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Abstract 

Background: Universal health coverage is considered a prerequisite for human health and security. 
Objectives: The current study aimed to evaluate and compare the healthcare system functions in Iran with those in successful developing 
countries in terms of universal health coverage (UHC). 
Methods: In this comparative study, three developing countries, namely Turkey, Thailand, and China were selected based on former 
studies, and the model presented by the World Health Organization in 2000 was used to compare and analyze the data. The required 
information from the selected countries was collected through searching the Pub Med and Scopus databases using the following 
keywords: “Health system review”, “Health system transition”, “International profiles of healthcare systems”, “Financing”, “Resource 
generation”, “Service provision”, “Universal health coverage”, and “Health system reform”. 
Results: The evaluation of the healthcare system’s function in four countries showed that the public sector’s share of total health 
expenditures was much higher than the private sector in both Thailand and Turkey. The issues that need to be addressed include the 
integration of insurance funds and risk accumulation, as well as the existence of a strong buyer organization. The comparison of the 
payment system in the studied countries indicated that the per capita method was used in all domains of primary care, and the inpatient 
diagnostic group (diagnosis-related group), fee for service, and salaries and rewards were more focused in the context of hospitalization. 
The majority of hospitals in the studied countries were state-owned; however, the important point was the presence of different non-
university public hospitals in these countries, compared to Iran. 
Conclusion: In general, one way to reach the UHC is to utilize the experiences of successful countries in establishing and maintaining this 
issue. 
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1. Background 

Today, many low and middle-income countries 
have insufficient access to high-quality healthcare 
services (1). In this regard, the sustainable 
development goals (SDG) plan was approved by the 
United Nations on September 25th, 2015 (2). This plan 
provides opportunities to renew international 
communities and the commitment of governments to 
improve healthcare services as an important 
component of development (0). The implementation 
of universal health coverage (UHC) until 2000 is one 
of the key objectives of SDG (0). The UHC is 
considered a prerequisite for human health and 
security, especially in low and middle-income 
countries (5). Moreover, in the SDG plan, it is defined 
as the entire world’s population’s access to high-
quality healthcare services without the concern for 
financial burden (6). The achievement of UHC has 
three general indicators. 1)The ideal is that all people 
in a country be covered by healthcare services. 
2)Meanwhile, it should be noted that ideally all 

infrastructures for prevention, treatment, and 
rehabilitation should be effectively implemented, and 
the highest attainable standards of health must be 
realized. 0)Moreover, people should not be faced with 
extravagant costs and financial burdens in the 
application for medical services (7). 

The global community aims to provide a solution 
to reduce financial poverty caused by healthcare-
related expenses and improve the general access to 
key healthcare services, even in wealthy countries by 
the focus on universal health coverage (1). In this 
regard, the UHC progress was first assessed by the 
World Bank and World Health Organization (WHO), 
claiming a successful expansion of UHC by addressing 
evidence on the progress of this plan in poor rural 
areas of high-income countries (2). However, there is 
low agreement on how they can make the necessary 
reforms to achieve UHC in low and middle-income 
countries (1). According to Rahman “all WHO 
member countries seek to provide UHC and have 
established policies to expand the health coverage. 
However, only 20 developing countries have had 

https://ircmj.com/index.php/IRCMJ/article/view/710
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good progress in this area” (5). It should be noted 
that UHC modifications are mainly focused on low 
and middle-income countries with a few exceptions 
(10). In Iran, efforts have been made to improve UHC, 
based on the announcement of the general health 
policies, the Health System Reform plan, and the 
social-economic development plans of the country. 
Despite the efforts made in this field, Iran still has a 
long way to achieve UHC. It is possible to rely on the 
experiences of different countries that have been able 
to take effective measures in the implementation of 
UHC in a short term to expedite the process.  

2. Objectives 

Therefore, despite the research conducted on 
UHC, the current study comprehensively evaluated 
and compared the health system functions in Iran 
with those in successful developing countries in 
terms of UHC, with the focus on four health system 
functions. Include provision of health care services, 
resource generation, financing, and stewardship. 

 

3. Methods 

This applied cross-sectional study was conducted 
as a comparative project. It should be mentioned that 
both developed (e.g. Germany, Sweden, and Britain) 
and middle-income countries (e.g. Turkey, Malaysia, 
Thailand, China, South Korea, and Mexico) are among 
the countries that have realized UHC. Inclusion 
criteria to determine the countries’ advancement 
toward UHC included major reforms in the healthcare 
system and the socio-economic level in terms of 
being in the category of developing countries. 
Therefore, three developing countries, namely 
Turkey, Thailand, and China were selected based on 
former studies, and the model presented by WHO in 
2000 (11) was used to compare and analyze the data. 

This model addresses four health system 
functions, including having custodianship; providing 
preventive and treatment services; producing 
resources, such as physical and human resources; 
and funding including collecting revenue, 
accumulating and distributing risk, purchasing 
services, providing health insurance, and planning 
payment mechanisms to service providers. The 
information required from the selected countries in 
2017 were collected from PubMed and Scopus 
databases, using such keywords as “health system 
review”, “health system transition”, “international 
profiles of health care systems”, “financing”, 
“resource generation”, “service provision”, “universal 
health coverage”, and “health system reform”. 
Published articles and most up-to-date information 
uploaded on the WHO and World Bank websites of 
the countries under the study were used in this study. 

 

4. Results 

0.1. Stewardship Function  
The Ministry of Health in Turkey plays the role of 

a coordinator and developer of laws and act as an 
organization that monitors all hospitals, healthcare 
centers, and institutions in the health and 
pharmaceutical industry through related headquarter 
units and offices, and making coordination between 
organizations, and regulation of laws in provinces 
(12). In Thailand, the Ministry of Health is in charge 
of healthcare services along with seven other 
governmental organizations. Furthermore, the public 
health ministry is responsible for the regulation of 
national health policies, as well as the management 
and leadership of government centers (10). In China, 
the central government is responsible for the 
regulation of national health policies and oversees 
health service providers. Moreover, the national 
family health and regulatory commission is the 
highest authority for health and treatment, although 
it was the responsibility of the Ministry of Health 
until 2010 (10). In Iran, the Ministry of Health and 
Medical Education and the Ministry of Cooperatives, 
Labor, and Social Welfare are the custodians of the 
healthcare system in the country (15). 

 
0.2. Financing Function  

According to the World Bank data published in 
2012, China has had the lowest per capita income 
with the highest population in the world and highest 
life expectancy. Turkey, Thailand, and Iran have 
nearly the same population and life expectancy, while 
Turkey has the highest per capita income among 
them. Based on the evidence, Iran spends eight 
percent of its GDP in the healthcare sector. In 
addition, Iran’s healthcare expenditure per capita 
($16524) and out-of-pocket (OOP) costs (393) are 
much higher, compared to the aforementioned 
countries (Table 1). According to the WHO Health 
Financing Guidelines in 2017, health financing 
policies and arrangements includes revenue 
collection and participation mechanisms, resource 
accumulation, and service purchases, which are 
assessed in the present study (17).  
 
0. 2.1. Revenue Collection  

According to a WHO report, revenue collection 
includes the shares of government and private 
sectors, as well as OOP level (17). Health services in 
the selected countries are financed through a 
variety of sources, including tax, government 
resources, social health insurance, OOP payments, 
and other private sources. In this regard, the  
 

Table 1. Socio-economic indexes of countries selected in 2016 (16) 

Countries Population Life expectancy Per capita income Health Sector Expenditure on OOP costs (%) 
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share to GDP Ratio 
(%) 

health per capita 
($) 

Turkey 7255125000 75.1 205160 0 15012 16 

China 1500050005000 76.1 155500 5 761 06 

Thailand 6151605000 70.2 165100 0 605 12 

Iran 1052775000 75.5 205050 1 15560 02 

contribution of the public and private sectors in 
providing healthcare expenditure is important. In 
the mentioned countries, the public sector has the 
highest share in Thailand, whereas the private sector 
has the highest share in Iran (Figure 1).  

Evidence from 2000-2015 also showed that the 
health share of GDP in Iran was on the rise and the 
highest among the mentioned countries and that the 
government was increasing its share of the health 
budget. while OOP after following the Health System 

Reform has been declining, it still the highest rate 
OOP was observed in Iran, compared to the other 
three countries (Figures 2 and 0).  

 
0.2.2. Resource Accumulation  

According to a WHO report, resource accumulation 
refers to accumulated resources for health services 
provided by public and private organizations, such as 
the Ministry of Health, social insurance, private 
insurance, and NGOs (Table 2) (17). 

 
 

 
 

Figure 1. Share of government and private sectors of total health expenditures in 2016 (16,12) 

 

 
Figure 2. OOP payments during 2000-2015 

 

 

Figure 3. Health share of GDP during 2000-2015 
 

Table 2. Health insurance plans and payment mechanisms to health service providers in the selected countries 

Country  Plan Target population Source of financing N Number Payment to providers 
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of people 
covered 

Primary care/outpatient 
payment 

Hospital payment 

Thailand 

Medical Benefits for 
Government Staff 

(1260) 

Government 
employees, retirees, 

their relatives 

Non-participatory 
public tax 

Six million Outpatient Services: per 
capita 

Prevention services: per 
capita + performance-
based payments  (20) 

Global payment system 
based on diagnosis-
related groups (20) 

Social health 
insurance (1220) 

Private sector staff 
Tax on salaries, 

tripartite participation 
Eight million 

Universal coverage 
(2002) 

Other populations 
Non-participatory 

public tax 

07 million  
(11-21) 

Turkey 

Social insurance 

Private sector 
employees, blue-

collar workers in the 
public sector 

Tax on salaries 00 million 

Family doctors: per capita 
+ specific coefficients for 

specific demographic 
groups (12) 

Payment to hospital 
doctors: monthly salary 
and based on hospital 

performance in the last 
month(12) 

Government 
employee’s 

retirement fund 

Retired civil servants 

Participation of 
employed urban 

servants 

 

Government official 
employee insurance 

program 

Government officials State budget  

Self-employed 
insurance 

Self-employed staff, 
free trade and guilds 

Salary  

Green card 

Demographic groups 
below a certain level 

of income 

Government budget  

Public health 
insurance 

Integration of social 
insurance, state 
pension fund, 

government staff 
fund, green card and 

self-employed 

Government revenues 

209 of total 
population 
(2001) (22-

20) 

China 

Urban insurance 
based on employed 

individuals 

Urban staff 
Taxes, salaries, 

government 
participation 

270 million 
people 

General practitioners and 
specialists: basic salaries + 

performance-based 
payment (25) 

 

Hospital care: a 
combination of OOP, 
health insurance, and 
government subsidies 

The most common 
method of payment for 

hospitals (FFS) (25) 

Urban insurance 
based on residential 

status 

Non-urban 
employed residents, 

self-employed 
people, healthy 

students and adults 

Government 
222 million 

people 

Rural medical 
cooperative plan 

Residents of rural 
areas 

Governmental 
102 million 
people (26) 

Iran 

Iran health insurance 
organization 

Government staff, 
self-employed 

people, villagers, 
other strata 

Tax on salary  

The primary health care 
network: monthly salaries 
family doctor: per capita 

(27) 

Public hospitals for 
physicians and clinical 
medical personnel and 
non-clinical staff: salary 

+ based on 
performance, FFS, and 

global pay (27) 

Social security 

Salaried workers 
(compulsory), 

profession owners 
and self-employed 
people (optional) 

Employer and insured 
participation 

 

Armed forces 
All soldiers and 

relatives 

Per capita entitlement 
to treatment, income 

from funds and 
property owned by the 
organization, donations 

and gifts (12) 

 

 
0.2.0. Purchasing Services 

According to a WHO report, Purchasing Services 
refer to the allocation of funds to healthcare providers 
and include payment mechanisms, purchasing market 
structure, and organizational arrangements between 
the buyers and providers (17). 

In Turkey, the functions of the buyer and provider 
were distinguished in 2006 following the transfer of 
social security organization centers to the Ministry of 
Health. Social security organizations and private 
insurances buy health services from the public and 
private sectors. The prices and regulations for the 
provision of service to the private and government 
institutions are determined by the Health 
Implementation Guide, and providers will only be 
reimbursed on the basis of these rules (10). In 
Thailand, the National Health Security Office, as an 
autonomous public organization, was established 
following the implementation of UHC plan. This 

organization purchases health services from 
stakeholders of the UHC. Following the establishment 
of this organization, Thailand’s Ministry of Health 
separated the duty of health service purchasing from 
health service provision (10). In China, government 
agencies, as buyers and third-party payers, have 
limited bargaining power for low rates and are faced 
with restrictions in monitoring the quality of offered 
services and the behavior of the providers (25). In 
Iran, the private sector in cities plays a major role in 
providing outpatient and inpatient diagnostic and 
treatment services and supplying drugs for the 
suppliers. However, the existing contracts are too 
simple in dealing with such a sensitive issue. In 
addition, there is almost no capacity to deal with the 
complexities of making a contract with service buyers 
and conclude specific contracts based on the quality 
and performance of the providers (12). 

In this area, the mechanism of payment to 
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service providers is presented in Table 0.  
 
0.0. Service Provision Function  
0.0. Resource Production Function 
0.0.1. Physical Resources 

Following the implementation of the health 
transition plan of hospitals affiliated with the Social 
Security Organization, these hospitals joined the 
Ministry of Health hospitals in Turkey, and the total 

number of hospitals managed by the Ministry of Health 
reached 100 in 2011. In 2010, the social security 
organization signed contracts with 021 private 
hospitals to promote the private sector (10). The 
number of hospitals in China increased from 15202. The 
number of hospitals in 2012 (175020) was 2.5 times 
that of 1271, and 029 of them were private hospitals 
(25). In Iran, more than 709 of medical institutions are 
affiliated with medical universities, which operate 
directly under the supervision of the Ministry of Health 
(00). In terms of the number of hospital beds, the 
results showed that Iran had a shortage of beds 
compared to the other mentioned countries (Figure 0). 

 
Table 3. Service provision in selected countries 

Service 
provision 

Country 

Sector 

Primary health care Second and third-level care Governmental and quasi-
governmental 

Private 

Turkey 

Ministry of health, 
university hospitals, 
ministry of defense 

hospitals 

Private 
hospital, 
charity 

hospitals, 
outpatient 

clinics, 
independent 

general 
practitioners 

Provision of free services in the 
form of a family doctor 

-Provision of chronic disease 
prevention services, pregnancy 

care, neonates, midwifery 
services, vaccination, family 

planning 
-Provision of services in health 
centers (by family doctors and 

family health workers) 
-Practitioners and private clinics 

(contract conclusion based on 
performance and per capita) 

Level two in general 
hospitals 

Level three in university 
hospitals (20-21) 

Thailand 

-Ministry of Health, 
university hospitals, 
Ministry of Defense 
hospitals, Red Cross 

Private 
hospitals, 
outpatient 

clinics 

- Provided by a dedicated unit for 
primary care or CUP covered by 

the universal coverage plan 
-Each primary care providing 

unit comprises of several health 
centers and a hospital. 

Provided by provincial and 
regional hospitals with level 

1 referrals (10,22) 

China 

Urban community 
hospitals, Ministry of 

Health, university 
hospitals 

Private 
hospitals, 
outpatient 

clinics 

-Provided through rural 
physicians and health workers in 

rural clinics and urban 
community hospitals 

Specialist services provided 
by specialists without 
referral from a general 

practitioner (12,22) 

Iran 

- Ministry of Health, 
university hospital, oil 
company, Ministry of 

Defense, social security, 
relief committee 

Private 
hospitals, 
outpatient 

clinics 

- Provided by health centers 
(Behvarz) in villages and rural 

health centers and health centers 
in cities and comprehensive 

health services centers 

Level two services provided 
by city hospitals and level 

three specialized and 
academic hospitals (00) 

 

 
Figure 4. Number of beds per each 105000 people in the selected countries in 2010 (16,12) 

 
0.0.2. Human Resources  

Despite the increase in the number of healthcare 
workers in Turkey, there are still shortages at many 
levels and inadequate geographical distribution of 
staff in this country. Among the WHO countries in 
Europe, Turkey is ranked first and second in terms of 

low proportion of nurses and physicians in the 
population (01). In China, there are also challenges in 
the distribution of human resources between urban 
and rural areas. Lack of staff in primary health care 
system and relatively low education level of the 
healthcare professions are among major challenges in 
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the field of human resources (25). 
Iran faces human resource shortage, compared to 

other three studied countries. In the past few years, 
there has been an increase in the ratio of general 

practitioners to specialized physicians, whereas the 
number of nurses and midwives has decreased 
compared to other Asian and European countries 
(12) (Table 0). 

 
Table 4. Indexes of human resources in the selected countries 

Human resources 

Index Turkey (2112) Thailand (2112) China (2112) Iran (2114) 

Ratio of nurses per 1000 people 2.6 2.2 2.0 1.5 

Ratio of physicians per 1000 people 1.7 0.007 1.1 1.0 

Ratio of midwives per 1000 people 2.6 2.2 2.0 1.5 

Ratio of pharmacists per 1000 people 0.005 0.11 0.0 0.22 

 

2. Discussion 

5.1. Stewardship 

Evaluation of the health system’s function in these 
countries showed that in the area of stewardship, 
healthcare organizations are fundamentally under 
the supervision of the Ministry of Health in many 
countries. Meanwhile, the lack of focus on health 
management in Thailand and Turkey regardless of 
the presence of independent organizations and 
provincial health offices is significant. The health 
transformation program in Turkey was implemented 
to redefine the role of the Ministry of Health by 
strengthening its stewardship and policymaking role. 
This led to the optimal use of health financing sources 
and the delegation of executive responsibility to new 
organizations (10,02). In Iran, the functional failure of 
the health system to achieve its goals is due to 
structural disruption and the weakness of the 
stewardship function of the Ministry of Health. This 
was repeatedly addressed by various policymakers 
for more than a decade, and sporadic interventions 
were carried out in this regard (00). In this context, 
Jabari et al. proposed such mechanisms as 
transferring healthcare delivery to medical 
universities, transferring some welfare services to 
municipalities or the Ministry of Welfare, and 
utilizing the capacity of the private sector in 
providing healthcare services in order to decentralize 
the healthcare system (00). 

 
5.2. Financing 

In terms of financing function in the field of 
revenue collection, the results showed that the public 
sector’s share of total healthcare services spent in 
both Thailand and Turkey was much higher than the 
private sector. However, this ratio is slightly higher in 
China and roughly equal in Iran. Therefore, one of the 
important challenges in Iran is the disproportionate 
share of public and private sectors in health 
expenditure. Iran is ranked 112th in terms of OOP 
costs, and this index with (07.19) is the main source 
of financing in Iran (12). In general, OOP costs for 
health services are one of the major challenges of 
households, especially in low and middle-income 
countries, such as Iran. In this respect, Reshadat et al. 
(2017) reported the OOP rate to be 52.19, suggesting 
a significant decrease in OOP costs and an increase in 

the role of the government in financial support after 
the implementation of the development plan (05). 
Moreover, Piroozi et al. confirmed these results in 
Kurdistan province (06). In this respect, Doshmangir 
et al. marked a significant decrease in OOP costs in 
Turkey, owing to the use of prepayment, an increase 
in the government role, and the application of 
government revenue resources (07). Therefore, 
further steps are suggested to be taken to achieve the 
objectives of the UHC in Iran. In addition, Pazouki et 
al. proposed some measures for the improvement of 
the function of financing in Iran’s health system, 
including the use of tax system in financial policies, 
defining tariffs for healthcare services based on  
final costs, and strengthening the necessary 
infrastructures for the activity of the private sector 
(01). Therefore, revenue collection should be directed 
toward public resources and the creation of new 
sources, such as taxes on harmful commodities 
(cigarette, soft drinks, and junk food), the stability 
and sustainability of revenues in the health sector, 
and the proper and regular allocation of budget.  

The results of the present study indicated that in 
the area of resource accumulation on the subject of 
insurance reform in the studied countries, the issue 
of integration of insurance funds, risk accumulation, 
and the existence of a strong buyer organization 
should be considered. In Iran, the presence of 
multiple insurance companies with different 
franchise fees and prepayment levels, unfair 
premiums received by individuals, inequality and 
disagreement regarding the insurance commitments 
in paying health expenditures, and the uncertain 
status of people in income deciles to support the 
government, given their financial strength, are among 
the challenges in the area of revenue collection and 
accumulation. Other challenges include overlap in 
statistics, the inefficiency of the insurer as a buyer, 
lack of necessary information structures and failed 
implementation of electronic health records, 
presence of a large informal economic sector in the 
country, and posing obstacles to social security 
coverage (27,00). In this context, Maher et al. (2017) 
declared that the accumulation of insurance makes 
accountability for the actual needs of the insured, 
controls and reduces the costs, and improves 
evaluation, monitoring, and policy-making in the 
insurance field (02). 
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Therefore, the role of insurance companies must be 
strengthened as the powerful buyers in the health 
system of Iran. Moreover, Bazyar et al. (2016) 
evaluated the measures to reduce multiplication and 
fragmentation in the health insurance system of Iran 
and proposed the integration of policies and small 
funds with low financial resources as the first step in 
moving toward the integration of all funds. This way 
the majority of processes become unified, structural 
integration won’t be difficult, and there will be fewer 
operational challenges in the way of full integration 
(00). The World Health Organization's recommend-
dations for pooling include:1) Increase the 
redistribution capacity between insurance funds. 2) 
transparency of financial flows of insurance funds. 0) 
Insurance funds complement each other in terms of 
population coverage and services. (17). 

In the area of service purchasing, a comparison of 
the payment systems in the studied countries showed 
that the per capita method has been used in all 
primary care centers, and the inpatient diagnostic 
related group (DRG), fee-for-service (FFS), and 
salaries and rewards are more focused in the context 
of hospitalization. In Iran, FFS is the dominant 
payment method at the second and third level 
service. Studies showed that, other than motivating 
the providers to induce demand, FFS had little to do 
with the quality of service provided by the provider 
and the consequences (27,00). Meanwhile, the DRG 
system motivates hospitals to reduce costs and does 
not affect the motivation of patients and physicians 
(01). In this regard, Babashahy et al. (2017) proposed 
a hybrid payment model to providers at various 
levels. Based on this model, the best payment 
methods at first, second, and third levels are FFS and 
a combination of DRG and performance-based 
payment, respectively, and FFS for outpatient 
services (02). Therefore, it is recommended to move 
towards a kind of purchasing that addresses the 
health needs of the community, considers the 
performance and motivation of the service providers, 
and promotes the desirable behavior health service 
providers. 

 
5.0. Service provision 

Given the low share of health in GDP compared to 
Iran, all the three countries had an average child 
mortality rate of below one year and under five years 
per thousand live births. Moreover, their maternal 
mortality per hundred thousand is far fewer from 
Iran. The study conducted by Ayubi et al. (2016) 
evaluated the mortality trends of infants aged below 
five years old from 1270 to 2015. The results 
indicated that Iran has been successful in these 
indicators by using prevention programs; however, 
more serious efforts and interventions are required, 
compared to other countries (00). Meanwhile, the 
lack of equitable access to health services across 
geographical areas is one of the challenges in Iran. In 

the rural areas, the first-level services are provided 
appropriately and actively, while these services are 
provided in a poor condition in Suburbs . In rural and 
deprived areas, second and third-level health services 
are provided less frequently, compared to large and 
developed cities due to the lack of necessary 
infrastructure, equipment, and manpower in rural 
and deprived areas (27,00). 

 
5.0. Resource production  

According to the results, the majority of hospitals 
in the studied countries are state-owned; however, 
the important point is the presence of different non-
university public hospitals in these countries, 
compared to Iran. In addition, the comparison of 
physician density per thousand population showed 
that almost all the selected countries are at the same 
level and Iran is not experiencing a shortage of 
physicians compared to other countries. In addition, 
the comparison of the ratio of beds to population 
indicates a shortage of hospital beds in Iran. In the 
same line, Darzi Ramandi et al. (2016) evaluated 
health resource indicators in different provinces of 
Iran. The results of their study indicated the unfair 
distribution of health resources, including physicians 
and hospital beds. In the mentioned study, it was 
suggested that the policymakers in the realm of 
health should focus on scientific principles and 
specific standards in the distribution and allocation of 
health resources (00). Therefore, attention must be 
paid to increasing the hospital beds, as well as their 
fair distribution throughout the country. 

 

6. Conclusion 

In general, one way to reach the UHC is to utilize 
the experiences of successful countries in 
establishing and maintaining this plan. In the 
present study, results showed that the success 
factors of the studied countries included the 
following: increase the share of public sector in total 
health resources, reduced OOP payments, , 
decreased multiplication o insurance companies, 
strategic purchasing, payment methods with a 
specified limit to reduce costs, and having a 
consistent program. . In Iran, policy-makers and 
service providers in the health system can lay a 
proper foundation for achieving UHC by the 
adoption of the mentioned strategies and processes. 
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