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Abstract 

As medical ethics indisputably needs to consider patients' religious beliefs and spiritual 
ideas, one can suggest that hospitals are responsible for not only patients' rights and dignity, 
but also for her/his religious concerns and expectations.  
 The current study is designed shed some light on the patients' view of the implementation 
of religious law in Iranian hospitals, specifically, the right of patients to be visited and 
delivered health services by professionals from the same sex. This protocol is proposed by 
the Ministry of Health and Medical Education of the Islamic Republic of Iran as a response to 
the increasing demand for implementation of the religious law by Iranian patients. 
This research is a cross-sectional study which was conducted at four teaching general 
hospitals in Tehran, Iran. The data was collected by the means of a questionnaire distributed 
to 120 women who were admitted to different wards of the hospitals. These women were 
asked to express their opinion of the implementation the Same Sex Health Care Delivery 
(SSHCD) system in Iranian hospitals. All analyses were performed with the use of SPSS 
software, version 16.0.  
The results indicate that half of the hospitalized women believed that being visited by a 
physician from the same gender is necessary who advocated the implementation of SSHCD 
in a clinical setting; and most of their husbands preferred their wives to be visited exclusively 
by female physicians.  
This study highlights the view of the Iranian patients towards the issue and urges the 
Ministry of Health and Medical Education of the Islamic Republic of Iran to accelerate the 
implementation of this law.  
SSHCD is what the majority of Iranian patients prefer, and, considering patients' rights and 
the medical ethics, it should be implemented by Iranian policy makers.  
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Introduction 
 

  

Spirituality and medical ethics has recently 
emerged as an important topic in the health care 
provision and there exists a heated debate sur-
rounding the issue. Medical ethics is in the curricu-

la of virtually all medical schools all around the 
world. On the other hand, spirituality and religion 
is considered as an inextricable part of almost all 
medical codes of ethics. Therefore, one could 
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suggest that patients' religious ideology and beliefs 
should be taken into account in any clinical setting 
(1, 2). 

Spirituality is usually defined as the aspect of 
humanity that refers to the way an individual seeks 
to follow in life. It is supposed to add meaning and 
purpose to life, and facilitate the connection with 
the moment, self expression, and attitude towards 
other human beings, nature and the sacred (3). 
Spirituality and religious beliefs have been shown 
to have an enormous impact on how people can 
cope with serious illness and life threatening 
stresses (4, 5). Spirituality if often claimed to give 
people a certain feeling of wellbeing, improve the 
quality of life, and provide social support through 
spiritual social activities (6, 7). 

New advances in medical sciences have made 
it more than obvious that including moral issues in 
this profession is indispensable. As medical 
profession deals with individuals' bodies and lives, 
it needs to consider morality and dignity of human 
beings (8). Therefore, medical practice is inter-
linked with a great deal of responsibility as it deals 
with human beings' physical and mental health; 
consequently, it should take all considerations into 
account including spirituality and religion (9). In 
today's world, medical ethics has been the subject 
of considerable attention due to the mentioned 
issues and it is the subject of heated debates. 
Medical ethics include a set of values and codes 
which aim to build trust and confidence in physi-
cians, patients, and the society as a whole. A 
physician's competence depends not only on his 
medical knowledge, clinical decision making, and 
practical skills, but also, on his ideology and 
practice of medical ethics (10, 11). As one of the 
four basic principles of modern ethics is respect to 
patients' choice in clinical practice, physicians 
should respect patients' religious and spiritual 
choices (12). 

Patients are only one side of the interaction in 
a clinical setting; physicians too, may have 
religious ideas and beliefs which may influence 
their practice. The religious ideology and beliefs of 
physicians can even more complicate the issue 
when patients' religious choices come into play 
(12). 

As argued, the concept of morality and medi-
cal ethics has become the focus of attention in 
medical practice, and, its implementation is 
furiously advocated (13). Therefore, hospitals need 
to consider all aspects of patient's rights including 
the right to be treated based on their religious 
ideology. In fact, respecting all aspects of patients' 
rights such as their participation in decision 
making, respect for privacy and dignity, and 
interpersonal relationships are considered inter-
twined with several different aspects of health care 
delivery (14). 

The U.S. legal system has been pioneer in 
implementing a robust approach to a health care 
provision system respecting all aspects of patients' 
rights such as their special religious demands, 
while pursuing excellence in all aspects of health 
care delivery (15). 

In addition to considering moral issues and 
respecting religious beliefs of patients, public and 
governmental hospitals need to promote accounta-
bility. Respect for patients' rights and enhanced 
communication with patients can pave the way for 
development of moral competence (16). In fact, it 
is argued that undermining medical and moral 
accountability in some countries has resulted in 
patients' loosing their confidence in the system 
regarding moral, legal, monetary, and political 
affairs (17). Moral accountability in governmental 
hospitals is defined as the extent to which they 
implement and monitor adhering to moral princi-
ples by the authorities and staff (18). 

The need for defining a role for religion in 
human beings' everyday tasks is not limited to a 
specific religion, a certain geographical area, or a 
particular time period in the history. In fact, it can 
be argued that man has always felt this need all 
through the human history including the present 
time. Islam, as both an ideology and a practical 
way of life, is argued by its followers, to provide 
solid foundation for different aspects of life  (19, 
20). 

The clinical setting and medical affairs seem 
to be in priority when implementing the religious 
law is concerned. Islam treats physicians and health 
care professional with an utmost dignity. This 
dramatically increases the physicians' responsibil-
ity. As Islam is all about faith, dignity, honesty, and 
mutual trust, medical ethics is of paramount 
importance for Muslims as it needs to protect them 
from anything that might endanger the Islamic 
principles (21, 22). 

In this study, we aimed to conduct a poll to 
find out what female Iranian patients think about 
the implementation of the Same Sex Health Care 
Delivery system (SSHCD) in accordance with the 
religious law in a number of teaching general 
hospitals of Tehran, the capital of Iran. This plan 
was first proposed by Ministry of Health and 
Medical Education of the Islamic Republic of Iran 
due to increasing demand of patients and policy 
makers, and, consequently, the Supreme Council of 
SSHCD was established in 1997. The Parliament of 
the Islamic Republic of Iran passed the bill of this 
plan in 1998, and, in the same year, it was commu-
nicated to all healthcare organizations in Iran. Also, 
the supplement to this law was approved in 2006 
(23). This study is the result of all endeavors to 
clarify whether the project can be implemented in 
Iranian hospitals or not, and whether the patients 
would prefer and embrace it. This project is 
supposed to encompass all aspects of religious law 
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regarding medical practice including the need for 
female patients to be visited and cared for, exclu-
sively, by health care providers from the same sex 
(24, 25). The plan of SSHCD project also includes 
a different part which is designed to define medical 
practice codes based on the religious law. This 
project is supposed to be followed by all medical 
practitioners practicing in the Islamic Republic of 
Iran (26).  

The first step of the project is intended to sep-
arate women and men in hospitals (21). Moreover, 
physicians should be required to visit patients from 
the opposite sex only when it is inevitable. This 
way, any unnecessary contact of the health care 
provider with the patient from the opposite sex is 
minimized (24). Finally, physicians' bedside 
manner and their conduct toward their patients 
need to be according to the religious law (22). 

 
Materials and Methods  

 
This research was a cross-sectional, descrip-

tive – analytical study which was conducted at 
teaching general hospitals in Tehran, Iran. In this 
study, we chose four hospitals from different 
neighborhoods of Tehran which were similar in 
terms of size, number of beds, number of patients 
admitted during a particular period of time, number 
of staff, and the health care services delivered. The 
questionnaires were to be answered anonymously, 
and, in order to protect their confidentiality, the 
names of the participating hospitals were not 
disclosed. The Cochran formula was used to 
calculate the number of female patients as the 
research cohort.  In each hospital, 30 female 
patients were selected from different wards using 
cluster sampling method. The assessment tool was 
a questionnaire comprised of 18 questions and the 
questions had a focus on demographic information, 
the preferred gender of the visiting physician, the 
importance of being visited by a physician from the 
same sex, and the most important moral issue they 
faced during their hospitalization.  

 Before the commencement of the study, a pi-
lot study was performed to check the reliability of 
the questionnaire. In order to ensure that, some of 
the patients were asked to complete the question-
naire randomly two weeks prior to the study. The 
results obtained from test- retest method were 
studied and compared with those of the main study. 
The reliability coefficient for this measurement was 
relatively high (Cronbach alpha=0.85). Also, the 
face and coincidental validity were performed. 
Therefore, it was ensured that the questions of the 
questionnaire were highly valid.  

The questionnaires were distributed among 
120 women who were admitted to different wards 
of the hospitals. Also, we asked the patients to 
mention their husbands’ opinion about their wives 
being visited exclusively by female physicians and 

they were asked to express their opinion about the 
questions. In order to specify the degree of the 
agreement the three – level Likert scale was used as 
"agree", "Disagree" and "Neutral". The SPSS 
software was used, and the descriptive data were 
prepared. The statistical analysis, Chi-square and 
Pearson tests were used to analyze the data. As it 
was difficult to analyze patients' opinions by direct 
observation, the attitude was assessed using 
measurable bits of evidence such as the expression 
of beliefs and emotions (27). 
 
Result 
 

Most of the patients were 20 – 40 years old, 
89% were married and 79.3% were housewives. 
30% of them were illiterate and the remaining had 
high school diploma, bachelor’s degree, master's 
degree or doctorate degree. 

60% of the patients lived in the capitals of the 
provinces and 40% lived in towns and rural areas. 
The results indicated that most of the hospitalized 
women's husbands preferred female physicians to 
visit their wives. Half of these patients believed 
being visited by a female physician is necessary. In 
contrast, 14.8% believed it was not necessary, and 
36.5% did not answer this question. 

Almost, half of the patients believed that fe-
male physicians were available, 37.2% of them 
expressed that female physicians were not availa-
ble, and the rest expressed that they had not noticed 
it. Most of the patients believed that they mostly 
felt embarrassed when male medical students were 
present by their bedsides. 

As it is tabulated in table 1, more than half of 
the hospitalized women believed in the competency 
of the female physicians and staff and preferred to 
be visited by them even when male physicians 
were being present.  

Most of the hospitalized women in this study, 
expressed their concern and dissatisfaction about a 
number of issues in the questionnaire.  Most 
notably, they felt uncomfortable during physical 
examinations performed by male medical students. 
Moreover, they expressed their feeling embarrassed 
by being visited by male physicians of their own 
family members or relatives (to whom marriage is 
prohibited by the religious law). They also opposed 
to a number of services delivered by male staff, 
including nursing care, housekeeping services, 
changing position, being helped with personal 
activities, urethral catheterization and intramuscu-
lar injections. They also were against presence of 
male medical students during medical examina-
tions, failure of patient's covering during  radiology 
and laboratory services provided by the technicians 
or technologists, and the presence of male nurses 
and staff members of close relationship (to whom 
marriage is prohibited) during physical examina-
tions. In addition, the majority of the hospitalized 
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women were in favor of the separation of men and 
women's rooms at the hospital wards and the 
presence of a chaperone during medical examina-
tions. 

According to table 2, 3/4 of the hospitalized 
women were in favor of implementation of the 
SSHCD project in Tehran, Iran. We analyzed the 
dependency or independency of the variables based 
on Pearson test, and, it was demonstrated that there 
was significant relationship between the level of 
education of the studied women and their opinion 
about the gender of their physician (P=0.041) and 
being delivered nursing care by male nurses 
(P=0.045). Therefore, it can be concluded that 
more educated patients preferred to be visited by 
male physicians and received health care by male 
nurses. Also, there was a significant correlation 
between the age of the participants and their 
opinion of the presence of male physicians during 
physical examinations (P=0.002), being examined 
by male medical students (P=0.002), and receiving 
personal services by male hospital staff (P=0.019). 
Older patients were in favor of being visited by 
male physician, being examined by male medical 
students, and receiving personal services by male 
hospital staff. Moreover, there was a significant 
correlation between the incidence of hospitalization 
and the patient’s opinion about receiving nursing 
care provided by male nurses (P=0.04), and sharing 
their personal private issues with male physicians 
and other medical staff (P=0.01). It was observed 
that increased incidence of hospitalization was 
positively correlated with preferring to receive 
nursing care by male nurses and the other male 
medical staffs. There was also considerable 
correlation between the occupation of patients and 
their attitude towards the presence of male staff 
during their examinations by male physicians 
(P=0.01) and the implementation of adjustment 
plan. There was also correlation between marital 
status of the hospitalized women and their attitude 
toward being examined by male medical students 
(P=0.025). Thus, the hospitalized women with 
higher job positions preferred to be examined by 
male physicians; in other words, woman with 
higher job positions were not in favor of the 
implementation of the SSHCD project. Most 
interestingly, there was a direct relationship 
between the opinion of the husbands and the 
patients, and the patients themselves regarding the 
preferred gender of physicians as well as being 
examined by male medical students.  

 
Discussion 
 

The current study has several unique features. 
Firstly, it had a focus on SSHCD according to the 
religious law from a different point of view which 
is based on medical ethics and patients' rights. 
Secondly, this study is one of the few studies 

conducted on the need for implementation of the 
SSHCD according to the free will and respect to 
the choice of Iranian female patients and their 
family. Thirdly, in this article, the researchers 
analyzed the demographic characteristics of the 
hospitalized women (such as age, education, 
occupation, the incidence of admission to hospitals, 
marital status and the opinion of their husbands) 
with regard to the implementation of the SSHCD. 

 Approximately, half of the hospitalized 
women believed it necessary to be visited by 
female health care professionals and they consid-
ered it as their indisputable right. Zare Dehabadi 
has suggested that patient's rights to choose their 
physician is in accordance with the WHO declara-
tion and that of the World Medical Association. 
This is also considered in patient's rights charters in 
Malaysia, New Zealand, and Slovakia (28). 

Waseem et al. have analyzed several points 
regarding patients' preferences for the gender of 
their health care deliverer. Among the study 
subjects, 80 percent of the women preferred a 
female doctor, and when it came to the choice 
between more experienced and female physicians, 
none of them chose the doctor who had more 
experience. They researchers hypothesized some 
potential underlying basis for the results and 
suggested the possible implications. However, 
several studies conducted on hospitalized women's 
opinion about their preferences for the gender of 
health care deliverers found that characteristics 
such as interpersonal communication and clinical 
skills had priority over physician's gender. Moreo-
ver, a significant numbers of patients did not 
express any preference. The aforementioned results 
are in congruence with those of the current study 
(29, 30).  

The subject of the gender related issues in 
medical practice and research has been the subject 
of considerable amount of debate recently. Sex and 
gender related laws and regulations do not only 
affect the patient, but also include the relationship 
amongst practitioners themselves. Considering the 
important role it plays in daily activities of medical 
practitioners and its legal, political, philosophical, 
and moral consequences, the gender related 
interpersonal communication issues should be 
taken into account more seriously (31). 

The most frequently expressed concern of the 
patients in this study was the issue of a male 
medical student's being present during physical 
examinations and ward rounds. The participants 
also expressed their dissatisfaction with the health 
care services rendered by male nurses and allied 
health professionals. Moreover, they were strongly 
in favor of the separation of female patients' rooms 
in hospitals. 

It is universally acknowledged that patients 
and their families should have the right to choose 
their health care providers (32). Therefore, hospi-
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tals bear the responsibility of providing patients 
with their preferred health care services. These 
services need to respect patients' choice of the 
clothing, head cover or Hijab, and carrying 
religious relics or other symbolic items, as long as 
they do not interfere with diagnostic procedures or 
treatment options. Many even argue that such 
issues need to have priority over medical procedure 
with more favorable outcomes. Privacy, confidenti-
ality of clinical information, the presence of a 
chaperone during clinical examinations, and having 
the right to be visited and cared for by health care 
providers of one's own sex are usually considered 
as patient' indisputable rights (33,34). Yarsis 
Surakarta Hospital in Indonesia that is a private 
healthcare facility with 219 beds and Zhejiang 
Woman Hospital in china that was founded in 1951 
and fit, the local healthcare demand for women and 
babies, with nearly 1000 staffs, 750 bed, for 
women and 250 beds for babies, are examples of 
the world’s attention to human rights (35, 36). 

 Although the results of our study clearly 
demonstrated that most of the hospitalized women 
were in favor of the implementation of the SSHCD 
project according to the religious law, one should 
consider several different factors when its imple-
mentation is concerned. Azari argues that one of 
the most important strategies in this regard is to 
employ proportionate workforce, especially nursing 
staff and allied health care professionals (37). 
Shojaie and Ghofranipour indicated that a con-
servative and tolerant approach should be consid-
ered so that to avoid fierce opposition by those who 
disagree with this plan, and, also, to prevent 
extremism. It should be also taken into account that 
the implementation of the SSHCD requires deep 
and sincere faith of both policy makers and health 
care providers, and, the strategy of its implementa-
tion must be similar to that of the Islamic ethics. 
Taking these into consideration, SSHCD seems 
easy to be implemented and requires sincere faith 
and dedication (38, 39). 

One of the most important limitations of the 
present study was that it was conducted over a 
specific time period. It could be argued that an 
increased duration of the study might have demon-
strated different results.  Secondly, as all patients 

were recruited by means of a questionnaire, it is 
possible that during the information collection 
process some data are missed. Finally, one could 
suggest that some other factors influencing health 
care provision for the hospitalized patients that 
have not been taken into account in our study. 
Considering mentioned limitations further studies 
with a larger cohort and extending over a longer 
period of time seems to be of great importance 
before implementation of the SSHCD or any such 
comprehensive plan at a national scale. It is 
noteworthy that written informed consent was 
obtained from all patients and every single aspect 
of academic honesty has been taken into account to 
avoid plagiarism, misconduct, data fabrication and 
/ or falsification, and double publication. 

 
Conclusion 
 

Apparently, although a decade is passed since 
the proposal of the implementation of the SSHCD 
in Iranian hospitals, Iranian patients and their 
families are still in favor of its implementation. In 
fact, the advocacy of its implementation has 
increased during the recent decade. Moreover, the 
results of previous studies and those of the present 
one conclude that not only patients are in favor of 
the SSHCD project, but also a great majority of 
health care providers advocate it. As a result, we 
hope that a new common issue about patients’ 
rights and medical ethics has opened. Therefore, 
the results of this study, in accordance with those 
of the previous ones, indicate that Iranian health 
care policy makers need to consider accelerating 
the implication of the SSHCD plan.  
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Table 1: Absolute and relative distribution of the hospitalized women's attitude toward each element  
 

Raw Attitude No idea Agree Disagree Total 

 Frequency 

                         Type of 

      question 

N
um

ber 

Percentage 

N
um

ber 

Percentage 

N
um

ber 

Percentage 

N
um

ber 

Percentage 

1 Being visited by male physicians  27 22.5 57 47.5 36 30 120 100 

2 Female physicians' ability 28 23.3 69 57.6 23 19.1 120 100 

3 Male physicians of close relationship (to 
whom marriage is prohibited) 

10 8.3 26 21.4 84 70 120 100 

4 Examination by male medical students 17 14.1 19 15.9 84 70 120 100 

5 Providing nursing care by male nurses 23 19.1 15 12.6 82 68.3 120 100 

6 providing housekeeping services by 
Male staff 

30 25 24 20 66 55 120 100 

7 Changing position and helping with 
personal activities by male staff 

16 13.3 7 5.9 97 80.8 120 100 

8 Presence of male staff during medical 
examinations 

4 3.3 3 2.6 113 94.1 120 100 

9 Urethral catheterizations and intramus-
cular injections by male nurses 

3 2.5 4 3.4 113 94.1 120 100 

10 Separation of female patients' rooms in 
wards 

12 10 102 85 6 5 120 100 

11 Separation of  bathrooms 1 0.8 111 92.6 8 6.6 120 100 

12 Medical examination behind screens in 
general rooms  

17 14.1 97 80.1 6 5 120 100 

13 Presence of one of family members or 
close relatives during medical examina-
tion 

11 9.1 77 64.3 32 26.6 120 100 

14 Presence of strangers during medical 
examinations 

17 14.1 7 5.9 96 80 120 100 

15 Transportation by male staff 37 30.8 33 27.6 50 41.6 120 100 

16 The way a patient's body is exposed 
during diagnostic procedures provided 
by male paramedical staff 

24 20 37 30.9 59 49.1 120 100 

17 Patient’s covering during radiology 
laboratory services provided by the 
technician or technologists 

21 17.5 16 13.4 83 69.1 120 100 

18 Male nurses or staff of close relationship 
(to whom marriage is prohibited) 

25 20.8 29 24.2 66 55 120 100 
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Table 2: Absolute and relative distribution of the hospitalized women's opinion of the implementation 
                of the SSHCD  
 

Raw Attitude Frequency 
Number Percentage 

1 no idea 2 1.7 
2 agree 90 74.4 
3 disagree 29 24 
4 total 121 100 
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