Contraception in Iran: revolution
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In this journal issue, Erfani provides new
data addressing likely effects of the
current pronatalist policy in Iran. Using
data from the 2014 Tehran Survey of
Fertility, this international study estimates
the likely impact of policy change on
future fertility and service delivery. It is a
study that exemplifies the value of collab-
oration between countries which share
values on good governance relating to
the right to health. Drawing on funding
and research resources in both Iran and
Canada, which is home to a significant
Iranian diaspora, this study anticipates
major effects from the reduction of free
contraceptive services on both demo-
graphic indicators at the population level
and quality of care at the individual
level." These changes can best be appre-
ciated against the background of Iran’s
excellent track record in providing
contraceptive services.

Family planning received international
recognition in 1978 when it was included
as a component of maternal and child
health, and incorporated as an essential
element of primary health care in the
Alma Ata Declaration. Its acceptance has
depended on both health and cultural
advocacy, to different degrees in different
regions. Whereas health benefits were
often cited as the rationale for family
planning service provision in sub-Saharan
Africa, support from religious authorities,
in the form of the more liberal interpret-
ation of traditional texts, has been
helpful in the Middle East.” ?

Iran’s policy approach to contraception
has been mixed. Ayatollah Khomeini sup-
ported contraceptive practice at the indi-
vidual level whilst promoting a
pronatalist policy at the community level.
This approach is far from being conflict-
ual given the distinct roles of interven-
tions at the individual as opposed to
community level: hence couples were
given the opportunity to limit the size of
their family size during the 1980s when a

population increase was sought because
the country was engaged in a major war.

Iran has undergone a fertility revolu-
tion during the last three decades.
Socioeconomic development, especially
for health, education and transport, had
led to much improved living conditions
by the mid-1980s. As a result, despite the
prevailing pronatalist policy, the total fer-
tility rate started to decrease around
1985 from more than 6 children per
woman to 5.2 in 1989 when there was a
major policy change with a reorientation
of contraceptive care with intensified
service delivery through health houses at
the primary health care level.* With the
availability of effective contraceptive ser-
vices, women were able to control their
fertility, leading to a dramatic fall in the
total fertility rate through the replace-
ment level of around 2.1 in 2000 to 1.8
children per woman in 2011.

The national contraceptive prevalence
rate for modern methods, including ster-
ilisation, now hovers at around 60% with
another 20% for traditional methods
which are more popular among educated
women. Fearing adverse side effects of
modern methods, the latter group prefers
to rely on emergency contraception in
case of method failure. This Iranian
family planning programme has been
recognised by the World Health
Organization as being a model.’

The dramatic turnaround in fertility
has led to changes in policy. Worried by
the demographic implications of the
sweeping rise in contraception, policy-
makers in Iran have reconsidered the pro-
vision of contraceptive services that are
free at service delivery points of the
public health system. The analyses by
Erfani of data from the 2014 Tehran
Survey of Fertility demonstrate that the
proposed restrictive services will likely
selectively discriminate against disadvan-
taged groups, with their preference for
long-acting  contraceptive  methods.
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According to the inverse care law, those most in need
of health care are least likely to receive it: it is unfor-
tunate that an intentional policy change would lead to
this situation.

Government has no place in the bedrooms of the
nation, either in relation to sexual orientation and
practices or contraceptive methods. Individual choice
is primary, and should reflect personal wishes. This
approach should inform contraceptive care, by addres-
sing the unmet needs of disadvantaged groups and
overcoming access barriers to a range of methods.®
Otherwise, the health of women is likely to suffer,
through an increase in unplanned pregnancy and
induced abortion, with higher maternal morbidity and
mortality. Whereas policy formulation is the preroga-
tive of decision makers, health practitioners have the
duty of advocacy by communicating the anticipated
impact of proposed changes on the health of popula-
tions so that corrective actions can be implemented.
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