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Introduction

D ecades before the Alma Ata declaration was adopted, the 
need for further use of community health workers in the 
provision of health care in low resource setting had been 

1,2 Countries like China, Guatemala and Iran experi-
mented the use of simple health auxiliaries within primary Care 
projects.3,4 In certain countries, these ideas resulted in national 
programs in massive scales, with the notable example of “bare 
foot doctors” in China.4,5

Iran has a long history of implementing primary health care 
(PHC) projects, especially in rural areas and small towns. The 

un-
dergraduate training and worked in underserved small towns and 
rural areas. An important enhancement occurred with the “Health 
Corps” law in the 1960s that enabled medical graduates to provide 
medical services in rural areas instead of the compulsory mili-
tary services.6 However, a systematic approach started in 1970s 

to bridge the considerable gap in access to health care services 
between urban and rural areas. 

A turning point towards primary health care was the West Azer-
in 1972 after the pre-

liminary studies and extensive preparatory works.1 Almost simul-
taneously, the government established the “Commission on the 
Study of Health and Medical Problems” to plan and execute a 
comprehensive study of the nation’s medical and health problems, 
resulting in a three-volume situational analysis report.6,7

It was followed by further PHC pilot projects such as Kavar 
Village Health Worker Project, that was started in Shiraz in 1974 
to train Behdar Rusta,8 and some other health care programs like 
Lorestan and Shemiranat programs with a few differences in na-
ture and methodology.1,9 In 1976, WHO evaluation team approved 
the West Azerbaijan project among other primary care projects 
as the preferable model for implementing PHC in Iran1 and was 
followed by a limited national implementation that was discon-
tinued.9

A comprehensive PHC network did not develop until 80s. In this 
study, we focus on the development and national implementation 
of the PHC policy in Iran. 

Iran is located in southwest Asia with a population of over 77 
million in 2014.10 The country experienced a popular revolution 
that resulted in major political change in the late 1970s, from an 
imperial monarchy political system to an Islamic Republic state.11 
While the country has experienced substantial changes in de-
mographic and health indicators through time, in the late 1970s 
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population and health indices in Iran were comparable to the least 
desirable outcomes in an international comparison (Table 1). Al-
though gradual improvements were observed through time, the 
demographic and health indicators remained less favorable up to 
the start of the PHC program.

In 1984, just before the establishment of the PHC program 
(starting in 1985) infant mortality rate was about 51 per 1000 live 
births.12 Health service delivery system, especially in rural areas, 
was very weak, and most outpatient services were reliant on 
often non-existent–physicians.1,6 Only a small fraction of physi-
cians worked in rural areas, while just over 50% of all physicians 
in the country 13 Hence 
in order to tackle physicians shortages, expatriate doctors were 
being hired in large.14 In the year before the start of the PHC pro-
gram, publicly funded primary care facilities in the whole country 
were as little as 1800 health houses and 2400 health centers (urban 
and rural),15 leaving many rural areas and small towns in shortage 
of access to affordable primary care services.

In 1989, four years after the start of PHC program, there had 
been a dramatic improvement in the number and distribution of 
publicly funded primary care facilities: more than 7900 health 
houses and 4300 health centers.16 
tality rates such as infant and maternal mortality in Iran have been 
attributed to the development of PHC network in the country.17 
Many of these reductions occurred due to effective implementa-
tion of a nationwide immunization program (from 40% coverage 
to over 90%), as well as educating and supporting families about 
the importance of oral rehydration therapy during diarrheas.18–20 
Figure 1 shows the declining trends of infant mortality in Iran 
between years 1974 and 1996.

Table 2 shows life expectancy at birth in comparison between 
the years before and after PHC implementation in Iran.21–24 In 

 obvious rise 
(proportionally) in life expectancy happened between 1986 and 
1990 during which the PHC program expanded throughout the 
country.13,25

Indicator Iran

Life expectancy (years) 57 49–68 70–74

Birth rate (per 1000 population) 45 21–48 12–18

Natural population  growth (per 1000 population) 21 14–21 0–10

Population doubling time (years) 22 18–50 69–116

Infant mortality rate (per 1000 live births) 102 65–145 0–8

Source: Perspectives on Health Care and Medical Education, MOH, Tehran, 1982

Table 1. 

Figure 1. 

Year Both sexes Male Female Reference Number

1976 Not available 55.8 57.4 (21)

1986 59 58.4 59.7 (22)

1990 64 63 64 (23)

1996 67.4 66.1 68.3 (24)

2000 70 69 71 (23)

2012 74 72 76 (23)

Table 2. 
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Methods

This article is derived from a qualitative study, which investi-
gated context, content, actors and process of PHC implementa-
tion, as well as  situation of the referral system in Iran from 1982 
– 1989. Data were collected by individual interviews, which were 
audiotaped and transcribed and through an extensive data gather-
ing from published literature and library sources. The study was 
a policy analysis using the policy triangle framework developed 
by Walt and Gilson.26,27 It involved an in depth assessment of the 
processes, content and context of the policy as well as the role of 
actors in the policy under study.28

The study comprised of 35 participants with varying roles and 
positions during the development and implementation of the PHC 
program. The interviewees were the main designers of PHC in 
Iran
provincial health managers, community health workers and two 
of the former health ministers. All the interviews were conducted 
from October 2012 to July 2014. Some participants were inter-
viewed more than once as needed. Most of the interviews were 
conducted in Tehran and six other cities. 

The participants were selected based on the prior knowledge 
of the researchers about the key contributors to the program. We 
contacted each of the selected participants to explain the research 
objectives. The interviews were planned at the time and place of 
convenience of the participants. One or two researchers attended 
the interview sessions. We used a semi-structured interview guide 
and aimed to conduct in-depth interviews of the participants. The 
respondents were allowed to explain their experiences and inter-
pretation of the development and implementation of the PHC pro-
gram. Each interview session lasted from 40 minutes to two hours 
with an average of 75 minutes. All the interviews were fully tran-
scribed and analyzed using the triangle model as an underlying 
theory of policy development. A combination of deductive and 
inductive framework approach was used to develop a thematic 
framework, code the transcribed text and analyze the data.

Results
Policy Context
Socioeconomic Context
A cursory look at socioeconomic status of Iran in the PHC for-

mation time showed a poor development status, especially in rural 
areas, which were more populated than urban areas.3,29

Deprivation was obvious in rural areas and activities conducted 
to address the destitution were mostly parallel and ineffective.29 
Several government agencies worked directly in the village with 
anarchic and overlapping activities.1 One prominent example of 
such overlapping works was the existence of different kinds of 
health centers in the rural areas:

“In some villages there were health centers made by the Ministry 
of Health, meanwhile the other organizations had also made similar 
centers. I can remember that Ministry of Science, Ministry of Justice, 
the Imperial Organization for Social Services, Red Lion and Sun So-
ciety and Military forces had established medical departments in 
some rural areas. Nevertheless, there were other rural areas that 
lacked even one such department.

In the early 1980s, the country had 24 provinces that in most of 
them rural areas did not have an electric power. Country roads, 
especially in rural areas were not appropriate.1

The literacy situation was not favorable, especially in rural ar-

 
1986, total population was 38.7 million and the literacy rate was 
61.7% that comprised 72% of urban and 49% of rural popula-
tion.30,31 Many participants pointed to the low level of literacy in 
the country in the early 1980s that was a bigger problem in disad-
vantaged rural areas. They mentioned that in some areas people 
refused to send children - especially girls - to school.

“In some areas, it was necessary to go to the village elders and 
spoke with them to agree to send their children to school.” (A 
former health minister)

was no school in 
many villages. Later, the literacy rate in the country increased dur-
ing the 1980s, particularly among the rural population.32

Political Context
Iraq - Iran war
A crucial point about the PHC program is the coincidence of its 

implementation with Iraq-Iran war. The war began in September 
1980 and continued until August 1988. At that time, due to air 
strikes, Iran’s oil exports dropped and the scant income should be 
spent foremost on war. It was 

economic times. But the motivated ac-
tors tried to design and implement it despite all the problems.

“… but the active war and even the vast bombardments on the 
cities of Iran (especially Iran’s capital) couldn’t impede the PHC 
movement ahead. We designed the health care network of the 
country with consideration of all its aspects and dimensions.” (A 
former senior health policy maker)

Political disharmony
In addition to the war problems, the political atmosphere in the 

country sometimes made restrictions on the activities.
“I merely cared about my tasks and goals, not political affairs. 

There were two political groups, none of them considered me as 
an adherent so, I had problems.” (A former health minister)

There was another
profound knowledge of PHC who had done good activities in pre-
vious regime -
gime. But gradually they were invited back to work thanks to the 
compassion and foresight of some revolutionist managers. 

“Doctor … who had worked a lot on the network in the previous 
regime had gone after the revolution for fear of being arrested. 
But I invited him to Isfahan and learned very much from him.” (A 

Health and healthcare context
Before the formation of PHC network, health staff provision in 

Iran was not appropriate. By the late 1970s and even early 1980s 
many people in need of treatment referred to the traditional medi-
cal practitioners.1 The number of licensed physicians was low and 
most of them worked in urban areas.6,33 Because of these short-
comings and traditional thinking, many people turned to tradition-
al healers when became ill or injured.1 Traditional practitioners 
such as bonesetter, prescriber of potions and herb doctor applied a 
combination of prayers, incantations and potions. Most deliveries 
were performed by traditional midwives.

“After delivery, the traditional midwife stayed a few days at her 
home, prepared food for her children and took care of her family. 
So, villagers liked them more than they might like a young edu-
cated midwife. )
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Doctor shortages 
.1,33 In late 

1970s, 700 medical doctors graduated from the publicly funded 
medical schools annually, half of whom would leave the country, 

6,13 “In order to 
compensate a lack of homegrown doctors, foreign-trained doctors 
were employed who were mainly from the Indian Subcontinent, 
costing tens of million dollars annually for their salary. Moreover, 
many of to practice as a medi-
cal doctor.” (A former health minister)

Vertical delivery of services
MOH provided many of its services vertically. For example, 

sending mobile teams of vaccinators to remote or nearby villages 
and towns was the common method of vaccination. So the most 
important concern was maintaining the vaccine cold chain, while 
providing a continuous access to vaccines. “For many years, due 
to the lack of awareness, vaccines were placed in the pockets of 
the vaccinators. Therefore, vaccine had lost its effectiveness be-
fore being inoculated.” (A former health minister)

Policy Process
Policy Formulation

-
lishment of “the Programs and Organization Council of the Min-
istry of Health” in early 1980s. The council members included 
the health minister, all deputy ministers and some experts who 
were selected by the minister. Council meetings were held to dis-
cuss and decide on the general topics, but the details were writ-
ten mainly by Drs Kamel Shadpour, Cyrus Pileroudi and Ayyub 
Espandar with considerable accuracy.33 In this way, the policy 
content and program details developed and became ready to run.

Policy Implementation
Targeted interactions of PHC designers with local actors shaped 

a wide network of friends before the implementation phase. As 
the PHC engineering was done with their participation, they felt 
ownership in the implementation period.

“When the scheme was operating in an area of a district, local 
experts felt proud of it believing that they were involved in chang-
ing the situation.” (A former senior health policy maker)

Network Implementation steps were started by determining the lo-
cation of health houses and rural health centers. To do so, the health 
deputy invited experts of provinces to convene consecutive meetings.

 “… In those urgent meetings, decisions were made about 70,000 
villages. Finally, main villages and satellite villages were deter-
mined and the locations of service delivery units were agreed. (A 
former health minister)

After preparing the network expansion plan, the required budget 
was estimated and suggested by MOH to government in 1985. 
But it was omitted by Program and Budget Organization. There-
fore, health minister and his team began lobbying with MPs. Con-
sequently, MPs added a corrigendum to expand PHC network by 
making a budget line when approving the budget in late March 
1985. The budget line amount was then more than US$ 4.3 mil-
lion.9,34

In this way, it was decided to establish PHC network in one dis-
-

tinuation of the program was a successful implementation during 
9

“ -
ment allocated enough budgets to develop the network in 2 new 
districts of each province, while we had asked budget for 1 new 
district of each province for the next year.” (A former senior health 
policy maker)

managers adopted measures to continue the program. The reten-
tion of Behvarz (i.e. community health worker) in rural areas was 
one of these measures. Therefore, due to a negotiation with the 
Program and Budget Organization, it was agreed to hire them as 

Every year, 
we went to the PBO to determine the number of Behvarz for each 
province according to the expected development.”  (A former 
deputy minister)

Monitoring and Evaluation
National planners’ regular unannounced visits to district health 

centers around the country, in a serious and stringent manner, were 
among the most effective measures to administer the program cor-
rectly. “We went to visit without prior notice. If the performance 
was satisfactory, we awarded them immediately. Conversely, if we 
found out their performance is not well, we changed the authori-
ties or issued written warnings.” (A former deputy minister) 

Policy Content
Two main PHC objectives:  justice and access improvement
One feature of the Islamic revolution in Iran was forcing the gov-

ernment to provide social services for all citizens. The mentioned 

of Iran including social justice and bridging the profound urban-
rural gap, especially in terms of health services.11,29

They concluded that to convert the slogan to act, health service 
delivery could no more depend on the presence of a physician.9 
In this way, the notion of training Behvarz and establishment of 
health houses that had been raised before the revolution, evolved 
toward a national program. Many of those interviewed believed 
that PHC implementation has been an important step towards 
achieving equity in access. Vaccination service after deployment 
of Behvarz was an imaginable case. 

“A father could bring children for vaccination even after daily 
work. He did not have to go to the city or wait until the vaccina-
tion team came from the city. This event means improving rural 
people’s access to health care.” (A former deputy minister)

In general, many participants believed that improving access and 
equity has been achieved as a result of the PHC establishment. 

“We just after revolution realized the meaning of PHC. It is jus-
tice oriented approach and equitable distribution of resources 
including manpower, facility and equipment.” (A senior national 

Policy Actors
In the Iranian PHC, personal perseverance of some actors was 

undoubtedly an important factor in policy implementation. An in-
teresting thing was that almost all the experienced country-level 
actors had spent part of their early career in the Health Corps.6

Some names were repeated in the statements of most of the in-
terviewees.  We can refer to the late C. Pileroudi and K. Shadpour 
as the main policy designers and implementers, Professor Hos-
sein Malekafzali as the charismatic policy maker and implement-
er, and Professor Seyyed Alireza Marandi - the then Minister of 
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Health - as the backbone and powerful supporter of the policy, as 
the fathers of the country’s PHC.

“We should justly acknowledge that Dr. Shadpour and Dr. Pile-
roudi worked very hard to design the PHC program. What we’ve 
done just for one province, they have done for the whole country.” 

“During the war, although country had many problems, Dr. Ma-
randi and Dr. Malekafzali secured a considerable amount of mon-
ey for the [PHC] network expansion through negotiations with 
the Parliament.” (A senior provincial health manager)

Professor Marandi and Professor Malekafzali won United Na-
tions Population Awards for their roles in the PHC development in 
the years 1999 and 2007, respectively. These ‘driving’ actors were 
accompanied by younger managers who had joined the MOH af-
ter the revolution with plenty of motivation but less experience. 
The presence of these two types of manpower together created a 

“A number of the young passionate managers came to MOH 
after revolution. They wanted to do useful things ….” (A former 
senior health policy maker)

External actors 
The role of some international organizations in support of PHC 

-
tion of the Iranian PHC in the international meetings.

“Former UNICEF president, Mr. James P. Grant, had a promi-
nent role in introducing Iranian PHC to the world. Once at the 
height of the war, I companied him to visit Hamadan [province] 
villages. He was impressed by health houses performance and 
quality of services. Then he traveled to China where he held a 
press conference and stated:” I’m coming from a country that is 
engaged in social activity during the war, the country in which 
health is not neglected even at war.” (A former deputy minister)

and determined in their motion.4 

Weaknesses
Despite outstanding achievements, PHC network in Iran failed 

to be fully implemented. Here we mention two of the greatest 
weaknesses.

It was one of the ambitious goals of network designers to cover 
urban areas with a similar publicly funded network of primary 
care health posts.

 “One of our ideals was that hospitals accept no one except for 
emergency patients [or after referral]. But PHC coverage was too 
low in cities and people had no other choice.” (A former senior 
health policy maker)

Health care system in urban areas lacked the intricate planning 
and vast supports that were granted to the development of rural 
PHC.35–37

Lack of a functional referral system
-

38 People 
in need of specialized services could access to them through a 
referral system.39

Many respondents believed that equity in having access to health 
care was subject to the establishment of the referral system.

“ -
tion of services was considered and they connected different levels 
through a referral system. But we failed to establish these rela-
tionships

The function of the PHC concerned with referral has been very 
weak, as the number of those who go directly to a specialist or  
hospital is on the rise.40 The situation is much worse in urban areas 
because no one actually plays the role of gatekeeper there.40 The 
PHC system failed in achieving this target due to an incomplete 
coverage of PHC facilities, limited implementation of referral 
regulations, especially by the doctors, and low willingness of the 
public to abide by the limitations caused by a referral system.

“The [problem with] referral system is in fact part of the peo-
ple’s health culture. Prerequisite for referral system is an attitude 
change in both service providers and customers.” (A former se-
nior provincial manager)

Earlier, the problem was linked with the small number of doctors 
to rely upon for effective referrals, but as the number of doctors 
increased, the new problems occurred.14 The increasing number 
of doctors resulted to an expanded presence of private physician 

-
tients. Health care insurance organizations did not enforce a refer-
ral system, hence augmenting the division between the PHC and 
secondary care.25 

“This is one of the erroneous decisions that everyone is permit-
ted to use his/her own insurance logbook to go directly to the spe-

” (A 
former senior provincial manager) 

Such inadequacy in cooperation between different stakeholders 
has also been cited as a barrier to further development of later policy 
reforms in Iran.41 At the beginning of the PHC program, because the 

-
ing was largely in the hands of the Deputy for Health, the interview-
ees noted that there was limited collaborations with the other sec-
tions of the MOH, especially with the Deputy for Treatment Affairs, 
still for implementation. However, especially at the early stages, the 
Deputy for Services Support had a prominent role in securing and 
distributing the required funds and hardware (e.g. cars, refrigerators 
etc.). The limited nature of collaborations between the Deputy for 
Health and Deputy for Treatment Affairs was probably a notable 
limitation of the PHC program in the early years. 

iscussion

Primary health care in Iran brought an effective model for im-
proving health and population indices into effect. A retrospective 
approach to the socioeconomic context of Iran in the late 70s and 
early 80s showed the predisposing factors for establishment of 
the Iranian PHC program. Although the government and senior 
state policymakers encountered with a lot of constraints at that 
time, there were considerable stimulating factors that helped PHC 
network implementation in Iran. PHC network in rural areas of 
Iran was regarded as an “incredible masterpiece”.42 In the certain 
“post-revolution politics” of Iran, international relations faced 

was replaced by enabling involvement of the people and policy-
makers. The country became introverted and was forced to grow 
on its own resources and homegrown talents. Western countries 
did not accept Iran as they ought to, so Iran learned how to stand 
on its own.
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Application of ‘Multiple streams’ model in Iran’s PHC policy
Iran’s PHC network was formed in a particular context, by en-

thusiastic actors and under the support of the parliament. After 

the continuation was issued by parliament and the government. 
This event is explainable by the Kingdon multiple streams model: 
‘‘Separate streams come together at critical times. A problem is 
recognized, a solution is developed ... a political change makes 
it the right time for a policy change ... these policy windows, the 
opportunities for action ... present themselves and stay open for 
only short periods.’’.43

“Kingdon denotes that the three streams sometimes trill toward 
each other and then a ‘policy window’ opens. This introduces an 
impermanent opportunity to a ‘policy entrepreneur’ to advance his 
premade option”.44 Kingdon’s theory has been previously used to 
describe the family physician and rural insurance implementation 
in Iran.25 In the formation of PHC, health related problems such 
as high rates of infant and maternal mortality, low life expectancy 
and inadequate access to basic health services urged the health 
policy makers to look for a solution. The problem-solving plan 
was set by the collective attempt of a coalition of actors which 
was legitimized through lobbying with the MPs and gaining their 
support despite the initial opposition of the Program and Budget 
Organization.

Of course, in the case of Iran PHC, these three streams were not 
as distinguished from each other as Kingdon stipulated. The po-
litical movement of the revolution boosted the boldness of health 
problems (especially equity concerns and the rural population 
plight) and attracted more attention to some ideological values 
which necessitated a fundamental policy solution as an action. 

A budget line was not initially approved by the Cabinet at the 
start, so the minister and his team tried lobbying with the MPs 
to convince them to support the program. It is also pointed in the 
Kingdon model that sometimes policy entrepreneurs change the 
indication of resource allocation through proving out a priority.43

The actors’ common beliefs helped the intimate relationship 
between them which in turn led to their cooperation in the best 
possible way toward the PHC implementation. This reality is ex-
plainable with the ‘advocacy coalitions’ theory that is known as 
a typical form of policy communities.45 Advocacy coalitions are 
recognized by a shared set of opinions, norms and policy pur-
poses.46 They can give special advantages to the interests of some 
groups and adapt or change the evidence rendered to decision-
makers.47 In the Iranian PHC, the advocacy coalitions acted as 

agenda and remained together until implemented it successfully.
The importance of individual actors’ roles in the policy process 

is not the same.48 There are ‘certain individuals’ who spend their 
time, science, and skills in order to develop policies they yearn to 
implement.49 We can attribute these characteristics to actors that 
Kingdon called as ‘policy entrepreneur’.25,44,48 Enjoying political 
support in itself could not lead to establishment of PHC network 
in Iran unless ‘policy champions’ with enough knowledge, experi-
ence and counsel would play a pioneer role.

The implementation approach of the PHC program in Iran bet-
ter corresponded with a top-down approach that realizes policy 
change via a hierarchical process, albeit with extensive feedback 
and negotiation with the front line managers and providers. Ac-

cording to Ham and Hill, policy implementation has convention-
ally assumed two approaches that the main difference between 
them is about their approach to actors’ involvement in the policy 
cycle.50 The bottom-up perspective proposes that peripheral actors 
can affect the implementation through negotiation and haggling 
whereas top-down approach considers little space for bargaining 
and interaction between different levels of policy cycle.26 In the 
Iranian PHC, mutual contact between top-level actors and local 

-
pened in the reality so that the provincial agents had a sense of 
ownership to the ongoing PHC. In other words, the constant com-
munications (even though through visits and monitoring) provid-
ed the advantages of a bottom-up approach for the policy imple-
mentation. But in practice everything was dictated from above 
and there was no space for haggling about major and minor issues. 
Continuing this approach probably led to some weaknesses in the 
long run, especially in the referral system and inadequate network 
coverage. Still, when it was decided later to run the family physi-
cian and rural insurance in rural areas of Iran, the existence of 
a working PHC network acted as a proper infrastructure for its 
implementation.51
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