, 31]. The West African 
Demographic and Health Survey found that about 75% of men and women had not 
discussed family planning with their partners in the year before the survey [32]. 
In Tanzania, 45% of married women said they were unaware of their husbands’ 
thoughts on family planning or thought they were opposed to it, even though in fact 
many of the husbands were in favor [33]. Several socioeconomic factors, including 
religion and tradition, the role of women in decision-making in society, cultural 
values, and others, have a significant impact on family planning services in Ethiopia. 
Women’s access to family planning services may be impacted by their status in the 
family, the economy, and public life [34].

In a study conducted in Kenya, it was discovered that male involvement in fam-
ily planning was significantly associated with demographic factors such as age, the 
number of children, educational attainment, and social factors such as social group 
membership and religion of the respondent. Knowing a place that provides family 
planning services, having a general understanding of family planning, and being 
aware of particular family planning techniques accessible to both men and women 
were all significantly associated. However, only the ease of access to family planning 
services for men was found to be strongly associated with male participation [26].

Another Nigerian study found that the level of education, the number of living 
children, and approval of family planning are all indicators of male involvement 
in reproductive health care [35]. According to a Bangladesh study, the level of male 
involvement was associated to schooling experience, type of residency, and exposure 
to electronic media [36]. Men who participate in family planning, in addition to 
using contraception, support and encourage their partners’ contraceptive needs and 
decisions, encourage their peers to use contraception, and influence public policy to 
improve male-related programs [37]. One of the essential health care services that 
can promote and ensure reproductive health is family planning. According to studies, 
males’ intentions to discuss family planning are influenced by their attitudes, norms, 
and self-efficacy. Males’ perceptions of family planning as a female responsibility also 
influence family planning [20].

In many sub-Saharan African nations, men were also key decision-makers in the 
household and typically opposed their partners’ use of contraceptives. The male pre-
dominance in decision-making among couples and its impact on women’s decision-
making power in the use of contraceptives are both caused by women’s young age at 
marriage, the age gap between husband and wife, polygamous family structures, and 
culture. Decisions about limiting fertility are made by the husband or his parents in 
societies where gender stratification is common [38, 39].

Recently, the husband’s involvement in the decision-making process for family 
planning has come to light as an important factor influencing the use of contracep-
tives. Men who participate in family planning make decisions about using contra-
ception [12], but study indicates that male involvement is lower in less developed 
nations [40, 41].

Research from the past suggested that men should even participate in family 
planning programs [41], but until now, the majority of countries worldwide have only 
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targeted women in these programs [42, 43]. According to some studies, men as well as 
women must be involved in order for targeted family planning coverage to be suc-
cessfully achieved [44]. According to study done in Malawi, targeting men for family 
planning interventions may greatly increase the uptake of contraceptives [45]. Others 
suggested that targeting both spouses with family planning education rather than 
focusing solely on one gender might be more effective [46]. t has also been demon-
strated how important it is to involve husbands in family planning initiatives in order 
to increase the use of modern contraceptives rather than traditional methods [47].

Men typically serve as the health care system’s gatekeepers in developing countries. 
They are the ones who make the majority of decisions that have a direct impact on the 
health of their spouse and their children. Their choices have an impact on resource 
utilization, access to health care services, contraceptive use, birth spacing, the avail-
ability of nutritious food, and the workload of women [48].

However, research on couples’ contraceptive use has primarily focused on the 
knowledge, attitudes, discussion, and intentions regarding family planning rather 
than examining the specific effects of programs on the use of contraceptives and 
family planning services [49]. In order to achieve higher levels of contraceptive 
prevalence, efforts must be made to promote spousal cooperation and communication 
as well as to encourage men’s involvement in family planning [44].

According to a qualitative study conducted in Nepal, men’s education and attitude, 
knowledge and awareness, sociocultural factors, psychological factors, aspects of the 
health system, and policies all have a significant impact on male involvement in repro-
ductive health [48]. Another study done in Ethiopia found that lack of knowledge, 
myths, misconceptions, access issues, the desire to have more children, fear of social 
rejection, concerns about side effects, the husband’s opposition and religious prohibi-
tion, negative attitudes, the husband and partner’s educational status, the number of 
living children, the male approach to family planning, male family planning aware-
ness, and conversation with the wife about family planning have all contributed to the 
lack of access to family planning services [21, 27, 50–52].

3. Conclusion

Men’s involvement in family planning could increase the prevalence of contracep-
tion in a number of ways, including by giving couples who are dissatisfied with their 
current method options, increasing male contraceptive use, encouraging more con-
versation between sexual partners, and altering male attitudes toward contraception. 
According to a study conducted in Ethiopia, husband participation in home visits 
during discussions increased the likelihood that couples would start using contracep-
tives and keep using them [34].
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