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Abstract

Background: Health education is considered the most important component of primary health care. Paying atten-
tion to organizational factors can help to improve the quality of health education. Therefore, the present study was
conducted to explain organizational factors affecting health education among health care providers.

Method: This is a qualitative, descriptive, and phenomenological study that was conducted between 2020 -2022

on 50 health care workers who had been selected by purposeful sampling method in different settings including
hospitals, GP office, behavioral disease counseling center, universities, and comprehensive health centers in the south
and the center region of Iran. Data were collected by in-depth, semi-structured, and individual interviews, as well as
focus group discussion, and continued until data saturation. Data were analyzed by MAXQDA software using qualita-
tive content analysis in three stages: preparation, organization, and reporting. To evaluate the scientific accuracy of
the findings in this study, 4 criteria of Lincoln & Guba were used.

Results: The results revealed that every practice and policy in a health care organization from assessing needs, set-
ting goals, planning activities, implementations and measurement outcome could affect health education practice
and subsequently the health of population; nevertheless, the crucial role of health education practice is being
neglected in health organizations. Organizational factors affecting health education were classified into three catego-
ries of planning, organizing, and also monitoring and evaluating. The category of planning had three subcategories
of infrastructure planning, manpower planning, and design and planning for implementation of health education
programs. The categories of organizing had two subcategories of coordination between different units of the Minister
of Health and coordination between the health sector and other sectors of society. The categories of monitoring

and evaluation had three subcategories of proper feedback, bureaucracy system, reward or reinforcement, failure to
define health education as part of the job description, and the impact of electronic health records on the quality of
evaluation.

Conclusion: The results offer expertise and preliminary tools to help with evidence-based health education program
planning and evaluation. The Support of managers, like providing manpower in accordance with the target popula-
tion and infrastructure, can improve health education in the health system. In addition, intra- and inter-sectoral coor-
dination at different levels of the health system to implement tailored programs according to the needs of clients by
health education professionals, and the use of health education theories seem necessary. It is also recommended to
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review the monitoring system with appropriate feedback, define health education as a healthy activity, and develop
appropriate criteria for better implementation of health education.

Keywords: Health care providers, Health education, Qualitative study, Planning, Organizing, Monitoring, Evaluation

Introduction

Health education is considered the first and most impor-
tant component of primary health care. Perhaps there
has never been a time to facilitate behavioral changes
to such an extent as there is now, because of the great
demand for health education. Health education, as the
most pivotal step to achieving positive health and pre-
venting various diseases, helps people to deal with
health problems, make appropriate decisions and change
behavior in the face of problems [1, 2]. Health education
is one of the most important parts of health promotion
provided by health care providers, which aims to influ-
ence the behavior of people attending health centers,
through formal and informal activities. Clients always
want health care worker to answer their questions with
full knowledge [3, 4].

Phenomena such as bacterial resistance to antibiot-
ics, genetic alterations of pathogens, and the emergence
of new diseases such as covid infection have questioned
the idea of a future without communicable diseases [5].
On the one hand, due to changes in living conditions, we
are witnessing the emergence of dangerous pandemics,
which if not controlled, can reemerge with greater inten-
sity in the future. On the other hand, despite advances
in biomedicine and its exorbitant costs, the mortality
rate and life expectancy have not changed a great deal
in developed countries [6]. Also, today, pessimism about
medicine has grown and medical science has been gradu-
ally questioned and criticized due to its inability to treat
some diseases such as cancer and AIDS. These bitter
facts have placed a heavy burden on the health system,
and the importance of appropriate structures to prevent
health crises, deadly pandemics and, if occurred, rapid
response to them have become more prominent than
ever [7, 8]. Health education and health promotion activ-
ities have the greatest potential to reduce disease, mortal-
ity, and staggering medical costs. They also are the best
hope for long-term improvement in the quality of life of
the population [9].

Implementation of patient education is always accom-
panied by obstacles and facilitators. Studies show that the
existence of numerous barriers alters the effectiveness
of health education. Barriers to health education refer
to deterrents that limit the ability of health care profes-
sionals. Previous studies have been examined the factors
related to health educators, such as inadequate commu-
nication skills, lack of knowledge about clients’ right to

education, insufficient caregiver’s knowledge and skills,
caregivers’ disbelief about health education as one of
their professional duties, not valuing health and profes-
sional education, perceived self-efficacy of health educa-
tor, etc. [10-14].

In addition to identifying the factors related to a health
educator, paying attention to the organizational factors
that facilitate education can help to improve the quality
and quantity of health education. A previous system-
atic review of studies in different countries of the world
showed that organizational factors including high work-
load and lack of time and resources are among the fac-
tors that affect preventive health promotion activities
[15]. Previous studies in Iran have referred to factors
such as organizational culture, health care system man-
agement, the physical environment, and working condi-
tions, an insufficient number of employees, and lack of
time as barriers to patient education [16, 17]. However,
so far no study in Iran has examined all organizational
factors despite their interactions with health education.
Due to cultural differences and differences in health care
delivery systems in different countries, it is necessary to
study this issue in each country. Despite extensive study
of previous texts and studies, at least in Iran, no study
has deeply explored the nature of organizational factors
affecting health education, and this issue has been less
studied in its true context, through the real experiences
of health care providers. For this reason, sufficient knowl-
edge about the organizational factors affecting health
education in comprehensive health centers and hospitals
has not yet been obtained. Therefore, the main question
is which organizational factors affect health education
and how effective are they? Since health education is a
complex subject and is related to social, environmental,
and psychological issues, the most appropriate approach
to better understand its dimensions is the qualitative
method with an inductive approach. Therefore, the pre-
sent study was conducted to explain the organizational
factors affecting health education among health care
providers.

Materials and methods

Design

This is a qualitative, descriptive, and phenomenologi-
cal study that was conducted to explain the experiences
of health care providers regarding organizational factors
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affecting health education in Iran. This study was a con-
tinuation of a previous study [3].

Participants and settings

The whole sampling of this project has been done from
2020 to 2022. This work applied inductive approach to
understand organizational factors affecting health edu-
cation practice. This study was conducted on 50 health
care workers who had been selected by purposeful sam-
pling method in different settings including hospitals, GP
office, behavioral disease counseling center, universities,
and comprehensive health centers in the south and the
center region of Iran. The participants consisted of nurses
(n=11), midwives (n=5), social pathologists (n=3),
people with master’s degrees in health education (#=6),
public health providers (n=15), general psychologists
(n=5) and people with a Ph.D. degree in health educa-
tion and health promotion (#=5) who had an average
of 6 years of experience in the health centers. Inclusion
criteria were; having at least one year of work experience
in comprehensive health care centers and hospitals, cur-
rent or previous experience of health education in health
care system, and being interested in expressing personal
experiences. Exclusion criteria included; unwillingness
to continue participating in the study and inability to
express personal experiences clearly (Table 1).

Data collection

In qualitative studies, although the researcher designs the
study and analyzes the data, he or she is also a data col-
lector. In this study, the researcher established close and
direct communication with the participants to obtain

Table 1 Demographic characteristics of the participants
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valid and real information. Data collection was per-
formed using semi-structured, in-depth, and individual
interviews as well as 4 focus group sessions. Data were
collected only through audio recording. In order to par-
ticipate in the interviews and focus groups, people were
free to choose to participate in individual interviews or
focus groups, so they participated in one of them based
on their convenience.

Interviews

Twenty nine individual interviews were conducted. Indi-
viduals were interviewed only once. Their participation
was not repetitive. The interviewees did not participate
in focus groups. First, for icebreaking, the importance
of the role of health education in providing health ser-
vices was discussed, and the objectives and method of
the study were explained, followed by the main interview
questions, and all participants were asked to express their
experiences, perceptions, and feelings. Finally, they were
asked to make suggestions for improving the health edu-
cation’s role in providing health services.

The interviews began by asking the participants to
introduce themselves and give a history of their work
experience. Initially, they were asked what organiza-
tional factors they think are the obstacles and facilitators
of health education. They were then asked to talk freely
about their experience in providing health education.
According to the participants, the interviews continued
with phrases such as; "can you explain more?" or "how
did you conduct that training session"? The duration of
each interview lasted between 20 and 60 min, depend-
ing on the participant, the situation, and the discussion

Variable Quantity Percentage
Gender Woman 29 58
Man 21 42
Professional filed Public health 15 30
Midwifery 5 10
Nursing 1 22
Health education 11 22
Social pathology 3 6
psychology 5 10
Education Bachelor's degree 36 72
Master's degree 6 12
Doctoral 8 16
Service delivery center Hospital 10 20
GP offices 5 10
Comprehensive health centers 15 30
Behavioral disease counseling centers 9 18
Universities 11 22
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process. Interviews continued until no new data was
obtained.

Focus groups

Besides individual interviews, the focus group was also
used to enrich the data. Some people are probably more
comfortable talking in the focus group than when they
are interviewed in person and tend to share their experi-
ences with their peers [18].

Twenty-one people participated in focus groups. Indi-
viduals participated in the focus group only once. First,
for icebreaking in three focus groups with 6-8 people,
the role of health education in providing health services
was discussed and the objectives and method of the study
were explained; then, the main interview questions were
asked and all participants were asked to express their
experiences, perceptions, and feelings. Finally, they were
asked to make suggestions for improving health educa-
tion’s role in providing health services.

Two focus groups were held in the counseling room
of the comprehensive health centers and 1 in the nurses’
restroom in the hospital. Each focus group session lasted
approximately 45—60 min. In all focus groups, the same
general questions about experiences in providing health
education (ie; talking about successful and unsuccessful
experiences in providing health education to clients, and
what solutions did they use to solve the problems and
remove the obstacles?) were asked to the participants.
Although some of the questions were similar, people
cited different experiences because participants included
different occupations, including a nurse, midwife, social
pathologist, general psychologist, public health expert,
master’s, and Ph.D. in health education and promotion.
So people came up with different experiences, and these
different experiences led us to try different probes to get
richer data.

Subsequently, the probing questions were used to fur-
ther discuss the topic. Different probing questions were
used in different groups, depending on the responses
given by the participants.

Data analysis

The data analysis was conducted simultaneously with
data collection, using the qualitative content analysis
method, which was performed in three stages: prepara-
tion, organization, and reporting [19]. In the preparation
stage, each audio file was considered as a unit of analy-
sis. First, the audio files of each interview were immedi-
ately typed verbatim. Also, the audio files were listened
to several times and the texts were read repeatedly to give
the researcher a general understanding of the data. Ini-
tial coding was used to organize the data. Also, using the
inductive approach, the analysis of data was continued
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by extracting semantic units from each text line and
conducting initial coding. The coded data were then
recorded in the code sheet for later reference. Classifi-
cation of the codes began after the first few interviews.
The codes were classified according to their similarities
and differences. By repeating the mentioned process for
each interview, some new topics were added until the
final pattern emerged. Merging and comparing groups
reduced the number of categories. Subcategories were
also formed based on similar features and showed the
names of categories [20, 21]. Data were analyzed by Max-
qda software.

Scientific accuracy of the findings

To evaluate and ensure the scientific accuracy and validity
of the findings, the criteria proposed by Lincoln & Guba
quoted by Polite were used [22-24]. To ensure the valid-
ity of the findings, the researcher took sufficient time to
collect the data and maintained a long-term engagement
by reviewing the data and continuously communicating
with the target group to gain a better understanding of
them. For further validation of the extracted content, sev-
eral coded interviews were returned to the participants
for review to confirm the correctness of the researcher’s
interpretations of their statements. The reliability of the
findings was assessed through peer review and member
check methods. To ensure confirmability, the researcher
tried to avoid any presumptions in the process of data
collection and analysis.

Results

The experiences of the health care worker about the
organizational factors affecting health education were
categorized into 3 main categories, including planning,
organizing, and monitoring and evaluation (Table 2).

Planning

This category refers to the managers’ planning for infra-
structure, manpower, and the design of health education
programs.

Planning related to the provision of appropriate
infrastructure

This category points to the inadequacy of hardware and
software environments for the implementation of health
education. This category has 3 sub-categories of insuf-
ficient tools and equipment, lack of suitable space, and
the impact of electronic health records on the quality of
health education implementation.

Insufficient tools and equipment
This concept shows that it does not make sense for people
to be given health education but to be abandoned. The
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health system is responsible for the training it provides
and must make arrangements for it in the system. The
lack of necessary equipment in the environment causes
the client not to follow the training provided. One of the
midwives working in the comprehensive health centers
stated: "When I teach, some facilities should be provided...
For example, I teach women to have a Pap smear, so there
must be a place to provide the smears at a low price for
them."

Lack of suitable space
According to the results of the present study, health care
providers are multidisciplinary and therefore provide
health services to different groups in the community.
Due to the lack of workspace, several health care provid-
ers provide health services in a common room, so there is
no privacy for clients to consult and provide health edu-
cation services. Clients do not even have the comfort of
asking some questions of health care providers.
Limitation in the availability of suitable space leads to
a lack of privacy to provide health education and coun-
seling to clients, so essential training is ignored due to
the lack of a safe physical environment. A public health
provider in this regard stated: "A pregnant woman comes
for health care and at the same time another woman
comes with her husband to take care of her child. So this
pregnant woman does not feel safe when we teach her.
Even if we asked her when her last LMP was, she will be
so embarrassed to answer us. She can’t even roll up her
sleeves so we can take her blood pleasure."

The impact of electronic health records on the quality

of health education

Registration and provision of primary health care to cli-
ents in Iran are done through the Sib system. This sys-
tem is part of the electronic system of health records, and
despite its advantages, it still has drawbacks. For exam-
ple, some care options are not properly defined for some
population groups and require revision. In addition, the
slow speed of the Internet when working with this system
has disrupted the provision of care. This slowness and
disconnection of the Internet have a devastating effect on
the continuity of communication between the client and
the health care provider.

According to the experience of the health workers,
completing a health record electronically will cut off the
face-to-face communication between the health care
provider and the client, and reduce the quality of coun-
seling and training. Health care workers attributed this to
a lack of infrastructure. A public health provider stated:
"The internet is constantly cutting off and its speed is very
low. You are completing the file and giving some training
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at the same time, and all of a sudden the internet is cut off
and nothing can be done about it."

Planning related to the hiring of adequate and appropriate
human resources

According to the findings, there are four challenges
regarding the supply of manpower, including dispropor-
tion between the number of staff and workload, hiring of
educated personnel to take on multi-professional roles,
and inadequate job security for health care workers.

The disproportion between the number of staff

and workload

According to the present study, when the number of cli-
ents or patients to receive services is high, the health care
provider or nurse can not devote time to training all of
them and can only provide health services without suf-
ficient training. Lack of manpower and high workload
affect the quality and quantity of health education. A
nurse in this regard said: "The number of patients does not
always match the number of staff. The staffs in the hospi-
tal have to educate up to ten patients at the same time,
and patients who are in pain cannot wait at all." A public
health provider stated: "First they said a health worker for
every 2000 people, but now there are 3,000 to 3,500 people
for every health worker, and they are constantly reducing
the manpower."

The hiring of educated personnel to take

on multi-professional roles

This is a challenge for staff who have studied in a particu-
lar field, and are only interested in providing services in
that field. According to the participants’ experience, this
affects both the quality and quantity of training provided.
A public health providerin this regard stated:" The work-
force like midwives easily leave the system because they
do not want to teach health to all groups. Their interest in
their profession prevents them from being active in other
areas."

The second challenge related to manpower is the mul-
tidisciplinary functionality of healthcare workers in com-
prehensive healthcare centers. This issue causes a lack of
concentration in the trainer and a lack of time to provide
health education. A midwife stated: "I am a midwife and
I have to work as a midwife, but I am told to vaccinate
people and see elderly people, and if | want to teach about
Pap smear or breast cancer, I have no time because some-
one comes to the table and ask me to give him/her a vac-
cine or an elderly person sits on a chair and asks me to
check his/her blood pressure. We can only give general
education and just an overview of the topics. "
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Inadequate job security

Another challenge related to the supply of manpower is
inadequate job security for health care workers, which
affects the quality of health education.The present study
showed that the employment status of some health per-
sonnel was still unclear despite at least three years of
experience, and it was possible that the health system
would ask them to leave the system and be fired.

"We are constantly told about redundancy. I am a
mental health expert, but I am constantly stressed.
How should I pay attention to my work or the
way I train? Every morning 1 say to myself that
today, they are going to tell me that I have been
redundant."(general psychologists).

Planning related to the design of appropriate health
education programs

Participants listed the programs they have been responsi-
ble for designing or implementing and said some of them
have been successful and some unsuccessful. These pro-
grams can be divided into two categories.

Design of programs that lead to the failure of health
education

The disproportion between the subject and content

of the educational program, and the age and needs of clients
According to the findings of the present study, health
education programs are successful when they are tailored
to the needs of population groups. One of the principles
of health education is to create motivation and interest in
the target group, and this happens when health education
meets their needs.

The disproportion between educational programs and
clients is one of the obstacles to effective health educa-
tion, which indicates the inefficiency of health systems’
planning. An official of county health education stated:
"Sometimes we are forced to teach a subject that is not
appropriate to the age and understanding of clients, such
as cancer education for someone with elementary school
education."(Master’s degree in health education).

Design of individual educational programs

without considering the needs of family and society
Although individual training may increase people’s
awareness and understanding, and even change their
attitude, if not supported by community members, espe-
cially the families, it cannot change behavior and improve
health, and may even cause unresolved conflicts between
a person and others. This is because people are influenced
by abstract norms such as family and close people. One
participant in this regard stated: "We usually see clients
in isolation, we say something to them and their families
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say something else to them and this creates a contradic-
tion and challenge from them ... It means that, when we
train someone and give him/her more responsibility, he/
she later tells us; I wanted to follow your instruction, but
I got into an argument with my partner because he/she
does not agree with that."(Ph.D. in health education).

Design of the program of using health ambassadors

to educate the community without considering

the infrastructure

A family health ambassador is a family member who vol-
untarily takes responsibility for his or her health and that
of his or her family members. After completing training
courses (in person or online) in the field of self-care, the
health ambassador transfers his or her knowledge to his
or her family members. The health ambassador can con-
trol minor and chronic illnesses of himself and his family
members. This reduces the family’s need for multiple vis-
its to GP or emergency room.

This program has had some challenges in providing
health education, and the participants shared their expe-
riences in this field. "Every family that wants to select a
health ambassador must pay attention to special con-
ditions that the health ambassador should have. For
instance, he or she must have at least secondary educa-
tion, and must pass the educational materials to the fam-
ily. .... We have many problems in this field, for example
in the village, most people have primary education and do
not have internet access and even if some places do have
internet access, they do not know how to use it. In addi-
tion, an application should be uploaded to the ambassa-
dors’ smartphone, so they must be always online to receive
the educational contents and pass them on to family
members ... pieces of training are mostly virtual."(Master’s
degree in health education).

Design of programs that lead to the success of health
education

The findings of the present study showed that tak-
ing measures in health education leads to the success
of health education programs. These arrangements
emerged as concepts including the creative design of
educational materials and the design of a national health
self-care program.

Design of creative educational materials

Providing educational materials such as pamphlets and
booklets to clients increases the effectiveness of face-to-
face or group training. But what is important is to use
creativity in the preparation of educational materials that
will attract the attention of clients and make them more
willing to learn the educational content. A nurse in this
regard stated: "We have few specialist physicians in our
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city that people trust, and are considered as references ....
We prepare the educational contents with the photos of
them and distribute them among people."

Design of a national self-care program

Self-care is the practice of using knowledge, skills, and
abilities as a resource to take care of own health indepen-
dently. This category emerged with two subcategories,
including the design of individual training programs and
the design of group training programs.

Design of individual training programs

In the present study, two concepts emerged regarding
the design of individual training programs, including the
issuance of patient education cards and training in the
follow-up program.

Issuing patient education card

This category was one of the aspects of the national self-
care program. This concept refers to the use of educa-
tional aids in providing health education, which leads to
the success of health education programs. In this regard,
the participants ingeniously prepared patient education
cards so that, when patients get discharged from the hos-
pital could receive the necessary training to take care of
themselves at home. The content of these cards was brief
and they had been prepared with very simple sentences.
This created an opportunity to provide health education,
especially for patients with chronic diseases. A nurse in
this regard stated: “We have created a patient education
card for people with chronic diseases such as high blood
pressure or diabetes who have been discharged from the
hospital. This card is the size of an A5 paper, in which
patient details, file number, recommendations, and time
of next appointment are written on one side, with some
brief instructions on the other side. For example, we write;
in order not to infect the wound, you should do this. We
also write the phone number of our ward, just in case they
have any questions. The sentences are very simple so that
patients with an eighth-grade education could under-
stand them."

Training in the follow-up program
The patient follow-up program is one of the programs
that have been successful in implementing the self-care
program, especially for people who have been discharged
from the hospital. This program is implemented in hos-
pitals that have allocated funds for health education in
their accreditation.This concept shows that the allocation
of funds for health education in health settings causes
health personnel to implement it.

The participants shared their successful experiences in
this field. A nurse who was in charge of health education
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in the hospital said: "Nurses read the discharge lists and
find patients’ phone numbers to call them and ask ques-
tions about complications such as nosocomial infections,
urinary incontinence due to catheterization, and their
next appointment time. Sometimes patients have a new
question, so they call us from home and ask us their ques-
tions. The staff in each shift spend 30 to 60 min on this.
With this program, people’s satisfaction has increased sig-
nificantly and they feel that they are receiving the services
at their house."

Design of group training programs

The participants believed that group training is more
effective and useful in some subjects than individual
training. These pieces of training include holding group
training sessions, providing education and attracting the
participation of peers, and using the health volunteers
program in community education.

Holding group training sessions

According to the principles of health education, holding
group sessions for individuals is one of the facilitators
of health education, because it allows group members
to interact with each other and share their experiences.
As a result, the impact of training will be more stable. A
participant in this regard stated: "Group training is much
more effective because, in a group, people ask questions,
so the learning becomes participatory and the pieces of
training stay in learners’ minds for longer. For example,
I teach the danger signs of pregnancy to pregnant women
individually, and the next month when one of them comes
back and I ask her about the danger signs of pregnancy,
she answers as if she knows nothing but the danger signs of
pregnancy."(Master’s degree in health education).

Providing education and attracting the participation of peers
This study showed that when patients receive health
education from people who are in similar health condi-
tions, they follow their recommendations more. In peer
education, a health care worker or nurse trains several
people and motivates them to pass on organized edu-
cational activities to their peers, who are similar in age,
background, and interests. A nurse in this regard stated:
“We write down the names and phone numbers of diabetic
patients. We also invite them to the hospital once every
three months to receive training from two or three of them
who have been trained by us... For example, someone
says I have had diabetes for two or three years and when
I take this medication, my blood sugar stays in the nor-
mal range, or when I follow my diet and take my insulin, I
no longer have leg ulcers. Hearing such information from
peers is more effective. This way, we only work with those
few people and they pass on our training to others."
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Using health volunteers program in community education
According to the present study, when health education
is transmitted by one of the people in the region with
whom they share a common language and culture, it
is more welcomed. By educating health volunteers, we
can educate all people in one area, said the participants.
A participant referred to the benefits of this program
and stated: "The health volunteers are outside the health
system, and are often local people who have cultural
similarities with the people of the region. They have a
high school diploma. We teach them the educational
contents in simple language and they pass them on to
their families and friends."( Ph.D. in health education).

Organizing

Organizing is the process by which, work is divided
between individuals and workgroups, and is also coor-
dinated between them to achieve the set goals. This cat-
egory had two subcategories of coordination between
different units of the Ministry of Health and coordi-
nation between the health sector and other sectors of
society regarding health education.

Coordination between different units of the ministry

of health

This concept refers to the usefulness of a committee
consisting of specialists in health system units, includ-
ing infectious diseases, non-communicable diseases,
elderly health, child health, adolescent health, repro-
ductive health, middle-aged health, and so on. Before
producing and publishing health education content, it
is first reviewed by this committee. This makes health
education integrated and coordinated with all health
units.

This concept refers to the role of health education
in creating intra-sectoral coordination among health
technical units such as family health, non-commu-
nicable diseases, etc. By creating this coordination,
health education services will be provided in a struc-
tured way for each component of primary health care.
"Every medium, like pamphlets, posters, and teasers, has
its standard that must be considered in the production
process. Before, each technical unit was responsible for
determining what media to produce independently. This
is while the responsibility of the health education unit is
to supervise the production and distribution of all edu-
cational media. We have established a deeply structured
committee that the financial unit cannot afford to pay
for the media without the approval of the health educa-
tion unit."(Master’s degree in health education).
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Coordination between the health sector and other sectors
of society

The participants believed that cooperation between
organizations and institutions outside the university
regarding health education is necessary and if they
cooperate, the implementation of health education will
be facilitated and will cause people outside the health
organization to play a role in the implementation of
health education. This makes educational products to
be available to a larger number of people. One partici-
pant said: "A good thing is that there is a link between
the health system and other organizations, such as the
governor’s Basij. They gather their employees to train
them. For example, the municipality has a cooking pro-
gram that invites our nutritionist to talk about healthy
eating."(Ph.D. in health education).

Monitoring and evaluation

From the participants’ point of view, problems related
to monitoring and evaluation methods were obstacles
to improving the quality of training. This category had
5 sub-categories how to provide proper feedback to
staff, bureaucracy system, reward or reinforcement,
failure to define health education as part of the job
description, and the impact of electronic health records
on evaluation.

How to provide proper feedback to staff

Participants referred to the monitoring and evalua-
tion that have been limited to completing forms, and
the lack of appropriate feedback, which demotivate the
staff. A participant about not getting proper feedback
stated that: "Clients should evaluate the training. For
instance, the mothers who come to receive service should
be asked whether they have received training on a par-
ticular topic from the staff or not. Then, the fee must be
given to the health educator”(A public health expert).
Another participant regarding improper feedback from
managers stated that: “They should obtain real feed-
back and propose solutions, not just blame us”(A public
health expert).

Bureaucracy system

A bureaucratic system refers to limiting the provision
of appropriate feedback to assessment staff to docu-
ment recording or quantitative assessment. This con-
cept shows that monitoring should be done in various
ways, such as checking the satisfaction of clients receiv-
ing health education services, and not just reviewing
documents. Most health workers believed that educa-
tional documentation alone could not reflect the entire
educational activity. In this regard, a public health
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provider said: "Our system is bureaucratic, and no one
comes to check the quality of training, whether group
or face-to-face. They do not tell us to give high-quality
training."

The health care workers said that not all pieces of train-
ing could be recorded. Despite doing the training, it is
not possible to properly record and document it due to
a lack of time to register for the training. From the par-
ticipants’ viewpoint, the long bureaucracy in monitoring
and evaluation has reduced the quality of evaluation in
the system. A public health provider stated: "We do a lot
of paperwork; I mean it is not like we inject vaccines and
train patients and that’s it. After all that, we still have to
spend lots of time documenting them all in the file. There-
fore, the quality of our work decreases."

Reinforcements

Managers’ emphasis on implementing health education
and material or spiritual appreciation of active person-
nel increases their motivation. A health education official
said: "I wrote an incentive for all health education officials
of environmental center and gave them a certificate of
appreciation that had spiritual value. I give them a certif-
icate every year because it has an administrative impact
on their promotion. Then, the heads of one of the cent-
ers said, the management told me to introduce 10 people
from each center who have been active in this regard every
month, so that I can also give them overtime pay. I saw it
worked."(Master’s degree in health education).

Failure to define health education as part of the job
description

Health education is not defined as part of the duties of
health care personnel, and no budget has been desig-
nated for it in the accreditation of health organizations.
However, if it would be defined as part of personnel’s
duties, its role in the effectiveness of primary health care
will be further emphasized. A nurse in charge of a hos-
pital’s health education said: "Even in the accreditation
guide of health-promoting hospitals has not been men-
tioned that patient education is one of the duties of nurses
and they are obligated to do that. The health-promoting
hospitals should also have an operational plan for it, like
exactly what is done in ordinary hospitals."

The impact of electronic health records on the quality

of evaluation

Electronic health records, despite their many benefits,
have had detrimental effects on monitoring and evalua-
tion. Evaluation is based on the level of service delivered.
This has led to a reduction in service delivery instead of
control over the quality of services. One participant in
this regard stated: "With the electronic health records,
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evaluation has become quantitative and not qualita-
tive. This has caused health care providers to document
false records. When they tell us why the level of care is
poor for the elderly and mothers, whether we like it or
not, we are also moving towards quantity. This way, any-
one who has the national number of a family member can
document anything by it, so no proper training will be
provided."(Ph.D. in health education).

Discussion

Three main categories including planning, organizing,
and control emerged in this study that aimed to explain
the experiences of health care workers about organiza-
tional factors affecting health education. According to
previous texts, these three concepts are important and
key duties of management in any organization. Man-
agement is the coordination of human and material
resources to achieve organizational goals.

Planning is the first and most important activity neces-
sary to achieve the desired results. Creating the desired
situation in the future and finding ways and means
to achieve it is planning [25]. This category had three
subcategories planning for infrastructure, manpower,
and design and implementation of health education
programs.

The infrastructure consists of both hardware and soft-
ware environments, including the sufficiency of equip-
ment, suitable space, and the impact of electronic health
records on health education promotion. Participants
stated that the reason for not providing health education
or the lack of individuals’ adherence to training provided
is the lack of facilities and equipment such as kits and
space for both individual counseling and group training.
In the previous study, the physical environment, includ-
ing space and appropriate equipment for health educa-
tion, also had priority [26]. Even when training is vital, it
is not provided due to a lack of adequate space. The social
stigma of diseases in Iran, such as depression, is one of
the most important reasons for privacy that should be
considered in providing education and counseling [27].

One of the most important challenges regarding human
resource is the high workload and miss match between
the number of staff and the number of the target popu-
lation. In a previous study, heavy workloads and lack of
sufficient time to implement health education were men-
tioned as the most important barriers to patient educa-
tion [28]. In the present study, multi-occupational health
workers believed that a lot of time is spent on various
primary health care processes such as caring for mothers,
the elderly, etc., and this leaves the staff with not enough
time to hold individual and group training. Providing
sufficient manpower in accordance with the population
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covered by comprehensive health centers ensures that,
staffs have sufficient time to provide health education
services.

Health education programs refer to the planned design
and implementation of group and individual education.
Adherence to the training provided may be challenging
if it conflicts with the norms of clients. Therefore, the
best strategy is to hold joint classes for the person and his
significant others. In previous studies, educating people
who influence one’s beliefs has been highlighted, which is
at the heart of the theory of planned behavior and social
cognition theory [29, 30]. In addition, this measure may
be able to cover the shortage of manpower in the field of
health education to some extent. This way, health educa-
tion professionals select people from the target commu-
nity and train them so that they can pass on the training
to others. The participants also referred to the mismatch
of compulsory education with the level of understanding
of trainees. In this regard, Bloom’s taxonomy talks about
the need to provide education at the level of trainees’
understanding [31]. This issue should be carefully consid-
ered by the officials.

The national self-care program focuses on health edu-
cation programs that require proper planning. This
program has created challenges and opportunities for
the health system. Although self-care is an activity that
people take to maintain and improve their health, some-
times this care is extended to their children, friends, and
neighbors [32]. Realization of the slogan: "Health for the
people and by the people" requires people’s participation
as one of the principles of health education, which ena-
bles communities to learn healthy practices [33]. In this
regard, various programs have been developed around
the world to promote health, including the health volun-
teers program [34], and health ambassador program in
recent years [35], which is one of the self-care programs
in macro-health policies. The findings of Zareipour et al.,
show that a self-care program with a focus on self-care
during COVID-19 raises the awareness of the health
ambassadors and these ambassadors pass on the training
to their family members and friends [35].

One of the challenges in this area is the type of peo-
ple’s participation in sessions held by health ambassa-
dors and vice versa. Organized participation in the field
of health care requires special infrastructure, attitudes,
and skills that will increase the capabilities of health
organizations. Based on the results of the present
study and in accordance with the preceding proceed
model, to implement the health ambassador program
successfully, we need predisposing factors such as lit-
eracy, knowledge, and attitude; enabling factors such
as internet access and smartphone; and reinforcing fac-
tors such as support system [36]. A study showed that
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empowering members of the village Islamic council as
health ambassadors who have been elected by the vil-
lages will increase people’s participation in health sys-
tems and especially, in self-care programs dynamically
and effectively [37].

One of the organizational facilitators of health edu-
cation in Iran’s national self-care program is the health
volunteers program. In the Nepalese, a voluntary com-
munity scheme was launched. After a few years of vol-
unteering, despite poor support and management of the
project, there was a significant improvement in prena-
tal care, vaccination coverage, ORS use, and nutritional
status of children under 5 years of age [38]. A study
was conducted in Iran to investigate the relationship
between the existence of the health volunteers and the
use of primary health care, and the results showed that
children and women who were working with health vol-
unteers used primary health care significantly more than
those who did not [39]. According to previous studies
conducted in Iran, despite the effectiveness of health
volunteers in the promotion of health indicators, numer-
ous health volunteers in recent years have stopped work-
ing with comprehensive health centers. Factors such as
expectations from the health volunteers when select-
ing them, the need to use experienced trainers, holding
meetings between volunteers representatives and offi-
cials to express problems and provide solutions, hold-
ing appreciation ceremonies, and providing a suitable
ground by attracting financial resources to support the
health volunteers program can increase the participation
of the health volunteers in the program and effectiveness
of health volunteers program [40].

Other personal self-care programs such as patient edu-
cation cards and training in follow-up programs that
emerged in the present study have been the initiatives
of health education managers in hospitals, which proved
to be successful measures in providing health educa-
tion. Previous studies show that organizational planning
for the material and spiritual support of these programs
makes them sustainable.

Health and education are complex issues and it does
not make sense that only one of them can cause cross-
sectoral coordination and improve service delivery [41].
This was evident in the participants’ statements. Involv-
ing non-health sectors in the health impact assessments
(HIAs) can help to improve outcomes. In this regard,
strategies should be designed that enhance the effects
of both education and health [42]. The involvement of
other ministries, such as the Ministry of Education, has
also been mentioned to improve basic education in other
countries [43, 44]. Emerging diseases such as Covid-19
have highlighted the importance of cross-sectoral coor-
dination [45].
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One of the most important organizational factors high-
lighted by the participants was the inadequacy of moni-
toring and evaluation. Unfavorable feedback on the lack of
qualitative evaluation has been mentioned by the authori-
ties. Health officials call for staff training, but there is no
quality control over how training is conducted. Proper
feedback is not done. The function of managerial evalu-
ation is to facilitate professional growth and improve the
quality of education. A previous study has also referred to
lack of control and supervision by managers as the most
important obstacle to education [46].

The presence or absence of adequate rewards is another
challenge of monitoring and evaluation in the health sys-
tem. Employees, who do not have the support of authori-
ties, engage in training activities with less motivation
and derive. Lack of emotional support hurts employees’
morale and performance and causes frustration, loss of
self-esteem, and avoidance of educational interventions
[47]. Previous studies have also addressed issues such as
wage disparities, lack of organizational support, devalu-
ing of health education, and emphasis on prevention in
the health system [48, 49].

Bureaucracy refers to the documentation registra-
tion system, which is presented as a challenge for the
health system in this study. Managers’ evaluation of
health workers’ training activities is limited to training
documents prepared by the staff themselves. This way of
evaluation causes managers to pay too much attention to
the quantity of training and no attention to the quality of
training provided [50]. Most of the participants believed
that training documentation alone could not reflect the
actual training activity. In addition, due to a lack of time
and skills, some training activities are not recorded. Pre-
vious studies have also referred to the lack of accurate
and correct criteria in the evaluation as one of the rea-
sons for the ineffectiveness of education, which is con-
sistent with the results of the present study. Quantitative
and inadequate monitoring and evaluation have been
considered in other studies as effective organizational
factors in health education [51].

Strength and limitation

The most important of the present study is its qualita-
tive nature because the data is explained by the par-
ticipants without any presuppositions. The validity of
the data was confirmed by the researcher’s long-term
involvement with the data (from 2020 to 2022), and
review of the data by participants, colleagues, and
research team members. Also, the principle of maxi-
mum variation during sampling, such as conducting
research in the three major provinces of Iran, and on
two sexes with different work experience, education,
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and fields of medical sciences in health centers, was
observed in this study. Failure to interview high-level
managers of the health system is a limitation of this
study that should be considered in future studies.

All in all, the results revealed that everything in a
health care organization from assessing needs, setting
goals, planning activities, implementations and meas-
urement outcome could affect health education prac-
tice and subsequently the health of population. Design,
implementation and monitoring and evaluation of
proper health education programs require organizing
the components involved in health education and coor-
dination of both internal and external sectors to ensure
that, health education is implemented on a larger scale
and more people have access to the education. Also,
the result of the evaluation should be given to the
health personnel and if needed, necessary educational
workshops with models and theories of health educa-
tion should be designed and implemented for them to
increase their knowledge and abilities.

Conclusion

Organizational factors affecting health education are in
fact, the support of organizational management, which
includes three important aspects of management, such
as planning, organizing and monitoring, and evaluating
health education. Managers’ attention to proper plan-
ning in the provision of infrastructure and adequate
manpower is important. However, the proper design of
health education programs by health education profes-
sionals may be able to cover some of the shortcomings
in this area. the results offer expertise and preliminary
tools to help with evidence-based health education pro-
gram planning and evaluation.
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GP: General Practitioner.
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