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Abstract

Background: One out of seven teenage girls in developing countries marries before the age of 15. While the
fertility rate of teenage girls is high, the rate of contraceptive use remains low; therefore, this group of teenagers
needs reproductive healthcare. This study was undertaken to explore factors influencing the use of contraceptives
from the perspective of teenage women living in the city of Ardabil in Iran.

Methods: This qualitative study was conducted with 14 married women aged 13-19 years who attended in
urban-rural healthcare centers in Ardabil. Eligible women were recruited using purposive sampling and were invited
to take part in individual in-depth semi-structured interviews. The duration of the interviews varied from 45 to

90 min with an average of 55 min. Sampling continued until data saturation was reached and no new data was
collected. Each interview was tape-recorded after obtaining the participant’s permission, transcribed verbatim and
analyzed for identifying categories and themes using conventional content analysis.

Results: Three themes and eight subthemes were developed. The themes were as follows: “insufficient familiarity

"o

with contraceptive methods”,

pressure to become pregnant” and “misconceptions”.

Conclusion: Despite the high prevalence of early marriage in Iranian society, teenage women are not empowered
or prepared for marriage and birth control. Sexual and reproductive healthcare services to teenage women should

be improved to meet their needs.
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Background

There are 580 million teenage girls worldwide and 88%
live in low and middle income countries [1]. One out of
seven girls in developing countries marries before the
age of 15 [2]; hence, more than 39,000 girls become
child brides every day worldwide [3].

Marriage patterns differ in Iran and regional countries
and there continues to be pressure put on girls to marry
[4]. In Iran, the legal minimum marriage age for girls is
13 years. More than 7.7% of girls living in Tehran marry
before the age of 18. The rate of teenage marriage in
rural areas is 19.6% [5]. According to the latest census,
the highest rate of marriage was for the 20-24 year-old
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category for men and 15-19 year-old category for
women [6]. Studies in Iran have shown that family struc-
ture, lack of autonomy in decision-making by teenage
girls, the sexual, social and emotional needs of girls, low
awareness of villagers and cultural poverty are the fac-
tors most strongly influencing early marriage. Villagers
commonly believe that a girl should marry by the age of
15 or lose the opportunity of successful marriage. They
believe that single girls have sexual or physical problems
[7, 8]. In other words, early marriage and parenthood is
encouraged and childbearing is very desirable, as the fail-
ure to bear a child would likely lead to remarriage of the
husband with or without divorcing the first wife [9]. Chil-
dren are considered to be treasures of the home and help
maintain and strengthen the integrity of the family [10].

It has been reported that about 2.5 million girls under
the age of 16 give birth in low-income countries
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annually [11]. In accordance with the Iranian Strategic
Government Plan to increase the population in Iran that
went into effect on 20 May 2014, the rate of population
growth should increase in the next decade [12]. In
addition, the fertility rate of young adults should in-
crease considerably by 2025 [13].

While the average rate of marriage for girls under the
age of 15 years in most areas of Iran is 5%, this rate is
higher in provinces such as Ardabil, at about 9% [14].
Ardabil province is located in northwestern Iran in the
region of Azerbaijan. The majority of its residents are
Azeri and speak a Azeri-Turkish dialect [15]. The early
age of marriage (under 15 years of age) is one of the great-
est challenges to women’s health in this province [14].

The consequences of the early marriage of girls, fam-
ilies, children and the community in terms of health, so-
cial and financial concerns have been previously studied
[16]. As soon as a teenage girl is married, she must toler-
ate a great amount of pressure to prove her fertility and
strengthen her position in the family through childbirth.
Many teenagers are inclined to become pregnant imme-
diately after marriage. Consequently, the responsibilities
of pregnancy, motherhood and being a wife are imposed
on teenage girls from a young age [16].

At times, contraceptive failure leads to pregnancy.
While the fertility rate of teenage girls is high, the rate
of contraceptive use has remained low, which makes
these young women extremely vulnerable in terms of re-
productive healthcare [17, 18]. Teenage mothers and
their children are at high risk for infantile and childhood
mortality and morbidity, abortion, stillbirth, low birth
weight, congenital anomalies, pre-eclampsia, anemia,
hemorrhage, fistulas and dystocia [16, 19]. The
consequences of childbirth in girls under the age of
14 years are destructive and include puerperal en-
dometritis, the possibility of episiotomy, postpartum
hemorrhaging, operative vaginal delivery and anemia. In
addition, the rate of maternal death in young girls is four
times higher than for women aged 20 to 24 years [20].
The results of a survey of teenagers in southeastern Iran
showed that preterm delivery, intra uterine growth re-
tardation (IUGR) and placenta previa were higher in
teenagers than in older mothers, despite improved pre-
natal care [21].

It has been reported that the use of contraceptives can
reduce the maternal mortality rate by 44% [22]. The use
of contraceptives helps reduce unplanned pregnancies
and subsequent unsafe and illegal abortions [23]. The
use of contraceptives or the prevention of teen-
pregnancy is a major step toward achieving sustainable
development goals, including healthy lives and the pro-
motion of well-being for people of all ages, gender
equality and empowerment of women, high quality
education to all and the eradication of poverty [24—27].
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Many women rely on myths and misconceptions about
the side effects and negative consequences of contracep-
tive methods and this lack of knowledge is associated
with the poor wuse of contraceptives [28, 29].
Furthermore, the patterns of contraceptive use differs
significantly between adolescent girls and adult women.
Adolescents are less likely to use contraceptive methods
than adult women. This difference is most likely due to
insufficient knowledge and/or experience with regard to
contraceptives and a lack of autonomy in decision-
making by teenage women [18]. Moreover, the low
educational levels and socio-cultural issues hinder their
access to family planning methods immediately after
marriage and limits the use of contraceptives in this age
group [30].

Despite remarkable progress in maternal and child
health in Iran, contraception and pregnancy in teenagers
remain major problems in Iranian society [9]. Most
studies conducted on teenagers in Iran have recruited
unmarried girls who either are or are not sexually active.
The needs, behaviors, practices, sexual health and use of
contraceptives are quite different among teenagers who
have married and live with their spouses and children.
The results of studies carried out in other countries also
cannot be generalized to the Iranian cultural context be-
cause of cultural differences. Some qualitative studies,
however, have been conducted to improve understand-
ing of the causes for the high rate of teenage pregnan-
cies, such as the experiences of teenage women with the
use of contraceptives.

The first author of this article was a resident of
Ardabil province with over 20 years of educational and
practical clinical experience in maternal and child health
care. Because early marriage and pregnancy is prevalent
in Ardabil [14], this study, which is part of a PhD disser-
tation, was conducted to explore factors influencing the
use of contraceptives from the perspective of teenage
women in Iran and in particular in Ardabil.

Methods

Design

This was a qualitative study using a conventional
content analysis conducted by the first author. Content
analysis is a qualitative descriptive method for the inter-
pretation and classification of textual data through con-
sideration of cultural and contextual aspects influencing
the study phenomenon. The final products of data ana-
lysis are categories and themes [31].

Participants

For the purpose of this study, 14 teenage married
women were purposively sampled with maximum vari-
ation at urban-rural healthcare centers in Ardabil, Iran.
For this purpose, the first author approached eligible
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participants. Each woman who met the inclusion criteria
was provided with information about the study and en-
couraged to participate. The inclusion criteria were be-
ing a married woman of 13 to 19 years of age. In order
to gain a variety of viewpoints, the women interviewed
were of diverse demographic backgrounds in terms of
age (early, mid and late adolescence), age at marriage,
duration of marriage, urban or rural residence, educa-
tional level, parity and contraceptive method.

Although purposive criteria was applied, this was a
convenience sample of whichever woman was asked and
who agreed to participate in the study. In this group, the
mean (+SD) age at marriage was 13.2 (+1.25) years and
of the duration of marriage was 10 (+1.79) months. All
were housewives and a majority of them were at junior
high school.

Data collection
Data collection was conducted between May 2016 and
Oct 2016. The interviewer was a PhD candidate in the
field of sexual and reproductive healthcare and a faculty
member in a medical sciences university in Iran. The
interviewer had practical experience in qualitative re-
search. The eligible women, who attended health centers
to obtain health care services, were informed of the aim of
the study and were invited to take part in in-depth semi-
structured interviews. The interviews were conducted
individually and face-to-face in a private room in the
healthcare centers. The duration of the interview sessions
varied from 45 to 90 min with an average of 55 min.
Sampling continued until data saturation was reached
and no new data was obtained. The interviews were carried
out in the Azeri-Turkish language and were then translated
into Farsi and English for the purpose of publication of the
findings. Each interview was tape-recorded with the partic-
ipant’s permission, transcribed verbatim and then analyzed.
The questions used in the interviews were as follows:

e Dlease tell me about your experience with marriage.

e Dlease tell me about your experience regarding
fertility.

e Can you describe your experiences with
contraceptive use?

e Can you tell me whether or not you intend to use
contraception?

Data analysis

The data was analyzed based on the method suggested
by Graneheim and Landman [32]. After each interview,
they were transcribed verbatim and were read several
times to get a sense of the whole. The transcriptions
were then divided into meaning units, which were con-
densed and labeled with codes. The codes were sorted
and divided into subcategories and categories given their
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similarities and differences and the hidden contents were
developed as themes.

MAXQDAI10 software was used for data management.
The first author performed the data analysis and the other
co-authors supervised this process. Discussions were held
by the research team members to resolve disagreements.

Trustworthiness

Lincoln and Guba explained that credibility, reliability and
data transmission abilities improved the accuracy of qualita-
tive research [33]. In this study, purposeful sampling with
maximum variation, immersion in the data, member check-
ing and an audit trail helped validate the coding process and
data analysis. Peer checking, long-term engagement with
participants and maintaining ongoing relationships using
notes and journals improved the depth of data analysis.
Note that the translation of the interviews from Turkish to
Farsi and English were performed by two translators sep-
arately and were ultimately checked by a third person.

Ethical considerations

This study was part of the first author’s doctoral disser-
tation and was conducted with the approval of the Ethics
Committee affiliated with Tehran University of Medical
Sciences (decree number = IR TUMS.REC.1395.2576).
The participants were informed of the aim and method
of the study and gave the permission to tape-record their
voices. Before the interviews, all participants signed
written informed consent forms. The participants were
assured that the study results would be completely con-
fidential and anonymous. They were informed of the
voluntary nature of participation in this study. They
were also given the right to refuse to participate in the
interviews at any time without being penalized.

Results

The mean age of the teenage women was 14.9 (+1.62)
years. Of the participants, four were pregnant, three had
no children, six had one child having a mean age of 7.25
(£3.48) months, and one had undergone an abortion for
medical reasons. It was determined that five people of
the non-pregnant women were not using any contracep-
tive method. In this respect, three women used the
rhythm method, one women used oral contraceptive
pills and one woman used condoms, (Table 1). Data ana-
lysis led to the development of three themes and eight
subthemes. The themes were: “insufficient familiarity
with contraceptive methods”, “pressure to become preg-
nant” and “misconceptions” (Table 2).

Insufficient familiarity with contraceptive

methods

The teenage women’s awareness of contraceptive
methods was very low because of the poor quality of
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Table 1 Characteristics of participants
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Table 2 Themes and subthemes

Characteristic Number

Age
13>=
14-15

U U W

16-17
18-19
Mean 149

Age of marriage
12
13
14
15 1
16 1
Mean 13.2

w N

Length of marriage (month)
6>
6-12
13-24
25-36
Mean 10

w O w N

Educational level of participants
Elementary school 4
Junior high school
Senior high school 3

Age of husband
20-21 2
22-23 3
24-25 6
26-27 3

Mean 2385

Contraceptive method (among non-pregnant women)
Withdrawal 3
Condom 1
ocp 1
Nothing 5

Having child
0
1

> O W

Pregnant

Abortion previous 1

educational services and consultation in the healthcare
system. They also did not receive the required informa-
tion from their parents.

Insufficient familiarity with
contraceptive methods

Low quality of education and
counseling in the healthcare system
A Lack of education by the family
Pressure to become pregnant Proving the identity

Consolidating the position in the
husband’s family

Relieving loneliness
A low decision-making power
Misconceptions The fear of infertility

The fear of possible side effects

Low quality of education and counseling in healthcare
system

Education about contraceptive methods was presented
to couples on the day they registered to marry; however,
lack of time, lack of concentration in the classes and lack
mental readiness meant that the information presented
was not useful. One young women referred to the
healthcare system stated that no comprehensive educa-
tion on the use of contraception was available because of
the overcrowded conditions of the healthcare center.

A 13-year-old woman who had married 40 days earlier
said about premarital counseling classes: “They said
something that I cannot remember because I was pre-
occupied during those days. I was stressed out and did
not know what I was doing. I was not relaxed. When I
talked about it with my fiancée, I was worried. I could
not comprehend anything at all.” (Participant 10).

A 15-year-old woman who was in her 28th week of
pregnancy said: “In the healthcare center, I was told ‘try
not to get pregnant for now’, but they did not tell me
how to do so.”

Lack of education by family

Talking about sexual issues and contraceptive methods
in the family were primarily considered to be taboo. If
the couple needed information, embarrassment, fear of
being subjected to negative attitudes and lack of know-
ledge of the mothers of the women prevented proper
communication between the young women and family
members. A 15-year-old woman who recently had a mis-
carriage declared: “Before marriage, I was not taught
anything about it [contraception]. At the beginning of
my marriage, I asked my older sister some questions
about it, but she said: ‘you are too young. She was
embarrassed to discuss such things.” (P 8).

Pressure to become pregnant
Most of the teenage women intended to become preg-
nant soon after marriage. Even if they personally wanted
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to delay motherhood in order to study or work or for
other reasons, socio-cultural pressures did not allow
them to do so.

Proving identity

Many of the teenage women try to prove their identity
as adult women by becoming pregnant at an early age.
Pregnancy signified health and fertility. In fact, Iranian
society infuses a sense of confidence and self-esteem in
pregnant women.

One participant said: “I was happy and thought that I
had become an adult and was like my mother. I could
conceive a child and grow it.” (P 13).

Another participant stated: “In my village, once a girl
is married, she should have a child. If not, others will
think that she is not healthy.” (P 10).

Consolidating one’s position in the husband’s family
Pregnancy for a young woman guaranteed security and
comfort in the family.

A woman who does not succeed in giving birth to a
child can be abused and neglected and even the continu-
ation of her marital life can be compromised. For the
women, pregnancy achieves a with a sense of power and
peace of mind connected to their husband’s satisfaction
and marital stability.

One participant said: “When the pregnancy test was
positive, my husband promised me not to mistreat me
again during our life and to meet my all needs. He had
mistreated me before that.” (P 1).

A 14-year-old woman who married despite her family’s
opposition said: “I was scared. If I did not get pregnant,
my husband’s family would force my husband to marry
another girl, even if he did not divorce me. Also, I
thought that perhaps my husband’s family members
would love me for the sake of the child.” (P 13).

Relieving loneliness

The findings of this study showed that the majority of
the young women decided to immediately become preg-
nant because they had been forced to drop out of school,
limit their social movement and stay at home. Having a
child was a way to escape loneliness and providing a
companion at home. Having a child, looking after it and
providing for it gave new meaning and significance to
life and brought hope and prosperity to marital life.

One of the participants stated: “I was alone so much. I
had no relatives to talk to and was not allowed to leave
the house. It is traditional here for a bride not to leave
the house without her husband. I wanted a child to have
someone to talk to.” (P 9).

Another participant who had experienced an un-
wanted pregnancy said: “I did not want to get pregnant
so early. I had told this to my husband. When I found
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out I was pregnant, I wanted to have an abortion, but
my husband said, ‘You are alone at home. Let’s have the
child and I will help you with it.” (P 3).

Lack of decision-making power

Almost all of the women lacked the power to make deci-
sions because they were young and had no status in the
family. They were unable to decide about the use of
contraceptive methods. All decisions about childbearing,
including the time, interval and number of children,
were made by their husbands and family members. Some
may suffer repeated pregnancies to finally give birth to a
baby boy, because of the husband’s desire to have a son.

A 14-year-old participant who was in her 28th week of
pregnancy and had been told that her child was a girl
according to para-clinic tests said: “I don’t know. My
husband should want it. I have no choice and if he wants
a child, he wants it to be a boy. If he does not want to
prevent pregnancy, I can do nothing.” (P 13).

Another participant answered the question of “Would
you like to have a child? as follows: “I do not know. I
should find out what the others [the husband and his
family members] want.” (P 11).

Misconceptions

This theme was consisted of two subthemes: “fear of infer-
tility” and “fear of possible side effects”. Many of the women
had no inclination to use contraceptive methods due to
misconceptions and inappropriate information provided by
friends and relatives. Fear and concern were major barriers
to the use of contraceptives. The most important concern
mentioned by the participants was the fear of infertility
caused by a particular method. In many cases, this was the
main reason preventing them from using contraception.

Fear of infertility

Some participants believed that contraceptive methods
led to infertility. A 16-year-old woman who became
pregnant after 1 year of marriage said: “My mother told
the relatives to ‘advise her to do not use contraceptives
so she will not become pregnant in the future”. (P 5).

Fear of possible side effects

One reason not to use contraceptives was fear of pos-
sible side effects. One participant, in response to the
question “What do you know about contraceptive
methods?” said: “I know nothing. I only know that they
are harmful. For instance, I have heard that oral contra-
ceptives may lead to the development of cysts.” (P 4).

Discussion

This is the first qualitative study specifically aimed at ex-
ploring the factors influencing the use of contraceptives
among teenage women in an Iranian setting. The study
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results reveal that, although most participants intended
to postpone their pregnancy and motherhood, they had
little inclination to use contraceptives. Factors such as
insufficient familiarity with contraceptive methods, pres-
sure to become pregnant and misconceptions affected
their decisions not to use contraceptives.

The results show that the teenage women did not re-
ceive appropriate information about contraception from
their family or the healthcare system. Other studies have
reported that most teens have little awareness about
their sexual and reproductive health and what know-
ledge they do have is incomplete and unreliable [34].
The reason for this could be that families and educa-
tional institutions do not empower and prepare girls for
marriage and the acceptance of marital responsibilities
such as family planning [35].

In the current study, most participants were dissatis-
fied with the time and quality of family planning educa-
tion at pre-marital or healthcare centers and considered
their training unhelpful. In addition, they had no appro-
priate access to relevant information from parents. It
appears that this issue is more common among the
Azeri people than in other regions of Iran and is cultural
and religious in origin. A number of Iranian studies have
confirmed these results and have shown that parents do
not talk about sexual matters with their children. There
is no appropriate interaction between mothers and
daughters out of embarrassment, fear of being subjected
to negative attitudes and lack of knowledge on the part
of the mothers. Adolescents are also embarrassed to talk
about sexual issues and taboos, beliefs and traditions
also hinder young adolescent access to this required in-
formation [34-36].

Pressure to become pregnant was another finding of
this study. The participants viewed pregnancy as a way
to prove their identities and consolidate their position in
the husband’s family. Nearly all of them had low auton-
omy in decision-making with regard to childbearing and
the majority of teenage mothers decided on early preg-
nancy in order to escape from loneliness.

According to the literature, about 20% of young wives
in developing countries (except China) attempt to have a
child under the age of 18 [37] because becoming a
mother is an important aspect of life and motherhood is
considered to be the identity of a woman [38]. In the
current study, it was found that teenage women thought
that pregnancy would prove their identity and fertility. If
a woman’s baby was a boy, she would become more
popular in her husband’s family. This is in compliance
with findings of a study in Mozambique which showed
that having a child makes parents proud and helped
them preserve their identities as males and females [38].
Another study in Iran showed that pregnancy makes
young women feel that they have appropriately developed
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and are able to bear a child [13]. The social value of a
teenage women increases when she bears a child, espe-
cially a boy [17]. In Iran, some families insist on having a
male heir in the family; therefore, women in such families
are forced to submit to repeated pregnancy in order to
finally give birth to a male child [39].

The study results indicate that another reason for the
pressure for immediate pregnancy was a woman’s
limited decision-making power. The participants were
not mature enough and had insufficient autonomy when
it came to decision-making in married life. The study
participants were too young to have learned essential life
skills and were not empowered to make proper decisions
about their reproductive health. Most were not able to
anticipate the consequences of early pregnancy and
motherhood and had insufficient autonomy in decision-
making at home. They thus allowed others to decide for
them on the use of contraception.

These findings are supported by those of other studies
that report the decision to start or stop taking contra-
ceptives is not primarily in the woman’s hands, but is in-
fluenced by others from their social network [28, 40].
While most modern and traditional contraceptive de-
vices are designed for women, it is traditionally the men
who decide what contraceptives to use [38]. Sharma
stated that social pressures about the “ideal woman” and
proving fertility along with poor communication skills
reduce a woman’s decision-making power about sexual
and reproductive health [41].

The desire to escape loneliness and have a companion
was another reason for not using contraceptives in this
study. Teen mothers believed a child could distract and
amuse them. It appears that this is a recent development
among Iranian teenage. They experience isolation and
loneliness at home after they are deprived of educational
and social activities.

Beliefs about contraceptive methods tended to be in
two forms: fear of possible side effects from contracep-
tives and fear of infertility. Fear was a major obstacle to
the use of contraceptive methods and stemmed from
inappropriate information gained from friends and rela-
tives. The biggest concern for most participants was fear
of infertility and this hindered the use of effective contra-
ception. Many of these women had no inclination to use
contraceptives because they feared the possible side ef-
fects, while they knew nothing about the risks of preg-
nancy for women under the age of 18 years. These results
were in line with the results of similar studies [18, 28, 42].

Studies have reported that exaggerated beliefs about the
side effects of contraceptive methods are rooted in myth
and misconceptions [28, 42, 43]. Myths and rumors nar-
rated by peers and partners affect the use of contraception
[28, 44]. In addition, those who want to delay pregnancy
preferred traditional methods to modern methods from
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fear of infertility [23]. In Malawi, it was found that 40% of
19-12 year-old girls believed that if they had sexual rela-
tionships in a standing position, the probability of preg-
nancy would be low. More attention must be devoted to
the education and health of teenage married women to re-
duce the consequences of early and high-risk pregnancies
in this vulnerable group.

Limitations

Translation of the interviews from Turkish to Farsi and
English were a limitation of the study. These were per-
formed separately by two proficient translators and were
ultimately checked by a third person. Furthermore, this
study was conducted on a limited number of teenage
women in one city in Iran; therefore, the results could not
necessarily be generalized to all Iranian teenage women.

Suggestions for future studies

This population is very vulnerable and much more quali-
tative research is required to extend the insights and
findings of this study to different parts of Iran and other
developing countries. In addition, this study focused on
women; therefore, it is recommended that future studies
also consider the men experiences regarding contracep-
tive methods, because they have a significant effect on
the demand and use of contraceptives.

Conclusion

The findings of the current study show that the majority
of teenage women were reluctant to use contraceptive
methods because they are insufficiently familiar with
contraceptive methods, are under pressure to get preg-
nant and because they harbor misconceptions about
contraceptives.

The poor quality of education offered by health practi-
tioners and parents was an important factor limiting the
use of contraceptive methods. Teenage women had little
knowledge about contraceptives and little autonomy in
decision-making about pregnancy. They felt that child-
bearing proved their identities and consolidated their
positions in their married life and provided an escape
from loneliness. Of course, in these cases, incorrect be-
liefs had a significant impact.

These findings argue the need to develop culturally-
sensitive programs and interventions that address the
needs of this vulnerable group. This includes training for
effective and friendly interaction between mothers and
girls and special education for health practitioners.
There is also a need for intersectional collaboration be-
tween policymakers, cultural and religious organizations
and NGOs to improve the sexual and reproductive
health of adolescent women.

Page 7 of 8

Abbriviations

IUGR: Intra uterine growth retardation; MAXQDA: Qualitative data analysis
software and Mac OS X; NGO: Non-governmental organization;

SD: Standard deviation

Acknowledgments

This study was financially supported by the Tehran University of Medical
Sciences. The authors extend their sincere thanks to healthcare centers staff
members as well as the study participants for excellent contribution to the
data collection.

Funding
This study was part of the first author’s doctoral dissertation and was
financially supported by the Tehran University of Medical Sciences.

Availability of data and materials
The data set collected and analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions

/B participated in designing the study, conducting the data analysis and was
a major contributor in writing the manuscript; AM participated in designing
and managing the study, in data collection, in conducting the data analysis
and in writing the manuscript; AE participated in designing and managing
the study, conducting the data analysis and writing the manuscript; SS and
SE participated in designing and managing the study and writing the
manuscript. All authors read and approved the final manuscript.

Ethics approval and consent to participate

This study was conducted with the approval of the Ethics Committee
affiliated with Tehran University of Medical Sciences (decree number=
IRTUMS.REC.1395.2576), and a written informed consent was obtained
from each participant.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interest.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details

'School of Nursing and Midwifery, Tehran University of Medical Science,
Tehran, Iran. “School of Health, Ardabil University of Medical Science, Ardabil,
Iran. *Behavioral Sciences Research Center, Nursing Faculty of Baghiyatallah
University of Medical Sciences, Tehran, Iran. “School of Nursing and
Midwifery, Tehran University of Medical Science, Tehran, Iran. >School of
Nursing and Midwifery, Alborz University of Medical Science, Alborz, Iran.
5School of Nursing and Midwifery, Tehran University of Medical Science,
Tohid Square, Eastern-Nosrat Street, Tehran 1419733171, Iran.

Received: 13 December 2016 Accepted: 23 January 2018
Published online: 30 January 2018

References

1. Santhya KG, Jejeebhoy SJ. Sexual and reproductive health and rights of
adolescent girls: evidence from low- and middleincome countries.
Glob Public Health. 2015;10(2):189-221.

2. ICRW. New insights on preventing child marriage: a global analysis of
factors and programs. in. Washington, DC: ICRW; 2007.

3. UNFPA: Marrying too young: end child marriage; 2012.

4. Tremayne S. Modernity and early marriage in Iran: a view from within.
J Mid East Women's Sudies. 2006;2(1):65-94.

5. Lotfi R. Early marriage consequences among women. Women & health.
2011;2:67-79.

6. Statistics of vital events [https://www.sabteahval.ir/Upload/Modules/
Contents/asset99/e-g-94.pdf]. Accessed 10 May 2017.


https://www.sabteahval.ir/Upload/Modules/Contents/asset99/e-g-94.pdf
https://www.sabteahval.ir/Upload/Modules/Contents/asset99/e-g-94.pdf

Mardi et al. BMC Public Health (2018) 18:202

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

RA MH, Behtash HH, Dastjerd AF, Khazemi B. Factors responsible for early
and forced marriage in Iran. Sci J Public Health. 2013;1(5):227-9.

Montazeri SGM, Mohammadi N, Alaghband Rad J, Eftekhar Ardabili H.
Determinants of early marriage from married girls’ perspectives in Iranian
setting: a qualitative study. J Environ Public Health. 2016,8615929:8.
Ramezanzadeh F, Aghssa MM, Abedinia N, Zayeri F, Khanafshar N, Shariat M,
Jafarabadi M. A survey of relationship between anxiety, depression and
duration of infertility. BMC Womens Health. 2004;4(1):9.

Ardabily HE, Moghadam ZB, Salsali M, Ramezanzadeh F, Nedjat S. Prevalence
and risk factors for domestic violence against infertile women in an Iranian
setting. Int J Gynecol Obstet. 2011;112(1):15-7.

MZ NS, Frost M, Fogstad H, Camacho AV, Laski L. Childbearing in
adolescents aged 12-15 years in low resource countries: a neglected issue.
New estimates from demographic and household surveys in 42 countries.
Acta Obstet Gynecol Scand. 2012,91

Review PD. Ayatollah Ali Khamenei on Iran’s population policy. Popul Dev
Rev. 2014/40(3):573-5.

Mohammadi NMS, Alaghband rad J, Eftekhar Ardabili H, Gharacheh M.
Iranian pregnant teenage women tell the story of “fast development”: a
phenomenological study. Women and Birth. 2015;490:7.

Women and Family Affairs reported domestic trips [www.women.gov.ir/
portal/home/?news/92883/94824/86606/93]. Accessed 12 June 2017.
Atabaki T. Azerbaijan: ethnicity and autonomy in twentieth-century Iran.
London: British Academic Press; 1993.

Heidari FDS. Prevalence and determinants of child marriage. Razavi International
Journal of Medicine. 20153(3)

Faiz Rashid S. Emerging changes in reproductive behaviour among married
adolescent girls in an urban slum in Dhaka, Bangladesh. Reprod health
matters. 2006;14(27):151-9.

Shahabuddin ASM, Nostlinger C, Delvaux T, Sarker M, Bardaji A, De Brouwere V,
Broerse JEW. What influences adolescent girls’ decision-making regarding
contraceptive methods use and childbearing? A qualitative exploratory study
in Rangpur District, Bangladesh. PLoS One. 2016;

Ganchimeg TOE, Morisaki N, Laopaiboon M, Lumbiganon P, Zhang J,
Yamdamsuren B, Temmerman M, Say L, Tuncalp O. Pregnancy and childbirth
outcomes among adolescent mothers: a World Health Organization
multicountry study. BJOG Int J Obstet Gynaecol. 2014;121(s1):40-8.

Borges ACC, Sato A, Fujimori E, Duarte L, Gomes M. Fertility rates among
very young adolescent women: temporal and spatial trends in Brazil.

BMC Pregnancy and Childbirth. 2016;16(1):1-9.

Maryam K, Ali S. Pregnancy outcome in teenagers in east sauterne of Iran.
J Pak Med Assoc. 2008;58(10):541-4.

Ahmed SQL, Li L, Tsui AO. Maternal deaths averted by contraceptive use: an
analysis of 172 countries. Lancet. 2012,380:111-25.

Musa AAN, Weldegebreal F, Mitiku H, Teklemariam Z. Factor associated with
experience of modern contraceptive use before pregnancy among women
who gave birth in Kersa HDSS, Ethiopia. BMC Public Health. 2016;16(614)
Shaw D. Access to sexual and reproductive health for young people:
bridging the disconnect between rights and reality. Int J Gynecol Obstet.
2009;106(2):132-6.

Lee-Rife SMA, Warner A, Glinski AM. What works to prevent child marriage:
a review of the evidence. Stud Fam Plan. 2012:43(4):287-303.
Chandra-Mouli V M D R, Phillips Sh J, Williamson N E, Hainsworth G:
Contraception for adolescents in low and middle income countries: needs,
barriers, and access. Reprod Health 2014, 11(1):1.

Sustainable Development Topics [https.//sustainabledevelopment.un.org/
topics]. Accessed 16 Oct 2017.

Ochako RMM, Aloo S, Kaimenyi S, Thompson R, Temmerman M, Kays M.
Barriers to modern contraceptive methods uptake among young women in
Kenya: a qualitative study. BMC Public Health. 2015;15(1):1.

Wafula SOF, Bellows B. Evaluating the impact of promoting long acting and
permanent methods of contraceptives on utilization: results from a quasi
experimental study in Kenya. Population Association of Am J Epidemiol. 2014.
Adams MKSE, Lundgren R. Tell them you are planning for the future:
gender norms and family planning among adolescents in northern Uganda.
Int J Gynecol Obstet. 2013;123:e7-e10.

Hsieh HF, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15:1277-88.

Graneheim UHLB. Qualitative content analysis in nursing research: consepts,
procedures and measures to achieve trustworthiness. Nurse Educ Today.
2004;24(2):105-12.

33
34.

35.

36.

37.

38.

39.

40.

42.

43.

44,

Page 8 of 8

Lincoln YS, Guba EG. Naturalistic inquiry. Calif: SAGE Publications; 1985.
Farahani FKA, Cleland J, Mehryar AH. Correlates and determinants of
reproductive behavior among female university students in Tehran.

J Reprod Infertil. 2012;13(1):39.

Mosavi SABR, Najmabad KM, Shariati M. Assessing Iranian adolescent girls’
needs for sexual and reproductive health information. J Adolesc Health.
2014;55(1):107-13.

Yari FBMZ, Parvizi S, Nayeri N, Rezaei E. Sexual and reproductive health
problems of female university students in Iran: a qualitative study.

Glob J Health Sci. 2015;7(4):278.

United Nations Population Fund. New York NA: motherhood in childhood:
facing the challenge of adolescent pregnancy. 2013.

Capurchande RCG, Schockaert |, Macia M, Meulemans H. It is challenging...
oh, nobody likes it!": a qualitative study exploring Mozambican adolescents
and young adults’ experiences with contraception. BMC Women's Health
2016.

Panahi S, Fahami F, Deemeh MR, Tavalaee M, Gourabi H, Nasr-Esfahani MH.
Chances to have a boy after gender selection by pre-implantation genetic
screening are reduced in couples with only girls and without a boy sired by
the male partner. Int J Fertil Steril. 2017;10(4):350.

Dynes M, Stephenson R, Rubardt M, Bartel D. The influence of perceptions
of community norms on current contraceptive use among men and
women in Ethiopia and Kenya. Health Place. 2012;18(4):766-73.

Sharma R. Decision making and role playing: young married Women's
sexual and reproductive health in Ahmedabad, India. Ottawa: School of
International Development and Global Studies; 2012.

Mosha IRR, Kakoko D. Family planning decisions, perceptions and gender
dynamics among couples in Mwanza, Tanzania: a qualitative study.

BMC Public Health. 2013;13:523.

Shaikh TB. Unmet need for family planning in Pakistan — PDHS 2006-2007:
it's time to re-examine déja vu.Open Access. J Contracept. 2010;1:113-8.
Michellea DRS, Marcie R, Doris B. The influence of perceptions of
community norms on current contraceptive use among men and women
in Ethiopia and Kenya. Health Place. 2012;18:766-73.

Submit your next manuscript to BioMed Central
and we will help you at every step:

* We accept pre-submission inquiries

e Our selector tool helps you to find the most relevant journal

* We provide round the clock customer support

e Convenient online submission

* Thorough peer review

e Inclusion in PubMed and all major indexing services

e Maximum visibility for your research

Submit your manuscript at

www.biomedcentral.com/submit () BiolVled Central



http://www.women.gov.ir/portal/home/?news/92883/94824/86606/93
http://www.women.gov.ir/portal/home/?news/92883/94824/86606/93
https://sustainabledevelopment.un.org/topics
https://sustainabledevelopment.un.org/topics

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Design
	Participants
	Data collection
	Data analysis
	Trustworthiness
	Ethical considerations

	Results
	Insufficient familiarity with contraceptive methods
	Low quality of education and counseling in healthcare system
	Lack of education by family

	Pressure to become pregnant
	Proving identity
	Consolidating one’s position in the husband’s family
	Relieving loneliness
	Lack of decision-making power

	Misconceptions
	Fear of infertility
	Fear of possible side effects

	Discussion
	Limitations
	Suggestions for future studies
	Conclusion
	Abbriviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

