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Abstract 

Background Suburban populations in developing countries are affected by poor environmental conditions affecting 
their ongoing health.  Given the low reproductive health indicators of women residing in the suburbs of eastern Iran, 
planning to improve their health by assessing the needs of the target group through qualitative research is essen-
tial. The present study seeks to elucidate the views of women living in the suburbs of Zabol, Iran, regarding sexual 
and reproductive health needs.

Methods This qualitative study was conducted in healthcare centers in the suburbs of Zabol in 2023. The sample 
comprised 22 women, including 16 women of reproductive age (age 15–49 years) living in the suburbs and six key 
informants (service providers and people who were in close contact with these women). The sample was selected 
purposively with maximum variation. Data were collected through semi-structured, in-depth, individual interviews, 
which continued until data saturation was reached. The data were then analyzed using conventional content analysis.

Results The data analysis yielded seven categories (gender-based violence, psychological problems, women’s lack 
of empowerment, barriers to equity in sexual and reproductive health, support seeking, sexual issues, and pregnancy, 
childbirth, and postpartum care needs) and 24 subcategories.

The results revealed that suburban women did not have adequate information or knowledge about their sexual 
and reproductive health or the available services, and most of them suggested that they required training.

Conclusion Women living in the suburbs of Zabol were faced with challenges in their sexual and reproductive 
health and well-being. It is crucial to provide these women with sexual and reproductive health education and ser-
vices that are accessible and suitable to their conditions by targeted interventions aiming to improve their health 
and well-being.

The findings of the current study can serve as a basis for future health policymaking, planning, and research by pro-
viding evidence and strengthening the body of knowledge about this domain of health.
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Introduction
With the increased rates of urbanization, living in the 
suburbs of cities has also become an emerging global 
problem, especially in developing countries [1, 2]. 
Women constitute half of the population and their health 
is at the core of families’ functioning in these communi-
ties [3]. Therefore, every woman has a right to good sex-
ual and reproductive health [4].

According to the definition of the International Con-
ference on Population and Development held in Cairo 
in 1994, reproductive health refers to complete physical, 
psychological, and social well-being and all the aspects 
related to the reproductive system and its process and 
functioning. By definition, reproductive health refers to 
all the sensitive and key stages in ensuring the health of 
the family, especially women and girls, from birth to the 
end of life [5]. In 1995, the World Health Organization 
(WHO) combined sexual and reproductive health and 
suggested that sexual health should be part of repro-
ductive health [6]. Focusing on the different dimensions 
of sexual and reproductive health at national and inter-
national levels can help promote the health of societies, 
as sexual and reproductive health constitutes one of the 
fundamental steps in ensuring the health of families and 
societies, revolving around women’s health [5]. Further-
more, women’s health directly affects long-term develop-
ment plans in every country [1]. Consequently, investing 
in sexual and reproductive health is the most reliable and 
effective way to achieve equitable and sustainable devel-
opment [7].

Despite the great importance of sexual and reproduc-
tive health and their various dimensions (reproductive 
health rights; safety and health during pregnancy, child-
birth, and after childbirth; puberty health in girls and 
boys; family planning and contraception; premarital 
counseling; physical and mental health during meno-
pause; women’s empowerment; prevention and treatment 
of vaginal cancers; prevention and treatment of sexually 
transmitted infections and AIDS; nutrition and educa-
tion of children and adolescents; men’s participation in 
sexual and reproductive health) [8] in promoting wom-
en’s health, literature shows that the indicators of sexual 
and reproductive health are lower among women living 
in the suburbs of cities compared to other women [9–11]. 
Women living in city suburbs face sexual and reproduc-
tive health problems, mainly domestic violence, physical 
violence during pregnancy and breastfeeding, malnutri-
tion during pregnancy, being forced to perform heavy 
manual work during pregnancy, marriage and pregnancy 
at a young age, and inadequate prenatal and reproduc-
tive health care [1, 12, 13]. Despite such problems, these 
women rarely have access to reproductive health facili-
ties [14]. The limited access to sexual and reproductive 

health services leads to unwanted pregnancies, unsafe 
abortions, sexually transmitted diseases (STDs), and 
ultimately increased morbidity and mortality in mothers 
[15]. A high rate of maternal mortality has been reported 
due to the lack of access to antenatal services in these 
regions [16]. It has also been demonstrated that women 
with poor economic status who suffer from housing 
instability and live in urban slums are exposed to inti-
mate partner violence (IPV) and gender-based violence, 
contract sexually-transmitted infections, and have little 
access to sexual and reproductive health services [4, 17].

Moreover, the cultural norms and customs of poor 
areas restrict women’s role to caring for family members 
at home and have led to gender discrimination. This dis-
crimination prevents women and girls from participating 
in social activities, limits their access to health care, and 
reflects the poor structural conditions of these communi-
ties, including the lack of proper health facilities, lack of 
health insurance, limited public transportation options, 
and long distances from healthcare centers, which pose 
great challenges for equity in health and development 
[18, 19].

These customs have become moral norms, and in the 
suburbs, marriage at a young age, girls dropping out 
of school, promotion of patriarchy, and gender-based 
violence have become the norm and rule [19–21]. In 
Iran, women must obey their husband under any cir-
cumstances, which means that the law does not pro-
tect women against their husband’s violence [22]; 
consequently, women’s sexual and reproductive health 
is diminished, as mentioned in various studies [22, 23]. 
Moreover, some studies have discussed the unmet sexual 
and reproductive health needs in neighborhoods located 
on the suburbs of cities [11, 24, 25]. Still, there is little 
evidence about the opportunities and barriers to improv-
ing the sexual and reproductive health of adolescent girls 
and young women in slums [4].

According to the latest statistics, in June 2014, the pop-
ulation of Iran living in city suburbs was 9,739,123, which 
increased to 10,280,270 in October 2015 [1]. Given the 
considerable percentage of women living in suburbs in 
Iran and the barriers faced by them in achieving health 
and well-being, policy-makers and researchers should 
pay more attention to these women’s health and take the 
necessary measures. According to the available docu-
ments, health indicators are much poorer among subur-
ban women in Iran than other groups of Iranian women, 
and the sexual and reproductive health of this group is 
also affected by environmental, cultural, social, and eco-
nomic factors [9, 26]. Since no detailed studies have been 
conducted on the sexual and reproductive health status 
of women living in the suburbs of cities in eastern Iran, 
any policy-making and interventions to promote their 
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health and well-being require accurate and precise infor-
mation about the sexual and reproductive health needs 
and state of these women. Conducting a needs assess-
ment in this group and examining their personal views, 
experiences, emotions, and feelings and their social inter-
actions can be helpful in this regard and help determine 
their state and needs.

In other words, qualitative research aims to describe, 
understand, or explain phenomena or cultures [27]. 
Therefore, this qualitative study aimed to explain the 
needs related to various dimensions of sexual and repro-
ductive health (such as safety and health during preg-
nancy, childbirth, and after childbirth; reproductive 
rights; empowerment; family planning; sexually transmit-
ted diseases; screening for common cancers; and sexual 
health) among women living in the suburbs of Zabol in 
eastern Iran.

Methods
This qualitative study was designed based on the Con-
solidated Criteria for Reporting Qualitative Research 
(COREQ) [28] using conventional content approach 
according to the criteria proposed by Zhang and Wilde-
muth [29].

Samples/participants
This study seeks to explain the sexual and reproductive 
health needs of women in the suburbs of Zabol, eastern 
Iran, from 21 January 2023 to 6 July 2023. The partici-
pants included 16 Iranian women living in the suburbs of 
the city and six key informants. The research setting was 
the healthcare centers located in the suburbs of Zabol 
and other places chosen by the key informants, such as 
their workplace.

Maximum variation purposive sampling was used to 
achieve a comprehensive understanding of the needs of 
the women residing in city suburbs. These women’s dif-
ferent perceptions and experiences were accessed by way 
of the maximum variation strategy, i.e., the participants 
were selected from a diverse background in terms of age, 
education, socioeconomic status, occupation, gravidity 
and parity, age at marriage, and the spouse’s education 
and age.

We used health liaisons to reach women who might not 
visit health centers at all. In Iran, health liaisons convey 
health messages to people who do not visit health centers 
and establish a close and honest relationship with women 
[30]. Therefore, we used the assistance of health liaisons 
to get to know more people, have better access to women, 
and gain their trust for participating in the study and 
being interviewed. To increase the women’s participation, 
we offered them a small sum of money as compensation 
for their time. These measures reduced selection bias and 

nonresponse bias and allowed us to communicate with 
different groups in the target population [31].

This study also interviewed key informants as the study 
participants in addition to the women living in the sub-
urbs of the city. Key informants are informed people who 
provide a certain perspective on the research subject and 
their opinions help develop the researcher’s insight into 
a more accurate understanding and reduce potential bias 
[32].

The key informants included four health service pro-
viders (to gain a deep understanding of common views on 
reproductive and sexual health needs between health ser-
vice providers and the suburban women), a health soci-
ologist, and a religious expert (who had at least 2 years of 
work experience in the suburbs and a close relationship 
with suburban women). Sampling of the key informants 
was also performed purposively with maximum variation 
in terms of age, education, and occupation.

The inclusion criteria were:

(1) Married women aged 15–49  years, living in the 
suburbs of Zabol, visiting the selected healthcare 
centers, with no diagnosis of psychological or phys-
ical illness, being able to speak Persian as well as the 
local language of the area, and being willing to par-
ticipate in the study.

(2) Key informants (healthcare workers, including mid-
wives working in the health sector, family health 
specialists, sociologists, and religious experts) who 
had the most contact with women living in the sub-
urbs, had at least two years of work experience in 
these areas, and were willing to be interviewed.

Exclusion criteria: Refusing to participate in or con-
tinue the interviews for any reason.

Data collection
The data were collected through semi-structured, in-
depth, individual interviews. The suburban women 
were interviewed on site at the healthcare centers. The 
key informants were interviewed with prior arrange-
ment in a location of their choosing. Before conducting 
the interviews, the researcher explained the objectives 
of the research, the confidentiality of the data, and the 
voluntary nature of participation in the study to the par-
ticipants and received their informed written and verbal 
consent for participation and having their interviews 
audio-recorded.

All the interviews were conducted by the first author 
(MK), a PhD student in sexual and reproductive health 
who had taken qualitative research courses. All the inter-
views were held individually and face-to-face in a private 
room.
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The research team and the participants did not have 
any prior contact. The participants did not know any of 
the researchers, but they all knew that the interviews 
were conducted for research purposes and the relation-
ship established was solely for the sake of this research.

The mean duration of each interview was about 
54 min with the women living in the suburbs and about 
58 min with each key informant, and all the interviews 
were audio-recorded with participants’ permission. If 
a participant did not consent to being audio-recorded, 
notes were taken instead. Field notes were also taken by 
MK after each interview.

Overall, 26 participants were invited to the inter-
views, but one of the key informants did not accept 
the invitation due to their lack of time and three 
women living in the suburbs did not wish to attend the 
interviews.

Although only a few people refused to participate, to 
reduce the nonresponse bias, the research team tried to 
eliminate any chance of inappropriate timing and place 
of the interviews and resolve other possible barriers to 
participation. As for the three people who were not will-
ing to participate, we examined their files at the health 
center and consulted the health liaisons and specialists of 
the center; eventually, we realized that they did not dif-
fer from the willing candidates in terms of personal and 
demographic characteristics.

Although data saturation was achieved with 19 inter-
views, three additional interviews were held to be on the 
safe side. three additional interviews were also conducted 
to ensure data saturation.

The authors developed the interview questions. Three 
interviews were conducted as a pilot. The data from these 
three interviews were included in the final analysis. All 
the interviews began with general questions, followed 
by probing questions to elicit more detailed information. 
Some of the questions were as follows:

Questions related to the women living in the suburbs 
of the city:

(1) What are your needs and concerns regarding your 
reproductive health?

(2) What are your needs and concerns regarding your 
sexual health?

(3) Do the services provided to you in healthcare cent-
ers meet your needs? Please elaborate on your 
answer.

Questions related to the key informants:

(1) In your opinion, what are the sexual and reproduc-
tive health needs and concerns of women living in 
the suburbs?

(2) In your opinion, which needs of women living in 
the suburbs are not met in healthcare centers?

Probing questions:

"What do you mean?" or "Could you elaborate on 
your answer?"

The interviews were conducted in Persian and were 
then translated into English by a bilingual translator for 
publication. A bilingual translator ensured the quality of 
the translation to preserve the meanings and concepts. 
Finally, 22 in-depth individual interviews were conducted 
with 16 women living in the suburbs of the city and six 
key informants (Table 1).

Data analysis
The conventional content analysis of the interviews was 
performed according to the stages proposed by Zhang 
and Wildemuth [29], as follows:

(1) Data preparation (conducting and transcribing the 
interviews): The recorded interviews were con-
verted into text format (MK). All the interviews 
were transcribed to show a clear model of partici-
pants’ thoughts, behaviors, ideas, and experiences.

(2) Definition of the unit of analysis: Each interview 
transcript was entered into the qualitative data 
analysis software as an unit of analysis. Before cod-
ing, the entire text was read several times so that 
the researcher (MK) could get fully familiarized 
with the data. Then, the transcripts were coded by 
identifying the meaning units.

(3) Development of categories and the coding plan: A 
plan was made for the development of the catego-
ries and sub-categories. The categories were induc-
tively extracted from the codes. The codes were first 
classified into subcategories based on their simi-
larities, and then, the subcategories were classified 
based on their relationships with each other to form 
the categories. The classifications were organized 
such that they had internal consistency and external 
inconsistency.

(4) Testing the coding plan in a sample transcript: 
The researcher coded a sample transcript to check 
the consistency of the coding by the two research 
team members (EE) and (ZB). If there was any disa-
greement about the coding and classification, the 
research team would discuss and resolve it.

(5) Coding the entire text: After the researcher and 
two members of the research team agreed on the 
consistency of the coding, a replicable process was 
obtained and the coding process was extended to 
the entire text. The researcher constantly moni-
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tored the coding to ensure that there was an agree-
ment between the codes extracted based on the 
researcher’s inferences, the comments of the par-
ticipants, and the views of the research team.

(6) Evaluation of coding consistency: After coding the 
entire text, the coding consistency was re-evalu-
ated. During the analysis process, the researcher 
checked the consistency of coding, including the 
initial codes, their placement in subcategories, and 
the development of categories with other individu-
als, including two members of the research team 
(EE and ZB) and qualitative research experts.

(7) Drawing conclusions from the coded data, report-
ing methods, and results: The characteristics and 
dimensions of the categories and the relationships 
between them were determined. Themes were 
extracted from the data throughout the analysis. 
MAXQDA software, version 18, was used for data 
analysis.

Rigor and trustworthiness of the study
The criteria proposed by Lincoln and Guba (1985) were 
used to ensure the trustworthiness of this study [33], 
including credibility, dependability, transferability, and 
confirmability [34]. The credibility of the results was 
strengthened by spending sufficient time on data col-
lection, ensuring the diversity of the participants, and 
member checks, during which the transcripts and codes 
were returned to the participants to clarify any ambigu-
ous codes. Dependability and conformity were improved 
through external audits and peer checks. The research 
team, including four qualitative research experts (ZB, 
SHF, MA, and EE) who had published numerous quali-
tative research papers, and two external supervisors, 
reviewed and revised the transcripts, codes, and cat-
egories to find any disagreements in the coding process. 
Transferability was enhanced through purposive maxi-
mum variation sampling (in terms of demographic char-
acteristics). A detailed description of the data collection 

Table 1 The demographic characteristics of the participants (women living in the suburbs and key informants) (N = 22)

No. Age (year) Level of education Occupation Age at marriage/
work experience 
(year)

1 32 Primary school Housewife 16

2 24 B.Sc Employee 23

3 37 Primary school Housewife 16

4 34 High school Housewife 18

5 37 High school Housewife 24

6 23 Primary school Housewife 15

7 32 B.Sc Employee 25

8 25 Primary school Housewife 21

9 27 High school Housewife 21

10 23 B.Sc Housewife 22

11 36 B.Sc Employee 26

12 31 B.Sc Employee 24

13 24 Primary school Housewife 16

14 25 Primary school Housewife 17

15 19 Primary school Housewife 15

16 41 Primary school Housewife 16

Characteristics of key informants

 1 32 B.Sc. of Midwifery Midwife at a healthcare center 9

 2 28 M.Sc. of Midwifery Family health specialist 6

 3 39 B.Sc. of Midwifery Midwife at an OB-GYN clinic 17

 4 53 M.Sc. of Midwifery Midwifery manager of the Deputy for Treat-
ment

30

 5 48 Ph.D. in Medical and Health Sociol-
ogy

Professor at Tehran University 17

 6 36 M.A. in Quranic Studies Seminary teacher 8
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and analysis processes was provided. For confirmabil-
ity, the researchers put aside all their assumptions and 
thoughts and precisely documented all the stages of the 
research, including data collection, analysis, and coding.

In order to ensure that the results of the study are an 
impartial and honest reflection of participants’ views, 
the research team (MK, ZB, SHF, MA, and EE) put aside 
all their personal beliefs, experiences, and cultural back-
ground and used strategies such as reflective notes, peer 
checks, and triangulation to reduce researcher bias [31].

Results
Sixteen women living in the suburbs and six key inform-
ants participated in this study. The data analysis revealed 
that the suburban women were in the age range of 
19–41 years, with a mean age of 29.6 ± 3.20 years. Most 
of them had high school or lower levels of education 
and were a housewife. Their mean age of marriage was 
19  years. The key informants were in the age range of 
32–53  years, with a mean age of 39.3  years, and all of 
them had university education (four provided reproduc-
tive and sexual health services, including three with a 
bachelor’s degree and one with a master’s degree in mid-
wifery; one informant with a PhD in sociology of health 

and medicine; and one with a master’s degree in Quranic 
sciences).

The demographic characteristics of the participants 
are presented in Table  1. The results of the conven-
tional content analysis yielded seven categories (gender-
based violence, psychological problems, women’s lack of 
empowerment, barriers to equity in sexual and repro-
ductive health, support seeking, sexual issues, and preg-
nancy, childbirth, and postpartum care needs) and 24 
subcategories (Table 2).

Gender‑based violence
Women and girls who live in the suburbs of Zabol are 
exposed to sexual exploitation, discrimination, forced 
marriage, child marriage, and abuse by men. It is neces-
sary to pay attention to and support this group against 
this type of violence.

Sexism
One of the problems common in the marginalized areas 
of eastern Iran is sexism and preferring infant boys to 
girls. One participant noted:

"I don’t wish to get an ultrasound, because if this child 
that I’m pregnant with is a girl again, I can’t stand my 

Table 2 Categories and subcategories

Category Subcategory

Gender-based violence Sexism

Sexual violence

Physical violence

Psychological violence

Psychological problems Pregnancy and postpartum depression

Fear and worries

Women’s lack of empowerment Empowerment for sexual and reproductive self-care

Desire for independence

Barriers to equity in sexual and reproductive health Healthcare providers’ negative attitudes

Cultural barriers

Lack of access to healthcare services

Shortage of skilled personnel in healthcare centers

Lack of facilities and equipment in healthcare centers

Support-seeking Spousal and family support

Healthcare providers’ support

Governmental and charitable organizations’ support

Sexual issues Sex education and counseling

Women’s sexual satisfaction

Training STD prevention methods

Pregnancy, childbirth, and postpartum care needs Pre-pregnancy counseling

Attention to nutrition and health during pregnancy

Proper care and referral during pregnancy

Maintaining maternal dignity during childbirth

Access to and training in family planning methods after childbirth
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in-laws saying that I can only have girls, while they want 
boys" (Participant 8).

Sexual violence
Sexual violence was a common category in the city sub-
urbs. Sometimes, women refuse to express the existence 
of such violence, mainly when one partner does not con-
sent to sexual activities.

One of the participants expressed the experience of 
sexual violence committed by her husband:

"There have been many times when I haven’t wanted to 
have sex, but my husband asked me for sex, and I had to 
submit to this forced sex to prevent a fight. I didn’t enjoy 
this kind of sex at all" (Participant 3).

Physical violence
In the suburbs of the city, due to the poor socioeconomic 
status, men’s physical violence against women is a reflec-
tion of the many pressures and stresses imposed on them. 
This type of violence can happen to any woman, regard-
less of education, race, and family status.

One participant described her experience of physical 
violence and said:

"My husband beats me up all the time. He doesn’t care 
that I’m pregnant. Especially when his job is in trouble 
and he has no work, it gets worse and he beats me more" 
(Participant 1).

Psychological violence
According to the present study, psychological violence 
exists in marginalized areas of cities in the form of caus-
ing fear through intimidation, undermining the sense of 
self-worth through constant criticism, making accusa-
tions, and different forms of verbal abuse. One of the par-
ticipants stated:

"My husband accuses and curses me all the time –he 
even curses my parents. He doesn’t care that they are my 
family. I’m very upset by this. It unsettles me when he 
accuses me of things and curses my family" (Participant 
1).

Psychological problems
In the suburbs of cities, mental health is a concept that 
goes beyond the mere absence of psychological disor-
ders; rather, it has a larger scope, such as ensuring mental 
health and growth, prevention of psychological disorders, 
and appropriate treatment and rehabilitation.

Pregnancy and postpartum depression
According to the study findings, depression during preg-
nancy and after childbirth comprise one of the needs 
that mandate further attention among women living in 
city suburbs. One participant complained of fatigue and 

depression due to the non-cooperation of her in-laws 
during pregnancy:

"My in-laws don’t help me with the housework at all. 
Cleaning and cooking have become very difficult for me 
now that I’m pregnant. My mother has passed away, and 
I’m alone here. I’m really tired and depressed" (Partici-
pant 5).

One of the key informants also discussed the need to 
pay attention to women’s depression:

"Many women here suffer from anxiety and depression 
during pregnancy and after childbirth due to economic 
problems and their living conditions; these problems 
harm their health and the health of their child. It is abso-
lutely necessary to provide psychological counseling to 
these women during pregnancy and after childbirth" (Key 
informant 3).

Fear and worry
Girls and women living in the suburbs often have higher 
levels of anxiety and fear due to sexism, lack of under-
standing on the part of their husband, lack of education 
and knowledge about sexual and reproductive health, 
and economic and cultural problems. One participant 
expressed the fear and worries she had experienced the 
first time she had had sex due to her lack of awareness:

"I remember that I was terrified and nervous for the 
first sex after marriage, and I was afraid that there would 
be a problem because I had absolutely no information 
about sexual relations. When we were single, we were too 
embarrassed to ask our mothers about this, so I was very 
worried" (Participant 4).

Women’s lack of empowerment
One of the basic needs of women living in the suburbs is 
empowerment. Many women emphasized this issue and 
expressed aspects of their life that somehow led to their 
lack of empowerment. According to our study, the partic-
ipants found factors such as enhanced access to financial 
resources, independence in making reproductive deci-
sions, and improved health status through better aware-
ness and education to be effective in empowering women 
residing in city suburbs.

Empowerment for sexual and reproductive self‑care
Empowering women through the promotion of aware-
ness and training about sexual and reproductive self-care 
is one of the needs of women living in the suburbs. One 
of the participants said:

"As I have a low literacy, I don’t know anything about 
women’s diseases. I need classes in health centers to 
teach us what to do to improve our health" (Participant 
16).

According to a key informant:
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"In city suburbs, because the literacy level is low, 
women’s awareness and information must be promoted 
through education in order to improve their sexual 
and reproductive health and thus empower them" (Key 
informant 2).

Independence seeking
Women living in the suburbs are looking for financial 
independence and autonomy in making reproductive 
decisions. One of the participants expressed her need for 
financial empowerment as follows:

"If I want to buy something, I should ask my father-
in-law for money so that we can buy what we need. I’m 
embarrassed to say that I want to buy underwear, bras, or 
stuff I want to eat during pregnancy, so I can’t buy them. 
But if I had a job and earned money, I wouldn’t have these 
problems" (participant 15).

Another participant said the following about autonomy 
in making reproductive decisions:

"I’d like to decide on the number of children I want to 
have or even the method of contraception myself; I don’t 
want my husband alone to make the decisions" (Partici-
pant 6).

Barriers to equity in sexual and reproductive health
Women living in the suburbs are limited in exercising 
their sexual and reproductive rights, not only because of 
poverty and unequal gender relations, but also due to cer-
tain barriers to achieving equity in sexual and reproduc-
tive health, including the negative view held by service 
providers, cultural barriers, lack of access to healthcare 
services, lack of skilled personnel, and lack of facilities, as 
these rights are not distributed equally.

Healthcare providers’ negative views
A 32-year-old woman with tears in her eyes said that 
health workers’ looks of contempt at her have prevented 
her from receiving proper healthcare, and this treatment 
leads to self-limiting reactions and avoidance of health-
care and treatment seeking. According to her:

"Healthcare workers see us as miserable. When we 
visit them, they don’t provide us with good care and look 
down on us. I get disappointed and don’t want to visit 
here anymore because they look down on us" (Participant 
1).

Cultural barriers
Lack of attention to cultural considerations when provid-
ing services was another barrier to equity in sexual and 
reproductive health in city suburbs. One of the partici-
pants mentioned:

"I wear a good luck charm on my stomach to save my 
baby because I have had a miscarriage. But when I come 

to receive care, they make fun of me and say that I’m 
superstitious because of doing this, so I don’t come here 
to get pregnancy care a lot" (Participant 8).

Lack of access to healthcare services
An important problem in city suburbs is the lack of 
access to healthcare services, which prevents equity in 
health. In this regard, one of the participants noted:

"Our house is far from the clinic, and since we don’t 
have a car, it’s very difficult for us to walk all this way. 
Usually, although I need to come to the clinic, I give up 
and don’t visit at all because of how difficult it is to get 
here" (Participant 11).

Shortage of adequate skilled personnel in healthcare centers
Women living in the suburbs admitted that the lack of 
skilled and experienced personnel reduces the quality of 
care. One of the participants said:

"During my labor pain, one of the midwives kept exam-
ining me and hurt me with these examinations. I felt that 
she was not skilled enough and couldn’t take care of me 
properly. I think that they should recruit skilled midwives 
to work in childbirth facilities" (Participant 7).

Lack of facilities and equipment in healthcare centers
The lack of facilities and equipment in healthcare centers 
in city suburbs was another barrier to equity in health-
care. One participant stated:

"During this pregnancy, my baby’s movements have 
decreased a lot, and I have to go to the center of the city 
to get a non-stress test, because we don’t have the device 
here at this health center. It’s challenging for me to get 
there because I can’t afford to travel to the city" (Partici-
pant 13).

Support seeking
The results revealed that all-around support for women 
living in the suburbs in achieving sexual and reproductive 
health is an essential need.

Spousal and familial support
The results showed that in city suburbs, more attention 
should be paid to the facilitators and barriers of gain-
ing family support due to the greater problems faced by 
women in these areas and the need for emotional support 
from the family and spouse.

One of the participants said:
"Since I live with my in-laws, I would very much like 

my husband to stay with me after childbirth and not leave 
me alone with his mother; I don’t feel comfortable with 
her at all. I want my husband to be by my side and take 
care of me" (Participant 8).
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Healthcare providers’ support
An important issue in receiving sexual and reproductive 
health services in healthcare centers in city suburbs was 
the right to be respected as a human being and to receive 
emotional and psychological support from the service 
providers.

One of the participants said:
"Midwives should encourage women to give birth natu-

rally and sympathize with them. When I gave birth in the 
maternity ward, I really needed the midwife who cared 
for me to support me emotionally and mentally so that I 
could endure the pains of childbirth better. I wanted her 
to take my hand when I had pain; that would’ve been bet-
ter" (Participant 14).

Governmental and charitable organizations’ support
One of the participants discussed the need for support 
from the government and charitable organizations to 
meet their health needs:

"If the government gave pregnant women at least a bas-
ket full of groceries, well, I could have better nutrition 
during pregnancy; I really can’t afford meat and legumes" 
(Participant 16).

Sexual issues
Most of the participants believed that sexual issues are 
an aspect of health that is neglected in city suburbs. They 
discussed the need for sexual counseling and education, 
paying attention to women’s sexual satisfaction, and 
teaching methods of STD prevention.

Sex education and counseling
Lack of awareness about sexual issues is a common prob-
lem in city suburbs that affects women’s sexual health. 
Regarding the need for sex education and counseling, 
one of the participants noted,

"At school, they didn’t teach us anything about sex; they 
said that because we’re single, we don’t need any training. 
But it’s necessary to teach boys and girls about unpro-
tected sex so that they don’t get harmed" (Participant 10).

Women’s sexual satisfaction
Women living in city suburbs face many socioeconomic 
problems, and paying more attention to sexual satisfac-
tion makes them happy and satisfied and increases their 
quality of life.

The sociologist key informant stated:
"I think the most important need that is ignored in the 

suburbs of cities is the mental aspect of sexual relations 
–I mean, sexual dissatisfaction. Sexual satisfaction acts 
like a shock absorber and increases people’s resilience 
against problems in life. So, addressing this issue can alle-
viate these women’s pain" (key informant 5).

Training STD prevention methods
Another issue that both the participants and the key 
informants acknowledged was the increase in STDs in 
these regions due to the lack of adequate training and 
non-supply of condoms in healthcare centers. According 
to one participant:

"Condoms and all methods of contraception have been 
removed from the healthcare centers and aren’t pro-
vided to us, and this means the transmission of STDs to 
women. There’s no training on this issue either. It is cer-
tainly an essential need and the methods must be taught 
and made available to women" (Participant 9).

Pregnancy, childbirth, and postpartum care needs
The need for pre-pregnancy counseling, attention to ges-
tational nutrition and health, proper care and referral 
during pregnancy, maintaining the mother’s dignity dur-
ing childbirth, and access to and training on family plan-
ning methods after childbirth were some of the obvious 
needs highlighted by the women.

Pre‑pregnancy counseling
The participating women mentioned that pre-pregnancy 
counseling is necessary in these areas due to their high 
maternal and neonatal mortality rates compared to in 
other regions.

One of the participants said:
"I had my first pregnancy at the age of 17. If some-

one had informed me in advance about [the importance 
of ] age at first pregnancy or had told me what condi-
tions I must meet before getting pregnant, my first child 
wouldn’t have been born prematurely. Now, I can’t forget 
that bad memory no matter what. It was very difficult. 
My child was hospitalized in the NICU for about one 
month and then died" (Participant 1).

Attention to nutrition and health during pregnancy
Food insecurity is another problem facing pregnant 
women in the suburbs of cities in eastern Iran. A key 
informant discussed this subject and said:

"Women living in the suburbs are in a lower status 
on the socioeconomic ladder compared to their peers 
and often suffer from food insecurity. Service providers 
should provide more training to women so that they are 
less likely to suffer from malnutrition" (key informant 5).

Appropriate care and referral in pregnancy
A key informant mentioned the need for the proper and 
timely referral of pregnant women by the healthcare 
workers as an essential need and said:

"One of the issues in healthcare centers is that high-
risk women are not referred on time, and there are preg-
nant women with high blood pressure who come to the 
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hospital with seizures because they are referred late" (Key 
informant 4).

One of the participants mentioned the need for educa-
tion about warning signs during pregnancy:

"In the last month of my pregnancy, I didn’t know that 
the warm water leaking from me was actually the amni-
otic fluid and that I had to go to the maternity ward 
quickly so that my baby would be fine. It’s better to 
explain these things to the pregnant woman so that she 
can go to the hospital on time" (Participant 14).

Maintaining the mother’s dignity during childbirth
The results showed that a pleasant childbirth with dignity 
was one of the needs of women, as failure to maintain the 
mother’s dignity disrupts the childbirth process.

One of the participants said:
"The doctors and midwives did not treat me well at all 

in the maternity ward. They shouted at me and kept say-
ing, ‘Why did you get pregnant in the first place? Now, 
you should bear the pain of childbirth too’. These words 
made my pain even worse. They don’t respect us at all. 
When I think about that day, I get sick, and I don’t want 
to go to the maternity ward again" (Participant 13).

Access to and training in family planning methods 
after childbirth
The participating women were not at all happy with the 
policy of removing contraceptives from healthcare cent-
ers in the country. They believed that their information 
about contraception was inadequate and they demanded 
the supply of contraceptives in healthcare centers and 
more training on this subject.

One of the participants said:
"At the health center, they don’t give us contraceptives 

anymore, and there’s no training at all. So, very often, we 
have unwanted pregnancies. Because many people can’t 
afford contraceptives, and if they do, they don’t know 
how to use them properly. I think they should teach these 
methods to all women because they’re necessary" (Par-
ticipant 1).

Discussion
The results revealed that the sexual and reproductive 
health needs of women living in city suburbs include the 
elimination of any "gender-based violence", "psychologi-
cal problems", "barriers to equity in sexual and reproduc-
tive health" and instead focusing on "women’s lack of 
empowerment", "support seeking", "sexual issues", and 
"pregnancy, childbirth, and postpartum care needs".

Gender-based violence was a sexual and reproduc-
tive health need of women extracted in this study, which 
should be addressed. Consistent with our results, women 
in other parts of the world also suffer from violence in 

various forms [21, 35, 36], including sexism and sexual, 
physical, and psychological violence [17]. One of the 
aspects of women’s resentment in our study is sexism 
and preference for having male offspring. This gender 
inequality is the leading cause of violence against women 
and young girls, which is often reinforced by the discrim-
inatory social norms and structures [37, 38]. In a study 
in Nepal, the results showed that identifying the gender 
of the fetus leads to violence against young pregnant 
women before the birth of the child [17].

According to our results, women’s refusal to have sex 
during pregnancy leads to sexual violence by the hus-
band, which is confirmed by the results of studies con-
ducted in Nepal and Zimbabwe [17, 39]. Sexual violence 
from the husband during pregnancy can have serious 
physical and mental health consequences, such as sub-
stance abuse, premature birth, fetal distress, postpartum 
hemorrhage, preeclampsia, low birth weight, postpartum 
depression, and the risk of maternal and fetal death [40, 
41].

The similarity between the findings of the cited studies 
and our results can be attributed to the existence of more 
violence in poor neighborhoods due to social, cultural, 
and economic structures. Poverty, low education, expo-
sure to parental violence, childhood abuse, men’s unem-
ployment, drug use, women’s acceptance of violence, 
gender norms, and social norms that support violence in 
poor communities create and intensify violence in them 
[42, 43].

Most of the women who were victims of sexual, physi-
cal, and psychological violence by their husband in this 
study were trapped in violent relationships due to their 
economic dependence and poverty. In support of this 
finding, a study of US women aged 18  years and older 
found that women who had experienced food insecurity 
were at a higher risk of experiencing intimate partner 
violence than women who reported food security over 
the past 12 months [17, 44].

Moreover, women in the suburbs of Zabol refuse to 
report their husband’s violence because they are afraid 
it might affect their family life. These findings are simi-
lar to the results of a study carried out in Egypt. These 
phenomena can be rooted in the cultures of Iranians and 
Arabs, which emphasize loyalty, dignity, and reputation 
(honor) of the family [21].

According to the political and civil laws of Iran, women 
must obey their husband under all circumstances, which 
means that the law does not protect women against 
spousal violence [22]. Therefore, these laws and poli-
cies must be amended in order to achieve gender equal-
ity. The key components of interventions to prevent 
gender-based violence for policy-makers are manifold, 
including interventions at the structural level (economic 
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empowerment of women by the government), interper-
sonal level (counseling and home visits), and individual 
level (social empowerment, brief psychological interven-
tion for depression, addressing gender norms, including 
group training or training workshops for men and boys 
to prevent violence against women and girls) [45]. Fur-
ther women’s health studies are needed to provide evi-
dence-based interventions in low- and middle-income 
countries, especially in suburban areas, which are more 
vulnerable to gender-based violence.

According to the findings of our study, psychological 
and emotional problems, such as postpartum depression, 
fear, and worry, affect the health of women living in the 
suburbs. The psychological dimension of these women’s 
suffering includes issues related to self-confidence, lack 
of self-belief, and a high level of helplessness, which are 
mainly caused by cultural factors. Therefore, it is neces-
sary to identify the factors affecting the vulnerability of 
these women and to address their mental health chal-
lenges. In line with our findings, the results of other 
studies in India also show a 33–45% prevalence of psy-
chological problems in the residents of urban slums; the 
higher prevalence of these psychological disorders com-
pared to other Indian studies can be partially explained 
by the demographic characteristics of the subjects, i.e., 
women living in urban slums and seeking medical care 
[46, 47].

It was also found that women living in the suburbs are 
limited in exercising their sexual and reproductive rights, 
not only because of poverty and unequal gender rela-
tions, but also due to the barriers to equity in sexual and 
reproductive health, including service providers’ nega-
tive views, cultural barriers, lack of access to healthcare 
services, shortage of skilled personnel, and lack of facili-
ties. According to our findings, the negative attitude of 
healthcare providers is the main reason for the lack of 
access to the highest standards of sexual and reproduc-
tive health (SRH) services. As shown in the interview 
with a 32-year-old woman in this study, the contemptu-
ous attitude of healthcare workers prevented them from 
receiving proper healthcare, thus leading to self-limiting 
reactions and avoidance of healthcare and treatment 
seeking. In line with our findings, in a study conducted in 
tea gardens in Bangladesh, barriers such as distance from 
healthcare facilities, transportation system shortages, 
lack of awareness, shortage of skilled human resources, 
and lack of equipment and supplies were mentioned as 
the reasons for not achieving maternal and neonatal 
health in marginalized areas of the tea gardens [48]. The 
similarity in these findings could be due to the similar 
socioeconomic status of the participants of these studies.

Therefore, skilled and qualified human resources are 
needed to achieve equity in sexual and reproductive 

health, and continuous coaching and training are also 
vital for maintaining the skills of the healthcare workers 
in city suburbs. Moreover, it is necessary to have suffi-
cient medication and equipment for SRH services [49]. 
Therefore, paying attention to these factors affects the 
ability of marginalized communities in Iran to achieve 
optimal healthcare and promote sexual and reproductive 
health. The geographical context and poor health-seek-
ing behaviors in marginalized communities lead to dep-
rivations and emphasize the existing inequalities; thus, 
identifying the barriers to accessing healthcare faced by 
women living in the suburbs helps healthcare policymak-
ers make changes according to the needs of this subgroup 
of women [49].

Various forms of interventions, including training 
of health workers, monitoring and screening patients, 
financing and health insurance coverage, allocating suf-
ficient resources, supplying products, equipment, and 
drugs, and improving the infrastructure, can help poli-
cymakers promote access to sexual and reproductive 
health services [50]. In addition, it is better to inform pol-
icymakers that educational interventions through work-
shops and videos can increase awareness about sexual 
health services. Gender equality and educational inter-
ventions in science, technology, engineering, and math-
ematics (STEM), especially among school girls, can help 
them better understand gender equality [51].

Another point raised in this study is the need to 
empower women in terms of reproductive and sexual 
self-care and financial independence. Women’s empow-
erment can be defined as women’s ability to make deci-
sions and act accordingly [52]. Women’s empowerment is 
achieved only when their rights are seen as equal to those 
of men. Many inequalities are related to cultural beliefs, 
e.g., a woman cannot travel without a male family mem-
ber, which limits access to health care [53].

As recommended by the WHO, there is ample oppor-
tunity to promote empowerment through education. 
Despite the significance of this category, in many cases, 
women living in the suburbs of eastern Iran are negligent 
about many issues, especially with regard to reproductive 
and sexual self-care. The poor knowledge and training in 
this area is the main reason for this negligence; therefore, 
by identifying the gaps in knowledge and raising aware-
ness among women living in the suburbs, misconceptions 
can be dispelled, participation encouraged, and more 
robust accountability mechanisms set in place [4]. Simi-
larly, the results of a study in Iran showed that empow-
ering teenage girls living in poverty to achieve optimal 
sexual and reproductive self-care requires promoting 
their sexual and reproductive knowledge, life skills, spir-
ituality, and ethics as well as the strengthening of family-
adolescent interactions [54].
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Therefore, to strengthen the empowerment of women, 
the key components for policymakers can include the 
formulation of policies to eliminate gender inequali-
ties in education, employment, access to health and care 
services [52]; eliminating gender-based violence [42]; 
training and empowering female healthcare workers to 
provide quality services [55]; including diverse popula-
tions and samples to develop and improve measures of 
women’s empowerment [56]; attracting men’s participa-
tion in improving reproductive health by removing cul-
tural barriers, e.g., negative attitudes, false beliefs, and 
sexist and patriarchal attitudes [5]; and designing and 
developing comprehensive measures to deal with differ-
ent dimensions of women’s reproductive empowerment 
at different levels [56].

One study also found that the motivation for skill 
acquisition has the most significant effect on the eco-
nomic empowerment of women living in the suburbs 
[57].

Social support is another need expressed by women 
living in the suburbs that is considered a key factor for 
psychosocial protection and maintaining and improv-
ing women’s sexual and reproductive health outcomes. 
Women’s social support networks have important causal 
effects on their reproductive behaviors. According to the 
literature, high levels of social support can help women 
make the best decisions for their reproductive health 
needs [58]. Therefore, understanding and addressing 
modifiable factors in support and health systems are 
essential for ensuring that women’s reproductive and sex-
ual support needs are met.

Another point raised in this study was the necessity 
of addressing sexual issues. Most of the participants 
believed that sexual health education is a necessity in 
today’s society and emphasized the role of family and 
school in this regard.

The women, especially those with a lower economic or 
educational level, believed that schools should be a pio-
neer in providing sexual health education, as they can 
offer more reliable information to young people. The lack 
of in-depth sex education and negotiation skills in pri-
mary and high schools puts younger age groups at risk. 
Furthermore, evidence indicates that sex education is 
more effective when it is provided to young people before 
they become sexually active [59].

In Iran as a conservative country, there are still some 
cultural barriers to promoting sexual health education 
for adolescents, young people, and women. The findings 
of our study are in line with the results of a study in India 
demonstrating that social and cultural norms prevent 
people from discussing sexual desires [60].

Consequently, sex education among marginalized 
young women must be a priority of the healthcare 

system, because it reduces high-risk behaviors, unwanted 
pregnancies, and STDs and improves sexual and repro-
ductive health [61].

The results of this study also showed limitations in 
information and education about pregnancy and child-
birth among pregnant women residing in city suburbs. 
The lack of access to a pleasant childbirth experience 
with dignity somehow endangers women’s rights to 
quality SRH services in accordance with public health 
standards and human rights. Consistent with these find-
ings, other studies have also revealed that the barriers to 
accessing prenatal and childbirth services in city suburbs 
include the economic status of the household, the quality 
of hospital care, traditional beliefs and social taboos, high 
costs of modern services, lack of awareness, trust in the 
traditional system, lack of access to modern services, and 
lack of transportation facilities [1, 62].

Another need expressed in the present study was 
related to the postpartum period. A serious problem in 
this period is the lack of family planning services and 
education about contraceptive methods for the postpar-
tum period, which is caused by the enactment of new 
population policies in Iran. The respondents stated that 
the little information they had received about contracep-
tive methods came from the staff of non-governmental 
organizations, and they had not received any information 
on this subject from the staff of healthcare centers. The 
enforcement of such policies compromises people’s sex-
ual and reproductive rights, often leading to unwanted 
pregnancies and higher rates of unsafe abortions [60]. 
The importance of promoting the use of condoms and 
dual protection, which is emphasized in HIV and STD 
prevention programs, is often neglected by the imple-
mentation of such policies. A South African study also 
showed the importance of this issue [63]. Without cor-
rective measures, such policies and programs, which are 
proposed without any prior planning or consideration for 
the objective of improving sexual and reproductive health 
and the rights of young people, will never be in the inter-
est of women from disadvantaged communities, and it is 
essential to revise these policies in a way as to improve 
women’s health and well-being.

The findings of the current research demonstrate the 
importance of gender-based violence, current psycholog-
ical problems, women’s need for empowerment, the need 
to access reproductive and sexual health services, atten-
tion to removing barriers to equality in sexual health, 
including cultural barriers, and care needs during preg-
nancy, childbirth, and after childbirth, which are com-
mon challenges in suburban areas of different countries 
[64–67].

As for the studied domains, it is necessary to con-
duct more research in different settings, including other 
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suburban areas in Iran and middle- and low-income 
countries, to better understand the influencing factors. 
The main research priorities include creating and invest-
ing in multipurpose preventive technologies, address-
ing violence against adolescent girls, early pregnancy 
(especially in the context of early marriage), improv-
ing emergency care for mothers and infants, promoting 
health assessments and improving health interventions 
for young women, such as with regard to contraception, 
more focus on acceptance and barriers to family plan-
ning, and improving access to health services and care for 
mothers and children during and after childbirth in sub-
urban areas [67].

Limitations and strengths of the study
The strengths of the present study included conducting 
interviews with key informants in addition to women 
living in the suburbs of a major city in eastern Iran. This 
study was conducted on Iranian women of reproductive 
age, and may thus form a basis for comparisons; however, 
due to the research approach chosen, the results may not 
be generalizable. Future studies should be conducted in 
other cultures and contexts to improve the transferability 
of the current findings.

Conclusion
This study sheds light on the sexual and reproductive 
health needs of marginalized women in eastern Iran, a 
region that has remained considerably deprived in edu-
cational, cultural, social, and economic domains due to 
its distance from the capital of the country. The findings 
demonstrate that the violation of fundamental rights for 
education, equal opportunities, participation, and lack of 
access to the highest standards of sexual and reproduc-
tive health (SRH) are important barriers to the health 
and rights of marginalized women. Furthermore, struc-
tural phenomena such as social and economic classifica-
tions, gender norms, and cultural beliefs contribute to 
this marginalization and increase women’s vulnerability. 
As such, cooperation is recommended between govern-
mental programs and civil society organizations active 
in women’s rights and health to promote access to equi-
table services based on human rights in this vulnerable 
population.

Besides, women empowerment programs and sexual 
and reproductive health plans should be developed by 
experts to address the needs of women living in the sub-
urbs and their specific challenges and barriers, so that the 
health and well-being of these vulnerable women can be 
improved.
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