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Executive Summary

In Iran, the prevalence of disability among women is approximately 10 per 1,000. Women with
physical disabilities, particularly those living in underserved provinces, face serious multi-level
barriers (individual, social, and structural) in accessing prenatal care. Drawing on international
evidence and qualitative findings, these barriers can increase the risk of pregnancy-related
complications and adverse maternal outcomes and undermine health equity. The purpose of this
policy brief is to provide practical and actionable recommendations for policymakers to improve
equitable access to prenatal care services for this population.

This policy brief is based on a qualitative study conducted through semi-structured.interviews
with 24 participants (12 women with physical disabilities and 12 healthcare-providers) in
Kermanshah Province. Key barriers were identified at two levels: stakeholders (negative
attitudes, lack of knowledge, and insufficient family support) and the organizational/system level
(poor physical accessibility, inadequate insurance coverage, and..absence of specialized
protocols). The primary evidence is drawn from KermanshahProvince, while the policy
recommendations are formulated for Iran’s national health'system.

Proposed solutions include empowering stakeholders through mandatory training for healthcare
providers and public awareness campaigns; establishing a“structured support system (expanded
insurance coverage, facility adaptation, and specialized transportation); reforming care processes
and protocols (home visits and reduction of unnecessary referrals); and strengthening intra- and
inter-sectoral collaboration (Ministry of. Health, State Welfare Organization, and insurance
bodies).

Phased implementation of these policies, led by the Ministry of Health and Medical Education
with the participation of the State Welfare Organization and insurance organizations, can reduce
adverse maternal outcomes, promote health equity, and prevent long-term costs. Failure to act
will lead to increased inequality,.a greater financial burden on the health system, and violation of
the reproductive rights of these women.

Keywords: Women, with physical disabilities, prenatal care, health equity, access to maternal
services.



Problem Description and Policy Issue

According to the World Health Organization (WHO), approximately 15% of the world’s
population lives with some form of disability (1), and women with disabilities account for about
10% of the reproductive-age population (2). In Iran, the prevalence of disability among women is
approximately 10 per 1,000 (3). In certain provinces, such as Kermanshah—with more than
14,000 women with physical disabilities—the province is considered among the less privileged
in terms of welfare and health services (4).

Iran’s primary legal framework includes the Comprehensive Law on the Protection of the Rights
of Persons with Disabilities (enacted 16 Ordibehesht 1383 / 5 May 2004), the Law on the
Ratification of the Convention on the Rights of Persons with Disabilities (enacted 13'Azar 1387 /
4 December 2008), and the Law on the Protection of the Rights of Personswith Disabilities
(enacted 20 Esfand 1396 / 11 March 2018 and approved by the Guardian Council in 1397).
Article 6 of the Convention explicitly emphasizes the rights of women.and girls with disabilities.
In addition, the General Policies on Welfare and the Law on the Comprehensive Social Security
System provide complementary frameworks. The State Welfare-Organization and the Foundation
of Martyrs and Veterans Affairs have been designated.as national focal points.

Despite these upstream documents, previous implementation strategies (such as general
programs for physical adaptation of health facilities based on the executive by-law of Article 3 of
the 1396 law and the regulations of the Supreme Council of Urban Planning and Architecture, as
well as expansion of basic insurance coverage) have largely remained general in nature and have
paid limited attention to the specific reproductive and prenatal care needs of women with
physical disabilities. The main responsible institutions have been the Ministry of Health and
Medical Education and the State ‘Welfare:Organization; however, the absence of specialized
protocols, weak inter-sectoral coordination, and lack of prioritization of reproductive health
services for this group “have prevented these programs from adequately addressing specific
needs. National historical trend data and statistical information on the access of these women to
standard prenatal care are also lacking, which itself constitutes an important policy gap.
Domestic studies indicate-that this gap has resulted in insufficient service utilization and
increased risk of complications (2). Therefore, this policy brief aims to fill this policy gap by
providing evidence-based practical recommendations.

The corepolicy problem is that women with physical disabilities (particularly mobility
impairments) in lIran face multi-level barriers (individual, social, and structural) in accessing
standard prenatal care. These barriers include negative societal attitudes, insufficient knowledge
and sensitivity among service providers, financial difficulties, poor physical accessibility of
facilities, and the absence of specialized protocols (5). As a result, this group does not receive
adequate care, which can significantly increase the risk of pregnancy complications, maternal
mortality, and fetal adverse outcomes (6).



Neglecting the reproductive needs of these women not only contradicts international conventions
such as the Convention on the Rights of Persons with Disabilities (CRPD) and the Sustainable
Development Goals (SDGs), but also leads to violation of reproductive rights, increased costs of
treating complications, and a heavy social burden. The qualitative study shows that without
supportive policies, these women are marginalized, receive less prenatal care, experience
violation of their reproductive rights, and face higher risks (4).

The primary evidence for this policy brief is drawn from the qualitative study conducted in
Kermanshah Province; however, the recommendations are presented at the national level, taking
into account the structural similarities of the health system across the country.. The “central
question of this policy brief is: How can access to prenatal care for women with physical
disabilities be improved within Iran’s health system so that health equity is achieved?

Methods

This policy brief is based on a qualitative study (Master’s thesis) conducted in Kermanshah
Province (4). The aim of the study was to explore barriers to prenatal care among women with
physical (mobility) disabilities and to propose solutions.for improving care in Kermanshah
Province. Purposive sampling with maximum variation was.used. Data were collected through
face-to-face semi-structured interviews with open-ended questions, supplemented by probing and
follow-up questions when necessary. Interviews were conducted with 12 pregnant women with
physical disabilities and 12 prenatal care providers (obstetricians/gynecologists, general
practitioners, midwives, and community-health workers/behvarzan). Data were analyzed using
directed content analysis (4). Findings were categorized into two main themes: stakeholder-
related barriers and organizational barriers. This categorization and its sub-categories formed the
basis for the policy recommendations presented in the subsequent section (4). All stages of the
study were conducted in accordance with ethical standards approved by the university ethics
committee and the principles of the Declaration of Helsinki. Full details of the qualitative study
are reported in the original thesis and the article extracted from it (7).

Policy options were derived from the qualitative findings of the study and from focused group
discussions.with scientific, executive, and policy experts from relevant sectors. Discussion data
were collected. in‘two working groups over two sessions, then coded and analyzed to extract the
options. Ranking of the policy options was performed through multi-criteria decision analysis
(MCDA) and consensus among the research team. Five evaluation criteria were considered:
effectiveness (problem-solving potential and impact on improving access and health equity), cost
(financial and resource requirements), feasibility (political, organizational, and cultural
acceptability within the Iranian context), equity (fair distribution of benefits), and flexibility
(adaptability and capacity for modification). Scoring was qualitative (high, medium, low, and
intermediate degrees) and conducted through discussion and group consensus among the
research team members. No formal numerical weights were assigned to the criteria, and external
stakeholders did not participate in the ranking process.



Study Findings

Stakeholder-related barriers (societal, healthcare providers, service recipients, and their
families/caregivers) and organizational barriers (physical accessibility, support systems, and
structured care programs) were identified through directed content analysis (7). These barriers
formed the foundation for the focused group discussions and the identification of four main
policy options. Each policy option and its interventions correspond to one or more subgroups of
barriers reported by the participants.

Stakeholder-related barriers include:

e Societal: Negative and discriminatory attitudes in society (e.g., the belief that women
with disabilities are incapable of reproduction).

e Providers: Lack of specialized knowledge and training, unsupportive attitudes, and
insufficient sensitivity to the specific needs of women with disabilities.

o Family and caregivers: Knowledge gaps, inadequate financial support, and deprivation
of the mother’s autonomy.

« Women with disabilities: Mobility limitations, negative personal attitudes, and lack of
awareness of reproductive rights.

Organizational barriers include:

e Poor physical accessibility: Lack of facility adaptation (absence of ramps, accessible
equipment, and adjustable examination tables) and transportation difficulties.

e Absence of a support'system: High costs, inadequate insurance coverage, and lack of
non-financial support.

e Lack of structured care programs: Unnecessary referrals and weak referral systems,
absence of disability-specific specialized protocols, and shortage of relevant clinical data.

This categorizationof. barriers forms the basis of the four main policy options. Each option
directly aligns with*one or more sub-themes of barriers reported by participants. The findings are
consistent with global studies on the challenges faced by women with disabilities in accessing
reproductivethealth care (6), the WHO (2011) report indicating that persons with disabilities are
more disadvantaged in accessing health services (1), and domestic studies such as Abedi et al.
(2004), which emphasized the lack of access of women with disabilities to reproductive services

(2).
Policy Options and Solutions

To improve access to prenatal care for women with physical disabilities, four main policy
options are proposed that can be implemented at both national and provincial levels. Specifically,
stakeholder-related barriers (negative attitudes, insufficient knowledge, lack of awareness, and
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limited autonomy) shaped the “empowering stakeholders” option, while organizational barriers
(limited physical accessibility, absence of support systems, and lack of structured care programs)
shaped the remaining three options (8).

Option 1 — Empowering stakeholders should be prioritized. This approach includes mandatory,
targeted training courses for prenatal care providers (physicians, midwives, community health
workers, and obstetricians/gynecologists) that can be integrated into the educational programs of
the Ministry of Health and Medical Education. Concurrently, broad public awareness campaigns
targeting society, families, and women with disabilities themselves should be implemented
through national and local media, social networks, and programs of the State Welfare
Organization to reduce negative and discriminatory attitudes toward disability and increase
awareness of reproductive rights and the specific needs of this group. International evidence
indicates that targeted training of providers increases knowledge and ‘skills for disability-
inclusive care (9, 10).

Option 2 — Establishing a structured support system is essential. This option includes
expanding insurance coverage for specialized pregnancy and childbirth services for women with
physical disabilities; allocating sustainable government budgets for physical and equipment
adaptation of health facilities according to universal design standards (e.g., installation of ramps,
elevators, adjustable examination tables, and. accessible equipment); and facilitating
transportation through close collaboration with municipalities and public transport organizations
to provide specialized vehicles and accessible.routes. These measures directly reduce physical
and financial barriers and strengthen women’s autonomy. International evidence shows that
physical adaptation of facilities and equipment (such as adjustable examination tables)
significantly facilitates accessto standard care for women with physical disabilities (11, 12).

Option 3 — Reforming care processesand protocols must be pursued seriously. This includes
reducing unnecessary referrals;, enabling part of prenatal care to be delivered at home (home
visits by midwives or physicians);-and developing specific, simplified protocols for confirming
the delivery status of women with disabilities in medical commissions so that processes become
faster, less costly, and. less burdensome. International evidence indicates that structured home
visits improve the quality of prenatal care and perinatal outcomes (13, 14).

Option 4 Strengthening intra- and inter-sectoral collaboration plays a key role. Concluding
joint memaranda of understanding among the Ministry of Health, the State Welfare Organization,
municipalities, and non-governmental organizations, together with establishing an integrated
shared information system for registering persons with disabilities, will enable better service
coordination, prevent duplication, and facilitate timely integrated care.

Coordinated implementation of these four policy options can effectively remove existing barriers
and ensure equitable, high-quality access to prenatal care for women with physical disabilities.
Implementation will be led by the Ministry of Health and Medical Education in collaboration
with the State Welfare Organization. Annual monitoring can use indicators such as the
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percentage of women with disabilities who receive at least eight standard prenatal visits, the rate
of insurance coverage for specialized services, maternal satisfaction scores, and reduction in
pregnancy-related complications.

A detailed analysis of the advantages, challenges, and implementation solutions for the proposed
policy options is presented in Table 1. Comparison and prioritization of the options in terms of
effectiveness, cost, and feasibility are presented in Table 2.

Table 1. Policy options, advantages, challenges, and solutions to address challenges

Policy option | Interventions Advantages Challenges Solutions
1. - Mandatory | Increased awareness and | Lack of time and | Use . of = co-creation
Empowering provider training | improved attitudes | resources, difficulty | methods and
stakeholders - Public | leading to better service | identifying and ‘|, supportive

awareness
campaigns

access, greater program
credibility, transparency
and accountability,
improved care quality,
better dissemination and

persuading « appropriate
stakeholders, . cultural
resistance, and need for
continuous training.

communication,
relationship-building
and power-sharing,
creation of safe spaces
and transparency in

uptake of  findings, decision-making,
mutual learning, and integration of training
shared responsibility. into Ministry of Health
programs, and media
campaigns.
2. Establishing | - Expansion of | Reduced risk of| Lack of comprehensive | Creative resource-
a  structured | insurance pregnancy and'childbirth | and up-to-date data and | sharing, accessibility
support system | coverage - | complications, improved | adequate infrastructure, | measures  such  as
Facility physical and-.._financial | socio-economic factors | facility adaptation with
adaptation - | access to care, support | including poverty and | government  budgets,
Accessible for .independence and | insufficient  insurance | coordinated care,
transportation autonomy,/ of women | coverage, persistence of | expansion of insurance
with disabilities, | discriminatory attitudes | coverage, and
structural changes | and prejudices toward | collaboration with
toward an inclusive care | persons with disabilities, | municipalities for
system, improved | heavy financial burden | specialized
provider  satisfaction, | of services, and severe | transportation.
and reduction or | weakness in inter-
elimination of | sectoral coordination
discriminatory attitudes | and collaboration.
and prejudices.
3. Reforming |- "Development | Prevention of | Fragmented  systems, | Development of
care processes | of  specialized | incomplete assessment | informational and | specific guidelines in
and protocols | guidelines - | and irrelevant | physical barriers, | collaboration with
Reduction of | interventions, improved | negative provider | women with
unnecessary access to care, | attitudes, lack of | disabilities,  provider
referrals - | development of specific | specialized training and | training, reduction of
Expansion of | guidelines for the needs | equipment, and | unnecessary referrals

home-based care

of persons with

inappropriate

and provision of home

disabilities, generation | reimbursement policies. | care, and integration of
of concepts for new disability-related
interventions, and clinical experiences
patient empowerment. into education.

4 - Inter- | Comprehensive Differing  perceptions | Facilitative leadership

S.trengthening

institutional

approach to health, cost-

across sectors, lack of

and strong institutional
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intra- and
inter-sectoral

collaboration Shared increased effectiveness
information of  chronic
system management,
policies, and
public health.

memoranda  of
understanding -

service

effectiveness, improved
coordination,

political
weak

commitment,
structures,
weaknesses in resource

design,
processes,

participatory
conclusion

of memoranda of

disease | allocation inter- | understanding, creation
better | sectoral competition, | of shared information
higher | and  individual and | registration  systems,
organizational and increasing
challenges. awareness and
perceived importance

through “education and
systematic reflection.

Prioritization of the policy options in Table 2 was performed by the research team using a multi-
criteria decision analysis approach. Each option was ranked across six dimensions.

Table 2. Prioritization of policy options

Policy option Effectiveness | Cost Feasibility . | Equity Flexibility | Priority
1. Empowering stakeholders High Low High High High ?]/izrg

2. Establishing a structured support Very high High Meditm V_ery Medium High
system high

3. Reforming care processes and High Medium | -Medium High High High
protocols

4. Strengthening intra- and inter- | o i\ Meditmy| %= Medium | High Medium
sectoral collaboration medium

The main stakeholders in this policy analysis are the Ministry of Health, the State Welfare
Organization, insurance organizations, healthcare providers, and families. Stakeholder analysis to
determine roles, power/influence levels, and positions was conducted using the power—interest
framework (15) and is.presented in Table 3.

Table 3. Stakeholder analysis

Stakeholder Role Level  of Position Proposed strategy
power
Ministry of:Health and | Main  policymaker  and Hiah SupDortive Executive leadership and
Medical Education service implementer g PP budget allocation
State Welfare Id_entlfl_catlt_)r_]_ of Persons | \+oiiim _ _Colla_b_orat_lon in
W with disabilities and social | | . Supportive identification and non-
Organization high : .
support financial support
Insurance organizations | Financing of services High Conditional !Expansmn of specialized
insurance coverage
Healthcare providers Direct service delivery Medium Rel_atlvely Mandatory training  and
resistant engagement
V\_/omfer_l_ with - physical Primary service recipients Low Supportive Par'glmpatlon in - protocol
disabilities design
Families and caregivers | Day-to-day support Low-- Variable Awareness campaigns and
medium education
Non-governmental Coalition-building and . . Participation in campaigns
A . Medium Supportive o
organizations (NGOs) complementary services and monitoring
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Municipalities and . . Collaboration in
. Environmental ~ adaptation . Neutral— . -
transportation . Medium . adaptation and specialized
A and transportation supportive )
organizations vehicles

Policy Recommendations

The policy recommendations were extracted by integrating participant data with international
evidence (e.g., WHO guidelines on disability-inclusive health services, the CRPD, and recent
global calls for disability-inclusive maternal and newborn health approaches) and based. on the
feasibility criterion (political/legal, organizational, and cultural framework in Iran).asfollows

9).

Short-term (1-2 years): The Ministry of Health and Medical Education should conduct
mandatory, targeted training courses for prenatal care providers (physicians, midwives, and
community health workers) and simultaneously launch broad awareness campaigns at the
community and family levels through national, local, and social'media. In'the same period, the
State Welfare Organization should develop and update the registration and management
information system for persons with disabilities to enable accurate identification and better
service coordination.

Medium-term (2-5 years): Allocation of specific and sustainable budgets for physical and
equipment adaptation of health facilities (e.g., installation of ramps, accessible equipment, and
specialized examination tables) and expansion of insurance coverage for specialized pregnancy
and childbirth services for women with physical disabilities is essential. Continuous monitoring
and evaluation of policy implementation should be conducted annually using key indicators such
as the rate of access of women with disabilities to standard prenatal care, percentage of insurance
coverage for pregnancy services, level of maternal satisfaction, and reduction in pregnancy-
related complications so.that effectiveness can be tracked and adjustments made if necessary.

Long-term (5 years and beyond): In the long term, policymakers should move toward full
integration of prenatal care services for women with physical disabilities into an inclusive
national health 'system. This includes developing and implementing a comprehensive national
inclusive reproductive health program, creating a unified national information bank of persons
with disabilities with a focus on reproductive needs, allocating sustainable structural budgets for
adaptation_of all health facilities, and developing continuous education within the curricula of
medical universities. Continuous monitoring and evaluation using key performance indicators
(such as the percentage of women with disabilities who receive at least eight standard visits,
maternal satisfaction levels, specialized insurance coverage rates, and reduction in pregnancy-
related complications and mortality) should be carried out so that policy progress can be
measured and adjusted as needed. Primary responsibility will rest with the Ministry of Health
and Medical Education, while the State Welfare Organization, insurance bodies, municipalities,
and non-governmental organizations will participate within the framework of long-term
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memoranda of understanding. This structural approach will pave the way for an equitable and
inclusive health system for all women.

Conclusion

Improving access to prenatal care for women with physical disabilities is an urgent necessity for
achieving health equity. Implementing the proposed policies in order of priority can
simultaneously improve service quality, health outcomes, and social equity. Timely action will
prevent long-term costs. Policymakers should seize this opportunity to create an inclusive health
system and initiate immediate actions.

Limitations

This policy brief is derived from a qualitative study conducted in Kermanshah Province, Iran.
Although purposive sampling with maximum variation was used, the findings may have limited
generalizability to other provinces with different healthcare infrastructures, cultural contexts, or
levels of welfare services. The sample size, while sufficient for in=depth exploration and data
saturation, does not allow statistical generalization. The absence.of national trend data on this
group’s access to prenatal care is a policy gap that should be'addressed in future studies.
Feasibility of implementation may vary depending on available resources and political priorities.
Future studies should include interviews with._reproductive health and disability policymakers
and test the proposed strategies in diverse settings.
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