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Dear Editor,
Health is a fundamental and undeniable right of 

every human being, regardless of color, race, ethnicity, 
gender, literacy level, or social status. This right is also 
recognized by the Iranian Constitution. Historically, 
even in the Hippocratic Oath, physicians and other 
medical professionals have acknowledged health as an 
unquestionable right of humanity (1, 2).

The health system bears the primary responsibility for 
upholding this rightful claim (1). According to the World 
Health Organization (WHO), any organization whose 
primary and most significant objective is community 
health can be categorized as a health organization. 
Therefore, proper management of the health system is 
an essential and unavoidable principle to fulfill this vital 
governmental mandate (3).

In 2000, WHO outlined three fundamental goals for 
every health system: Better health (measured in terms 
of both the average level and equitable distribution of 
health among citizens), protection against financial 
risks when receiving healthcare, and responsiveness to 
the non-medical needs of individuals (4). In subsequent 
years, efficiency was added as a key goal (5).

Among these health system goals, responsiveness 
has received the least attention in research. Limited 
studies have focused on this area, indicating a need for 
further exploration (6). Responsiveness to non-medical 
needs is defined as addressing the legal expectations 
of potential customers of the health system regarding 
the non-medical aspects of care. These expectations 
may be either subjective or objective. According to 
WHO, responsiveness encompasses eight dimensions: 
Prompt attention, respect for people (dignity), clear 
communication, independence, confidentiality of 

personal information, the right to choose, quality and 
cleanliness of the environment (basic amenities), and 
access to a social and family support network (7).

As mentioned earlier, some of these dimensions are 
subjective, requiring specifically designed measures 
for evaluation. However, in certain instances, these 
dimensions are so self-evident that no scientific 
assessment is necessary. One prominent example in 
Iran is women’s healthcare services, particularly those 
provided by gynecologists. In Iran, some gynecologists 
practice “group visits,” where multiple patients are 
seen simultaneously instead of individually (8). It is 
evident how deeply private women’s health issues can 
be, making it highly inappropriate to discuss them in 
the presence of other patients. This practice infringes on 
the “dignity” dimension of responsiveness and violates 
patients’ rights. 

Beyond potential risks such as the mismanagement 
of medications and care, this practice fundamentally 
violates the dignity and human rights of women. 
Additionally, due to cultural sensitivities in Iran that 
associate shame with discussing women’s health 
issues, many women may self-censor and withhold 
critical details about their conditions. This can lead 
to misunderstandings, misdiagnoses, and potential 
malpractice. Such practices highlight the urgent need 
to address and reform healthcare responsiveness, 
particularly in the context of women’s health services.

One of the key issues highlighted in Iran’s health 
reform plan is the promotion of visit quality. A 20-minute 
session is considered the average visit time for specialists 
(9). While this standard stipulates that an average of 
20 minutes should be spent on each patient, some 
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gynecologists and, in certain cases, women’s urologists 
see three or four patients in less than 20 minutes through 
group visits (8, 10). This practice not only fails to meet the 
minimum requirements for a thorough and technical 
consultation but also significantly increases the 
likelihood of medical errors in prescribing medications 
and care. Moreover, the non-medical needs of patients 
are entirely overlooked in such a setting (11). 

This practice violates patients’ dignity and their right to 
choose, as they have no alternative to avoid such situations. 
The payment system, which incentivizes higher numbers 
of visits, suggests that physicians may act as economically 
rational agents seeking to maximize their income, as per 
basic economic theories.

On the other hand, given the rise of feminist movements 
and the growing emphasis on human rights, this approach 
may impose significant spiritual and intangible costs 
on the healthcare system. It risks eroding public trust in 
physicians as health ambassadors. Patients may begin to 
perceive that financial gain is prioritized over their needs 
and expectations, potentially undermining the credibility 
and ethical standing of the medical profession. In the 
long term, this could lead to irreversible damage to the 

trust and compliance that underpin the patient-physician 
relationship, disrupting the entire care and treatment 
process.

Considering these concerns, the “stewardship” function 
(12) of the health system mandates the immediate 
enactment of legislation and the implementation of 
strict monitoring mechanisms to address this issue of 
compromised responsiveness. Policymakers and health 
system planners must pay close attention to the legitimate 
and rightful demands of patients. Merely considering 
patient satisfaction rates is insufficient. Instead, a 
comprehensive approach that addresses all dimensions of 
responsiveness is necessary to enhance the quality of care 
provided. 

One critical and immediate step could be the prohibition 
of “group visits,” particularly in disciplines such as 
gynecology and women’s urology, where such practices 
are especially detrimental to patient dignity, care quality, 
and overall trust in the health system.

Authors’ Contribution: None
Conflict of Interests: None
Funding/Support: None

References
1.       Rumbold B, Baker R, Ferraz O, Hawkes S, Krubiner C, Littlejohns 

P, et al. Universal health coverage, priority setting, and the hu-
man right to health. Lancet. 2017;390(10095):712-4. [PubMed 
ID:28456508]. [PubMed Central ID:PMC6728156]. https://doi.
org/10.1016/S0140-6736(17)30931-5.

2.       Sharifzadeh GR, Ghoddoosi-Nejad D, Behdani S, Haghgoshayie 
E, Siraneh Y, Hasanpoor E. Diabetes patients’ perspectives on 
the patients’ rights: evidence from east of Iran. Int J Human 
Rights Healthcare. 2019;12(4):276-84. https://doi.org/10.1108/
ijhrh-09-2018-0060.

3.       Meier BM. Human Rights in the World Health Organization: 
Views of the Director-General Candidates. Health Hum Rights. 
2017;19(1):293-8. [PubMed ID:28630561]. [PubMed Central 
ID:PMC5473058].

4.       World health organization. Improving Performance. Geneva; 
2000. Available from: The world health report 2000, Health Sys-
tems: Improving Performance.

5.       Chisholm D, Evans DB. Improving health system efficiency as a 
means of moving towards universal coverage. World Health Rep. 
2010;28:33.

6.       Jones AM, Rice N, Robone S, Dias PR. Inequality and polarisation 
in health systems’ responsiveness: a cross-country analysis. J 
Health Econ. 2011;30(4):616-25. [PubMed ID:21696839]. https://doi.
org/10.1016/j.jhealeco.2011.05.003.

7.       Valentine NB, de Silva A, Kawabata K, Darby C, Murray CJ, Evans 
DB. Health system responsiveness: concepts, domains and op-

erationalization, Health systems performance assessment: de-
bates, methods and empiricism. WHO. 2003;96.

8.       Shafati M, Zahedi MJ. Physician-patient relationship: ethnogra-
phy of multiple patient visits at private offices of doctors. J Quali-
tative Res Health Sci. 2013;2(1):46-61.

9.       Mahdavi M, Parsaeian M, Jaafaripooyan E, Ghaffari S. Recent 
Iranian Health System Reform: An Operational Perspective 
to Improve Health Services Quality. Int J Health Policy Man-
ag. 2018;7(1):70-4. [PubMed ID:29325404]. [PubMed Central 
ID:PMC5745869]. https://doi.org/10.15171/ijhpm.2017.89.

10.       Heydarvand S, Behzadifar M, Abolghasem Gorji H, Behzadifar 
M, Darvishnia M, Luigi Bragazzi N. Average medical visit time 
in Iran: A systematic review and meta-analysis. Med J Islam Re-
pub Iran. 2018;32:58. [PubMed ID:30175084]. [PubMed Central 
ID:PMC6113590]. https://doi.org/10.14196/mjiri.32.58.

11.       Sheikhbardsiri H, Esamaeili Abdar Z, Sheikhasadi H, Ayoubi Ma-
hani S, Sarani A. Observance of patients’ rights in emergency 
department of educational hospitals in south-east Iran. Int J Hu-
man Rights Healthcare. 2020;13(5):435-44. https://doi.org/10.1108/
ijhrh-09-2019-0072.

12.       Ghoddoosi-Nejad D, Jannati A, Doshmangir L, Arab-Zozani M, 
Imani A. Stewardship as a Fundamental Challenge in Strategic 
Purchasing of Health Services: A Case Study of Iran. Value Health 
Reg Issues. 2019;18:54-8. [PubMed ID:30445336]. https://doi.
org/10.1016/j.vhri.2018.06.005.

https://doi.org/10.1016/S0140-6736(17)30931-5
https://doi.org/10.1016/S0140-6736(17)30931-5
https://doi.org/10.1108/ijhrh-09-2018-0060
https://doi.org/10.1108/ijhrh-09-2018-0060
https://doi.org/10.1016/j.jhealeco.2011.05.003
https://doi.org/10.1016/j.jhealeco.2011.05.003
https://doi.org/10.15171/ijhpm.2017.89
https://doi.org/10.14196/mjiri.32.58
https://doi.org/10.1108/ijhrh-09-2019-0072
https://doi.org/10.1108/ijhrh-09-2019-0072
https://doi.org/10.1016/j.vhri.2018.06.005
https://doi.org/10.1016/j.vhri.2018.06.005

	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_11
	_ENREF_12

