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Abstract: In this qualitative study, women's perceptions and experiences of the quality of family
planning services at public primary health centres were explored in the city of Tabriz, Iran.
Nine focus group discussions were carried out with a total of 53 married women of reproductive
age. The public services were appreciated for being accessible and affordable, but important
shortcomings were identified. The need for improved privacy, a wider choice of contraceptive
methods and accurate and more comprehensive information about methods and side effects were
stressed. The issue of marital counselling was raised as an important unmet need, especially in
one discussion group. The women's sense of having the right to make autonomous, informed choices
and to be treated with dignity and respect emerged as the main theme. A second, cross-cutting
theme was their wish for their husbands to be more strongly involved in family planning and
marital counselling and education. Women's experiences and suggestions for improvements
in service delivery should be considered in future plans. Multifaceted interventions are needed to
narrow the existing gap between women's needs and rights and the actual quality of services.
©2009 Reproductive Health Matters. All rights reserved.
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UNIVERSAL access to reproductive health
and rights was accepted as a development
goal at the 1994 International Conference

on Population and Development (ICPD).1 It is
also since 2005 regarded as essential for achieve-
ment of the Millennium Development Goals.2

The ICPD Programme of Action called for more
attention to quality of care and patient-centred
approaches in service delivery.3 Access to a range
of services that are safe and effective and that
satisfy men's and women's needs is considered
a key determinant of reproductive health out-
comes and also a human right.4,5
The Islamic Republic of Iran was one of the
signatories of the Programme of Action and sig-
nificant improvements have been made.6,7 For
example, the goals of gender parity in school
enrolment and fertility decline have been achieved.
Between 1991 and 2006, tertiary school enrolment
increased from a rate of 0.48 women/men to 1.11,
the adolescent birth rate dropped from 94 to 35 per
1,000 women,8 and the total fertility rate declined
from 5.0 to 2.0 per woman.9

One important reason for these health achieve-
ments is the extensive health care network, which
has ensured provision of primary health care to
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95% of the rural and 100% of the urban popula-
tion. The basic primary health services at the
public facilities are free of charge, including sup-
plies of all kinds of contraceptives.10,11 Despite
the many successes in the programme, however,
it suffers from certain shortcomings. One prob-
lem is a high and increasing rate of unintended
pregnancies and a potential increase in the num-
ber of induced abortions.7,12 In the 2000 Demo-
graphic & Health Survey (DHS), about one-third
of pregnant women said their pregnancies were
unintended.13 There are no reliable data on abor-
tion in Iran as abortions are illegal except to save
the woman's life or in the case of fetal impair-
ment.14 However, an estimated 100,000 women
have abortions each year, most of them illicit
or self-induced.15

Studies have shown that the quality of repro-
ductive health services, e.g. in terms of providing
information and ensuring privacy at primary
care facilities, is sub-optimal.16,17 Currently, a
major national strategy to achieve reproductive
health goals, including planned and safe fertil-
ity, is to improve the quality of care.7 A recent
national evaluation of primary health services
showed that urban areas ranked lower than
rural areas in some aspects, including continuity,
access, supplies, follow-up and referral.17

Understanding people's perspectives and con-
sidering their expectations in designing and
implementing quality improvement programmes
is essential to achieving the goal of “health for
all”.18,19 Internationally, as well as in Iran, there
are gaps in our knowledge of users' perceptions
of quality of care.20 Considering that 68% of
the Iranian population live in urban areas and
urbanisation is increasing,21 particular attention
to these areas is needed. The aim of this study
was to explore women's perceptions and experi-
ences of family planning services provided at the
public primary care facilities in Tabriz, Iran.
Study setting
The study was conducted from August 2005 to
May 2006 among married women of repro-
ductive age in Tabriz, the capital city of East
Azerbaijan province, in the northwest of Iran.
In 2006, the population of Tabriz was 1.4 mil-
lion, 88% of women of reproductive age were
literate and 66% were currently married.22
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According to the 2000 DHS, in urban areas of
East Azerbaijan, the total fertility rate was 1.8,
as in urban Iran as a whole. About 55% of mar-
ried women were using modern contraceptives
(contraceptive pills 19%, intra-uterine device (IUD)
13%, tubal ligation 13%, condoms 6%, inject-
ables 1.7%, vasectomy 0.9% and implants 0.5%),
and 20% a traditional method.23

Each of the about 240 female providers work-
ing at the family health units in 76 public health
centres and health posts in Tabriz covered 300–
800 households, with the highest number of
households covered in the low-income areas.
About 64% of the providers were midwives (46%
with four and another 18% with two years of uni-
versity education), 24% had some other univer-
sity health education (4% four and 20% two
years), and 12% had no university education
(mostly associate nurses). They provided services
at the frontline, including antenatal, postnatal
and child care, and family planning. If a provider
could not provide all the services a woman needed
in one visit, she was referred to another provider at
the same or another facility.16,24 There were also
about 80 obstetrician–gynaecologists, 200 mid-
wives and some other staff, including general
physicians, providing reproductive health ser-
vices at private clinics in the city. About one-
third of women using modern contraceptives
obtained these from the private sector, includ-
ing from pharmacies,23 where they were avail-
able without prescription at subsidised prices.
Methodology
As the study aimed at exploring perceptions and
experiences, a qualitative design was adopted
using focus group discussions (FGDs). Three
health centres were purposively chosen, located
in low-, middle- and high-income areas in order
to represent different socio-economic condi-
tions. Fifty-four participants who were currently
using or had previously used the services at the
public health centres were selected (17 low-
income, 20 middle-income, 17 high-income)
from lists of all married women of reproductive
age, derived from the then annual collection of
data (collected until 2006). The lists contained
information about the contraceptive method
women were using in March 2005 and the
source of supply (public or private clinics or phar-
macies). The idea was to compose the groups
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homogeneously with regard to the use of con-
traceptive methods (modern or traditional) and
source of supply. However, at the time of the
FGDs, many women had changed their method
and source of supply, and no well-founded com-
parison could be made between the groups in this
regard. The principal investigator (PI, first author)
called the selected women by telephone and
invited them to take part in the study.
A semi-structured guide was developed by

the authors, pilot-tested and revised. Nine FGDs
with 4–8 participants each were held, three in
each income area. The discussions covered par-
ticipants' perceptions and experiences of the
services. Probing sought to uncover diverging
views as well as consensus in the groups. The
first author acted as moderator and an experi-
enced midwife took notes. After each FGD, a
preliminary analysis was performed by them
the same day. If certain issues were felt to be
unclear or if new issues came up, these were
explored further in the following FGDs, thus
building up an understanding of the topic, as
is common in qualitative research. All discus-
sions were conducted in Azerbaijani. Each FGD
lasted 90–150 minutes. They were audio-taped
after obtaining participants' consent. With one
exception, all the women invited agreed to take
part. Each participant also answered a set of
demographic questions.
Approval was obtained from the Ethics Com-

mittees of the Ministry of Health and Medical
Education of Iran and Tabriz University of Medi-
cal Sciences and also from authorities of the dis-
trict health centre and the selected centres.
The tapes were translated into Farsi and tran-

scribed verbatim by the PI or the note-taker, and
all checked by the PI. All parts of the first two
FGDs and relevant parts of the others were trans-
lated into English by the PI. Co-author (RV)
verified the accuracy of the translations. Latent
qualitative content analysis was used.25 The
transcribed material was coded and similar codes
were grouped into sub-categories under five main
categories, from which one major theme and one
cross-cutting theme emerged. Primary coding
was done by the PI and discussed between the
co-authors to reach agreement and allow further
analysis. Groups representing different income
areas are identified by their FGD number (L1-L3
for the low-, M1-M3 for the middle- and H1-H3
for the high-income area groups).
Findings
The mean age of the participants was 33 years
(range 20–49 years). They had on average two
children (range 0–6). All except two of the par-
ticipants were housewives. All but six were lit-
erate, the majority had 7–12 years of education
and six had a university education. The most
common contraceptive methods used were IUDs,
pills and coitus interruptus.
Comments about public vs. private services

were made by women in all groups. Opinions
about public vs. private services mainly focused
on access and safety. Otherwise, group discus-
sions mainly referred to the situation at the pub-
lic services. On the whole, the groups thought
that family planning services were of better qual-
ity than they had been some years earlier, but that
there was still a lot of room for improvement. The
two most important cross-cutting themes in the
five main categories of concerns that emerged
were: first and most prominent, women's sense
of having the right tomake autonomous, informed
choices and be treated with dignity and respect,
and second, the wish that their husbands could
be more involved in family planning and marital
counselling and education.

• Public vs. private services: pros and cons
Participants in all groups appreciated the greater
accessibility of the public services for most women
compared to private services. Public services were
cheaper (no or low cost) and were often close
to women's homes, and service providers were
women. The public clinics were perceived by
several groups as being more reliable than the
private ones with regard to continuity and respon-
siveness to women's needs.

“Public facilities are located so that everybody
can attend them conveniently without needing
their husbands to accompany them. Our hus-
bands don't say anything, even if we go there
every day.” (H1)

“If a problem occurs for a woman at a private
clinic, the provider can say: ‘I don't want to con-
tinue giving services to you’, but it isn't so here;
public health providers have to give us the ser-
vices in any situation.” (M1)

Practical problems with the public facilities men-
tioned were their opening hours (not suitable for
most men or employed women) and long waiting
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times when providers were busy doing adminis-
trative work or attending to personal matters.

“After a long waiting time, when it is our turn,
they say: ‘We are completing our records. Come
back another day.’… We have no intention of
returning again. They think we are housewives
and don't have any work to do.” (L2)

Some groups expressed doubts about the com-
petence of public providers compared to private
ones. They complained about management of side
effects of contraceptive methods, which many
women had experienced. Some women were
uncertain whether the side effects from IUDs were
due to their poor quality or to providers' lack of
knowledge and skill in handling them. Public
providers did not always pay attention to reported
side effects of certain methods, even severe head-
ache from combined oral contraceptives, or severe
menorrhagia from IUDs. This led a number of
women to turn to a private clinic instead. How-
ever, sometimes the private clinics gave informa-
tion that turned out to be wrong, with adverse
consequences, including unintended pregnancies.

“I always had a problem [heavy bleeding] with
the IUD. After a year and a half, I went to a pri-
vate office and the doctor said the IUDs at the
public centres were of low quality… He inserted
an IUD of higher quality for me and instructed
‘10 days no intercourse’. I had little discomfort
with that and used it for five years.” (L3)

“I had taken the pills for nine years. I had
mood disturbances. The private clinician said:
‘Don't use it any more. You won't get pregnant
for 1–1½ years after stopping.’ I got pregnant
within a few months.” (L2)

While they considered it positive that alterna-
tives to the public services existed, the groups
mentioned problems of high costs, inadequate
privacy and lack of up-to-date information in
the private sector. The latter was confirmed in
a national survey which showed that a lower
percentage of women who got contraceptive pills
from the private sector used them correctly than
those who got them from the public sector.23

However, the routine at public facilities of
only dispensing enough contraceptive pills for
one cycle and a limited number of condoms
per month was criticised by many as a waste
of their time, which has been reported pre-
174
viously.26 This was sometimes a reason why
women got supplies from outside the public
sector, mainly at private pharmacies.
Participants suggested that contraceptive sup-

plies should be dispensed based on each woman's
wishes and individual needs, to reduce method
discontinuation due to gaps in supply coverage
and providers' workload. More flexible opening
hours, better management of contraceptive side
effects, a higher quality of IUDs, training of pri-
vate service providers, supervision of compliance
with guidelines and distribution of educational
materials at private clinics and pharmacies, were
also suggested. There were no apparent differ-
ences between the groups (low, middle and high-
income) in this regard.

• Expecting respectful treatment and privacy
Asked what they expected from the services, the
first thing mentioned in all groups was to be
treated with respect and made to feel welcome.
Awarm greeting from a provider could be enough.
This often happened but there were exceptions. In
the low-income groups, however, some women
mentioned opposite experiences.

“She [the provider] shouted at me: ‘Why are you
late for your childcare control visit?’…. It's now
about a year and a half since I went to that
centre. I prefer to buy the pills from a pharmacy
and not go there to be shouted at.” (L2)

In the high-income groups, no one complained
about behaviours such as shouting, but lack of
respectful treatment was mentioned. There were
diverging views about the degree of privacy at
different clinics. No clear pattern emerged, but
lack of privacy was perceived to exist in clinics
in all income areas, whether due to space limita-
tions (where more than one provider had to
share the same room) or simply thoughtlessness.

“The provider [in the public clinic] sat and talked
on the phone and laughed… Believe me, she was
on the phone about 10 minutes and then repeated
what she had talked about to her colleague while I
and others were waiting.” (H3)

“In the midst of all the people and from a dis-
tance of some metres, she asks me: ‘What's your
problem?’ Nobody would reply: ‘I have a [vaginal]
infection’ in front of all those people… I wanted to
tell this lady: ‘Go and sit in your room so that I
can come and tell you my problems!’” (H2)
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• Making their own contraceptive choices
Women in all groups stressed that they wanted
to choose their contraceptive method them-
selves, in agreement with their husbands, and
that they needed enough information to be able
to choose the right method, use it effectively and
safely, and know when to seek help. Enough
time, careful listening and encouragement to
raise concerns and ask questions were described
as necessary for being able to choose the most
appropriate contraceptive. In almost all groups,
but especially those in the low-income area,women
were critical in this respect. They felt they were
not always listened to and that the providers
made judgements too quickly, sometimes result-
ing in misunderstandings about the methods
and their side effects.

“First, providers should listen to women and
then make a recommendation…. But they don't
listen to what we say and judge too quickly.” (M2)

There were also complaints that providers were
sometimes biased in their advice about which
contraceptive method to use. For example, some
women in a low-income area were prescribed
a permanent method without being offered
any alternatives. Other participants got which-
ever method they asked for but no information
about alternatives.

“Although I said I didn't want it, she gave me a
form and said ‘Go for tubal ligation and bring
me back the form.’ I neither went for the tubal
ligation, nor went back there again. I have been
buying my supplies from pharmacies for two
years.” (L1)

“I requested the injectable. She [the provider]
shouted at me and said: ‘I have told you to go for
tubal ligation. I can't give you the injectable.’ It's
now about one year since I have been getting the
injectable from a private midwifery clinic.” (L2)

“We come and say ‘give us the pills’. They give
us the pills. We say ‘give us condoms’. They give
us condoms. They give us what we want. But
they don't give us any information about other
available methods.” (L1)

Several groups emphasised the need for improv-
ing provision of IUDs and injectables. Low com-
pliance with certain clinical procedures, like hand
hygiene and bi-manual vaginal exam before IUD
insertion, among providers has been shown in
previous studies in Tabriz,16 as well as relatively
high discontinuation rates.27

• More informational materials and means
of communication

Information about family planning provided at
the public centres was mainly individual and
verbal. There were few, if any, pamphlets or other
writtenmaterials, and no group education or use of
audio-visual media. In this regard, groups reported
minor or no differences by socio-economic area.
Most were critical of the insufficient use of other
channels of information and education. Printed
materials and videos were considered very impor-
tant, in particular to take home to their husbands.
Many women did not know if any books were
available to meet their needs. They were shy to
look for books about family planning and sexual
health in bookshops, and suggested such books
should be sold at the health centres instead.
Others, especially the less educated women,

said they would be more comfortable with face-
to-face education in groups, where they could
get immediate feedback. Group education (held
separately for men and women) was considered
very useful for general issues and also for cultur-
ally sensitive and stigmatised subjects, such as
sexual health and sexually transmitted infec-
tions, which people might feel shy to talk about
in private. Almost all participants considered
that educating the women only was not enough.
Many women in all three socio-economic areas
regretted that their husbands could not or would
not come with them for family planning ser-
vices. Stories were told of how women had tried
to bring their husbands.

“If a provider talks about this with me directly, I
may feel shy. But when she talks to the group,
I can tell myself that she doesn't mean me but
I can learn about those issues.” (H1)

“He said: ‘I can't go for counselling in front of so
many women.’… He went with me, but because it
was so crowded [with women], he left again.” (H2)

Couple counselling was seen as important, espe-
cially for women who did not feel comfortable
negotiating with their husbands on sexual and
reproductive health issues. Most preferred couple
counselling to be done by female providers. Many
said they would share what they had learned with
their peers, who they thoughtwould also hand it on.
175
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Multiple means of communication have a
cumulative and reinforcing effect.28 Other studies
from Iran report eagerness to receive information
from a wider variety of channels,29,30 reflecting
the rapid social changes taking place in Iran. The
new generation is increasingly exposed to mass
media and the outside world, and their parents'
generation are seen as a less important source of
knowledge and advice. The increase in web-based
information represents an interesting possibility
in this regard, but a recent study concluded that
websites providing comprehensive reproductive
health information are not easy to locate from
Iran. The mean coverage of reproductive health
information on Persian language websites in all
areas was much lower than on English language
websites, 25% vs. 49% of a full range of repro-
ductive health topics, and 23% vs. 56% of a full
range of family planning issues.31

• Marital counselling: an important unmet need
The lack of holistic care to address all reproduc-
tive and sexual problems was mentioned in
almost all the sessions, but was most intensely
Young couple having
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discussed in one group from a high-income area.
In this group, sexual problems were raised spon-
taneously by several participants and perceived
as a serious and common problem among mar-
ried women, especially in early marriage. Partici-
pants in this group complained about the lack
of attention to women's sexual problems in the
society, and that health providers did not have
enough knowledge and competence to deal with
them. Participants felt that many men did not
understand women's sexual problems, mostly
due to lack of knowledge, and put pressure on
their wives. Therefore, the lack of couple coun-
selling at the public health centres was considered
a major disadvantage. A woman with university
education who was 30 years old and had been
married for ten years said:

“I lived with my husband for six or seven months
(after marriage) without having a sexual rela-
tionship… It was a psychological problem… I
always thought about these things as being very
bad, ugly and awful. I think it caused me prob-
lems. I don't want parents to tell their girls bad,
bad, bad… We put pressure on our girls, so that
tea, Darvand, 2000
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they get caught in the contradiction and always
see these relations as bad, even after they're
married.” (H1)

“Even physicians think that women's sexual prob-
lems aren't important. Only sexual problems in
men are considered important.” (H1)

“I think that couples' sexual and psychological
problems are a thousand times more important
than family planning… What place can be better
than the health centres! But nothing has been
done… I have never heard somebody say ‘I had
such-and-such a problem; I went to the public
health centre. They gaveme good counselling.’” (H1)

Sexual problems and sexual dysfunction are
common worldwide.32 In a population-based
study in Iran, about one-third of women aged
20–60 years reported sexual dysfunction, mainly
lack of orgasm, desire and arousal, although the
majority had not sought any help from health
professionals,33 which is similar to findings from
the United States.34

Discussion and recommendations
Particular attention was given in this study to
creating a sense of trust and ease among FGD
participants. Most of them did not know each
other, but they became very open during the
FGDs in expressing their views. The women
made strong claims about their right to make
their own decisions based on accurate, compre-
hensive information, and to be treated with dig-
nity and respect in their contacts with health care
providers. Even though the concept of reproduc-
tive rights may not have been familiar to them,
their claims correspond closely to the commonly
accepted definition of such rights, i.e. the right
to information, access, informed choice, safety,
privacy and confidentiality, dignity, free expres-
sion of opinion, and continuity of care in sexual
and reproductive health services.35,36 The con-
cept of “sense of entitlement” also captures the
women's perceptions of their needs and demands,
whether in relation to their husbands, health care
providers or the state.37 They actively looked for
the services they felt they were entitled to, and
if they were unsatisfied with the services at one
centre, they tried another one, usually a private
clinic, or went to a pharmacy.
The cases reported of women from the low-

income area being pressured to accept tubal liga-
tion represent a serious breach of the right to
informed and voluntary choice. The women con-
cerned did not accept tubal ligation and also did
not return to the clinic concerned. Higher work-
load, higher staff turnover38 and class differences
between the providers and the women may have
contributed to poor performance among the staff.
As there are greater health care needs among the
urban poor, there should be a higher number of
providers per patient in deprived areas and incen-
tives for providers working there.
Although the women wanted their husbands

to be more involved, research on male involve-
ment from different countries shows that repro-
ductive health services are often not tailored for
men39 and the subject is complex. There is a deli-
cate balance for women between maintaining
their autonomy and space for manoeuvring and
involving their husbands in mutual decision-
making and understanding.
The emphasis by one group on the need for

sexuality counselling was an unexpected but
important finding. The Iranian national pro-
gramme provides a mandatory pre-marital coun-
selling programme and formal family planning
education for college students. It seems, how-
ever, that these programmes do not meet couples'
needs adequately. Firstly, only about one-fourth
of women and men enrol in tertiary education40

and many of them start a sexual relationship
before then. Secondly, the pre-marital course for
engaged couples is only half a day and covers
family planning, safe motherhood and delivery,
breastfeeding, thalassaemia, sexually transmitted
infections including HIV, and breast and cervical
cancer.7,15 There is obviously not much time for
discussion on delicate issues like sexuality, even
though some written information is given.
The World Health Organization emphasises

that access to sexual health information, educa-
tion and services should be integrated with other
components of primary health care,41 but few
national programmes have adequately addressed
this issue.42 Providers with inadequate knowledge
and skills, and who feel embarrassed to address
sexual problems, as reported from studies in
Tehran, Iran,43 and other countries,32,44 constitute
major barriers. However, a recent study in Tehran
indicated that such barriers can be reduced. A short
training programme for health providers to give
sexual education to married women improved
the women's knowledge and understanding of
177
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sexual issues.45 According to Sadovsky et al,
heightening a woman's awareness of the bio-
psychosocial aspects of the sexual response can
help her tune in to what pleases her and better com-
municate what she finds pleasurable to her part-
ner.32 We suggest husbands should be addressed
in such educational efforts as well, either in
couple counselling, group education for them
or other means of addressing couples' demands
and needs.
Most family planning and other health and

socio-economic indicators are similar in Tabriz
to those of other urban centres in Iran. However,
there are wide disparities between provinces
nationally,23,46,47 and our findings may not be
generalisable to all of them.
In conclusion, a gap exists between national

policy goals and practice with regard to the
178
quality of family planning services, as perceived
by the women in our study. Their experiences
of the strengths and weaknesses of the ser-
vices and their suggestions for improvements
should be taken into account, both to strengthen
women's autonomy and rights and to involve
women's husbands, for the mutual benefit of
both spouses.
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