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Abstract

Context: One of the most effective ways to cope with the financial constraints of the health system, especially in developing countries, is to 
engage the private sector in the form of a public-private partnership (PPP). Hence, the purpose of the present study was to introduce PPP as 
a general policy to increase the effective participation of the private sector in the health system.
Methods: Initially, the existing literature was reviewed to identify methods, areas, and experiences in PPP. Then, an expert panel was 
organized with researchers, professors, and experts in health services management and policy-making. At the beginning of the panel, the 
content obtained in the previous step was presented, and then the requirements of PPP implementation in healthcare were discussed.
Results: Considering the discussions, we summarized the factors affecting PPP implementation in three topics: (A) Private sector conditions: 
A sufficient number of eligible companies, significant financial gain for private companies; (B) Public sector conditions: Principles, policies, 
and indicators related to outsourcing of services, availability of transferable services, units or substations to the private sector, lower cost of 
providing services in the private sector than the public sector; (C) Background: Political, legal, economic, and cultural conditions, successful 
experiences in other cities and provinces, support of the health system scientific body, common language, and contract conditions.
Conclusions: Given the private sector’s capabilities and potentials to improve the quality and quantity of services provided, transparent 
PPP policies should be developed as an appropriate strategy for effective private sector participation in the provision of health care, and the 
required infrastructure must be provided.
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1. Context
Considering the many years of experience of running 

public companies and the experience of private compa-
nies in Iran’s economy, the need to create conditions nec-
essary for a rapid rise in the society’s economic and social 
development and optimize national resource, existing 
opportunities, and community assets, the Government 
of the Islamic Republic of Iran has decided to redress past 
inefficiencies by implementing the policy of transferring 
public companies to the private sector and through re-
ducing its tenure to use available opportunities more de-
sirably to increase the level of welfare and adjust income 
distribution in society (1). In this regard, the general poli-
cy announcement of Article 44 of the Constitution by the 
supreme leader, expresses the regime’s attitude toward 
the country’s economic activities. The main purpose of 
these policies is to transform the country’s current econ-
omy into a dynamic, developmental, and competitive 
economy that will be achieved by reducing government 
tenure and expanding private sector activities (2).

Following the announcement of Article 44 policies in 
June 2005 (based on which, the Islamic Republic of Iran’s 
economic system is based on three sectors: public, coop-
erative, and private), the private sector’s attention to the 
health sector increased. Despite the entry of the private 
sector into the health sector, no significant results were 
achieved due to many obstacles and difficulties. As it has 
been 14 years since the introduction of Article 44 policies, 
the private sector has only 17% of the hospitals and only 
13% of the total hospital beds (3). Therefore, it is necessary 
to increase the areas of effective participation of the pri-
vate sector in the delivery of health care by accurate and 
long-term planning and through the implementation of 
effective policies. One of the most effective policies could 
be the public-private partnership (PPP).

Evidence suggests that currently, the willingness of gov-
ernments to engage the private sector in the health sys-
tem has increased (considering a variety of models such 
as risk-sharing, responsibility transfer, providing financ-
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ing opportunities, providing services and activities in the 
design, construction, and maintenance of health care 
facilities) (4). The private sector knows that PPP is a suit-
able solution and an opportunity for market growth and 
profit-making, providing appropriate facilities and inno-
vative management for the public sector (5, 6). One of the 
most important functions of PPP is to use it as a tool to 
support governments in their activities and change the 
role of the government from a provider to a coordinator 
and service manager (7). Governments also use PPP as an 
efficient and cost-effective key mechanism to implement 
their goals and policies (8, 9).

Considering Iran’s current economic situation and the 
need to provide services with the lowest cost and high-
est quality, as well as the need to minimize the govern-
ment, which is one of the objectives of Article 44 of the 
Constitution, Iran’s health system must engage the pri-
vate sector in health services provision; consequently, the 
Ministry of Health will be able to do its stewardship role. 
Currently, the use of PPP in the field of health in Iran is 
limited to a small number of support services (nutrition, 
laundry, and transportation) and clinical services (injec-
tions and pharmacy), which seems to be insufficient (10). 
Hence, the purpose of the present study was to introduce 
PPP as a general policy to increase the effective participa-
tion of the private sector in the health system.

2. History of Public-Private Partnership
The first scientific experience of a PPP plan was imple-

mented by Britain’s government in 1992, entitled “PFI”. 
The program focused more on reducing the public sec-
tor’s need for borrowing. Subsequently, in Australia, 
many state governments also launched PPP programs 
based on PFI (11). During the 1990s and 2000s, more and 
more countries turned to PPP in the delivery of public 
services. Australia and the UK were among the leading 
countries in the field, followed by France, Germany, Ja-
pan, South Korea, Turkey, Argentina, Brazil, and South Af-
rica, which began to implement PPP in 2004 (12).

3. The Concept of Public-Private Partnership
Public-private partnership is a mechanism whereby the 

public sector (the government and other governmental 
institutions) provides infrastructure services (including 
water and wastewater, transportation, health, education, 
etc.) using the capacity of the private sector (including 
knowledge, experience, and financial resources). In other 
words, the private sector, on behalf of the government, 
performs some of the duties and responsibilities in pro-
viding these services. In PPP plans, a contract is made 
between the public and private sectors to share the risk, 
responsibility, benefits, and synergy of resources and ex-
pertise of both sectors in providing infrastructure servic-
es. In public-private partnership, the role of the govern-
ment changes from investment, implementation, and 
exploitation of infrastructural projects to policy-making, 

regulating, and supervising the quantity and quality of 
service provision (9, 13). In general, seven models of PPP 
are discussed in the literature, which is briefly described 
below (14-17):

3.1. Service Contract
The government pays a private institution to perform 

specific tasks. These tasks may take place inside or out-
side the health care center.

3.2. Outsourcing
The government pays a private institution to manage 

one or more specialized departments of a health service 
center and provide all the required services. Medical 
services provision, procurements, medicine and medi-
cal supplies provision, and even personnel recruitment 
decisions will be made by the private institution. These 
contracts transfer risks, such as human resources, to 
a private company, but the government still remains 
responsible for capital costs. The duration of these con-
tracts is for one to three years. In outsourcing contracts, 
what seems most necessary is to divide the activities and 
functions of the health service center into two main and 
sub-activities. The core activities are defined as the com-
petitive advantages of the health service delivery center, 
and the subsidiary activities are standardized services 
that are widely available in the private market.

3.3. Management Contract
The government pays a private institution to manage a 

public hospital to run it and provide all the services peo-
ple need. Decisions regarding the recruitment of special-
ized health care personnel, procurement, and medicine 
and medical supplies provision are made by the private 
sector. Business risks and responsibility for capital costs 
remain with the government. Most of the risk burden (fi-
nancial and capital) is also borne by the public sector and 
the least amount of risk is transferred to the private sec-
tor. The responsibility for large investments and financ-
ing also remains under the responsibility of the public 
sector. Management contracts are useful when the main 
purpose of these contracts is to rapidly improve the effi-
ciency and experience of the public sector, or gain readi-
ness to enter high levels of PPP. The duration of this type 
of contract varies from three to five years and leads to ef-
ficiency in management.

3.4. Leases Contract
The private company leases the government health ser-

vice center by paying a determined fee to the government 
and assumes the responsibility of managing the center 
and providing the services. In this method, the private 
company acquires the right to monetize its performance. 
In this case, all business risks are transferred to the pri-
vate enterprise. The public sector is still responsible for 
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capital costs. Services recipient payments should cover 
the private sector’s costs plus a reasonable rate of return. 
The duration of these contracts is 10 to 15 years and the 
most important advantage of this model is the transfer 
of business risks to the private sector, which is a power-
ful driving force. It is a good option when a health service 
center needs operational efficiency and productivity, but 
does not require new investment.

3.5. Private Finance Initiative (PFI) Contract
It is often seen as a private coalition that is responsible 

for all phases of the public health center to deliver ser-
vices. The private sector will be responsible for investing, 
establishing, managing, and delivering non-clinical ser-
vices (such as nutrition, laundry, security, parking ser-
vices, procurements, etc.) and the main services will be 
provided by the public sector. In this model, the public 
sector owns the health service center and the private sec-
tor receives the annual budget for capital and current 
costs (maintenance and services) for 10 to 15 years. Private 
financial resources spent on government facilities and 
duties are reimbursed by the public sector and not by 
end-users; in that way, the public sector pays the private 
sector a defined monthly amount regularly throughout 
the term of the contract.

3.6. Concession Contract
In the monopoly concession contract, the public sec-

tor grants a private consortium a legal license to finance, 
operate, and maintain the health care center through 
secondary contracts. The private sector concession is 
comprised of several organizations including a private 
insurance company, investment funds, and a building 
company. During the operation of the health service cen-
ter, the coalition comes from the service provided to the 
people. The duration of monopoly concession contracts 
is 20 to 30 years. Construction risks are completely trans-
ferred to the private sector to act as a stimulus to com-
plete the construction phase and reduce costs. Conces-
sion contracts have the potential to improve efficiency in 
hospital operations and investment in the hospital.

3.7. Divesture Contract
Under the divesture contracts, ownership, operation, 

and maintenance, large investments and commercial 
risks of the public health center are transferred to the pri-
vate sector. The duration of these contracts is uncertain 
or limited by some licenses. These types of contracts are 
at health service centers in two types:

A) Sale of the public health center by retaining the exist-
ing use, where the public sector will pay the private sec-
tor for providing services, as well as performs monitor-
ing, regulating, and supervising the compliance of the 
private sector with the contract and duties.

B) Sale of the public health center with new use, where 
the private sector purchases the public health center, and 

based on agreement, operates it with a new use. The task 
of the public sector is to monitor the compliance of the 
new use of the health center with those agreed in the con-
tract.

Public-private partnership models include a spectrum 
in which, on the one hand, the public sector assumes full 
responsibility for financing, construction, operation, 
and maintenance of the health care center along with 
related risks, and at the other end of the spectrum is the 
complete privatization, where the public health center is 
wholly assigned to the private sector (Figure 1) (18).
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Figure 1. Spectrum of various models of public-private partnerships based 
on the dimensions of risk and responsibilities of public and private sec-
tors

4. Benefits of Public-Private Partnership
The potential benefits expected of PPP include the fol-

lowing (19-21):
Efficient resource management;
Providing sufficient and sustainable resources;
Reducing risks and transferring the risk to other sec-

tors;
Reducing service provision costs;
Increasing customer and community satisfaction;
Improving the status and atmosphere of creativity and 

innovation in managing and executing affairs;
Increasing the effectiveness and efficiency of service 

provision;
Improving access to health services;
Reducing out-of-pocket payments;
Creating an opportunity to promote private sector re-

sponsibility and accountability;
Creating an opportunity to improve the quality of ser-

vice;
Learning and benefiting from the best practices;
Reducing government tenure in service delivery and in-

creasing public sector agility;
Responding appropriately to changes in the organiza-

tion and environment;

Service Contract, Management Contracts

Design-Build

Design-Build-Operate



Gharaee H et al.

Health Tech Asmnt Act. 2020; 4(3).4

Better supervision and control over the private sector;
The most important challenges of public-private part-

nership;
The main challenges for public-private partnerships in-

clude the following:
The necessity to build trust in the private sector to gov-

ernment adherence to commitments;
Uncertainty on how to provide sustainable resources 

for government commitments in partnership contracts;
Inadequate familiarity with the PPP system in the pub-

lic sector and consequently their resistance to assign-
ment plans;

The private sector’s unwillingness to participate be-
cause of the lack of financial justification for the projects;

The lack of efficient incentives for private sector invest-
ment in infrastructure projects;

The low tendency of the public sector to outsource the 
projects, largely due to a decrease in their authority and 
budget;

Insufficient integration of laws and regulations related 
to the area of PPP;

The lack of proper mechanisms in the process of out-
sourcing and managing PPP plans;

The lack of rational indicators and standards to control 
the efficiency and effectiveness of PPP plans (22-26).

5. Cost-Effectiveness Evidence of Public-
Private Partnership Plans

Various cost-effectiveness studies show have that the 
implementation of PPP projects in different health ar-
eas can lead to cost savings and improved effectiveness. 
In a prospective cohort study conducted by Sinanovic 
and Kumaranayake (27) in South Africa, the cost-effec-
tiveness of three different service delivery methods (full 
government, PPP, and TB treatment provided by the 
Mine Occupational Health Center in accordance with 
the national government program and government’s 
costs) was investigated in the treatment of patients 
with TB. The effectiveness of each method was mea-
sured through the number of patients identified (rate 
of identified patients, percentage of identified patients 
treated) and treatment success rate (percentage of suc-
cessful treatment in identified patients). Provider and 
patient costs were also estimated. On the other hand, 
the cost-effectiveness from the perspective of patients, 
providers, and the community was calculated based on 
the cost of each treatment and the cost of each success-
ful treatment. The results showed that providing servic-
es through PPP was more cost-effective than the other 
two methods (27).

Pantoja et al. (28) study was conducted in Bangalore, 
India, to evaluate the cost and cost-effectiveness of a PPP 
plan in the treatment and control of TB. In 2001, the first 
phase of PPP was implemented in the country. The second 
phase of the plan, which intensified the implementation 
of the plan, was launched in 2003. In this phase, the costs 

were calculated from the perspective of providers and 
patients. The number of patients treated successfully was 
considered a measure of effectiveness. Comparing the 
treatment costs of patients before the implementation of 
PPP with the treatment costs two-stage after implemen-
tation showed that treatment cost was reduced not only 
for the service provider but also for patients. On the oth-
er hand, with the implementation of the PPP plan, more 
people utilized TB treatment services. The number of suc-
cessfully treated TB patients also increased (28).

In addition, the study by Ferroussier et al. (29) in the 
Connor region of Kerala, India, examined and compared 
the cost-effectiveness of service delivery by public provid-
ers and PPP providers. In this study, data were extracted 
from the information system of the National Tuberculo-
sis Control program. Effectiveness was estimated based 
on the number of identified patients, treatment success 
rate, treatment failure rate, and patient mortality rate. 
The results of the study showed that identifying and 
treating patients with tuberculosis in the PPP method 
was more cost-effective than that in services provided by 
the public sector (29).

In the study by Johns et al. (30) aiming to investigate 
the cost-effectiveness of PPP for using the DOTS strategy 
for TB control in Indonesia, three strategies were exam-
ined: (A) Outpatient diagnosis and referral to primary 
health care centers (PHCs) for treatment; (B) Outpatient 
diagnosis and treatment in the hospital; and (C) Refer-
ral of suspected cases by private practitioners to prima-
ry health care centers. The study was conducted in four 
provinces. The results of the study showed that all three 
strategies increased the number of case detection. In 
comparison, the cost-effectiveness of these three strat-
egies varied across provinces. But, for all the provinces 
studied, individually, there was no difference between 
patient referral from the hospital and private practi-
tioners to the PHC, but a referral from the hospital and 
treatment by PHCs was more cost-effective than hospital 
diagnosis and treatment (30).

The study by Floyd et al. (31) in India compared three 
methods: (A) Implementation of DOTS in the public 
sector; (B) implementation of DOTS in the form of PPP; 
and (C) private sector treatment of tuberculosis with-
out using the DOTS method. The results of the study 
showed that the average cost of treating a patient 
through DOTS was the same in the public and private 
sectors, but the cost of treatment for the patient with-
out the DOTS method in the private sector was much 
lower than that in the other two methods. According 
to researchers, the treatment of TB through DOTS in 
the format of PPP was a cost-effective way to control 
and treat TB (31).

The study by Ramaiah and Gawde (32) showed different 
results in examining the cost-effectiveness of PPP in the 
treatment of tuberculosis patients. Thus, service provi-
sion in the form of DOTS in the public sector was more 
cost-effective than providing these services in PPP.



Gharaee H et al.

5Health Tech Asmnt Act. 2020; 4(3).

6. Systematic Reviews of Public-Private 
Partnerships in the Health System

This section presents the characteristics and results of 
several systematic reviews of PPP in the health system.

The findings of the study by Roehrich et al. (21), which 
analyzed approximately 1,400 articles published dur-
ing the last two decades, indicated that over the past 
two decades, public sector policymakers paid particular 
attention to the capabilities of the private sector in de-
veloping, financing, and providing health services and 
infrastructures. Since 2006, there has been a significant 
jump in the number of articles published about PPP in 
the health sector. The results of the study showed that de-
spite the remarkable achievements in using PPP over the 
past few years, rigorous and empirical studies in this field 
are still limited and the concept of PPP has not yet been 
clearly analyzed. Finally, the authors concluded that PPP 
could combine prominent private sector capacities like 
innovation, high technical knowledge and skills, mana-
gerial efficiency, and entrepreneurial spirit with public 
sector characteristics such as social accountability, social 
justice, high experience, and responsibility, to ultimately 
provide high quality, low cost, accessible, and effective 
health care to the people (21).

In a study by Hernandez-Aguado and Zaragoza (33), the 
benefits and requirements of using PPP for health promo-
tion were examined. It was concluded that health threats 
could not be solved by governments alone, and PPP could 
enhance the quality, capacity, and potential of health ser-
vices provision, increase the focus on health in all poli-
cies, enhance self-control, and improve service quality. 
In this study, the most important recommendations and 
requirements made for effective PPP implementation 
included the precise definition of the criteria for select-
ing a partner/private sector (individual, industry, com-
pany) and a detailed definition of the tasks and roles of 
the private sector. Finally, the authors concluded that the 
scientific evidence and research on PPP principles and 
its effects on the health system is not yet complete, but 
at the beginning of the path, and requires more efforts 
from researchers and senior policy-makers of the health 
system (33).

The systematic review study by Lei et al. (34) with 78 
papers published until 2014 examined the mechanisms 
of PPP programs used in different countries and their 
performance in controlling TB. The mechanisms used in 
these programs were divided into three types based on 
common features: Support, contract, and coalition. In 
addition, the effectiveness of PPP programs under differ-
ent collaboration mechanisms was evaluated in six areas 
including the use of direct treatment strategies (DOTS), 
case detection, treatment outcomes, case management, 
costs, access, and equity. Comparative study analysis 
showed that PPP could improve the overall outcomes of 
TB services, which means that it could significantly im-
prove diagnosis, treatment, referral, and access to servic-

es, especially in disadvantaged areas. However, the limi-
tations of financial resources and poor governance or 
management were cited as the main reasons for the less 
positive consequences. The researchers concluded that 
PPP is a promising strategy to enhance global TB care and 
control, but is affected by different contexts across dif-
ferent countries and regions. Besides, PPP growth needs 
some basic prerequisites, in particular substantial finan-
cial supports and ongoing input resources. In addition, 
it is necessary to enhance the management and training 
of health service providers for participation through in-
tegrated cooperation mechanisms (34).

Phalkey et al. (35) in a systematic review tried to find evi-
dence related to the role and involvement of private sec-
tor’s physicians in the disease surveillance system and 
notification about diseases and its related factors. The re-
sults of the study showed that the current participation of 
physicians in the surveillance system was very weak. The 
most important barrier to their participation was inad-
equate knowledge, which led to inappropriate attitudes 
and misunderstandings that adversely affected their per-
formance. On the other hand, sophisticated reporting 
mechanisms, unclear guidelines, and inappropriate atti-
tudes of government and health care program managers 
also contributed to fewer case reporting. The researchers 
of this study believed that removing structural barriers, es-
pecially access to computers and skilled human resources, 
was necessary to improve private sector participation in 
the disease surveillance system. To improve case report-
ing, surveillance system staff were supposed to provide 
regular training and supportive monitoring to public and 
private sector service providers. Governments would also 
use their legal power to guide and strengthen PPP plans in 
disease surveillance (35).

7. Equity Considerations of Public-Private 
Partnership

Since equity is a crucial issue in health care delivery, the 
impact of any policy on it should be examined. This sec-
tion examines the potential impacts of expanding PPP 
policy on health care delivery in terms of cost and access 
to services.

A) Costs: It is expected that with the outsourcing of 
some tasks in the form of PPP, there will be a reduction in 
the cost of service provision, due to the competition and 
efforts of the private sector to reduce costs. Under these 
circumstances, the most benefit is to the middle lower-in-
come communities, which, in turn, can increase the pur-
chasing power of this part of the population and increase 
equity. Ashton (36), focusing on four services including 
nursing home services, primary health care, surgical 
services, and acute health care, examined the two-year 
experience of implementing a buyer-provider separation 
plan in New Zealand. The results of the study showed that 
depending on the type of contract and the type of reim-
bursement, contract costs were lower for some services. 
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The lowest costs were for nursing home services and the 
highest costs were for mental health services (36). In the 
study of Loevinsohn et al. (37) in Pakistan, the perfor-
mance of private and public centers located in two simi-
lar regions, in terms of socioeconomic conditions, in pro-
viding primary health care was evaluated through health 
center surveys, household surveys, and routine statistics 
and information. The results showed that the cost of pro-
viding services was the same in the private centers and 
public centers, but since the utilization increased, public 
satisfaction was higher in the areas covered by PPP cen-
ters (37).

B) Access: It seems that access is the most important im-
pact of PPP on equity. Because it is expected that in areas 
where the public sector lacks the willingness or ability to 
provide health services, by assigning this responsibility to 
the private sector, people’s access increases. On the other 
hand, by assigning provision of health care in attractive 
areas, such as affluent and high traffic areas, for the pri-
vate sector, the capacity and potential of the public sec-
tor to provide care in disadvantaged areas will released, 
which will be a sign of equity in the health system. The re-
sults of the Al-Jazaeri et al. (38) study conducted in Saudi 
Arabia, with the aim of comparing access to cholecystec-
tomy surgery in public and private centers, showed that 
access to private centers was better than access to public 
centers. In this study, access was measured based on the 
waiting time for surgery. The researchers concluded that 
strengthening the private sector could lead to better ac-
cess for patients to this service (38). A study by Kebede et 
al. (39) in Ethiopia aimed to investigate the feasibility of 
using PPP to enhance laboratory systems. The findings of 
the study showed that PPP implementation significantly 
reduced the turnaround time of laboratory samples and 
increased access to quality laboratory services (39). A re-
view study by Alkhamis (40) in Saudi Arabia, aiming at ex-
amining the impact of hospital privatization on access to 
clinical services, showed poor evidence of improved ac-
cess to clinical care due to privatization, whereas, a study 
by Dutta and Lahiri (41) in two provinces of India showed 
the positive impact of PPP implementation on increasing 
the geographical and financial accessibility of the people 
and the greater utilization due to the high quality of ser-
vices in these centers.

8. Stakeholders of Public-Private Partnership
Assigning some health system tasks in the form of PPP 

plans to the private sector will help the health system’s 
authorities and policymakers perform governance tasks 
such as policymaking, planning, and monitoring. On the 
other hand, PPP plans will enable the public sector to 
devote their resources to the core tasks of their organiza-
tion and assign other tasks to the private sector, and pur-
chase services, with fewer resources and costs and even 
more quality, compared to the private sector. In addition, 
PPP provides an opportunity for the private sector to en-
hance its role and impact on community health by work-

ing with the public sector and increase its financial ben-
efits by gaining more space in the health market. If PPP 
is implemented, health insurance companies can also in-
crease people’s satisfaction by spending less money and 
also better and precisely monitor the quality of provided 
services. In such circumstances, it is expected that people 
will receive more diverse services with more coverage, 
higher quality, better access, and even lower costs, which 
will, in turn, improve their health and increase their sat-
isfaction.

9. Legal Issues of Public-Private Partnership
One of the concerns that has always been there regard-

ing the development of PPP policy in Iran, particularly 
in health care, has been its legal challenges and back-
grounds. Evidence suggests that policymakers and legis-
lators have paid sufficient attention to the use of private 
sector capacity and development of PPPs in many legal 
matters, which are cited below as examples of laws in the 
Islamic Republic of Iran:

9.1. Article 44 of the Constitution
The economic system of the Islamic Republic of Iran is 

based on three public, cooperative, and private sectors, 
with systematic and sound planning. The public sector 
includes all major industries, parent industries, foreign 
trade, large mines, banking, insurance, power supply, 
dams and large water networks, radio and television, post 
and telegraph and telephone, airline, shipping, railway, 
and the like that are in the public domain and owned by 
the government. The cooperative sector includes produc-
tion and distribution cooperative companies and insti-
tutes, established in accordance with Islamic standards 
in the city and village. The private sector comprises that 
part of agriculture, livestock, industry, trade and services 
that complement the economic activities of public and 
cooperative sectors. The ownership of these three sectors 
to the extent that will be in line with other principles of 
this chapter and does not fall within the scope of Islamic 
law and contribute to the economic growth and develop-
ment of the country does not harm the community and 
is legally protected by the Islamic Republic.

9.2. Third Development Plan: Article 18
In accordance with the 43 and 44 articles of the Con-

stitution, the government may lease industrial, agricul-
tural, or service companies and such publicly owned 
property to cooperatives or the private sector for cash or 
commodity, by retaining other property rights.

9.3. Fourth Development Plan: Article 145 b
Annually at least 3% of social, cultural, productive, ser-

vice, and other tenures of public agencies should be re-
duced, and part of gained resources are allocated to the 
development of non-governmental sectors to reduce the 
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government tenure and increase public participation in 
the administration of country affairs and downsizing of 
the government.

9.4. Fifth Development Plan: Article 214 b
To increase the efficiency and effectiveness of capital as-

set acquisition plans, the government is obliged to adopt 
appropriate enforcement procedures, such as “Financ-
ing, Constructing, Operating, and Assigning”, “Financ-
ing, Constructing and Operating”, “Public-Private Part-
nership” or “Constructing, Operating, and Owning”, in 
compliance with the Law on how to implement Article 44 
of the Constitution and with adequate safeguards.

9.5. Sixth Development Plan: Article 25 a
To popularize and expand the share of the private and 

cooperative sectors in the economy, and to increase 
productivity and improve the quality of services and 
optimize cost management, all public agencies that per-
form social, cultural, and service provision tasks (such 
as health units, welfare and rehabilitation centers, edu-
cational, cultural, artistic, and sports centers and service 
centers of agriculture inputs and animal husbandry) 
are permitted to purchase services from the private and 
cooperative sectors (rather than the production of ser-
vices), within the framework of the quality standards of 
services set by the relevant authority.

10. Experiences of Applying Public-Private 
Partnership Policy in Iran’s Health System

In Iran, the implementation of the PPP plan in clinical 
sectors was first applied by Moheb private medical in-
stitute in Moheb hospital. Hasheminejad hospital as the 
national referral center for kidney disease between 2000 
and 2003 faced major problems such as financial con-
straints, lack of medical supplies, and the urgent need 
to improve its quality services. Therefore, the Moheb In-
stitute in the form of PPP started its activities by estab-
lishing a 16-bed unit in 2004 in this hospital. Patients had 
complete discretion in choosing the ward and there was 
no compulsion to be admitted to the new ward or the old 
ward of Hasheminejad hospital. Due to the popularity of 
the new section, another 16-bed unit was opened in 2008. 
The success of these two wards gave rise to the idea of de-
signing and building the Moheb hospital alongside Hash-
emitejad hospital. In 2009, Moeb hospital was opened 
with 100 beds, five departments, seven specialized and 
sub-specialized clinics, and eight operating rooms.

Following publishing credible evidence about applying 
PPP in primary health care and successful report of experi-
ences in purchasing primary health care from the private 
sector in other countries, as well as the support of states-
men and policymakers in the development of the private 
sector within the framework of macro policies of the Is-
lamic Republic of Iran in the form of cooperatives, after 
the agreement of the Ministry of Health with the Ministry 

of Cooperatives in 1999, and with the support of senior 
managers of Tabriz University of Medical Sciences, health 
cooperatives were designed by Tabriz University of Medi-
cal Sciences and started with the participation of the pro-
vincial cooperative office. Tabriz Health Cooperatives was 
a model of PPP that used a market-controlled model and a 
private-sector approach to deliver primary health care in 
a targeted and integrated service package. The public sec-
tor, based on continuous evaluation and quality of services 
provided, paid for health care based on per capita and per-
formance-based payment methods (42, 43).

11. Executive Requirements for Private-Public 
Partnership in the Health Sector

Following the implementation of an experts’ panel 
and obtaining the opinions of experts and researchers 
in health services management and health policy, the re-
quirements for PPP implementation in the health sector 
were summarized as follows:

11.1. Private Sector Conditions
A) A prerequisite is the existence of volunteer companies 

that are ready to provide services under the conditions set 
by the health system authorities in the country. By increas-
ing the number of these companies and creating competi-
tive conditions, it will be possible to increase bargaining 
power, reduce costs, and improve the quality of care.

B) The readiness and ability of private companies to de-
liver the service are other prerequisites for PPP implemen-
tation. Companies must be able to provide the capital and 
manpower needed to provide services. At the same time, 
the technical capability of companies and other effective 
conditions in service provision should be considered.

C) Significant financial gain in service provision is an-
other important issue for private companies that encour-
ages them to participate with the public sector. Other-
wise, the private sector’s involvement in providing the 
services is not reasonable and companies will not be will-
ing to participate.

11.2. Public Sector Conditions
A) Conditions of Assignment: The principles, criteria, 

and policies of how to outsourcing must be defined in 
the public sector.

B) Type of service: Another important issue in this area is 
the type of service. Assignable services must be specified 
according to the Ministry of Health’s overall policies. For 
example, the government has to maintain the sovereignty 
and core functions (policy-making and long-term planning) 
and purchase the service provision and executive affairs.

C) Conditions of service provision in the public sector: 
These conditions, which largely affect the service purchas-
ing, include the complexity of the service delivery process, 
the effectiveness and quality of service delivery in the pub-
lic sector, and the factors associated with human resources 
(motivation, skill, number, and ease of staffing).
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D) Cost of services provided in the public sector: Anoth-
er important issue is the cost of providing services in the 
public sector. The cost of providing services in the private 
sector must be less than the cost of providing the service 
in the public sector, to provide services at an agreed price 
and provide the benefit of both parties.

E) Indicators and criteria for measuring effectiveness: 
Appropriate and measurable indicators and criteria, for 
measuring the efficiency and quality of service, must be 
defined by the public sector. These indicators and criteria 
can also be used to evaluate PPP success rates.

F) Organizational structure of the public sector: One 
of the issues that managers and policymakers should 
consider when implementing the PPP policy is the orga-
nizational structure of the public sector. Some units and 
organizational positions cannot be modified, and those 
working in these positions have a significant influence on 
the decision to outsource services associated with these 
units, as well as the success or failure of the program.

11.3. Contextual Conditions
A) Political, legal, economic, and cultural conditions: The 

most important factors in this area are political, legal, eco-
nomic, and cultural conditions that have a great impact 
on the success or failure of PPP. The implementation of any 
plan requires the support of senior executives and poli-
cymakers and the existence of a proper legal framework; 
otherwise, the implementation of PPP plans would not be 
feasible even with economic justification. In the study of 
Gharaee et al. (44) aiming at the analysis of PPP in provid-
ing primary health care policy in Iran, they introduced 
political and economic support as the most important 
context factors for the policy implementation and success.

B) Successful experiences: Significant gains of PPP im-
plementation in some areas can drive the implementa-
tion in other sectors.

C) Cooperation of scientific body of the health system: 
The academic and scientific sector of the health system, 
through monitoring the program and providing scientif-
ic evidence, can provide a basis for the implementation 
of PPP projects. These can help determine the terms of as-
signment, defining indicators, and criteria for evaluating 
the effectiveness and success of the project, determining 
the reasonable price of services, and other requirements.

D) Common language: Achieving a common language 
between the public and private sectors is a basis for the 
implementation of PPP projects. Having a common lan-
guage means that the two parties agree on goals, prices, 
how the benefits of the two parties are met, how are mon-
itoring, evaluation, indicators, and evaluation criteria.

E) Conditions of contract: All of the items in the “Com-
mon Language” section must be clearly stated in the con-
tract. The contract must include the objectives, how to 
measure the effectiveness and quality of service, prices, 
and penalties determined for both parties to prevent 
the breach of obligations. The contract must also have 
the flexibility to make necessary adjustments as circum-

stances change, meanwhile the interests of both parties 
continue to be maintained.

12. Limitations
One of the main limitations of the present study was the 

limited number of experts and experienced people that may 
have affected data saturation. Also, the participants were all 
from Iran, which mostly had more knowledge about Iran 
and its setting than other countries’ conditions, which may 
limit the generalizability of findings to other settings.

13. Conclusions
In this study, we attempted to summarize the concepts 

and points needed to understand PPP and its implemen-
tation as a key policy for expanding the private sector en-
gagement in the health sector. To better understand and 
effectively summarize the topics, the authors propose a 
pattern for responsibility in public-private partnerships 
in health care delivery. In this pattern, the public sector is 
mainly responsible for policymaking and participates in 
planning, monitoring, training, and research activities, 
while the provision of services can be mainly assigned to 
the private sector (Figure 2). According to this model, as we 
move from tasks such as service provision to governance 
tasks, such as stewardship, supporting, and supervision, 
the role of the private sector becomes less and the role 
of the public sector becomes more considerable. For the 
government to properly perform its tasks, it must assign 
lower-level duties to the private sector and spend most of 
its time and energy on stewardship and governance tasks. 
Also, under this model, some specific services can be pro-
vided by the public sector, which may decrease or increase 
depending on the capacity of the private sector and the 
existence of required infrastructures for providing these 
specific services in this sector, as well as the capacity of the 
public sector to monitor and support.

Policy making 

Planning 

Monitoring 

Service provision 

Public sector 

Private sector 

Figure 2. Pattern of responsibilities in public-private partnership in 
health care delivery



Gharaee H et al.

9Health Tech Asmnt Act. 2020; 4(3).

Like most countries in the world, in recent years, Uni-
versal Health Coverage (UHC) in Iran has been one of the 
major priorities of the country and many programs and 
interventions have been implemented to achieve it (45). 
Success in the transition to UHC requires policies in the 
health system that bring the public and private sectors 
together on the path of policies moving toward the real-
ization of the UHC. One of the basic strategies for achiev-
ing UHC is PPP (46). Ignoring the potential of the private 
sector is a major obstacle to achieving this important 
goal. In this regard, the private sector can take on a vari-
ety of responsibilities and play an effective role in achiev-
ing UHC by increasing access to health services, provid-
ing people with the services they need, and enhancing 
the utilization of people from the services. The results of 
the literature review also indicated that most of the lead-
ing countries in the field of UHC have paid special atten-
tion to the private sector (47-50).

Despite legal protections and supportive macro-nation-
al policies, general policies of the health system and ad-
equate proper capacities and opportunities, and the pres-
ence of a capable and enthusiastic private sector in Iran, 
unfortunately, in recent years, many barriers to private 
sector performance have constrained and the role of this 
empowered sector in the field of health has diminished. 
Given the capabilities and potentials of the private sector 
to improve the quality and quantity of service provision, 
transparent and supportive PPP policies as a viable solu-
tion for effective private sector participation in health 
services provision in Iran should be developed and the 
necessary infrastructure should be provided.

Acknowledgments
This is part of a PhD thesis funded and supported by 

Tabriz University of Medical Sciences and Tabriz Health 
Services Management Research Center. Hereby, we appre-
ciate all the participants in this study.

Competing Interests: The authors declare that there is 
no conflict of interest.

Ethical Approval: The study was approved by the Eth-
ics Committee of the authors’ institute. The ethical num-
ber is TBZMED.REC.1397.597. Ethical issues (including 
informed consent of the participants, plagiarism, dupli-
cation, etc.) are fully respected by the authors.

Funding/Support: This study was supported by Tabriz 
Health Services Management Research Center, Tabriz Uni-
versity of Medical Sciences. However, the research center 
played no roles in study design, data collection, analysis, 
writing, or submitting for publication.

References
1.       Sedighikamal L, Talebnia G. A review of privatization in Iran. Int J 

Manag Account Econom. 2014;1(1):81-92.
2.       Jalaee SA, Samimi S. Study of the barriers to private sector invest-

ment in iran (in accordance with iran’s communicated general 
policies). Sci J Manag Sys. 2014;2(7):89-109.

3.       World Health Organization. Iran (Islamic Republic of): WHO sta-
tistical profile. 2015.

4.       Ghobadian A, O’Regan N, Gallear D, Viney H. Private-Public Part-
nerships. UK: Palgrave Macmillan; 2004.

5.       Davies P. The role of the private sector in the context of aid effec-
tiveness: OECD Consultative Finding Document; 2011. 2017 p.

6.       Vian T, McIntosh N, Grabowski A, Nkabane-Nkholongo EL, 
Jack BW. Hospital Public-Private Partnerships in Low Resource 
Settings: Perceptions of How the Lesotho PPP Transformed 
Management Systems and Performance. Health Syst Reform. 
2015;1(2):155-66.

7.       Ghobadian A, O’Regan N, Gallear D, Viney H. Private-public part-
nerships: policy and experience: Palgrave Macmillan; 2004.

8.       Osborne S. Public-private partnerships: Theory and practice in 
international perspective: Routledge; 2000.

9.       Jindal RM, Patel TG, Waller SG. Public-Private Partnership Model 
to Provide Humanitarian Services in Developing Countries. J Am 
Coll Surg. 2017;224(5):988-93.

10.       Tabibi SJ, Maleki MR, Nasiripour AA. Designing a Public-Private 
Partnership Model for Public Hospitals in Iran. Int J Hosp Res. 
2018.

11.       Grahame A. The Private Finance Initiative (PFI) Commons Brief-
ing papers RP01-117. UK Parliament: House of Commons Library 
UG; 2001.

12.       Sadka E. Public-Private Partnerships A Public Economics Perspec-
tive. CESifo Econom Stud. 2007;53(3):466-90.

13.       Mani MK. Public-private partnership. Natl Med J India. 
2009;22(4):207-8.

14.       Jabbari BH, Gholamzadeh NR, Jannati A, Dadgar E. Introducing 
public-private partnership options in public hospitals. Hakim 
Res J. 2013;16(3):201-10.

15.       Demotes-Mainard J, Canet E, Segard L. Public-private partnership 
models in France and in Europe. Therapie. 2006;61(4):325-34, 13-23.

16.       Akintoye A, Beck M, Hardcastle C. Public-Private Partnerships: 
Managing Risks and Opportunities. John Wiley & Sons: Oxford, 
UK; 2008.

17.       Taylor R, Blair S. Public hospitals: Options for reform through 
public-private partnerships. United States, Washigton: The 
World Bank’s Private Sector and Infrastructure Network; 2002.

18.       Roehrich J, Barlow JG, Wright S. Delivering European healthcare 
infrastructure through public-private partnerships: The theory 
and practice of contracting and bundling. 1st ed. Das TK, editor. 
London: Information Age Publishing; 2013.

19.       Brzozowska K. Advantages and threats of Public-Private partner-
ships in larger infrastructure projects. CeDeWu. PL2006.

20.       Parvu D, Voicu-Olteanu C. Advantages and limitations of the pub-
lic private partnerships and the possibility of using them in Ro-
mania. Transylvanian Rev Admin Sci. 2009;5(27):189-98.

21.       Roehrich JK, Lewis MA, George G. Are public-private partnerships 
a healthy option? A systematic literature review. Soc Sci Med. 
2014;113:110-9.

22.       Anyaehie U, Nwakoby B, Chikwendu C, Dim C, Uguru N, Oluka 
C, et al. Constraints, challenges and prospects of public-private 
partnership in health-care delivery in a developing economy. 
Ann Med Health Sci Res. 2014;4(1):61-6.

23.       Lin CF. Outsource Power, Import Safety? Challenges and Oppor-
tunities of the U.S.-China Food Safety Regulatory Cooperation. 
Food Drug Law J. 2017;72(1):32-52.

24.       Njau RJ, de Savigny D, Gilson L, Mwageni E, Mosha FW. Imple-
mentation of an insecticide-treated net subsidy scheme under a 
public-private partnership for malaria control in Tanzania--chal-
lenges in implementation. Malar J. 2009;8:201.

25.       Scheffer MC, Dal Poz MR. The privatization of medical education 
in Brazil: trends and challenges. Hum Resour Health. 2015;13:96.

26.       Webb S. Public-private partnership tackles TB challenges in par-
allel. Nat Rev Drug Discov. 2009;8(8):599-600.

27.       Sinanovic E, Kumaranayake L. Financing and cost-effectiveness 
analysis of public-private partnerships: provision of tuberculo-
sis treatment in South Africa. Cost Eff Resour Alloc. 2006;4:11.

28.       Pantoja A, Lonnroth K, Lal SS, Chauhan LS, Uplekar M, Padma MR, 
et al. Economic evaluation of public-private mix for tuberculosis 
care and control, India. Part II. Cost and cost-effectiveness. Int J 
Tuberc Lung Dis. 2009;13(6):705-12.

29.       Ferroussier O, Kumar MK, Dewan PK, Nair PK, Sahu S, Wares DF, et 
al. Cost and cost-effectiveness of a public-private mix project in 



Gharaee H et al.

Health Tech Asmnt Act. 2020; 4(3).10

Kannur District, Kerala, India, 2001-2002. Int J Tuberc Lung Dis. 
2007;11(7):755-61.

30.       Johns B, Probandari A, Mahendradhata Y, Ahmad RA. An analy-
sis of the costs and treatment success of collaborative arrange-
ments among public and private providers for tuberculosis con-
trol in Indonesia. Health Policy. 2009;93(2-3):214-24.

31.       Floyd K, Arora VK, Murthy KJ, Lonnroth K, Singla N, Akbar Y, et al. 
Cost and cost-effectiveness of PPM-DOTS for tuberculosis control: 
evidence from India. Bull World Health Organ. 2006;84(6):437-45.

32.       Ramaiah AA, Gawde NC. Economic Evaluation of a Public–
Private Mix TB Project in Tamil Nadu, India. J Health Manag. 
2015;17(3):370-80.

33.       Hernandez-Aguado I, Zaragoza GA. Support of public-private 
partnerships in health promotion and conflicts of interest. BMJ 
Open. 2016;6(4):e009342.

34.       Lei X, Liu Q, Escobar E, Philogene J, Zhu H, Wang Y, et al. Public-
private mix for tuberculosis care and control: a systematic re-
view. Int J Infect Dis. 2015;34:20-32.

35.       Phalkey RK, Butsch C, Belesova K, Kroll M, Kraas F. From habits 
of attrition to modes of inclusion: enhancing the role of private 
practitioners in routine disease surveillance. BMC Health Serv 
Res. 2017;17(1):599.

36.       Ashton T. Contracting for health services in New Zealand: a trans-
action cost analysis. Soc Sci Med. 1998;46(3):357-67.

37.       Loevinsohn B, Haq IU, Couffinhal A, Pande A. Contracting-in 
management to strengthen publicly financed primary health 
services--the experience of Punjab, Pakistan. Health Policy. 
2009;91(1):17-23.

38.       Al-Jazaeri A, Ghomraoui F, Al-Muhanna W, Saleem A, Jokhadar 
H, Aljurf T. The Impact of Healthcare Privatization on Access 
to Surgical Care: Cholecystectomy as a Model. World J Surg. 
2017;41(2):394-401.

39.       Kebede Y, Fonjungo PN, Tibesso G, Shrivastava R, Nkengasong 
JN, Kenyon T, et al. Improved Specimen-Referral System and In-
creased Access to Quality Laboratory Services in Ethiopia: The 
Role of the Public-Private Partnership. J Infect Dis. 2016;213 Suppl 
2:S59-64.

40.       Alkhamis AA. Critical analysis and review of the literature on 
healthcare privatization and its association with access to medi-
cal care in Saudi Arabia. J Infect Public Health. 2017;10(3):258-68.

41.       Dutta S, Lahiri K. Is provision of healthcare sufficient to ensure 
better access? An exploration of the scope for public-private 
partnership in India. Int J Health Policy Manag. 2015;4(7):467-74.

42.       Farahbakhsh M, Sadeghi-Bazargani H, Nikniaz A, Tabrizi JS, 
Zakeri A, Azami S. Iran’s Experience of Health Cooperatives as 
a Public-Private Partnership Model in Primary Health Care: A 
Comparative Study in East Azerbaijan. Health Promot Perspect. 
2012;2(2):287-98.

43.       Nikniyaz A, Farahbakhsh M, Ashjaei K, Tabrizi D, Sadeghi-Baz H, 
Zakeri A. Maternity and Child Health Care Services Delivered by 
Public Health Centers Compared to Health Cooperatives: Iran`s 
Experience. J Med Sci. 2006;6(3):352-8.

44.       Gharaee H, Tabrizi JS, Azami-Aghdash S, Farahbakhsh M, Kara-
mouz M, Nosratnejad S. Analysis of Public-Private Partnership in 
Providing Primary Health Care Policy: An Experience From Iran. J 
Prim Care Community Health. 2019;10:2150132719881507.

45.       Mousavi SM, Sadeghifar J. Universal health coverage in Iran. Lan-
cet Glob Health. 2016;4(5):e305-e6.

46.       Iyer V, Sidney K, Mehta R, Mavalankar D, De Costa A. Charac-
teristics of private partners in Chiranjeevi Yojana, a public-
private-partnership to promote institutional births in Guja-
rat, India - Lessons for universal health coverage. PLoS One. 
2017;12(10):e0185739.

47.       Hallo De Wolf A, Toebes B. Assessing Private Sector Involvement 
in Health Care and Universal Health Coverage in Light of the 
Right to Health. Health Hum Rights. 2016;18(2):79-92.

48.       McPake B, Hanson K. Managing the public-private mix to achieve 
universal health coverage. Lancet. 2016;388(10044):622-30.

49.       Morgan R, Ensor T, Waters H. Performance of private sector 
health care: implications for universal health coverage. Lancet. 
2016;388(10044):606-12.

50.       Wadge H, Roy R, Sripathy A, Fontana G, Marti J, Darzi A. How to 
harness the private sector for universal health coverage. Lancet. 
2017;390(10090):e19-e20.


