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Abstract 
    This debate article highlights that to perform efficiently and meaningfully, the structure and organization of a health system need to 
be adjusted to its philosophy, mission, and expected duties. Development of the required organizational structure, in line with the 
objectives and strategies of the national health policy are fundamental principles of healthcare stewardship. Despite several reforms and 
initiatives in the course of the last few decades, the Ministry of Health and Medical Education (MoHME), as the steward of the health 
system in Iran, has not been performing efficient enough to respond to serious emerging challenges. In order to move in line with 
sustainable health development agenda and reach universal health coverage (UHC), we advocate fundamental structural and institutional 
reforms within the MoHME in Iran. 
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Global governance reforms 
To perform efficiently and meaningfully, the structure 

and organization of a health system need to be adjusted, 
both proportionately and targeted, to its philosophy, mis-
sion, and expected duties. By conservative governments 
taking the office in both the USA and the UK during the 
1980s (1) and following various challenges faced for uni-
versal provision of health services, systematic reforms be-
gan to shrink the role of government in service provision, 
while the role of governments in stewardship and policy-
making for health increased (1-3). International agencies—
the World Bank (WB) in particular—started to attach new 
conditions to their loans provided to the member states, and 
requested them to implement structural reforms towards de-
centralization and small government (4, 5). The motto of 
national reforms became “steering rather than rowing” (6). 

Some established healthcare systems, e.g., the National 
Health Service (NHS) in the UK, a globally known equita-
ble and efficient healthcare system, began to limit the gov-
ernment’s role in reducing the general expenditures and 
adopted the new public management approach in non-pri-
vate areas (7, 8), defined new financing mechanisms, ex-
panded the role of the private sector in the provision of dif-
ferent non-clinical and then clinical services to promote 
ownership diversity, and to improve quality of healthcare 
and decentralization. 

At the beginning of the millennium, the ministries of 
health in many low and middle-income countries (LMICs) 
were described as predominantly bureaucratic with ineffi-
cient performance and hierarchical management (9). With 
the United Nations’ (UN) Millennium Development Goals 
(MDGs) global agenda, the World Health Organization 
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↑What is “already known” in this topic: 
Despite some reforms and initiatives in the course of last few 
decades, the MoHME has not been performing efficient enough 
to respond to serious emerging challenges.   
 
→What this article adds: 

The MoHME has to undergo fundamental reforms to reduce its 
size, restructure its organization, and move towards zero conflict 
of interest and zero-level corruption to reach its optimal status in 
improving population health in Iran.  
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(WHO), WB, and other UN agencies, in collaboration with 
the governments of LMICs, began to foster the principles 
of decentralization in many countries. In line with the de-
centralizing reforms, the beginning of 21st century wit-
nessed a significant increase in both number and type of the 
nongovernmental organizations (NGOs), both local/na-
tional and international as the primary players of develop-
ment (97.3% increase in the number of NGOs with consul-
tative status in the ECOSOC ((United Nations Economic 
and Social Council), 2000-2014) (10). As a result, civil so-
ciety became stronger throughout the world and NGOs 
were granted an increasing role in organizing and offering 
services, as well as in raising funds and policy-making (11). 
As a whole, in the course of the past two decades, the civil 
society organizations (CSO), i.e., NGOs, charity and 
philanthropist’s organizations e.g. Bill and Melinda Gates 
Foundation, Wellcome Trust and Ford Foundation, have 
been gradually creating a considerable capacity in the ren-
ovation of the governments’ structures, serving popula-
tions, particularly the deprived groups, and recently policy-
making in both high and low-middle income settings (1). 
Currently, the platform of public-private partnership (PPP) 
is globally accepted as an effective mechanism for aggre-
gating and concentrating the relative strong points of both 
sectors in dealing with problems that none can overcome 
alone (12). 

 
Structural reforms in Iran’s health system 
Along with the global community, the governance struc-

ture in Iran as a whole, and within the health sector, in par-
ticular, have been undergoing various reforms. Since 1926, 
health system in Iran has been under an assigned ministry, 
whose name and function have experienced various trans-
formations, i.e., the Ministry of Health and Charities, the 
Ministry of Health and the Ministry of Health and Well-
being. Transformed into the Ministry of Health and Medi-
cal Education (MoHME) in 1985, a fundamental reform 
brought the responsible universities from the Ministry of 
Higher Education under the patronage of the MoHME, 
while medical education was integrated into healthcare pro-
vision. On the basis of the Islamic Republic of Iran’s con-
stitution, the government is obliged to provide the 
healthcare needs of all populations on an equitable basis. 
The upstream policies (e.g., Mega Health Policies and 6th 
5-Year Economic, Social and Cultural Development Plan 
of The Islamic Republic of Iran) have assigned the 
MoHME as the steward of the health system. Ever since it 
was established, the MoHME has been undergoing constant 
structural and organizational reforms to accommodate var-
ious evolving public demands from the emerging Iranian 
society. The unique governance of the MoHME attributed 
to the merger of medical education into healthcare service 
has brought specific institutional challenges and made 
somewhat controversial structures amenable, not neces-
sarily all have resulted in intended outcomes (13). Notwith-
standing, making Food and Drug Organization (FDO) as a 
quasi-independent organization, followed by the formation 
of the Deputy for Social Affairs in 2016, as a part of recent 
Health Transformation Plan (HTP) that began in 2014 to 

reach universal health coverage (UHC), which was dis-
solved again in February 2019.  

Development of the required organizational structure in 
line with the objectives and strategies of the national health 
policy are fundamental principles of healthcare stewardship 
(14). Appropriate structure that is adjusted to the mission 
of any organization lies at the heart of institutional map-
ping, whose effects on the performance, quality of resource 
allocation and enhancement of organizational accomplish-
ments is well-evident (15-18). In the context of the 
MoHME in Iran, investigation of more than three decades 
of the structural changes in line with the public choice the-
ory reveals that conflict of interest and weak evidence-in-
formed decision-making have fueled some key decisions in 
resource allocation, the appointment of high-level manag-
ers, and initiation of some reforms. For instance, accredita-
tion of medical universities, public hospitals, purchaser-
provider split (19), and prioritization of some initiatives 
over alternatives might not have precisely followed public 
interests and needs, and may have failed as a result. 

The need for major organizational reforms in the 
MoHME has been emphasized by many high-rank officials, 
i.e., the previous and present ministers, who criticized the 
MoHME for massive bureaucracy, overlapping responsi-
bilities and weak coordination among its many (eight at the 
moment) deputies, all of which have contributed to ineffi-
ciency. In addition, the MoHME has not been performing 
efficient enough to respond to serious emerging challenges, 
e.g., the ongoing COVID-19 crisis (20), aging population, 
the epidemiological transition towards the huge burden of 
non-communicable diseases (NCDs), unfair international 
sanctions against Iran that is threatening the country’s abil-
ity to produce medicines, unsustainable fiscal space (21), 
and cultural barriers to foster self-care, among others. The 
government, if it enjoys the highest levels of political sup-
port, needs to revise its approach to accommodate the 
global evidence to tailor appropriate decentralization, re-
duce the size of the MoHME and rearrange it to the high-
level policy-making body than the micromanager and pro-
vider of services. More importantly, the MoHME needs to 
create an effective platform to engage meaningfully with 
the private sector, foster and operationalize inter-sectoral 
collaboration and public-private partnership, and overcome 
its longstanding conflicts of interest in health policy-mak-
ing, all in line with upstream policies and laws, along with 
its rather long and winding road to reduce inefficiency, as 
well as enhancing transparency and responsiveness of the 
health system in Iran. It is evident that the existing laws/leg-
islations and upstream policies clearly underscore the stew-
ardship role of the MoHME, as well as the role of decen-
tralization and downsizing the government through various 
means. This include but not limited to the establishment of 
quasi-dependent organizations under the MoHME’s super-
vision, fostering meaningful cooperation with the non-gov-
ernmental sector, and increasing government’s authority 
for strong monitoring and evaluation of healthcare centers 
based on defined standards and criteria. This will in turn 
enhance quality, reduce inefficiency, and increase public 
satisfaction. Despite some decentralization initiatives in the 

 [
 D

O
I:

 1
0.

47
17

6/
m

jir
i.3

4.
14

4 
] 

 [
 D

ow
nl

oa
de

d 
fr

om
 m

jir
i.i

um
s.

ac
.ir

 o
n 

20
23

-0
5-

23
 ]

 

                               2 / 3

http://dx.doi.org/10.47176/mjiri.34.144
http://mjiri.iums.ac.ir/article-1-6175-en.html


 
N. Bahmanziari, et al. 

 

 
 

 http://mjiri.iums.ac.ir 
Med J Islam Repub Iran. 2020 (27 Oct); 34.144. 
 

3 

course of past two decades, e.g., partial privatization of se-
lected primary healthcare services in some areas, the for-
mation of boards of trustees in the universities of medical 
sciences and autonomy of teaching hospitals, such experi-
ences have not been successful enough to increase the effi-
ciency of the Iranian health system and reduce the paralyz-
ing conflict of interest meaningfully (22-24). Indeed, vari-
ous prerequisites need to be met to reach optimal status. 

 
Conclusion 
In line with the global spirit of small and effective gov-

ernment, Iran enjoys strong laws and upstream policies to 
support decentralization, enhance health system efficiency 
and improve public satisfaction with the health system. As 
the steward of the health system, the MoHME should steer, 
not row, the entire health system. The current structure and 
organization of the MoHME have made it incapable of 
leading the health system towards its ultimate goals in Iran, 
namely: efficient, equitable, affordable and universal 
healthcare for all populations in need. Along the way to 
reach sustainable health development, including attainment 
of universal health coverage and leaving no one behind, we 
call upon the MoHME to undergo fundamental reforms to 
reduce its size, restructure its organization, and move to-
wards zero conflict of interest and zero-level corruption, ul-
timately.   
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