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Abstract: Universal health coverage (UHC) during the past decade has become the main goal
of the World Health Organization. Access to health services, without suffering financial hardship
for the patients, constitutes the key foundation definition of UHC and its three dimensions:
population coverage, service coverage, and financial protection. Iranian health policymakers
have purposefully or non-purposefully been pursued the UHC goals during the last four decades
by the following macro plans: Health corps, establishing and expanding Health-Care Networks,
Law of Universal Health and Social Security Insurances, Family Physician, and Health
Transformation Plan. In this paper, we evaluated the situation of UHC in the Iranian health
system, presented the weaknesses, strengths, and challenges faced with the health system in its
implementation, and finally provided some policy recommendations to complete implementation
of the policy in the country.

Keywords: universal health coverage, health policy, Iranian health system, health
transformation plan

Introduction

Country of the Islamic Republic of Iran, with a population of over 80 million, is
located in the Eastern Mediterranean region. Equitable access to health-care ser-
vices respected as a right in article 29 of Iran’s constitution for all Iranian citizens.'
In this regard, Iran’s health system that has a history of more than a century has
been committed to pursuing this goal through the adoption of micro and macro
policies by 47 medical sciences universities across the country. During the last
century, Iran’s health system changed its name several times; Department of Health
and Charity Affairs [1911-1941], Ministry of Health [1941-1976], Ministry of
Health and Welfare [1976-1981], Ministry of Health [1981-1985], Ministry of
Health and Welfare [1985-1986], and finally, Ministry of Health and Medical
Education since 1985.% Primary health-care services in Iran are provided through
a national health-care network consisting of health houses, rural and urban health
centers, urban, provincial, and regional hospitals.'* Iranian health policymakers
have purposefully or non-purposefully been pursued the Universal Health Coverage
(UHC) goals during the last four decades by the following macro plans:*> (1)
Health corps, (2) establishing and expanding health-care networks, (3) law of
universal health and social security insurances, (4) family physician and referral
system plan, and (5) health transformation plan (HTP).
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Health Corps

To provide the rudimentary health and sanitation services,
the ministry of health in collaboration with the Ministry of
War had appointed that graduates of medical, dental, veter-
inary and health-care affairs to spend their compulsory
military service period in the deprived rural areas from
1964 to 1975. This policy had succeeded in covering about
6 million of the rural inhabitants, 21 percent of the total
population, which had established 1422 health centers
using 1290 general physicians and other health personnel.
During implementing this plan, the mortality rates of neo-
natal and children had dramatically decreased, and Iran’s
population had risen from 25 to 30 million.®’

Establishing And Expanding Health-

Care Networks

Iran’s health-care network has been developed gradually
across the country since 1985, after the success of the
establishment project of health-care houses in Urmia city
in the years 1972 to 1976. The main goal of the plan was
providing equitable access of all communities to primary
health-care, especially in rural areas. The health-care net-
work expanded its primary health-care services to all rural
and cities of the country during the time.® As shown in
Figure 1, primary health-care has been providing by health
houses in rural and health posts in urban. In these centers,
80 percent of patients' health need is met and the rest is

referred to the higher levels.” Number of health houses and
posts based on the national standards/protocol is about
17,300 and 300, respectively.®'° However, many patients
bypass these rural and urban health centers and directly
access district, university, or private hospitals at higher
levels.

Secondary health cares have been providing by district
hospitals in each county. These hospitals must have at least
five specialties including general surgery, pediatrics,
Internal medicine, obstetrics, and gynecology that provide
to patients referred from primary level of referral system.''

This policy has been developed and implemented to
meet the World Health Organization (WHO) slogan,
Health For All, which was expressed at the Alma-Ata
conference in the year of 1978.° So that, a need-based
health-care services package defined and prepared. This
services package covers health education, vaccination,
family planning, maternal and child cares, environmental
health, local diseases control, common diseases treatment,
and basic medicines. This plan has allocated about 8—12
percent of the total national health expenditure.’ Currently,
about 94 percent of Iran’s population is covered by health-
care networks.'>'® However, health-care out-of-pocket
payment from the beginning of the plan to 2001 was
increased from 48 to 58 percent, which was one of the
most important challenges facing the health system of
Iran.” Designing of health-care networks has been carried

e

Ministry of Health and
Medical Education

Province University of Medical
Sciences

-

J
-

Educational
Department

Director of District
Health Network

} [ University Hospitals J

[ District Health Center ]

[ District General Hospital ]

[ Rural Health Center J

[ Urban Health Center J

Health
House

I_
Health Health
House House

Figure | The structure of Iran’s health-care network.

)

Health
post

{

Health
Post

submit your manuscript

652

Dove

ClinicoEconomics and Outcomes Research 2019:1 1


http://www.dovepress.com
http://www.dovepress.com

Dove

Alinia and Davoodi Lahijan

out in accordance with the standards established by the
WHO, where the following items were observed: good
access of population to the services, providing the accep-
table services from the viewpoint of the community, defin-
ing a comprehensive package of services, and actively
participating of community in the health affairs.

Law Of Universal Health And Social

Security Insurances

Iran’s parliament passed two historical laws of the establish-
ment of the Social Security Organization in 1989 and
Universal Health Insurance in 1993 to increase the popula-
tion coverage of health-care system. These organizations
have been committed to providing insurance facilities parti-
cularly to Iranian workers, government employees, deprived
people, and rural residents. Currently, out of 80 million
population of Iran, Social Security Organization, Health
Insurance, and Armed Forces Insurance cover more than
34.2,'* 343.'5 and 4 million'® people, respectively. So, by
implementing the insurance laws, the population coverage
rate has been increased from 40 percent in 1994 to 85 percent
in 1995 and 90 percent in 2016.* Both the Social Security and
the Health Insurance Organizations cover about 90 percent of
inpatient and 70 percent of outpatient costs. According to the
World Bank report, these laws lead to a decrease in health-
care out-of-pocket expenditures from 53.6 to 49.6 percent
only during 1 year after implementing the policy.* The most
important obstacles in that time to reaching a sustainable
UHC were regressive financing, fragmented pools, non-
transparent financial flow, deficit payment system, non-pre-
vention-oriented policies, uncontrolled demands, and low
efficiency.'”

Family Physician And Referral
System Plan

The family physician program was implemented to
develop a referral system, leveling services, and demand
control of complicated health-care services through a
health group consisting of a general physician, midwife,
family health expert, and Behvarz in rural areas and
cities with less than 20,000 people in 2004. Behvarz is
defined as an inexpensive workforce and a Community
Health Worker in Iran, which officially worked with the
primary preventive health-care network. The main goals
of this national plan were strengthening the referral
system, increasing accountability, services coverage,
access to primary health care, and reducing unnecessary

health-care costs. By implementing this program, the
basic service package provided in the health network
system was redefined and adjusted according to the
community’s needs. The new package added health edu-
cation, elderly cares, community health, and occupa-
tional health care to the old package. After running
this program, insurance coverage was increased from
27 to 97 percent in rural and urban with 20,000 or
fewer inhabitants,'® which resulted in a reduction of
more than 6 percent in health-care expenses and
increase equity in health-care delivery.'®

Unfortunately, this program remains relatively silent
after twelve years and is only operating in Mazandaran
and Shiraz provinces. The major reasons for the policy
failure were lack of internal cooperation, misunderstand-
ings of the program by executives, lack of adequate bud-
get, and lack of proper partnership between the health

. . . . . 20.21
msurance Orgaanﬂthl’lS and service pr0V1ders. 0,

Health Transformation Plan (HTP)

This comprehensive and national policy has been done to
achieve the health-related goals of the fifth five-year
national development plan in 2014 and has continued so
far. The major objectives of the HTP are increasing the
population coverage of basic health insurances, increasing
the quality of cares provided in governmental hospitals,
reducing the hospital cares out-of-pocket payments,
increasing access to the primary healthcares, and updating
the relative value units of medical cares and its tariffs. This
plan has covered about an additional 10 million Iranian
people, 12.5 percent of the total population, that did not
have any health insurance and most of them are relatively
deprived. HTP also decreased inpatient out-of-pocket pay-
ments from 37.5 to 8.5 percent®” and total health-care out-
of-pocket costs from 58 to 47.5 percent.”® Table 1 shows
the changes in UHC representing indicators of Iran’s
health system between the years of 1990 and 2015.

Challenges Faced With Iran’s
Health System In Full
Implementation Of UHC

As we show in Table 1, Iran’s health system has pro-
gressed toward the implementation of the UHC program
by increasing the coverage of health-care services and also
eliminating the affordability barriers through reducing the
out-of-pocket expenditures and scaling-up the population
But it still has a

coverage of health insurances.
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Table | UHC-Related Indicators Of Iranian Health System From 1990 To 2015

Indicators Years References
1990 2000 2015

Out-of-pocket as percent of current health expenditure - 59.6 39.7 24
Out-of-pocket expenditures per capita in US$ - 47.8 145.2 25
Percent of health insurance coverage 21 85 95 26-29
Life expectancy at birth for both gender 67.8 70 74 30
Healthy life expectancy at birth for both gender 574 61.8 66.5 31, 32
Under 5 mortality rates (per 1000 live births) 934 77.5 422 33
Maternal mortality rate (per 100,000 live birth) 1.39 0.59 0.27 34
Burden of non-communicable diseases (per 100,000 population) 18,705 17,667 18,041 34
Burden of communicable diseases (per 100,000 population) 13,908 5311 3,071 34

Abbreviation: US$, United States Dollar.

considerable distance with the full UHC implementation.
Review the list of successful countries in the implementa-
tion of full UHC show that there is no statistically sig-
nificant relationship between the per capita income and
success in achieving the full UHC.* For example, Chile,
South Korea, Malaysia, Rwanda, Mexico, and Thailand
which are low- or middle-income countries, along with
the countries of the Organization for Economic Co-opera-
tion and Development have also achieved remarkable suc-
cess in implementing the UHC program during the last
decade.”>° Despite running the numerous micro and
macro health-care promotion policies during the last
three decades, the Iranian health system has not yet
reached the acceptable level of UHC. This can be due to
two main reasons:

Firstly, there is not a defined proper health-care
services package that covers and responses to all pri-
mary health-care needs. The services which are cur-
rently delivering are not totally integrated into the
health-care system and there is a fragmented and uneven
system which in that each of the basic health insurance
organizations is providing the different service packages
with different financial coverage. Secondly, Iran’s health
system does not receive enough financial support from
the government, so that share of public resources in
financing the health system was about the 49.5 percent
in 2014, but this value for the Eastern Mediterranean
Regional of WHO and the world were 50 and 59 per-
cent, on average, respectively.*”

Surveys have shown that the value of catastrophic cost

is between 6 and 24 percent,®’ *

impoverishment costs
range from 1.5 to 11 percent, and also Fair Financial

Contribution index is reported as 0.57 to 0.83 in various

regions of Iran.***'*? All of these evidences confirm the
unacceptable level of financial protection of Iranian
patients. In addition, not only the percent of Gross
Domestic Product spent on health in Iran is lower than
the global average, 8 versus 15 percent, but also, more
importantly, lack of a scientific, transparent, and cost-
effective priority-setting has led to a considerable resource
wasting and deadweight loss. Considering the UHC goals,
the greatest strengths of the country’s health system is
health insurance coverage, which has recently been
achieved by HTP implementation and all of the commu-
nity has a possibility to have health insurance unless they
are unwilling to become insured. In general, it can be
claimed that the UHC cube in Iran is nearly completed
in its population coverage dimention, but the financial and
service coverage dimensions are still very poor. The
experiences of successful countries have shown that the
better identifying the challenges ahead of the health sys-
tem will pave the way fo achieving UHC goals.**** 1t
seems that a weak purchaser—provider split in Iran has
led to decrease in efficiency of services delivery sector
due to the lack of competitive space between the provi-
ders. This monopoly power has made ineffective many of
cost control policies. So, along with creating and strength-
ening sustainable financing strategies, increasing access to
providers should also be pursued in a balanced way.*!
For this purpose, by dividing Iran’s health system into
two parts of the provider (the Ministry of Health) and the
buyer (health insurance organizations) of health services,
and considering the four main functions of the health sys-
tem, namely, the stewardship, financing, production, and
services delivery, we present the barriers of Iran’s health

system to achieve the full UHC implementation in Figure 2.
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The Challenges faced to Iranian Health
System to Achieving the UHC

[ Micro-Challenges ]

Macro- Challenges ]

Resources

Service Strategic
Delivery Purchasing

Sustainable ]

- Low - Uncertain and - Non-Scientific
Accountability, Dependent Budget, Basic package,

- Inequity in - Unpredictable of - Lack of Cost-
Utilization, Governments effectiveness

- Poor Quality of commitment, criteria's,
Care, - Inefficient Budgetas - Inefficient paymens

- Induced Demand percent of GDP systems

Figure 2 The challenges faced by the Iranian health system in achieving UHC.

Policy Recommendations

To overcome the most important barriers to achieving
UHC in the Iranian health system, the following policies
should be followed:

Firstly, integrating the multiple health insurances could
be a key policy in solving some of the challenges and
problems, because it makes it possible to define a single
cost-effective health-care package,*® can solve the problem
of population’s dual coverage,*® can develop equity in
health-care financing through using the progressive finan-

46,47

cing policy, and it can also identify and cover groups

without insurance at a faster rate.*®

Table 2 The Policy Recommendations To Achive Complete UHC

UHC Policy Recommendation Reference
Dimensions
Financial ® |[ntegrating the multiple health [ 50-53
Protection insurances
Services ® |[ntegrating the multiple health [ 50-59
Coverage insurances

® Resource allocation

® Reforming the referral system
Population ® Reforming the referral system 53-57, 60, 61
Coverage ® Resource allocation

Governance Resource Strategic
Production Purchasing

- Lack of explicit - Inefficient - Low income per
orientation to Human capita, _
achieving UHC, Resources - Low economic

- Poor inter-sectional Managgmeqt: EYP““h,
cooperation, - Overutilization of - High rate of

- Lack of evidence- drugs and unemployment
based policy making, equipment, - Inefficient and

- Lack of suﬁ'xciem " - Inefficient using non-transparent
stakeholder of resources tax system
involvement

Secondly, using scientific tools in resource allocation
such as league table can significantly improve the effi-
ciency and performance of Iran’s health system, which
requires the replacement of current managers who have
conflicts of interests with experienced experts in the fields
of health economics, policymaking, and health-care man-
agers. Since the main problem of the health system regard-
ing the budget is related to how to spend the resources, not
its adequacy, the benefits of such a policy are in keeping
with the UHC’s goals. By applying this policy, the limited
resources will be dedicated to cost-effective interventions,
the health-care out-of-pocket payments will be decreased,
and finally, health metrics will be elevated.

Thirdly, reforming the referral system which currently
works badly can control the increasing health-care expen-
ditures and supplier-induced demand which subsequently
decrease the out-of-pocket payments (Table 2).*°

Disclosure
The authors report no conflicts of interest in this work.
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