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Introduction

Health and security are the primary rights
of everyone in a society; so governments
are obliged to provide them equally to each
member of society [1]. Health is the center
of social, economic, political, and cultural
development in all human societies and is
of special importance in the development of
society infrastructures in different sectors.
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Health is regarded as one of the basic rights of each person in
society; so governments are obligated to provide it equally for
everyone. The best way to achieve this goal is the establishment
of health insurance with the orientation of family physician and
the strategic referral system. Yet, such programs will not be
successful without encouraging people to participate and changing
social behaviors. The aim of the present study was to investigate
the administrative obstacles and problems to family physician
program in urban areas of Iran. This study was a qualitative
research conducted. A purposive sampling method was employed
and the data were gathered via semi-structured interview with
open-ended questions and document examination. All the
interviews were recorded digitally and immediately transcribed
verbatim. They were finally analyzed based on framework
analysis. The participants' detailed descriptions showed that
systemic, environmental, and human related factors were the main
obstacles to the implementation of family physician plan. Since
the success and performance of each program effectively cannot
be obtained without people’s acceptance and collaboration, the
necessity of training and giving information rapidly and timely to
the residents in urban areas is felt more than ever. Also, making
authorities aware of the obstacles expressed by people can be
helpful in harmonizing the program with people’s requests; and
can result in overcoming the challenges and obstacles facing the
program.

Keywords: Family, Family Practice, Physician, Primary

Thus, a comprehensive health system in a
country is of vital importance [2].

In Iran, the health care network was
established in 1984 after being legislated
as a law by the parliament following the
publication of the results of a joint research
program by the ministry of health and the
world health organization between the years
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1975 and 1979. When designing the health
care network in a multifaceted and broad
vision, the goal was to include all rural and
urban areas and the assigned task for all the
units providing health services in all levels
was clarified. In practice, though, due to some
factors the health care systems were developed
mainly in the rural areas, and the development
in the urban areas was far less extensive and
urban hospitals did not follow the trend in the
development [3].

As a result, some problems began to arise in
providing the public with health care services
which can be categorized as follows: an
inadequate and unequal access to the services,
exorbitant costs of health care, inconsistency
among the different levels of services, emphasis
on treatment and a neglect of preventive
measures, getting bogged down at individual
levels instead of engaging at broader social
levels, the limitation of services in doctors'
offices and ignoring possibilities like home
care services, clash of patients’ interests with
that of society and that of the health care
system, and finally the lack of accountability
on behalf of the service providers [4].
According to most experts, the strategy of
Family Physician and the referral system
could be a solution to many problems ailing
the healthcare system [2,4]. The World Health
Organization (WHO) views the Family
Physician plan as the centerpiece for global
effort to improve the quality of services,
reduce costs, improve efficiency, and establish
equality in healthcare .Up to 1997, fifty six
countries had established the Family Physician
plan [2,3].

Through the unrelenting efforts of the Iranian
parliament, especially the health and treatment
commission, and with the cooperation of the
Management and planning organization, the
medical insurance organization was obliged
to issue health insurance booklets not only
for all rural-area residents, but also for the
nomadic tribal people roaming the country
[3]. Moreover, this coverage included all the
residents in small towns with populations under
20000 to be provided by Family Physician

plan through the referral system [3,5]. An
opportunity thus arose to ensure equal access
to health care services which was convenient
for both urban and rural areas [5].

The urban family physician program was
began from mid-May 2010 as a pilot project
in 17 cities having population less than
50 thousand residents in the provinces of
Khuzestan, Sistan and Baluchestan, and
Chaharmahal and Bakhtiari [6].

Since then, efforts have been made to extend
the program to all four corners of the country
first implemented the full-fledged plan on
July 2012 in Fars province and second in
Mazandaran and then in other provinces
[5,6].

The necessity of public participation in health
programs, which is one of the most important
features of sustainable health services,
is indispensable. In order to implement
the family physician program fully and
successfully, the participation of all parties
involved is a must; in other words in order for
this plan to achieve an integrated and efficient
model, an effective relationship among the
patients, families, and the society is needed
[7]. According to Steven’s research, hospital
expenses are accounted for the majority
of health and medical care costs (whether
manpower or financial), provided that we
accept 80 to 90 percent of patients can be
diagnosed and treated at the first level of
healthcare services; hence, the current trend
in developing countries in reducing credit
allocation for this level of health services
does not seem very logical [8].

Another study showed that using the referral
system lowered the number of hospital
outpatients to 40% [9].

Despite the efficiency of the referral system,
it is constantly facing multiple challenges
which will ruin the plan if timely diagnosis
and intervention is not made [4].

In a study conducted in Slovenia, an average
of 58.2% respondents expressed great
satisfaction regarding the accessibility to a
family physician while the downside of the
project was the lengthy time patients had to
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wait to visit the physician [10].

Another study showed that 24% of Italian
Family Physicians lacked enough knowledge
on family planning programs and needed other
team members’ support to offer desirable
services [11].

A study conducted by Pour shirvani et al [12]
in the northern provinces of Iran indicated that
the referral system was inefficient in 67% of
cases [12]. According to this study, the main
obstacle to the implementation of the family
physician plan in rural areas was mentioned
as the non-compliance with the principal of
referral from Level 1 upwards and vice versa.

Considering the developing trend of family
physician, people’s ideas and opinions about
the obstacles and possible problems facing
this program should be acknowledge for
implementing an ideal program. In addition,
considering the fact that this project is rather
recent and the fact that little research has
yet been conducted on this subject, the main
goal of our study was to offer a classification
of obstacles and problems facing the ideal
implementation of Family Physician plan in
urban areas of Iran. Thus, the current research
which is a qualitative study was embarked with
the aim of recognizing administrative obstacles
to the implementation of family physician plan
in urban areas and the city of Gonabad was
selected as a case study.

Method

The present study was conducted in Gonabad
city, the northeast of Iran, to examine the
administrative obstacles to family physician
plan in urban areas of Iran.

A qualitative approach was designated for
this study because this method provides a
deep understanding of the participant under
investigation and practically was the only
approach responding to the research questions
as it is generally believed that the choice of the
research method is determined by the research
questions [13]. In addition, the qualitative
model is individual-centered and nature-
oriented in essence and its main purpose is
to achieve a full understanding of social and

conceptual meaning that individuals give to
their routine lives [14].

Therefore, in this study the qualitative
method was used to obtain rich and valuable
information about the obstacles to Family
physician plan in urban areas of Iran.

The population under the participant of
this research included administrative staff
involved in family physician plan and
individuals with knowledge about this plan
in Gonabad city in the year 2012.

In this study, purposive sampling with
maximum diversity was used and sampling
was not stopped until data saturation level
was reached by gathering data from 15
participants.

Inclusion criteria for participants in this study
consisted of: administrative staff of family
physician plan as well as Gonabad city
residents having a minimal knowledge of the
Family Physician Plan in urban areas. Their
awareness of the plan was a requirement
as this could help implement the plan more
efficiently.

The data was gathered through semi-
structured  interviews and  document
examination. Studies conducted on the
family physician plan in rural areas as well
as instructions on how to implement the
plan on both rural and urban areas and the
circulars dispatched to the health department
branches about how to implement the plan
and the stipulations of the fourth and fifth
bill of development were the documents
scrutinized. The interview was incepted by a
general question on “how to materialize the
plan and the obstacles to family physician
plan in urban areas?" and to have a further
clarification, we used queries like “can you
explain further?" or " what do you mean
exactly by saying that" or " could you give
us more examples?” Each interview lasted
averagely 30 to 45 minutes.

All interviews were recorded and transcribed
verbatim and then main and subsidiary
themes were extracted based on framework
analysis — with its 5 stages of familiarization,
identification of a thematic framework,
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indexing, charting, and mapping and
interpretation (illustrated in Figure. 1) [15].
In the familiarization stage, a content
communication summary was designed for
every interview. By reviewing the interview,
its different parts were distinctly separated
and the handling of the interview relatively
was improved. Then, a conceptual framework
was put forth based on the data and the basic
constructs were clarified along with the sub-
themes. In the third and fourth stages which
are also called organizing or indexing, tables
were drawn using excel. For codification, each
member was separately immersed in the data
frequently, i.e. the interviews were studied
several times and the themes were extracted.
The reason for the separate coding was the fact
that we intended to prevent any individual's
assumption to affect others' ideas. The research
team members made a list of extracted themes
and their correlation with the conceptual
framework. In this stage, one or two themes
were allocated to each part of the interview
containing the relevant data. Then, we gathered
the team members to crosscheck and make any
necessary changes. This process was repeated
several times for every interview. Then, tables
were drawn to make a comparative analysis
of the interviewees' ideas on each component
of the conceptual framework and discern the
correlations between the components and their
subsystems. In the final stage, mapping and
interpreting, each component of the conceptual
framework also underwent a procedure similar
to the coding process. Four acceptability
criteria of credibility, transferability, reliability,
and conformity were used [16].

To ensure the credibility of data, sampling was
carried out with a maximum variation of age,

sex, and socio-economic factors. Besides, the
interview transcripts and the drafted themes
were put at the participants’ disposal and
necessary changes were made after reviewing
and gaining their approval.

In order to ensure transferability, all phases of
the study and the environment in which the
study was executed were fully explained to
the participants.

To ensure reliability, the process of study
was described for teachers with experience in
qualitative research and after they reviewed
the study, they confirmed the results.
Considering the fact that in the present study
the three aforementioned criteria of validity
and reliability have been observed, it can be
said that credibility will automatically ensue.

Results
In this study, among 15 participants 60%
were male and 40% female all aged between
17 and 51 years.

20% of the participants were students, 20%
employees, 20% self-employed, 13% doctors,
13% housewives, and 7% were unemployed.
In this framework-analysis based study, 3 main
themes and 17 subthemes were extracted.
Each concept is illustrated in Table 1. The
obstacles and hindrances were categorized
into three main themes related to systemic,
environmental, and human factors.

Systemic obstacles: The first administrative
obstacle to family physicians program in
urban areas was related to the system or
structure of government (Ministry of Health).
The respondents in the interviews referred to
the weakness of government in informing the
public.
(Female

respondent, 39-year-old, GP):
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Tablel. Primary concepts of major obstacles to the implementation of urban

family physician plan.

Main themes

Subthemes

Inefficient publicizing

Economic barriers to implementation

Physician’s low salaries

Constant moving of physicians

Better access to physicians in the strong private sector

Systemic
obstacles

The absence of an Electronic Health File for each person

Copying from foreign programs

Poor quality of services

Implementation of program hastily without analysis of
the weaknesses, strengths, opportunities, and threats

Ignoring lessons from rural Family Physician Program
(lack of accurate assessment of rural Family Physician

Program)

The inability of the government in full program

Environmental
obstacles

implementation

Urban areas widespread and busy

Time-consuming program

A lack of culture promotion

Obstacles related to people

Human
obstacles

Obstacles related to managers and policy-makers

Obstacles related to physicians

“dissemination of information has been
relatively inadequate. The majority of the
populations under this plan are neither clearly
aware of the purpose nor the procedures
of implementation of the plan. They have
identified the family physician plan as a way to
be referred to specialists.”

It was also believed that publicity of the plan
was better in rural areas.

(Female respondent, 32-year-old, civil servant):
“the plan has been publicized in villages but I
have no idea whether the publication will be
implemented in cities, too.”

Other obstacles mentioned by the interviewees
were that the implementation costs of the family
physician plan are high.

(Male respondent, 37-year-old, General
Practitioner (GP)): “The biggest obstacle
seems to be economically including the salary
of the physician, the cost of medication, and

the personnel’s salary. A plan without a good
financial backing would become an obstacle
to itself.”

Plus they believed that physicians’ low
income had a negative impact on the quality
of services.

(Male respondent, 37-year-old, GP): “If it’s
implemented properly, it will be good, on
condition that the number of patients allotted
to the physicians is proportional to their
capabilities and they should be well paid so
that they have enough motivation to cooperate
and offer services of high quality”

People believed that easy access to physicians
in the prosperous private sector worked
as a deterrent for people to refer to family
physicians.

(Male  respondent, 50-year-old, self-
employed): “I don’t think I will use their
services because there are lots of physicians
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in every street and they are easily accessible,
yet I will wait to see how this plan is being
implemented.”

Another obstacle the interviewees referred to
was the absence of electronic medical profile
for people who would require prolonged
accessibility and service provision.

(Female respondent, 39 -year-old, GP): “The
family physician should keep a complete
record of every patient under his care which
would include information about their physical,
mental, and emotional health conditions. And
every now and then the doctor should update
the information. Any action of diagnosis,
treatment, and rehabilitation should be directly
under the supervision of a family physician.”
Other obstacles cited by interviewees were
the fact that the plan wasn’t appropriate
for indigenous people and that there was
a lack of accurate assessment of the rural
Family Physician plan which led to hasty
implementation of the program in urban areas
without proper expertise.

(Male  respondent, 4l-year-old, office
employee): “This plan is justa mock plan copied
from a foreign one and the implementation in
Iran won’t yield any fruit certainly.”

Some interviewees believed that implementing
the program hastily without analyzing the weak
points, strengths, opportunities, threats and the
possible substitution of physicians are among
other obstacles which will cause low quality
services.

(Male respondent, 37-year-old, GP): “The
Family Physician program focuses on economic
issues and since there are many poor people in
cities who can’t afford the costs of medications
or even visiting the doctor, it might be effective
but since they haven’t worked on keeping
individual health records systematically and
the doctors are moved on regularly, so they will
have less information about the patients and it
might be inefficient.”

Environmental Obstacles: Factors that are
beyond the control of government. According
to the interviewees, the government won’t be
able to handle this plan and they mentioned that
there will be no guarantees to implement the

plan properly considering the time consuming
nature of the plan.

(Male  respondent, 44-year-old, self-
employed): “The urban Family Physician
program will be launched by the government
but it is unlikely that a desired result be
achieved.”

The interviewees believed that since the plan
was time-consuming, there was a dire need
for making the grounds ready and preparing
the public for better implementation of the
plan.

(Male respondent, 44-year-old, GP): “The
urban Family Physician program needs time
because physicians are still unaccustomed
to it; the public isn’t prepared either. Also, it
will be feasible only if the doctor’s income is
satisfactory.”

(Female respondent, 32-year-old, office
employee): “We should work on public
awareness of the plan and in this case we can
even resort to TV commercials as in the case
of many health problems for which animated
cartoons have been made.”

Interviewees believed that another obstacle
to urban Family physician plan is the large
population in urban areas.

(Female respondent, 46-year-old, housewife):
“Since the urban areas are more developed
and densely-populated, there is a high demand
for services in urban areas. However, the
implementation of Family Physician program
in rural areas was easier than in urban areas”.
Human barriers: factors that are related to
human behavior. Respondents referred to
some obstacles which encompassed the
public, administrators, policy-makers, and
doctors.

Respondents referred to the people's
insufficient awareness of the program and
believed that although the target of this plan is
the public, people may generally not cooperate
in the implementation of the program as
they should. So, the public cooperation is
absolutely necessary.

(Male respondent, 17-year-old, Student):
“Some people might have the illusion that this
plan is only much ado about nothing and may
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not believe it’s useful. We should publicize this
plan so as to change their attitude.”

On the other hand, another factor that was
considered to be an obstacle was that since this
plan is government-sponsored and that people
are to pay only a small fee, it might lead to an
excessive increase in public demand for the
same which in turn makes the implementation
harder.

Discussion

These findings confirm that according to public
opinion, many factors can hinder the efficient
implementation of urban family physician
program in Iran. In a study by Ingersoll et al.,
the relationship between organizational culture
and readiness and the formation of employee
commitment to the organization was examined
and it was revealed that organizational
readiness is the strongest determining factor
in organizational success [17]. In the present
study, systemic or organizational obstacles
were introduced as the main obstacles to the
implementation of Family Physician plan.
Interviewees believed a major obstacle to
urban Family Physician program is the haste
in the implementation of the program without
teaching from the rural Family Physician
program.

Implementation of health programs will be
successful when the primary health care
principles are followed [1]. Public participation
and self reliance are the most important of
these principles which means that without
the cooperation and interest of the public, no
success can be achieved [18].

So, health and well-being are spontaneous
phenomena which should be motivated in
public. In addition to the health sector, the
community should be made involved in its own
care. This incentive is created when people
have a good knowledge and attitude toward the
program’s goal [19].

The results in this study showed that people did
not have enough awareness of Family Physician
Plan while informative programs and training
are necessary for acquiring the appropriate
knowledge and attitude; needless to say that

informative programs and publicity must be
in line with the local culture.

Alidousti et al. showed in a descriptive and
analytical study on the attitudes of people
in rural areas of Shahrekord that 53.4% of
villagers had moderate knowledge regarding
Family Physician Plan which this amount
was considered to be insufficient [20]. These
results are consistent with the findings of
Buchan [21].

Being time consuming is another obstacle
mentioned by the respondents. A study by
Buchanan et al. in 2005 indicated that although
participatory management requires time, its
advantages outweigh the disadvantages [21].
The participants in this study believed that
the absence of an electronic health filing
system was an administrative obstacle.
This profile is of prime importance in urban
family physician plan [22]. Electronic health
profile is a collection of health records of
citizens which is saved electronically on a
regular basis and can be left at the disposal
of authorized persons without limitations
[23]. As to the necessity of electronic health
records, Broiler concludes that in order to
access timely, high quality, cost-effective and
customer-oriented health services, electronic
health record is of extreme importance [24].
Although the necessity for electronic health
records has been highlighted in the directives
of Family Physician Plan in urban areas, it
requires for implementation all health centers
to be supported with suitable information
systems.

In a study by Mirani et al., technical factors
were introduced as the main obstacles to the
implementation of electronic health records
among which, inefficient hospital information
systems and national standards for data
exchange were recognized as the biggest
obstacles.

Therefore, it is essential for us to have a
full assessment of technical infrastructures,
equipment, and standards beforeimplementing
this system to prevent any possible future
failures [25].

The satisfaction on behalf of the service
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providers is an important factor contributing to
the success of health programs so that if it is
ignored, not only the quantity but also the quality
of services would suffer irreparable damages. In
this study, physician’s insufficient income was
mentioned as an obstacle which is consistent
with the findings of all other related studies
conducted in Iran such as Motlagh, Raeisee, and
Jannati studies [26-28]. Moreover, Van Ham et
al. in a survey on job satisfaction among young
physicians concluded that factors such as low
income, excessive working hours, high pressure
of job, and little free time are the factors involved
in reducing job satisfaction [29].

The results of this study showed that human
factors are the major obstacles in the course
of implementing urban Family Physician
Plan, which necessitates the full cooperation
of public and priority of the program to the
government.

Ebrahimipour et al. in a descriptive study
examined the perceptions and expectations
from the quality of services in Family
Physicians program in rural areas of Mashhad
in 2011-2012 and concluded that there is a gap
between the current situation and desired status
of family physician services. They mentioned
that this gap needs to be minimized through
training and efficient management of health
care team [30].

A study of Family Physicians Plan’s
implementation in Canada showed that family
physicians needed full cooperation from not
only other specialists and members of the
medical team, but also from families to provide
high quality and regular services to the patients
and to be able to plan and dispense all critical
or chronic services [31].

We hope that the feedback provided by the
present study raises the awareness of the related
managers and policy-makers so that they can
implement family physician program in the
best possible manner. Limitations of the study
included the narrow scope of target population
in Gonabad which makes it hard to generalize
to other areas. Further, we recommend that
other methods for designing qualitative studies
should also be tried on the participant.

Conclusion

One of the administrative obstacles on the way
of'urban family physician program is people’s
inadequate awareness of this program which
makes it necessary for the administrators to
provide information to the public through the
mass media.

Physicians do not have enough information
about this program. This may be due to the
novice physicians involved in this project.
Therefore, it is necessary for the authorities
to solve this problem by holding training
courses for the involved physicians.
Moreover, providing healthcare centers with
information systems and electronic health file
can reduce some of the obstacles to the urban
family physician plan.

Furthermore, in family physician programs
people are considered the clients, health teams
are providers and the authorities are sponsors,
so a continuous communication among these
components can result in the implementation
of the program more efficiently.
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