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Introduction
According to the World Health Organization (WHO), the  
global shortage of physicians, midwives and nurses was 
estimated to be 11.6 million in 2013  (1). Dual practice (DP) 
is defined as performing several different jobs at the same 
time, and it has emerged as a reason for the workforce 
shortage, especially in low- and middle-income coun-
tries (2,3). This phenomenon occurs in most countries, 
even where it is banned. For example, nearly all highly 
skilled medical professionals in Austria, 90% of general 
physicians in Ireland, and 60% of general physicians in 
the United Kingdom of Great Britain and Northern Ire-
land work in private and public hospitals (4). Physicians 
work in both public and private hospitals and clinics to 
raise their income in most countries (5). Other factors 
that attract  physicians to DP include greater flexibility 

of private practice, more opportunities for patient contact 
and more self-management (6,7).

Concerns about the effects of DP on different aspects 
such as accessibility to healthcare services have made it a 
significant issue in the health systems in many countries 
(8). The mechanisms used for management and control 
of DP, as well as economic, social, cultural and legal 
conditions in different countries, result in DP having 
different consequences on health systems (9,10). These 
consequences include: reduced working hours of doctors; 
absenteeism; limited access to dual practitioners due to 
the lack of full-time attendance (especially in the public 
sector) (4,11); shift of patients from the public to private 
sector due to better quality of services in the latter; 
conflicts of interest of physicians who simultaneously 
work in private and public sectors (12–14); greater 
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pressure on nurses and other health workers who are 
working with dual practitioners (12); and the request for 
clandestine or informal payments in areas with no (or 
limited) private facilities, in which DP is not feasible (15).

Different countries have different approaches ranging 
from total freedom to total prohibition on dealing with 
DP. Indonesia and Egypt have adopted full-freedom 
strategies due to workforce surpluses and inability of 
the public sector to pay more salaries (16). Norway (17) 
and Bangladesh (18) have encouraged physicians to 
withdraw from the private sector through increasing 
public revenues. Some countries such as India, Italy, 
Portugal and Spain are providing incentives for public 
services to retain specialists (14). Other countries such as 
some provinces of Canada (19), China, Kenya, Zambia (20), 
Greece (21) and some Indian states (22) have supported 
a full ban on DP, with interventions such as creating 
a desirable work environment, financial monitoring, 
and providing financial resources for the public sector, 
through taxation.

In the Islamic Republic of Iran, DP of public physicians 
in the private sector is one of the main challenges to the 
health system. According to one study, the rate of DP of 
public medical specialists in the private sector is 42.3% 
(23). Although there is a complete ban on DP for full-
time specialists according to national legislation and 
regulation (24), factors such as the need to increase the 
share of health expenditure from public sources and 
determining tariffs based on actual costs,  have caused 
low enforcement of these laws and regulations (25). In the 
Islamic Republic of Iran two reviews of the reasons for 
DP among physicians point to factors such as a tendency 
towards simultaneous use of public and private sector 
benefits, monetization, institutional characteristics of 
the public sector including control approaches and work 
pressures, and individual characteristics of physicians 
(26,27).

Because of the limited number of studies and lack of 
evidence on the contributing factors to specialists’ DP in 
the Islamic Republic of Iran and low- and middle-income 
countries (28), the present study aimed to identify the 
causes of the tendency for medical specialists towards DP 
in the Islamic Republic of Iran through interview-based 
qualitative research of the views of medical university 
directors and managers.

Methods
We used a qualitative approach via content analysis 
to identify the factors affecting DP among all medical 
specialists. The data were collected through in-depth, 
face-to-face interviews about the reasons for specialists’ 
tendency towards DP. This study was part of a compre-
hensive study conducted in 2017, in which, after calculat-
ing the prevalence of DP by specialty and province, the 
provinces were divided into 3 groups with high, middle 
and low rates of DP (23).

We used a purposive and outlier sampling method (29) 
to select key participants from three groups of universities 

with high, middle and low rates of DP (23) to cover all the 
Iranian provinces. Key informants of universities were 
determined in a focused discussion group with some 
administrative and academic experts familiar with the 
university sector. The focused discussion group selected 
the deputies for curative affairs of medical universities as 
key informants for interview. A letter were sent inviting 
them to participate and interviews continued until the 
saturation stage based on the researchers’ ongoing and 
cumulative judgement, using a hybrid saturation model 
(inductive thematic saturation and data saturation) 
(30,31).

The semistructured interviews were conducted by 
two experienced researchers among the authors, AS and 
MB. Each interview lasted an average of 35 minuntes 
(range 25–45 minutes). All interviews were audiotaped 
after obtaining permission from the participants and 
transcribed on the same day.

For quality assurance of the research as well as 
validating the data, the proposed criteria of Guba and 
Lincoln were used (31). To ensure credibility of the 
interview data, we used peer debriefing as well as 
member checking. The transcripts of the interviews 
were given to the participants to read in order to make 
sure that they were transcribed correctly. Moreover, each 
transcript was carefully and independently reviewed and 
labelled by two persons, including one of the researchers 
and another who held impartial views of the study (32). 
For dependability and conformability of the data, we 
used different methods such as in-depth methodological 
descriptions, maintaining all documentation related to 
the study, and trying to obtain comments from others. 
Transmissibility of data and the ability to follow the 
study path by others was guaranteed by actions such 
as providing a complete description of the themes, 
presenting participant features, description of data 
collection method, and making examples of contributors.

For content analysis we used a 3-step model (33) 
including: identifying the early themes and subthemes 
of the key points of the interviews; identifying 
concepts, themes and subthemes based on comparisons, 
understanding overlaps and boundaries; and extraction 
of themes for creating the main concepts by listing 
subthemes that were applied systematically to the whole 
data set. Afterwards, through two discussion sessions 
with the experts, the extracted themes and subthemes 
were discussed to categorize the final themes. The content 
analysis of the data started from the first interview at the 
same time as conducting the other interviews. The data 
were analysed using MAXQDA version 10.0.

We provided a documented interview guide to: explain 
clearly the purpose of the study to the interviewees 
before the interviews; ensure the confidentiality of 
the information of the participants at all stages of the 
study by using the codes instead of names; ensure that 
participants had freedom to leave the study at any time; 
and observe the ethical principles of recording and 
storing information collected at all stages of the research.
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Results
We interviewed 14 participants with an average age of 
51 (standard deviation 3.6) years. The majority of them 
were male (85%), deputies for curative affairs of medical 
universities (71%) and medical specialists (65%) (Table 1). 
Six themes, 16 subthemes and 41 issues were identified 
and confirmed by participants (Table 2). The level of 
medical specialists’ DP in column 7 of Table 1 is based on 
the results of the first phase of the main study (23). The 
codes extracted from the interviews were presented as 6 
themes: financial incentives; cultural attitudes about pro-
fessional identity of physicians; experience and academic 
level of specialists; controlling approaches in the public 
sector; available infrastructure for responding to the pop-
ulation needs in the public sector; and regional character-
istics of health service locations. These themes included 
the subthemes and issues that are explained below.

Financial incentives
Financial incentives were organized into 2 subthemes, 
income gap between public and private sectors, and own-
ing of private hospital shares by public specialists.

Income gap between public and private sectors

Income gap between public and private sectors was one 
of the main factors affecting the behaviour and decisions 
of Iranian specialists towards DP. One of the main issues 
for income gap was the irrational difference between pri-
vate and public sector tariffs. According to the Iranian 
Universal Insurance Law (34), tariffs are calculated based 
on cost price. Consideration of capital gains and depreci-
ation means that private sector tariffs were more expen-
sive than those of the public sector. Participant 10 com-
mented: “In the private sector, for the same therapeutic 
treatment, physicians are paid about eight times higher 
than in the public sector”.

Service tariffs were defined on the basis of two 
factors: hotel services and the professional component 
of the service (representing the effort, skill and risk of 
service provision). What was paid to physicians was the 
percentage of the assigned tariff for each service based 
on the performance of the physicians. This percentage 
varied between public and private sectors, and created 
income differences between the sectors. As Participant 
10 stated: “In the public sector, on average, the doctor is 
paid 40% of a professional component of a services tariff 
compared with 80% in the private sector”.

There was a difference in tax rates between private 
and public sectors in all industries and sectors and it 
was not specific to the health sector and doctors. Due to 
the close relationship between private and public health 
centres, the difference in taxation was one of the factors 
that accounted for the specialists’ tendency to want to 
work in the private sector. Participant 4 said: “Currently, 
the public sector income tax is 20% but in the private 
sector it is 3% to 5%, for the same job”.

The imposition of the income ceiling only in public 
hospitals has exacerbated this income gap. According to 
some experts, in the public sector, for payments < 100 
million Iranian rials, 80% is paid to the doctors, but for 
higher payments, the percentage share of the doctor is 
reduced gradually (participants 1 and 8).

Another problem that all the experts agreed upon was 
delays in paying physicians in the public sector due to 
inappropriate performance of insurance organizations. 
As Participant 4 pointed out: “They prefer to get 180–200 
million rials this year instead of earning 400 million rials 
next year”.

Owning of private hospital shares by public specialists

One of the factors influencing DP among public sector 
physicians was being a private hospital shareholder. 

Table 1 Characteristics of the interview participants

Participant code Interview length (min) Sex Position University Major DP level No. of subthemes
P1 38 Male DCA North Khorasan MS 36% 44

P2 42 Male DCA Hormozgan Health 
policy

21% 35

P3 32 Male HAM Ilam GP 18.9% 24

P4 35 Male HAM Gilan GP 69% 25

P5 30 Female DCA Tehran MS 57% 20

P6 45 Male Deputies of ministry — MS — 33

P7 36 Female Deputies for research 
affairs

Zabol GP 26% 29

P8 30 Male DCA Birjand MS 27% 37

P9 25 Male DCA Mazandaran MS 46% 23

P10 30 Male DCA Kurdestan MS 30% 18

P11 35 Male HAM Isfahan GP 47% 32

P12 33 Male DCA Tabriz MS 57% 40

P13 36 Male DCA Semnan MS 24% 30

P14 41 Male DCA Shiraz MS 24% 43

DCA = deputy for curative affairs; GP = general practitioner; HAM = hospital affairs manager; MS = medical specialist.
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Table 2 Main factors affecting specialists’ tendency towards DP
Theme Subtheme Issue Type of impact
Financial incentives Income gap between public and 

private sectors
Irrational disparity of tariffs Positive
Specialists’ share of hospitals’ income Positive
High tax rate on public sector 
specialists’ incomes

Positive

Income ceiling in public hospitals Positive
Delay in payments in public hospitals Positive

Owning of private hospital shares 
by public specialists

Being a beneficiary of public 
medical specialists as private sector 
shareholders

Positive

Use of specialists from their public 
credibility

Positive

Cultural attitudes about 
professional identity of physicians

Attitude of the community 
towards physicians’ identity

Importance of the office in 
recognizing physicians

Positive

Importance of the office in quality of 
services provided

Positive

Attitude of physicians towards 
their occupation

Relationship between physicians 
professional identity and having an 
office

Positive

Fear of getting away the patients in 
the absence of the office

Positive

Experience and academic level of 
specialists

Experience and reputation of 
specialists

Obliging newly graduates to work in 
under served areas

Negative

Inability of young specialists to 
compete with well-known specialists

Positive

Owning a medical office license by 
more experienced specialists

Positive

Unwillingness of more-experienced 
specialists to join HTP

Negative

Academic level of specialists Upgrading academic specialists Positive
Controlling approaches in the 
public sector

Laws and plans supporting being 
full-time in the public sector

Reducing the gap between public and 
private tariffs due to HTP

Negative

Compulsory full-time membership in 
HTP for new graduates

Negative

Prohibition of full-time specialists 
for DP

Negative

Cooperation of insurance 
organizations for identifying 
specialists engaging DP

Negative

Bureaucratic monitoring 
mechanisms in public sector 
versus relative freedom of private 
sector

Low control of specialists to receive 
informal fees

Positive

High occupational bureaucracies Positive
Existence of the punitive mechanism 
such as to complete patient records

Positive

Lack of commitment of public hospital 
heads to prohibition of DP

Positive

Available infrastructure for 
responding to population needs in 
public sector

Imbalance between facilities in 
public hospitals with needs of the 
regions

Inadequate equipment for specialists Positive
To provide equipment without regard 
to stratification of health services in 
the private sector

Positive

Lack of adequate hospital 
infrastructure

Positive

Incomplete chain of specialized 
medical services in some public 
hospitals

Incomplete team of specialists Positive
Attracting well-known specialists in 
the private sector

Positive

Impossibility of providing a full range 
of specialized medical services

Positive

Lack of sustainability of medical 
teams

Positive
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Some experts believed that the main shareholders of the 
private hospitals were public sector doctors, which led to 
an increased tendency towards DP in the private sector. 
Others believed that experts, in particular, faculty mem-
bers, use their credibility in the public sector to seek pa-
tients in the private sector (Participant 1).

Cultural attitudes about professional identity 
of physicians
Cultural factors can have a significant effect on human 
behaviour in the long term. In this study, the behaviour 
of physicians was partly shaped by community culture 
through the two following themes.

Attitude of the community towards doctors’ identity

The experts in this study considered that societal atti-
tudes were an important factor in changing specialists’ 
behaviour and encouraging them to work in the private 
sector. According to Participant 4:

The community looks at a doctor who does not have an 
office, like a student. Patients in the hospital ask us where your 
office is. Many people may go to the public sector for visiting, but 
they go to the private sector for surgery. Because they think the 
public physicians are students or interns and have not enough 
experience. Also, patients are looking for their doctor’s office 
address for future reference because they think that the services 
provided in an office have higher quality.

Attitude of physicians towards their occupation

Some doctors felt that their identity was related to hav-
ing an office. One of them who worked full time in the 
Ministry of Health said: “Nobody thinks I am a doctor. 
I have not been wearing white overalls for a long time. 
People think of a doctor with a white coat” (Participant 4). 
Experts also stated that some of the doctors who worked 
at university headquarters tended to move away from the 

medical profession to the office and private sector for fear 
of being isolated professionally.

Experience and academic level of specialists

This theme was organized into two subthemes, experi-
ence and reputation of specialists and their academic 
level.

Experience and reputation of specialists

Duration of employment, permanent or temporary em-
ployment, and academic degree of specialists directly 
affected their attitude and capacity for DP. Some experts 
indicated that, since the majority of young specialists 
were employed as Zarib K (recruitment contract in which 
medical specialty graduates who are legally committed to 
certain obligations fulfil these obligations in a health-re-
lated centre), they had a lower level of DP. This was be-
cause Zarib-K specialists in the Islamic Republic of Iran 
have mandatory commitments to work in deprived areas 
after completing their education, based on current laws 
(24). In addition, Participant 12 commented: “Young doc-
tors have more energy and can do more working hours. 
We have given them a residency fee and the other bene-
fits of full-time working. In exchange, they were not per-
mitted to engage in DP”. Also, entering the health market 
is more risky for young doctors because they are less well 
known and they dare not compete with doctors with an 
established record in the private sector. So, they stay for 
several years in the public sector to gain experience (Par-
ticipant 10).

Experts said that all physicians with DP, especially 
in underserved areas, were experienced specialists who 
were not subject to enforcement of the DP prohibition law. 
These physicians have already fulfilled their obligations 
and they have an office licence (Participant 8). Participant 
13, referring to the Health Transformation Plan (HTP), 

Table 2 Main factors affecting specialists’ tendency towards DP (concluded)
Theme Subtheme Issue Type of impact
Regional characteristics of health 
service locations

Number of private sector facilities High capacity of the private sector in 
metropolitan areas

Positive

Privileges and attractions of 
private sector

Higher number of elective cases in the 
private hospitals

Positive

Frequency and diversity of visits To monopolize patients of 
underserved regions by well-known 
specialists

Negative

Low frequency of related medical 
cases for subspecialists

Positive

Low patient volume in hospitals Positive

Conditions and characteristics of 
hospitals

Types of hospitals Positive/ negative

Reputation of the hospital Positive/ negative

Hospital income rate Positive/ negative

Different geographical extent of 
regions

Small size of cities in underserved 
regions

Negative

Economic status of communities 
in different regions

Different rates of referral to public 
and private sectors

Positive/ negative

DP = dual practice; HTP = health transformation plan.
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which encourages young doctors to become full-time 
through a number of benefits in exchange for a ban on 
having an office, believed that since more experienced 
doctors have a private office, they are less involved in the 
HTP and they do not need to comply with its rules.

Academic level of specialists

The academic level of specialists was discussed by some 
participants. As Participant 3 indicated: “Since doctors 
do not have DP restrictions after acquiring an associate 
professor’s degree, they have more multiple jobs in the 
private sector”.

Controlling approaches in the public sector
There were two subthemes in this theme; one of which 
decreased DP and the other had an increasing effect. The 
control approaches of the Iranian government were a fac-
tor in the prevalence of DP among specialists.

Laws and plans that support working full time in the public 
sector

HTP rules have had the effect of decreasing DP, according 
to the experts’ opinions. HTP has controlled the level of 
DP in the Islamic Republic of Iran through reducing the 
gap between public and private tariffs, providing compul-
sory full-time rules for specialists entered in the plan, and 
abolition of the benefits of being full-time as soon as the 
authorities become aware of involvement in DP. Univer-
sities are aware of physicians’ DP through various sourc-
es. For example, in coordination and agreement between 
insurance and universities, the insurance organizations 
declare the names of full-time public medical specialists, 
whose stamp and names are registered in the insurance 
records of private facilities, and which indicates they are 
also active in private clinics.

Bureaucratic monitoring in public sector versus relative 
freedom of private sector

Some experts believed that the use of a punitive system 
as well as the existence of rigid regulations in some uni-
versity hospitals have increased the migration of doctors 
to the private sector. It was reported that if doctors do not 
complete their patients’ records or they are delayed at 
their workplace, regardless of how efficient and effective 
they are, their payments are deducted (Participant 2).

Some experts argued that private hospitals were more 
likely to support doctors and sometimes hide doctors’ er-
rors in order to maintain their reputation and compete 
with other private hospitals. The lack of supervision of 
private hospitals by the Ministry of Health means that 
there are fewer direct controls on doctors in the private 
sector compared with the public sector. For example, 
there are fewer restrictions for receiving informal pay-
ments (Participant 2). According to some experts, despite 
the regulatory mechanisms in the public sector, some 
managers had no commitment to comply with laws re-
lated to full-time work in the public sector. Participant 7 
acknowledged that managers and officials who theme-
selves are currently engaged in DP do not control other 
doctors involved in DP.

Available infrastructure for responding to the 
population needs in the public sector
The low level of public sector accountability to the chang-
ing needs of the community, mismatching the allocation 
of resources to the needs of different regions, the lack 
of proper development in line with the changing needs 
of the population, and inconsistency in the levels of re-
source utilization all had a direct effect on the willing-
ness of specialists to engage in DP. This theme included 
2 subthemes.

Imbalance of facilities in public hospitals with the needs of the 
regions

In the public sector, the lack of necessary equipment and 
infrastructure, such as shortage of space in clinics and 
number of treatment and operating rooms, had led to no 
possibility of providing services, and meant there was no 
service provision for physicians at some times of the day 
or some days of the week. Participant 4 stated that a full-
time faculty member in public hospitals may be working 
just one day and the other working days they may be free 
because there are not sufficient operating room spaces or 
inpatient beds to fill their working time. In contrast, the 
private sector, without complying with health services 
stratification regulations, which determine what equip-
ment should be present in each health facility, provides 
all the necessary equipment and expertise for the hospi-
tal. Participant 7 commented: “Equipment in public hos-
pitals has not changed for 15 years. Despite the increase in 
population, as well as the increase in the number of spe-
cialists, the numbers of beds, operating rooms and other 
facilities have remained constant. In contrast, the private 
sector has grown tremendously during these years”.

Incomplete chain of specialized medical services in some public 
hospitals

Sometimes the referral of patients to private hospitals 
occured because of the absence of a complete specialist 
team. For example, Participant 2 said that some general 
hospitals do not have a cardiologist to complete treat-
ment, or though a trauma specialist is available, they do 
not have a neurologist. In addition, public sector teams 
do not have sufficient stability due to the high turnover 
of supportive specialists. One of the reasons is that, in 
public hospitals, most anaesthetists in underserved areas 
are Zarib K, who work on a compulsory basis for a limited 
period of time in a hospital, and soon after completing 
their commitments, they leave the hospital. In turn, the 
private sector has the complete authority and capacity to 
attract well-known and specialists on a permanent basis. 
With regard to the incomplete range of specialized medi-
cal services, Participant 4 mentioned that:

In some hospitals, some specialized services are not complete 
due to lack of doctors. For example, there are only two orthopedic 
surgeons. As a result, the hospital only has access to orthopaedic 
services for 10 days a month, and on the other days, the specialists 
refer their patients to the referal hospitals or to the their private 
hospitals.

08-Factors influencing medical specialists’ tendency towards dual practice in the Islamic Republic of Iran.indd   882 12/6/2018   11:23:51 AM



Research article

883

EMHJ – Vol. 24 No. 9 – 2018

Regional characteristics of health service 
locations
This theme included six subthemes. The differences in 
cultural characteristics and the diversity of the regions in 
the country were expressed as factors affecting the ten-
dency towards DP.

Number of private sector facilities

There was a direct relationship between the number of 
private sector facilities and DP. The high capacity of the 
private sector in metropolitan areas increased the proba-
bility of working in these centres (Participant 5). Also, “In 
underserved areas, only provincial centers have private 
hospitals, and there are only private offices in other cities. 
Therefore, the possibility of DP in these cities is low and 
limited to the private office.” (Participant 4).

Privileges and attractions of the private sector

The higher number of elective rather than emergency 
cases in private compared with public hospitals was an 
attraction for this sector. Participant 2 stated that private 
hospitals admit patients with fewer problems, therefore 
reducing conflict and stress for doctors.

Frequency and diversity of visits

The high rates and diversity of visits in the metropolitan 
as opposed to deprived areas increased the rate of DP in 
these areas. In underserved regions, due to limited popu-
lation, visits to the outpatient department were not high. 
Therefore, only the well-known specialists monopolized 
patients, and for other new doctors, due to the cost of 
an office and the low population, DP was not effective. 
Public hospitals in developed regions have more facilities 
and more patients, and public hospitals in less developed 
regions have fewer patients. This adversely affects the in-
come of doctors, which increases their desire for DP to 
obtain more income (Participant 1).

Conditions and characteristics of hospitals

Conditions and characteristics of hospitals, including 
their type of activity, were effective factors in DP. Partic-
ipant 4 stated: “In teaching hospitals, faculty specialists 
use the capacity of residents to visit their patients and 
cover their on-call time, and instead spend their work-
ing hours in the private sector.” Participant 6 stated, “The 
more specialized the hospital, the more subspecialized 
physicians are employed, but given the specialty differ-
entiation, the number of referrals for patients decreased, 
and as a result, the probability of DP increases.” Special-
ists had different behaviour based on the reputation of 
the hospital. If they worked in more well-known hospi-
tals or hospitals with higher income, their inclination to 
work in other hospitals was reduced.

Different geographical extent of regions

The small size of cities in underserved regions means 
that specialist involvement in DP is easily made known, 
so doctors are not usually involved in DP (Participant 8).

Economic status of communities in different regions

There were fewer referrals to the private sector in low-in-
come areas. Participant 2 stated: “The people in these ar-
eas are mostly covered by social insurance and unable to 
pay the difference between the public and private sector. 
So, they are willing to wait two days in the public sector, 
to pay a lower fee”. The inclination to work in the private 
sector is higher in high-income regions; therefore, the 
private sector was more active and responsive to doctors 
in this areas.

Discussion
Interviews were an appropriate method to understand 
participants’ experiences and different perspectives. This 
method can provide meaningful data that are not achiev-
able through quantitative methods (35). In addition, con-
sidering that this study was carried out after a quantita-
tive study that ranked DP status throughout the country, 
our findings confirm the factors related to the specialists’ 
tendency towards DP in three groups with high, middle 
and low rates of DP, and can inform policy-making in de-
veloping countries. We identified six main factors that 
influence the specialists’ tendency towards DP.

One of the main factors that encourages specialists to 
be involved with DP is the difference in payments between 
the private and public sectors, which is aggravated by the 
lower tariffs as well as the payment ceiling in the public 
sector. Similarly, in other studies, income was one of the 
main factors affecting physicians’ behaviour and their 
decision to undertake DP in countries of all income levels 
(36). In China, despite the complete banning of DP, 29.6% 
of physicians are in DP for income-related reasons (37). 
In Greece, even with use of constraining mechanisms for 
DP, physicians tended to receive informal payments (21). 
In Bangladesh, the expansion of DP was a reaction to the 
low level of public sector remuneration (18). Generally, in 
low-income countries, the government often is not able 
to finance the public sector, and it pays low salaries to 
physicians. Thus, physicians get a second job (38).

Some studies have shown that DP increases the 
credibility, sense of value and professional prestige of 
physicians (39,40). Moreover, the behaviour of specialists 
is influenced by societal culture and attitudes (41). It was 
noteworthy that factors such as managerial interference 
or relationship with patients, which have been reported 
in high-income countries, were not considered by the 
participants in the present study (42). Moreover, although 
career development is a recurring factor in most low-
income countries (42), it was not a factor in the Islamic 
Republic of Iran. This was most likely because there are 
more opportunities for professional development for 
specialists in the public sector.

Our study showed that, given their experience and 
reputation, senior specialists have more opportunities to 
work in private practice than their younger peers have, 
which confirms the findings of other studies (43,44). 
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Chawla also suggested that specialists were less likely 
to attend their primary job in the public sector as they 
grow older (44,45). Consistent with our study, in Australia, 
young physicians tended to become less engaged in DP 
and devoted part of their time to research and education 
(46). Similar to the Islamic Republic of Iran, in Indonesia 
and some African countries, new graduate specialists 
are required to work full time for several years in the 
public sector (13). Moreover, young doctors with less well-
known backgrounds do not have the capacity to compete 
with senior physicians and have less chance to engage in 
DP (47).

With regard to the control mechanisms, in low-
income countries, many health workers tend towards DP 
because of nonflexible mechanisms in the public sector 
(13,48). In fact, the contradiction between bureaucracy 
and the principles of professionalism in the public sector 
drives the specialists away from the public sector. This is 
because, in the public sector, they are expected to perform 
a series of specific tasks at determined hours. Practically, 
this rigidity has a negative effect on their autonomy 
and professional creativity  (20). In order to increase the 
effectiveness of control mechanisms, different countries 
should act in accordance with the particular conditions 
of the country (40,49,50). In low-income countries such as 
the Islamic Republic of Iran, with low payments and poor 
working conditions in the public sector, a complete ban 
on DP might not be feasible, and any such regulations 
may be ignored by medical specialists and result in 
them shifting to the private sector (16). Therefore, 
governments should seek mechanisms to compensate 
the difference in income and other conditions between 
the sectors and reinforce the competitive power of the 
public sector (13). These mechanisms could include: the 
financial monitoring of doctors; setting a ceiling for 
private practice income for public sector physicians; tax-
based or insurance-based services; limitation of issuing 
occupational licenses for private work by specialists; 
and improving the environment in the public sector by 
offering nonfinancial incentives such as professional 
recognition and development opportunities (20,49). The 
implementation of each of these strategies requires 
strengthening the role of the Ministry of Health as a 
steward of the health sector.

Our results confirm other studies with regard to the 
relationship between available infrastructure and DP. 
In Uganda, surgeons who require advanced diagnostic 
and surgical equipment have used surgical centres with 
better facilities (51). Basu et al. showed that the public 
sector encounters difficulties with accessibility of 
facilities, whereas the private sector has better capacity. 
Thus, doctors have greater accessibility to therapeutic 
and nontherapeutic facilities in the private sector (52). 
Kotzee and Couper showed that in South Africa the 
lack of minimum facilities in the public sector was one 
of the most important factors for physicians leaving 
their jobs (53). Also, the private sector, due to its nature 

of profitability, focuses on marketing to attract more 
patients and increase its profits, including attracting 
the most prestigious specialists and providing the best 
equipment and facilities (13,52). Moreover, our study 
showed that the regional characteristics of health service 
locations was one of the factors driving the physicians’ 
tendency towards DP. Similarly, in Africa, the number 
of private service providers, surgical facilities, regional 
population and extent of regional development were the 
most important factors in DP (47). Therefore, in more 
developed areas where the private sector has better 
facilities, the chance for specialists to become involved 
in DP will be greater. Our results suggest that there 
is similarity between the determinants of DP in the 
Islamic Republic of Iran and other countries. However, 
only a small number of studies have examined factors 
influencing specialists’ DP, thus, there is a need for 
further studies to establish effective mechanisms to 
manage the factors that influce the tendency towards DP.

The limitations of qualitative studies applied to this 
study. The main limitation was the small sample size of the 
qualitative studies. We tried to eliminate this restriction 
by selecting the most informed and knowledgeable people 
and analyzing each interview immediately after doing it 
and enriching each interview with the points raised in 
the previous interviews. The other limitation was was the 
possibility of different perceptions of the comments of 
respondents. In order to compensate for this limitation, 
we tried to use the member-checking technique. Another 
disadvantage of this study was that the findings may not 
be extended to other populations with an equal level of 
certainty that applies to quantitative studies. For this, 
we tried to make significant findings through choosing 
a truly representative sample of the general population 
from a previously conducted quantitative study.

Conclusion
Based on the results, management of specialists’ DP re-
quires a comprehensive and systemic approach. It seems 
that, in most countries, total prohibition of DP would be 
unviable, unfeasible and ineffective. In fact, depending 
on the capacity and conditions of the countries, differ-
ent approaches can be adopted. Controlling mechanisms 
such as reforming the tax and health financing system 
by setting a ceiling for private sector tariffs and for pri-
vate practice income of public sector physicians could 
be envisaged as policy choices. Provision of required in-
frastructure, such as adequate space and equipment for 
physicians in public hospitals, or enabling DP in some 
areas, taking into account regional conditions, including 
private sector capacity and the economic situation of the 
people, could be a constructive mechanism to keep spe-
cialists in the public sector.
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Facteurs influençant la double pratique des médecins en République islamique d’Iran
Résumé
Contexte : La double pratique consiste à cumuler plusieurs activités professionnelles différentes, ce qui a des 
répercussions  sur la prestation de services de santé.
Objectif : Identifier les raisons pour lesquelles les médecins ont tendance à exercer en double pratique en République 
islamique d’Iran.
Méthodes : Nous avons adopté une approche qualitative visant à identifier les facteurs qui influaient sur la double 
pratique chez les médecins en 2016. Nous avons appliqué une méthodologie d’échantillonnage raisonnée prenant en 
compte les aberrations ; des entretiens approfondis et semi-structurés ont été menés auprès de 14 informateurs clés. 
L’analyse des données a été effectuée parallèlement au recueil de données, à l’aide d’une analyse de contenu thématique 
avec le logiciel MAXQDA (version 10.0). Les entretiens ont été poursuivis jusqu’à saturation des données. La qualité de 
l’étude a été assurée en appliquant les critères proposés par Guba et Lincoln.
Résultats : Les résultats des entretiens ont révélé six thèmes et 16 sous-thèmes au regard de la propension des médecins 
à exercer la double pratique. Les thèmes principaux comprenaient les incitations financières, les attitudes culturelles à 
propos de l’identité professionnelle des médecins, l’expérience et le niveau universitaire des médecins, la maîtrise des 
approches dans le secteur public, les infrastructures disponibles pour répondre aux besoins de la population dans le 
secteur public, ainsi que les caractéristiques régionales concernant l’emplacement des services de santé.
Conclusions : Le recours à la double pratique parmi les médecins est un problème à dimensions multiples, influencé 
par des facteurs divers tels que les incitations financières, les attitudes culturelles et les infrastructures disponibles. En 
fonction des capacités et des conditions de chaque pays, le contrôle et la prise en charge de ce phénomène nécessitent 
l’instauration de mécanismes règlementaires et d’incitations permettant, à long terme, de modifier les différences entre 
les secteurs privé et public et d’améliorer la motivation des médecins à travailler dans le secteur public.

أسباب ميل الأطباء المتخصصين نحو الممارسة المزدوجة في جمهورية إيران الإسلامية
محبوبة بيات، آزاد شكري، محمود خدادوست، حامد فتاحي، الميرا ميربهاء الدين، ايرج حريرجي، علي أكبري ساري، غلامحسين صالحي زلاني، 

رقية خليل نزاد
الخلاصة

الخلفية:‬ الممارسة المزدوجة تعني أداء عدة وظائف مختلفة في نفس الوقت ولهذا تأثيرات على خدمات الرعاية الصحية المقدمة.‬‬
الهدف: التعرف على أسباب ميل الأطباء المختصين نحو الممارسة المزدوجة في »جمهورية إيران الإسلامية«.

طرق البحث: استخدمنا نهجًا نوعيًا للتعرف على العوامل التي تؤثر على الممارسة المزدوجة لدى الأخصائيين الطبيين في عام 2016. واستخدمنا 
وجُِعَت في وقت واحد  البيانات  لَت  حُلِّ للمعلومات.  رئيسيًا  العينة لإجراء مقابلات عميقة شبه منظمة مع 14 مصدرًا  اختيار  طريقة عمدية في 
باستخدام تحليل المحتوى المواضيعي بواسطة برنامج MAXQDA )الإصدار 10.0(. واستمرت المقابلات حتى اكتمال البيانات. ولضمان جودة 

الدراسة روعيت معايير غوبا ولينكولن.
النتائج: أظهرت نتائج المقابلات ستة مواضيع و 16 موضوعًا فرعيًا لميل المتخصصين إلى الممارسة المزدوجة. وشملت المواضيع الرئيسية الحوافز 
المالية، والمواقف الثقافية حول الهوية المهنية للأطباء، والخبرة والمستوى الأكاديمي للمتخصصين، والنهج الرقابي في القطاع العام، والبنية التحتية 

المتاحة للاستجابة لاحتياجات السكان في القطاع العام، والخصائص الإقليمية لمواقع الخدمات الصحية.
الاستنتاجات: تعد الممارسة المزوجة للأخصائيين الطبيين مشكلة متعددة الأبعاد، وتتأثر بعوامل مختلفة مثل الحوافز المالية والمواقف الثقافية والبنية 
التحتية المتاحة. وبالنظر إلى قدرات كل بلد وظروفه، تتطلب مراقبة هذه الظاهرة وإدارتها آليات تنظيمية وحوافز حتى يمكنها على المدى الطويل 

تعديل الاختلافات بين القطاعين العام والخاص وزيادة رغبة الأطباء في العمل في القطاع العام.
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