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Abstract

Background: Health transformation plan (HTP) in Iran was established in 2014 to promote primary health care through expanding
and strengthening the first level of services in urban and rural areas. The activities of physicians and their colleagues in compre-
hensive health service centers have increased access and improved community health. Conducting various studies on the urban
physicians’ roles can help policymakers achieve the goals.
Objectives: This study aimed to explain the role of physicians working in urban, comprehensive health service centers after imple-
menting the HTP.
Methods: Participants in this qualitative study consisted of physicians, healthcare providers, managers, and experts, working in
urban health centers selected by a purposive sampling method. The data were collected by semi-structured interviews. After data
saturation, they were analyzed by conventional content analysis.
Results: After interviewing 35 people and several stages of review, coding, and using the experience of experts, the data were clas-
sified into six main categories, 11 subcategories, and 33 codes. Factors influencing the role of physicians were service delivery, elec-
tronic health records, resources, community culture, monitoring, supervision, and practical suggestion. The participants expressed
the workload, referral system, integrated electronic health record, financial resources, human resources, equipment, and public
participation as some aspects related to the role of physicians.
Conclusions: Based on the current study, human and financial resources should be managed to retain the physicians in this plan. In
addition, increasing the quality of services, improving electronic health records, and attention to public culture can be considered.
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1. Background

Establishing health services to provide and promote
the health of individuals is one of the essential pillars of
the development of any society (1). Health systems should
consider two fundamental aspects in providing health ser-
vices: the best level of access to health services and the fair-
ness of this access (2). An overview of this system in differ-
ent countries shows that an efficient health system should
adapt service delivery structure and conditions within the
organization to peripheral changes (3).

One of the most critical reforms in the health system is
the service-leveling method. The family physician provides
prevention and treatment services at the first level, directs
patients to specialized levels, and pursues the results, if
necessary (4, 5). The achievements of the family physician
program have led the World Health Organization (WHO) to

designate it as the center of global efforts to improve qual-
ity, effectiveness, equity, and reduce costs in the health care
system (6). This program has a long history globally, and
many developed countries have implemented it (7, 8).

In Iran, to increase the efficiency of the health system,
the reform called the health transformation plan (HTP)
began in May 2014 (9, 10). This plan was implemented
in the suburbs and then in cities in 2015 (11). Setting up
the integrated electronic health record for each family has
been considered the main strength to promote commu-
nity health (12). In urban areas, the physicians’ duties in
the health team are defined as health management, popu-
lation health care and appropriate referral measures, im-
plementation of empowerment programs based on local
capacity, and monitoring the performance of the health
team (9). Previous studies stated that increasing work-
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load, quantity, and quality of medical facilities in the work-
place are the most critical problems of physicians (4). On
the other hand, it has resulted in family physicians’ insuf-
ficient knowledge and skills compared to the health sys-
tem’s expectations (13).

2. Objectives

The role of physicians as the ultimate confirmers of
health care has been highlighted (9). Few scientific studies
have been conducted on their problems, challenges, and
productivity (14).

This study was conducted to explain the role of physi-
cians working in urban comprehensive health service cen-
ters in Iran from the perspective of physicians working in
the centers, health workers, experts, and managers.

3. Methods

The qualitative study was conducted in three cities, in-
cluding Zahedan, Khash, and Saravan, covered by the Za-
hedan University of Medical Sciences. It was done based
on semi-structured interviews to explain the role of physi-
cians in urban comprehensive health service centers after
the implementation of HTP. Participants included physi-
cians, healthcare providers, managers, and experts em-
ployed at the time of the study with at least one year of ex-
perience in health and mastery of the subject.

At first, interviews with related experts were done to
identify physicians’ positions and the factors related to
their role in the HTP. The interview was conducted by a
researcher with two decades of experience in the health
system. A list of questions was prepared. To evaluate the
flexibility of the questions, the type, order, and manner of
asking them were determined after conducting several pi-
lot interviews. The order of the questions for each partici-
pant could be different based on the interview process and
the answers given by the individuals. The interviewee was
asked about the time, place, and type of the interview (face-
to-face or telephone call). These arrangements were made
to have the focus of the interviewee when responding. A
summary of the research objectives was expressed for the
interviewee. Dialogs were tried to be informal and with-
out prejudice. After participants’ verbal consent, their re-
sponses were recorded and transcribed verbatim, empha-
sizing confidentiality.

The interview questions were as follows: (1) What is
your opinion about the position of the urban family physi-
cian in the HTP? (2) How do you evaluate the performance
of physicians in the HTP? (3) Has physicians’ performance
improved health indicators and the achievement of goals?
(4) How much has the urban family physician met the

health system’s expectations? (5) What are the achieve-
ments (benefits) and challenges? (6) What practical sug-
gestions do you have for better implementation of the
HTP? Other questions were identified as the interviews
continued.

The researcher recorded the exact information of each
interview, including the interviewer’s name, the time and
place of the interview, the interview duration, the intervie-
wee’s name, position, and so on. The average duration of
the interviews was 40 minutes. Notes were provided to the
interviewee for approval or correction. Finally, the inter-
viewee was asked to introduce another person who could
participate.

By reading and summarizing in several stages, the
main content of the interview phrases was coded. Similar
codes were placed in the same classes. This process was re-
peated several times until the subcategories, and the main
categories were identified. For more accuracy, the codes
and categories were provided to experienced professors to
be reviewed.

Transcribed interviews were analyzed through a the-
matic analysis approach by MAXQDA 12 (15). Then, the
data were analyzed using a conventional content analysis
method consisting of five stages of familiarization, identi-
fication of a thematic framework, indexing, charting, map-
ping, and interpretation (16, 17). All the mentioned stages
were considered for data analysis in the current study.

4. Results

A total of 35 people, including 11 physicians, nine
healthcare providers, and 15 managers and experts (health
officers), participated in the research (Table 1). After analy-
sis, the data were classified into six main categories, 11 sub-
categories, and 33 codes (Table 2). According to Table 2,
the main categories included health service delivery, inte-
grated health system (SIB), resources, monitoring and su-
pervision, community culture, and practical suggestions.

4.1. Health Service Delivery

Participants in the study described one of the promi-
nent roles of physicians as service providers and listed its
strengths and weaknesses.

4.1.1. Strengths
4.1.1.1. Health Team Management in All Urban Centers

Participants mentioned the responsibility of the
health team and the provision of health care such as
screening diagnosis as part of the center’s physician
management programs:

“We expect the physician to manage the programs and
activities of health care providers, nutritionists, etc., and to
intervene effectively when necessary” (participant 4).

2 Health Scope. 2022; 11(1):e121713.
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Table 1. Distribution of Participants’ Demographics

Interviewee (No.) No. (%)

Physician (11)

Age

25 - 30 8 (73)

31 - 35 2 (18)

> 36 1 (9)

Sex

Female 8 (73)

Male 3 (27)

Work experience (y)

< 5 9 (82)

6 - 10 1 (9)

> 10 1 (9)

Healthcare provider (9)

Age

25 - 30 6 (67)

31 - 35 3 (33)

> 36 0 (0)

Sex

Female 9 (100)

Male 0 (0)

Work experience (y)

< 5 3 (33)

6 - 10 6 (67)

> 10 0 (0)

Manager (5)

Age

25 - 30 0 (0)

31 - 35 2 (40)

> 36 3 (60)

Sex

Female 0 (0)

Male 5 (100)

Work experience (y)

< 5 0 (0)

6 - 10 2 (40)

> 10 3 (60)

Health expert (10)

Age

25 - 30 2 (20)

31 - 35 6 (60)

> 36 2 (20)

Sex

Female 3 (30)

Male 7 (70)

Work experience (y)

< 5 2 (20)

6 - 10 5 (50)

> 10 3 (30)

4.1.1.2. Providing Modern Health Services to All Age Groups
Interviewees confirmed that services are actively pro-

vided in urban areas. Different age groups receive ser-
vice packages by visiting the centers. Distribution of sup-
plements, COVID-19 rapid testing, and non-communicated
disease risk assessment were the other services:

“The HTP has brought the physician closer to the peo-
ple and their place of residence. People have improved ac-
cess, and their costs have been reduced. In the past, only
pregnant mothers and children came to the center. Now
all the groups are taken care of; if they don’t come by them-
selves, we call them on the phone. If there is a need for a
physician, we are assured that there is one in our center,
and they can be visited” (participant 33).

4.1.1.3. Improving Health Indicators
Health indicators have improved after the HTP. Some

examples are reducing the death rate of pregnant mothers
and infants, reducing the number of cases of thalassemia
and malaria, increasing the coverage of marriage counsel-
ing services, and increasing the number of health volun-
teers:

“When we compare the indicators with previous years,
we have improved in most areas. In terms of care, vaccina-
tion, screening, etc., we have made much progress” (partic-
ipant 23).

4.1.1.4. COVID-19 Crisis and Flexibility in Providing Services
Participants stated that the role of physicians in the

prevention and treatment of COVID-19 has been favorable.
However, with the outbreak of COVID-19, routine services
have declined:

“16-hour centers were activated in the cities. Then, we
had collective vaccination centers, which would have been
difficult to manage if the HTP and healthcare providers had
not been there. Sampling was even done at home, and pa-
tients were treated. Unnecessary hospital emergency refer-
rals were prevented. Much work was done, especially dur-
ing the fifth peak” (participant 9).

4.1.2. Weaknesses
4.1.2.1. Heavy Workload Due to the High Population Covered

More than the standard population is assigned to each
physician. The high volume of visits and referrals takes up
much time and reduces the quality of visits and care:

“Because of the severe shortage of physicians, we had
to put a physician in each center. Some of these centers
have a population of more than 20,000 and require at least
two physicians” (participant 11).

4.1.2.2. Problems in Level Two Referral System
It is necessary to establish proper coordination be-

tween level one and hospitals. The referral system is not

Health Scope. 2022; 11(1):e121713. 3
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Table 2. Factors Affecting the Role of Physicians Employed in Urban Comprehensive Health Service Centers After Implementing the Health Transformation Plan

Main Category Subcategory Code

Health service delivery

Strengths

Health team management in all urban centers

Providing modern health services to all age groups

Improving health indicators

COVID-19 crisis and flexibility in providing services

Weaknesses

Heavy workload due to the high population covered

Problems in level two referral system

Confusion in providing services due to frequent changes in instructions

Inconsistency between community needs and service package

Integrated health system

Strengths

Electronic health record

Integration of SIB throughout the country

Ability to measure services and calculate performance indicators

Weaknesses

Reducing communication with the client due to the focus on e-recording

Lack of connection to level two systems and software problems

Time-consuming service recording

Resources

Human resources

Employing physicians in proportion to population in all urban areas for the
first time

Lack of physicians in the centers due to high turnover

Not receiving enough university training as the head of the health team

Financial resources
Lack of motivation due to receiving less money compared to rural physicians

Lack of stable and sufficient budget

Infrastructure and equipment

Creating and equipping all health units

Rental health centers without the required standards

Lack of welfare facilities, equipment, and medical supplements

Culture of society

Awareness and cognition
Insufficient knowledge of people about the HTP services

Underestimating physician services

Attracting people’s participation

Participation in health programs

The effect of COVID-19 on care provision

Using the capacity of non-governmental organizations

Monitoring and supervision Performance monitoring
The difference between the headquarters structure and health centers

Quality of supervision

Practical suggestions Practical suggestion

Reforming the headquarters structure

Delegation of authority to the university

Creating stable and sufficient financial resources

Performance measurement and timing

working correctly now, and specialists send no feedback.
Another point is that some referrals are made at the pa-
tient’s insistence and not by the physician’s diagnosis.

4.1.2.3. Confusion in Providing Services Due to Frequent
Changes in Instructions

There is no consistency in the issued instructions:

“Instructions change a lot, for example, family health
and fertility instructions change rapidly. We are all con-
fused” (participant 14).

“The number of pharmaceutical items is small; the
number of tests we can write should be limited. Otherwise,
we will be deducted from insurance” (participant 8).

4.1.2.4. Inconsistency Between Community Needs and Service
Package

Interviewees mentioned the following: Unrealistic
goals in programs, being the same all over the country,
without considering deprived areas, different status of dis-
eases in other regions, and cultural beliefs:

“The instructions recommend that you need a special-
ist visit, which is impossible to find in a deprived city” (par-
ticipant 12).

4.2. Integrated Health System

The SIB was launched in 2016 by the Ministry of Health
and Medical Education (MOHME) to increase productivity.

4 Health Scope. 2022; 11(1):e121713.
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4.2.1. Strengths

4.2.1.1. Electronic Health Record

One of the advantages of electronic records is easy and
accurate access to family members’ health and care infor-
mation.

“With this file, we can access the patient’s medical
records, such as laboratory results and imaging, medica-
tions, and diagnoses, thus increasing the effectiveness of
treatment” (participant 32).

4.2.1.2. Integration of SIB Throughout the Country

Participants considered the nationality of the system
as one of its strengths. All the information in the electronic
file will be transferable and accessible to the destination
health team in case of migration to any part of Iran:

“The care of the pregnant mother and the vaccination
of children will not be delayed if they are traveling” (par-
ticipant 27).

4.2.1.3. Ability to Measure Services and Calculate Performance
Indicators

Interviewees mentioned the following: (1) determin-
ing the disease course and follow-up list; (2) preparing re-
ports; (3) extracting recorded information and determin-
ing the coefficient of performance; (4) preparing a house-
hold list; (5) determining people who have not received
any services; (6) preparing an index of care, and so on.

4.2.2. Weaknesses

4.2.2.1. Reducing Communication with the Client Due to the Fo-
cus on E-Recording

The interviewees expressed the lack of face-to-face com-
munication, the focus on recording information in the SIB,
and the decline in the quality of services:

“The client wants us to pay attention to her/him, but
we have to fill in the SIB forms at the same time because
there are many clients. As a result, the quality decreases”
(participant 20).

4.2.2.2. Lacked Connection to Level Two Systems and Software
Problems

The electronic connection problems to level two were
due to differences in the systems used and the incomplete
referral chain process. Other issues were deleting all the
previous information of the form when re-editing it and
not connecting the SIB to other systems such as electronic
prescriptions:

“There were families who migrated from Khorasan
Razavi province and are now part of our population, but
their information is not transferable, so we do not have
their medical records and care. We need to re-create the
electronic health record” (participant 5).

4.2.2.3. Time-Consuming Service Recording
The participants mentioned the following: (1) record-

ing unnecessary information; (2) unfamiliarity with the
SIB; (3) time-consuming examination of people; (4) system
malfunction that increases recording time; (5) and the pos-
sibility of recording unrealistic services:

“The amount of information that must be recorded in
each care is so large that it makes patients waiting angrily.
Some physicians consider recording the system an extra
task” (participant 13).

4.3. Resources

Human, finance, and equipment management can
strengthen the urban family physician program.

4.3.1. Human Resources
4.3.1.1. Employing Physicians in Proportion to Population in All
Urban Areas for the First Time

The interviewees stated that there was permission to
employ a physician for every 12,000 people at the begin-
ning of the plan.

4.3.1.2. Lack of Physicians in the Centers Due to High Turnover
In addition to high turnover, the reluctance of physi-

cians to contract, the weakness of the private sector in pro-
viding physicians, and inadequate and delay in receiving
salaries were also mentioned as other reasons for the lack
of a physician by the interviewees:

“(1) Trained forces are not maintained. (2) The time of
the physician’s presence in the centers is short, and their
term ends when they have become familiar with their du-
ties and the culture of the people, which may relate to the
diseases prevalent in the area” (participant 2).

4.3.1.3. Not Receiving Enough University Training as the Head of
the Health Team

Weakness in preparing the physician for his job, lack of
managerial and sociological skills, lack of familiarity with
the tasks of the health team, and the need to review medi-
cal education courses were cited:

“From the very beginning, they have to treat the pa-
tients and manage the health team, which is a big chal-
lenge for them” (participant 3).

4.3.2. Financial Resources
4.3.2.1. Lack of Motivation Due to Receiving Less Money Com-
pared to Rural Family Physicians

The following were cited as the reasons for lack of moti-
vation: (1) low salaries; (2) differences in the method of cal-
culating the service fee for urban and rural physicians; (3)
the conflict in how quality services are measured; (4) and
the point that some activities are not considered when cal-
culating the service fee.

Health Scope. 2022; 11(1):e121713. 5
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4.3.2.2. Lack of Stable and Sufficient Budget

The successful continuation of the urban physician
plan depends on an appropriate and sufficient budget, as
was the case at the beginning of the HTP:

“Delays in payment of salaries due to budget trimming
have caused many physicians not to continue their cooper-
ation” (participant 3).

4.3.3. Infrastructure and Equipment

The lack of infrastructure to implement the plan and
unrealistic forecasting of the facilities and capacities cre-
ated challenges.

4.3.3.1. Creating and Equipping All Health Units

At the beginning of the plan, comprehensive health
service centers and health posts were created in accor-
dance with the urban population, and the necessary equip-
ment was provided.

4.3.3.2. Rental Health Centers Without Required Standards

With the development of the plan in cities, many rental
units have been set up that do not meet the appropriate
standards and affect the quality of health services.

4.3.3.3. Lack of Welfare Facilities, Equipment, and Medical Sup-
plements

Participants considered it necessary to: (1) provide
computers; (2) strengthen the internet; (3) supply
medicine and supplements on time; and (4) make rapid
testing facilities available. They also said the continuation
of the services relies on providing the necessary budget:

“We have to give some supplements to people in the
city; especially in the suburbs, we try not to stop these
services and encourage people to pursue their health and
care, but when credit is not given, and we can’t buy, we may
have problems” (participant 10).

4.4. Culture of Society

Community culture has a significant impact on the
promotion of health programs.

4.4.1. Awareness and Cognition

4.4.1.1. Insufficient Knowledge of People About HTP Services

Interviewees emphasized the role of radio and tele-
vision, cyberspace, health volunteers, and health ambas-
sadors in raising public awareness:

“Radio and television can introduce people to health
services. Advertising is essential” (participant 4).

4.4.1.2. Underestimating Physician Services
The low tariffs received from patients have increased

the number of visits and overshadowed other activities:
“Successful things like caring for pregnant mothers

and vaccinating children can be a good model for provid-
ing services to other age groups” (participant 7).

4.4.2. Attracting People’s Participation
4.4.2.1. Participation in Health Programs

Controlling the factors affecting health requires com-
munity participation:

“Every young person should receive all medical and
non-medical services every three years, which most fami-
lies and young people are unaware of” (participant 15).

4.4.2.2. The Effect of COVID-19 on Care Provision
The interviewees stated that this disease has signifi-

cantly reduced the presence of people in the centers and
stressed that not controlling the health status will lead to
long-term risks in non-communicable diseases.

4.4.2.3. Using the Capacity of Non-governmental Organizations
Non-governmental organizations (NGOs) can manage

some factors affecting health:
“If physicians and health team members know com-

munication skills, they can use the capacity of people and
NGOs to promote health” (participant 17).

4.5. Monitoring and Supervision
Assessing physicians’ performance identifies the pro-

gram’s strengths, weaknesses, opportunities, and threats.

4.5.1. Performance Monitoring
Participants in the study emphasized effective moni-

toring and went on to make the following points:

4.5.1.1. The Difference Between the Headquarters Structure and
Health Centers

“The structure of the centers in the transformation
plan was changed based on age groups, but the headquar-
ters area still operates based on separate and independent
units. This difference has made monitoring ineffective”
(participant 23).

4.5.1.2. Quality of Supervision
The interviewees referred to the inefficient

satisfaction-evaluating SMS, ineffective monitoring of
the referral and drug chain, and removal of the health
management department from monitoring. Among the
positive points, they mentioned monitoring based on
system recordings:

“Monitoring is not the same for all physicians due to
the difference in the type of their contracts (contract, offi-
cial, etc.). As a result, the quality declines” (participant 23).

6 Health Scope. 2022; 11(1):e121713.



Shahabianmoghaddam A and Zanganeh Baygi M

4.6. Practical Suggestions

Participants expressed practical suggestions and solu-
tions based on their field of work and responsibility.

4.6.1. Practical Suggestion

4.6.1.1. Reforming the Headquarters Structure

With the change in the structure of the centers, the cor-
responding headquarters should be redesigned, and units
based on age groups should be created.

4.6.1.2. Delegation of Authority to the University

“A single program does not work for the whole coun-
try; the ministry should determine the outlines of the pro-
grams and delegate instructions to universities to consider
regional health priorities” (participant 23).

4.6.1.3. Creating Stable and Sufficient Financial Resources

Motivating by improving financial status, recruiting,
buying supplements and equipment were the points men-
tioned.

4.6.1.4. Performance Measurement and Timing

The constant addition of new programs affects the per-
formance of physicians.

“Since the beginning of the program, there has been
no performance measurement and timing. The services
should be reviewed, and the time of each service should be
determined, but every time they add a program, the previ-
ous ones will not be reduced. Only quantity is important”
(participant 8).

5. Discussion

Based on the literature review, it seems that there is
no study to assay only the physicians’ role in the HTP in
the southeast of Iran. However, other researchers have nu-
merously examined the urban family physician program
(18-20). According to Charles Boelen, the “five-star physi-
cian” has the characteristics of a communicator, a decision-
maker, a care provider, a manager, and a community leader
(21). The service delivery system has been strengthened
with the presence of physicians, and health indicators
have been improved. It was shown that the urban family
physician program increased the accessibility of services
(22, 23).

Similar to our study, the heavy workload, defects in
the referral system, and the mismatch between the needs
of the community and the service have been introduced
by Majdzadeh (5). Likewise, another study has also ex-
pressed the weakness in the comprehensiveness of exec-
utive instructions (24). It has been concluded that elec-
tronic health records can improve the quality of care (25).

In the current study, participants mentioned the integra-
tion of the electronic health system all over the country
as its strength. On the contrary, the weaknesses included
the reduction of communication with the people, software
problems, and physicians’ reluctance to use it. However, it
has been reported that the eagerness of physicians to use
the SIB has increased over time in Iran (26, 27).

In the current study, the participants described the re-
ferral system as having many shortcomings. A study con-
ducted in Taiwan showed that more than half of the popu-
lation referred to a specialist instead of a family physician,
and the establishment of referral regulations was deemed
necessary (28). In Ethiopia, most patients (74%) referred
to the hospital were from a health center. However, a mi-
nority of patients used referral systems among health cen-
ters. It was suggested that connections between health
posts, health centers, and hospitals should be increased to
strengthen the efficiency of primary care (29).

The financial incentives, even as a reward to physicians,
can be helpful to improve the quality of primary health-
care services (30). On the other hand, financial crises can
increase the risk of health crises and even reduce peo-
ple’s access to services (31). Financial resources, human re-
sources, and equipment problems were recorded by nu-
merous researchers in Iran (8, 32). In India, the health fi-
nancing system was described as inadequate with unequal
access to health care services. A study conducted in that
country suggested the need for specific methods to control
costs, improve cost-efficiency, and monitor the impact of
spending on health (33).

Also, the need for physicians in urban health centers
and the importance of pre-service and in-service training
have been shown in similar studies (34, 35). Contrary to
our results, an investigation conducted in Canada rated
physicians’ clinical performance as good to excellent with-
out the need for retraining and acquiring skills (36). We
showed the need to increase the health team’s relation-
ship with local authorities and public participation. On the
other hand, an enhanced role for local people can improve
service standards (37). Involving the public in health policy
development and decision-making has challenged health
systems (38).

The first principle in the theory of any organization is
that the structure should be commensurate with the func-
tion (39). Currently, there is a dichotomy; the design of the
urban health centers is based on the care of age groups, but
the structure of the headquarters has not changed. This
difference causes a challenge, as discussed in other Iranian
studies (8, 40). Effective and qualitative monitoring as one
of the influential factors was found in the current study.
The cross-sectional evaluations were also recommended in
the study of Dehnavieh et al. (41).

Health Scope. 2022; 11(1):e121713. 7
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5.1. Conclusions

Based on the results of the present study, it is suggested
that: (1) Sustainable funding be provided to improve the
PHC program in urban areas; (2) Human resource manage-
ment, especially the increase of medical students, educa-
tion tailored to health needs, and efforts to retain physi-
cians, be taken seriously; (3) Changing the same policy for
the whole country, accurately assessing to balancing the
population for each physician, and providing quality ser-
vices be considered; (4) The development of infrastructure
related to the SIB, referral system, and close monitoring
be considered to enjoy their benefits; (5) The possibility
of changing the structure of the headquarters and urban
comprehensive health centers be examined according to
the HTP approach on the care of age groups.

Acknowledgments

This research was not possible without the help of
professors, managers, experts, physicians, and healthcare
providers working in the cities Zahedan, Khash, and Sara-
van. We hereby thank all the participants.

Footnotes

Authors’ Contribution: A. SH-M and M. Z. B. conceived
the study; A. SH-M collected the data with support from M.
Z. B. and J. N.; M. Z. B. analyzed and interpreted the data; J.
N. wrote the manuscript with support of M. Z. B. and A. SH-
M. All authors read the manuscript and confirmed the final
version.

Clinical Trial Registration Code: This study was ap-
proved by the Ethics Committee of Zahedan University of
Medical Sciences (IR.ZAUMS.REC.1399.231).

Conflict of Interests: During the last five years: All au-
thors have not taken any funding or research support. The
employment status was included: (1) assistance professor
at the school of health in ZAUMS; (2) executive assistant at
Vice Chancellor for Health. There were not any personal
financial interests. It declares that we have not been any
stocks or shares in companies. We have not paid or re-
ceived any consultation fee. No result lead to any patent
from this study. Apart from the mentioned employment
status, there are no personal or professional relationships
with organizations and individuals (parents and children,
spouses, family relationships, etc.). We do not have unpaid
membership in any governmental or non-governmental
organization. The corresponding author (Dr. Zanganeh) is
a member of the editorial board of this journal.

Data Reproducibility: The data presented in this study
are openly available in one of the repositories or will be
available on request from the corresponding author by

this journal representative at any time during submission
or after publication. Otherwise, all consequences of possi-
ble withdrawal or future retraction will be with the corre-
sponding author.

Ethical Approval: This study was corrobo-
rated by the Vice-Chancellor for Research of
Zahedan University of Medical Sciences with
the code of ethics IR.ZAUMS.REC.1399.231 (link:
ethics.research.ac.ir/ProposalCertificateEn.php?id=152190).

Funding/Support: The present study was taken from a
master’s thesis on Health Services Management, funded by
the Vice-Chancellor for Research at Zahedan University of
Medical Sciences, Iran.

Informed Consent: All the participants signed a consent
form for participating in the study.

References

1. Gibbs JF, Newman A, Stefanacci RG. Value-based focused global
population health management. J Gastrointest Oncol. 2021;12(Suppl
2):S275–89. [PubMed ID: 34422392]. [PubMed Central ID: PMC8343082].
https://doi.org/10.21037/jgo-2019-gi-10.

2. Zanganeh Baygi M, Seyedin H, Salehi M, Jafari Sirizi M. Structural and
contextual dimensions of Iranian primary health care system at local
level. Iran Red Crescent Med J. 2015;17(1). e17222. [PubMed ID: 25763257].
[PubMed Central ID: PMC4341539]. https://doi.org/10.5812/ircmj.17222.

3. Zanganeh Baygi M, Seyadin SH, Rajabi Fard Mazrae No F, Kouhsari
Khameneh A. [Adaptation of goals and organizational structure in
Iran’s primary healthcare system, a systematic review]. Journal of
Payavard Salamat. 2016;9(5):446–58. Persian.

4. Mehrolhassani MH, Jahromi VK, Dehnavieh R, Iranmanesh M. Un-
derlying factors and challenges of implementing the urban family
physician program in Iran. BMC Health Serv Res. 2021;21(1):1336.
[PubMed ID: 34903235]. [PubMed Central ID: PMC8670157].
https://doi.org/10.1186/s12913-021-07367-3.

5. Majdzadeh R. Family physician implementation and preventive
medicine; opportunities and challenges. Int J Prev Med. 2012;3(10):665–
9. [PubMed ID: 23112890]. [PubMed Central ID: PMC3482991].

6. Rivo ML. Practicing in the new millennium: do you have what it takes?
Fam Pract Manag. 2000;7(1):35–40. [PubMed ID: 10788209].

7. Macinko J, Starfield B, Shi L. Quantifying the health benefits of pri-
mary care physician supply in the United States. Int J Health Serv.
2007;37(1):111–26. [PubMed ID: 17436988]. https://doi.org/10.2190/3431-
G6T7-37M8-P224.

8. Farzadfar F, Jafari S, Rahmani K, Valiee S, Bidarpour F, Molasheikhi
M, et al. [Views of managers, health care providers, and clients
about problems in implementation of urban family physician pro-
gram in Iran: A qualitative study]. Sci. J. Kurdistan Univ. Medical Sci.
2017;22(5):66–83. Persian.

9. Ministry of Health and Medical Education (MOHME). Guideline of pro-
gram the "family physician and referral system" in urban areas. Tehran:
Ministry of Health and Medical Education (MOHME); 2012. 53 p.

10. Noura M, Baygi MZ. Health transformation plan in Iran: a new
return to the declaration of Alma-Ata. Health Scope. 2020;9(2):2.
https://doi.org/10.5812/jhealthscope.67268.

11. Ministry of Health and Medical Education (MOHME). Implementing in-
structions for the program to provide and promote primary health care in
urban and suburban areas. Tehran: Ministry of Health and Medical Ed-
ucation (MOHME); 2015.

12. Kaskaldareh M, Najafi L, Zaboli R, Roshdi I. [Explaining the Barriers
and Deficiencies of a Family Physician Program Based on Electronic

8 Health Scope. 2022; 11(1):e121713.

http://www.ncbi.nlm.nih.gov/pubmed/34422392
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8343082
https://doi.org/10.21037/jgo-2019-gi-10
http://www.ncbi.nlm.nih.gov/pubmed/25763257
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4341539
https://doi.org/10.5812/ircmj.17222
http://www.ncbi.nlm.nih.gov/pubmed/34903235
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8670157
https://doi.org/10.1186/s12913-021-07367-3
http://www.ncbi.nlm.nih.gov/pubmed/23112890
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3482991
http://www.ncbi.nlm.nih.gov/pubmed/10788209
http://www.ncbi.nlm.nih.gov/pubmed/17436988
https://doi.org/10.2190/3431-G6T7-37M8-P224
https://doi.org/10.2190/3431-G6T7-37M8-P224
https://doi.org/10.5812/jhealthscope.67268


Shahabianmoghaddam A and Zanganeh Baygi M

Health Record: A Qualitative Research]. The Journal of Tolooebehdasht.
2021. Persian. https://doi.org/10.18502/tbj.v20i2.6762.

13. Baradaran HR, Kuhpayehzadeh J, Ramezani-Givi S, Dehnavieh R, Noori
Hekmat S. [Managerial Skills Requirement of Medical Students from
the Perspective of Students and Physicians: A Case Study of Iran Uni-
versity of Medical Sciences]. Research in Medical Education. 2013;5(1):1–
12. Persian. https://doi.org/10.18869/acadpub.rme.5.1.1.

14. Khedmati J, Davari M, Aarabi M, Soleymani F, Kebriaeezadeh A. Eval-
uation of Urban and Rural Family Physician Program in Iran: A Sys-
tematic Review. Iran J Public Health. 2019;48(3):400–9. [PubMed ID:
31223566]. [PubMed Central ID: PMC6570808].

15. Koka KM, Yadlapalli S, Pillarisetti P, Yasangi MK, Yaragani A, Kum-
mamuru S. The barriers for tobacco cessation counseling in
teaching health care institutions: A qualitative data analysis
using MAXQDA software. J Family Med Prim Care. 2021;10(9):3262–
7. [PubMed ID: 34760741]. [PubMed Central ID: PMC8565150].
https://doi.org/10.4103/jfmpc.jfmpc_19_21.

16. Khirfan L, Peck M, Mohtat N. Systematic content analysis: A
combined method to analyze the literature on the daylight-
ing (de-culverting) of urban streams. MethodsX. 2020;7:100984.
[PubMed ID: 32728527]. [PubMed Central ID: PMC7381689].
https://doi.org/10.1016/j.mex.2020.100984.

17. Barati O, Sadeghi A, Khammarnia M, Siavashi E, Oskrochi G. A
Qualitative Study to Identify Skills and Competency Required
for Hospital Managers. Electron Physician. 2016;8(6):2458–65.
[PubMed ID: 27504159]. [PubMed Central ID: PMC4965194].
https://doi.org/10.19082/2458.

18. Safizadehe Chamokhtari K, Abedi G, Marvi A. [Analysis of the patient
referral system in urban family physician program, from stakehold-
ersperspective using swot approach: A qualitative study]. J. Maz. Univ.
Med. Sci. 2018;28(161):75–87. Persian.

19. Sabet Sarvestani R, Najafi Kalyani M, Alizadeh F, Askari A, Ronaghy H,
Bahramali E. Challenges of Family Physician Program in Urban Areas:
A Qualitative Research. Arch Iran Med. 2017;20(7):446–51. [PubMed ID:
28745906].

20. Damari B, Vosoogh Moghaddam A, Rostami Gouran N, Kabir MJ. [Eval-
uation of the urban family physician and referral system program
in Fars and Mazandran provinces: history, achievements, challenges
and solutions]. J Sch Public Health Inst Public Health Res. 2016;14(2):17–
38. Persian.

21. Boelen C, Blouin D, Gibbs T, Woollard R. Accrediting excellence for
a medical school’s impact on population health. Educ Health (Abing-
don). 2019;32(1):41–48. [PubMed ID: 31512592].

22. Jahromi VK, Mehrolhassani MH, Dehnavieh R, Anari HS. Con-
tinuity of Care Evaluation: The View of Patients and Profes-
sionals about Urban Family Physician Program. Int J Prev Med.
2017;8:7. [PubMed ID: 28299031]. [PubMed Central ID: PMC5343610].
https://doi.org/10.4103/2008-7802.200525.

23. Sarikhani Y, Heydari ST, Razmjou S, Zare S. The Iranian Health Sys-
tem Responsiveness after Implementation of Health Transforma-
tion Plan: A Study of Jahrom County in Southern Iran. Health Scope.
2018;7(S). e12383. https://doi.org/10.5812/jhealthscope.12383.

24. DesRoches CM, Campbell EG, Rao SR, Donelan K, Ferris TG, Jha A, et
al. Electronic health records in ambulatory care–a national survey of
physicians. N Engl J Med. 2008;359(1):50–60. [PubMed ID: 18565855].
https://doi.org/10.1056/NEJMsa0802005.

25. Javan Noughabi J, Hosseini S. Investigation of administra-
tive obstacles to family physician program in urban ar-
eas of Iran. Journal of Research and Health. 2017;7(2):703–11.
https://doi.org/10.18869/acadpub.jrh.7.2.703.

26. Fardid M, Jafari M, Moghaddam AV, Ravaghi H. Challenges and
strengths of implementing urban family physician program in Fars
Province, Iran. J Educ Health Promot. 2019;8:36. [PubMed ID: 30993129].
[PubMed Central ID: PMC6432837]. https://doi.org/10.4103/jehp.jehp_-
211_18.

27. Khammarnia M, Setoodehzadeh F, Peyvand M, Setayesh AH, Rezaei K,
KordTamini A, et al. Evaluation of Integrated Health System Technol-
ogy Acceptance among the users of Health Centers of Zahedan Uni-
versity of Medical Sciences; Iran. Evid. based health policy manag. econ.
2019;3(3):154–61. eng. https://doi.org/10.18502/jebhpme.v3i3.1503.

28. Wang YJ, Liu HY, Chen TJ, Hwang SJ, Chou LF, Lin MH. The Provi-
sion of Health Care by Family Physicians in Taiwan as Illustrated
With Population Pyramids. Inquiry. 2019;56:46958019834830.
[PubMed ID: 30947595]. [PubMed Central ID: PMC6452580].
https://doi.org/10.1177/0046958019834830.

29. Abrahim O, Linnander E, Mohammed H, Fetene N, Bradley E.
A Patient-Centered Understanding of the Referral System in
Ethiopian Primary Health Care Units. PLoS One. 2015;10(10).
e0139024. [PubMed ID: 26436759]. [PubMed Central ID: PMC4593586].
https://doi.org/10.1371/journal.pone.0139024.

30. Scott A, Sivey P, Ait Ouakrim D, Willenberg L, Naccarella L,
Furler J, et al. The effect of financial incentives on the quality
of health care provided by primary care physicians. Cochrane
Database Syst Rev. 2011;(9). CD008451. [PubMed ID: 21901722].
https://doi.org/10.1002/14651858.CD008451.pub2.

31. Karanikolos M, Mladovsky P, Cylus J, Thomson S, Basu S,
Stuckler D, et al. Financial crisis, austerity, and health in Eu-
rope. Lancet. 2013;381(9874):1323–31. [PubMed ID: 23541059].
https://doi.org/10.1016/S0140-6736(13)60102-6.

32. Bayati M, Keshavarz K, Lotfi F, KebriaeeZadeh A, Barati O, Zareian
S, et al. Effect of two major health reforms on health care cost and
utilization in Fars Province of Iran: family physician program and
health transformation plan. BMC Health Serv Res. 2020;20(1):382.
[PubMed ID: 32375767]. [PubMed Central ID: PMC7203904].
https://doi.org/10.1186/s12913-020-05257-8.

33. Kumar AK, Chen LC, Choudhury M, Ganju S, Mahajan V, Sinha
A, et al. Financing health care for all: challenges and oppor-
tunities. Lancet. 2011;377(9766):668–79. [PubMed ID: 21227490].
https://doi.org/10.1016/S0140-6736(10)61884-3.

34. Bener A, Alayoglu N, Catan F, Torun P, Yilmaz ES. Health Ser-
vices Management in Turkey: Failure or Success? Int J Prev Med.
2019;10:30. [PubMed ID: 30967916]. [PubMed Central ID: PMC6425761].
https://doi.org/10.4103/ijpvm.IJPVM_422_17.

35. Mitsuyama T, Son D, Eto M. Competencies required for gen-
eral practitioners/family physicians in urban areas versus non-
urban areas: a preliminary study. BMC Fam Pract. 2018;19(1):186.
[PubMed ID: 30497398]. [PubMed Central ID: PMC6264627].
https://doi.org/10.1186/s12875-018-0869-4.

36. Goulet F, Jacques A, Gagnon R, Bourbeau D, Laberge D, Melanson J,
et al. Performance assessment. Family physicians in Montreal meet
the mark!. Can Fam Physician. 2002;48:1337–44. [PubMed ID: 12228963].
[PubMed Central ID: PMC2214090].

37. Foley P, Martin S. A new deal for the community? Public participation
in regeneration and local service delivery. Policy Polit. 2000;28(4):479–
92. https://doi.org/10.1332/0305573002501090.

38. Thurston WE, MacKean G, Vollman A, Casebeer A, Weber M, Maloff
B, et al. Public participation in regional health policy: a theoretical
framework. Health Policy. 2005;73(3):237–52. [PubMed ID: 16039343].
https://doi.org/10.1016/j.healthpol.2004.11.013.

39. Mann WC, Thompson SA. Rhetorical Structure Theory: Toward a func-
tional theory of text organization. Text - Interdisciplinary Journal for the
Study of Discourse. 1988;8(3). https://doi.org/10.1515/text.1.1988.8.3.243.

40. Eskandari N, raissi M, Abbasi M. [Explanation of the Management
Challenges of Health System Reform in Health Care Domain city
QOM: A Qualitative Study (Iran)]. Qom Univ Med Sci J. 2019;13(2):78–89.
Persian. https://doi.org/10.29252/qums.13.2.78.

41. Dehnavieh R, Kalantari AR, Jafari Sirizi M. Urban family physician
plan in Iran: challenges of implementation in Kerman. Med J Islam
Repub Iran. 2015;29:303. [PubMed ID: 26913266]. [PubMed Central ID:
PMC4764283].

Health Scope. 2022; 11(1):e121713. 9

https://doi.org/10.18502/tbj.v20i2.6762
https://doi.org/10.18869/acadpub.rme.5.1.1
http://www.ncbi.nlm.nih.gov/pubmed/31223566
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6570808
http://www.ncbi.nlm.nih.gov/pubmed/34760741
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8565150
https://doi.org/10.4103/jfmpc.jfmpc_19_21
http://www.ncbi.nlm.nih.gov/pubmed/32728527
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7381689
https://doi.org/10.1016/j.mex.2020.100984
http://www.ncbi.nlm.nih.gov/pubmed/27504159
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4965194
https://doi.org/10.19082/2458
http://www.ncbi.nlm.nih.gov/pubmed/28745906
http://www.ncbi.nlm.nih.gov/pubmed/31512592
http://www.ncbi.nlm.nih.gov/pubmed/28299031
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5343610
https://doi.org/10.4103/2008-7802.200525
https://doi.org/10.5812/jhealthscope.12383
http://www.ncbi.nlm.nih.gov/pubmed/18565855
https://doi.org/10.1056/NEJMsa0802005
https://doi.org/10.18869/acadpub.jrh.7.2.703
http://www.ncbi.nlm.nih.gov/pubmed/30993129
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6432837
https://doi.org/10.4103/jehp.jehp_211_18
https://doi.org/10.4103/jehp.jehp_211_18
https://doi.org/10.18502/jebhpme.v3i3.1503
http://www.ncbi.nlm.nih.gov/pubmed/30947595
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6452580
https://doi.org/10.1177/0046958019834830
http://www.ncbi.nlm.nih.gov/pubmed/26436759
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4593586
https://doi.org/10.1371/journal.pone.0139024
http://www.ncbi.nlm.nih.gov/pubmed/21901722
https://doi.org/10.1002/14651858.CD008451.pub2
http://www.ncbi.nlm.nih.gov/pubmed/23541059
https://doi.org/10.1016/S0140-6736(13)60102-6
http://www.ncbi.nlm.nih.gov/pubmed/32375767
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7203904
https://doi.org/10.1186/s12913-020-05257-8
http://www.ncbi.nlm.nih.gov/pubmed/21227490
https://doi.org/10.1016/S0140-6736(10)61884-3
http://www.ncbi.nlm.nih.gov/pubmed/30967916
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6425761
https://doi.org/10.4103/ijpvm.IJPVM_422_17
http://www.ncbi.nlm.nih.gov/pubmed/30497398
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6264627
https://doi.org/10.1186/s12875-018-0869-4
http://www.ncbi.nlm.nih.gov/pubmed/12228963
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2214090
https://doi.org/10.1332/0305573002501090
http://www.ncbi.nlm.nih.gov/pubmed/16039343
https://doi.org/10.1016/j.healthpol.2004.11.013
https://doi.org/10.1515/text.1.1988.8.3.243
https://doi.org/10.29252/qums.13.2.78
http://www.ncbi.nlm.nih.gov/pubmed/26913266
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4764283

	Abstract
	1. Background
	2. Objectives
	3. Methods
	4. Results
	Table 1
	Table 2
	4.1. Health Service Delivery
	4.1.1. Strengths
	4.1.1.1. Health Team Management in All Urban Centers
	4.1.1.2. Providing Modern Health Services to All Age Groups
	4.1.1.3. Improving Health Indicators
	4.1.1.4. COVID-19 Crisis and Flexibility in Providing Services
	4.1.2. Weaknesses
	4.1.2.1. Heavy Workload Due to the High Population Covered
	4.1.2.2. Problems in Level Two Referral System
	4.1.2.3. Confusion in Providing Services Due to Frequent Changes in Instructions
	4.1.2.4. Inconsistency Between Community Needs and Service Package


	4.2. Integrated Health System
	4.2.1. Strengths
	4.2.1.1. Electronic Health Record
	4.2.1.2. Integration of SIB Throughout the Country
	4.2.1.3. Ability to Measure Services and Calculate Performance Indicators

	4.2.2. Weaknesses
	4.2.2.1. Reducing Communication with the Client Due to the Focus on E-Recording
	4.2.2.2. Lacked Connection to Level Two Systems and Software Problems
	4.2.2.3. Time-Consuming Service Recording


	4.3. Resources
	4.3.1. Human Resources
	4.3.1.1. Employing Physicians in Proportion to Population in All Urban Areas for the First Time
	4.3.1.2. Lack of Physicians in the Centers Due to High Turnover
	4.3.1.3. Not Receiving Enough University Training as the Head of the Health Team

	4.3.2. Financial Resources
	4.3.2.1. Lack of Motivation Due to Receiving Less Money Compared to Rural Family Physicians
	4.3.2.2. Lack of Stable and Sufficient Budget

	4.3.3. Infrastructure and Equipment
	4.3.3.1. Creating and Equipping All Health Units
	4.3.3.2. Rental Health Centers Without Required Standards
	4.3.3.3. Lack of Welfare Facilities, Equipment, and Medical Supplements


	4.4. Culture of Society
	4.4.1. Awareness and Cognition
	4.4.1.1. Insufficient Knowledge of People About HTP Services
	4.4.1.2. Underestimating Physician Services

	4.4.2. Attracting People’s Participation
	4.4.2.1. Participation in Health Programs
	4.4.2.2. The Effect of COVID-19 on Care Provision
	4.4.2.3. Using the Capacity of Non-governmental Organizations


	4.5. Monitoring and Supervision
	4.5.1. Performance Monitoring
	4.5.1.1. The Difference Between the Headquarters Structure and Health Centers
	4.5.1.2. Quality of Supervision


	4.6. Practical Suggestions
	4.6.1. Practical Suggestion
	4.6.1.1. Reforming the Headquarters Structure
	4.6.1.2. Delegation of Authority to the University
	4.6.1.3. Creating Stable and Sufficient Financial Resources
	4.6.1.4. Performance Measurement and Timing



	5. Discussion
	5.1. Conclusions

	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Clinical Trial Registration Code: 
	Conflict of Interests: 
	Data Reproducibility: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

