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Abstract

Background: While child health inequality is emerging as one of the main issues in child health policies, the identification of
factors which intensify this kind of inequality via the qualitative method has attracted little attention.
Objectives: The aim of the study was to identify the equality issues in child health policies in Iran.
Methods: Data were collected using semi-structured interviews with 19 key informants from July 2015 to December 2016. A purpose-
ful and snowball sampling method was used to select participants. Using MAXQDA 12, the recorded interviews were transcribed
verbatim and thematically analyzed.
Results: Four themes and fifteen subthemes were extracted in terms of equality issues in child health policies, including: (1) imple-
mentation of child health policies (rational distribution, addressing rural and underserved regions and full access), (2) strengths of
child health policies (comprehensive and integrated healthcare, educating mothers, and targeting programs based on the burden
of disease), (3) challenges of child health policies (health information system and faults in data registration, complications in child
health education, traditional beliefs and believing in fate, and ignoring social determinants of health), and (4) priority actions (im-
proving fathers’ health literacy, promoting socio-economic and cultural status, enhancing health information system, suburban
and rural areas, and regional planning).
Conclusions: Reliance on comprehensive and integrated care, health education and targeting program and diminishing chal-
lenges and weaknesses can be considered as a policy guide aiming to reduce inequality in child health outcomes. Also, besides
addressing executive issues, challenges, and strengths; priorities as policy entry points should be considered simultaneously.
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1. Background

Health inequalities are among prominent issues which
have increasingly been put on policy agenda (1, 2) and dis-
cussed in publications (3, 4). The socioeconomic gaps in
child health are not a simple matter of inequality but a
type of inequity (5). Thus, research in this field still has
a long way to go (6). It is implied that child health con-
cerns should be taken into account in the post-millennium
development goals (MDGs) period. Consequently, the re-
duction of inequality among and inside countries has
been adopted as the tenth goal of the sustainable develop-
ment goals (SDGs) in 2015 (7). Several studies have been
conducted accordingly (3, 8, 9). Nevertheless, from the
health policy perspective, current child health interven-

tions are usually implemented without regard for equal-
ity (10). Despite numerous works measuring inequality
in child health outcomes (11, 12), progress toward socioe-
conomic inequality reduction has been hindered, espe-
cially in low- and middle-income countries, due to a lack
of documentation and narrow understanding of socioeco-
nomic inequality trends in child health indices (13). Un-
fortunately, benefits from the total improvement in child
health is generally not distributed proportionately across
different socioeconomic groups (11), and it is less clear
which policies can diminish child health inequalities (14).
In other words, substantial evidence exists in child health
inequality reduction at the globe and also in Iran (15), but
we need to learn how child health policies might ensure
equality aspects of child health outcomes.

Copyright © 2019, Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License
(http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in noncommercial usages, provided the original work is properly
cited.

http://jhealthscope.com
http://dx.doi.org/10.5812/jhealthscope.88314
https://crossmark.crossref.org/dialog/?doi=10.5812/jhealthscope.88314&domain=pdf
https://orcid.org/0000-0002-4809-2237


Rouhi N et al.

From an equality perspective, solely focusing on na-
tional rates could be misleading (16), i.e. it is possible that
improvements in child health outcomes occurred in the
better-off population and children belonging to the worse-
off groups lagged behind.

Some quantitative studies in Iran measured socioe-
conomic inequality in child health outcomes (i.e., child
health mortality) and decomposed it into related deter-
minants using representative national demographic and
health survey (DHS) data (11, 17).

2. Objectives

The current qualitative study, for the first time in Iran,
adds descriptions and explanations of the equality aspects
of child health policies from the viewpoint of key infor-
mants and experts and provides recommendations for fu-
ture equality-based child health policy.

3. Methods

3.1. Setting

An interpretative, qualitative study design was used to
identify the challenges, strengths, and priorities of child
health inequality. We sought the perspectives of experts
and key informants in the child health area and child
health policy at macro- (Ministry of Health and Medical
Education (MoHME)), meso- (medical universities), and
micro- (healthcare network) levels in Iran. The data were
collected from September 2015 to June 2016.

3.2. Sampling

We employed the purposive sampling method to iden-
tify interviewees. In addition, the snowball sampling
method was used to create a related human network, reach
more interviewees, and complete the list of participants.
Eligible interviewees were key informants and experts re-
lated to child health policy making and delivering child
healthcare. We excluded key informants and experts if
they had an experience < 5 years and/or cancelled the in-
terview meeting more than five times. Totally, 5, 7 and 7
experts at the macro, meso and micro levels were inter-
viewed, respectively. Table 1 shows the characteristics of
the interviewees.

3.3. Data Collection and Analysis

Face-to-face semi-structured interviews were carried
out by a member of the study team (MAR). The interviews
were conducted in the interviewees’ office or any location
suggested by them. All interviews were recorded with the
permission of interviewees and then transcribed verbatim

as soon as possible. Each interview lasted 25 - 50 min.
Formal consent was given before proceeding with the in-
terviews. Data saturation was reached after 19 interviews.
At saturation point new data were no longer illuminating
the themes and interview comments and patterns began
to repeat and little new material was generated. At nine-
teenth interview our major analytic categories have been
saturated and seems little point in continuing and so it
would be appropriate to bring data collection to a halt. Be-
sides the interviews, some child health programs, includ-
ing the Integrated Management of Child Illness, Well-Baby
Care, 1-59-Month Child Mortality Surveillance System, In-
tegrated Mothers’ Healthcare, and Baby-Friendly Hospital
Program were reviewed to further understand the child
health policy content in Iran. The thematic analysis ap-
proach was applied to analyze the data using the MAXQDA
12 software. The step-by-step guide proposed by Braun and
Clarke was applied including familiarization with data,
generating initial codes, searching for themes, reviewing
themes, defining and naming themes, and producing the
report (18).

3.4. Ethical Consideration

In addition to giving formal consent, all interviewees
were informed of the study before the interview meetings.
Participation in the present study was voluntary and all
interviewees were permitted to quit or stop the interview
during the interview process. Confidentiality of informa-
tion was assured.

3.5. Quality Assurance

Credibility, transferability, dependability, and con-
firmability of our findings were confirmed. Prolonged en-
gagement (about 10 months) and participant checks (some
transcribed interviews were reviewed via the interviewees)
were adopted to improve the credibility. The purposive
sampling method and detailed descriptions avoided un-
clear statements, thereby increasing the transferability of
the data. Furthermore, we cross-checked the data and re-
cruited external reviewers to confirm the dependability
and confirmability of results.

4. Results

Table 1 shows the characteristics of the interviewees.

Based on participants’ ideas, four themes and 15 sub-
themes were identified from interviews (Table 2). Each
theme and its sub-themes are explained in more detail be-
low.
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Table 1. Characteristics of Research Interviewees

Organization Level Sex Experience

1 MoHME- Public Health Deputy macro Male 15

2 MoHME- Public Health Deputy macro Female 13

3 MoHME- Child Health Office macro Male 20

4 MoHME- Child Health Office macro Male 18

5 MoHME- Child Health Office macro Female 10

6 Medical universities meso Female 12

7 Medical universities meso Female 15

8 Medical universities meso Male 9

9 Medical universities meso Female 8

10 Medical universities meso Male 13

11 Medical universities meso Male 16

12 Medical universities meso Male 19

13 Healthcare network micro Female 14

14 Healthcare network micro Female 15

15 Healthcare network micro Male 7

16 Healthcare network micro Male 12

17 Healthcare network micro Female 6

18 Healthcare network micro Female 5

19 Healthcare network micro Male 17

4.1. Implementation

4.1.1. Rational Distribution

Participants stated that if we are concerned about
equality in child health, we should rationalize the distri-
bution of child healthcare by focusing primarily on the ex-
pansion of primary health care and development of a net-
work system. I.e. child health polices in Iran were equi-
table in implementation because they rationally were dis-
tributed based on PHC principles:

“In health policy debates, we believe that our approach has
been equitable because of running primary health care (PHC)
centers… Equality is one of the PHC principles, and the Iranian
government, specially the Ministry of Health and Medical Ed-
ucation, makes enormous effort and allocates resources to de-
velop and implement PHC across all regions in Iran” (Partici-
pant 1).

4.1.2. Rural and Underserved Regions

Based on the findings, health programs for children in
Iran have been implemented actively in rural areas, in ad-
dition to improving and providing services in suburban
and remote areas. For equal distribution and retention of
specialist and sub-specialist workers in underserved areas
and villages, some incentive policies were employed on the

basis of compulsory commitment period. In this regard,
one of the policymakers told us that:

“We provide financial incentives for pediatrics if they spend
commitment periods in the disadvantaged areas and remote
villages of some provinces.” (Participant 2).

4.1.3. Full Access

One of the key concepts of universal coverage is the
commitment to provide access to health services for all
population groups and equity in access to health services.
Most respondents declared that child healthcare services,
regardless of children’s socio-economic status, are accessi-
ble for almost all Iranian children.

“In all cities and villages, all neonates, infants, and under-
five children in all socio-economic groups, whether poor or rich,
residing in rural or urban areas, can go to health house or
health centers and receive all maternal and child healthcare
services.” (Participant 3).

4.2. Strengths of Child Health Policies to Tackle Inequality

4.2.1. Comprehensive and Integrated Healthcare

Most key informants confirmed that child health poli-
cies are developed based on an integrated healthcare ap-
proach. Therefore, systematically, children are considered
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Table 2. The Thematic Analysis Explaining the Theme and Subtheme of Equality in
Child Health in Iran

Row Theme Subtheme

1 Implementation

Rational distribution

Addressing rural and underserved
regions

Full access

2 Strengths

Comprehensive and integrated
healthcare

Educating mothers

Targeting programs based on the
burden of disease

3 Challenges

Health information system and faults
in data registration

Complications in child health
education

Traditional beliefs and believing in fate

Ignoring social determinants of health

4 Priority actions

Improving fathers’ health literacy

Promoting socio-economic and
cultural status

Enhancing health information system

Suburban and rural areas

Regional planning

as a whole and all preventive and curative care services are
provided for them. A key informant declared:

“Prevention and treatment services and complete exami-
nation and screening for children, such as examining weight,
height, and head circumference; assessing nutritional and de-
velopmental status; vaccination; and giving supplement drops,
are done in child healthcare.” (Participant 15).

4.2.2. Educating Mothers

All interviewees pointed that educating mothers is one
of the strengths of child health programs. In this regard,
health workers in health houses and health centers have
a responsibility to teach all mothers, especially illiterate
and semi-literate ones, about child caring and healthy be-
haviors. Participants mentioned that educating mothers
has had a positive effect on improving child health in all
groups:

“Educating mothers have had a tremendous influence on
the methods of healthy child caring and rearing” (Participant
10)

4.2.3. Targeting Programs Based on the Burden of Disease

In designing and setting priorities for related inter-
ventions in child health policy, the focus was on the bur-
den of disease and epidemiological transition of diseases

from communicable diseases to non-communicable dis-
eases and injuries.

“As disease scenarios and burdens have been changed, in-
terventions have also been changed based on epidemiological
transition.” (Participant 11).

4.3. Challenges of Child Health Policies

4.3.1. Health Information System and Faults in Data Registra-
tion

The lack of appropriate and detailed data at the level
of individuals or households and even at the level of city,
lack of information about household distribution within
the country, unidentified socio-economic status of house-
holds, and errors in data entering and documentation are
important issues in this regard. One of the interviewees at
the Ministry of Health and Medical Education said:

“We have had routine data but have not made a systematic
survey at the household level. Now, if you ask me in which socio-
economic group or socio-economic status did these registered
child deaths occur, I’ll tell you, ‘I don’t know’.” (Participant 4).

4.3.2. Complications in Child Health Education

Challenges regarding this sub-theme include the illit-
eracy or semi-literacy of mothers or the low literacy of
mothers, lack of mother or family participation in child
health education, absurdity of education in households
with economic and criminal problems, time scarcity of
health workers for education, and lack of training skills. All
these challenges resulted in the low effectiveness of child
health education, especially in low-income households:

“We cannot say that 98% of people are literate in Iran. It is
a reality that a person studying for five grades can only meet
basic needs, find an address, and count money! He/she does
not understand, for example, O.R.S, blood pressure, microbe, or
trauma appropriately. Indeed, we face low literacy (more in-
tensely, low health literacy) in Iran.” (Participant 12).

4.3.3. Traditional Beliefs and Believing in Fate

According to many interviewees, wrong traditional be-
liefs are another challenge in inequality in child health. Be-
cause of some common beliefs such as fatalism (health and
death as part of Allah’s predetermined fate), sickness and
health coming from Allah, and inept protective jealousy,
some families avoid visiting health centers for receiving
necessary maternal and child services:

“We face wrong beliefs in some places. For example, many
people say ‘We can’t escape disease because it is Allah’s fate’,
‘Illness and death are in God’s hand’, and ‘Diseases are Allah’
punishment’. Surly, people who believe these statements will
not seek health for themselves or their children.” (Participant
9).
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Regarding inept protective jealousy, one of the health-
care network personnel said:

“Many men do not allow their wives to receive pregnancy-
related examination by gynecologists, GPs, or midwifes. They
even say ‘I want my wife to give birth at home… It’s none of your
business. My mother gave birth at home and there was no prob-
lem. So, if Allah wishes, no problem will happen for my wife ei-
ther.” (Participant 17)

4.3.4. Ignoring Social Determinants of Health

Despite the existing evidence showing the importance
of social determinants of health (SDH) in under-five mor-
tality reduction, related programs and interventions for
child health have mostly been focused on biological as-
pects:

“It is quite strange that even experts are unaware of SDH
and do not realize the impact of SDH on health.” (Participant
6).

“There is a note here. There is still some skepticism about
SDH among medical experts, but the fact is that SDH can play
an important role in the health and disease of people.” (Partic-
ipant 8).

4.4. Priority Actions

4.4.1. Improving Fathers’ Health Literacy

Regardless of the necessity and importance of fathers’
health literacy in maternal and child care, this issue has
been overlooked in many child health policies. However, if
the father has adequate health literacy, he can really invest
on the health of his family and try to improve the health
status of his wife and children.

“Training the fathers is also a part of the priority tasks. The
father’s role is very effective in willingness to pay for maternal
and child health care, allowing visiting health centers, and pro-
viding psychological and emotional support during pregnancy
and breastfeeding.” (Participant 2).

4.4.2. Promoting Socio-Economic and Cultural Status

Based on the interviewees’ comments, some of the
most important priorities of socio-economic and cultural
conditions are improving the socio-economic status of
households, strengthening social protection and social se-
curity systems, addressing the cultural aspects of child
health, and establishing a healthy lifestyle in children via
early child development.

4.4.3. Enhancing Health Information System

For many of those interviewed, having detailed infor-
mation at the level of city and households was one of the
requirements of equality-based child health policy.

“In working on inequality, having detailed data is a key ele-
ment. Without data we don’t effectively act against inequality.”
(Participant 2).

Another key-informant told us that:
“High-quality information will help us know who gets ser-

vices and who does not, who provides services, and where and
when services are provided.” (Participant 3).

4.4.4. Suburban and Rural Areas

Some interviewees acknowledged that, despite the
good start of service delivery in villages and easier access
in rural areas via PHC, suburban areas have been somewhat
neglected.

“Now, we have 10 million marginalized people in cities that
are in worse health conditions even compared to those in ru-
ral areas. We should consider the suburbs and provide active
services for them if we want to achieve equality in our society.”
(Participant 4).

Nevertheless, rural areas still have their own problems
in terms of access to health facilities and utilization of
healthcare.

4.4.5. Regional Planning

Some believe that we should choose the best method
to reduce inequality in the region according to socio-
economic and cultural characteristics, priorities, and local
requirements and capabilities with regional and bottom-
up policy making.

“We should focus on policies in a decentralized way in
which a province or city can identify its own vulnerable and
disadvantaged regions and, prioritize its needs based on this
knowledge, and finally implement the most effective policy.”
(Participant 5).

Finally, a related conceptual model for tackling child
health inequality was extracted as depicted in Figure 1.

5. Discussion

The main aim of the present study was to find out
whether child health policies in the Iran’s health system
have equality considerations. This section provides dis-
cussions on some highlighted results. Interviewees noted
the following implemented programs that directly aim
at child health: Integrated Management of Childhood Ill-
ness (IMCI), Well-Baby Program, Neonatal Health Program,
Early Child Development Program, Baby-Friendly Hospi-
tals, and 1-59-Month Child Mortality Surveillance System.
They argued that since the focus of all these programs was
on primary health care (PHC) approach, they indirectly af-
fected the socioeconomic inequality in child health out-
comes. This finding is consistent with the results of the
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Figure 1. Conceptual model for action on child health inequality in Iran

study that has been determined the appropriate criteria
for conducting and evaluating interventions related to in-
equality in European regions. The researchers concluded
that the PHC criteria offered for development, implemen-
tation, and evaluation of intervention aiming to reduce in-
equality in health are useful tools for reducing health in-
equities throughout Europe (19).

The interviewees noted that child health policies via in-
tegrated care, addressing rural and deprived areas, focus-
ing on health education, mortality registration, and pri-
oritizing in terms of the burden of disease tried to tackle
inequality in child health. Regarding the rational distri-
bution of child healthcare services, the health system in

Iran has implemented a primary health care network and
scaled up the network system to rationalize the distribu-
tion of services, especially in the post-revolutionary pe-
riod. Meanwhile, country-wide and other national pro-
grams such as poverty alleviation in underprivileged areas,
rural development, and national five-year development
plans (FYDP) have been equity-oriented. Consequently,
programs in the health sector also moved towards equal-
ity. Regarding the universal coverage of child healthcare,
interviewees declared that one of the focal points of child
health policy was providing access to preventive, therapeu-
tic, and rehabilitation services for all children, regardless
of their socioeconomic status, financial situation, or area
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of residence. Fenn et al. (20) used eight national surveys
of Bangladesh, Benin, Cambodia, Eritrea, Haiti, Malawi,
Nepal, and Nicaragua and showed that, in all countries
(except for Haiti), more coverage in interventions (includ-
ing vaccination, pre- and post-pregnancy care, and skilled
birth attendance) was evident with fewer child deaths
across wealth groups.

According to the interviewees, the implemented child
health programs and interventions managed to reduce so-
cioeconomic inequality through their comprehensiveness
and integration, focusing mother’s health education, and
targeting based on the burden of disease. Integrated child
health programs not only focus on child disease treatment
but also provide comprehensive prevention and rehabil-
itation services. Health education such as oral rehydra-
tion therapy (ORT), using skilled birth attendance rather
than traditional midwives, exclusive breastfeeding until
six months, and keeping up-to-date the knowledge of ma-
ternal and childcare professionals regarding the local and
national levels of the country, have also been used as im-
portant and effective factors in childhood disease preven-
tion and child mortality, which is consistent with the re-
sults of Kavanagh’s study (21). She noted that, the United
States established children’s Bureau in 1912 and assigned a
national committee to promote child health and welfare,
thereby making a prominent progress in this field. She also
addressed the challenges and opportunities faced by ma-
ternal and child health (MCH) professionals in the US and
emphasized that educated and trained MCH professionals
will help overcome challenges and ensure the health of
mothers and children nationwide. Moreover, in the case
of illiterate mothers or mothers with low educational lev-
els, child healthcare is actively followed by health workers.
Therefore, education can close gap in child health by focus-
ing on mothers belonging to lower socio-economic house-
holds or non/poorly educated mothers. All child health
policies have been developed and implemented based on
the main causes of death and epidemiological transition
from communicable diseases to non-communicable dis-
eases and injures.

Participants stated that one of the main challenges
in child health planning toward decreasing inequalities
arises from the deficit in health system information. Hav-
ing information at the level of households and regions
helps us to identify poor, more vulnerable, high-risk, and
disadvantaged households and thus provide them with
need-based services and facilities. Challenges for child
health education can be found in relation to the problems
of illiterate or poorly-educated people. Child health edu-
cation is ineffective in these groups who mainly have fi-
nancial problems. From an equality perspective, illiter-
acy and money shortage are well-known problems in poor

households. Therefore, we do not expect health education
to effectively improve child health outcomes among the
poor compared to the rich. Another challenge in reduc-
ing socioeconomic inequalities in child health outcomes is
false traditional beliefs which are more prevalent among
poorer, less affluent, vulnerable, and more deprived and
marginalized people (22). These include fatalism and false
beliefs, marriage and pregnancy at a young age, family
marriages, wrong beliefs about health and illnesses, the
desire to have more childbirth, and so on. Therefore, is-
sues related to traditional beliefs in disadvantaged groups
are a challenge for reducing adverse outcomes of child
health. Also, in some cases, due to societal pressures and
social taboos associated with troubled families (such as
those with addicted, HIV-positive, and prostitute member),
health workers may be reluctant to communicate with
them and, as a result, these families are deprived from
some educational and counseling services. In many cases,
the high rates of child mortality and morbidity are asso-
ciated with the household’s social problems. Therefore,
merely focusing on medical and physical aspects of health
and not paying enough attention to social determinants
of health are challenges of child health inequality reduc-
tion. In the case of child health policies, since the main
goal of social determinants-based programs is acting to re-
duce health inequalities, the failure to address social deter-
minants in child health interventions and policies has led
to an increase in child health inequality.

Improving the level of fathers’ health literacy must be
considered as a priority alongside improving the educa-
tion of mothers and other family members (young girls
and boys) in order to reduce the inequality in child health.
One of the priorities highlighted by the majority of respon-
dents in the area of literacy was the issue of low literacy
among mothers that should be considered in child health
policies and by health workers. The findings of the study
conducted by Song and Burgard confirmed the findings
of the present study (23). They showed that Chinese in-
fants born to better educated mothers have had less mor-
tality during 1970 - 2000 because educated mothers more
actively sought prenatal care and used professional deliv-
ery assistance. Promoting socio-economic and cultural sta-
tus, according to many interviewees, is a priority for im-
proving inequality in child health outcomes. In order to
improve the socioeconomic and cultural situations of Ira-
nian households, the interviewees made the following sug-
gestions: improving the social and economic conditions of
households, strengthening social structures and the social
support system for further benefiting the poor, address-
ing the financial and economic problems of households,
creating fair employment and good work, supporting the
poor through appropriate subsidy distribution, consider-
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ing cultural dimensions in child health policies, and giving
every child the best start in life. These priorities are in line
with those mentioned in many other studies presented in
the (24).

Several experts declared that addressing suburban and
rural areas in Iran is one of the main current priorities in
reducing inequality in adverse child health outcomes in-
cluding child mortality. The main contribution of remote
and marginal areas to child mortality inequality was rec-
ognized in numerous other studies in other parts of the
world, including Drabo’s, which used data from 90 devel-
oped and developing countries (25), and Assan et al.’s in In-
donesia (26). In Iran, Hosseinpoor et al. showed that liv-
ing in rural areas is one of the most important determi-
nants of inequality in infant mortality (17). These findings
are in line with the results of decomposing the concentra-
tion index of neonatal mortality between 1995 - 2000 and
2005 - 2010 in Iran (11). Addressing regional planning was
among other priorities mentioned by the interviewees to
decrease inequality in child health outcomes. According
to them, because socioeconomic characteristics, regional
capacities, needs, and facilities differ from one place to an-
other, and since most health inequalities are concentrated
across specific socioeconomic or ethnic groups and par-
ticular areas, regional-contextual-based planning and in-
terventions are more successful for improving inequality
in child health. Moreover, these regionalized plans can
be flexible at regional and local levels based on available
resources, needs, and requirements. To this end, partici-
pants offered the following suggestions: decentralization
in child health policy-making, particularly in deprived and
vulnerable regions; empowerment of medical universities
to develop programs tailored to their needs; and advocacy
from/involvement of other health-related local organiza-
tions and authorities in child health policies.

5.1. Limitations of the Study

The main limitation of this study was conducted for-
mal interviews with key informants. Some informants do
not have enough time for interviewing. This is a common
problem in qualitative data gathering. For this, interviews
were conducted according to the willingness of intervie-
wees in any place where they were located and in any time
when they were scheduled. Moreover, because most of the
interviewees at macro level have preoccupation during the
interview, the responses maybe influenced.

5.2. Conclusions

According to the findings, Iran has indirect plans to
reduce the socioeconomic inequality in child health out-
comes. To put it more precisely, all child health policies

are PHC-based, i.e. all these programs are implicitly di-
rected to reduce socioeconomic inequality. Interviewees
mentioned literacy level, socioeconomic status, and ad-
dressing rural and suburban areas as the most important
and high-priority factors to reduce socioeconomic inequal-
ity in child health. In addition, regarding the priorities
and influential factors, the interviewees went further and
noted other factors, including cultural status, having a de-
tailed information platform, and regional planning as ef-
fective, high-priority factors in terms of child health in-
equality reduction. Concerning the inequality situation in
child health, policies and programs aim to reduce socioe-
conomic inequality in child health for all Iranian children
by the rational distribution of child healthcare services
and addressing rural and underserved regions. Neverthe-
less, these policies and programs have several weaknesses
and challenges that can act as threats in tackling socioe-
conomic inequalities in child health. Therefore, reliance
on the aforementioned strength points, improving them,
and diminishing challenges and weaknesses can be con-
sidered as a policy guide aiming to reduce socioeconomic
inequality in child health. Moreover, priorities as policy en-
try points should be taken into account besides addressing
executive issues, challenges, and strengths. Based on the
findings of the study, it is recommended that in the future
research, child health policy analysis is done considering
analysis of policy and analysis for policy approaches.
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