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Abstract 
    Background: Providing coordinated services and forming appropriate cooperation among the members of the health team have a 
significant impact on other aspects of service provision, including accessibility and continuity of services.  
   Methods: In this study information was obtained from a national study titled, "Evaluation of Primary Health Care in Iran", and 
framework analysis was conducted from the perspective of interprofessional cooperation status using the Amour model based on 5 
underlying concepts of sharing, partnership, power, interdependency, and process. This is a mixed-method study of the transformative 
sequential type. In this study triangulation method was used, and data were collected by the Primary Care Evaluation Tool (PCET), 
interviewing experts and executive directors, and systematic review of the Primary Health Care (PHC) challenges in Iran.  
   Results: The challenges of the PHC system in Iran are analyzed for providing coordinated care in the form of multidisciplinary 
teamwork based on the Amour model. The corresponding solutions for improving challenges of the concept are also presented.  
   Conclusion: Based on the findings of this study the followings are suggested: sharing a collective specialized outlook; designing an 
integrated information system; improving the educational system through providing on-the-need academic education; strengthening the 
cooperation of community representatives and people's trustees in providing care; developing interdepartmental partnerships with related 
organizations with collective interests; moderating the workload of human resources; using electronic health records and automated 
referral of individuals in addition to appropriate training and promoting the culture from the existing philosophy of primary health care; 
highlighting the role of service providers as members of the care team; eliminating factors causing instability of suppliers, plans, and 
programs; and stability in the management approach despite changes in senior management. 
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Introduction 
The decision of the international community to adopt the 

"primary health care" approach in 1978 led many countries, 
including Iran, to reform their health care (1, 2). The most 

important part of the health system and socioeconomic de-
velopment in each country is primary health care at the 
community level, and different countries have given prior-
ity to its improvement (3). Accordingly, the evaluation of 
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↑What is “already known” in this topic: 
Cooperation of health care providers has attracted much 
attention in the recent years; and some models and frameworks 
emphasize different components and functions of this 
cooperation. Acknowledging the status of each component and 
function helps to enhance the intragroup and between group 
cooperation, affecting the quality of the services delivered by 
health care teams.   
 
→What this article adds: 

In this study a comprehensive viewpoint is taken to evaluate the 
cooperation of care givers by using the Amour model and 
recommendations are proposed based on the model that tries to 
respond to all required components, functions, and 
considerations.  
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primary health care plays an important role in its reform 
process and helps policymakers to lead primary health care 
towards better achievements (4, 5). 

According to the model presented by the World Health 
Organization (WHO), to evaluate how service is provided 
in a health care provision system, the 4 main dimensions of 
accessibility, continuity, comprehensiveness, and coordi-
nation of services are evaluated (6). Given the importance 
of primary health care, the coordination of services at this 
level is an important element in providing appropriate 
health services. Coordination is one of the most important 
requirements for the success of a primary care system in 
each country; and over the last decade, care provided in the 
form of multidisciplinary and interdisciplinary teamwork 
has been given widespread attention (7-9). Coordination in 
health care means providing a coordinated set of care and 
information that patients require, and it refers to how the 
provision of services is logically arranged (8). 

Multidisciplinary care, such as primary health care, in-
volves the provision of services by those with different spe-
cializations who operate under the guidance of a holistic 
core. This interdisciplinary activity enhances cooperation 
and relationships and creates a convergent provision of ser-
vices. In defining the coordination of service provision, ser-
vice recipients are also considered to be part of the team 
(10), so their function is effective in enhancing cooperation 
and coordination among members of the health team. The 
combination of health teams, mutual understanding of 
roles, and service providers’ same perception of coopera-
tion and group work are the key factors in increasing the 
effectiveness of provided services to the community (9, 
10). 

According to the Alma-Ata Declaration, the provision of 
adequate primary health care and compliance with the re-
ferral system depend on the human resources in that they 

should be trained to work as a health team to meet the com-
munity’s health needs (11). Specialization and focusing on 
separate professions lead to incoherence in the providers’ 
services, and, as a result, team members will not be able to 
have a holistic and comprehensive attitude (9). Some stud-
ies have found a relationship between the proper teamwork 
and the quality of service (12). The provision of effective 
primary health care depends so much on the cooperation of 
service providers that mature health systems are increas-
ingly focusing on interdisciplinary and multidisciplinary 
teams for providing primary health care (13-15).  

Comprehensive, continuous, and coordinated provision 
of service as an interdisciplinary and multidisciplinary team 
is the main way to meet the current and future needs of the 
population (16). Countries whose primary care systems are 
sustainable enjoy a better health status at a lower cost (17). 
One of the main factors behind the achievement of a pri-
mary health care system is the use of multidisciplinary and 
multicarrier teams (18). Such teams can plan to respond to 
the health and social needs of individuals and provide more 
coordination for care provision (19). 

So far, different models have been presented on improv-
ing the cooperation of the providers in the form of working 
teams. A comprehensive model in which various models 
were used was presented by Amour et al in 2005. Accord-
ing to this model, there are 5 main components for provid-
ing interdisciplinary and multidisciplinary cooperated 
teamwork, including sharing, cooperation, interdepend-
ence, strength, and evolution (10, 20) (Fig. 1).  

Sharing includes sharing a common specialized outlook, 
philosophy of care, values, data, responsibilities, decision-
making, planning, and interventions among care team 
members.  

The partnership enables 2 or more providers to achieve a 
set of collective goals (team goals) based on honesty, trust, 

 
Fig. 1. Main components of the coordinated interdisciplinary and multidisciplinary provision of care, adapted from the model of Amour (10, 20). 
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and respect in such a way that each person from each disci-
pline knows and respects the scope and perspective of other 
group members. 

Interdependency indicates the interrelationship between 
the members of the service providing team and that each 
person with any specialty and discipline is dependent on 
others. The formation of cooperation requires experts to be 
dependent on each other rather than work independently, 
which results from their collective desire to meet the needs 
of the recipients. 

Power refers to the equal distribution of power among the 
team members, based on knowledge and experience (not 
based on the job title or position), with everyone believing 
in and respecting the power of other team members. 

Process refers to the fact that providing coordinated care 
in cooperation with team members is a process that evolves 
dynamically over time. The experience of teamwork helps 
individuals to dynamically correct deficiencies and im-
prove teamwork and coordination. 

The purpose of this study is to examine the status of co-
operation in the provision of primary health care in Iran. 
Accordingly, it is important to pay attention to the structure 
of service provision and the composition of the care team 
in Iran. The primary health care system in Iran is comprised 
of 3 levels: health and medical networks, medical sciences 
universities, and the Ministry of Health and Medical Edu-
cation (21). 

In Iran, the PHC service provider is called the health 

team, which provides services with a varied combination of 
members in different health care structures (Fig. 2). This 
team includes the director of the center, family physicians 
or general practitioners, family health care experts/profes-
sionals, environmental or career health worker/expert, mid-
wives, nurses/Behvarz (Behvarz is the Iranian rural health 
worker working in health houses), health caregivers, and 
admissions technicians (22).  

The present study is conducted to evaluate the current sta-
tus of cooperation in Iran's PHC system from the perspec-
tive of Amour’s 5-construct Model and to identify the chal-
lenges in this field. 

 
Methods 
PCET tool: This study is a part of a national project 

(Evaluation of the Primary Health Care System in Iran). In 
this national project all aspects of primary health care in 
Iran have been evaluated based on the Primary Care Eval-
uation Tool (PCET), developed by the World Health Or-
ganization. The tool includes dimensions of service provi-
sion, stewardship, financing, and resource generation. In 
the service provision dimension, this model evaluates the 
cooperation of service providers, accessibility to services, 
comprehensiveness, and the continuity of service provision 
(23). Given that cooperation and coordination are the pre-
requisites to the achievement of continuity and accessibility 
to care (14), this study focuses specifically on the results of 

 
Fig. 2. The health care structure in Iran 
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this area. The study is a combined form of sequential trans-
formative method in which quantitative and qualitative data 
were collected irrespective of the order; then, the data were 
analyzed (24). In this study, triangulation was used in the 
methodology. Surveys were performed to identify the vol-
ume and magnitude of the related challenges and interviews 
with experts were conducted to collect their views. Also, 
challenges of the PHC were studied in Iran through the sys-
tematic review of other studies. In this study an analysis of 
the framework was conducted using the data from 3 phases 
of the survey, expert interviews, and systematic review us-
ing the Amour model. Quantitative data were collected us-
ing questionnaires in 5 provinces (Kerman, East Azarbai-
jan, Khuzestan, Fars, and Mazandaran) of Iran. In the se-
lection of provinces, the geographical location and model 
of primary health care providers were taken into account. 
The data gathering tool in this part of the study was a ques-
tionnaire of the PCET model, which was customized based 
on the context of Iran and in 3 main groups of national ques-
tionnaires, providers, and recipients of services. The tool 
was customized with the participation of PHC stakeholders, 
including service deliverers and policy-makers to ensure 
the validity of the tool. Also, the alpha Cronbach was 0.87 
showing the reliability of the tool. Sampling was done us-
ing a multistage classified method. The sample size was es-
timated to be 4017 according to the guideline for imple-
menting the PCET tool (5 to10 patients per physician and 
community health workers (Behvarz)). Of this sample size, 
200-250 physicians were selected. Also, 5-15 patients were 
considered for each physician and the questionnaires were 
distributed in person by the questioner. Finally, 3447 ques-
tionnaires were completed by service recipients and 570 
were completed by the main providers of services, includ-

ing urban and rural family physicians, general medical phy-
sicians, and the community health workers (Behvarz). 
Quantitative data were analyzed using SPSS16 software. 

Interview with experts: Subsequently, 30 experts were in-
terviewed about the challenges of cooperation and coordi-
nation of health care providers in the primary health care 
system. The participants were selected purposefully and in-
cluded network managers and heads of health centers, fam-
ily physicians, and general practitioners. Interviews were 
recorded after consent was obtained from the participants. 
After transcribing the interviews, data were analyzed 
through content analysis. 

Systematic review: A systematic review study was con-
ducted to determine the challenges associated with the pri-
mary health care system in Iran. For this purpose, a search 
was performed in PubMed, Scopus, Google scholar and in 
Persian databases, including SID, Magiran, and Google 
scholar, without a time limit using the appropriate combi-
nation of the following keywords and their Persian equiva-
lents:  

((Primary health care) or (PHC) or (health care) or (health 
system) or (family physician)) 

AND 
((challenge) or (limitation) or (weakness)) 
AND 
Iran  
The obtained studies were screened in 3 stages (review 

of title, abstract, and full text). All systematic review steps 
were separately performed by 2 individuals. Content anal-
ysis method was used to analyze the results of the selected 
articles. The PRISMA diagram of the systematic review 
study is presented in Figure 3. Also, the papers obtained 
from the systematic review are presented in the Appendix. 

The findings of the 3 methods for analyzing the status of 

 
Fig. 3. The PRISMA flow diagram of the systematic review part  
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cooperation and coordination of the service provider team 
were analyzed based on the Amour model of cooperation. 
The framework analysis conducted from the perspective of 
interprofessional cooperation was based on 5 concepts of 
sharing, partnership, power, interdependence, and process. 
Some recommendations are suggested to improve the co-
operation of Iran PHC system cooperation.  

 
Results 
The challenges associated with coordination in the pri-

mary health care system of Iran are shown in Table 1. The 
subcodes have been developed based on the framework 
analysis of the results derived from the study processes us-
ing the Amour model as the based framework.  

Example of sharing, as appropriate sharing of these items 
between providers and recipients of services is helpful in 
providing coordinated care and strengthening cooperation 
in the health team. 

The lack of a common professional perspective among 
the caregivers of the health team and the predominantly 
therapeutic attitude of physicians and other members of the 
health team are among the challenges of creating coopera-
tion and coordination. Differences in attitude lead to poor 
interaction between service providers. 

"Some family physicians consider themselves in a higher 
position than other team members and they only deal in 
treatment (not prevention) process." 

Table 2 shows physicians’ awareness of the principles of 
primary health care. More than half of the physicians stated 
that physicians have limited or moderate knowledge of the 
issue. 

The weakness in informing service providers about new 
programs and the unintegrated production and dissemina-
tion of data will prevent proper data and information shar-
ing. Also, malfunction in the statistics and information sys-
tem results in inappropriate data sharing. 

Some other aspects of sharing data and information are 
presented in Table 3. 

The weakness in the educational system and the lack of 
community-based training, including academic education, 
preservice training, and in-service training are among the 
challenges that affect the level of awareness of family phy-
sicians and general practitioners in their duties. The results 
obtained in this area are presented in Table 4. 

Service recipients, as part of the health team, require re-
ceiving adequate and essential training. Failure to pay at-
tention to this issue has a great impact on how the referral 
system is observed. 

 
Table 1 .The challenges of cooperation in the primary health care system of Iran, based on the dimensions of the Amour model 

Main Class Subcode Article Findings Systematic 
Review 

Inter-
view 

Sharing Philosophy of Care Focus on treatment (instead of prevention) in some members of the 
health team (25) 

* * 

Weak interaction among the team members due to differences in atti-
tudes 

 * 

Little attention of physicians of the health team to health issues and 
their willingness to refer patients 

 * 

Programs Poor sharing of new programs (26 and 27) *  
Data and Information Unintegrated production and dissemination of data  (25) *  

Failure in the system of statistics and information (25, 28, 29, 30, 31, 
32) 

*  

Education Weakness in the educational system (33, 34, 28, 25, 26, 29) *  
Non-community-based education (29, 35) *  

Partnership Inter-departmental Co-
operation 

Inappropriate interdisciplinary cooperation (28, 25, 36, 37, 38) *  

Intra-departmental Co-
operation 

Inappropriate Intradepartmental Cooperation (39, 25, 27, 38) *  

Dependency Infrastructure Heavy workload (25, 40, 41) * * 
Shortage of human resources (42) * * 
Poor use of related technologies  * 

Forming the Relation-
ship 

Non-observance of the referral chain (42, 26, and 29) * * 
Weak cooperation in the implementation of the referral system  * 

Power Service Providers Deficiency in Empowerment, Knowledge, and Skill of the Manpower 
(25 and 38) 

*  

The Patronizing attitude of some service providers  * 
Service Recipients Not paying enough attention to empowering people (25) *  

The inability of the patient to choose a physician (26, 4, 4) * * 
Service recipients’ physician-oriented attitude  * 

Evolutionary 
Process 

Human Resources Job instability (39, 3 3 , 26 , 3 6 , 29 , 3 7 , 41) * * 
Physicians’ and staff’s desire to continue education (25, 40, 41) *  

Programs Poor stability of programs  * 
Lack of proper definition of work processes  * 
The novelty of some programs  * 

 
Table 2. Physicians' awareness about the principles of primary health care 

Level of Awareness Rural Family Physician Urban Family Physician General Medical Practitioner 
Low  16.6 % 42.4 % 16.7 % 
Moderate  63.3 % 22.8 % 38.9 % 
High 20.1 % 34.8 % 44.4 % 
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"Most patients see centers exclusively as a place to get 
the referral letter. It seems when the health team is mostly 
young, patients won’t trust them." 

Rural and urban family physicians and general practition-
ers believe that respectively in 34.5%, 54.3%, and 31.8% 
of the cases, cultural barriers account for individuals who 
do not benefit from the care. 

 
Partnership  
Intersectional partnership: Table 5 shows some im-

portant aspects related to the status of relationship with the 
community. 

Internal partnership: One of the challenges of interde-
pendency in cooperation was the limited involvement of all 
stakeholders in decision-making and enacting legislation 
related to PHC. "Unfortunately, policymaking is done for 
health behind closed doors." The participation status of 
family physicians and general practitioners in decision-
making and policymaking is shown in Table 6.  

Among other issues related to intradepartmental cooper-
ation is holding regular meetings between service providers 
at the first level and between the first and second levels. On 

average, 20% of the urban family physicians and 10% of 
the general practitioners of the city consult a specialist. 
Also, 64% of the community health workers (Behvarz) 
stated that they consult a family physician in most cases and 
71% of them consult midwives on a monthly basis. 

 
Interdependency  
Infrastructure: Lack of human resources and heavy 

workload are among the infrastructure challenges in the de-
pendency axis. Failure in completing a task in one part of 
the care chain due to a high workload causes disruption in 
providing care. 

"The overwhelming majority of organizational posts are 
non-executive, and there are no recruitment permits." 

The lack of proper access to some of the required equip-
ment is another challenge to comply with dependency. The 
number of equipment items available to physicians, based 
on at least 44 items of equipment, is presented in Table 7. 

Forming the relationship: The development of proper re-
lationships in the primary health care system occurs with 
the proper formation of the referral system (43). Service 
providers and recipients need to comply with the referral 

Table 3. Data and Information sharing status 
The Title to be Reviewed Behvarz Rural Family 

Physician 
Urban Family 

Physician 
General Medical 

Practitioner 
Sharing information related to a person referenced to a higher level  46% 26% 61% 23% 
Having the essential information of patients (from the perspective of 
patients)  

- 17% 19% 18% 

The knowledge of the lower level service provision of the results of 
the treatment at a higher level  

66% 38% 59% - 

 
Table 4. Physicians' awareness about their duties from their own point of view 

Level of Awareness Rural Family Physician Urban Family Physician General Medical Practitioner 
Low 11.5 13.5 11.2 
Moderate 52.5 23.6 72 
High 36 62.9 16.8 

 

 
Table 5. The status of contact with the community on the provision of primary health care from the perspective of physicians 

Contact Action  Rural Family  
Physicians 

(%) 

Urban Family  
Physicians 

(%) 

General Medical 
Practitioners 

(%) 
Interviews or polls from community representatives  46.8 23.9 25.2 
Surveys at the community level  40.3 15.2 13.2 
Regular meetings with local authorities  76.3 52.2 55.6 
Contacting provincial organizations that are in contact with a wide range of the popula-
tion  

51.1 12 23.2 

Contacting organizations or providers of religious services  47.5 29.3 27.8 
Contacting local groups or trustees at the community level  71.9 64.2 42.4 

 
Table 6. Physicians’ participation in decision-making and policymaking related to PHC 

Participation 
level  

Rural Family Physicians (%) Urban Family Physicians (%) General Medical Practitioner (%) 

Never  39.6% 16.25 53.85 
Sometimes  36.7% 40 46.15 
Usually  20% 43.75 0 

 
Table 7. The number of available equipment items of the 44 items 

General Medical Practitioner (%) Urban Family Physician (%) Rural Family Physician 
(%) 

Number of Equipment 
Items 

17.2 42.4 10.1 Less than 20 items  
28.5 19.6 20.1 20-27  
34.4 19.6 44.6 28-35  
17.9 18.4 25.2 36-44  
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system and there are problems in this regard. 
Taking a turn from a higher level of service before refer-

ring to the first level of care, referring patients to the first 
level only for getting the referral form, and individuals’ in-
sistence on receiving a referral form are instances of non-
compliance of service recipients with the referral system. 
The results of this study showed 63% of patients reported 
they sometimes made an appointment with a specialist prior 
to visiting a family physician, and 74% of patients said they 
would make an appointment with a family physician prior 
to visiting a community health worker (Behvarz). 

Of the community health worker (Behvarz), 43% said 
people always refer only for the referral form, while 68% 
and 72% of rural family physicians and urban family phy-
sicians stated people sometimes refer only to get the referral 
form. 

Also, 42% of rural family physicians and 13% of urban 
family physicians stated that patients insist on receiving re-
ferral forms in unnecessary cases. From the viewpoint of 
more than 90% of service providers, patients have a low or 
moderate awareness of primary health care. 

The rate of receiving a feedback from a specialist for all 
the patients was very low in all 3 categories of rural family 
physician, urban family physician, and the general medical 
practitioner, which is another challenge of coordination.  

Moreover, 100% of patients referring to the community 
health workers (Behvarz) reported that upon asking for a 
form (in unnecessary cases), the Bahvarz would immedi-
ately give them the form, while patients referring to rural 
and urban family physicians stated that they received the 
form in 95% and 58% of the cases, respectively. 

Furthermore, 39% of urban family physicians and 47% 
of rural family physicians stated they do not use referral 
forms for all referrals. 

 
Manpower  
Service provider: Defects in the appropriate empower-

ment of the health team result in an unbalanced distribution 
of manpower among the various providers of service. From 
the viewpoint of service providers, especially nonmedical 
providers, this balance is not observed in the team. Also, 
the hierarchical and patronizing attitude of the members of 
the health team will lead to imbalance. 

Service recipients: Failure to pay enough attention to em-
powering people as members of the health team is a power-
related challenge among the recipients of service. For ex-
ample, 78.45% of the patients referring to the urban family 
physicians had chosen their physicians while the rural fam-
ily physician is assigned to a population and there is no 
other choice for the people. Also, 52% of patients referring 
to rural family physicians do not know whether they can 
change their family physician. Also, people do not have 

much knowledge of their rights or principles of primary 
health care. Table 8 shows the amount of recipients’ 
knowledge about PHC principles from physicians’ point of 
view and mostly in all 3 categories of service delivery (ru-
ral, urban, GP), which is low or moderate in rural areas but 
a little better in urban areas.  

 
Process 
Manpower: Job instability, physicians and staff’s will-

ingness to continue education and low stability of man-
power and job security are also among the challenges men-
tioned. 

"Physicians stay in the village for a short time, which ne-
cessitates manpower, wastes time, and incurs costs." "Un-
fortunately, assistants are constantly replaced, which 
causes problems." Also, some service providers mentioned 
low job security. "We do not know whether our contracts 
will be renewed for the next year." 

Plans and programs: Weakness in the stability of pro-
grams and the novelty of the urban family physician plan 
disrupts the integration of programs. Also, the lack of a col-
lective outlook or a long-term plan will reduce the stability 
of plans and programs. "Extensive changes in the manage-
ment system are alarming, and as governments change, the 
previous programs will also change." 

A summary of the solutions suggested in this study to 
strengthen cooperation in primary health care in the form 
of interdepartmental teams and multidisciplinary teams are 
presented in Figure 4. 

 
Discussion  
Providing harmonized primary health care in Iran faces 

such challenges as the lack of a specialized outlook, the 
lack of integrated, up-to-date and easy-to-use information 
system, weaknesses in the training of the care team, failure 
to take into account the role of service recipients as mem-
bers of the care team, unbalanced distribution of manpower 
among members of the care team, low participation of ser-
vice providers in decision-making and policymaking, 
weakness in the implementation of the referral system, de-
fect in the evolutionary process of care due to the low sta-
bility of programs, low interdepartmental participation, and 
poor relationship with the representatives of the community 
and local trustees. 

In Iran, health system is integrated with medical educa-
tion system and medical universities are responsible for 
both of them. Because of this integration the health provid-
ers have a good opportunity to fill the gap between theoret-
ical knowledge & professional practice (44). The provision 
of coordinated care requires the establishment of appropri-
ate cooperation between recipients and providers of ser-
vices, and the role of service providers as members of the 

 
Table 8. Patients’ knowledge of the PHC principles from physicians’ point of view 

knowledge 
Level  

Rural Family Physician (%) Urban Family Physician (%) General Medical Practitioner (%) 

Low  75.5 45.7 55.0 
moderate  22.3 46.7 44.3 
Much  2.2 7.6 0.7 
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care team needs to be seriously considered (7). An im-
portant challenge in providing coordinated care is the lack 
of a collective outlook among service providers and recipi-
ents. Differences in providers’ attitudes on the one hand 
and low awareness of service recipients on the other have 
created some challenges. By defining a collective outlook, 
the same conception of the philosophy of care is created 
among the providers and recipients. 

Modifying the therapeutic attitude of providers, espe-
cially the newly graduated, will have a significant impact 
on improving coordination among the service provider 
team. Also, by increasing the general public's awareness 
about the position of the family physician and the philoso-
phy of health care, their greater cooperation in observing 
the referral system will be facilitated. In addition to defin-
ing the outlook and appropriate training, suitable incentives 
and punitive mechanisms are necessary for the proper re-
ferral of people at different levels of care for both providers 
and recipients of services (13). 

An up-to-date, integrated, and easy-to-use information 
system is essential to enhance the sharing and exchange of 
information (45, 46); as a result, many of the current chal-
lenges, such as family physicians’ not being informed of 
the results of specialist treatment, not sending patient rec-
ords to specialist physicians, and patients’ insistence on re-
ceiving referral forms in unnecessary cases will be tackled. 
As shown in the diagram attached, among the challenges of 
sharing information in Iran are sending the information of 
the individual referred to the specialist and the degree of the 
family physicians’ awareness about the specialists’ treat-
ment. Based on the obtained results about this challenge, 
the development of a patient management program is sug-
gested, which includes the use of electronic health records, 
routing for patients at different levels of care, and training 
case managers and coordinators in hospitals. 

Attracting increased community support will be possible 

by cementing the relationship with local groups, organiza-
tions, representatives, and local authorities (9). To 
strengthen intradepartmental cooperation, it is necessary to 
see the process of participation of service providers in de-
cision-making and policymaking as an implementation 
layer (6).  

Organizing regular and targeted joint meetings with dif-
ferent providers, including family physicians, community 
health workers (Behvarz), caregivers, midwives, experts, 
and other staff will help share experiences, information, 
and knowledge, and resolve collaborative challenges. To 
increase the effectiveness of these meetings and to make 
them more purposeful, sharing professional experiences 
and methods of improving the quality of service should be 
prioritized and meetings should be held between different 
providers of PHC. Although Iran’s public sector share of 
total health expenditure is lower than the average of the 
middle-income countries (47), study of technical efficiency 
in health production showed Iran ranked 12th in terms of 
the efficiency score among the 36 middle-income countries 
(48). Comparisons of the results of the evaluation of the 
meetings of Iranian service providers with other countries 
using the PCET assessment tool are presented in the at-
tached graph (Graph 1). 

Another challenge for primary health care is the shortage 
of manpower (49, 50). Because roles and tasks complement 
each other in the health team, weakness in one role creates 
a malfunction in the others. 

The other challenge to the proper cooperation of the ser-
vice team is the failure to comply with the referral system. 
Different tasks in different levels of service delivery have a 
high interdependency that can be coordinated through the 
referral system (22, 7). Factors affecting noncompliance 
can be divided into 2 broad categories of problems caused 
by community functioning and problems caused by the per-
formance of service providers. In the context of problems 
caused by the functioning of the community, factors such 

 
 
Fig. 4. Recommendations on improving Iran PHC collaboration, based on Amour conceptual model of interprofessional collaboration 
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mistrusting family physicians and general practitioners and 
misconceptions about specialization lead to a lack of proper 
observance of the referral system on part of recipients of 
services. Results of a health care utilization study in Tehran 
showed some people merely seek the form or stamp of re-
ferral, and they insist on getting a form or receiving unnec-
essary diagnostic services (51). Moreover, other problems, 
including failure to refer patients from the health houses to 
the health centers, omission of health houses from the re-
ferral system, admission of patients without referral at high 
levels of service, physicians’ little attention to health issues 
at the first level, and the desire of some physicians to refer 
patients instead of engaging in the treatment process, can 
be mentioned.  

Another challenge for the health teams’ coordination in 
Iran is the lack of proper distribution of manpower among 
health team members, including recipients and providers of 
services, which prevents the development of appropriate re-
lationships among the team members (52). The patients' 
right to choose the physician will make them more collab-
orative with the PHC system, and elimination of patroniz-
ing and top-down relationships in the service provider team 
can also help to strengthen cooperation and coordination. 

Challenges associated with the evolutionary process of 
providing care are categorized into 2 main groups of man-
power and plans and programs. Mechanisms to strengthen 
the process of cooperation, such as incentive mechanisms 
for the stability of physicians, support for the progress of 
service providers in the form of a health team, such as the 
recruitment of specialized physicians who were initially 
GPs into the care team, paying attention to the status and 

rights of service providers, promoting the necessary culture 
of the position of the care team in the community, and 
adopting a unified approach to plans and programs can be 
helpful. 

 
Conclusion 
Because of the increasing complexity of needs in primary 

health care and ever-increasing specialization, providing 
care in the form of multidisciplinary teams with different 
specializations seems necessary. Therefore, various spe-
cialists must work together in a team. To achieve this, con-
sidering the role of the recipient as a member of the care 
team is of high importance. There are several challenges in 
the provision of cooperative care in primary health care 
teams, including sharing the specialized outlook, plans, 
data, and information, how the team members participate in 
chain dependency of tasks and results, and the need for bal-
anced distribution of health manpower and empowerment 
mechanisms for team members. In addition, eliminating the 
instability factors in providing care is essential to increase 
the stability of the programs and to improve management 
approaches and manpower stability. 
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Graph 1. The comparison of some of the aspects of service provision in various countries based on the PCET Model (53-57) 
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Appendix.  Specifications of the selected studies on PHC-related challenges in Iran 
Type and methods of studies Tittle of studies Authors (year ) 

Qualitative / semi-structured interviews and 
small focus group discussions 

Barriers of referral system to health care provision in rural societies in Iran Eskandari M, et 
al. (2011-12) (16) 

Qualitative / semi-structured interviews Family medicine in Iran: facing the health system challenges Esmaeili R et al. 
(2014) (10) 

Qualitative / triangulation A comparative study of primary health care management in selected coun-
tries and designing a model for Iran 

Nasiripour A.A et 
al. (2009) (17) 

- Primary health care in the rural area of the Islamic republic of Iran  Malekafzali H 
(2009) (18) 

Cross-sectional / questionnaire Factors affecting leave out of general practitioners from rural family physi-
cian program: a case of Kerman, Iran 

Amiresmaili M.R 
et al. (2011) (19) 

Qualitative study / focus group discussions and 
semi-structured in-depth interviews 

Future of health care delivery in Iran, opportunities and threats Rajabi F et al. 
(2013) (20) 

Review article How can primary health care system and community-based participatory 
research be complementary? 

Sheikhattari P et 
al. (2010) (21) 

Qualitative / deep interview Islamic republic of Iran health system financing: weak and strength points 
with a qualitative attitude 

Ramezanian M et 
al. (2011) (22) 

National report 
 

Health in the 5th 5-years development plan of Iran: main challenges, general 
policies and strategies 

Vosoogh 
Moghadam A et 
el. (2013) (23) 

Qualitative / semi-structured focus group dis-
cussions (FGDs) 

Health information system in primary health care: the challenges and barri-
ers from local providers’ perspective of an area in Iran 

Yazdi-Feyzabadi 
V et al. (2011) 
(12) 

Debate article Health in the Islamic republic of Iran, challenges and progresses Bagheri Lanka-
rani K et al. 
(2012-13) (24) 

- Health system in Iran Mehrdad R 
(2009) (25) 

Cross-sectional / questionnaire (In Persian) In field survey of attractions and repulsions of family medicine: family phy-
sicians’ and medical students’ attitudes 

Khalafi A et al. 
(2012) (26) 

Literature review (In Persian) Family physician assessment implementation based on the model (SWOT) 
in Iran 

Asadi S (2013) 
(27) 

Semi-structured focus group discussions and 
document reviews (In Persian) 

The challenges of implementing family physician and rural insurance poli-
cies in Kerman province, Iran: a qualitative study 

Mehrolhassani 
M.H et al (2010) 
(13) 

Cross-sectional / questionnaire (In Persian) The cause of resignation of physicians from rural family physician program 
in 2012 

Sedighi S (2012) 
(28) 

Review article (In Persian) Overview of the performance of rural family physician in Iran Jabari A (2012-
13) (29) 

Cross-sectional / questionnaire (In Persian) Determining the causes of discontinuation of family physicians working in 
Mashhad university of medical sciences 

Mosa Farkhany E 
et al (2012-13) 
(30) 

Interviews and focus group discussions (In Per-
sian) 

Challenges and directions of public health development in Iran from the 
viewpoint of provincial health deputies and health center 

Damari B (2015) 
(31) 

- (In Persian) Primary health care in Islamic Republic of Iran Malekafzali H 
(2014) (32) 

Review and Comparative study (In Persian) Compare Comparative of Family Physicians system in Iran and other coun-
tries and investigating problems of Family Physician Program  

Javanbakht M 
(2011) (33) 

Descriptive cross-sectional / questionnaire (In 
Persian) 

Assessing the strengths & weaknesses of family physician program Jannati A et al 
(2009-10) (1) 

Phenomenological study / semi-structured in-
depth interviews (In Persian) 

Factors influencing family physician program from the perspective of the 
health team 

Bayati A et al 
(2012-13) (2) 

Cross-sectional / questionnaire and interviews 
(In Persian) 

Influencing factors on family physician retaining in Kohgilooyeh and Boyer 
Ahmad province, Iran in 2009 

Mosaviraja S.A et 
al (2009) (34) 

 
 


