
 
Original Article   
http://mjiri.iums.ac.ir    
Medical Journal of the Islamic Republic of Iran (MJIRI) 
Med J Islam Repub Iran. 2025 (12 May);39.66. https://doi.org/10.47176/mjiri.39.66  

 
 
 

 
Policy Analysis of Institutionalization of the Social Approach to Health in 
Iran  
 
Ataollah Asadi louyeh1, Amirhossein Takian2,3,4,5*    , Batoul Ahmadi1, Mohammad Arab1, Ali Davoudi kiakalayeh6 
 
Received: 2 Jun 2024                Published: 12 May 2025 

 
Abstract 
    Background: The social approach to health (TSATH) is necessary for maintaining and promoting health status in societies toward 
achieving sustainable development goals (SDGs). Despite various attempts, the health sector in Iran is behind in the meaningful 
implementation of TSATH. This study analyzed the policy of TSATH in Iran.  
   Methods: This was a qualitative study. The participants in the research included 36 experts and senior managers of health-related 
organizations in Iran who were selected using a targeted and snowball method.  We used 3 methods for data collection: in-depth 
interviews, focus group discussions, and document review. Inspired by Walt & Gilson's policy triangle and stage heuristic framework, 
we conducted a thematic analysis and used MAXQDA software Version 19 for data management. 
   Results: TSATH was an immediate political decision in Iran. We found insufficient social participation and intersectoral collaboration, 
conflict of interest, inadequate evidence-based policy-making as well as necessary resources among the most important barriers to 
implementing the policy of TSATH.  
   Conclusion:  Institutionalizing TSATH requires long-term, evidence-based planning and effective participation of all stakeholders. 
Providing the necessary resources and infrastructure, appropriate context and good steering, accountability, and creating a sustainable 
livelihood program, especially for the lowest-income deciles of society, are key measures to improve TSATH.  
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Introduction 
Many health problems are not exclusively of biological 

origin, but are rooted in social and economic factors, living 
conditions, and social interactions (1). Marmot demon-
strated evidence to conclude that the causal direction is 
from socioeconomic factors to disease, not the other way 
around (2). That is, the causal chain of macrosocioeco-
nomic structures can endanger the health of individuals (3). 
Social factors also account for a significant part of the bur-
den of diseases and a major part of health inequalities (4). 
Thus, health status is determined not only by behavioral, 

biological, and genetic factors (5), but also by a wide net-
work of economic, social, and environmental factors (6, 7). 
Therefore, the social approach to health can be considered 
a necessity for providing, maintaining, and promoting 
health in societies. In this regard, the main discussion of the 
Alma-Ata conference (1978) was to recognize that the root 
cause of health problems lies outside the health system, and 
there is a need to shift from a biomedical approach to a so-
cial one to explain health and disease while emphasizing 
social justice (8). Inattention to factors affecting health, not 
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↑What is “already known” in this topic: 
The social approach to health (TSATH) is necessary for 
maintaining and promoting health status in societies toward 
achieving sustainable development goals (SDGs).   
 
→What this article adds: 

Iran, despite its various health sector reforms, has a long way 
to go for a meaningful implementation of TSATH.  
Factors such as centralized governance of the health system, 
lack of evidence-based policy-making, inadequate resources, 
little social participation and inadequate intersectoral 
collaboration, and conflict of interest are among the most 
important barriers to TSATH.  
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only endangers the realization of health in society but also 
causes the loss of various resources (9). Researchers be-
lieve that, considering the multifaceted nature of health, 
any health-promotion intervention requires the implemen-
tation of comprehensive programs that include all the 
health determinants and lead to broad social participation 
and intersectoral collaboration (10). The complexity and 
multidimensionality of health and the impact and influence 
of various social and economic factors have led many 
health systems to be unable to maintain and promote health 
status and meet the growing needs of their citizens, despite 
the great scientific and technological advances (11). The 
Ottawa Charter also emphasized the inability of various 
health systems to resolve health problems and the need for 
public participation in decision-making and implementa-
tion of plans (12).  

Definitive evidence suggests that TSATH is necessary 
for providing, maintaining, and promoting health status in 
societies toward achieving the SDGs. Socialization is a 
mechanism through which societies establish behavioral 
patterns according to their economic, social, and cultural 
context. TSATH means measures that aim to empower so-
ciety to promote health-oriented behaviors and create 
healthier environments (13). TSATH increases the author-
ity of individuals in determining social destiny (14) and is 
thus considered a symbol of democracy and its connection 
with social health (15). It can indicate the successful role of 
just political practices in improving public health (16) by 
internalizing health-oriented attitudes, ideas, behaviors, 
and appropriate social choices (17). Despite heavy, unfair, 
and unprecedented international sanctions and the resulting 
problems (18), Iran's health indices have reached among 
the best in the region (19). Nevertheless, health socializa-
tion and sustainable health development look far from be-
ing reached. The Ministry of Health and Medical Education 
(MOHME) approved health socialization plan in 2017 in 
line with the National Action Plan for the Prevention and 
Control of Non-Communicable Diseases (NCDs) (20), as 
well as Fourth and Fifth National Development Plans and 
facilitated its implementation by establishing Social Health 

Deputy at the MOHME. Despite the necessity and im-
portance of  TSATH in achieving health development, it 
has not achieved its goals in Iran (21). The purpose of this 
study was to establish TSATH as a policy in Iran and to 
offer evidence-based policy suggestions for enhancing 
TSATH implementation as part of Iran's journey to-
ward sustainable health development.  

 
Methods 
This study was qualitative, and 3 methods were used to 

gather the data: document examination, focus groups, and 
in-depth interviews. 

A mixed deductive-inductive approach was used for data 
analysis (22). MAXQDA Version 19 was used to facilitate 
thematic (content) analysis. The health policy triangle (23, 
24) was used to illustrate the role that 4 components of ac-
tors, context, content, and process played in formulating the 
TSATH policy in Iran. In addition, we used the stages of 
the heuristic model (24) to explain the nonlinearity of prac-
tical decision-making processes (25) in the context of Iran. 
The study participants were 36 key informants, that is, ex-
perts and senior managers, policy makers, and other stake-
holders from a variety of health-related organizations (Ta-
ble 1), who were purposively selected through the snowball 
method (26). Purposeful sampling means selecting partici-
pants who provide more information related to the research 
topic. In this stage of sampling, senior managers, experts, 
informed and knowledgeable people about the social ap-
proach to health, and people who have management skills 
or experience in the field of health programs and promoting 
health and social welfare were selected. In snowball sam-
pling, the people involved in a study introduce other poten-
tial sources that can be used in research. The sample we 
selected may not be representative of the entire population. 
Therefore, the chance of bias in the sample is increased, and 
it is difficult to generalize the results to other populations. 
To ensure that the study sample population reflects the true 
distribution of the entire population, correct calculation and 
interpretation of data, minimizing the margin of error, and 

 
Table 1. Study Participants 

Row Organization or place of sampling Number Row Organization or place of sampling Number 
1 Ministry of Health and Medical Educa-

tion 
3 17 Head Office of Standards and Industrial Pro-

duction 
1 

2 The Iranian Medical Association 1 18 Center for the Study and Development of 
Medical Education 

1 

3 The Iranian Nursing Organization 1 19 Head Office of Water and Sewerage 1 
4 The Iranian Health Insurance Organiza-

tion 
1 20 Chancellor of the University of Medical Sci-

ences 
2 

5 Islamic Consultative Assembly Health 
Commission 

1 21 Member of the Islamic Consultative Assembly 1 

6 Management and Planning Organization 1 22 Food Industry Organization 1 
7 Medical Charity Organization 1 23 Social Security Organization 1 
8 Sports and Youth Organization 1 24 Armed Forces Insurance Organization 1 
9 Tehran Municipality 1 25 Researcher and health activist 2 
10 Provincial Governor's general office 1 26 Koodak-pad NGO 1 
11 Department of Education 1 27 Fatemiyoun NGO 1 
12 Agriculture Organization 1 28 Broadcasting Organization 1 
13 Islamic Development Organization - 1 29 Department of Environmental Protection 1 
14 The Office of Local Imam 1 30 Ministry of Industry, Mining and Trade 1 
15 State Welfare Organization 1 31 Social Determinants of Health Research Cen-

ter of MOHME 
1 

16 Imam Khomeini Relief Foundation 1 32 Iranian Diabetes Association 1 
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protecting the privacy of individuals from noncooperation 
bias were performed. Data collection continued until data 
saturation.  

 
Data Collection 
In-depth Interviews 
Interviewing is one of the most common methods of data 

collection in health care research (27). We prepared an in-
terview guide based on the research objectives. The ques-
tions were related to social participation, intersectoral col-
laboration, good governance, health literacy, empower-
ment, and social well-being, and the components of Walt 
and Gilson's policy analysis triangle model. These factors 
were the indicators of the World Bank in the evaluation of 
countries on the path to achieving sustainable development 
goals, which were emphasized in various statements of the 
World Health Organization, especially in the Shanghai 
Declaration in 2016. We obtained written consent to record 
the interview and ensured confidentiality; all interviews 
were recorded and transcribed verbatim. Transcripts were 
read several times, and then coded thematically based on 
their meaning.  

 
Document Review  
We obtained and reviewed all available policy docu-

ments related to the social approach to health, including up-
stream documents, instructions and circular letters, laws 
and regulations, bylaws, and approvals made by health of-
ficials. Documents were identified by reviewing published 
internal sources, studies and reports, and interviewing key 
informants. Table 2 describes the details of the documents. 

 
Focus Group Discussion 
We also conducted 3 focus group discussion sessions us-

ing the Jigsaw technique (28-30) to gather data on the role 
of contextual factors in health socialization. We divided 36 
stakeholders into 6 groups, each with 6 people, called basic 

or home groups according to their level of knowledge, ex-
pertise, and interest. After being justified by the facilitator 
and reviewing information related to the discussion topic, 
they were divided into Jigsaw groups as expert groups. The 
topics were discussed with the new members of other 
groups, and finally, they returned to their basic groups to 
gather information. At this stage, one person was selected 
as the group leader in each basic or home group to record 
the results while controlling the meeting time and guiding 
the topics. The topics discussed in the focus group discus-
sion are summarized in Table 3.  

 
Strengths 
The most important strength of the present study is its 

accurate method. Based on its conceptual framework, we 
used the views of a wide range of stakeholders, experts, 
nonprofit organizations (NGOs), and institutions regarding 
the implementation and institutionalization of TSATH. We 
also increased the reliability of the study by reviewing data 
from various resources and triangulating. 

 
Weaknesses 
The main limitation of the present study was the political, 

institutional, and social commitments and considerations of 
the interviewees while expressing their views and initia-
tives regarding the implementation of the policy. We antic-
ipated that they did not disclose their real positions, there-
fore, we recommend exercising caution while interpreting 
the study results. To reduce the limitation in expressing the 
views and initiatives of the participants due to political, in-
stitutional, and social commitments and ethical considera-
tions, the interviewer first provided an oral explanation 
about the study and its objectives and measures to keep in-
formation confidential. The researcher also obtained in-
formed consent from the participants. Also, the participants 
were assured about the anonymity and confidentiality of the 
information and the right to withdraw from the study at any 
stage of the project.  

 
Table 2. Details of Documents 

Document Number and 
Date 

General Objectives Audience Organization Issuer of the Document Type of Docu-
ment 

Number of 
documents 

1544/100 (March 97) General population 
policies 

universities of medical 
sciences 

Cabinet announcement 2 

787/100 and 341/100 
November 96), 1165/114 
and 1023/114 (June 97), 

Social Health Ap-
proach Document 

Framework 

universities of medical 
sciences 

The Cabinet and the  
Ministry of Health 

Circular Letter 4 

1120/114 and 2433/114 
(July 97) 1675/114 and 
2231/114 (November 

97) 

Guide to forming a 
neighborhood health 

association 

universities of medical 
sciences 

Deputy of Social Affairs 
of the Ministry of 

Health 

Instructions 4 

1395 - 1396 General health poli-
cies, general science 
and technology poli-

cies 

Cabinet, Minister of 
Health 

Islamic Consultative 
Assembly and Cabinet 

Legal approval 4 

2783/114 (December 96) Executive regulations 
of health assemblies at 
the national, provin-
cial, and local levels 

universities of medical 
sciences 

Supreme Council for 
Health and Food Secu-

rity 

Regulations 1 

1395 – 1396 Institutionalizing the 
social approach to 

health 

Conferences, con-
gresses, and seminars 

Minister and Deputy of 
Social Affairs of the 
Ministry of Health 

Press confer-
ences 

23 
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 Data Coding and Analysis 
In this study, a combined deductive-inductive approach 

was used. In a part of this research, the main elements of 
the social approach to health, such as social participation, 
intersectoral cooperation, good governance, health literacy, 
empowerment, and social welfare, have been discussed as 
a general framework. Therefore, in this section, data analy-
sis using deductive reasoning from general concepts to 
components has been used. In the other part, due to the va-
riety and breadth of data related to the institutionalization 
of the social approach to health, inductive reasoning and the 
free coding method have been used. The new data were 
classified based on the semantic load and from subconcepts 
to general concepts.  

 
Results 
The results of the study indicate that, despite the im-

portance and necessity of the social approach to health in 
maintaining and promoting the health of communities, this 
approach was not properly implemented in Iran and did not 
achieve its goals. We categorized our findings based on the 
stages heuristic policy process as follows:  

 
Problem Identification and Agenda Setting 
Our findings indicate that the process of entering policies 

for the agenda and policy-making in Iran is complex and 
chaotic so that many good policies that are based on the 
social problems due to obstacles such as centralized gov-
ernance of the health system, severe conflict of interests, 
lack of accountability and responsibility of government in-
stitutions, rent-seeking and corruption in the legislative sys-
tem and public distrust of the government are not on the 
policy agenda or are not properly implemented after ap-
proval. The results show that only 28% of the policies ap-
proved during the Fifth Development Plan have been im-
plemented in Iran. Recent issues such as shifting disease 
trends, not meeting health needs, dealing with new diseases 

like the coronavirus disease 2019 (COVID 19) pandemic, 
concentrating on treatment planning rather than public 
health and prevention strategies, disparities in access to 
healthcare across regions, income and employment ine-
quality, and public discontent all point to Iran's distance 
from health development indicators. 

Definitive effect of socioeconomic factors on health and 
the need to change from the traditional biomedical ap-
proach to the social approach in explaining health and dis-
eases, with emphasis on social justice as a prerequisite for 
health, and given the successful experience of many devel-
oped countries,  TSATH entered the policy agenda in 2017 
as a priority.   

"Despite efforts to apply PHC principles in Iran through 
the expansion of the health care system, which has suc-
ceeded in greatly improving health indicators, disparities 
in employment and income have resulted in glaring dispar-
ities in health status and access to healthcare across the 
nation." (PM1). 

 
Policy Formulation 
Evidence showed that health interventions on the social-

ization of health care are cost-effective, and especially after 
recognizing that the main cause of health problems lies out-
side the health system, the TSATH policy was approved 
and improving health education and public empowerment 
were set as the basis for social participation to increase 
awareness of social, political, and environmental determi-
nants of health. The MOHME approved TSATH in 2017 as 
a necessity in maintaining and promoting health by holding 
3 sessions for health experts and 2 sessions for the heads 
and directors of medical universities. This policy was ap-
proved based on Paragraph 11 of the general policies of the 
health system and the National Action Plan for Prevention 
and Control of NCDs, in line with the provisions of the 
Fourth and Fifth National Economic, Social and Cultural 
Development Plans.  

Table 3. Contextual Factors (Micro and Macro) Examined in Focus Group Discussion 
Micro-contextual 
factors 

Management and 
Leadership 

Organizational 
Structure 

Sources Organizational Performance 
 

Processes and Systems 
 

Managerial stability 
in achieving goals 

and plans 
Social Responsibil-

ity 
Systemic approach 
Participatory Man-

agement 
Strategic planning 

Flexible organiza-
tional structure 

Effective communi-
cations 

Organizational hier-
archy 

Participatory cul-
ture and teamwork 

Human re-
sources 
Funds 

Information 
Sources 

Physical sources 
Technological 

sources 

Job satisfaction and the 
quality of work life of em-

ployees 
Improving service quality 
Customer and community 

satisfaction 
Social Responsibility 

Quality management 
Standardization 

Quality auditing and 
feedback 

Creativity and innova-
tion 

Macro-contex-
tual factors 

Economic factors Sociocultural fac-
tors 

Technological 
factors 

Environmental factors Political and legal fac-
tors 

GDP 
Per capita income 

of the people 
Inflation and bank 

interest rates 
Production of goods 

and services 
Fair distribution of 
wealth in society 

Population growth 
Birth rate 

Age distribution of 
society 

Employment and 
unemployment rate 
People's lifestyle 
Life expectancy 
Family structure 

Technology 
growth and de-

velopment 
Internet e-com-
merce access 

Social Networks 

Geographical location 
Weather 

Environmental pollutants 
Waste disposal 

energy consumption 
People's attitude towards 

the environment 

Type of government 
International sanctions 
Administrative and fi-
nancial corruption in 

the government 
Transparency and ac-

countability 
Free political parties, 

civil societies, and 
NGOs 

Meritocracy 
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The most important factor in accepting the formulated 
policies by stakeholders is their participation in designing 
and formulating the policy, which can lead to improvement 
and selection of more important policies. The results of the 
study showed that the decision-making process of the 
TSATH policy was not participatory and transparent, but 
an immediate decision without the participation of stake-
holders; thus, many key stakeholders lacked sufficient 
knowledge and readiness to accept the policy. 

 "Since many stakeholders were not involved in formulat-
ing the TSATH policy, they were not only unaware of the 
TSATH policy but also resisted it." (PM29).  

Comprehensive information and deep understanding of 
policy makers in formulating appropriate policies is one of 
the most important factors in achieving health policy goals. 
Managers must have a deep understanding of the TSATH 
policy and develop appropriate guidelines and rules for in-
stitutionalizing the TSATH policy.  However, the results of 
the study indicate that the managers and experts of the Min-
istry of Health and health-related organizations did not 
have a deep understanding of the TSATH policy; thus, the 
proper framework was not developed to implement the so-
cial approach to health.   

"In my opinion, for the successful implementation of 
TSATH, in addition to the involvement of officials, manag-
ers, and experts of the Ministry of Health and health-re-
lated organizations in policy-making, they must also have 
sufficient knowledge, a deep understanding, and a correct 
attitude towards TSATH." (PM35).  

 Also, data analysis revealed that the formulation of the 
TSATH policy has been done only based on scientific data 
and in the direction of global health, and not based on the 
results of studies and evidence. Therefore, more than 3 
years after the implementation of health socialization in 

Iran, there were no clear consequences in social health in-
dicators. The findings suggest that policymakers need to be 
aware of the important role of evidence in informing public 
policy and the need for capacity building to develop, imple-
ment, and evaluate policies.  

"Since the policy-making and approval of the social ap-
proach to health in the country was not based on evidence 
and the results of studies, therefore, there was no clear and 
step-by-step planning for implementation and evaluation." 
(PM23).  

 
Policy Implementation 
The social deputy was appointed by the MOHME to 

oversee the health socialization plan in the first step.  
Then, it developed an organizational structure and job de-

scription of the social deputy by convening a meeting for 
experts and managers. In the second step, the National 
Health Assembly (NHA) was set up at the national, provin-
cial (universities of medical sciences), local (cities and vil-
lages), and instructions for monitoring the formation of 
health assemblies, and their performance were developed 
and submitted. 

The third step aimed at setting up a CBO with public par-
ticipation. From the participants' point of view, one of the 
manifestations of public participation in the social develop-
ment process is informal institutions, including CBOs, 
which are targeted and established based on local capabili-
ties. Our thematic analysis also showed that public partici-
pation and intersectoral collaboration are the most im-
portant components of TSATH in Iran.  

Table 4 shows the main themes, themes, and subthemes 
extracted from the thematic analysis of TSATH. 

Our findings revealed that the TSATH policy, despite 
having scientific support, lacked clear goals and programs 

 
Table 4. Thematic Analysis of Data in TSATH in Iran 

Main them Themes Subthemes 
Health 
 socialization 

Governance 
 

• Voice and responsiveness 
• Efficiency 
• Monitoring and control 
• Rule of Law 
• Control of violence and corruption 

Empowerment& Health Literacy 
 

• Knowledge and insight 
• Attitude 
• Skills and abilities 
• Demanding 

Social participation 
 

• Inform 
• Consult 
• Strengthen cooperation 
• Get involved 

Inter-sectoral collaboration 
 

• Information sharing 
• Cooperation 
• Coordination 
• Integration 
 

Well-being 
 

• Gender equality 
• Economic opportunities 
• Education 
• Health 
• Safety and security 
• Citizen participation 
• Information and communication technology. 
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in implementation and was not explicitly informed; thus, 
stakeholders were reluctant to cooperate. Even though the 
TSATH policy required full multisectoral and intrasectoral 
cooperation, weak, unstructured, and ineffective cross-sec-
toral cooperation occurred because of a lack of teamwork 
culture, poor steering, inadequate infrastructure, and an in-
dependent institution acting as the stewardship.  

"The inflexible structure and major problems caused by 
severe international sanctions have led organizations to 
plan solely to achieve the main goals of the organization, 
and the necessary infrastructure to target and implement 
health-oriented programs alongside the main goals is not 
possible." (PM34). 

The results indicate that the implementation of the social 
health approach relied mainly on education and promotion 
of health literacy, lifestyle changes, parenting principles, 
and life skills, while many families suffer from poverty and 
lack of living expenses. Therefore, the priority of the needs 
of many unemployed and poor people in society is not in 
line with government policies; therefore, there was no so-
cial participation in health-oriented programs among the 
poor classes of society. 

 "A breadwinner who has to work all day in the most dif-
ficult conditions and despite trying hard in different shifts 
is not able to make a living, or for low-income groups and 
below the poverty line, lifestyle changes or proper physical 
activity do not make sense." (PM26). 

According to the results of the study, conflict of interest, 
weak political commitment, insufficient support, and lack 
of sufficient resources were other important obstacles to the 
implementation of the plan. 

"Senior health officials are clinicians who have a clinical 
perspective, so health promotion programs are mainly 
treatment-oriented, and the majority of them are employed 
in the private sector, so they lack the strong political will to 
implement the plan and do not provide the necessary re-
sources and support." (PM6).   

In order to implement TSATH, policymakers had to deal 
with several issues, such as a lack of infrastructure, a lack 
of cooperation among pertinent organizations, concurrent 
activities with the public health deputy-MOHME, uncer-
tainties regarding the nature of intrasectoral and intersec-
toral collaboration, and legal forces. 

"The MOHME, as a policy maker and steward of the 
health system, should provide the necessary infrastructure 
to implement TSATH in the country and sensitize other or-
ganizations and institutions regarding health-oriented pol-
icies." (PM19). 

 
Policy Monitoring and Evaluation 
Monitoring and evaluation structures are designed to en-

sure the effective and efficient implementation of health so-
cialization in society. Involvement of independent organi-
zations in the monitoring and evaluation system can im-
prove the outcomes.  

Some interviewees pointed out that similarities between 
the activities of CBOs with the primary healthcare network 
PHC level caused experts and policy-makers to express 
concerns about the socialization approach as a parallel pro-
ject to PHC activities and rapid policy implementation. 

"Many managers, because of a lack of sufficient 
knowledge and deep understanding of TSATH or political 
considerations or conflicts of interest, carried out the same 
programs as the Deputy Minister of Health. Therefore, the 
social deputy acted in parallel with the Deputy Minister of 
Health after a short time." (PM2).  

One of the most important challenges for health policy-
makers is to provide and allocate the necessary resources. 
These resources can include financial, manpower, intelli-
gence, physical, equipment, and technological resources. 
The results showed that not only were the necessary re-
sources not provided in the policy-making process of 
TSATH, but due to the general policy of the governing sys-
tem, that is, shrinking the size of the government, the use 
of resources of other organizations and government units 
was taken into account.  

"In my view, creating a social deputy with a small work-
force and facilities to carry out part of the health deputy's 
responsibilities is a parallel effort that merely expands the 
government.” (PM23). 

The most important monitoring system to achieve the 
goals of TSATH was the NHA, which was the symbol of 
social participation and intersectoral collaboration consist-
ing of representatives of the public sector (Table 5). 

 
Table 5. Members and Committees for Monitoring and Evaluating TSATH  

Row Title / Supervising 
representative 

Scope of supervision Row Title / Supervising Rep-
resentative 

Scope of supervision 

1 Secretary or Deputy 
Secretary of the CBO 

CBO performance 10 Village Islamic councils Development of village 
services 

2 CBO officials Social participation 11 Education Health Ambassadors 
3 Trustees Inter-sectoral collabo-

ration 
12 Cooperatives, Labor, 

and Social Welfare 
Entrepreneurship and 

employment 
4 Police Security of places 13 Member of Parliament Health rules 
5 Representative of the 

Ministry of Interior 
Inter-sectoral collabo-

ration 
14 Health and food security Performance report 

6 Representative of 
benefactors 

Budget and expenses 15 General Department of 
Welfare 

Social work 

7 CBO, NGOs Empowerment 16 Healthcare Health committees 
8 Neighborhood profes-

sors and academics 
Empowerment 17 Environment Environmental adjust-

ment 
9 Islamic City Council 

 
Development of city 

services 
18 Municipality/governance 

of a rural district 
City Services 
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It should be noted that 16 months after the approval of 
the plan, the minister resigned, and the new minister ap-
pointed the deputy for social affairs, which led to most ac-
tivities being put on hold at both national and local levels. 

However, in Iran, several activities were conducted for 
the initial implementation of the health socialization plan, 
some of which are briefly mentioned in Table 6. 

"But I must admit that TSATH is not implemented system-
atically in Iran, although programs such as the national 
health forum of provinces and cities, CBOs, and family 
medicine, et cetera, were launched. If there are programs 
in rare cases, they are quite theatrical and, in many cases, 
have a research or political aspect." (PM24).  

 
 
 
 

Discussion 
Even though Iran has implemented several programs in 

accordance with TSATH, the results of the health sociali-
zation plan's implementation and acceptance in terms of 
health promotion remain unclear several years later. 

 It appears that the TSATH policy had significant issues 
from the start, which prevented it from accomplishing its 
intended objectives. Iran lacks a comprehensive and sys-
tematic plan for TSATH, even though there are a few dis-
persed and inconsistent relevant programs, research pro-
jects, and occasionally pilot studies conducted by research-
ers, institutions, NGOs, health professionals, and charity 
groups. 

The result showed that the development of a comprehen-
sive plan is the basis for institutionalizing TSATH. In this 
regard, we can refer to the environmental-social model of 
health socialization in the United States, which is based on 

Table 6. Sample Measures of Social Approach to Health in Iran 
Location of the project Project title Goal 
Tehran, Gilan, Mazandaran, North and Cen-
tral Khorasan, Kermanshah, Kohkiluyeh and 
Boyer-Ahmad, Yazd, Qazvin, Zanjan 

Setting up CBOs with the participation of the 
people 

Promoting health literacy and empowering so-
ciety to perform self-care and improve their 
place of residence and the environment 

Provinces of the country Setting up the project of student health ambas-
sadors in the education department of the 
provinces of the country, and student health 
ambassadors and family health ambassadors, 
and neighborhood health ambassadors in col-
laboration with health volunteers 

Peer education approach in schools and com-
pensation of manpower shortage to create a 
comprehensive education network on meth-
ods of providing and promoting health and 
self-care methods by covering 70% of fami-
lies at the end of the Sixth Development Plan 

Tehran, Gilan, Qazvin, Yazd, Kermanshah, 
Isfahan, Tabriz ... 

Setting up a participatory system in 354 CBOs  Providing municipal social health service 
packages to promote health justice in the ur-
ban health management center 

Gilan Setting up a comprehensive center for the el-
derly and an elderly-friendly pharmacy 

Teaching a healthy lifestyle and self-care, and 
keeping the elderly active by producing hand-
icrafts and entertainment programs, as well as 
providing all medical needs, all care, and med-
ical advice for the elderly 

 Provinces of the country Setting up 3540 community-based centers in 
the form of centers for the elderly, diabetics, 
mothers and children, the disabled 

Lifestyle education and care for the elderly, 
disabled, diabetics, and vulnerable groups, es-
pecially mothers and children 

Tehran, Gilan, Mazandaran, and Kerman  Offering the idea of each family as a helper by 
the Department of Education in all junior high 
schools for girls and boys 

Teaching students about rescue items and 
earthquake and natural disaster response ap-
proaches, and teaching skills such as: first aid, 
transporting the injured people, quickly find-
ing a safe place, triage, and cardiopulmonary 
resuscitation to them 

Tehran, Gilan, Qazvin, Yazd, Kermanshah, 
Isfahan, Tabriz, Shiraz, Kerman, Khorasan, 
Mazandaran ... 

Setting up and operating 800 non-governmen-
tal organizations active in the health sector 

Health care training, empowerment of foster 
mothers and orphans and abused children, and 
training in technical skills and crafts to gener-
ate income 

Tehran Child development monitoring and home 
health monitoring plan with the participation 
of parents and caregivers 

Control of health, height, and weight, oral 
health, and nutrition of children, and improve-
ment of the growth curve 

Qazvin Comprehensive health plan with the approach 
of social health factors in Qazvin province 

Prevention and reduction of disease risk using 
the approach of social components of health 
and inter-sectoral collaboration 

Tehran Empowerment plan for social workers to care-
fully examine the situation and conditions of 
clients 

Investigating social factors threatening the 
health of clients and performing interventions 
in collaboration with the Welfare Department, 
Relief Committee, NGOs, and benefactors in 
Tehran 

Gilan Identification plan for high-risk elderly in Gi-
lan province, as the oldest province in the 
country 

Performing health-oriented interventions and 
disease prevention in collaboration with the 
Welfare Office, NGOs, and benefactors 

Provinces of the country Health Promoting Hospital (HPH) for diabe-
tes screening 

Identification and screening of diabetic and 
diabetes-prone patients  and education for pre-
vention and control of the disease in collabo-
ration with the Iranian Diabetes Society 
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3 pillars: social and structural factors (businesses), individ-
ual characteristics and living environment (family, school, 
peers, and habitat), and social communication and media 
(social networks, Internet, television and newspapers). The 
realization of health socialization goals depends on inte-
grated and systematic planning in each sector and the coor-
dinated implementation of programs (31). For health-re-
lated organizations in Iran, a comprehensive program and 
integrated document that outlines societal obligations, 
tasks, and ways to collaborate and participate are required. 

However, the degree to which an initiative is supported 
by evidence determines how stable it will be (32, 33). The 
TSATH policy was a hasty political choice rather than an 
evidence-based policy, and has produced no observable re-
sults.  

The importance of evidence-based health policies in im-
proving health, reducing health inequalities, and contrib-
uting to economic development is increasingly recognized 
(34). A successful example of evidence-based policymak-
ing is the policy of setting up a regulatory body to control 
corruption and mismanagement of public health expendi-
tures in Ugandan schools, following the World Bank study 
in that country (35).  

Evidence-based policy-making helps in understanding 
the policy being established or developed in response to a 
social problem (36) as well as identifying the elements de-
termining the success or failure of certain policies (37), as 
well as the contribution of research to policy-making. 

 For example, we can refer to the successful model of 
Thailand's social approach to health by creating a health 
promotion fund based on the tax on harmful goods and cre-
ating a universal health coverage system (38), passing the 
National Health Law, institutionalizing the National As-
sembly, which is planned to achieve socioeconomic devel-
opment, improve family and community health, and pro-
mote a healthy lifestyle (39), with an emphasis on health 
equity.  

Our findings revealed that there was no comprehensive 
program to implement the policy of a social approach to 
health. For example, there was no accountable organiza-
tion, nor an official policy in this regard to address prob-
lems in education and child care, employment, income ine-
quality, cheap housing, social support, and well-being, and 
a suitable living environment, which have the greatest im-
pact on social factors and health inequality (40).  

In TSATH, effective content is characterized by well-de-
fined objectives and appropriate preparation to reach the 
objectives.  

In this regard, the model of the British health socializa-
tion approach, which is targeted at 4 strategies: community-
based medicine, preventive medicine, community health 
and social care, and universal health coverage, can be ex-
emplified (41). Systematic and integrated implementation 
of health-oriented programs in this model is the key to its 
success.  

In Iran, despite the relative success of universal health 
coverage, health policies are mainly treatment-oriented, 
and the content of the TSATH policy, except for commu-
nity-based medical education, lacked clear goals and pro-
grams and was not explicitly informed. Results of a study 

referred to a lack of transparency and a clear definition of 
policy decisions and the role of actors as the most important 
challenge facing the internationalization plan for higher ed-
ucation in Iran (42). 

The health socialization policy is a fundamental approach 
and an undeniable necessity (43). However, because of the 
government's weakness, corruption, and lack of accounta-
bility, it was not appealing to organizations and individuals 
experiencing poverty and economic difficulties, nor was it 
a priority for them. As a result, they were not sufficiently 
motivated to participate in the implementation phase (44). 

Empirical evidence shows that addressing health prob-
lems is impossible without simultaneous attempts to ad-
dress economic problems and eliminate poverty and in-
come inequality (45). The most basic result of public par-
ticipation is the acquisition of social benefits, health pro-
motion, and well-being (1, 46). It also helps to create op-
portunities for the distribution of health knowledge in soci-
ety, provides appropriate conditions for organizing scat-
tered resources, and ensures equitable access to these re-
sources (47, 48). Therefore, public participation is essential 
in all aspects of health policy-making and implementation 
(24). 

 For instance, Egypt's social approach to health has been 
centered on 3 pillars: empowering society, particularly 
women and children, through the establishment of CBOs 
and the utilization of private sector and NGO capacity; re-
ducing poverty; eradicating illiteracy; and fostering health 
literacy. Comprehensive initiatives have been put in place 
to teach individuals how to take care of themselves and to 
train women and orphans how to make money (49).  

Our findings showed that a selected proportion of exist-
ing evidence was used to guide, develop, and implement 
TSATH, rather than a comprehensive approach to utilize all 
available evidence. The TSATH policy's implementation 
was hampered not only by a lack of scientific evidence but 
also by the political environment, individual interests, and 
resource constraints. Obtaining the resources needed and 
allocating them is one of the greatest problems faced 
by health officials. Inadequate resource allocation in health 
projects was identified as a barrier to "good practice" in the 
findings of research conducted in Alberta, Canada (50).  

Informed policy strengthening, public institution capac-
ity building, accountability, and the use of integrated and 
evidence-based knowledge at the organizational level have 
all proven to be successful strategies, according to a study 
on the implementation of Lebanon's voluntary health insur-
ance system (51). The Ministry of Health and Long-Term 
Care in Ontario, Canada, was also noted as a successful ex-
ample of systematic integration and the application of evi-
dence in policymaking (52).  

 
Stakeholder Analysis 
Recognizing the role of stakeholders, including groups 

and individuals with political and economic influence, 
helps to develop and implement policies (13, 53, 54). Many 
health policymakers mistakenly concentrate on the reform 
content and overlook the influence of actors during the de-
cision-making process, even though actors can negatively 
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affect the policy process or reject any policy effort to pro-
tect their interests (55, 56). Politicians might choose to con-
centrate on projects that yield results right away (57), such 
as appointing a social representative to the MOHME with-
out making sure the right arrangements are in place. 

In order to meet the objectives of TSATH, both direc-
torates could collaborate rather than compete in order to 
benefit from the position of deputy of public health (58, 
59). Health care may be impacted by the political players' 
current structure (60). However, because stakeholders, 
NGOs, and civil society were not included in the policy-
making process, the health socialization decision-making 
process was neither transparent or participatory. Because of 
this, they were not well-versed in or prepared for intersec-
toral collaboration, which resulted in a top-down strategy 
during the planning and implementation stages and poor 
stakeholder collaboration during the policy implementation 
stage. 

 Other barriers included a lack of evidence-based policy-
making, conflict of interest, poor political commitment, and 
insufficient support for the plan's implementation from the 
senior officials. To present good policies, the availability of 
relevant evidence alone is not enough; however, the politi-
cal commitment and support play an important role in the 
formulation and implementation of policies. 

The interests of stakeholders might affect their profes-
sional judgment and impede evidence-based decision-mak-
ing, resulting in flawed policies and incorrect policy en-
forcement, according to statistical evidence (61). Even pro-
fessionals who are aware of conflicts of interest often un-
derestimate how much they influence their conduct and 
judgment (62). As personal interests become more im-
portant, political commitment decreases. Even when poli-
cymakers are aware of the data, they may choose to disre-
gard it because it contradicts their objectives and interests 
(51). 

 
Contextual Factors 
Contextual factors can affect the policy-making process 

and its implementation (63). Analyzing the contextual fac-
tors to understand the policy process is invaluable (64). 
Leadership and infrastructure were the most important mi-
cro factors influencing the implementation of TSATH. Ev-
idence shows that managerial changes in Iran have gener-
ally led to the non-implementation of policies or their in-
complete implementation (65). In this regard, health social-
ization plans were carried out very rarely and almost aban-
doned with the change of the Minister of Health. The results 
of the present study showed no necessary infrastructure for 
intra- and intersectoral collaboration, while multilateral and 
intersectoral collaboration is necessary to promote health 
and social well-being and achieve the SDGs (66, 67). In this 
regard, a successful implementation of the family physician 
plan along with public health coverage occurred in Turkey 
by providing appropriate conditions and necessary infra-
structure (68).   

In the Finnish social health approach model, integrated 
health care and social services are provided by local munic-
ipalities. The Alliance model is for providing health and so-

cial care through the collaboration of various service pro-
viders from the public and private sectors and local author-
ities. However, highly decentralized services are provided 
by state municipalities after decision-making based on cit-
izens' needs, and with poor central government guidance 
(69). However, the top-down policy-making process and 
centralized, hierarchical political system in Iran preclude 
the involvement of NGOs and the private sector in the pol-
icy-making process.  
Regarding macro aspects, economic issues were the main 
obstacle to the implementation of TSATH because of the 
extensive and harsh international sanctions.  

Most people in society do not participate in health pro-
motion programs because they do not view health as a pri-
ority due to rising inflation, a severe fall in per capita in-
come, declining household purchasing power, poverty, and 
livelihood issues (70). The creation and execution of anti-
poverty policies are crucial for the implementation of 
health-oriented programs and lifestyle changes for those 
living in poverty (71). 

A shift in the pattern of growth and social well-being in 
India, for instance, can be attributed to the adoption of a 
sustainable livelihood strategy that prioritizes antipoverty 
policies (72).  

About sociocultural factors, rising unemployment and 
employment, and income inequality, especially among 
women, are among causes of apathy and social non-partic-
ipationv (73) in government programsv (74). In this regard, 
we can refer to the model of Russia's social approach, 
which is based on the elimination of poverty through a tar-
geted and merit-based social protection policy, improving 
health and quality of life, and Fair employment. In the case 
of gender equality, we can mention the successful policy of 
gender responsive budgeting and increasing women's par-
ticipation in political and economic activities in Russia 
(75). 

  In addition to decreasing social involvement (76), inef-
fective managers, a lack of accountability, rent, and corrup-
tion in the government have also led to a severe fall in the 
nation's social capital (77, 78) and public mistrust of offi-
cials. Research points to a connection between high social 
capital and acceptable levels of social participation in sus-
tainable communities (79). By establishing robust demo-
cratic institutions and ensuring accountability and transpar-
ency in decision-making, India's social health strategy ex-
emplifies good governance. This methodology promotes 
health literacy, implements a sustainable livelihood plan, 
and uses a social support strategy (80). A coordinated, mul-
tidimensional, and participative strategy to addressing po-
tential health hazards is the One Health Master Plan, which 
is founded on the positive interactions between humans, an-
imals, and ecosystems (81).  

Many programs, notably TSATH, were implemented 
with less participation because of the Iranian health sys-
tem's hierarchical and centralized structure (82). Based on 
national development initiatives, Ecuador's social approach 
to health prioritizes civil rights, democracy, social welfare, 
and the advancement of socioeconomic indicators. The 
Buen Vivir (Good Living) program, which is the corner-
stone of this strategy, has advanced societal participation in 
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decision-making and suitable lifestyles, such as citizenship 
and democracy, through creative performing arts like street 
circuses (83).  

 
Conclusion 
Health systems must be sufficiently prepared and resili-

ent to deal with emerging diseases to manage health risks 
and the growing demands of the population. To maintain 
global health, community-based and integrated approaches 
to this problem are needed. TSATH is undoubtedly essen-
tial to deliver, maintain and improve health status in com-
munities and work towards the SDGs. Iran has not fully ad-
dressed TSATH, a multi-sectoral and multidisciplinary 
problem with multiple aspects and components. 

Despite implementing initial plans, Iran still has a long 
way to go before implementing TSATH. 

Factors such as centralized governance of the health sys-
tem, lack of evidence-based policymaking, insufficient re-
sources, government incompetence, corruption and lack of 
accountability, conflict of interest, reduced social capital, 
low social participation, and insufficient cross-sectoral col-
laboration are the most important obstacles to TSATH. 

In order to create a sustainable livelihood plan, especially 
for the low-income deciles of society, create jobs, and spec-
ify the social and professional obligations of health-related 
organizations as well as how they collaborate and interact, 
it is essential to create an integrated document and a com-
prehensive TSATH plan. 

 
Suggestions for Further Studies 
Investigating and determining the necessary infrastruc-

tures for full intersectoral cooperation and effective social 
participation in TSATH. 
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