
Introduction
A district health system, which is a more or less self-
contained segment of the national health system,
includes all institutions and individuals serving health
care in order to provide high-quality primary health care
(PHC) to everyone in a defined geographical area.1 It is a
system of health care in which individuals, communities
and all health care providers of the area participate
together in homes, schools, workplaces and communities
to improve their own health.2 The district health system

was completed by adding hospitals to primary health
care, as a fundamental component in the comprehensive
health services and resources needed to deliver inclusive
care in the district.3

Almost all experts agree that PHC has failed in achieving
the goals envisaged in the Alma-Ata declaration.4 This
failure led the World Health Organisation (WHO)
managers to initiate second-generation reforms in the
health system. Accordingly, neglect of people's demand,
perceived quality, responsiveness of service, as well as
focus on services provision and real needs were
considered as major reason for the failure. Therefore, new
generation of reforms in the health system focused on
market mechanisms and effectiveness, in addition to
efficiency which was supported by the World Bank.3

The effectiveness of health system and programmes
depends on management, especially in first-line
supervision, and it is the responsibility of system leader
and top manager to facilitate and ensure the access to
and availability of effective managers in system.5 In this
regard, the study of La Rue et al. conducted in Kenya
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demonstrates that Leadership Development Programme
improved health service coverage and the number of
visits significantly.6 Dargon et al., a member of McKinsey
Institute, based on a study in 194 hospitals in the United
Kingdom, reported that improvement in management
quality may also improve health outcomes.7

Fine et al. found that health managers in Kenya, Nigeria
and Senegal perceived strong needs for training in
financing, health policy and health management.8
Filerman categorised health care management
competencies into three main categories including
human resources (HR) competencies, general
management skills and advanced or senior management
competencies.5 Besides, he suggested that training of
these competencies must be provided as on-the-job
training in a team.5 Also, Egger et al. classified managers
duties under the areas, including: volume and coverage of
services, resources, external relations and partners.9 In this
regard, some of the conditions known to facilitate good
management were classified as: adequate number of
managers, competencies, management support systems
and enabling work environment.9,10 Pfeffermann
concluded that, whereas the cost of management
development courses may seem high, a small positive
change in management competencies can be more
effective.11 Egger et al. indicated that major barriers in
management effectiveness are lack of access to national
and international guidelines, and unclear job description
and responsibilities. So, the formal and continuous
management development programme can facilitate the
transparency and improve the capacity of health system
managers.

In Iran, like other developing countries, medical doctors
(MD) without formal or in-service management training
are appointed as health managers of districts and sub-
districts.12,13 On the other hand, district health managers
due to a combination of technical and administrative
tasks are commonly very busy, so educational
programmes must be developed and prioritised on the
basis of needs assessment.14 The current study was
planned to assess and prioritise districts health managers'
educational needs and develop management training
programmes.

Subjects and Methods
This mixed-method study was carried out between
August 2014 and August 2015 in Tabriz, Iran, using
qualitative and quantitative methods for data collection.

The study target population included all chancellors of
health networks and all heads of departments in the East
Azerbaijan Health Centre as well as district health

managers, in the qualitative stage. Also, all chancellors of
health networks and all heads of health departments in
the East Azerbaijan Health Centre and district health
managers in northwest provinces of Iran participated in
the quantitative stage. A purposive sampling strategy was
used to select senior managers and staff. Fourteen
departments were included to participate in the study,
from which one to eight senior managers and staff were
selected.

Data collection process was completed by conducting
four focus group discussion (FGD) sessions and three
interviews were carried out with senior staff. Interviews
and meetings were done face-to-face and lasted
approximately an hour-and-a-half. Data collection and
recruitment were continued in each department until
interviews with most of those principally responsible in
health programmes were conducted. Moreover,
questionnaires were completed in the quantitative
section to weigh and finalise management education
module and course as well as educational unit.

Interviews including open-ended questions lasted about
an hour-and-a-half and explored the participants'
interpretations of internal and external managerial
barriers and deficiencies in detail using a semi-structured
topic guide. Interviews were conducted individually or
based on FGD, depending on the convenience of the
respondents and the structure of each department. A
facilitator facilitated each FGD, while a note-taker was
primarily responsible for the audio-recording and noted
the order in which participants took part. The interview
guide reflected the study's objectives as educational
needs of a district health manager for different
managerial competencies.14-16

The results of the quantitative section were analysed and
the module, course, and educational unit were extracted.
Based on the findings of the quantitative section, a
District Management Competency Rating Tool was
developed. Using the Likert scale of 1 to 5 (with 1 as NOT
Very Important or applicable to 5 as Extremely Important
or applicable), and the importance and the applicability of
competency was separately rated.

Approval was obtained from the research and ethics
committee of Tabriz University of Medical Sciences. In
addition, informed consent was obtained from all
participants. Furthermore, subjects who had no interest in
the study or did not complete the research process were
excluded.

We conducted a sequential data analysis, through
which qualitative data was used to generate items for
the development of quantitative measures and
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educational contents.17,18 In this regard, all interviews
and FGD sessions were tape-recorded and transcribed
with the participants' consent. We analysed the
qualitative data after all transcripts were read several
times and coded. Texts were coded, clustered and
developed into themes and sub-themes for analysis.
Content analysis and comparison of themes were
performed and key themes, phrases and practices were
used to organise data in a logical format. Preliminary
results were also sent to several participants to improve
the reliability of the result.

The research team informed participants at all levels
about the survey and requested for their voluntary
participation. Respondents were reassured of
confidentiality of matters under discussion.

Analysis continued until no new themes emerged. Once
coded, data was transferred into structured thematic
table, which allowed easy access to condensed
aggregated data relating to the themes (module) and
subthemes (course and educational topics) of interest
while still retaining the participants' own language.
Finally, areas where there was either clear consensus or
debate were highlighted, and relationships arising out of
the data (within the conceptual framework) were
explored. Discussion between the researchers allowed for
clarification, testing and revision of the findings.

Quantitative and qualitative variables were presented as
mean and standard deviation (SD) and n(%), respectively.
SPSS 17 was used for data analysis.

Result
Of the 52 participants, 40(78.8%) were men and 12(21.2%)
were women. All of the subjects took part in the
quantitative phase while 25(48.08%) participated in the
qualitative phase.

There were 16(64%) men and 9(36%) women in the
qualitative section. Moreover, 11(44%) of them were
heads of unit/departments in provincial health centre and
14(56%) were district health managers. Besides, 7(28%)
participants' job experience in the current position was
below five years, and 5(20%) had more than 15-year
experience.

In the quantitative phase, 32(61.5%) participants were
aged between 40 and 50 years. Furthermore, 30(57.7%) of
them were district health managers and 8(28.8%) were
heads of units/departments. Moreover, 33(63.4%)
participants had medical education. The job experience of
3(5.8%) participants in the current position was below five
years and 22(42.3%) had more than 20-year experience
(Table-1).

Educational needs of district health managers were
divided into 10 modules containing 54 educational
courses and topics (Table-2).

The first six highest-scoring competencies included rules
and ethics, health information management and situation
analysis, management and leadership, district
management, health resources management and quality
improvement.

Under the head of 'rules and ethics', the normalised score
for legal issues in management was 89.90 (out of 100) and
71.74 for management ethics; the mean necessity and
applicability ratings for the two topics were 4.38±1.02 and
4.26±0.94, respectively. Under 'managing the district'
module, the scores were 68.26 for PHC approach in
organisation and management of health services,74.36
for district health system and 75.83 for disaster
management, whereas the necessity and applicability
ratings were 4.37±0.97 and 3.98±1.24, 4.53±0.74 and
4.16±1.04, and 4.46±0.68 and 4.31±0.87, respectively.

Under 'quality improvement', the mean necessity and
applicability ratings for Find, Organise, Clarify,
Understand, Select, Plan, Do, Check, Act (FOCUS PDCA)
(score: 70.24) were 4.38±0.84 and 4.08±1.08, and for
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Table-1: Characteristics of participants in focus group discussions and interview
(Qualitative phase) and rating educational assessment (Quantitative phase).

Variable Qualitative phase Quantitative phase
No % No %

Gender
Male 16 64 40 78.8
Female 9 36 12 21.2
Education
BSc 2 8 13 25
MSc 6 24 3 5.8
MD 14 56 33 63.4
PhD 3 12 3 5.8
Job Position
Head of department 11 44 15 28.8
Member of department -- -- 7 13.5
District health manager 11 44 30 57.7
Faculty member 3 12 -- --
Years in Current Job
< 5 7 28 3 5.8
5 - 10 9 36 10 19.2
10 - 15 4 16 9 17.3
15 - 20 2 8 8 15.4
>20 3 12 22 42.3

BSc: Bachelor of Science
MSc: Master of Science
MD: Doctor of Medicine
PhD: Doctor of Philosophy.
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Table-2: Summary of all district management competencies rating, with overall scoring and rating.

Educational Module Educational Topic Necessity Applicability Normalised score
(N) (1-5) (A)(1-5) (N * A)(0-100)

Mean (SD) Mean (SD) Mean

Managing the District Introduction to health and health system 4.35 (0.86) 3.82 (1.1) 65.02
PHC approach in the organization and management of health services 4.37 (0.97) 3.98 (1.24) 68.26
District health systems 4.53 (0.74) 4.16 (1.04) 74.36
Disaster preparedness 4.46 (0.68) 4.31 (0.87) 75.83
Development plans 4 (1) 3.67 (1.17) 56.94

Quality improvement Quality Managementin Health Systems 4.23 (0.99) 3.84 (1.16) 63.44
Quality improvement approaches 4.29 (0.98) 3.78 (1.2) 63.33
Quality improvement methods 4.33 (0.8) 3.92 (1.08) 66.50
FOCUS PDCA 4.38 (0.84) 4.08 (1.08) 70.24
Clinical audit 4.22 (0.85) 3.86 (0.98) 63.65
Process mapping 4.4 (0.74) 4.18 (0.91) 72.46

Health information management
and Situation Analysis Health management information systems 4.34 (0.89) 3.98 (1.04) 67.81

Health indicators 4.5 (0.71) 4.42 (0.81) 78.71
Health data analysis 4.52 (0.74) 4.38 (0.92) 78.32
Introduction to Epidemiology 4 (0.99) 3.88 (1.12) 60.50
Epidemiological assess of health

Situation in a district 4.35 (0.93) 4.12 (1.03) 70.50
Planning and Evaluation Situation analysis of district health 4.42 (0.84) 4.1 (1.19) 71.31

Strategic planning 4.1 (1.02) 3.76 (1.11) 59.98
Operational planning 4.08 (1.06) 4.12 (1.02) 65.85
Evaluation Methods and accreditation 4.08 (0.91) 3.94 (1.04) 62.79
Priority setting 4.08 (0.96) 3.98 (0.91) 63.47
Project planning methods 3.9 (1.14) 3.78 (1.09) 57.29

Research in health system Quantitative research in health system 3.65 (1.1) 3.25 (1.12) 45.20
Qualitative research in health system 3.67 (1.14) 3.33 (1.1) 46.76
Data management 3.83 (1.06) 3.65 (1.12) 54.07
Health need assessment in district 4.27 (0.93) 3.98 (0.98) 66.55

Community participation Health education techniques 4.02 (1.05) 3.88 (1.04) 60.75
Community Participationmethods 4.12 (0.86) 3.61 (1.19) 57.88
Multi-sectoral Collaboration and advocacy 4.27 (0.87) 4.02 (1.01) 67.38
Social marketing 3.81 (1.16) 3.33 (1.39) 48.68
Techniques and methods for public participation 4.06 (1.06) 3.85 (1.15) 61.07

Health Resources Management
and Economics Accrual accounting 4.06 (1.14) 3.84 (1.2) 60.78

Financial control 4.31 (0.93) 4.1 (1.12) 69.54
Payment mechanisms 4.06 (1.16) 3.92 (1.22) 62.13
Health economy 3.74 (1.13) 3.76 (1.04) 54.51
Management of Physical Infrastructure 4.21 (1.03) 3.96 (1.04) 65.23
Health insurance 4 (1.17) 3.74 (1.17) 58.24
Cost estimation and Budgeting 4.27 (1.06) 3.96 (1.07) 66.18

Human Resources and
Organizational creativity Human resources management 4.31 (1) 4.06 (1.08) 68.72

Employee training and empowering 4.14 (0.91) 4 (1.05) 64.88
Effective communication 4.23 (1.02) 4.02 (1.19) 66.69
Time management 4.29 (0.94) 4.21 (0.97) 70.98
Creativity and Innovation 4.22 (1.01) 4.02 (1.1) 66.61

Management, Leadership Basic Concepts ofmanagement 4.51 (0.65) 4.14 (0.91) 73.69
Leadershipand supervision 4.41 (0.76) 4 (0.94) 69.30
Change management 4.33 (0.88) 3.92 (0.9) 66.44
Team management 4.43 (0.82) 4.18 (0.88) 73.03
Conflict management 4.21 (0.85) 3.94(0.95) 64.88
Basic Skills in Communication 4.31 (1.04) 4.21 (0.99) 71.34
Staff motivation 4.22 (1.12) 4 (1.15) 66.24

Rules and ethics Management ethics 4.35 (0.93) 4.18 (1.09) 71.74
Legal issues in Management 4.38 (1.02) 4.26 (0.94) 89.90
External inspection and accounting 4.21 (0.97) 3.94 (1.09) 64.90

Total 4.2 3.95 64.96
FOCUS PDCA: Find, Organise, Clarify, Understand, Select, Plan, Do, Check, Act. SD: Standard Deviation.



process mapping (72.46) were 4.4±0.74 and 4.18±0.91.

The overall necessity and applicability ratings were
4.34±0.89 and 3.98±1.04 for health management
information systems (67.81), 4.35±0.93 and 4.12±1.03 for
epidemiology (70.50), 4.5±0.71 and 4.42±0.81 for health
indicator (78.71), 4.42±0.84 and 4.1±1.19 for situation
analysis of district health (71.31) and 4.52±0.74 and
4.38±0.92 for health data analysis (78.32).

The two ratings were 4.31±1 and 4.06±1.08 for training
the basics of human resources management (68.72),
4.23±1.02 and 4.02±1.19 for effective communication
tools and methods (66.69), 4.29±0.94 and 4.21±0.97 for
time management ability (70.98) and 4.22±1.01 and
4.02±1.1 for creativity and innovation in healthcare
settings (66.61).

Under the module of 'management and leadership', the
mean necessity and applicability ratings were 4.51 (0.65)
and 4.14 (0.91) for the basic concepts of management
(73.69), 4.43 (0.82) and 4.18 (0.88) for team management
(73.03), 4.31 (1.04) and 4.21 (0.99) for basic skills in
communication (71.34), and 4.22 (1.12) and 4 (1.15) for
staff motivation (66.24).

Discussion
The results of this study indicated that district
management, quality improvement, health information
management and situation analysis, planning and
evaluation, research in health system, community
participation, health resources management,
management of human resources, management, and
leadership as well as rules and ethics were essential and
important managerial courses. Consequently, all district
health managers must be trained and empowered in the
above-mentioned fields.

According to the results of the current study, reporting
the necessity of managerial training in almost all designed
modules indicated the inadequate capacity of these
managers with regard to their abilities. Muchekeza et al.
found that almost all district health executives (29/30) in
Midlands, Zimbabwe, possess inadequate management
abilities to undertake their management responsibilities.
Also, leadership and governance, monitoring and
evaluation, human resources management, strategic
planning and general health services management were
the most required training topics.19 Kolemainen et al.
demonstrated that untrained health managers and weak
personnel systems restrict health systems to achieve their
goals.20

According to some studies in different settings, although

core competencies were attained by health service
managers, the methods of implementing these
competencies in a real setting may vary according to
management levels and sectors.21-23 In the current study,
we prioritised district health managers' competency-
related requirements. In this regard, Liang et al. classified
competency requirements of middle and senior
managers under the following essential categories:
evidence-informed decision-making, knowledge of
health services, knowledge about the organisation,
interpersonal communication skills, relationship
management, and operation, administration and resource
management.24

According to the participants, managers' familiarity with
rules and ethics is an important ability to be practically
effective in their conditions. So, this factor is related to
non-transparent regulations and inconsistent
responsibilities at national level and the process of
monitoring by authorities. This issue is most closely linked
with health resources management and financing,
therefore, resources management was a highly-rated
module from health managers' viewpoint. Waweru et al.
considered that greater emphasis is needed on financial
management training, targeted supportive supervision,
and greater community awareness, along with focus on
participation and training courses in these fields.25 Asante
et al. represented that budgeting and finance,
management information and procurement and supply
are the most critical functions to support health directors
to manage effectively, and the leadership and
management capacity must be improved by training.26

Based on the findings of the current study, health
information management is one of the most important
training programmes for managers who perceived
weakness in using information in management. In this
respect, some studies have confirmed that evidence-
based decision-making can improve the quality of health
service managers' decisions, minimise errors and improve
health system outcomes.27-29 Weakness in leadership and
priority setting was one of the most commonly perceived
inabilities, based on district health managers' own self-
reported information.30

Also, since a majority of participants in this study were
graduates of health and medical sciences, they had not
received basic management training. It should be noted
that management and leadership was scored as the most
vital programme. An Indian study pointed out that health
managers needed to be trained as regards exposure to
district health planning, financial management, technical
and administrative issues.31 De Brouwere et al. recognised
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that district health managers reported the supervision as
team analysis of problems and identification of possible
solutions are needed for the success of these courses.32

Due to increasing public expectations and awareness of
health services, health managers' capability of quality
improvement was considered as a requisite and
applicable training course in Iran. It is noteworthy that the
quality improvement is a required capacity to be
possessed in international settings. Marquez et al.
reported that instructing health professionals in problem-
solving methods improved their capability of addressing
problems, and capacity-building for management.33

While Conn et al. demonstrated that programmes for
strengthening the health management improve the
quality of team planning and coordination and resource
management, policy and practice of government at
national level, resource-supplying organisations, and
particularly charity organisations limit the effectiveness of
management skills as well as capacity.34 The continuity of
training health managers is a critical factor in success and
effectiveness of education.In consistent with that point,
Diaz-Monsalve found out that attending intermittent
training courses reduces management deficiencies.35

Beanland et al. discovered that educating health system
managers and influencing policymakers and financial
supporters using novel information systems is shown to
be an effective approach to managers training in
response to health problems.36

Conclusion
District health managers prioritised the necessity of
management competencies training programmes in the
following order: rules and ethics, health information
management and situation analysis, management and
leadership, district management, health resources
management and quality improvement. Following the
present study, management training courses were
developed and conducted to equip district health
managers with health management skills. Provincial
supervision and intermittent training courses must be
conducted to improve and ensure training effectiveness.
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