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Abstract
Background: Pregnancy, birth, and motherhood are among the most important events of every woman’s life.
Training and participation of mothers in the decision-making process of delivery play an essential role in physical as
well as psychosocial preparation of the mother. The healthcare system can improve and enhance the level of care
by involving the patient in their self-care process. The aim of the present study is to assess the implementation of
the birth plan for the first time in Iran in Tabriz city.
Methods/design: The present study uses a mixed-method with a parallel convergence approach, including both
quantitative and qualitative phases. The quantitative phase is a randomized controlled clinical trial performed on
106 pregnant women, 32–36 weeks of pregnancy, referring to Taleghani educational hospital in Tabriz city. The
participants will be assigned into intervention and control groups using a randomized block method. A training
session will be held about the items of the birth plan checklist at weeks 32–36 of gestation for the participants in
the intervention group, whereby a mother-requested birth plan will be developed. It will then be implemented by
the researcher after admitting them to the delivery ward. Also, those in the control group will receive routine care.
During and after the delivery, the questionnaire of delivery information, neonatal information, and Delivery Fear
Scale (DFS) will be completed. Also, a partogram will be completed for all participants by the researcher. The
participants in both groups will be followed up until six weeks post-delivery, whereby the instruments of Childbirth
Experience Questionnaire (CEQ2.0), Edinburgh’s Postpartum Depression Scale and PTSD Symptom Scale 1 (PSS-I) will
be completed six weeks 4–6 weeks postpartum by the researcher through an interview with participants in
Taleghani educational hospital. The general linear model and multivariate logistic regression model will be used
while controlling the possible confounding variables.
The qualitative phase will be performed to explore the women’s perception of the effect of the birth plan on
childbirth experience within 4–6 weeks postpartum. The sampling will be of a purposeful type on the women who
would receive the birth plan and will continue until data saturation. In-depth, semi-structured individual interviews
would be used for data collection. The data analysis will be done through content analysis with a conventional
approach. The results of the quantitative and qualitative phases will be analyzed separately, and then combined in
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the interpretation stage.
Discussion: By investigating the effect of implementing the birth plan on the childbirth experience of women as
well as other maternal and neonatal outcomes, an evidence-based insight can be offered using a culturally sensitive
approach. The presentation of the results obtained from this study using the mixed method may be effective in
improving the quality of care provided for women during labor.
Trial registration: Iranian Registry of Clinical Trials (IRCT): IRCT20120718010324N58. Date of registration: July 7,
2020. URL: https://en.irct.ir/user/trial/47007/view
Keywords: Birth plan, Birth experience, Mixed-method

Plain English summary
Women’s choice and control impact on birth experiences. Women’s positive and negative recollections of
their birth experiences are related more to feelings and
exertion of choice and control than to specific details of
the birth experience, birth plan affecting her recollection
of the birth experience. The usage of a birth plan is
common in developed countries, but it is rather new in
developing countries. So far, in Iran, no birth plan has
been established. The birth plan can be an effective and
important tool to achieve physiological delivery, better
control the process of labor and delivery, and enhance
satisfaction with childbirth. The present study uses a
mixed-method with a parallel convergence approach, including both quantitative and qualitative phases. The
present research has two phases: 1) quantitative, which
is randomized controlled clinical trial, 2) qualitative with
the aim of exploring the women’s perception about the
effect of the birth plan on their childbirth experience.
The results of the quantitative and qualitative phases will
be analyzed separately, and the results will be presented
jointly. By implementing the birth plan, the advantages
and obstacles of the birth plan in Iranian society can be
clarified. In case of observing the positive effect of this
plan, its protocol can be provided to planners and policymakers so that they could use it to improve the experience of Iranian women and to enhance maternal and
neonatal health outcomes and to increase the active participation of women in the labor and delivery process.
Background
The birth plan was first put forward in the 1980s in Europe and US in response to the approach of increasing
“medicalization of labor” with the aim of improving
women’s health, reducing adverse maternal outcomes as
well as refining the communication between women and
healthcare professionals [1, 2]. The presumption of the
birth plan was that it would allow women to express
their expectations and needs about the process of childbirth. This plan was a huge movement for reclaiming
women’s rights and patient’s reproductive rights. The
birth plan has been a communication tool written by

pregnant women [3], including their preferences for
managing their labor and delivery. It provides different ways for discussion between the care provider
and pregnant woman and helps her to achieve better
experience of delivery through greater control over
their labor. The birth plan is written by women in
consultation with the healthcare team; just like the
written informed consent sheet, informed and freely
chosen decisions should be respected even if they are
presented verbally [4, 5].
The WHO recommends the use of birth plan and
mostly emphasizes normal processes without interventions [6]. Nevertheless, the birth plan should be beyond
a checklist reflecting the preferences and emotions as
well as understanding of women about the physiology of
birth and women’s need for safety and support [1]. Support and communication during labor enhance the level
of satisfaction with the delivery, and this effective communication should begin from the time of admission
and constantly continue during labor; when not all
things proceed as planned, the information should be actively given in women’s decision-making process [7].
Consequently, the extent of satisfaction with delivery in
women grows with the birth plan and improves their delivery experience [8].
The childbirth experience is an important psychological phenomenon postdelivery whose psychological
effects lead to various short-term and long-term adverse
health outcomes, with the negative experiences of childbirth being well associated with Post Traumatic Stress
Disorder (PTSD) and depression [9–12]. The childbirth
experienced is stated to be considered a harmful event
for some women [13]. PTSD postdelivery is related to
the psychological torments of labor. Generally, 5–20% of
women may report delivery-associated traumatic events
[14]. According to a systematic review, this prevalence
of Post-traumatic stress disorder has been reported to be
25% among Iranian women [15]. Research has shown
that the childbirth experience may be affected by a wide
range of provisions, including support, external control,
internal locus of control, as well as obstetrical complications [13–16].
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The practice of a birth plan is common in developed
countries, but it is rather new in developing countries
[17]. So far, in Iran, no birth plan has been established.
The birth plan can be an effective and important practice to achieve physiological delivery, improve communication with the healthcare staff, control the process of
labor and delivery, improve the maternal and neonatal
outcomes, and enhance satisfaction with childbirth. Indeed, the key to achieving these goals is increasing the
degree of realization of the birth plan [16–18]. Hence,
some policies are required to encourage the use of a
birth plan along with executive improvement and adaptation of this plan. It seems that assessment of the effect
of implementing a birth plan using a mixed-method approach would help in better understanding the issue.
Furthermore, one of the advantages of the birth plan is
to decline the cesarean section rate considering the increasing rate of cesarean delivery in Iran [19]. Also, it is
expected that a birth plan may support current population policies in Iran [20] by improving neonatal and maternal outcomes. Because, the birth plan establishes a
better and easier birth experience for women, leading to
adopting vaginal birth over the selective cesarean section. Also, in order for the program to succeed, the
healthcare providers should be trained about evidencebased birth care causing the promotion of physiological
delivery and developing skills in women to achieve drugfree and intervention-free delivery. Possibly, the implementation of the birth plan could enhance childbirth
satisfaction among women.
Study aim

To assess the effectiveness of the birth plan in women of
Tabriz-Iran.
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3. Comparing the mean score of fear of delivery in the
studied groups (having a birth plan, not having a
birth plan) by controlling the baseline score
4. Comparing the frequency of vaginal delivery in the
studied groups (having a birth plan, not having a
birth plan)
5. Comparing the mean PTSD score in the studied
groups (having a birth plan, not having a birth plan)
6. Comparing the frequency of neonatal
hospitalization in NICU in the studied groups
(having a birth plan, not having a birth plan)
7. Comparing the mean postpartum depression score
in the studied groups (having a birth plan, not
having a birth plan) by controlling the
preintervention depression score
8. Comparing the mean neonatal Apgar score in the
first and fifth minutes in the studied groups (having
a birth plan, not having a birth plan)
The specific objective of the qualitative phase is

Exploring the mothers’ perception of the effect of implementing the birth plan on their childbirth experiences

Methods/ design
Study design

The present research is a convergent parallel mixed
study with a pragmatic paradigm. We will be able to enrich our findings if we assess the effect of the birth plan
through both qualitative and quantitative studies. Therefore, current research has two phases: 1) quantitative,
which is a randomized controlled clinical trial, 2) qualitative. The findings of the quantitative and qualitative
phases will be analyzed separately, and the final interpretation would benefit from both evidence obtained
from both study phases (Fig. 1).

The specific objectives of the quantitative phase are

1. Comparing the mean score of childbirth experience
in the studied groups (having a birth plan, not
having a birth plan)
2. Comparing the mean duration of the active phase
of delivery in the studied groups (having a birth
plan, not having a birth plan)

Quantitative study
Study design

The quantitative phase of the study is a parallel randomized controlled clinical trial. The target population is
pregnant women with a gestational age of 32–36 weeks
referring to the obstetrics clinic of Taleghani educational
hospital, Tabriz, Iran.

The secondary objectives of the quantitative phase are
Inclusion criteria

1. Comparing the mean duration of the second stage
of delivery in the studied groups (having a birth
plan, not having a birth plan)
2. Comparing the mean duration of the third stage of
delivery in the studied groups (having a birth plan,
not having a birth plan)

Minimum age of 18 years, residence in Tabriz city, willingness to undergo vaginal delivery, gestational age of
32–36 weeks, depression score lower than 13 based on
EPDS, singleton pregnancy, literacy [reading and writing
in Persian], planning for delivery in Taleghani hospital,
women with the first and second delivery.
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Fig. 1 Study visual diagram

Exclusion criteria

Non-cephalic presentation, twins/triplets, having indications for C-section including abnormal presentation, obstetrics problems including placenta previa, postcesarean vaginal delivery, placental abruption, preeclampsia, high-risk pregnancies such as diabetes, cardiovascular disease, etc. stillbirth, or abnormal fetus.
Sample size

The sample size in this study was calculated based on
the two variables of “childbirth experience” and “duration of the active phase of labor” using G-power software. Based on the results of the study by Ghanbari
Homaei et al. [21] on the variables of childbirth experience and considering m1 = 2.71, m2 = 3.25 (assuming
20% increase in response to the intervention), sd1 = sd2 =
0.73, one-sided α = 0.05, and power = 90%, the sample
size was calculated 32 participants; considering 10% attrition, the sample size will be 35 in each group. According to the variable of the duration of the active phase of
labor and concerning m1 = 276.7, m2 = 221.4 (assuming
20% reduction in response to intervention), sd1 = sd2 =
91.3, α = 0.05, and power = 90%, it was calculated as 48
participants, and eventually, it will be 53 as the sample
size in each group, given 10% possible attrition. Since
the sample size calculated based on the variable of the

duration of the active phase of labor would be more extensive. Thus the final sample size was considered 53 in
each group.
Sampling

To collect the quantitative data, the researcher would
refer to the obstetrics clinic of the Taleghani hospital
and would choose the eligible women referring to this
clinic through a convenient sampling method. Then, a
comprehensive description of the study will be given to
the women about the research, its goals, and its methodology, and if they were willing to participate, a written
informed consent form would be signed. Next, questionnaires would be completed about the socio-demographic
and obstetrical history followed by filling up the Edinburgh’s Postpartum Depression Scale (EPDS) via interview. Note that pregnant women with a depression score
of less than 13 will be included.
Randomization and allocation concealment

To allocate the participants to the studied groups, a randomized block method with 4- and 6-blocks will be used
with an allocation ratio of 1:1. For allocation concealment, the type of intervention is written in a piece of
paper and will be placed inside consecutively numbered
opaque envelopes. Random allocation and allocation
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concealment will be conducted by a person not involving
in the sampling and data collection. After the study participants signed the consent form, the relevant envelope
will be opened, and the intervention will be
implemented.

Intervention and follow-up

After allocating the participants in this study groups, for
those in the intervention group, an educational session
will be held to explain the birth plan, whereby all items
of the birth plan will be explained. Also, an educational
pamphlet in which all items of the birth plan checklist
are explained will be provided to the participants of the
intervention group. During the session, the researcher’s
phone number will be provided to the mothers, and she
will answer any questions of participants about the birth
plan. In the case of the mother’s preparation, the
mother-requested birth plan will be developed by the researcher in the very first session. If the mothers are not
prepared, however, the next session will be set up with
the participant to develop the birth plan. The established
birth plan will be confirmed by an Obstetrician. Within
the interval between the in-person session and time of
delivery, the researcher will be in contact with mothers
through phone, or in case the mother wished, will contact in person. Also, the participant will be asked to contact the researcher as soon as they referred to the
hospital. With the entrance of the participants to the
labor ward of the hospital, the birth plan will be implemented by the researcher. Also, the participants in the
study groups will receive routine and standard care. Immediately during and after delivery, the delivery information questionnaire, neonatal information, and Delivery
Fear Scale (DFS) will be completed. Also, a partogram
will be completed by the researcher for all participants.
The participants in both groups will be followed-up for
6 weeks postpartum. The childbirth experience
questionnaire-2 (CEQ 2.0), EPDS, and PTSD Symptom
Scale 1 (PSS-I) will be completed 6 weeks after delivery
in Taleghani Hospital by the researcher through
interviews.

Quantitative study
Scales and data collection

To collect quantitative data, socio-demographic as well
as obstetrics history, birth plan checklist, Childbirth Experience Questionnaire (CEQ 2.0), Edinburgh’s Postpartum Depression Scale (EPDS), partogram, Delivery Fear
Scale (DFS), PTSD Symptom Scale 1 (PSS-I), and a
checklist of maternal as well as neonatal outcomes will
be used, and the information will be collected through
face-to-face interview method.
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Socio-demographic and obstetric characteristics
questionnaires This questionnaire will contain items
about age, level of education, occupation, having companion, religion, ethnicity, marital status, residence status, household income, being rural or urban, etc. The
obstetric questionnaire has items about the number of
pregnancies, number of deliveries, number of abortions,
history of infertility, etc.
Childbirth experience questionnaire (CEQ 2.0) This
instrument contained 25 items and measures the childbirth experience for women. The questionnaire covers
the following areas: personal capacity (locus of control is
a psychological concept that refers to how strongly
people believe they have control over the situations and
experiences that affect their lives.], personal feelings
about childbirth and labor pain), professional support
(midwifery care and information), perceived security
(sense of security and memories of childbirth), and participation (the person’s ability to change the position,
movements, and pain mitigation during labor). Specifically, 23 items are multiple-choice (with four options),
and three items are completed based on a visual analog
scale (VAS). The responses are in the form of absolutely
agree (score 1), often agree (score 2), often disagree
(score 3), and absolutely disagree (score 4). The items
responded based on VAS will be changed into values 1–
4: scores 0–40 (score 1), scores 41–60 (score 2), scores
61–80 (score 3), and scores (81–100) (score 4). Sentences with negative concepts (experience of severe pain,
sense of fatigue, fear, and having bad memory) are
scored negatively. High mean values in this instrument
represent a more positive childbirth experience [22].
Also, the reliability and validity of the Persian version of
this questionnaire have been determined in the research
setting by Ghanbari Homaei et al. [23]. Where the Cronbach alpha coefficient of items and the intra-class correlation coefficient was reported to be 0.93 and 0.97,
respectively [23], this instrument will be completed 6
weeks postpartum via interview.
Edinburgh’s postpartum depression scale (EPDS)
This questionnaire is used to measure postnatal depression as well as depression during pregnancy, first developed by Cox et al. in 1987. This instrument consists of
10 multiple-choice questions (with four options). In
some items, the choices are ordered from low to high
(items 1, 2, and 4), while in other cases from high to low
(items 3, 5, 6, 7, 8, 9, 10). The options for each item
claim a score from 0 to 3 based on the severity of symptoms. The score gained by the person is obtained
through summing up the scores of the ten items, which
can vary from 0 to 30. This questionnaire will be completed through an interview by the researcher when the
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mother refers to routine checkups during 32–36 weeks
of gestation. The mothers acquiring scores above the
threshold limit of 12 have depression with different severity. Also, 6 weeks into postpartum, we will complete
the questionnaire again via an interview to examine
postnatal depression. The validity of this scale using the
method of determining the concurrent correlation coefficient was calculated to be 0.78. Also, the reliability
using Cronbach alpha method and split-half method was
estimated as 0.75 [24]. Montazeri et al. reported the
Cronbach alpha value associated with the postnatal
period as 0.77, with the intra-class correlation coefficient
of 0.80 [25].
Delivery fear scale (DFS) In order to assess the fear,
the delivery fears scale will be used, first designed by
Wijma. DFS is a valid 10-item self-assessment questionnaire, capturing the fear of delivery during labor through
scores ranging from 1 = absolutely disagree to 10 = absolutely agree. DFS is a questionnaire that can be completed almost effortlessly within 60–90 s at any time of
labor. Higher scores represent greater fear [26]. The Persian version of DFS is a reliable and valid tool to measure fear in the delivery room in the active phase of labor
[3–5]. Cronbach’s alpha of this questionnaire in the
study by Irvani et al. has been calculated 0.77, which is
going to be published.
In order to assess the fear of childbirth during pregnancy, fear of delivery scale (W-DEQ-Version A) will be
used. This questionnaire, first designed by Wijma et al.
in 1998, measures fears and expectations related to predelivery with 33 items. The mothers express their personal emotions and perceptions based on a 6-point
Likert scale (zero = never, 5 = many times). Generally,
the total score is obtained by summing up the score of
all items, with scores ranging between 0 and 165. The
score of 100 is considered the cutoff point, with higher
scores showing a higher score of fear of delivery. Items 2
and 3 are reverse-scored. Wijma et al. estimated the reliability of the questionnaire through the split-half method
and the Cronbach alpha coefficient as 0.89 and 0.92, respectively. Scores equal to or less than 37, 38–65, 66–84,
and greater than 85 represent low, moderate, high, and
intense fear [27]. The reliability and validity of this questionnaire have been determined by Mortazavi et al. in
Iran, with a Cronbach alpha coefficient of 0.91 [28].
Birth plan checklist The idea of the birth plan was put
forward by Kitzinger in the US in the 1980s [29]. The
birth plan was rapidly executed in some European countries and is used in 78% of delivery rooms in England.
This includes women’s preferences in labor, mobility,
monitoring, pain relief, pharmacological options, acceleration of labor, pushing, respiration and care of the child,
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and cesarean. It is completed during pregnancy in consultation with healthcare staff or obstetricians by pregnant women [4].
PTSD symptom scale 1 (PSS-I) It includes 17 items
that completely cover all criteria of the fourth version of
the diagnostic and statistical manual of psychiatric disorders (DSM-IV) to diagnose post-traumatic stress disorder and marks the severity of symptoms of every
criterion using a Likert scale. The indicators of this disorder include symptoms associated with re-experiencing
(four items), symptoms related to avoidance (seven
items), and symptoms pertain to arousal (6 items). In
the case of having one or more symptoms of reexperiencing and three or more symptoms related to
avoidance, and two or more factors related to arousal,
PTSD diagnosis is made. The range of scores is 0–51.
The Cronbach alpha of the Persian version of the tool is
0.88, and the Kappa coefficient calculated three testretest methods has been reported as 1. This questionnaire is completed 4–6 weeks postpartum [30].
Partogram form Partogram is a simple, inexpensive,
and valid diagram, which is indeed the best instrument
for monitoring the process of delivery as well as maternal and neonatal health. It allows healthcare staff to
visually express the details of delivery. It involves registering information regarding the maternal health status,
fetal health status, recording the process of delivery, and
managing the delivery. Indeed, it is an early warning system that remarkably helps in decision-making on the
timely referral of the mother [31].
The reliability and validity of the CEQ 2.0 and EPDS
have already been determined and confirmed in the research setting of this plan (Tabriz city). To determine
the validity of the birth plan checklist, we will use the
translation, content, and face validity of the questionnaire. Specifically, the questionnaires will be filled by ten
specialists, the head of the Taleghani Hospital, and 20
mothers. After collecting their opinions, the necessary
corrections will be made to the checklist based on the
feedback acquired. Also, the reliability of the other questionnaires, including DFS and PSS-I, will be determined
through the test-retest method on 20 participants with a
two-week interval as well as through specifying the
Cronbach alpha coefficient and intra-class correlation
coefficient (ICC).
Data analysis

The obtained information at this phase will be analyzed
by SPSS 22. To describe the socio-demographic and obstetrics characteristics, descriptive statistics, including
frequency (percentage), mean (SD), in case of normality,
will be used, while the median (percentile 25 to 75) will
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be applied for abnormal data. To compare the variables
of the childbirth experience, postnatal depression, posttraumatic symptoms, as well as maternal and neonatal
outcomes across the studied groups, in bivariate analysis,
one-way analysis of variance and chi-square tests will be
used; in multivariate analysis, multivariate linear regression or multivariate logistic regression will be employed
by controlling the socio-demographic, obstetrics and delivery characteristics.

researcher proceeds through the text by taking notes
from the initial analysis as well as her primary beliefs
and thoughts. As the process goes on, the labels of codes
that reflect more than one main thought will emerge.
They are often extracted directly from the text. Then,
the codes are categorized based on differences and their
relationship with each other. The created subcategories
are used for organizing and grouping main categories
[33, 34].

Qualitative study
Study design

Ethics approval and consent to participate

The method of the qualitative phase of the study is a
qualitative content analysis with a conventional approach. The main advantage of this approach is obtaining direct information from the study without imposing
predetermined issues or theories [32].
Data collection

To collect qualitative data, within 4–6 weeks postpartum, in-depth, semi-structured individual interviews
with open questions will be used. The sampling method
of the qualitative section is purposeful and will have the
maximum variety in terms of demographics. Those who
are able to express themselves and willing to participate
in the study will be selected deliberately. Before implementing the qualitative stage, the desired questions will
be designed in light of interview guidelines in cooperation with the research team. The methods of acquiring
valid data and the procedure of focusing on research
questions will be reviewed with the research team members, and the interview will begin with predetermined
questions. Also, in the course of the interview, deepening and exploratory questions will be presented based on
the type of response to each question to explore the
depth of women’s experience. The examples include,
“what do you mean? “, “Why is that?”, “Please explain
more”, “would you please make an example so that I can
understand what you mean”. During the interview, the
researcher will record nonverbal data such as tone of
voice, manifestations of the face, and position of participants in a particular sheet while mentioning the time
and place of the interview. The sampling will be performed from among the individuals in the birth plan
group as purposeful and will continue until data saturation, i.e., when no new information or code is obtained.
Data analysis

In this method, data analysis begins with reading all
texts repeatedly, such that the researcher is immersed in
the data and gains a general impression. Next, the texts
are read word by word for extracting codes, and the first
objective words of the text which seem to cover the
main concepts or thoughts are identified. Next, the

This study has been approved by the ethics committee
of Tabriz University of medical sciences (ethics code:
IR.TBZMED.REC.1399.278). The quantitative phase of
the study (randomized controlled clinical trial) has been
registered in the Iranian Clinical Trial Registration Center (code: IRCT20120718010324N58). Inform written
consent will be received from all participants in both
quantitative and qualitative status. The participants will
be assured about the confidentiality of information and
privacy of their identity. It will also be explained that
they are allowed to quit the study at any stage of intervention, and their refusal to cooperate is free at any
stage, and no change will be made in presenting or in
the quality of services offered to them.

Discussion
Pregnancy, childbirth, and maternity are among the
most important events of women’s lives, which are a
complex and important experience for women, with
long-term effects throughout their lives. This experience
affects the welfare and future of women, their relationship with their child, as well as their relationship with
their partner. If childbirth conditions are stressful for
women, they may become fragile and vulnerable in their
reproductive period [12, 35]. The participation of
mothers in the decision-making process plays a significant role in managing stress and maternal support. Also,
the training and participation of mothers in the
decision-making process during delivery plays an important role in physical as well as psychosocial preparation of the expectant mother [36].
Healthcare staff is in a unique situation to provide information, training, and support for women and their
families [37]. The healthcare system can improve and
enhance the level of care by involving the patient in their
self-care process [38]. Over the past few decades, the
values, preferences, and desires of patients have been
gaining more attention and services. These are mostly
oriented to enhancing the level of care as well as
patient-centered care [4]. Participation in decisionmaking is a method in which the therapist and patient
both participate in the process of treatment together
using the best scientific evidence available. The birth
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plan is indeed involving women in decisions on the labor
process and delivery [39].
The importance of the birth plan originates from the
principle of respecting biology and independence, thus
causing enhanced control of women over the delivery
process as well as their satisfaction [38]. Also, due to
presenting information and creating awareness and communication with women, it can reduce their fear and
create positive feedback for women [16–19]. Many birth
plans include a checklist with a small guideline to select
intervention as well as the reasons for selecting intervention in labor and delivery [12, 20]. The birth plan facilitates communication with obstetricians and midwives,
causing satisfaction of women with the delivery process
and enhancing participation in the decision-making
process for their delivery [39].
This proposal has several strong points. It will fill the
important gaps of knowledge in the support and participation of women during labor and delivery using the
birth plan in an Iranian setting. Thus, it will expectedly
have important clinical outcomes. Since so far no study
has been performed in Iran regarding the effect of birth
plan in Iran, thus this study has been designed with a
mixed approach, so that through integrating different
approaches and methods, a deeper understanding of
concepts could be gained to support the birth plan.
By implementing the birth plan, the advantages and
obstacles of the birth plan in Iranian society can be clarified. In case of observing the positive effect of this plan,
its protocol can be provided to planners and policymakers so that they could use it to improve the experience of Iranian women and to enhance maternal and
neonatal health outcomes and to increase the active participation of women in the labor and delivery process.
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