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Abstract
Objective: To explore historically primary healthcare (PHC) development in Iran in the light of development plans before and after 
the Islamic Revolution. The results of this study can be used to outline the future of PHC in the Iranian health system. 
Methods: We conducted a retrospective analysis of the PHC development in the Iranian health system using data from relevant 
published and unpublished policy documents. The literature was retrieved and reviewed on the basis of predetermined inclusion 
criteria with no language or date restriction. The data were integrated and analyzed using content analysis.
Results: During various upstream development plans, the attitude of the policy makers to PHC has been very different, resulting in 
fundamental differences in addressing such an important issue and the consequent outcomes. In the aftermath of Iran’s revolution, 
due to more understanding of PHC services importance and the principal slogans of the revolution to pay attention to villagers and 
vulnerable people, health policymakers paid more attention to PHC, which was not evident in previous periods. 
Conclusions: Despite considerable achievements in PHC, the history of PHC in Iran indicates frequent changes in planning and 
health provision structure. This suggests that the challenges facing the health sector today, the evolving needs and demands of the 
people, and population changes necessitate reinforcement and reform in the structure of the current PHC network as the main 
mission of Iran’s Ministry of Health.
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Introduction
Several decades before the adoption of the Alma-Ata 
Declaration in 1979, extension of primary healthcare 
(PHC) to some villages and cities and the need to 
employ community health workers to provide PHC 
were recognized as a priority, especially in low-income 
countries.1 Countries such as Ethiopia, Nepal, Bangladesh, 
Peru, Guatemala, and Iran have experienced the use of 
community health workers in health care programs.2-4 
In some countries, this idea led to large-scale national 
programs, the most prominent example of which is 
“barefoot doctors” in China.5,6 

Every individual is entitled to health, and public health 
policies are the direct result of this principle. Both from a 
humanist perspective and due to the inherent requirements 
of a universal public health system, maintaining PHC and 

preventive activities have priority over curative activities.7

In Iran, during different periods of policy making, based 
on the attitude and intellectual trends of various policy 
makers which appear in the upstream country plans 
and their policy decisions, the interventions and policy 
initiatives towards PHC have been different. Thus, this 
paper aims to historically review the PHC development 
during the different periods of designing and implementing 
Iran’s development plans. 

Materials and Methods
We conducted a retrospective analysis of the PHC 
development in Iran. We reviewed the literature to 
outline the future of PHC in the Iranian health system. 
We searched six international databases (PubMed, ISI 
Web of Science, Scopus, Google Scholar, ProQuest, and 
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Ovid) and five national databases (Scientific Information 
Database (SID), IranMedex, MagIran, IranDoc and 
MedLib) using search terms including primary health care, 
primary care, health system, health network, development 
plan, national policy, and Iran. The search terms were 
combined using the Boolean operators ‘OR’, and ‘AND’ 
to combine concepts to develop the final search strategy, 
We comprehensively screened and reviewed the literature 
to retrieve published articles as well as published and 
unpublished policy documents with no language or date 
restrictions. We also searched the gray literature from the 
website of the Ministry of Health and Medical Education 
(MoHME), medical sciences universities, Government 
of Iran, Islamic Parliament of Iran, and health insurance 
organizations. The review took place between October 
and November 2018. We included the articles and policy 
documents if they met the following criteria: 1) study 
was on public health and PHC, 2) Iranian setting, and 3) 
development plans to report the results. We precisely read, 
conceptualized and construed the documents to detect 
segments of the texts that contained the information 
relevant to the PHC and other inclusion criteria. After 
doing content analysis, the obtained data were classified 
into two periods (before and after the Islamic Revolution) 
based on the nature of the interventions at the primary 
care level. 

Patient and Public Involvement
No patients or members of the public were involved in 
this study.

Results
Public Health Development in Iran 
During the last decades, Iranian health authorities have 
tried to extend public health to the whole country and 
achieve extensive PHC. The first medical school in Iran 
was founded by Amir Kabir during the Qajar dynasty in 
1851 (called “Darol-Fonun,” meaning “Polytechnic”), and 
the first national institution of public health (called the 
“House of Hygiene”) began its operations in the same year, 
including quarantines and vaccination. 

By 1921, various programs and plans including 
quarantines and public vaccination had been undertaken to 
promote health across the country. In 1939, the Maternal 
and Child Health Program started with establishment of 
the Midwifery School in Tehran (capital city of Iran). In 
1940, the first nursing school was founded in Mashhad 
(a religious city in northeastern Iran), and the Nursing 
Training Program was developed to prepare specialized 
medical teams to serve in villages and rural areas. In the 
same year, the Maternal and Child Health Organization 
was established to support disadvantaged pregnant women 
by providing outpatient prenatal care and hospitalizing 

them for delivery and postpartum recovery. In 1941, 
the prevalence of syphilis and other sexually transmitted 
diseases triggered a campaign to fight them, although 
it was only implemented in Tehran due to insufficient 
funding.

The first ministry of health, called “Ministry of 
Wellbeing,” was established in 1941, and the law to 
establish the MoHME (separating medical education 
from the Ministry of Higher Education and assigning it 
to the Ministry of Health) was passed in 1985. In 1947, a 
remarkable institute named “Khajenoori” was established 
to provide maternal and child care. This institute was 
affiliated with the Ministry of Wellbeing and was later 
named “Mother and Child health Center.” 

During the years, the most important concern of the 
governing body of the health sector has been to provide 
the best possible health services to the total population, 
including both urban and rural communities. Thus, various 
policy reforms and programs have been implemented in 
the past century to achieve this noble goal.

Health Care Provision 
In Iran, at the national level, MoHME is mandated to 
fulfill the goal of attaining the highest level of health 
through governing, policymaking, planning, financing, 
and steering. At the provincial level, the Universities of 
Medical Sciences (N = 60) are in charge of public health, 
health care provision in public facilities, and medical 
education. 

Besides the universities of medical sciences, some health 
care services are provided by insurance companies and the 
social security organizations. 

The health system in Iran is organized in three levels 
(Figure 1). The first level provides public health and 
primary care services through a nationwide PHC network. 
The secondary level includes the district health network as 
the independent health authority in the district. District 
public hospitals as well as specialized polyclinics are 
located at this level. Iran also has a well-developed and 
active private health sector, primarily concentrated in 
urban areas and playing a major role in the provision of 
secondary and tertiary care.8

Specialty and super-specialty health care services (the 
third level) are mainly located in big cities. In secondary 
and tertiary levels of hospital care, payments are mainly 
made through fee-for-service and government budgets 
(Figure 1).

In the last seven decades, Iran has achieved significant 
improvements in controlling infectious diseases. A total of 
9454 TB cases were reported in 2016. It was estimated that 
the actual incidence of TB cases was 12 000 in the same 
year. From these, 350 persons were living with HIV and 
200 persons were MDR/RR-TB cases.9 Over the recent 
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20 years, the overall public health has improved and child 
mortality rate, morbidity, and maternal mortality rate 
have decreased dramatically.10,11 Nowadays, the burden 
of diseases attributable to communicable diseases is 9.7% 
(2012), 76.4% for non-communicable diseases (NCDs) 
and 14.0% for injuries.9 Despite the achievements in the 
area of controlling and lowering some communicable 
diseases, the burden of TB has not changed much.12 
The number of deaths due to tuberculosis among HIV-
negative people was 3.8 in 2000 and 3.2 in 2013 (per 
100 000 population).13 In addition, the rate of some 
communicable disease like HIV has increased. In 2016, 
the Islamic Republic of Iran had 5000 (1400–13 000) 
new HIV infections and 4000 (2500–6200) AIDS-related 
deaths.13,14 The rate of deaths due to HIV/AIDS increased 
from 0.5 per 100 000 to 6 per 100 000 population.15,16 
Therefore, the Iranian health system still suffers from 
some challenges that should be addressed by future health 
plans. Despite all the policy interventions and programs 
implemented in previous years to ensure the achievement 
of health outcomes and universal health coverage, Iran’s 
health system still has a long way to go to accomplish this 
goal. Tables 1, 2, 3 and 4 show Iran’s health profile, World 
Health Profile, EMRO Health Profile and rank in the 
region (EMRO), respectively.

Iran’s Development Plans before and after the Islamic 
Revolution
In Iran, like other countries, developing development 
plans is a process that tries to coordinate all available 
resources to achieve planned objectives and thereby, bring 
development to the country in determined times.17,18 
Developing development plans in Iran has a history of 
nearly 70 years. Each plan has different parts such as health, 
culture, economy and mines,  science and technology, 

administrative and management, social and legal. Due to 
the changing situation of each sector of the country, the 
objectives vary in different plans. The focus area is mainly 
dependent on the problems that are determined for each 
sector and the intellectual trends of actors in that sector. 
Before the Islamic Revolution in Iran, six development 
plans, also known as constructional plans, were designed. 
Each of the first three development plans lasted five years; 
the fourth development plan lasted four years, the fifth 
development plan lasted seven years; and the sixth plan 
lasted just one year. Since the Islamic Revolution, Iran has 
had six economic, social, and cultural development plans. 
After the eight years of the Iran–Iraq war (1980–1988), 
Iran continued designing and implementing development 
plans in order to achieve the determined objectives of the 
plan in five years.

Addressing community health needs has been one of 
the essential components of Iran’s development plans 
that seek to achieve goals such as enhancing the quality 
of development with an emphasis on human capital and 
consequently, increasing productivity and reducing the 
vulnerability of the population to health problems. Table 
5 shows multi-year development plans of Iran 1948–2017.

PHC Development during the First to Six Development 
Plans before the Islamic Revolution (1948–1989)
The first constructional plan (1948–1955) had no long-
term orientation. It was developed as a mandate from 
upper level; so it faced some difficulties at launch, and less 
than 20% of the total projected investment took place. 
There is no trace of attention to public health and primary 
care during the implementation of this plan.

The second constructional development plan (1955–
1962) was implemented with the goal of increasing 
production, growing exports, improving public health, 

Figure 1. Health system structure in Iran.
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and achieving a flourishing social culture. Activities aimed 
at preventing poppy cultivation in the country accelerated 
in this time period. In 1957, a campaign for the 
eradication of malaria was launched with the cooperation 
of the WHO.19,20 During the 1962–1967 period, the 
third constructional development plan was developed. 

Table 3. EMRO Health Profile

Indicators
Year

2000 2015 2017

Neonatal mortality (per 1000 live births) 23.4 15.5 15.4

Under-five mortality (per 1000 live births) 50 28 27

Maternal mortality (per 100 000 live births) 158 126 84

Life expectancy both genders at birth 68 70.93 71.4

Access to safe water (%) 89 93.5 82

Resources: Our World in Data, UNICEF, http://rho.emro.who.int.

Table 4. Iran’s Health Profile (Rank in the EMRO Region, 2015)

Indicator Rank

Life expectancy at birth (years)a 5

Neonatal mortality rate (per 1000 live births)b 11

Infant mortality rate (probability of dying by age 1 per 1000 live 
births)b 10

Under five mortality rate (probability of dying by age 5 per 1000 
live births)b 11

* Source: World Health Organization 2017.
a Higher rank is desirable; b Lower rank is desirable.

This plan was the first comprehensive plan developed 
until then and focused on infrastructure construction 
and attention to education and social issues. The third 
plan considered employment creation, national income 
growth of six percent per year, and equitable distribution 
of income in society. The plan’s performance was higher 
than the approved measures in agriculture, utilities, and 
the oil industry, but not in other industries, construction, 
and mines. 

During the third constructional development plan, 
the Health Corps Law was passed by the parliament in 
April 1964, and the first teams of health professionals 
were sent to rural areas in the same year. These teams 
consisted of medical university graduates who served their 
military service as health care providers in the Ministry 
of Wellbeing. The teams included some high school 
graduates who were assigned to health houses in villages 
after undergoing special training.

According to a supervising committee created in 1972 
to examine health care provision in the whole country, 
Health Corps could not fully respond to the health care 
needs of the rural regions after eight years of activity due 
to short-term services, greater focus on therapy, and lack of 
PHC foundations in rural areas.

The fourth constructional plan (1968–1972) 

Table 1. Iran’s Health Profile

Indicators
Year

1984 2000 2015 2017

Neonatal mortality (per 1000 live births) 51 29 9.48 8.9

Under-five mortality (per 1000 live births) 60 36 15.5 14.8

Maternal mortality (per 100 000 live births) 140 37 21 18

Life expectancy female 65 73 76.6 79.36

Life expectancy male 63 71 74.5 75.47

Life expectancy both genders 64 70 75.5 75.6

Access to rural primary care (%) 20 90 98 99

Access to safe water (%) 71 95 98.7 99

Number of health houses 11000 16281 17600 17950

Vaccination coverage (%) 20 95 99 99

Number of patients seeking care abroad 11000 2000 0 0

Number of foreigner physicians 3153 0 0 0

* Source: Iran Ministry of Health and Medical Education.

Table 2. World Health Profile

Indicators
Year

1990 2000 2015 2017

Neonatal mortality (per 1000 live births) 36.7 30.6 19.1 18.2

Under-five mortality (per 1000 live births) 93.2 76.4 42.4 39.8

Maternal mortality modeled Estimate (per 100 000 live births) not found 342 210 211

Life expectancy female at birth (years) 66.321 69.867 74.272 74.701

Life expectancy male at birth (years) 61.903 65.408 69.779 70.213

Life expectancy both Genders (total) 64.021 67.549 71.947 72.373

Access to safe water (%) not found 82.48 90.95 71

Resources: World Bank, Our World in Data, WHO.

http://rho.emro.who.int
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was also comprehensive and followed the issue of 
equitable distribution of income as the main goal. The 
main emphases of the plan were the construction of 
infrastructure and development of industries. Generally, 
rapid economic development through industrialization, 
mechanized cultivation, and import substitution were 
the main priorities in the fourth plan. Chapter 18 of 
the plan has been named “Health and Wellbeing.” This 
chapter very briefly discussed anticipating allocation of 
additional income from other chapters of the plan, the 
private sector, and social insurance to health and wellbeing 
costs during the implementation of the plan. During the 
fourth constructional plan, a severe shortage of midwives 
led the Ministry of Wellbeing to initiate a Midwifery 
Training Program for rural regions. Another major action 
during the fourth plan was the establishment of rural 
clinics in order to provide outreach health care services. 
Physicians, midwives, and public health and family-
planning professionals worked in these clinics. Midwives 
performed normal deliveries and were supervised by 
physicians in dealing with gynecological conditions and 
labor complications.

Inspired by other countries’ experiences and building on 
the activities that had been going on for several decades, 
a study titled “Development of Healthcare Services in 
West Azerbaijan” was conducted in 1971 with the help of 
the World Health Organization (WHO), the Ministry of 
Wellbeing, Social Services Organization, School of Public 
Health, and Institute of Public Health Research of Tehran 
University in West Azerbaijan province (this province 
was at an average level in terms of health care services 
among the 23 provinces of Iran at that time). This study 
aimed to evaluate the status quo of health care services 
and provide a model of health care services provision in 
villages by community health workers. The main strategy 
derived from this research project was to train and employ 
non-physician staff including health workers and public 
health technicians in provision of PHC services and 
increase availability and accessibility to the public. After 
the preliminary study and field preparation, the project 
was officially started in Chonqeraluy-e Yekan village in the 
central region of the province in 1972.21 

The then government established the National Health 
Council to design and conduct an extensive study of the 
problems of health care in the country. The result was 
three volumes containing an analysis of the status quo, 
views of experts, and recommendations about health 
services, human resources training, and other issues.22,23 
In May 1973, the terms “Behvarz” (community health 
workers) and “primary health care” were used in the West 
Azerbaijan project for the first time.24

The fifth constructional development plan (1973–1977) 
that considered regional planning was a comprehensive 
one with decentralized principles. The focus was to 

achieve greater convergence in national income. Equitable 
distribution of income was of great importance in the fifth 
plan, as it was considered to take priority over economic 
growth. Attention to improving people’s quality of life 
indirectly affected the development of primary health 
needs during the implementation of the plan. Establishing 
a correlated regional health network system and training 
required low-level human resources in the health sector to 
provide health services to rural and deprived areas of the 
country, and implementing a policy of free health in the 
country were mentioned as a letter in the plan. However, 
the focus in the plan was on construction and increasing 
the country’s income. 

In the health sector, along with implementation of 
the fifth plan, greater emphasis was placed on the use of 
appropriate human resources in different regions of the 
country. In 1974, the Training Program of rural health 
workers named “Behdar” (health handler) was implemented 
in Kavar city in Fars Province and was later extended to 
its other cities, including Marvdasht and Firuzabad.25 It 
was also implemented in Shemiranat county in Tehran, 
Tonekabon city in Mazandaran, and Selseleh county 
(Alashtar is the center of the county) in Lorestan province. 
In the same year, the Ministry of Wellbeing agreed with 
the extension of the pilot project to other districts of the 
province.26 In 1976, a WHO assessment team selected 
the West Azerbaijan project as the most appropriate and 
preferred model for PHC implementation in Iran.27,28

In 1977, the valuable results of the West Azerbaijan 
project convinced the Ministry of Wellbeing that 
expansion of this model to the entire country could 
improve health service coverage, especially in rural areas.21 
Therefore, the Ministry of Wellbeing approved the official 
training of health workers and creation of a PHC system 
by establishing health houses in villages.29,30 

In the same year, Behvarzes were trained for 22 provinces 
in addition to West Azerbaijan. Based on predictions, they 
could cover about four million people (20% of the rural 
population) until 1979. Eventually, the last plan before 
the revolution was designed for years 1978 to 1982. This 
plan was prepared by considering land-use planning, but 
stopped due to the onset of the 1979 revolution and the 
situation thereafter. Since the experience of the first to fifth 
constructional plans has been the backbone of this program, 
it was the most complete development plan. However, the 
terms of its implementation were not provided. Although 
the first to sixth plans were progressively more scientific 
and sophisticated, the executive body of the country did 
not adequately find the capacity to accept changes. Hence, 
the country could not develop a disciplined, regulated, 
accountable, and fundamental health infrastructure over 
30 years (1948–1979).

In the first development plan, policies encouraging 
population control and promoting maternal and child 
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care were among the priorities of the plan. On the other 
hand, inpatient services during this plan, poorly planned 
expansion of hospitals in certain sub-national regions 
without respecting the actual needs of the people led to 
empty beds and wasted resources.

PHC Development in First Decade after the Islamic 
Revolution (1979–1988)
In 1979, Iran underwent a revolution with fundamental 
changes in the country.24 Although the country had 
experienced improved health and demographic indicators 
over time, public health was very poor in the late 1970s 
and was comparable to the poorest countries in the 
world.31 During eight years of the Iran-Iraq war (1980–
1988), the development of any national development plan 
in the country was stopped and no plan was approved in 
the country. 

After the Iran-Iraq war, to achieve Article 29 of 
the Constitution of the Islamic Republic of Iran that 
emphasizes the universal rights of the public to health 
services and medical care, the activities, various plans and 
programs that had started before the war were put on the 
agenda.

In the first decade after the revolution, Iran’s health 
system underwent its greatest turbulence and at the same 
time, enjoyed its greatest success. Some health indicators, 
such as mortality rates started to improve during this 
period. The foundation of policies implemented from 1979 
to late 1989 can be summarized as follows: 1) the threefold 
activity of health, prevention, and treatment were deemed 
inseparable and were unified into a single universal, 
interconnected framework, and 2) the importance of 
planning and running health care systems based on the 
most advanced creative management practices underlined. 

In 1980, a council was established to evaluate the plans 
and organizational structure of the Ministry of Wellbeing. 
The council published its results in a book titled “An 
Outlook on Health, Treatment, and Medical Education” in 
1981. Subsequently, the PHC network was designed and 
implemented based on the results of the West Azerbaijan 
project. In this system, maternal and child health are 
among the most important components of PHC, and 
related services are provided by urban and rural health 
centers and health houses.32 The Family Health Worker 
Training Program and Local Midwifery Training Program 
were two important initiatives that the Ministry of 
Wellbeing approved in 1983. 

Building on the experiences of previous projects, the 
program to expand health network and stratify health 
care services was implemented in all Iranian cities during 
1982–1987 as one of the most successful initiatives in 
access to health care services worldwide. Iran’s PHC system 
is founded on the policies of maternal and child care and 
communicable disease control.33 To implement this plan, 

members of parliament approved an amendment to the 
proposed health budget amounting to 2.5 billion rials for 
expansion of the PHC (US$1.00 = 580 Rial in March 
1985).34 In the first year of implementation, one city from 
each province was covered by the PHC system expansion 
plan, and the plan would continue if the experience was 
successful. The program happened to be very successful 
and was approved by the parliament and the public. 
Therefore, necessary funds were allocated to extend the 
PHC to all cities in all provinces. 

Thus, the PHC network was implemented in 1985 and 
gradually extended to all provinces. This improved the 
country’s health care system and enhanced the general 
state of health.35 Special focus was put on vulnerable age 
groups and women, and on meeting the basic needs of 
disadvantaged populations, especially those living in 
rural areas, and providing a successful model of PHC 
implementation.32 Intelligent actors, clear policy content, 
and objectives agreed by policymakers were the most 
important factors that led to the implementation of the 
health care network in a specific socioeconomic context.36,37

Along with the expansion of the PHC, a set of policy 
interventions aimed at socioeconomic development were 
conducted that lead to considerable progress in educational 
infrastructure and quality of life,33 and significant 
improvement in Iran’s public health and mortality rate.38,39

In 1984, there were about 1800 health houses and 2400 
health centers across the country, and many rural regions 
and small towns were deprived of PHC services. In 1989, 
four years after the PHC network started its activities, 
significant changes were made in the number and 
distribution of government facilities, through increasing 
the number of health houses to more than 7900 and the 
number of health centers to more than 4300.21 Iran is 
one of the few countries that have achieved Millennium 
Development Goals 4 and 5 in reducing maternal and 
child mortality rates by 2015.40,41 

In 1988, “Vital Horoscope” was introduced into health 
houses as a data collection mechanism. It is a chart for 
recording vital information such as vital events including 
births and deaths as well as family-planning activities 
within the community. Age and sex distribution, maternal 
mortality, and other indicators are also recorded. Each 
page of the chart is devoted to data from one year.42 

Increasing expansion of PHC coverage in rural regions 
with the help of Behvarzes in health houses quickly filled 
the gap between cities and villages in availability of health 
care services.43,2 

The Expanded Program on Immunization (EPI) in Iran 
started as a vertical project in early 1984 and developed 
during this period, but during program expansion, 
gradually integrated into the PHC network activities.44,45 
Implementation of this program increased vaccination 
coverage from 40% (1995) to 99% (2016).46 Many actors 
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in the health system consider the significant reduction in 
child mortality to be the result of implementing EPI in 
the country.44,46 

Moreover, owing to the establishment of the PHC 
network, support to families in terms of oral rehydration 
for acute diarrhea was fast and extensive.46-48 The most 
noticeable change in life expectancy at birth occurred 
between 1986 and 1990, when the PHC expansion 
program was implemented nationwide.21,35 

In 1985, the MoHME was established, and the Ministry 
of Wellbeing and Welfare turned into the new Ministry. 
Establishment of health houses significantly decreased 
physicians’ workloads in health centers. An even greater 
decrease would be expected with an efficient referral 
system, but this was not achieved at any time during the 
extension of the PHC system.24,33

Concurrent with the Rural Midwifery Training program 
in 1990, a program was proposed to construct birthing 
centers. It was approved by the parliament and was 
implemented to minimize the risks of deliveries performed 
by traditional midwives. 

PHC Development during the First to Six Development 
Plans after the Islamic Revolution (1989–2018)
Second Decade after Revolution (1990–2000) 
After the Iran-Iraq war, the first social, economic, and 
cultural development plan (1989–1993) was implemented 
with the campaign of economic liberalization. The main 
goal of this plan was to change the negative economic 
trends in favor of economic growth in the country and 
provide a platform for future growth by investing the 
government in the reconstruction and renovation of 
the war-damaged areas and maximum utilization of the 
existing capacities. Therefore, the first development plan 
was focused on constructions. However, efforts to achieve 
social justice had been listed in this plan’s objectives, but in 
practice, on this issue, there is no related article even in the 
narrow sense. Most of the issues in this plan were related to 
the supportive affairs of health and wellbeing. 

In 1995, the second development plan was passed in three 
chapters by the parliament. In this plan, the strategy was 
to consolidate the achievements of the first development 
plan, stabilize the economic trend of the country, and 
reduce the economic burden of changes to society. There 
is no difference between this plan and the first plan in 
terms of structure and nature. The second plan was based 
on economic liberalization and privatization. Social 
security was highlighted in this plan, and extension and 
improvement were taken into consideration. Furthermore, 
social insurance development was considered specifically. 

In 1995, the Medical Services Insurance Organization 
(MSIO) was established to provide health insurance 
to government employees, the poor, the peasants, self-
employed individuals, and other social groups.49 

Since 1996, urban health centers were incorporated 
into the PHC network to provide maternal and child 
care, promote environmental health, prevent or fight off 
diseases, and provide other health services in suburban 
areas without the need for a physician.

Third Decade after the Islamic Revolution (2000–2010)
The parliament approved the third Economic, Social, 

and Cultural Development plan (1999–2003) in 1999, 
which became famous as a structural reform plan. The 
main direction of the third, plan like the previous plan, 
was to achieve liberalization and privatization through 
structural and fundamental reforms. From the beginning 
of the third development plan, the approach shifted toward 
delegation of services and distributive justice. Policies 
aimed at reducing incumbency advantages and organizing 
the health care system through service rationing and PHC 
network program are significant outcomes of the third 
development plan.

In the supporting documents of this plan, extending the 
social security system with the focus on targeted support 
policies was mentioned as the objective of the plan. In the 
third development plan, reduction of maternal mortality 
was underlined under the birth control policy.50 

In 2002, a team of professionals from MoHME, MSIO 
(with an estimated 35% insurance coverage), Social 
Security Organization (SSO, the largest public insurance 
company mainly covering wage-earners and salaried 
employees), the former Organization of Management and 
Planning (responsible for setting annual budgets), and 
the Parliamentary Committee on Health was assigned to 
study and evaluate PHC in different areas. During the 
study phase, the team concluded that providing health 
care services through the family physician (FP) program 
was an effective strategy for improving the quality of 
services, reducing costs, and minimizing inequality in the 
provision of health care as recommended by the WHO.51

In 2008, based on international health organizations 
like the WHO, an approach was adopted that centered 
on the FP program and priority of PHC over specialized 
services. Legal support contributed to the formation of this 
plan. Article 193 of the third development plan mentions 
rationalization of health services as a factor in balanced 
supply and distribution of inpatient services proportionate 
to public health needs in different regions of the country. 

According to most experts and based on the experiences 
of various countries, the FP program, rationalization 
of health care services, and referral system are the main 
solutions for many of the challenges in provision of health 
care services.52

The FP and the referral system were successfully 
incorporated into the fourth economic, social, and 
cultural development plan (2004–2009). This five-year 
development plan was approved by the Majlis (Parliament 
of Iran) in 15 chapters and 161 articles. 
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In the fourth development plan, the top priorities were 
to reduce health risks, enhance food security, increase 
responsiveness to non-medical needs of the community, 
and achieve fair distribution of health care services. In 
addition to delegation of services to the private sector, 
concepts such as justice in health care and goal-setting for 
reduction of household catastrophic health expenditure 
entered Iran’s laws.

The formulation and approval of the plan in the light 
of Iran’s 20-year perspective document (as a national 
upstream plan) were the main characteristics of the fourth 
development plan. The planning system of this plan, 
unlike previous plans, tried to integrate and coordinate 
this plan with the yearly budget. 

In the fourth development plan, like other plans, the 
issue of extending social insurance was considered. In 2005, 
MSIO was asked to provide insurance for all residents of 
villages and cities with a population of under 20 000 to 
make health care services available to them.8 MoHME used 
this opportunity to establish the FP and referral system. 
Since the implementation of the FP program, villagers’ 
access to physicians has increased, and physicians have 
become responsible for the public health of the covered 
population.53 The results of many studies show increased 
accessibility of health care services in villages and small 
cities.10,11,54,55 The existence of the PHC network played 
a significant role in the establishment of the FP program 
and acted as a platform for its implementation.33 

In less than three years, about 21 million people were 
covered by the rural FP program and 6600 physicians and 
4600 midwives started working in rural health centers, of 
which 2856 physicians and 3612 midwives came from the 
private sector.56

Fourth Decade after the Revolution (2010–Present)
The fifth Economic, Social, and Cultural Development 
Plan (2010–2015) was passed in 2009 by the Iranian 
Majlis. In the fifth development plan, many of the 
concepts like equity in health care and reduction of 
household health care expenditure were reiterated. In 
particular, the attempt to separate private and public 
sectors is a significant challenge. Another important aspect 
of the fifth development plan is the focus on integration 
of health insurance organizations, which has not yet been 
fully achieved.57,58 

Following the implementation of the FP program, the 
need for revision, completion, and extension of the plan 
throughout the country was underlined in the fifth plan 
by the government and policymakers, and its nationwide 
implementation was put on the agenda. In 2010, the FP 
program was implemented as a pilot project in some cities 
with populations of under 50 000 (three provinces).59 
Based on Article 32 of the fifth development plan, it was 
decided that a “comprehensive health care system" be 

designed and implemented based on PHC and with a 
focus on FP, rationalization of health service, and strategic 
purchasing of services. Thus, placing a greater emphasis 
on these determinants facilitated the process of achieving 
the goals of the plan, increasing the accessibility of health 
services, improving responsiveness in the health market, 
saving costs by reducing unnecessary medical services, 
increasing health insurance coverage, improving public 
health, and increasing fair distribution of health care in 
society. 

From 2004 to 2012, Iran underwent other important 
transformations in the health system, including 
establishment of the Supreme Council of Health Insurance 
and implementation of the pilot project of rural insurance 
(the rural FP program). During this period, the focus 
has been on optimal provision of quality services and 
reinforcement of the referral system, all at the rural level. 

In 2012, MoHME and the Ministry of Welfare and 
Social Security developed and published a joint guideline, 
aiming to extend the FP program and the referral 
system to urban regions of the country.8,53 However, 
pilot implementation of the program was limited to two 
provinces (Fars and Mazandaran) due to administrative 
problems and lack of enough funds.59 

Finally, in 2014, the government took an important 
step in moving to achieve universal health coverage by 
implementing the reform called Health Transformation 
Plan (HTP) with the aim of reducing out-of-pocket 
payments (OOPs) and increasing the quality of health 
care services. In the first phase, the plan was implemented 
in a hospital-based setting through nine interventions. 
Four months after the first implementing phase, the plan 
was extended to the PHC setting. In the shadow of the 
reform in this setting, at present, the FP program and 
referral system are put on the agenda to promote public 
health care and achieve the goals of Iran’s 20-Year national 
vision to 2025. During the implementation of the HTP, 
the Public Health Deputy of MoHME approved and 
implemented 15 national programs and 10 supportive 
projects. Through these programs, for the first time, the 
public–private partnership was formed in a PHC setting.53 
Due to the inpatient referral process, the urban FP 
program started in cities with populations under 100 000 
and in suburban areas. 

With the launch of the HTP in 2014, there was a serious 
move to reduce out-of-pocket payments in hospital services 
that showed its effectiveness in reducing OOPs in public 
hospital care services.60,61 But in the recent two years, there 
has been much fluctuation in OOPs due to the country’s 
economic conditions, including foreign sanctions and 
domestic healthcare financing of the HTP.

In the HTP, emphasis has been placed on preventing 
and controlling NCDs, modifying nutritional patterns 
and controlling the risk factors of NCDs. But the PHC 
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Table 6. Stages of PHC Development in Iran, Time Period and Collaborators

PHC Development Stage Time Period Main Responsible Organizations Other Collaborators

Design and implementation of West Azerbaijan Project 
(Pilot study)

1971–1976
SPH & IPHR. IPHR’s Health 
Research Station in Urmia

WHO, MOH, Health care delivery 
organization in West Azerbaijan

Primary acceptance of West Azerbaijan pilot as a country 
plan

1976–1978 Ministry of Health and Welfare Other governmental sectors

Redesigning and planning for expansion of plan at country 
level

1981–1984 Ministry of Health and Welfare Other governmental sectors

Expansion of PHC network in entire country 1985–2004 MoHME Majlis 

National implementation of rural insurance plan and rural 
family physician plan

2005–2011 MoHME
Majlis, Medical Services Insurance 
Organization

Implementation of urban family physician plan as a pilot 
plan

2012–2014
Mazandaran and Shiraz 
Universities of Medical Sciences

MoHME

Implementing transformation plan in PHC  2014 until now MoHME Majlis 

does not have all the tools needed to do this because a 
significant portion of outpatient curative activities is 
provided by the private sector, and this part does not 
have much commitment to NCDs control programs. 
The MoHME has begun a universal move towards the 
establishment of an electronic medical record and in 
the public sector, almost all health service centers are 
connected to this system. But the private sector, including 
inpatient and outpatient care, has not been linked to this 
system.

On March 4, 2017, one year after finishing the fifth 
5-year development plan, the sixth 5-year Economic, 
Social, and Cultural Development plan was approved. The 
start of this plan was approximately concurrent with the 
starting the twelfth government with new initiatives and 
policies. Following the principles and provisions of the 
previous plan, the MoHME has been obliged to implement 
a “Comprehensive and Universal Health Services System” 
with the priority of PHC and preventive activities over 
curative, and with a focus on implementation of the FP 
program and establishing a referral system in the whole 
country. Tables 6 and 7 summarize the stages of PHC 
development in Iran, time period and collaborators and 
the historical evolution of structural interventions and 
causes in PHC. 

Discussion
This study explains the history of PHC development in 
the light of Iran’s development plans as upper-level policy 
documents before and after the Islamic revolution. The 
PHC history explained in this study indicates that the 
country’s PHC network has been founded on the policy 
of controlling communicable diseases and improving 
maternal and child health care.62 During the first to fourth 
development plans before the revolution, various efforts 
were made to establish a health care system especially 
in rural areas and small towns. The first major program 
began in the 1940s under the name of “Behdar “ training 
project. The other main program was the enactment of 

“Health Corps” law in the early 1960s21,28 which had a 
pivotal effect on extending public health in the country in 
that time period.

In all those years (first to sixth five-year development 
plans), although the Imperial Organization for Social 
Services provided services in various parts of the country, 
including rural areas, due to scattered and non-cohesive 
service provision, that organization could not provide 
adequate healthcare coverage, and its activities did not 
have the proper effect on public health. 

In the 1970s, several projects were implemented, 
including the West Azarbaijan project, Kavar Project 
(rural health worker training in Fars province) and the 
projects of Lorestan and Tehran provinces. According to 
an assessment by the WHO in 1976, the model of West 
Azerbaijan was the most successful project to provide 
PHC in Iran.28,63

At the same time as the pilot stage of the West 
Azarbaijan project, the “Commission on the Study of 
Health and Medical Problems of Iran“ was formed. The 
results of the commission’s reviews were published in the 
form of three books called “A route to well-being” which 
were effective in selecting West Azarbaijan project as the 
most suitable project for providing PHC services. But 
the comprehensive PHC network was not formed until 
the 80s, and it was implemented with full government 
authority and its financial support.21,29

In pre-revolutionary development plans, as well as in the 
first and second development plans after the revolution, 
poor public awareness and low scientific-executive capacity 
outside the public sector forced government to intervene 
and implement plans and strategies using its employees 
to reach the determined goals. Today, we are facing 
demographic and epidemiological transitions and the 
incidence rate of NCDs is increasing, so the types of needs 
and expectations of people have changed and the existing 
healthcare system cannot meet the new requirements. This 
reality, along with technological advances in production 
and service provision, increased exchange of medical 
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Table 7. Historical Evolution of Structural Interventions and Causes in PHC

Year Intervention Cause

1851 Opening the first medical education course in Darol-Fonun academy Training of medical staff needed in the country

1881 Forming Health Preserver Assembly Founding measures in the field of public health

1881 Establishing the first medical school Training of medical staff needed in the country

1923 Establishing the “Red Lion and Sun Society” The development of health services in specific areas

1924 Opening Pasteur Institute The development of medical basic research and production of 
vaccines and serums

1926 Forming Public health department in the Ministry of Interior Addressing the health affairs of the population

1935 Forming Iranian department for health Continuing the activities of public health department 

1940 Opening the first practical nurse school in Mashhad in the form of “health officer 
training” plan 

Training medical staff to serve in rural areas

1941 Establishing “Ministry of Wellbeing” Development of the country’s organization and management to 
address public health issues

1945 Opening paramedic school Training medical staff to serve in the medical care units

1947  Establishing the Imperial Organization for Social Services Provision of medical, social, and health services to help the 
disadvantaged people

1949 Starting physicians’ two-year service plan outside Tehran Service provision for towns and villages deprived of medical 
staff

1949 Establishing Ashraf Pahlavi Nursing Academy Providing nurses for hospitals, particularly in deprived areas

1957 Starting malaria eradication program Testing a control system for one of the most common diseases

1963 Opening the Institute of Health Research Research extension to support health activities

1964 Health Corps Law enforcement Supplying medical staff for rural areas

1964 Declaration of smallpox eradication The first result of successful health policies

1966 Founding the first School of Public Health by combining the Department of 
Health Sciences, Medical School, Tehran University, Institute of Health Research, 
and MOH hospital management programs

Integrated development of health science education

1971 Pilot implementation of primary health care services in West Azerbaijan after a 
formal agreement between the Ministry of Health, the University of Tehran, and 
the WHO

Training community health workers and equitable distribution of 
services throughout the country, especially in deprived areas

1971 Establishment of villagers’ social security organization Providing equitable health care financing for part of the 
country’s population

1973 Expansion of equitable primary health care across the country Providing nationwide services of primary health care, especially 
in deprived areas

1973 Launching health services network and training auxiliary health staff (Behvarz 
training centers)

Providing community health workers (Behvarz) in the shortest 
possible time

1974 The proposal to integrate medical education and service delivery systems Conformity of training programs with the needs of the service 
provider network

1976 Formation of Ministry of Health and Welfare The provision of health and social welfare, rehabilitation 
services, family planning, and addressing population issues

1976 Formation of regional health organizations in provinces The first formal health care organization in the country with 
financial and administrative powers

1977 Deploying local health workers to deliver primary health services – Creation of 
PHC network

Providing the required staff for health units by indigenous people

1982 Designing health network by the integration of health services and medical 
education

Qualitative and quantitative development of health services – 
expansion of community-based medicine

1985 Establishment of Ministry of Health and Medical Education after separation of 
medical education from the Ministry of Culture and Higher Education

Integration of medical education with health delivery system by 
taking a few principles:
Prioritizing prevention over treatment
Community-based education
Prioritizing outpatient over inpatient treatment 
Prioritizing addressing underserved areas

1988 Integration of regional health organizations with University of Medical Sciences Alignment of provincial health structure with ministry 
headquarters

1990 Enactment of the Health Messengers law Improving service delivery to disadvantaged areas

1994 Enactment and communication of Universal Health Insurance Law Increasing people’s access to services with sustainable financing

1995 Formation of Medical Insurance Organization and Supreme Council of Medical 
Insurance  

Full coverage of population by medical insurance organizations
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information, higher public awareness, and greater private 
sector capability have increased the accountability of the 
government in response to the health needs of population. 
So, the government needs to focus more on policy making 
and monitoring functions and to guide the private sector 
using clear-cut criteria and standards. 

After Iran’s revolution, since the second five-year 
development plan, the focus has been on extension of 
public health and population control. The Iranian PHC 
network in the outpatient sector, especially in rural areas, 
has offered decent services that continue to be free of 
charge. But the proportion of health spending paid out 
of pockets in the inpatient sector has been high for most 
people (urban and rural), and has pushed the government 
to plan for health transformation.

This problem, along with other challenges facing the 
health sector today (i.e., the same challenges as before, 
but more demanding), including the evolving needs and 
demands of the people and population changes, necessitate 
reform of the structure of the PHC network as the main 
mission of the MoHME.

Providing health care services through the FP program 
has been emphasized in the third to sixth development 
plans after the revolution and has been agreed upon by 
policy makers as an effective strategy for improving quality 
of services. 

In 2011, a serious decision was made to implement 
the FP program throughout the country. But inadequate 
governmental support and lack of compliance with the 
program by various stakeholders and lack of required 
infrastructures including structural, technical and 
informational, prevented the successful implementation 
of the program.21,59 

Bridging the gap between urban and rural areas and 
social justice were among the principal slogans of the 
Islamic Revolution, which were manifested in the form 

of popular demands.32 In the early 1980s, lack of health 
infrastructure, especially in rural areas, led the government 
to establish health care networks.64 About 20 years later, 
in 2005, a shortage of doctors and other health workers in 
rural areas led to the development of the FM program.65 
It is explainable by the theory of social change66,67 that 
is defined as follows, “the policy tries to remove the public 
problem in case of public request.” This presumes interplay 
between decisions and activities that allocate values.68 The 
values referred to are usually determined by the community 
that emerge in the form of public demands. According to 
this theory, public demands can have an impact on policy 
formulation and implementation and even eliminate the 
gap between policy making and policy implementation.67

Undoubtedly, expanding the network of PHC providers 
and PFs in suburban areas and other rural centers can help 
promote family medicine dialogue in the country. It is a 
thought-provoking reality that in certain periods of the 
country’s development plans, qualitative and quantitative 
development of the health care system has been notably 
fast. For example, PHC network formation and its 
expansion to achieve nationwide coverage took place in 
less than one decade.

To define “policy”, John (1998) said, “… the interplay 
between institution, interests, and ideas”.69 There is no 
doubt that the underlying conditions of the country have 
had a significant impact on this issue. However, interests 
and ideas of the key players along with underlying factors 
have caused such a rapid development. 

The key actors of the Iranian healthcare network (Drs. 
Cyrus Pileroudi, Kamel Shadpour and Ayyub Espandar) 
had gained similar attitudes and interests due to work in 
the Health Corps and involvement in some health care 
programs.70

After the Islamic Revolution, they found an opportunity 
to sum up their experiences in the field of public health and 

1999 Modifying the organizational structure of the Ministry of Health
Implementation of rationing of inpatient treatment services

Improving levels of decision-making and avoiding task 
interference
Increasing people’s access to general and specialized health 
services around the country

2004 Approval of the law of comprehensive system of welfare and social security Universal insurance coverage and increasing horizontal and 
vertical equity
Improving access to health services
Strengthening health care delivery network
Providing the basics of family physician program 

Establishment of the Ministry of Welfare and Social Security (medical insurance 
and social security organizations entrusted to it)

2005 Implementation of pilot program for rural insurance

Implementing the plan for insuring patients on the hospital bed 

2012 Formation of Health Insurance Organization and Supreme Council of Health 
Insurance 

Universal insurance coverage and increasing horizontal and 
vertical equity

2014 Communication of health transformation plan Public access to services, especially in remote and low-income 
classes
Reducing people’s share of health care costsInitiation of Family Physician program in towns and suburbs

2018 Continuation of Health Transformation Plan Public access to services across the country 
Reducing people’s share of health care expenditure

Year Intervention Cause

Table 7. Continued
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PHC and document them to transfer to administrators.71 
Although those people were in different positions at 
the time of network design, their old friendship and 
common views caused an intimate relationship. So, in 
activities related to the health care network design and 
implementation, the best possible cooperation took place. 
This can be explained by the “advocacy coalitions” theory, 
propounded by Sabatier and Jenkins-Smith.72,73 Advocacy 
coalitions are recognized through common beliefs and 
policy objectives.74 They can act as influential bodies in 
agenda setting.75,76 

Health issues are interrelated and even affected by 
social conditions. More physicians, extra funds, and new 
hospitals with more beds are not as effective as extending 
PHC and promoting the concept of prevention in 
solving the problems that people face today. The health 
system must be viewed as a whole made up of various 
interconnected parts.77 Its goals should be clarified, its 
requirements, resources, and limitations must be specified, 
and a systems approach needs to be adopted to solve the 
problems of the health system by taking into account all 
the contributing factors.78,79 

As a result of continuation of the PHC network, the 
health system witnessed a remarkable success in achieving 
the goals of Iran’s development plans, especially fair 
distribution of resources and provision of health care 
services in many parts of the country.53,80 However, the 
health sector is faced with serious challenges; on the 
one hand, epidemiological transition and demographic 
changes, including fast-growing urbanization, and 
increasing migration from villages to cities, and on 
the other hand, increased public awareness and health 
literacy, increasing demands, and limited resources. These 
challenges threaten our past achievements.

Overall, factors affecting PHC are not limited to certain 
public health variables; demographic, social, and financial 
variables are also influential. Thus, in studying the current 
health situation, in addition to the status quo related to the 
public health indicators, it is useful to study the current 
status of macro variables influencing these indicators. 
Demographic trends are closely related to the country’s 
future population health. In addition to the influence of 
population aging on demographic indicators, it affects 
related health programs that can be due to the declining 
fertility rate along with increasing life expectancy. 

Conclusion
In recent years, Iran has tried to extend public health to 
the whole country and achieve extensive PHC, but the 
attitude of policymakers was not matched by the number 
of interventions toward this important issue. 

By analyzing the experiences of Iran’s health system in 
the past seven decades and by understanding the status 

quo, the strengths and weaknesses of the system can be 
identified, and the systems approach needs to be adopted 
to develop and implement new policies. 

Adherence to the guiding principles of a comprehensive 
health system, implementation of an all-inclusive PHC, 
issues related to training human resources, the role 
of government and the MoHME in providing health 
services, and the basic needs of the health system are the 
most important factors that require more attention for 
further development of health care at different levels of 
Iran’s health system. Clarification of health policies, or, in 
other words, key and ideal health-related choices, allows 
for more rigorous pursuit of the fundamental goals of the 
health system.

During the last decades, Iran’s health system has acted 
successfully in PHC although some interventions have 
been parallel and repetitive and sometimes contradictory 
that implies no definite direction in the Iranian PHC 
system.
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