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with the premium rate being increased to 6%. The insur-
ance included additional protection against non-
occupational accidents, workers’ ageing and disability,
provided additional financial aid for marriage, preg-
nancy, loss of the household’s head, and paid up to seven
days per year of employment in the event of dismissal
[26, 27]. Three years later, in 1952, the Fund was re-
placed by Workers Social Insurance Organization
(WSIO) (Sazman-e Bime Ejtemaie Karkaran). After the
“Workers’ Social Insurance Bill” was passed, all seasonal
and temporary workers (including their immediate fam-
ily members) were required to pay health insurance pre-
miums. Health insurance premiums increased from 6 to
12% of the salary. Apart from providing social insurance
coverage, WSIO was assigned to provide health services
for the workers as well. In 1955, the insurance premium
increased to 18%, and all buildings and health care facil-
ities that had been established by governmental institu-
tions for the regular use of workers were transferred to
WSIO.
In 1968, after a merger of State Employee Social Insur-

ance (SESI) and WSIO, the term “worker” was removed
from a new title (becoming “Social Insurance
Organization” or SIO) to reflect its newly extended
coverage for all state employees and other workers with-
out any insurance coverage. Additional attempts to ex-
pand workers insurance coverage were made by
establishing a Rural Residents Social Insurance Fund
(1969) to cover those working in rural areas. Although
owing to administrative problems and a lack of effective
operational policies, these organisations operated inde-
pendently until 2001 [26, 29].

Period 2 - the birth of national health insurance
organisations (1973 to 1983)
In 1973, following the “Health Care for Civil Servants”
law, the Medical Services Security Organization (MSSO)
(Sazman Tamin-e Khadamate Darmani) was formed to
fulfil two missions: to provide health insurance coverage
for all government employees and to provide health care
services to all employees of ministries, public institu-
tions, state-owned enterprises and government compan-
ies, whether employed or retired, their family members,
and other dependents, as well as to the poor and unin-
sured classes of society (except workers and rural
dwellers) [26, 27]. One year later in 1974, the Ministry
of Social Welfare (Vezarat-e Refahe Ejtemaie) was estab-
lished, and it took over from the Ministry of Wellbeing
(Vezarat-e Behdari) the administration of the provision
of health insurance through SIO and MSSO. Statute of
health insurance for armed forces in Iran was introduced
in 1974.
In 1975, after the Social Security Act was passed, the

Social Security Organization (SSO) was established and

assigned to take over from Ministry of Social Welfare
the duty of social insurance provision (excluding health
insurance coverage) for all Iranians by merging and ab-
sorbing responsibilities and functions of SIO and the
Rural Residents Social Insurance Organization. The So-
cial Security Act also brought important changes into
extent and coverage of health insurance. For example, all
insured and their dependents were entitled to health ser-
vices (accidents, pregnancy, and diseases, including all
outpatient services, hospitalisation, pharmaceutical and
diagnostic services). Also, 9% out of 30% of contribution
rate was allocated for health benefits package [25, 27].
The same Act made MSSO responsible for the provision
of health care services for all Iranians, including the
workers (SSO was assigned to pay the whole health in-
surance premiums of the workers to the MSSO instead).
Also, the SSO’s health care facilities were transferred to
the MSSO.
In 1976, another merger occurred (the Ministry of So-

cial Welfare and the Ministry of Wellbeing) that led to
the establishment of a Ministry of Wellbeing and Wel-
fare (Vezarat-e Behdari va Behzisti) that became respon-
sible for the provision of health care services, social
security (both insurance and supportive services), and
health care insurance (except for workers). MSSO and
health care facilities were merged into the Ministry of
Wellbeing and Welfare accordingly. Even though the
SSO was initially shut down in 1976, it was re-opened in
1979 and remained responsible for the provision of so-
cial and health insurance coverage for the workers [30].
MSSO was disbanded in December 1979 and Ministry of
Wellbeing and Welfare took over the responsibility of
providing health care services for the workers.

Period 3 - Organisational solidarity in health services
stewardship (1984 to 1993)
In 1985, newly established Ministry of Health and Med-
ical Education (MoHME) replaced Ministry of Wellbeing
and Welfare to solve several challenges: severe medical
workforce shortage, lack of integration between the
community and medical schools, slow health system dy-
namics and unmet community health needs. MoHME
also took over the responsibility of providing health in-
surance coverage for the government employees and
health care services for all Iranians, including workers.
SSO was assigned to pay workers’ health insurance pre-
miums directly to MoHME. As a result, for the first
time, previously fragmented provision of health care ser-
vices, social security, and health care insurance were uni-
fied under one ministry for all beneficiaries [25, 26]. By
this time, only the government employees and workers
had a stable health insurance coverage. However, there
was still no reliable and defined health insurance cover-
age for rural dwellers and self-employed.
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ability to pay, it should be mandatory for all to get health in-
surance coverage, which remains to be challenging.
Lessons from South Korea show that a stable national

economic growth has been an inseparable contributor for
extension of health insurance coverage for the self-
employed, the last group that joint national insurance
coverage. Rapid considerable economic growth in late 1980
made it possible for the government, employers and the
self-employed to invest in and pay for the health insurance
[59, 60]. In Turkey, high economic growth from 2003 to
2012 enabled the government to invest in the health sector
and spend more money on social services [7].

Need to constrain total health care expenditures
Joint work between two ministries of MoHME and
MOCLSW to control total health care expenditures is
vital if reaching and keeping UHC is a priority for
both. By curbing health care expenditure, it is pos-
sible to lower the health insurance premiums, which
enables more people to buy health insurance cover-
age. It will also enable health insurance schemes to
include more health services in their benefits package and
provide more financial support for the services they cover.
Moreover, it will allow the government to pay premiums for
more people (particularly, for most disadvantaged). Reaching
UHC also needs working on supply-side (constraining the
amount of health care services provided in the health system)
alongside reforms in the demand side (health insurance sys-
tem reforms) to control health care expenditures. The
amount of money injected in the health system by the HTP
was unprecedented and ambitious projects were imple-
mented in both the health insurance side and also health
care provision side. Governmental health expenditures per
cent out of government budget increased from 11.4% in
2013 to 19% in 2016 [46]. However, as spending-cuts policies
were not applied simultaneously, increasing health expendi-
tures jeopardised the financial sustainability of HTP, and in
turn, achievements attained in UHC became hard to sustain.

Study strengths and limitation
To our knowledge, this is the first study conducted in Iran
comprehensively explore the health insurance policy
trends and milestones through multi methods. The main
limitation of the study was lack of enough published docu-
ments and also low information of interviewees regarding
first and second periods of the study to cover these pe-
riods in more details.

Conclusion and policy recommendations
There is no single way of providing universal health insur-
ance coverage for all population. Providing access to health
services and financial protection against health costs, for
everyone, can be a long-term process. Countries should

focus on creating a clear role for public revenues in the
health system financing while understanding the limitations
of relying on the ability of the population to afford to pay in-
surance premiums. We strongly believe that to reach and
keep UHC in Iran, the two main players of the health insur-
ance system (MoHME and MOCLSW) should devise and
follow the same policies to control health care expenditures.
To do so, they can implement policies, such as extending
family physician programme to all population groups, imple-
ment and apply close-ended payment methods, use clinical
guidelines, revise the content of the benefits packages by in-
cluding the most cost-effective interventions, devise more re-
strictive regulations to rationalise the prescription of
diagnostic services, control the price of pharmaceuticals and
medical supplies, control the high technologies/population
ratio, and control the moral hazards by setting more realistic
coinsurance rates for the programs under the coverage of
HTP.
Without controlling total expenditure, government,

and health insurance funds like IHIO have to abolish
free coverage for segments of the population, omit
some health care services from the benefits packages
or impose more financial burden on the patients at
the service utilisation point which can lead to higher
OOP expenditures, reduce health equity and paralyse
keeping UHC. Majority of outpatient and diagnostic
health services in Iran is provided by the private
health sector, which is not under the coverage of
HTP and is one of the main sources of increasing
OOP payments. The government should extend the
capacity of providing outpatient and diagnostic health
services in the public health sector and support pa-
tients financially in the deprived cities for necessary
health services which are available just in the private
sector. Working on the medical tariffs and closing the
gap between private and public medical tariffs should
be considered to make UHC in Iran more sustainable.
The compulsory health insurance coverage law still
needs to be implemented in full. Also, it would be
necessary to assess and analyse the impacts of health
insurance and health financing reforms in Iran in
terms of improving financial equity indicators, finan-
cial sustainability, equity in utilisation and access to
health care services for disadvantaged groups, tech-
nical and allocative efficiency. Finally, we should as-
sess the short and long-term results of IHIO means-
testing project on UHC. Paying health premiums and
providing free health insurance coverage may be diffi-
cult for people (particularly for rural citizens who
have enjoyed free coverage for over 26 years) and gov-
ernment due to the current tough economic situation
in Iran caused by the international sanctions and also
by mass unemployment caused by COVID-19
pandemic.
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Table 2 Main features of health insurance schemes in Iran (2018)

IHIO SSO Armed Forces Health
InsuranceFeatures Government employees Rural

residents
Universal
Coverage

Other sectors

Affiliation Governmental Governmental Governmental Governmental Public Non-
Governmental

Governmental

Who is
insured?

Government employees Residents in
rural areas
and cities less
than 20.000
population

Self-
employed

Students, disables,
families with
injured persons
during the war,
some professional
associations and
similar

Employees of the formal
private sectors, self-
employed and voluntary
contributors

Military personnel and
their families

Membership Obligatory Voluntary Voluntary Voluntary Obligatory Obligatory

Population
size (2018)

5.413.088 19.969.227 14.441.544 1.438.973 43.475.548 (2019) Not available

Contribution
rate (2017)

7% of the wage (2%, 2%
and 3% paid by the
employee, employer, and
government respectively)

7% of the
minimum
wage (paid
by the
government)

Fixed
premium
(400,000 Rial
per month,
100% paid by
the
government)

7% of the
minimum wage
(100% paid by the
government)

30% of which 9% is for
health benefits package
(2%, 6% and 1% paid by
the worker, employer,
and government
respectively)

7% of the wage (2%,
2.5% and 2.5% paid by
the employee,
employer, and
government
respectively), An extra
mandatory fixed
amount is also
deducted for
supplementary
coverage which is paid
by the employees

Per capita
expenditures
per year
(2018)26

480,968 R* 277.565 R 371,580 R 573.173 R 431.719 (2019) R Not available

User charges 10 to 30% of in patient
and out-patients health
services respectively in
the public hospitals
based on public medical
tariffs. Also, the gap be-
tween private and public
medical tariffs in private
centres

10 to 30% 10 to 30% 10 to 30% 10 to 30% of in patient
and out-patients health
services respectively
based on public medical
tariffs. Also, the gap be-
tween private and public
tariffs in private centres.
No copayment in SSO’s
hospitals and health
centres

*R= Rial (Iran currency)
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