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Abstract
Introduction: The Targeted Subsidies Law (TSL) was implemented in 2010 with a platform of improving equity
in the Iran’s society. One of the objectives of the TSL was improving equity in Healthcare Financing (HCF), but
a significant change has not occurred since then. The aim of this study was to analyze the challenges of the TSL
to equity in the HCF in Iran.
Methods: In this interpretive qualitative study, 31 policy makers and health system experts were interviewed face
to face from September 2014 to June 2015. A purposeful and snowball sampling method was used to select
participants. Also, a document analysis was conducted on upstream documents. Assisted by MAXQDA 10,
recorded interviews were transcribed verbatim and analyzed based on Framework Approach.
Results: Content analysis identified two themes and five sub-themes. Lack of justice in the healthcare system and
lack of equity in the total socioeconomic structure of Iran were sub-themes identified as barriers to equity in
HCF. Shortcomings in the formulation, implementation, and evaluation of the TSL were sub-themes identified as
barriers in the policy process. The TSL did not achieve its intended objectives in the health sector because of the
above- mentioned barriers,
Conclusion: The TSL, according to established goals, had no effect on the equity in HCF in Iran because of
problems in the structure of the health system, socioeconomic status, and the policy process. To reach a more
equitable HCF, it is advised that, when defining the related policies, various barriers be considered, such as those
identified in our research.
Keywords: government subsidy, healthcare financing, health planning support, policy making, socioeconomic
factors

1. Introduction
When equity and equality comes to as goals in an agenda, governments try to direct resources towards vulnerable
groups with the most need. For this purpose, various governments use different policies in different areas, such as
Income Distribution and Poverty Elimination Policies in the social sector (1) and Universal Health Coverage (UHC)
and Health Insurance Reforms in the health sector (2, 3). One of the useful policies for eliminating poverty and
improving social justice is subsidies. There are different definitions for subsidies. In the MacMillan Dictionary of
modern economics, subsidies are defined as governmental payments that cause pay gaps between consumers’ and
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producers’ costs (4). A study by the Organization of Economic and Co-operation of Development (OECD) defined
subsidies in general terms, considered targeted subsidies, as intervention of government in the market and supply-
demand cycle to support vulnerable groups and to promote the public welfare and economic development (5). All of
these definitions address subsidies to solve inequity at the national and local levels and between peoples.
Governments attempt to target subsidies for various purposes, such as decreasing the gap between the poor and the
rich, modifying income inequality, modifying income distribution, increasing economic stability, and improving the
society’s overall well-being (6). For many years, the Iranian economy has been under pressure because of energy
subsidies (7). The effects of the energy subsidies have been to increase the government’s budget deficit and to create
inflation, which were the main causes of increasing income inequality and decreasing social welfare (8). Given the
experience of other countries and the economic situation in Iran, including high inflation, unemployment, low
economic growth, low productivity of factors of production, an inefficient banking system, a weak private sector,
low purchasing power, class differences, corruption, and the lack of economic transparency, reforming Iran's
subsidy structure seemed necessary (7, 9-11). In 2010, the tenth government of Iran, in its “Economic Reform Plan,”
started to eliminate energy subsidies and replaced them with cash payments to the people. This plan was conducted
to balance seven main axes of Iran's socioeconomic structure, i.e., reform of subsidies, tax system, customs, banking
system, distribution of goods and services, national currency valuation, and productivity. The plan aimed to resolve
the fundamental economic problems, including the lack of sustainable economic growth, unemployment, inflation,
waste of resources, and the lack of social justice in the country (12).

Based on the World Health Organization (WHO) report 2000, to reach three main goals, i.e., responsiveness, health,
and fair financing, all health systems should act properly in their four main functions, i.e., stewardship, financing,
delivery of services, and creating resources) (13). To achieve these goals, several indicators were defined. One of the
indicators for identifying fair financing in the health system is the level of justice in Healthcare Financing (HCF),
which is measured by Out-Of-Pocket (OOP) expenses and the Fair Financing Contribution Index (FFCI) (14-16).
Iran does not have an appropriate position in either of the indicators for equitable HCF between similar countries
(17-19). One of the main purposes of TSL was to promote equity in society and in the healthcare system. To
improve social justice, the policy makers added article 7 to the TSL in which paragraph B mentions the development
and provision of social insurance, healthcare, security, and improved health and drug coverage and treatment of
particular diseases and incurable diseases. This paragraph of the TSR is especially about the healthcare system. The
main argument of this article and paragraph B are about how to use resources from TSL to improve coverage,
improve the healthcare system, and improve the services and drugs, which are known to be the most important
aspects that affect the health equity indexes (12). TSL was initiated on December 19, 2010. However, based on the
results of different studies, indicators of equity in HCF have not changed significantly (17, 20, 21). The aim of this
study was to identify and explore the main defects and challenges of TSL in order to achieve its goals in the
healthcare system four years after the implementation of the law. Equity in healthcare financing means that financial
risks are distributed based on households’ ability to pay (22). The results of the study, which was conducted by the
World Health Organization's Eastern Mediterranean office in Iran in 2005, showed that the Fair Financing
Contribution Index (FFCI) had a downward trend and the Catastrophic Health Expenditures (CHE) index had an
upward trend in Iran’s healthcare financing. Recent studies have shown that the CHE trend has not changed. During
the last decade, the share of Out-Of-Pocket (OOP) expenses for treatment increased from 3.8 to 9.6% of the total
costs (17, 21, 23, 24). So, according to the Targeted Subsidies Law’s (TSL’s) policy process and the status of equity
in the HSF of Iran, the purpose of this study was to determine the challenges and defects of equity in HCF in Iran
from the perspective of those who have the main influence over policies.

2. Material and Methods
2.1. Research design and setting
This interpretative, qualitative study explored the challenges of the targeted subsidies law in achieving its goals in
the healthcare system. To do so, we obtained the viewpoints of 31 stakeholders and experts in the economics and
health policy areas at the national level concerning the challenges of the targeted subsidies law in the health system
field. The data were collected from September 2014 to June 2015 (10 months).

2.2. Sampling
The purposeful and snowball sampling method was used to select the participants. They were selected based on their
relevant information about the health system, the Economic Reform Plan, and the Targeted Subsidies Law. The
positions of participants with respect to decision-making, formulation, and implementation of the reform now and in
the past decade were considered as including criteria. The number of participants was not determined in advance. In
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the study process, key informant participants were selected to interview to reach saturation in findings. Considering
that, the study’s policy question was important and complex, the number of participants was more than in other
studies. Participants were from the Parliament of the Islamic Republic of Iran (Majlis) and highly-informed
representatives of governmental organizations. Table 1 shows the position and characteristics of the participants.
Data collection continued until data saturation.

Table 1. Characteristic of research participant
Organization Position n
Parliament (Majlis) Seven members of parliament from related commissions and former

senior policy officials
7

Organization of Targeted
Subsidies (OTS)

- Former Director of OTS
- An expert from cash and non-cash subsidy office
- An expert from Department of Finance and Banking
- An expert from social security and treatment office
- Vice president of facilities and sartorial support

5

Ministry of Cooperatives, Labor
and Social Welfare (MoCLS)

- Director of Social Welfare Studies
- An expert from social welfare office of MoCLS
- Vice President of Director General of Social Welfare Studies

3

Islamic Parliament Research
Center (IPRC)

- Deputy of Economic Studies
- Senior Researcher of Management and Budget Office
- An experts of economic studies office

3

Social Security Organization
(SSO)

- Director General of Education and Research
- Head of the Department of Economy and Planning
- An expert from the Department of Economy and Planning

3

Central Bank of Islamic
Republic of Iran (CBIR)

- Head of the Monetary and Financial Institute
- Deputy of Economy of the Central Bank

2

Ministry of Health and Medical
Education (MoHME)

- Director of the Center on Budget and Performance Monitoring
- One of the senior deputies of the MoHME
- An expert from Center on Budget and Performance Monitoring

3

University professors - two university professors that had official position related to targeted
subsidy reform in the last decade

2

Management and Planning
Organization of Iran(MPO)

- A Senior Advisor to the President of the organization
- Secretary of the targeted section of the organization

2

Ministry of Economy and
Finance (MoEF)

- Deputy Economic Affairs of MoEF
- Director of the ministerial departments

2

2.3. Data collection and analysis
Semi-structured, face-to-face, in-depth interviews were conducted. The interview guide was designed by the main
team of the study and based on the objectives of the study, and it was tested on non-study participants to verify the
number and order of the questions in the study. Interviews were conducted based on the willingness of participants
in any place where they were set, and each interview time ranged between 30 and 45 minutes. Interviews were
recorded and then transcribed verbatim, and they were analyzed twice after the interview. In addition to the
interviews, some of the related documents were analyzed to understand the content of TSL and other related
concepts of subsidy in the context of Iran. The Framework Approach was used to analyze the data assisted by the
MACQDA 10 (VERBI software, Germany). Based on this approach, the data were analyzed in five stages, i.e.,
familiarization, identifying a thematic framework, indexing, charting or mapping, and interpretation. After coding
all texts and extracting issues and sub-themes, the main themes were created by interpretation of the content in
categories. Two researchers conducted coding to increase the validity. In addition, we asked researchers and several
faculty members who were familiar with the analysis of qualitative research to review some of the interviews, codes,
and extracted class to examine the validity of this coding.

2.4. Ethics statement
An introduction letter was prepared from the Tehran University of Medical Sciences (TUMS), and it was given to
the participants. All participants were informed about the purposes of the study before the interviews. Participation
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in the study was voluntary, and the participants were free to leave or stop the interview at any stage. Participants
were assured that the confidentiality of their information would be maintained. The Research Council in the School
of Public Health at TUMS approved the study (No. 9021557003, August 12, 2014).

3. Results
Two themes were extracted during the first stage of the analysis, i.e., “Factors affecting inequity in the health
system” and “Inappropriate policy making of TSL in the health sector.” Also, five sub-themes and 24 issues were
extracted from the interviews (Table 2).

Table 2. The thematic framework explaining the themes, sub-themes and issues
Theme Sub theme Issue
Factors affecting
inequity in the health
system

Health system structural
factors

- Lack of attention to equity
- The regressive HCF
- The high cost of treatment in comparison with healthcare
- Lack of unity in the financing strategy
- Inappropriate function of the insurance system

The Socioeconomic
factors

- High liquidity and inflation rate
- High income inequality
- Oil-dependent economic structure
- Lack of transparency of financial processes
- A large informal sector to the formal sector

Inappropriate policy
making of TSL in
health sector

Defects in formulation
of the policy

- Disconfirmation with basic rules
- Lack of attention to the health system experts opinion
- Weakness of theoretical concepts and models
- Lack of systematic approach to the result of law on health

system
- Lack of Empowerment Approach and domination of

results-oriented approach)
- Time limitation

Defects in
implementation of the
policy

- Non-compliance of the law implementation with the law
formulation

- Lack of attention to the inequality and equity in
implementation

- Lack of TSL resource allocation to the health sector
- Fragmentation of resources obtained from law
- Lack of needed economic and political infrastructures

Defects in evaluation of
the policy

- Simultaneous other economic and political events with
the law implementation

- Lack of appropriate indicators Shortages of targeted
subsidies law evaluation

3.1. Theme 1: Factors that affect the inequity in the healthcare system
The main defects that create barriers to the appropriate implementation of the equity in HCF are provided in this
theme. This theme was divided in two sub-themes, i.e., the health system structural factors and the barriers related to
the structure of the macro-economic system.
3.1.1. Structural factors of the health system
Based on the interviewees, some of the health system and health financing internal factors have created barriers for
improving equity in Iran’s health system. One of the main reasons of inequity in the HCF is lack of attention to
equity in the cost of resources by MoHME. Some of the participants stated that the health system was unable to
make the equity in its process because of weaknesses in its performance, and this is the cause of inequity in HCF.
“MoHME have to pay attention to the equity in the coasting of the resources … They have done many about but it
appears low, they most attention to equity at least in health financing” (a member of parliament). “Of course, there
are many reasons for HCF inequity; one of them can be an inappropriate performance of the health system…” (An
expert from MoHME). Regressive financing, in which poor people participate more than rich people in financing, is
a notable inequitable method of HCF. Some interviewees believed that Iran’s HCF is regressive and that this causes
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inequity in the system. “We know that Iran’s HCF is regressive, not proportional or progressive… this is the major
problem of our financing … with this method of financing, we give indirect subsidies to the riche not the poor …”
(A senior director from MoHME). Some of the participants stated that the high share of costs associated with the
treatment compared to the costs associated with healthcare in the Iran’s health system creates a moral hazard and
decreases the possibility of health resource management. This kind of mismanagement decreases the effects of
health system reforms. “If we spend more money in healthcare instead of treatment …MoHME can properly manage
its funds … can switch from fee for service to capitation payment method…” (Member of Parliament). In addition,
lack of clearer and precise strategy for financing is another factor that interviewees emphasized. “We saw a lack of
efficiency and inequity in the health system … I think this is because of lack of unity in financing strategies that….”
(An expert from SSO).
3.1.2. Socioeconomic factors of society
This theme is related to the main factors behind the health system structure, the socioeconomic context, which affect
the equity in HCF. The majority of the study participants stated that the inequity in HCF comes from macro
socioeconomic situation. Based on their views, when society has inequality and inequity in total socioeconomic
structure, we cannot expect equity in sartorial system or in the health system. “We have to look holistically to the
issue … the health system is a part of the society, so if we have problems in total social structure, these will flow to
sub sectors assuredly” (a director from MoEF). “…with inflation, unemployment and inequality in the overall level
of society …reducing of inflation and inequality in other sectors are impossible” (a deputy from CBIR). The high
level of liquidity in the community was one of the main points raised by study participants’ views. Interviewees
believed that wrong monetary and fiscal policies caused the high level of inflation in the community, which has
negative effect on sub-sectors of the society. One of the negative effects of high liquidity on the health system was
the rising cost of the healthcare system because of the changes in the formal and informal tariffs of health services.
“Iranian economic has one of the high levels of liquidity in EMRO …this caused high level of inequality in
community” (an advisor from MPO). “… Income inequalities in society rooted in the money supply and increase its
liquidity… inflation rate increases …the purchasing power of a currency becomes less and people allocate their
income to essential needs like food not to healthcare” (a deputy from MoEF). In addition to the inflation rate and
liquidity, the high level of income inequality was the main emphasis of the participants as factor that affected social
and health system inequality. Some of them mentioned that the Gini coefficient had a high level in Iran compared
with other countries in the region. “… income inequality rate had no more tolerance and different economic policies
had little effect on Gini coefficient… we have a high rate of income inequality today…” (A university professor).
According to the interviewees, the oil-dependent economy is the most important factor that affects equity in HCF.
Fluctuations in oil prices in international markets severely affect oil-dependent economies. The high share of the
Iran’s health system’s budget depends on the government’s public budget that comes from oil sales. Obviously, the
change in the price of oil affects the sector's budget, including the health system's budget. “Oil-depended economy is
our biggest problem… fluctuations in oil prices affects our economy…we do not plan to manage our resources” (an
expert from OTS). According to the interviewees, the lack of financial transparency is another deficiency in Iran's
economy that caused inequality in the community. Lack of financial transparency has a negative effect on the tax
system’s function and that is why Iran’s economy faced inequity. “Our tax system does not work properly,
especially in the area of identifying financial processes … harmful for social justice” (a deputy from CBIR).

3.2. Theme 2: Inappropriate policy making of TSL in the health sector
This theme refers to the main defects that occurred in the process of the policy in the health sector. For this purpose,
participants’ points of view were categorized into three sub-themes, i.e., formulations, implementation, and
evaluation defects of the policy.
3.2.1. Defects in formulation of the Policy
An important issue in the TSL formulation was non-compliance of the policy executive bylaw with the upstream
documents. Some of interviewees mentioned that the TSL formulation in the health sector must be in accordance
with upstream documents, such as the Comprehensive Social Security System. However, policy makers did not
consider it in developing its executive bylaws. “…Paragraph B of Article 7 of the TSL should be formulated in
terms of the Comprehensive Social Security System, …was not compliance completely… and there are more
difference between them…”( Senior health deputy). Lack of attention to health experts' views in the policy
formulation process was one of the important defects that some of the participants stated.
“They didn’t invite us to cooperate in the policy formulation and the policy was formulated without health expert
interventions…” (A senior director of MoHME). In addition to ignoring the views of experts, another defect to the
policy formulation was lack of theoretical principles and an appropriate model in the policy formulation process.
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Some of participants stated that there was no well-defined model available to formulate the law in the health sector.
“There was not any model for policy formulation…, especially in the health sector it was a big problem that it made
unpredicted problems for health system…” (A director of OTS). “…Theoretical principals that should support the
TSL formulation in the health sector were not strong enough…” (An expert from IPRC). Some participants
acknowledged that some of the reforms, such as TSL, created total structural failure. Accordingly, policy makers
should be cautious ahead about the consequence of implementation such policies. “Due to structural failure of
the…and TSL, the result of the policy implementation was unpredictable …this was a big problem in beginning of
policy formation” (an expert from MoCLS) “…we couldn’t find an appropriate model for TSL because structural
failure is unavoidable …” (a senior director from SSO). Some of the interviewees emphasized that the prevailing
view concerning the entire of the law was results-oriented, not empowerment-based, therefore, in formulating the
policy for the health sector, the prevailing view was focused on treatment rather than reforming the structure. “…one
of the reasons for failure of the law implementation… in the health sector was the lack of attention to structural
reform of the health system in formulation phase…” (An expert from OTS). “Result-oriented view was
dominated…, in fact; they wanted to treat the cause not reforming the structure” (a consultant from MPO). Time
limitation was another defect of the formulation of the law that some of experts noted. This limitation affected TSL
totally. “…TSL was prepared in a short time, which exacerbated the formulation error…” (a vice president of OTS).
3.2.2. Defects in implementation of the Policy
After the approving the TSL in Majlis in 2009, the law’s implementation was started in 2010. This theme is about
the main defects of the law’s implementation in the health sector. Many of the participants thought that the main
defects of the policy process in the health sector were non-compliance of performing and approving of the law. They
believed that the law was not correctly performed, because the implementation process completely differed from the
law that was approved by Majlis. “The law that approved in 2009 completely differs from what is implementing
right now… actually it isn’t TSL” (a member of parliament). “…I think because of the law deviation from approved
law... we didn’t achieve our goals for health system” (One of the vice president of MoCLS). Many experts believed
that this kind of the law implementation did not include important concepts, such as inequality and equity. In fact,
interviewees believed that the TSL failed to meet its objectives. Some of the experts stated that the implementation
method of the TSL exacerbated inflation accordingly; it is not based on justice. “…was created severe complications
and was increased pressure on public employee and exacerbated poverty… finally have had negative effect on
health system like other sectors” (an advisor from MPO). “This law was not equity based totally…” (A member of
parliament). According to the interviewees, because of incorrect implementation and non-compliance with the
formulated law, considered objectives, including the health system’s objectives, were not fulfilled. The major part of
the sources obtained from the TSL shifted to cash payment and no monet was left for other versions of the TSL or
for article 7 of the policy. “Article 7 of the TSL … has not been implemented until today because there was not
enough money” (an expert from OTS). “They didn’t pay for the health system from sources obtained from the TSL
…this was a major problem of policy implementation…” (An expert from OTS). Some of the experts acknowledged
that the government forced to use additional financial resources, such as the annual budget, to prepare sufficient
money for cash payment. A high level of cash payment to people increased the inflation rate, and this put vulnerable
households under pressure and caused income inequality more than before. “If total obtained resources from energy
price was equal with total cash payment, the effect of inflation were restricted. But cash payment was doubled and
inflation rate increased” (a deputy from IPRC). “In implementation, government had paid to all of the people equally
…goals was not achieved.” (An expert from OTS). Based on the interviewees’ opinions, fragmentation of the
resources obtained from the TSL was another reason for the limitations of the policy. The government, when faced
with a lack of resources for any policy, used TSL as the source of required resources. These were the main defects of
the TSL in achieving its objectives. “…Unfortunately, everywhere the government faced to budget deficit, the TSL
was the first resolve… This caused to fragmentation of the TSL…” (An expert from IPRC). Some of the participants
emphasized that the policy’s implementation must provide appropriate socioeconomic capacities, such as a low
inflation rate, lack of stagnation, and the possibility of controlling tariffs in favor of the manufacturing sector.
Nevertheless, at that time, these preconditions were not prepared completely. “…targeted subsidy is not
recommended in recession condition because it can make main risks to the country manufacturing …unfortunately
these were not considered at the start of the policy…” (A senior director of SSO).
3.2.3. Defects in evaluation of the Policy
Interviewees mentioned some factors about the TSL defects in the health sector that can be considered as policy
evaluation. One of those factors was concurrency of implementation of this policy and other political and economic
events. Among these events, the formation of broad sanctions against Iran and the increase of the exchange rate had
a greater impact on the Iranian economy. Some participants acknowledged that these events, especially broad
sanctions, had intereferring effects with the TSL, and, therefore, the evaluation of the policy was limited. “…One of
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the policy evaluation challenges, which make unclear the impact of the law, was that we was facing different
international sanctions…” (A director of MoCLS). “An important event took place at the end of the 2011 and early
2012, was a quick increase of exchange rate. This led to …the increase of total medicines and equipment costs
strongly…” (An advisor from MPO). Lack of a control group to compare with the case group to evaluate the
implementation of TSL was another defect in this area. In addition, some of the participants mentioned that there
were not similar international experience in this regard for comparing the results. “Policy evolution needs to targeted
groups to compare before and after about the effect of policy implementation… we hadn’t this in Iran and in the
world. In fact, we do not know if the TSL was not implemented what could be happened” (a senior director from
MoEF). In addition, the lack of appropriate indicators to assess the effects of the policy, especially on the health
system, was a factor that was emphasized in interviewees’ viewpoints. “Unfortunately, there was no index for the
policy evaluation … We do not know the exact effect of the TSL on agriculture… and healthcare system” (a vice
president of MoEF).

4. Discussion
This study offers a clear framework (5th sub-theme) to understand and analyze fair financing of health system
challenges in Iran based on the TSL implementations. In this part, the main HCF challenges faced by TSL in making
equitable HCF were discussed. Equity in healthcare financing is an important issue in all health systems, especially
in developing countries that have high rates of out-of-pocket (OOP) expenses. These countries formulate and
implement different policies to achieve fair financing of their health systems and to decrease CHE for households
(25-27). Lack of financial resources and inappropriate distribution of the available resources were some of the
important defects in the implementation of the programs and policies in the health sector to decrease CHE (28).
Iranian HCF, like other developing country, is no exception, and its HCF is unfair. Fair Financing Contribution
Index (FFCI) for Iran in different studies are regressive, showing the unfair HCF (18, 21, 29). Two studies by
Hajizadeh (2009 and 2010) considered Iran’s HCF progressivity and showed that it was regressive over the last
decade (17, 19). However, this means that the formulated policies for decreasing inequity in financing of the health
system have not been effective. Regressive HCF has a negative effect on the output of justice-based policies,
because it is one of the factors identified in Iran for the implementation of universal health coverage (30). Some of
the fair financing indices, such as CHE, were not decreased after the implementation of TSL, and this shows that
TSL had no effect on the health system (18, 21, 31). The health system’s weakness in the distribution of its
resources is another factor that caused unfair HCF. MoHME did not pay enough attention to equity and equality in
its resource distribution (32, 33). These disabilities are, to some extent, related to the lack of transparency in
financial processes. Financial transparency has more effects on the health system, and it can facilitate the process or
create barriers in achieving the desired goals. A 2011 study by Ibrahimipour, for instance, showed that one of the
barriers in running the universal health coverage system in Iran was the lack of transparency in the financial
processes of the health system (30). Our study concluded that, at the macro level of society, the lack of financial
process transparency was determined as elements of injustice that can have an effect on sub-sectors’ financial
transparency, as well as the health system. Structural reform of health insurance affects the health system’s outputs,
including HCF. Choosing an equitable insurance structure can decrease OOP payments (34). Health insurance’s
weakness was mentioned as one of the affecting factors on fair financing of the health system (35). In this study,
health insurance weakness was seen as an important factor that affected the health system’s structural weakness
concerning equity.  In this study, some of the socioeconomic factors were identified as important factors that
affected on the equity in HCF. There is more evidence of the association between socioeconomic factors, such as
economic capital (income inequality and financial stress) and health outcomes (36-38).  The importance of both
economic and social factors in health differences between countries was apparent. Economic factors were
determined as the most important factors in health differences than the other elements of the health system (39).

The high rate of inflation because of high rate of liquidity is one of the causes of inequality in society. The high
share of inflation rate in Iran is because of monetary and fiscal policies of the government (11). Furthermore, social
justice damaged by the high inflation rate because the fixed income revenue owners, such as retirees’ and
pensioners’ concessions, lose their purchasing power and poverty and social inequality will increase (40). In Iran,
where the annual budget and the economic status depends on revenue from oil exports (41), oil-price shocks can
have considerable effects on the economy. These shocks, negative or positive, change the inflation rate in society.
As noted earlier, the inflation rate has a negative correlation with income inequality. This income inequality is
spread at the community level and can be seen in other sectors of the society as well as in the health system. In
recent years, when the price of oil decreased dramatically, the oil exporting countries encountered more shocks to
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their economies. The negative shocks of oil prices decreased oil revenue, and this caused pressure on society
because of the budget deficit, which affected sectorial budgets, such as the health system, in an unfair manner. Every
time the government’s share of healthcare expenditures decreased, the health system offset its costs by increasing
OOP payments (42-45). In recent years, the government of Iran has implemented various policies to decrease its
dependency on oil export revenue. Some of these policies were based on optimizing the resource utilization. The
high share of per capita energy consumption and the payment of subsidies to energy had put the government under
budget pressure. These were the reasons TSL was formulated by Iran’s government. Phasing out subsidies has
several short-run and long-run economic impacts. Short-run effects of the policy are changing in prices of transport,
cost of production, household income and consumption, and the government’s budget. Changing in investment,
balance of trade, and other economic and social variables were considered as long-run impacts of phasing out
subsidies (46). TSL was based on liberalization of energy prices, so some experts believed that direct subsidies were
dependent on shocks in oil prices, and their fluctuations caused the government to be passive in policy formulation
and decision-making in the distribution of subsidies (6). Paying cash subsidies and gradual elimination of energy
subsidies were governmental strategies to promote the efficiency of energy consumption and to improve social
equity by protecting vulnerable groups (15). Theoretical principles emphasized that every general economic policy
affected other social sectors, including the health system (47). Accordingly, it was thought that based on component
of the policy, the TSL must have a positive effect on healthcare and social welfare. But the finding of the studies
showed that implementation of the TSL had a negative effect on population’s health behavior and the healthcare
system in general (6, 15).

In addition to defects related to policy formulation, the experts mentioned that the defects and problems associated
with policy implementation were the major factors in achieving the intended objectives of TSL. In fact, the law
implementation was generally different with what was formulated. and, because of this, except for cash payment,
other principles of the law were not considered. Based on the approved law (Paragraph A of Article 7 of the law),
the government, according to households income level, must share the resources that come from TSL (Up to 50% of
the resources) between income deciles (16). However, in practice, the government paid equal subsidy to the entire
population. In addition to the equal cash payment to the richest and poorest, lack of attention to the experts and
specialists was another policy process problem. According to the economic experts, the government had to provide
the administrative infrastructure for optimized implementation of the policy. One of the important parts of the
infrastructure was the population’s financial database. A reliable database leads to the correct identification deciles
and equitable redistribution of the resources (48, 49). This study showed that this shortage has created more
problems in the policy process. The lack of a database leads to an inappropriate tax system, and government
revenues will not be transparent and stable (50, 51). Health system for service delivery needs resources from the
government as Gross Governmental Health Expenditures (GGHE). Equal cash payment caused the deficit in TSL
resources, and, because of this, the government was faced with the problem of paying direct subsidies every month
(52). This caused the government to be unable to allocate approved budgets to health sector. One of the reasons for
inequity in the healthcare financing and increasing out of pocket is reducing of GGHE (53). A systematic approach
to the effects of the structural reforms and policy implementation is necessary (54). The policy formulation defects
intensified the policy implementation problems. The impossibility of simulating the results of TSL because of the
lack of tested appropriate theoretical concepts and models decreased the ability to create reasonable policies. In
order to simulate the results, we must model the theoretical principles. As a result, the lack of the theoretical
principles blinded policy makers to simulating the results of policy implementation. However, in the TSL
implementation according to this problem, there was no systematic approach to determine the effects of the the law;
instead, the results-oriented approach was dominant. This caused policy makers to fail to see the secondary effects
of the implementation of the policy on different sectors of the society. One of the results that the law enforcers
couldn’t predict was that individuals would spend their money on necessary needs, including food and housing,
instead of healthcare (11, 40). Some of the health system’s reforms, such as Family Physician, were piloted in parts
of the country. Nevertheless, the TSL without any previous experience was implemented nationwide. Some of the
experts emphasized that this was because of the time limitation in the policy process. The time limitation led to a
lack of focus on the effects of the law (55, 56).

After the Islamic revolution in 1978, Iran has always facing unilateral and multilateral sanctions. Coincident with
the issue of Iran's development of peaceful nuclear energy in 2010, western countries imposed severe sanctions
against Iran (57, 58). Furthermore, the exchange rate in the country, in a short time, increased and reached three
times its earlier level (10). Both of these events had special effects on the economy. These effects stunted the
evaluation of the TSL’s real implementation effects on society at large. Thus, there were no appropriate indexes to
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evaluate the policy’s effects on society or the health system. The lack of indexes led to more barriers for determining
the real effect of the policy. This is the first study to consider the defects prior to the implementation of TSL to
achieve its intended goals in the health sector. Data collection from different related experts from different
perspectives to policy process (formulation, implementation and evaluation) is the strength of the study. The study’s
findings helped identify the factors that have the greatest effect on the equity in HCF in Iran with regard to the
implementation of a large-scale social policy. These findings can help policy makers in formulating and
implementing appropriate policies in accordance with the existing structures and the potential of the community.

The limitations of this qualitative study should be taken in account. It was not intended for the results to be
generalized. Data collectors and interviewers’ biases should be taken into consideration. For this purpose, some
transcripts were sent to interviewees to increase the validity of the findings. It seems that a quantitative longitudinal
study before and after TSL on the equity in health financing in Iran can enrich the findings of this study.

5. Conclusions
This study showed that the TSL in the way of achieving its goals, especially in the field of health, faced various
shortcomings and defects. One of the important results of this study was that, in addition to socioeconomic factors,
the health system’s structural problems should be considered for achieving an equitable health system. We
concluded that there is a need for a general review of the TSL legislation process based on this study’s findings, and
various barriers must be considered, as identified in our research, when the related policies are designed. Eventually,
quantitative studies are needed with time series design to identify the impact of TSL on the indicators of equity in
the health system (such as out-of-pocket (OOP) expenses and catastrophic healthcare expenditures).
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