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Abstract
Background: The global incidence of STIs is rising. It is estimated that 499 million new cases of
curable STIs occur every year. The existence of more than one million reported cases of STIs annually in Iran shows that addressing this issue must be a priority for Iranian health authorities.
While recognition of the importance of gender issues to reproductive health (RH) programs has
grown significantly in the past several years, major challenges remain in implementing gendersensitive programs. Gender mainstreaming in Iranian reproductive health program is a relatively
new issue, so this study aims to explore gender sensitive STIs/HIV/AIDS prevention policies. Method: This study employed a qualitative research design. Participants were health managers,
health policy makers and reproductive health providers. They were selected purposefully and
then continued by snowball sampling method. 43 semi-structured in-depth interviews with 37 key
informants were done. All the interviews were recorded and transcribed. The data were analyzed
by content analysis method. Trustworthiness of the data was achieved by using credibility, transferability and conformability. Results: Key informants clearly explained the gender sensitive STIs/
HIV/AIDS prevention policies in three main categories: 1) advocacy, 2) collaboration between different sectors and 3) community empowerment to gender sensitive STIs/HIV/AIDS prevention
programs. Conclusion: Changing gender neural STIs/HIV/AIDS prevention policy to more complete
gender sensitive policy needs advocacy, collaboration of sectors and community empowerment.
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1. Background

The global incidence of STIs is rising [1]-[4], it is estimated that 499 million new cases of curable STIs (gonorrhoea, chlamydia, syphilis and trichomoniasis) occur every year, in addition, 536 million people are estimated to be living with incurable herpes simplex virus type 2 (HSV-2) infection and approximately 291 million
women have a human papillomavirus (HPV) infection at any given point in time. Despite the availability of
several simple, cheap and cost-effective interventions to combat STIs, little progress has been made [5]. At the
end of 2010, some 34 million people were suffering from HIV, of which women constituted 50% to 64% of the
adults bearing HIV [6]. In America from 1993 to 2003, HIV infection rate raised 15% in women but 1% in men
[7].
There are an increasing number of sexually transmitted infections in Islamic Republic of Iran during recent
years. The annual number of symptomatic reported cases has 8 times increase from 1998 to 2006 reaching about
1.6 incident cases in one-hundred populations. The average annual growth rate in last 6 years was 17% [8].
More recently, there has been some evidence of the growing role of sexual transmission in the spread of HIV in
Iran [9]. The existence of more than one million reported cases of STIs annually in Iran shows that addressing
this issue must be a priority for Iran’s health authorities. An alarming level of risky sexual contact among young
unmarried people, and frequency of condom use unsatisfaction in commercial sex were reported in recent surveys. Therefore, developing and implementing programs for STIs prevention and control are considered as a
health priority [8].
The biological, social, cultural, economic, and gender-based factors that contribute to women’s vulnerability
to HIV/AIDS and other STIs are well documented [10]-[12]. Worldwide, the burden of sexually transmitted infections among women is more than five times that in men [13].
Studies repeatedly show that men who adhere to rigid notions of manhood, who equate masculinity with risk
taking, dominance, and sexual conquest [14]. Moreover, men may be reluctant to seek medical information and
services because of gender norms that portray health seeking behavior as weak and not masculine. The traditional individual focus on women has treated women’s risk behavior as separate from men’s, ignoring gender
dynamics and the sociocultural context in which heterosexual risk behavior occurs [15] [16].
Failure to access such services negatively impacts men and their partner. Distinct gender roles and behaviors
for men and women can lead to inequities in both health status and access to health care [10].
Evaluations of a number of interventions to reduce HIV/AIDS and STIs provide strong evidence that addressing gender norm, promoting policies and programs to extend equality illegal rights, and expanding services
for women and men can result in improved HIV/AIDS and gender outcomes [17].
A few studies consider gender sensitive reproductive health. Tuelimishane project in Tanzania has used the
workshops and focused group discussion aimed at promoting young men and women attitude towards gender
norms, gender-based violence and gender-based risky sexual behavior. It found that young men in the intervention community were significantly more likely to have a condom and favorably changed their attitudes regarding
gender norms [18]. “Stepping Stones Project”, which has been used in over 40 countries, brings men and women
together to discuss gender, health, and HIV/AIDS issues and how they are important for the well-being of all. In
South Africa, the program has helped reduce violence against women, made men’s attitudes toward women
more equitable, and by promoting increased condom use and reductions in individuals’ numbers of sexual partners, helped reduce sexually transmitted infections in women [19]. The results of an Iranian qualitative study
showed that gender norms and unsupportive roles of husbands were the main obstacles of condom use among
high-risk women [20]. While the role of gender-based power in sexual relationships has been acknowledged, the
understanding has largely lacked practical considerations in the STIs/HIV/AIDS prevention field in recent years.
While recognition of the importance of gender issues to reproductive health (RH) programs has grown significantly in the past several years, major challenges in implementing gender-sensitive programs remain and most
policy makers do not make gender specific plans for prevention policy as epidemics progress.
Gender mainstreaming in Iranian reproductive health program is relatively a new issue so this study aims to
explore gender sensitive STIs/HIV/AIDS prevention policy concepts and dimensions.

2. Methodology
This qualitative study is the part of an explorative sequential qualitative-quantitative study. Participants were
selected purposefully and continued by snow-ball sampling. Thirty seven key informants were interviewed (13
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male, 24 female), including policymakers, program managers, faculties, and health care providers in the reproductive health fields such as safe motherhood, family planning, youth and adolescence health, pre-marriage
counseling and STIs/HIV/AIDS prevention services. By permission of Shahid Beheshti Medical Science University, we conducted the interviews in the state clinics and the managers’ offices in Shiraz and Tehran.
Data collected by using semi-structured in depth interview. The validity of interview guide questions was
confirmed by three experts of reproductive health. All participants took part in the study with written informed
consent. Interviews were face-to-face and audio-recorded. Each interview took 60 to 90 minutes. Sometimes
supplementary interview was needed to explore complete perception. Interviews were continued till data saturation. Finally 43 interviews were done. The data was analyzed according to conventional content analysis method.
All interviews recorded, typed and coded in the same day. The second interview was done only after coding
the first one. Before coding the data, the researchers read the typed interview transcripts and field notes line by
line and word by word. Initial coding was done by Straus and Corbin [21] method according to concepts of data.
In consideration to cultural diversity and specify of gender concept, the main messages of interviews were explored by reading and re-reading the meaning units. Then similar or related codes were classified to a particular
group and subcategories and categories were emerged.
The credibility of the study was promoted by showing codes to participants to be assured about correct perception of their views, appropriate communication between researcher and participants, using various participants with substantial experience and experience from among health care providers, staff members and medical
managers, and also to maximize variability in terms of sex, age, and working experience. Transferability was
increased by clear and distinct description of selection and characteristics of participants, data collection and
process of analysis. To facilitate conformability, audio files, coded printed interviews, notes, analysis and trustworthiness process of the study were documented. The data and records were revised by two reproductive health
expert researchers to justify about similarities of results. In more than 90% of findings, similarities acquired.

3. Results
43 semi-structured in depth interviews were done with 37 key informants including reproductive health policy
makers, managers and providers. The participants characteristics are presented in Table 1.
Three main categories were formed as: advocacy for gender sensitive STIs/HIV/AIDS prevention programs,
collaboration of different systems for gender sensitive programs and community empowerment for promotion of
gender sensitive STIs/HIV/AIDS prevention programs (Table 2).

3.1. Advocacy for Gender Sensitive STIs/HIV/AIDS Prevention Programs
Participants explored their perception to advocate policy by following statements:
1) Developing a comprehensive reproductive and sexual education program:
Most of participants underscore the importance of developing a comprehensive reproductive and sexual educational program focusing on gender norms:
“Up to now, we have been lacking of a comprehensive reproductive and sexual education program. An understanding of what to teach and at what age, is also of great importance. Reproductive and sexual education
must be adapted to gender norms and different preparation.” (Health manager with 24 years experience)
2) Developing skill based sexual educational program:
30 of the participants emphasized on promotion of the skill based sexual education program:
“Effective adolescents’ preventive programs help them to promote communication and negotiation skills to
identify their own values and to modify their risky sexual behavior.” (Adolescents health manager with 12 years
experience)
3) Developing STIs/HIV/AIDS partner notification strategy:
The significance of STIs/HIV/AIDS partner notification strategy was stated by 26 interviews:
“We lack any partner notification strategy in case of STIs/HIV/AIDS infection. We have this responsibility
about the patient. Women afraid of stigma and isolation attached to these diseases and men also afraid of displaying their weakness and illness, thereby the disease will remain hidden and spread.” (Family health provider
with 12 years experience)
4) Overcoming gender related taboos that act as the barriers of education and reporting sexual problems:
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Table 1. The participants’ characteristics.
Character

No

Reproductive health manager and policy makers

13

Faculties

10

Reproductive health provider

14

Occupation

Sex

Male:

13

Female:

24

Age (years)

Range: 33 - 60
Mean: 43.1

Experience (years)

Range: 5 - 40
Mean: 16.2

Table 2. Theme, categories and codes extracted from reproductive health managers and providers perception towards gender
sensitive STIs/HIV/AIDS prevention policies.
THEME

CATEGORIES

CODES
Developing a comprehensive reproductive and sexual education program
Developing skill based sexual educational program
Developing STIs/HIV/AIDS partner notification strategy
Overcoming gender related taboos that act as the barriers of education and
reporting sexual problems

Advocacy for gender
sensitive STIs/HIV/AIDS
prevention programs

Integrating abstinence only programs by other risk reduction programs
Developing post rape exposure risk reduction interventions
Having educational program about condom use via television and radio
Developing sexual health education and overcome barriers
Revising STIs national rules that encourage hiding of these cases

Gender sensitive
STIs/HIV/AIDS
prevention policies

Making reproductive services more available to single women
Developing sexual health education at school and overcome the barriers
Collaboration of different
systems for gender sensitive
programs

Integrating STI prevention program to occupational health
Collaboration between governmental and private sectors in STIs/HIV/ADS
prevention programs
Implementation sexual behavior researches by universities
Educating parents to promote adolescents sexual health

Community empowerment
for promotion of gender
sensitive STIs/HIV/AIDS
prevention programs

Effective and timely education in STI prevention
Removing barriers to an effective and appropriate sexual education for all
people
Adolescents’ reproductive health needs assessment for sexual education
planning

More than half of the participants agreed that the gender related taboos should be tackled:
“When I visit female schools the managers don’t permit me to talk about STIs, they deny sexual activities
among the students, and if there are any, it may affect the school reputation. They afraid of stigmatization but
when students are asked questions I find implicitly some cases of STIs while they can’t talk about it with their
mothers. Male students, on the other hand, talk freely about their sexual activities but disclosing STIs is considered as weakness and disempowerment, thereby they don’t refer to clinics.” (Adolescents health manager with
8 years experience)
2 of the participants talked about gender related barriers to STIs reporting:
“Regarding a case of STIs infected person, a question which is raised is that how s/he has afflicted? Any replying to this question will lead to his or her partner (they may be homosexual). Nevertheless they are afraid of
being disclosed, so he or she will not follow the case and may do anything about revealing his or her disease.”
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(Health behavior diseases specialist with 10 years experience)
5) Integrating abstinence only programs by other risk reduction programs:
Developing a holistic risk reduction strategy such as abstinence promotion programs and condom use and reducing sexual partners was noted in the most interviews:
“We educate abstinence only programs from sexual activity; such programs do not present positive information about condom use and reduce sexual partners. We have neglected the youth needs; they commit sexual activity using our negligence. Youth need to be aware of the risks. However, we don’t permit ourselves to work in
this field.” (STIs prevention provider with 40 years experience)
6) Developing post rape exposure risk reduction interventions
12 of the participants mentioned to negative effects of lacking post rape risk reduction intervention for girls:
“In the case of sexual assault, the girls do not know where to refer to or they may afraid of stigmatization; so
later on, while some of them refer to us, their HIV test result is positive. Perhaps, if they referred earlier they
could be treated by post exposure anti retroviral therapy that prevents illness.” (Health behavior diseases specialist with 6 years experience)
7) Having educational program about via television and radio:
15 of the participants talked about radio and television restriction on such programs as condom use education:
“Policy in our media is so as we cannot even name condom in the radio or TV; I think it is our preliminary
problem. We can’t educate protective ways in sexual activity via TV or radio.” (Family health chief manager
with 15 years experience)
Conversely, 3 of participants approved current policy:
“If we educate the young how to use condom and contraceptive methods in addition to abstinence only program, we implicitly encourage them to have sexual activities.” (Family health manager with 15 years experience)
8) Developing sexual health education and overcome barriers:
32 of the participants addressed occasional negative roles of media in STIs/HIV/AIDS prevention programs:
“Sometimes, we come across films broadcast by TV, in which some sexual hints, though unpurposefully, alert
teens to follow; or also showing the films that their themes approve and justify polygamy. Such films should be
supervised, in advance, by health care policy makers.” (STIs prevention provider with 6 years experience)
9) Revising STIs national rules that encourage hiding of these cases:
One of participants mentioned to a national rule that encourage hiding of cases of STIs infection in labor
force:
“Past national rule (1939) prohibited those with STIs to continue working unless they get rid of the infection.
So they hide their infection because of low economic situation. The rules should be revised. For example, if a
worker infected by STIs such as syphilis or gonorrhea, he cant work until his treatment.” (STIs prevention manager with 20 years experience)
10) Making reproductive services more available to single women:
Responding to single women needs mentioned by 12 of participants:
“Our reproductive policy makers don’t include single women in their programs, while they are more vulnerable to STIs. Their problems are hidden without taking any services.” (Family health provider with 20 years experience)

3.2. Gender Sensitive STIs/HIV Preventive Collaboration between Different Systems
Data in this category were coded as follows:
1) Developing sexual health education at school and overcome the barriers:
Developing sexual health education is stressed by 31 of the participants:
“Although schools are considered to be the first place to initiate sexual health education, the ministry of education prohibits any such educations.” (Health policy maker with 12 years experience)
2) Integrating STI prevention program to occupational health:
The importance of integration STI prevention program to occupational health was emphasized by 20 of the
participants:
“Providers must seek men through mobile outreach. Often this approach can implement via an existing clinic,
such as workplace clinics.” (Health policy maker with 23 years experience)

1250

F. Rahmanian et al.

3) Collaboration between governmental and private sectors in STIs/HIV/AIDS prevention programs:
Almost all participants emphasized the importance of collaborations between state and private sections in
STIs/HIV/AIDS preventive programs:
“Lack of privacy in governmental STIs clinics encourage clients to go to private clinics. There is no partnership between governmental and private sectors… sexual stimulating medicines distribute in pharmacies… these
medicines increase rate of STIs by prolong sexual exposure especially in commercial sex… but we as health
care providers aren’t familiar with them.” (STIs prevention manager with 15 years experience)
4) Implementation sexual behavior researches by universities membrane:
22 of the participants who work at academic institutions said:
“Few studies are conducted in our universities in terms of sexual behaviors. It is perhaps we deny the happening of such unaccepted behaviors in our society. Thus our interventions are mostly superficial, and in most
cases unsuccessful.” (Faculty member with 20 years experience)

3.3. Gender Sensitive Community Empowerment
32 of the participants asserted the creation of enabling environments in these domains:
1) Educating parents to promote adolescents sexual health:
A majority of participants focused the positive roles of parents for sexual health promotion among youth:
“While parents are the best choice for making their children aware of sexual issues, no substantial efforts are
done to teach parents in this regard by health care providers.” (Health policy with 17 years experience)
Some participants mentioned to disagreement of medical staff with parents-adolescents communication about
sexual issues:
“My physicians’ coworkers who have young adolescents don’t agree with our published puberty booklet, they
find it unnecessary to discuss sexual issues with their children, they fear of damaging their privacy.” (Adolescents health manager with 8 years experience)
2) Effective and timely education in STI prevention:
33 of the participants found the time of sexual health education too late to be effective:
“Sexual issues should be educated prior to first sexual activity but we want to be complacent that the young
have no sexual relation before marriage. That is why we begin our education only before marriage.”
3) Removing barriers to an effective and appropriate sexual education for all people:
34 of the participants emphasized on the inefficiency of traditional approach to educating programs:
“Without paying attention to gender sensitivity, educating men’s and women’s right is ineffective. Prevention
programs education without considering reproductive rights aren’t effective. We should not think that our educational activities happen in gender equitable environment. We must be sensitive to the fact that men may have
multiple sex partners and women don’t have the right to object.” (Faculty member with 12 years experience)
4) Adolescents’ reproductive health needs assessment for sexual education planning:
All participants emphasized on meeting adolescents’ reproductive health needs assessment:
“Adolescents must come to clinic for the student routine check up, just to complete the health forms. There is
some physical check up items, and other check ups dealing with depression but there is no single check up item
for their reproductive and sexual behavior.” (Adolescents health provider with 8 years experience)

4. Discussion
This was the first study to explore appropriate policies for gender sensitive STIs/HIV/AIDS prevention promotion using a qualitative in Iran. One of the concepts emphasized in this study, regarding gender sensitive STIs/
HIV/AIDS prevention policy is advocacy. Advocacy is an effort to change public perceptions about comprehensive sexuality education, a key element to STIs prevention. We found that information on sexuality alone is not
enough, and therefore political support of gender sensitive sexual education training in these controversial topics
despite social sanctions is necessary. Successful intervention of teaching of comprehensive reproductive health
in Sirilanka [22] also emphasizes its role. Our findings suggest that social stigma and abstinence-only education
restricted adolescents access to information and services. Another study confirmed that abstinence-plus education programs should be more effective than abstinence-only education programs because the former acknowledged that many teenagers would become sexually active, teach about contraception and condom use and discussions about abortion, STIs/HIV/AIDS [23].
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Our data provide a perception to partner notification advantages for STI prevention, as they mentioned to
partner notification as the most effective method for STIs/HIV/AIDS prevention and transmission is not defined
clearly by health policy at the national level programs. Relevant studies showed the contribution of partner notification to STI prevention results in earlier treatment and education, and decreased reinfection rates in index
cases [24]-[26].
The results showed a silent socio-cultural norm in our society, evident in the barrier role of radio and television in condom use encouragement for STIs/HIV/AIDS prevention. Tanzanian studies found increased of condoms use was associated with exposure to radio and television programs [27] [28] and furthers case studies and
field experiences confirmed that Internet and other technologies have been useful for augmenting STI/HIV prevention and intervention activities for reaching particular demographic groups [29] [30].
Although risk reduction strategies were mentioned by participants, they discussed that health policy-makers’
indifference towards the role of stigma, discrimination and human rights will result in the secretiveness of sexually transmitted diseases as a consequence of hidden sexual relations. The related body of research also confirmed the role of social support in informing spouses [31] [32], disclosure of the STIs/HIV/AIDS [33] [34] and
promotion of education of girls in regard to sexual issues [35].
Finding showed a necessity for collaboration between different systems in the areas of school health, occupational health and STIs private sector. Global interventions show that schools’ health [36] and the merging of the
prevention of STIs through educating counterparts among workers of large companies [37] [38] can play an effective role in this relation.
The results demonstrated that little is known about current STIs/HIV/AIDS practices outside of governmental
STD clinics. Diversity in how physicians handle STIs/HIV/AIDS counseling, screening, testing and treating results in dispersed STIs/HIV/AIDS prevention objects. Another survey of primary care physicians found many
missed opportunities to diagnose, treat, or prevent STDs in the United States [39].
The study highlighted that understanding the nature of sexual behaviors and their social determinants by academic research, is key to designing more effective STIs/HIV/AIDS prevention programs. Our findings were
similar to Coates et al. study [40] that showed STIs/HIV/AIDS prevention success was substantially improved
when HIV prevention addresses the broader structural factors that shape or constrain individual behavior, such
as poverty and wealth, gender, age, policy, and power.
In community empowerment domain, our findings suggest a need for reproductive health educational policy
designed to facilitate communication between parents and adolescents. A large proportion of studies mainly
from developed countries conducted on how parents influence adolescent sexual behavior [41]-[45]. Participants
also described the importance of overcoming barriers to sexual and reproductive health education. Socio-cultural
taboos connected to it and lack of correct knowledge makes open discussions difficult. Participants highlighted
the importance of gender-based life skills education in school health. Worldwide UNICEF studies show the importance of encouraging positive values in relationships, such as assertiveness and self-confidence, particularly
among girls, and learning to listen and show respect, particularly among boys [46].

5. Conclusion
In our country, transforming gender neural to more complete gender sensitive STIs/HIV/AIDS prevention policy
needs reforms that make these interventions more effective.
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