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Abstract
Introduction: Linking payments to results is introduced as a mechanism for increasing accountability. To
this end, a policy, called IR-PfP, was implemented in Iran in 2014 as one of the components of the
country's Health Transformation Plan. Thus, the present study aimed to report on the steps of agenda
setting, development and implementation of this policy.

Methodology: The present qualitative study was conducted in 2018 through document analysis and
interviews. As for data analysis, the content analysis method with a theory-based approach and
MAXQDA10 software were applied.

Findings: The results indicated that the Re�ned Multiple Streams Framework well described the
implementation of the policy. The three streams of law enforcement (Politics), shortcomings of the
ongoing program (NPS) (Problem) and Pay for Performance mechanism (Policy) were merged with the
opening of the �rst opportunity window, and the second opportunity window led to the incorporation of
the next �ve streams. Therefore, the policy stream was rede�ned, and the politics and problem streams
were respectively strengthened by some events, which were the dominant streams. The program and
process streams became very weak due to executive and time limitations.

Conclusion: The policy stream followed the politics and problem streams. The multiplicity of opportunity
windows was veri�ed, and creation of an institution and two policy groups were the main factors in
agenda setting. The combination of all these results, stress the importance of dynamic studying of Iran's
health policies.

1. Introduction
In low and middle-income countries, many governments are aware of the poor performance of the
management systems and service providers and endeavor to test new �nancial approaches towards high
accountability. To this end, one of the options was ‘the results-based payment', which was �rst introduced
by the World Bank, and is de�ned by the health system as ‘�nancial or non-monetary transfer payments
at the national or lower levels of government, managers, providers, payers or consumers of health
services in exchange for predetermined results to be obtained and veri�ed.’(1) 

In other words, this type of payment mechanism is an informed program that applies incentives to
motivate health producers for speci�c topics, which may include individuals or their families in addition
to health centers and individual health care providers.Nowadays, the logic of this type of program has
been tested among the various components of health participants (2), thus demonstrating strong face
validity (3).

Thus, the use of performance-based payment structure was expanded in the health system. For instance,
this type of payment is found in half of health care organizations and in the contracts of mobile doctors,
hospitals and home nurses in the USA (4). As another example, approximately 25% of family physicians'
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income is paid this way in the UK (5), and in recent decades, Asian countries such as South Korea have
applied this type of payment structure (6).

1-1: Pay for Performance in Iran

One of the main uses of the law assigning authority to the Ministry of Health and Medical Education
(ministry), as the custodian of the Iranian health system, to distribute the allocated budgets was the
implementation of the instructions of the "new system payment for managing hospital affairs" (New
Payment System (NPS)) in 1995. According to this instruction, the payment mechanism in Iranian public
university hospitals became a combination of two methods of salary and conditional payment.

The instructions sought to provide �nancial incentives towards a rise in the e�ciency of the workforce
and productivity of the facilities and the limited hospital medical equipment of the country (7).Research
has it that, after the passage of less than two decades from the implementation of NPS and given the
development of the health system and hospitals in the country, it practically lost its function and faced
many problems (7, 8), thereby proving ineffective in increasing employees' motivation (9). 

In 2013, the power was transferred from the tenth government to the eleventh one in Iran, and one the
new government's biggest moves was the implementation of the health system reforms towards
realization of several goals. One of the main packages of these reforms was to alter the existing hospital
payment mechanism and use the PfP mechanisms in public hospitals (10).

To this end, in 2014, the said ministry launched the pay for performance, tailored to the needs of Iran (IR-
PfP), in public university hospitals and announced its major goals as follows:

• Improving the team work spirit and creating enthusiasm and motivation in employees with the aim of
more activity;

• Including all employees with any type of employment in the incomes of the hospital;

• Increasing organizational commitment and aligning employee motivation with organizational goals;

• Increasing the productivity of human and physical resources of hospitals;

• Raising the quality of services and enhancing patient satisfaction;

• Considering the quantity and quality of staff performance in merit pays according to the type of activity
and expanding the motivation and commitment of the hospital management team for the qualitative and
quantitative growth of medical services (11).

In Iran, given the existence of 560 public university hospitals, 220,000 non-medical staff and 18,000
specialist and general practitioners, over 80% of the service volume is provided. Besides, according to
primary estimates, around 45% of the available �nancial resources in these hospitals (physicians' fees
and staff overtime) are in�uenced by this policy(almost $ 2.5 billion in the year when the study was
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conducted). Given the scope and impact of the policy, the present study was conducted with the aim of
reporting on the performance of government and especially that of the ministry in terms of agenda
setting, development and implementation of the policy. 

1-2- The Conceptual Model of the Study: A Combined Model

Howlett et al. (2014) (12) endeavored to moderate the criticisms of each of ‘policy stages’/’cycles’ and
‘multiple streams’, through combining them. They combined the John Kingdon's Multiple Streams
Framework and policy stages (such as Lasswell’s policy stages model (1956)) (Figure 1) and claimed
more dynamism for their hybrid model by adding 'choice opportunities' and discussing the 'dominant
streams'. 

According to this model, the triple streams presented in the Kingdon’s Multiple Streams Framework
converge using the opportunity window. This convergence (con�uence point I, Figure 1) denotes the start
of policy formulation. This convergence is also the policy formation,where the streams converge into a
‘whirlpool’ – at times turbulent and hidden from public view – constituting a period of primary strategic
appraisal by policy makers. The creation of stillness in this whirlpool continues with the formation of two
new streams (the program and process streams). 

By converging these �ve streams (con�uence point II, Figure 1), the second created whirlpool ends with
the second sub-con�uence, which leads to the �nal stabilization stage, where the dominant stream and
all other streams are integrated to move towards the �nal solution (decision). At each stage, some
streams may dominate others, and the remaining streams change towards satisfying them (12).

2. Methodology
2-1-Study approach

The present study was conducted qualitatively at the national level to investigate how to set the agenda,
develop and implement the IR-PfP policy in Iran. To collect the required data, documentation analysis and
interviews were used. 

2-2- The Documentation under Study

In the documentation analysis section, the used documentation is shown in Table 1.



Page 5/20

Table 1: The List of Documentation Used to Study Iran's PfP Program

QuantityTitle of Documentation

1Guideline for staff’s pay for performance

5Appendices of Guideline for staff’s pay for performance

1The fact sheet reported by the ministry regarding the PfP

1Guidance for program implementation offered to hospital HIS authorities

1Guidance for troubleshooting the programs implemented in the hospital

4Documents and reports related to the pilot program of the Comprehensive system of
dedicated income distribution (CSDID) in Mazandaran Province

34Circulars related to the topic

1The document of frequent questions on the program implementation 

13The rules of pay for performance in the country

2-3-Participants and the Manner of Conducting the Interview

In the interview section, in-depth interviews were conducted with 32 people at ministry, university and
hospital levels (Appendix, Table 1) with the aim of understanding the real experiences of individuals.
More to the point, the interviewees’ stories and narratives were the main focus of this section (13). Given
the clear objectives of the study, a semi-structured questionnaire with pre-determined questions was the
interview tool (14) (15).

To observe the proportion between the participants’ experiential �t and research question and the
characteristics of a good informant (16), the interviewees were purposefully selected (17) from among
the most involved, knowledgeable and successful program implementers in the country. First, based on
the initially designed questions, several in-depth interviews were conducted with executives and program
developers to gain a better understanding of the subject, so that the interview questions could be made
more effective. Having met the research ethics requirements of a qualitative study, each interview lasted
an average of 35 minutes. Data analysis was performed simultaneously with the interviews, and the
interviews continued until the stage of data saturation.

In addition to these interviews, the researcher took notes from nine sessions and conferences (adding up
to 100 hours) with the aim of reviewing the issues and problems of the policy at different levels (two
national sessions with the presence of policy presenters of 33 universities; six sessions within the
ministry with the presence of policy developers; and one meeting with the o�cials of Imam Hossein (IH)
Hospital).

2-4- Data Analysis and Data Reliability and Validity
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To analyze the data, content analysis (18) with a theory-based and inductive approach (18, 19)and
MAXQDA10 Software were used. 

To con�rm the validity and acceptability of the data, the prolonged engagement with data and spending
enough time to collect and analyze data, integrating the information sources, multiple methods for data
collection (interview, observation, and �eld notes) and data analysis by colleagues were employed. During
the analysis, to ensure the reliability of information, data and documents were continuously shared with
the policy developers and thoroughly reviewed (20).

3. Findings
3-1-Agenda Setting for Policy Development

This stage, like the Kingdon’s multiple streams model, consisted of three streams: problem, policy and
politics, which are described Figure 2.

3-1-1- Politics Stream

The examination of the country's laws in the �eld of payment mechanisms relating to government
employees proved that the major longest-standing factor in changing the payment system of Iran's public
hospitals was the adoption of ‘the rule for the establishment of boards of trustees of universities and
higher education and research institutions’ in 1988 as follows:

"Article 7-Duties and authorities of the board of trustees: ... D- Approval of the detailed budget of the
institution; E- Approval of the accounts and annual balance sheet of the institution; F- Approval of the
method of receiving speci�c revenues and its consumption; G- Appointing an auditor and treasurer for the
institute H- Approval of �nancial and transaction regulations ...."

According to this law, the ministry and its a�liated institutions were given authority to receive and use
exclusive revenues (the distribution of exclusive revenues of the hospital among its employees).
Accordingly, in this study, ‘upstream law enforcement’ was the dominant item related to ‘politics stream’
(See Figure 2, P4P agenda setting section).

3-1-2- Problem Stream

According to knowledgeable interviewees, most of the people involved in NPS at the macro level came to
the conclusion that the system should be changed.

“In the poll we did, no one stated that the previous instruction [NPS] was good, and the various strata all
agreed that the instruction should be changed,” said one of the developers. (Code 22) 

The problems relating to NPS caused a consensus among all stakeholders to change it. Not to mention,
the nursing community, as one of the largest clinical groups in the country, also agreed with the
interventions promoting this program.
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“We have even stressed the need for rules in the �eld of nursing, in which the hourly payment should be
changed into a performance-based one,” said one of the interviewees at the ministry level (Code 9). 

Hence, the shortcomings of NPS were the predominant items relating to the problem stream (See Figure
2, agenda setting section).

3-1-3- Policy Stream

As a result of the above mentioned law and problem, various participants in the health system (hospitals,
professional groups such as the nursing community) took several measures to address the problems and
enforce the law, which can be summarized in the following three groups (See the bottom of Figure 2):

3-1-3-1- The intervention to improve NPS in some hospitals

Reviewing the operational documentation and instructions of NPS demonstrated that this program was
developed in such a way that it was possible to change and upgrade in any hospital. For example, a
hospital could determine the assessment criteria and the manager's satisfaction score of his staff, but
the decision to do it entirely depended on the wishes of the upstream managers and the organizational
characteristics of the hospital.

“We could have developed the previous NPS,” said Code 4.

The interviewees’ statements were fully con�rmed by the existing administrative letters, and the letters
showed that in some hospitals of the country, several changes had been made in order to eliminate some
shortcomings of NPS.

3-1-3-2- Developing different kinds of mechanisms for PfP in hospitals

Reviewing documents and interviews indicated that, with the authorities resulting from the upstream
laws, two of the country’s hospitals based in Tehran, namely Hasheminejad Hospital (mid-2001) (21) and
IH Hospital (2008), designed and implemented two different types of PfP mechanisms in their hospitals.

“Likewise… similar programs like those implemented in the country were spontaneously carried out in IH
Hospital,” said Code 25.

3-1-3-3- Approval of the New National Laws

To eliminate the shortcomings of NPS, the new laws were approved at the macro level. The nursing
association, as the main bene�ciary of the changes, provided the possibility of passing the two laws of
nursing services tariff (2007) and manpower productivity (2009) with multiple follow-ups in the national
assembly of the country. According to these rules, the method of paying salaries and bene�ts to nurses
must be a combination of two methods: �xed and performance-based; and nurses' merit pay must be
calculated based on the approved tariffs of "nursing staff’s diagnostic and treatment service packages".
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“Previously, we also proposed a law in the parliament, ..., under the title of tari�ng the nursing services,
but not in the form of fee for service,” said Code 9.

Despite the implementation of these three important measures, the possible effects of each alone were
not su�cient to overcome the problem of NPS in the whole country. Until 2010, there was no opportunity
to combine their effects with each other. Therefore, the problem continued to remain unsolved. 

3-1-4: The �rst opportunity window (Con�uence Point I)

Given that the ministry was the sole custodian of the program, the major changes and interactions that
led to the agenda setting of the program depended on the program-related experts within the ministry of
the tenth government, particularly the deputy minister of treatment.

 “The design of our performance-based payment system was started immediately after the establishment
of this head o�ce,” said Code 22.

The interviewee refers to the "Tariff & Payment system Policy making (TPP) o�ce" in this deputy. The
formation of this o�ce brought together a group of experts interested in the topic ‘performance-based
payment’ (the �rst policy group).

 “The performance-based payment program began with the start of a new team, who served as an expert
team...,” said Code 13. 

As a result, the �rst opportunity window of beginning the development of the policy was opened by
creating an internal institution and an interested policy group.

3-2- Policy Development 

3-2-1- The �rst whirlpool and the �rst sub-con�uence point (IA)

Howlett et al. argue that the whirlpool re�ects the policymakers' efforts to validate their understanding of
the problem (12). The �rst whirlpool for the �rst policy group was a more scienti�c examination of the
shortcomings of NPS, a collection of past work related to this area in the country, and a review of global
experiences for understanding PfP programs. One of the main developers of the program describes his
�rst efforts and experiences as follows: 

“We did a preliminary study and came to the conclusion that performance-based payment is very hard
work. A lot of searches was carried out and things were quite different from what we thought,” said Code
17.

“They sought to see literature and what the world has done to achieve P4P models,” said another
developer (Code 25).
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Thus, there was the �rst whirlpool in the present study, and the policy group evaluated their
understanding of NPS and its possible solution. In the model of Howlett et al.,(12) the end of this phase is
marked by a sub-con�uence (IA), which initiates the stabilization phase of policy formation and leads to
the creation of other streams. Therefore, following along, we will face �ve streams, including three
Kingdon’s streams, with a slight change in the policy stream, and two new streams (program and process
streams).

3-2-2- The changes of Kingdon's three streams

The changes of kingdon's three streams at this stage are as follows:

A- politics stream: There was no change in the course of politics (implementation of the upstream law),
and it was like the previous stage of the opening of the �rst opportunity window.

B- The problem stream (shortcomings of NPS) also remained unchanged and the stream was dominant.
Therefore, the other streams were formed in line with this stream with the aim of resolving this problem.

C- Policy Stream: According to the operational documentation, this stream was out of a general mode
(one of the different types of PfP programs) and was de�ned as a special program (performance-based

program called CSDID
[1]

) (See Figure 2, P4P development section).

“Mr. Doctor, the then deputy minister of treatment… said that he was not satis�ed with the review process
of the instruction of NPS and that he would like it to be replaced by a conditional payment instruction,”
said. Code 17.

With regard to this order, a series of joint studies were conducted by the �rst policy group and four
scienti�c groups from four universities of medical sciences of the country and a PfP model was designed
under the title CSDID, which was de�ned by its developers as follows: 

“I don’t want to claim that the CSDID Model, developed within the expertise of the Ministry of Health, bore
100%   similar to the PfP model, but it enjoyed 80-90% of the characteristics of a PfP mechanism,” said
Code 13.

3-2-3- Forming the new stream of program 

After determining the solutions to the problems related to NPS, the �rst emerging stream was policy
program (Figure 2, PfP development section). Policy program means creating plans to calibrate new
policy tools and integrate them with the current situation (12), for which the �rst policy group carried out
various activities, which were summarized in Table 2.



Page 10/20

Table 2 : The set of activities of the �rst policy group for program programming

Preparing the
documentation
of the new
Policy 

• Developing the initial 200-page document with the support of four major medical
universities in the country

Approval of
laws that
support PfP

• In the year before the implementation of the policy, several consultations were
held to include two paragraphs in the country’s strategic purchasing regulations*
towards designing a mechanism for quality-based payment.

Establishing
the legitimacy
for
stakeholders
and streamline
the Policy

• Legislative and decision-making levels: Multiple lectures were held to familiarize
the environment with the policy, at the Academy of Medical Sciences**;
Management and Planning Organization***; General managers of provincial
health insurance; Parliamentary Health Commission and upstream managers
within the ministry.

• The new policy was primarily introduced to physician and non-physician staff as
a mechanism to increase pay and create interdisciplinary justice.

• The new policy was primarily introduced to basic health insurance organizations
as a mechanism to improve the quality of service delivery.

• The new policy was primarily introduced to the presidents of medical universities
as a mechanism to improve quality, delegate authorities, and reduce the payment
gaps for private and public hospital staff.

* https://www.rrk.ir/Laws/ShowLaw.aspx?Code=1795

** ttp://www.ams.ac.ir/

*** https://www.mporg.ir/home

3-2-4- Forming the new stream of process

The second emerging stream is process stream, which is formed to explore options and reinforce valid
decisions (See Figure 2, P4P development section) (12). According to operational documentation, the
process stream in the agenda setting of this program meant the pilot implementation of the CSDID
instruction in the country. Thus, the instruction was implemented, monitored and reviewed on a two-year
trial basis in two hospitals.

In short, all these changes and developments in the �ve streams only led to the development of an
indigenous program (CSDID) for the country, but did not lead to its implementation because it required
another opportunity window to rejoin these streams.

3-2-5- The second opportunity window (Con�uence Point II): joining �ve streams

The opportunity window for the agenda setting of the implementation of the policy was opened by the
transfer of government, which led to a higher priority in the �eld of health among the national actions and
the implementation of the Health Transformation Plan (HTP), whose pursuit apparently required a strong
policy group at the ministry level.

https://www.mporg.ir/home
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“To me, the implementers of the policy at the Ministry really who did that had a lot of courage ... because
not anyone or organization can really claim to make the dedicated revenues of a �rm like a hospital
based on performance,” said Code 4.

Hence, with the new government coming to power, a new policy group (the second policy group) was
formed, including ministers and deputies interested in a PfP mechanism. With the start of planning for
the implementation of the Health Transformation Plan, the CSDID program also had the opportunity to
present itself:

“With the start of the new government and the new discussion of the Health Transformation Plan system
and what we want to do in various areas, CSDID was introduced as one of the management programs of
the Tariff Policy and Payment System to replace the previous program,” said Code 13.

As a result, following the transfer of government and the start of the health transformation plan, the
second policy group decided to implement the proposed solution (CSDID).

3-3- Policy implementation  

3-3-1- The second whirlpool and the second sub-con�uence point (IIA)

According to the model of Howlett et al., once the policy is formed, the second sub-con�uence of streams
begins with another evaluation whirlpool. At this stage, policymakers are more likely to examine the
progress of events (such as the existing policy options and stakeholders’ feedback) and determine how to
move toward a �nal decision (12).

The second policy group examined the reports obtained from the implementation of various implemented
programs towards elimination of the shortcomings of NPS. These programs included the pilot CSDID
program and the three groups of actions introduced in section 3-1-3 and Figure 2.

According to Howlett et al. (2014), this potential stage is chaotic and takes place away from the public
eye. After these reviews, some changes were made in �ve streams.

3-3-2- Changes of the existing �ve streams

The changes of the existing �ve streams at this stage were as follows:

A. Politics stream: With the transfer of power to the new government calling for reforms in the health
system, the politics stream was strengthened at this stage and became the dominant stream and other
streams were adjusted under its in�uence.

B- Problem stream: With the implementation of the health transformation plan, the primary problem
stream (shortcomings of NPS) was changed. This change was reinforced by the addition of the problem
of how to distribute �nancial resources to hospitals, which resulted from the implementation of another
health transformation plan program and its need to be addressed was felt much greater.
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C- Policy stream: In addition to the presence of other people in the second policy group, the presence of a
person with a history of implementing a performance-based program in a hospital provided a good
strength for decision-making and implementation of the �nal program (IR-PfP):

 “One of the reasons that the CSDID program could claim to be introduced as a new program was that Mr.
Dr. ..., the deputy director of treatment, ... was primarily in charge of the program,” said Code 13.

Therefore, the experiences of the pilot CSDID program and the experiences of IH Hospital were
summarized, and the �nal program structure was �nalized based on these experiences: 

 “The CSDID model was different from that in IH Hospital, … a work group was formed and our
experiences were brought up there, thus producing a combination of experiences used in those two
models, as well as various opinions which were proposed in the work group,” said Code 29.

In this quote, the interviewee refers to the series of discussions that took place in the second whirlpool
and caused the �nal program to be a combination of the model applied in IH Hospital and CSDID model.

D- Program stream: To implement the program, a combined program was proposed in the Council of
Deputies of the Ministry, in which it was proposed that the viewpoints of the eight major universities of
medical sciences in the country must be taken into consideration in order for the �nal model to be
approved. 

Hence, under the in�uence of time and executive limitations, the �nal model was pushed forward for
implementation with the consent of these universities. As for the manner of participation at this stage,
one of the developers of the policy stated that: 

“Just like you cook a food and then put it on the table and say, taste it to see if it is salty or not. In fact,
they asked for our opinions about what they intended to do,” said Code 13.

E- Process stream: This stream was not created due to time and executive limitations and the �nal
program, which was the result of combining two programs (CSDID and the model of IH Hospital), was
introduced to be implemented without a pilot implementation.

“The �nal model was not a model that had already been implemented from scratch to completion. It was
a combination of different models and opinions of a group of people. ... and these opinions were not
examined in the environment ...,” said Code 13.

4. Discussion
The present study aimed to clarify how to set agenda, develop and implement a Pfp policy in Iran (Ir-PfP).
It nearly took a decade from agenda setting to the implementation phase of this policy and its
implementation coincided with the country's HTP, thus affecting the payment to medical and non-medical
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staff of all public university hospitals across the country. It is a policy whose direct effects on the
country's other health policies have also been reported (22, 23). 

To describe how to set agenda and implement the policy, the model of Howlett et al. (12) was employed.
 In this model, the policy development and implementation are seen as a series of consecutive actions
that implies that it is impossible to completely separate the different parts of a policy from each
other (24). In other words, the different parts are inextricably intertwined.

In the present study, although the development and decision-making stages for the implementation of the
policy were largely separable based on the time and trustee of the policy, but each stage was always
inseparably dependent on previous stages. 

There are many policymakers in a system, ranging from individuals to natural and legal groups (24).
Regarding the policy of the present study, multiple programs were implemented separately in all parts of
the country and at different organizational levels after accurately determining the problem (shortcomings
of NPS). However, none of them didn’t get to be expanded and implemented throughout the country.

Therefore, it can be concluded that in this policy and other similar policies, opening the opportunity
window is essential for implementation, because among all the programs that were developed to solve
this problem, only the PfP policy had the opportunity window of national agenda setting and was
implemented.

Like other leading countries in this �eld, the law was the most important stimulus for the implementation
of the PfP policy in Iran (25). Explicit laws put a lot of pressure on trustees, thereby lessening the
dispersion of their efforts. Tanenbaum (26) also acknowledges the appropriate political, legal and
executive support of such policies.

A review of relevant laws demonstrated that laws �rst gave the ministry the necessary authority to
distribute its own sources of revenue and later emphasized its equitable distribution (policy stream). The
direct impact of explicit laws and stakeholders’ consensus on policy implementation has also been
reported in other health policy studies (27-29), and their absence also leads to slower policy
implementation (22, 28). Like other policies in the �eld of health in the country (22, 23, 27, 30), to
implement this law, the major solution to the problem was modeled on the experiences of other
countries. 

Moreover, to set agenda, develop and decide to implement this policy, two opportunity windows were
needed. The �rst and second opportunity windows were opened by institutionalization and government
change, respectively, each window individually led to the convergence of streams, which was supported
by Zohlnhöfer et al. who expressed that two stages of convergence of streams are required for the
development and implementation of any program (31). Both opportunity windows in the policy under
study led to the formation of a policy group interested in the matter, and the actions of these groups led
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to the agenda setting, development and implementation of the policy. In other policies, grouping has been
introduced as a key event for policy implementation (32).

In this study, the role of the �rst policy group in particular was to gain legitimacy for policy development.
The need to implement a speci�c policy by a trustee in the minds of stakeholders is known as gaining
legitimacy (33), which has been introduced as a vital factor in the study of Iranian health policies (28).
The effects of the political group have also been pointed to in the development and implementation of
the Turkish Health Transformation Plan (34). 

Given that there are various ways to gain the legitimacy of a policy (33), the �rst policy group was able to
gain the legitimacy of the policy by documenting the actions and explaining the potential bene�ts of the
policy to stakeholders. The effects of informing stakeholders of the contents of a policy in gaining
legitimacy of other health policies of the country (Iran) have also been reported (27).

In the present study, government transition was the main facilitator for the implementation of the policy.
The studies conducted on the role of government in Iranian health policy suggest that this factor may (28,
30) or may not have a direct effect on the implementation of a policy (22, 29). In a study done by
Esfandiari (23), the transfer of government has been introduced as an effective factor in the primary
agenda setting of the country's infection control policies, which was not seriously considered by policy
makers in the end. It seems that what makes this policy different from the one in the present study was
the formation of an interested policy group that existed in the present study. A similar effect of the
transfer of government and the prominent in�uence of a similar policy group in the study of the policy
‘reviewing the relative value of health services’ was also reported (27), which were both part of the
reforms of HTP.

Accordingly, it may be claimed that the effects of transfer of power between governments on the policies
of the country's health sector, emerge because of individuals and groups interested in a particular subject,
and the effects of these groups in this �eld have been similar to the impacts of institutions on
policymaking. 

Based on the modi�ed model of Howlett et al. (12), some streams can be dominating or weakened in the
process of forming three streams up to the decision stage. In this study, this view was con�rmed and the
problem and policy streams became stronger and the program and process streams became weaker in
the decision-making stage. A change in the government's priorities and its new actions, which are in line
with the existing streams, strengthened the �rst two streams, and the political and time limitations to
implement the policy led to the weakening of the last two streams. 

Conclusion
In this study, when the upstream laws of the country became the politics stream, it led to the multiple
policy streams. In addition, the prevailing problem stream made the policy stream stronger. In other
words, the policy stream followed the politics and problem streams that are in�uenced by the change of
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government. The multiplicity of opportunity windows was veri�ed, and the creation of an institution and
two policy groups were the main factors in agenda setting and implementation of the policy. Moreover,
the combination of all these results places an emphasis on the dynamic study of Iran's health policies.
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Figure 1

The combined model proposed by Howlett et al. (2014) (12)
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Figure 2

Implementation of IR-PfP policy
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