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Abstract
Background: The healthcare system in Iran has undergone 
several reforms to achieve the objectives of universal health 
coverage (UHC). Some reforms have delivered positive benefits, 
however, still many challenges remain. Hence, the current study 
assessed the progress and outcomes of these reforms over the 
past three decades. 
Methods: The present nationwide macro-qualitative study was 
conducted in Iran during 2016-2017. Data were collected through 
32 in-depth interviews with 30 high-ranking policymakers and 
healthcare providers at the national and provincial levels to 
identify their experiences and perceptions of the reforms. The data 
were analyzed using the constant comparative analysis method. 
Results: Analysis of the interview data resulted in two main 
themes, six categories, and 18 sub-categories. The extracted 
themes were adverse situational context and the chaotic 
healthcare system. The results showed that the Iranian healthcare 
system reforms could be characterized as incoherent and passive, 
and that these were the main reasons for not achieving the 
objectives of UHC reforms. It was revealed that the implemented 
reforms lacked a comprehensive approach and at times were 
counterproductive. Moreover, the situational context adversely 
hindered the successful implementation of the reforms. 
Conclusion: Despite many efforts to improve the Iranian 
healthcare system through reforms, the situational context 
and organizational factors have prevented achieving the main 
objectives. Iran’s health policymakers should consider a phased 
implementation of small-scale reforms based on a comprehensive 
master plan that takes social, political, and economic factors 
into account. This approach would minimize potential risks and 
encourages the cooperation of the main stakeholders. 
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What’s Known

• During the past decades, the 
healthcare system in Iran has undergone 
several reforms to achieve the objectives 
of universal health coverage. 
• Despite the significant results 
achieved through some reforms, there 
are still concerns about equitable 
care, financial support, efficiency, and 
fragmentation of the healthcare system.

What’s New

• Strategies for successful 
implementation of reforms to achieve 
universal health coverage in Iran are 
described. 
• Key findings are the recognition 
and management of situational factors 
and the use of a comprehensive long-
term plan that focuses on primary health 
care and promotes integrity, quality, and 
equitable care.

Original Article

Introduction

The healthcare sector continuously undergoes reform to promote 
equitable care and deliver effective and high-quality services. The 
implementation of health sector reforms (HSR) during the 80’s and 
the 90’s, mainly focused on the cost-effectiveness of services by 
separating the health financial system from the provision of health 
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care. However, after the introduction of universal 
health coverage (UHC), healthcare reforms 
focused on achieving UHC through financial 
support, enhanced coverage, and the provision 
of community-based health care services.1 Iran 
was no exception and presented its own unique 
healthcare system in the late 80’s. This well-
designed system was initially introduced in rural 
areas and then expanded to urban areas. This 
endeavor greatly benefited Iranians, especially 
those in remote and deprived areas.2 However, 
the benefits did not penetrate all levels of the 
healthcare system and were confined to primary 
health care without effective interaction with 
other levels of the system.3 In 2004, the system 
was extended by introducing the family physician 
program to improve access to palliative and 
outpatient care. This program was part of the 
national health insurance coverage and was 
expeditiously rolled out in rural areas and small 
cities. However, its efficiency in preventive and 
promotive health care services is still being 
debated.4 It has been argued that the program 
did not follow a comprehensive model for its 
implementation and integration into the existing 
system, and thus it did not expand beyond the 
pilot sites. 

During 2008, two simultaneous events with 
major economic consequences occurred in 
Iran. First, the government introduced economic 
reforms (so-called Targeted Subsidy Plan), and 
second, Iran was subjected to comprehensive 
and targeted economic sanctions by the United 
States. Both events had an indirect negative 
impact on Iran’s healthcare system, resulting 
in increased health care costs and reduced 
availability and affordability of medicines and 
medical equipment.5, 6 Consequently, the 
performance of Iranian hospitals decreased and 
public satisfaction with the healthcare system 
dropped. In response to this pressing situation, 
in 2013, the new government led by President 
Rouhani initiated the implementation of a costly 
Health Sector Evolution Plan (HSEP) targeting 
public hospitals. The main objective was to 
reduce health care costs for patients, restructure 
hospital organizations, improve the quality 
of services, and provide equitable access to 
inpatient care. The HSEP reform shifted the out-
of-pocket payments (OOP) for health expenditure 
from the inpatient to the outpatient sector.7 
Preliminary studies have shown the positive 
effects of this reform on patient satisfaction, 
promoting inpatient services, and improving the 
quality of hoteling services in public hospitals.8, 9  
Nevertheless, the sustainability and long-term 
outcomes of the plan are still under discussion.10 

Iranians continue to suffer from inequities 

in health expenditure and accessibility to 
health care between the rich and poor as well 
as between rural and urban areas.11, 12 In this 
regard, the disparity between marginalized 
populations and other socio-economic classes 
is significant.13 Another indicator of inequity is the 
high level of OOP expenditure, which is reported 
to be 50%.14 Furthermore, the healthcare system 
in Iran is severely fragmented and each segment 
plans, designs, and functions autonomously 
or at best with minimal coordination between 
different segments.15

Evidently, the healthcare reforms did not 
achieve the objectives as set out in the UHC. 
To the best of our knowledge, information on 
the implementation process, outcomes, and 
influencing factors on these reforms are scarce. 
Based on the grounded theory, the present 
macro-qualitative study was designed to clarify 
how these reforms were developed, identify 
challenges, and assess the extent to which the 
outcomes were in line with the UHC objectives. 
The study was performed at the national level 
to develop a model for the implemented HSR in 
Iran over the past three decades based on its 
process and outcomes.

Participants and Methods

The present nationwide macro-qualitative 
study was conducted in Iran during 2016-
2017. The target population was Iranian health 
policymakers at the national level and those 
who had the first-hand experience with the 
HSR. The purposive and snowball sampling 
methods were used to recruit the participants, 
and the sampling was continued until data 
saturation (i.e., no new substantive code or new 
category was acquired). Initially, the primary 
and open sampling methods were used to 
recruit participants with maximum diversity. 
Then, the theoretical sampling was applied 
by interviewing experienced individuals, who 
could help the research team to extract themes, 
categories, and sub-categories. The inclusion 
criteria were practical experience with HSR and 
willingness to participate. 

Ethical Considerations 
The study was approved by the Ethics 

Committee of Shiraz University of Medical 
Sciences (Shiraz, Iran) in 2016 with approval 
number IR.SUMS.REC.1393.S7386. Prior to 
the interviews, the participants were informed 
about the study purpose, and the confidentiality 
of any disclosed information (including the audio 
recordings) was guaranteed. The participants 
were permitted to withdraw from the study for 
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any reason and at any time. Verbal consent was 
obtained from all the participants.

Data Collection
The data were collected through 30 individual 

in-depth, semi-structured interviews over 13 
months. Two interviews had to be repeated for 
further clarification, bringing the total number 
to 32 interviews. Each interview lasted about 
45 minutes and was held at the participants’ 
workplace. The demographic information of the 
participants is presented in table 1. 

In support of the data analysis process, each 
interview was recorded using a standard voice 
recorder and transcribed literatim. In addition, 
field notes were taken during the interviews. All 
interviews were conducted by H.J, who had many 
years of extensive experience with the Iranian 
healthcare system. To conduct the interviews 
efficiently, the interviewee followed dedicated 
courses on qualitative research, data collection, 
and analysis. To eliminate potential bias, all 
members of the research team were involved in 
the process of data interpretation and analysis.

The interviews started with general open-
ended questions formulated by the research team 
during a focus group discussion. Typical examples 
were “What is your practical experience with the 
reforms?’’ and “What were the determinant(s) 
and/or objective(s) for the reforms?” In line with 
the process of the theoretical sampling method, 
probing questions followed to extract more clear 

and detailed information.

Data Analysis
The data were analyzed using the constant 

comparative analysis in accordance with the 
process described by Corbin and Strauss, 
namely open coding, axial coding, and selective 
coding.16 Data coding was performed manually 
by two members of the research team, since 
they believed data immersion was necessary 
for an in-depth analysis. In the present study, 
the content analysis method was used through 
the conceptual ordering and open coding. 
During the open coding phase, the research 
team used a shared coding scheme and in 
vivo, and sometimes in vitro coding from the 
transcriptions was conducted sentence by 
sentence. To verify the codes, the data were 
sent to the participants for feedback, and their 
comments and corrections were implemented 
by the research team. In addition, the research 
team continually reviewed the interview process 
and extracted codes for better management of 
the analysis and to clarify future actions. Finally, 
the codes were classified in terms of similarities 
and differences to define sub-categories, which 
were then reviewed, compared, and grouped to 
determine categories and themes.

Rigor
The trustworthiness of the data was 

assessed using the four criteria proposed 

Table 1: Demographic information of the participants
Variable N (%)
Age (year) 40-49 9 (30.00)

50-60 12 (40.00)
>60 9 (30.00)

Years of experience 5-14 6 (20.00)
15-30 16 (53.33)
>30 8 (26.67)

Education level Master of Science 1 (3.33)
Doctor of Philosophy 9 (30.00)
Medical Doctor 1 (3.33)
Sub-specialist 19 (63.34)

Professional position Deputy Minister 3 (10.00)
Ministerial advisor 2 (6.66)
Chief expert of the Ministry of Health 3 (10.00)
Member of Parliament 3 (10.00)
Chief executive of a health insurance company 1 (3.33)
Chief expert of the Management and Planning Organization of Iran 2 (6.67)
Former minister 2 (6.67)
Former deputy minister 3 (10.00)
University academic member 2 (6.67)
University chancellor 2 (6.67)
Hospital manager 3 (10.00)
Member of the Medical Council 3 (10.00)
University vice-chancellor for health affairs 1 (3.33)
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by Guba and Lincoln, namely credibility, 
confirmability, transferability, and dependability.17 
The credibility criterion was fulfilled through 
methodological triangulation by using different 
types of data sources, in-depth interviews, focus 
group discussions, and official documents. 
Additionally, credibility was addressed through 
semi-structured interviews, field notes, and 
extensive engagement with the subject matter 
along with ongoing peer debriefing as well 
as expert/member checking to strengthen 
credibility. Confirmability of the data was 
ensured by the lead researcher, who conducted 
thorough reviews to gather ideas and concepts 
from other research teams, and who also kept 
records of the relevant study documents. Several 
researchers familiar with the healthcare system 
and qualitative research performed an audit trail. 
The transferability of the data was ensured by 
providing a comprehensive description of the 
subject, characteristics of the participants, data 
gathering, and data analysis. Moreover, the use 
of purposive and theoretical sampling methods 
enhanced transferability. Dependability was 
fulfilled through in-depth discussions with 
experts and a review by the participants and 
other researchers. 

Results

A total of 30 well-experienced, high-ranking 
individuals participated in the study. The 
participants were recruited with maximum 
diversity in terms of age, years of experience, 
education level, and professional position. 
Analysis of the interview data resulted in two 
themes, six categories, and 18 sub-categories. 
The themes were “Adverse situational context” 
and “Chaotic healthcare system”. The results led 

us to conclude that HSR in Iran was incoherent 
and passive, which caused the failure to achieve 
the objectives of UHC (figure 1). 

Adverse Situational Context
The intricate social, political, and economic 

factors proved to be the main obstacles to the 
effective implementation of the reforms. Analysis 
of the data showed that the economic crisis, 
low levels of public satisfaction, and political 
instability adversely affected the healthcare 
system in Iran, particularly in the case of recent 
reforms.

Economic Crisis
The participants believed that partial 

implementation of the targeted subsidy plan 
combined with US economic sanctions adversely 
affected budget stability and deepened the 
financial crisis, which led to the technical 
bankruptcy of the Iranian healthcare system. 
As a direct result, health care costs rapidly 
increased over a short period of time and most 
patients could no longer afford medications 
or fully access medical equipment. Three 
participants stated:

“Before introducing HSEP, the budget 
was already insufficient to cover the costs of 
healthcare providers.” [Hospital manager] 

“The healthcare system faced a financial 
crisis because of the US economic sanctions 
and the introduction of the targeted subsidy 
plan. As a direct result, the priorities defined 
before the crisis were ignored.” [Chief expert of 
the Ministry of Health (1)]

“They started HSEP in the inpatient sector, 
which is inherently more expensive, which 
resulted in higher medical tariffs in the public 
sector. The unpredictability of the financial 

Figure 1: The figure shows the extracted themes, categories, and sub-categories from the interview data based on the grounded 
theory.
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resources will inevitably lead to budget deficits 
and therefore this plan is not sustainable.” 
[Member of Parliament (1)]

Low Customer Satisfaction
Customer satisfaction in the healthcare sector 

was already low before the implementation of 
the HSEP reforms. However, the participants 
thought that the dissatisfaction is temporary and 
the public would be satisfied with the inpatient 
care after the HSEP. The participants stated 
that the low quality of care, the unresponsive 
healthcare system, and the high burden 
of health care costs have exacerbated the 
dissatisfaction. In addition, limited resources of 
hospitals and health centers have resulted in 
a shortage of medicines, medical instruments, 
and consumables, which meant that patients 
or their caregivers had to purchase these 
themselves prior to receiving the required care. 
Three participants stated:

“The hospitals are not able to improve the 
quality of medical and non-medical care. In 
the long run, this problem would reduce public 
satisfaction.” [Chief expert of the Management 
and Planning Organization of Iran]

“The healthcare sector was about to collapse. 
The community would not tolerate that situation 
any longer. They had to buy medical equipment 
and medicine themselves while it was the hospital’s 
responsibility.” [University chancellor (1)]

“Out-of-pocket payments (OOP) are still 
high and it has financial consequences for the 
patients. For every 1 percent reduction in OOP, 
we need 790 billion IRR.” [Ministerial advisor (1)]

Political Instability
The strong politicization of the healthcare 

system has made the decision-making process 
very difficult. According to the participants, in 
such a politicized environment, no one can 
make a long-term decision or plan far ahead. 
They also stated that the chaos was partly 
because many politicians impose their political 
tendencies and non-technical demands on the 
healthcare system. In addition, the participants 
believed that health care has never been the 
priority of any government unless they were 
forced to act because of a major health issue or 
social unrest. Three participants stated:

“Most reforms have had a political purpose 
and served only to strengthen political power 
and achieve public support. They do not support 
a well-thought-out plan and advice from medical 
experts.” [Hospital manager]

“When a new political party comes to power, 
it will replace the previous leadership team 
and sets new priorities. That is how the family 

physician program was suppressed.” [Former 
deputy minister (1)]

“As far as I know, the healthcare sector was 
not a priority of previous governments and it 
has long been neglected.” [Chief expert of the 
Ministry of Health (1)]

Chaotic Healthcare System 
The internal factors that adversely 

affected the Iranian healthcare system were 
mismanagement, lack of a master plan, and a 
highly fragmented organization. The participants 
claimed that the chaos caused by these internal 
factors has negatively influenced the external 
factors surrounding the healthcare system. 

Mismanagement of the Healthcare System
The analysis of interview data showed that 

mismanagement of the Iranian healthcare 
system was primarily due to a non-meritocratic 
recruitment process, short-term management 
assignments, and the role of politics in replacing 
managers. The participants were of the opinion 
that during the recruitment process no clear 
line was drawn between the political tendencies 
of managers and their professional merits. 
They believed that, in many cases, managers 
were recruited solely because of their political 
tendencies and regardless of their management 
and technical qualities. Three participants stated:

“Usually individuals appointed as Minister 
of Health are not familiar with the healthcare 
system and its overall policies. They are mainly 
clinicians, who have been offered the ministerial 
position and forced to learn the job on a trial and 
error basis.” [Former Minister] 

“When new managers enter a workplace, it 
takes them some time to adjust. But, as soon 
as they get to know their way around the new 
environment and have mastered the job, their 
term as manager ends.” [University vice-
chancellor for health affairs] 

“When a new political party comes to power, 
the previous management team is replaced with 
a new team and all past policies are overruled.” 
[Former deputy minister (2)]

Lack of a Master Plan
Another category of the chaotic healthcare 

system was the lack of a master plan. According 
to the participants, the Iranian healthcare system 
faces three major problems. First is passive 
planning, meaning that action by policymakers 
or managers is usually taken after a problem 
has occurred, which in turn negatively affects 
the performance of the healthcare system and 
lessened customer satisfaction. The second issue 
is piecemeal planning that is inconsistent or even 
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counterproductive. The third is the implementation 
of national plans based on the proposal by 
international agencies or the experiences of other 
countries without any localization of the plan. 
The participants believed that these externally 
driven plans have often been a mismatch with 
the other programs or were incompatible with 
some elements of the healthcare system, leading 
to a waste of workforce and resources. Three 
participants stated:

“There are two types of planning, active and 
passive. We are often forced to formulate an 
action plan to combat health problems after they 
have occurred.” [University chancellor]

“The reform implemented in our healthcare 
system has lacked a master plan for too long to 
achieve comprehensive reform.” [Former deputy 
minister (2)]

“The majority of the implemented reforms in 
our healthcare system have been proposed from 
outside the country without any localization. A 
typical example is the privatization and hospital 
autonomy plan, which was initially proposed by 
the World Bank and blindly implemented by the 
Ministry of Health.” [Chief expert of the Ministry 
of Health (2)] 

Fragmented Healthcare System
The sub-categories associated with the 

fragmented healthcare system were incoherent 
leadership, an incomplete referral system, and 
a clear divide between the public and private 
sectors. The participants frequently emphasized 
on the lack of effective cooperation between the 
public and private sectors as the main obstacle 
to the successful implementation of the reforms. 
They believed that improper implementation 
of primary health care, conflict of interest, and 
inadequacies in the registration system hindered 
the referral system and in turn, contributed to the 
fragmentation of the healthcare system. Three 
participants stated:

“We started with reforming public hospitals 
since we do not have any authority over the 
private sector.” [Ministerial advisor (2)]

“HSEP will be discontinued due to excessive 
health care costs if it is not accompanied by a 
referral system.” [Chief expert of the Management 
and Planning Organization of Iran (2)]

“To implement the family physician program, 
we needed a coordinated policy across all 
sectors. However, health insurance companies 
follow their own policies and programs.” [Chief 
expert of the Ministry of Health (2)]

Discussion

For the first time, the present macro-qualitative 

study investigated the determinants and 
outcomes of three decades of HSR in Iran. 
The participants were intentionally selected 
among healthcare policymakers with the 
first-hand experience with the reforms. The 
participants indicated that despite some short-
term successes, all healthcare reforms in Iran 
have so far been fragmented and incomplete. 
Analysis of the interview data resulted in two 
themes, namely “Chaotic healthcare system” 
and “Adverse situational context”. These results 
led us to identify the root cause of failures of the 
reforms over the last three decades. 

An important determinant affecting HSR 
in Iran has been a chaotic healthcare system. 
Inherently, any healthcare system is complex 
both in structure and process. On the one hand, 
it is influenced by socio-economic factors, 
and on the other hand, it must meet technical 
requirements such as service quality, efficiency, 
and responsiveness.18, 19 A previous study on 
the UHC-directed reforms over the past two 
decades demonstrated the importance of social, 
political, and economic factors in the success of 
reforms.20 In line with the findings of a previous 
study,3 and as confirmed by our participants, 
the decision in 1985 to merge the Medical 
Education system with the Ministry of Health, 
and thereby creating the Ministry of Health and 
Medical Education has complicated the Iranian 
healthcare system. In this context, reform of the 
healthcare system is a complex process, which 
requires sound evidence and analysis, clear 
vision and values, and a comprehensive policy 
package.21-23 

In line with previous studies, we found that 
mismanagement of the Iranian healthcare system 
was caused by non-meritocratic recruitment 
processes, management incompetence, 
inefficient education system, and autonomous 
decision-making processes.24, 25 Therefore, it 
should not come as a surprise that a culture of 
discontinuity of formulated policies, fragmented 
planning, and lack of commitment to strategic 
and long-term plans is observed. Several 
macro policies for the Iranian healthcare system 
have been suggested, such as the Short-term 
National Development Plan or the Mega Health 
Charter 2013 proposed by the Supreme Leader 
of Iran. As stated by our participants, these plans 
were intended to establish a general framework 
and identify general values rather than an 
unambiguous, integrated, and comprehensive 
master plan. It was interesting to note that the 
participants believed that the majority of the 
recent health care policies were contrary to the 
general framework of those plans. For instance, 
the plans emphasized on the nationwide 
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deployment of the family physician program, 
while the prime priority of the Ministry of Health 
was the autonomy of public hospitals.26 

Due to mismanagement and lack of a 
master plan, the HSR plan was negatively 
affected by the formation of single-sector 
plans, which were at times contradictory.27 The 
participants also emphasized that in order to 
implement a successful reform, all managers 
in the healthcare system must be committed 
to a master plan, regardless of their political 
orientation. Regrettably, this is not the case in the 
current healthcare system in Iran. For example, 
the pilot phase and the subsequent expansion 
of the National Health Network system in the 
1980s was initiated as a result of dedication and 
competence of the managers at the time, as well 
as the existence of a comprehensive master 
plan that mainly focused on primary health 
care and excluded other levels of the system. 
Unfortunately, the plan was not supported by the 
healthcare sector and still remains in a premature 
state despite its excellent achievements in the 
preventive health care programs.3 

In line with other studies, fragmentation of the 
Iranian healthcare system was another concept 
identified by participants as a major challenge 
for any reform.26 Uncontrolled expansion of 
the private sector, the absence of systematic 
interaction with the public sector, fragmented 
health insurance systems, incoherent health 
information system, but more importantly, 
incoherent leadership and the absence of 
universal protocols and guidelines to provide 
a comprehensive referral system hindered 
the healthcare system in Iran.3, 11, 12 The most 
efficient strategy to address fragmentation in 
planning and services is to include coherent 
leadership, integrated health services, and a 
meaningful referral system through universal 
protocols and guidelines. However, in line with 
a previous study,26 the participants stated that 
conflict of interest between the involved parties 
was the main obstacle for the creation of such a 
referral system.

According to the participants, the other 
determining factor that had influenced HSR 
in Iran was economic instability. While this 
situation also occurred in other countries, the 
simultaneous introduction of the Targeted 
Subsidy Plan and the imposition of economic 
sanctions by the United States caused 
unsustainable financial resources and thereby 
adversely affected the success of all reforms. 
For example, the 2010 National Economic 
Reform (elimination of governmental subsidy for 
energy and essential goods) combined with two 
rounds of US economic sanctions caused high 

inflation rates in the healthcare sector, leading to 
an increase in the total cost of health care and a 
decrease in equity.26 

In response to the above conditions, 
healthcare policymakers only took interim action 
without an all-inclusive long-term plan. This 
resulted in an intensification of the long-term 
chaotic situation of the healthcare system, even 
though it had positive short-term results. For 
example, HTP was implemented in 2013 while 
OOP and catastrophic health expenditure (CHE) 
were about 55% and 5.75%, respectively. Its 
primary goal was to improve financial support for 
people requiring health care against OOP and 
CHE, and ultimately provide UHC.14 It has been 
observed that inpatient services, CHE, and OOP 
have reduced after the implementation of HTP. 
However, it failed to achieve the objectives (UHC 
and reducing inequity) due to unsustainable 
financial resources, overutilization, delay in 
payment to healthcare providers, and lack 
of coordination between different insurance 
systems.26 A previous study reported that 
the mean patients’ payment had significantly 
increased over a single year, e.g., for medication, 
it was reported at 18.17±7.60 (October 2013) 
versus 32.52±109.84 (October 2014).28 
According to the participants, mismanagement, 
the lack of a master plan, initial focus on inpatient 
services instead of primary health care, and 
ignoring the situational context were additional 
flaws of HTP reform. 

We conducted the first nationwide qualitative 
study that examined the process and outcomes 
of healthcare reforms in Iran. Involvement of 
senior policymakers was the main strength 
of the study. However, the main limitation was 
the difficulty in accessing some eligible key 
figures, and the short time they could offer for 
the interviews. This was despite our effort to 
hold the interviews at their convenient time and 
place. In certain cases, a replacement for the 
intended participant was arranged. 

Conclusion

Despite many efforts to improve the Iranian 
healthcare system through reforms, the 
situational context and organizational factors 
have prevented achieving the main objectives. 
To achieve UHC, Iranian policymakers should 
consider the three key findings of the present 
study. First, managing the adverse effects of 
social, political, and economic factors on the 
process and outcome of the proposed reform. 
Second, it is recommended to implement small-
scale rather than major reforms to reduce costs 
and the risk of failure. The reforms should be 
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targeted, sustainable, and implemented in multiple 
phases. The cornerstone of such reforms should 
promote integrity, quality, and equitable care. 
Third, establishing efficient primary health care is 
the most important strategy toward an equitable 
healthcare system and ultimately UHC. Iran 
already has the necessary infrastructure, which 
should serve as the basis for any improvement. 
In addition, it is recommended to establish a 
merit-based health management system as the 
main driver for reforms. 
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