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Abstract
Background  The utilization of complementary and alternative medicine (CAM) is experiencing a global surge, 
accompanied by the adoption of national CAM policies in numerous countries. Traditional Persian medicine (TPM) 
is highly used as CAM in Iran, and the ongoing scientific evaluation of its interventions and the implementation 
of evidence-based medicine (EBM) encounters various barriers. Therefore, comprehending the characteristics and 
interactions of stakeholders is pivotal in advancing EBM within TPM policies. In this study, we utilized both classical 
stakeholder analysis and social network analysis to identify key stakeholders and potential communication patterns, 
thereby promoting EBM in TPM policy-making.

Methods  A cross-sectional nationwide stakeholder analysis was conducted in 2023 using snowball sampling. The 
interviews were carried out using a customized version of the six building blocks of health. Data were collected 
through semi-structured interviews. Stakeholders were assessed based on five factors (power, interest, influence, 
position, and competency). The connections and structure of the network were analyzed using degree, betweenness, 
closeness centrality, and modularity index to detect clusters of smaller networks.

Results  Among twenty-three identified stakeholders, the Ministry of Health and Medical Education (MOHME) and 
the Public were the most powerful and influential. The Iranian Academy of Medical Sciences was the most competent 
stakeholder. Social network analysis revealed a low density of connections among stakeholders. Pharmaceutical 
companies were identified as key connectors in the network, while the Public, supreme governmental bodies, and 
guilds acted as gatekeepers or brokers. The MOHME and Maraji were found to be high-ranking stakeholders based on 
four different centrality measures.

Conclusion  This study identifies powerful stakeholders in the network and emphasizes the need to engage 
uninterested yet significant stakeholders. Recommendations include improving competence through education, 
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Introduction
The utilization of Traditional and Complementary Medi-
cine (T&CM), a subset of Complementary and Alter-
native Medicine (CAM), has seen a remarkable global 
surge. In 2018, 88% of WHO member countries reported 
its use. Over the years, there has been a significant 
increase in the number of countries with national T&CM 
policies, rising from 25 in 1999 to 98 in 2018. Moreover, 
since 2005, there has been a significant improvement in 
the regulation and registration of herbal medicines in 
the WHO Eastern Mediterranean Region. Nine of its 21 
nations now have national T&CM policies, and 12 have 
laws and regulations related to T&CM [1].

In the Middle Eastern region, Iran boasts a rich history 
of traditional medicine, with Traditional Persian medi-
cine (TPM) standing out as a prominent example. Given 
the increasing global trend of CAM adoption, it is crucial 
to examine the current state of TPM in Iran, especially in 
light of the country’s efforts to integrate evidence-based 
medicine (EBM) into its healthcare system. Although 
TPM has a long-established history in Iran, the scientific 
evaluation of its interventions is a recent development, 
requiring further progress.

Evidence-based medicine (EBM) involves using the 
current best evidence to make decisions about indi-
vidual patient care [2]. Although EBM has been consid-
ered for implementation in patient care in many medical 
science areas in Iran [3], barriers to its implementation 
exist. These barriers encompass inadequate facilities [4], 
research-related issues, and problems with coordination 
and motivation [5].

Integrating EBM into every aspect of the health sys-
tem is crucial, but its integration into CAM practice is 
particularly significant due to the high demand and the 
relatively low level of scientific evaluation of CAM inter-
ventions. Recognizing this need, changes have been 
implemented in the healthcare system. In 2007, TPM was 
officially integrated into the Iranian healthcare system, 
with major medical universities establishing Schools of 
Persian Medicine and allied divisions. This allowed doc-
tors of medicine and pharmacy to specialize in Persian 
medicine and traditional pharmacy at the Ph.D. level [6].

The widespread use of TPM in Iran, alongside conven-
tional medicine [7–10]. has led to the participation of 
various groups in delivering traditional treatments. These 
include unlicensed therapists and natural remedy shops, 
drawn by financial advantages. Legally-approved service 
providers encompass TPM clinics, specialized private 
offices, and traditional and herbal drug manufacturers 

[6].Despite the existing controversies, CAM interven-
tions are frequently utilized in Iran, with up to 75% of 
outpatients [11] and over 50% of cancer patients rely-
ing on at least one CAM method [12]. Medicinal plants, 
TPM, hydrotherapy, and music therapy are common 
treatment methods [7, 13]. However, studies indicate 
that fewer than 12% of CAM users receive guidance 
from approved therapists, raising concerns about the 
potential misuse of CAM [6, 7]. Non-EBM approaches 
to CAM can also be detrimental to health [14], and the 
unclear identification, contamination, and adulteration 
of medicinal plants are among the disadvantages of such 
approaches [15]. Examples of harm resulting from non-
EBM evidence-based medicine include hepatic failure 
and hospital admissions due to borage (Echium amoe-
num) misuse [16].

Over the past two decades, the number of published 
articles on EBM in Iran has increased. However, few 
studies have examined the existing policies and policy 
processes. Therefore, the need to improve the approach 
to EBM in medical sciences remains necessary, particu-
larly with the growing use of TPM. Considering that 
decision-making processes are influenced by stakeholder 
characteristics, understanding these stakeholders, their 
features, and how they interact with and influence each 
other is crucial for facilitating the use of EBM [17].

This study aimed to identify the key stakeholders in 
TPM, their characteristics, and their relationships in 
Iran, where TPM was the most common CAM practice. 
Using social network analysis (SNA), we visualized and 
analyzed stakeholder connections and communication 
patterns to identify key stakeholders and their roles in the 
policy process, as well as potential communication gaps.

Methods
Design
Our cross-sectional study was conducted in Iran between 
2022 and 2023, and it involved a stakeholder analy-
sis conducted in three phases. Firstly, a list of potential 
stakeholders was generated by reviewing available lit-
erature and information on the Internet. Secondly, semi-
structured interviews of 45  min to 1  h were conducted 
with 24 individuals (see Supplementary Table 1), using a 
framework modified from the six building blocks frame-
work [18] to categorize different aspects of TPM practice 
at various levels (see Supplementary Table 2). Finally, 
interviewees were asked to assess the stakeholders based 
on five factors (power, interest, influence, position, and 
competency), and the stakeholders with the highest 
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scores were included in the network analysis. A panel 
of experts who were previously interviewed defined the 
connections between key stakeholders.

Sampling and data collection
We recruited informed stakeholders of TPM using con-
venience and snowball sampling methods. Interviews 
continued until data saturation was achieved. The inter-
views began with a description of the study objectives, 
after which experts were asked, “Who are the main 
actors involved in the decision-making and policy-mak-
ing processes of organizing evidence-based traditional 
Persian medicine in Iran?“. Using the modified tool, the 
interviewees also were questioned about various aspects 
of TPM practice at different levels (see Supplementary 
Table 2). Subsequently, the interviews were transcribed, 
and a list of individuals and organizations mentioned 
was generated. Similar or subordinate individuals and 
organizations were consolidated by an expert panel. Dif-
ferent subordinates of the Ministry of Health and Medi-
cal Education (MOHME) were analyzed separately due 
to their critical roles in Iran’s health system. The final 
stakeholders were evaluated by an expert panel consist-
ing of specialists in TPM, conventional medicine phy-
sicians, and health policymakers. Stakeholders were 
assessed based on power, interest, influence, position, 
and competency. Each stakeholder received a score from 
0 to 10, with 0 indicating the lowest level of the feature 
and 10 indicating the highest. A score of 0 represented 
complete opposition to the policy, 5 indicated neutrality, 
and 10 signified complete support for the policy. Position 
scores were recalculated to account for highly opposing 
stakeholders (|Position-5|×2), and those with the highest 
scores were included in the SNA. The expert panel sub-
sequently rated the connections of the final stakeholders 
using a four-level scale: no connection, weak connection, 
moderate connection, and strong connection.

Definitions and rationale
The five factors were selected after an extensive litera-
ture review on stakeholder analysis, as they are vital for 
identifying and comprehending the roles and behavior 
of stakeholders in healthcare policy-making and imple-
mentation [17, 19, 20]. Competency was also taken into 
consideration, prompted by the research team’s sugges-
tion and recurring issues raised during interviews, in 
response to the potential challenge of insufficient com-
petence within our specific context. So overall, In this 
study, we assessed stakeholders using five factors, which 
we defined as follows. The broad definition of power is 
the ability of stakeholders to influence policy or program 
implementation. We break down this broad definition 
into its dimensions using the following criteria: power, 
influence, and competency. This study defines “power” 

as the amount of resources a stakeholder possesses and 
their capacity to mobilize them. Influence is defined as a 
stakeholder’s ability to exert power over other stakehold-
ers. Competency refers to the technical and professional 
skills and knowledge required for a stakeholder to fulfill 
their role. “Position” relates to a stakeholder’s stance on 
a specific policy, which can range from active support to 
active opposition, with varying degrees of neutrality in 
between [21]. “Interest” represents a stakeholder’s moti-
vation for the policy [19]. We define a stakeholder con-
nection as an actual channel for transmitting messages 
from one stakeholder to another.

Rigor and trustworthiness
To enhance the rigor and trustworthiness of our find-
ings, we followed the Guba and Lincoln approach, which 
involved considering criteria such as credibility, confirm-
ability, dependability, transferability, and authenticity [22, 
23]. To address these criteria, we implemented various 
strategies throughout the study, including peer debrief-
ing to provide an external check on the research process 
for credibility, involving multiple authors and gathering 
a list of existing stakeholders from multiple data sources 
(Searching relevant documents, laws, regulations), using 
theoretical framework to gather a comprehensive list 
of stakeholders (modified tool) of the for dependability, 
utilizing maximal variation sampling for transferability, 
member checking by contributors for confirmability, and 
incorporating citations from nearly all individuals for 
authenticity.

Social network analysis
SNA was used to analyze connections among stakehold-
ers in this study [24]. The fundamental concept underly-
ing SNA is that network connections and their structure 
are significant and can be independently analyzed, irre-
spective of individual stakeholder characteristics [25]. 
Centrality measures, which reveal the structural impor-
tance of a stakeholder within a network, are the most fre-
quently employed metrics in SNA. We employed degree, 
betweenness, and closeness centrality measures (see 
Supplementary Table 3). Furthermore, we utilized the 
modularity index to partition the network into clusters 
of smaller networks based on their structural attributes 
[26].

We used Stata software (Version 17, Stata Corporation, 
College Station, Texas, USA) and Microsoft Excel (2016) 
for statistical analysis and creating figures. Additionally, 
we employed the networkx package in Python [27] and 
Gephi for SNA.
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Results
We identified 74 stakeholders through interviews and 
ranked them based on five parameters. The final list of 
the most important stakeholders consists of 23 organiza-
tions or groups involved in decision-making and policy 
development related to evidence-based TPM in Iran 
(refer to Table 1).

The highest power reported was the Ministry of Health 
and Medical Education (MOHME) and the public. The 
supreme governing bodies (SGB), judicial and enforce-
ment system (Judicial), pharmaceutical companies (PhC), 
and insurance companies were considered middle to 
high-power stakeholders in promoting evidence-based 
practice (EBP) of TPM.

Our analysis found SGB and the Iranian Academy of 
Medical Sciences (IAMS) to have the strongest influence 
on other stakeholders, with IAMS being the only highly 

influential and interested stakeholder competent in pro-
moting EBP of TPM. WHO and IAMS had the highest 
competency, followed by PhC, SGB, and the Supreme 
Council of the Cultural Revolution (SCCR), reported as a 
medium to a highly competent organization for promot-
ing EBP of TPM (Table 1). Roughly 20% of stakeholders 
were opponents to promoting EBP in TPM. Public, insur-
ance, and non-health-related governmental organiza-
tions such as SGB, SCCR, parliament, Vice Presidency 
for Science and Technology (VPST), judicial, Ministry of 
Industry, Mine and Trade (SAMT), The Islamic Republic 
of Iran Broadcasting (IRIB), Insurances, Public, and other 
international centers active in complementary medicine 
were neutral to this policy. The lowest interest was in the 
Judicial, SAMT, parliament, and public. Most stakehold-
ers within the MOHME subdivision were supportive of 
promoting EBP in TPM, except for the Vice-Chancellery 

Table 1  Power, position, interest, influence, and competency of stakeholders
Label Power* Competency Position** Interest Influence
CP. Medium Medium S Medium-High Medium
CAMIC Low Medium N Medium Low
GCTM-WHO Low-Medium High S High Low-Medium
Guilds Medium Low-Medium O High Low-Medium
IAMS Low-Medium High S High High
Insurances Medium-High Low-Medium N Medium Medium
IRIB Low-Medium Low-Medium N Medium Low-Medium
IRMC Medium Medium S High Medium
judicial Medium-High Medium N Low Medium
Maraji Low-Medium Medium S Medium Medium
MOHME High Medium S High Medium
Parliament Low-Medium Low-Medium N Low-Medium Medium-High
PhC Medium-High Medium-High O Medium Medium
Public High Low-Medium N Low-Medium Medium
QTC Low-Medium Low-Medium O Medium-High Low
Quacks Low-Medium Low O High Low-Medium
S&C Medium Low-Medium O Medium-High Medium
SAMT Low-Medium Medium N Low-Medium Medium-High
SCCR Low-Medium Medium-High N Medium-High Medium-High
SGB Medium Medium-High N Medium High
TPMRC Low Low-Medium S High Low-Medium
TPMS Medium Low-Medium S High Low-Medium
VPST Medium Medium N Medium-High Low-Medium
MOHME subordinates
DTPM Medium Low-Medium S High Low-Medium
DTPPh Medium Medium S High Low-Medium
IFDA Medium-High Medium S High Medium
OTPM Medium-High Low-Medium S High Low-Medium
UMS High Low-Medium S High Medium
VCE Low-Medium Low-Medium S Low-Medium Low-Medium
VCH Low-Medium Low-Medium N Low-Medium Low-Medium
VCRT Medium Medium S High Low-Medium
VCT Medium-High Low-Medium S Medium Medium
*High = 8 -10, Medium-High = 6-7.9, Medium= 4-5.9, Low-Medium=2-3.9, Low=0-1.9

**O = Opponent (Below 4), N= Neutral (4.1-5.9), S = Supporter (above 6)
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for Health. The universities of medical sciences had the 
highest power and influence, while the overall compe-
tency of the MOHME subdivision was medium or lower 
(Table 1).

The highest mean of influence (4.78) and power (4.4) 
and the lowest mean of interest (4.03) were found in 

stakeholders with neutral positions. Stakeholders who 
supported the policy of EBM in TPM had the highest 
interest (8.33) (Table 2). MOHME was a highly interested 
and powerful policy supporter, and IAMS was the most 
influential supporter (Fig. 1).

Social network analysis
The network had 23 nodes and 208 edges, with an over-
all density of 0.411 and an average shortest path of 1.947. 
SBG (0.379), MOHME (0.303), IAMS (0.288), and Maraji 
(0.273) exhibited the highest indegree centrality, while 
SGB (0.424), MOHME (0.348), Maraji (0.303), and PhC 
(0.303) displayed the highest outdegree centrality. IRIB 
(0.611), MOHME (0.595), PhC (0.595), and Quacks 
(0.595) showed the highest closeness centrality. The 
betweenness centrality of PhC, IAMS, TPMS, and VPST 
was 0.115, 0.111, 0.07, and 0.067, respectively (Table 3).

Three clusters of stakeholders were identified in a net-
work analysis using a modularity algorithm, each rep-
resented by distinct colors in the network figures (see 
Supplementary Table 4). The modularity score for this 
network was 0.217. The stakeholders in the first cluster 
(modularity class = 0) were supporters, with a score of 
7.25 for the policy. The second (modularity class = 1) and 
third (modularity class = 2) clusters were characterized as 
neutral, with a score of 5.29, and opponents, with a score 
of 3.44, respectively (see Table 4; Fig. 2).

Discussion
This study aimed to identify stakeholders involved in 
implementing the policy of EBM in TPM and evaluate 
their power, influence, interest, position, and compe-
tency. The analysis revealed that AIMS and MOHME 
are influential and powerful supporting players who 
should be given priority for engagement and commu-
nication. SNA showed that the network density among 

Table 2  Sum and means of interest, influence, competency, 
power over position

Sum
(CI)

Mean
(CI)

Interest
Supporter 66.67

(54.75–78.58)
8.33
(6.84–9.82)

Neutral 40.34
(30.23–50.44)

4.03
(3.02–5.04)

Opponent 35.5
(27.74–43.25)

7.1
(5.54–8.65)

Influence
Supporter 33

(20.68–45.31)
4.12
(2.58–5.66)

Neutral 47.83
(33.26–62.39)

4.78
(3.32–6.23)

Opponent 15.67
(10.39–20.94)

3.13
(2.07–4.18)

Competency
Supporter 36.67

(23.54–49.7)
4.58
(2.94–6.22)

Neutral 42.3
(31.1-53.58)

4.23
(3.10–5.35)

Opponent 17.75
(8.03–27.46)

3.55
(1.60–5.49)

Power
Supporter 30

(17.55–42.44)
3.75
(2.19–5.30)

Neutral 44
(29.10-58.89)

4.4
(2.91–5.88)

Opponent 17.5
(14.22–20.77)

3.5
(2.84–4.15)

Fig. 1  A - Interest/Influence, B - Power/Position, each consists of four quadrants of players (IAMS, SCCR, MOHME), context setters (SGB, Parliament, SAMT, 
the public, judiciary), and several stakeholders in subjects and the crowd
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the stakeholders was low, indicating a lack of collabora-
tion and connection among the key stakeholders. The 
stakeholders can be categorized into three subcommuni-
ties based on their positions as supporters, neutrals, and 
opponents. This study highlighted the roles of stakehold-
ers in the network. It demonstrated that AIMS could 
bridge the structural gap between supporter and neutral 
clusters. Key connectors or bottlenecks were identified as 
Phc, while the Public, SGB, and guilds acted as gatekeep-
ers or brokers in the network. Overall, this study provides 
valuable insights into the challenges and opportunities 
for promoting EBP in TPM in Iran.

Classical stakeholder analysis
Two primary supporting stakeholders were AIMS and 
MOHME, both of which held significant influence and 
power, respectively. The classical stakeholder analysis has 
revealed that stakeholders falling into the “player” cate-
gory (influential, powerful, and interested) should receive 
the highest priority for engagement and communication, 

as they possess the significant potential to impact the 
project’s success or decisions. In our study, we did not 
identify any key opposing stakeholders, which may be 
attributed to the disorganized and individually oriented 
nature of the opposing network, a lack of transparency 
among opponents, or the inability to access information 
related to the opposing network.

Our study found that many powerful and influential 
stakeholders, such as the SGB, Judiciary, Parliament, the 
public, and insurance providers, were either neutral or 
uninterested in supporting the policy of EBM in TPM. 
Other published stakeholder analyses related to health 
policies in Iran also identify the Parliament, MOHME, 
the Judiciary, insurance providers, and UMS as power-
ful or influential stakeholders [28–31]. The unwillingness 
of powerful and influential stakeholders to participate is 
a major challenge, which has also been demonstrated in 
other stakeholder analyses in Iran [28, 29]. These men-
tioned stakeholders, often referred to as ‘Context-setters’ 
(influential or powerful but not interested), should be 
informed and engaged, as their decisions and actions can 
significantly impact the project or decision. We found 
that the public is a powerful stakeholder; this result con-
trasts with some other stakeholder analyses, which con-
sidered the public as a less powerful, passive stakeholder 
[28, 29]. We believe that the public’s power stems from 
their financial resources, driven by the widespread need 
for and usage of TPM services [7, 11, 13].

Our findings suggest that the MOHME held signifi-
cant influence, displayed interest, and provided sup-
port for this policy. MOHME possesses both structural 
and human resources related to TPM. These resources 
include institutions such as the Office of Traditional 
Persian Medicine (OTPM), several Traditional Persian 
Medicine Research Centers (TPMRC), and Traditional 
Persian Medicine Specialists (TPMS), many of whom 
have medical backgrounds. Given the presence of these 
resources within MOHME, it appears that this stake-
holder may not have taken substantial action and has not 
prioritized this policy. Consider that the highest level of 
competency among supporters was identified in WHO-
GCTIM as an international stakeholder and AIMS as a 
national organization. Our study also revealed another 
existing challenge: key supporters like MOHME, IRMC, 
CP, TPMS, and TPMRC exhibit medium to low levels of 
competency. Competency levels for MOHME’s subordi-
nates were even lower.

Table 3  Network parameters of stakeholders of evidence-based 
practice of traditional persian medicine
Label Outdegree Degree Closeness 

Centrality
Between-
ness 
centrality

CP 0.197 0.182 0.512 0.011
CAMIC 0.061 0.076 0.4 0.007
GCTM-WHO 0.045 0.076 0.379 0.004
Guilds 0.121 0.045 0.524 0.046
IAMS 0.152 0.288 0.579 0.111
Insurances 0.152 0.242 0.537 0.012
IRIB 0.242 0.258 0.611 0.018
IRMC 0.152 0.167 0.564 0.03
judicial 0.258 0.227 0.55 0.027
Maraji 0.303 0.273 0.579 0.057
MOHME 0.348 0.303 0.595 0.064
Parliament 0.212 0.258 0.579 0.024
PhC 0.303 0.197 0.595 0.115
Public 0.212 0.167 0.5 0.066
QTC 0.136 0.152 0.512 0.02
Quacks 0.197 0.273 0.595 0.043
S&C 0.273 0.182 0.478 0.029
SAMT 0.015 0.152 0.355 0.031
SCCR 0.227 0.182 0.478 0.023
SGB 0.424 0.379 0.537 0.047
TPMRC 0.136 0.167 0.489 0.022
TPMS 0.258 0.212 0.55 0.07
VPST 0.121 0.091 0.564 0.067

Table 4  The mean value of stakeholder features in different clusters of the network found by the modularity index
Modularity class Position(SD) Power(SD) Competency(SD) Interest(SD) Influence(SD)
0 7.25 (6.02–8.47) 5 (3.16–6.83) 3.70 (2.29–5.12) 7.64 (5.93–9.35) 3.56 (2.57–4.55)
1 5.29 (4.41–6.17) 3.77 (2.754.80) 4.77 (3.41–6.13) 5.01 (3.35–6.68) 5.53 (4.12–6.94)
2 3.44 (2.03–4.85) 2.91 (1.97–3.86) 4 (2.30–5.71) 6.02 (3.78–8.26) 3.02 (1.51–4.54)
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Social network analysis
The network’s density was relatively low when compared 
to other stakeholder networks in health-related policy in 
Iran [28]. This suggests that critical stakeholders in this 
policy were not well connected. The density of the second 
cluster (the neutral cluster) appears to be the highest in 
the network. Therefore, the density in the clusters of sup-
porters and opponents is lower than the overall estimated 
value. Another challenge in the network of supporters for 

this policy is the lack of connections and collaboration 
among key stakeholders in this field. We identified three 
clusters of stakeholders in this network, which we can 
categorize as highly influential, uninterested, and neutral 
stakeholders. The network structure of these stakehold-
ers supports the findings from classical stakeholder anal-
ysis. We propose naming these clusters as supporters, 
neutrals, and opponents based on their positions.

Fig. 2  Visualization of the network of stakeholders: The size of nodes in each figure suggests the stakeholder’s five factors (Power, Interest, Influence, 
Position, Competency); the color of each stakeholder corresponds to the cluster to which it belongs
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In a social network, a structural hole is a gap where 
two contacts or groups are not directly connected, and 
brokers can bridge this gap by connecting them [32]. We 
found significant structural holes that could impact col-
laboration and the policy process [33]. It appears that 
AIMS could bridge the structural gap between the sup-
porter and neutral clusters. There is a lack of a stron-
ger connection between AIMS and IRMC, MOHME 
and IRMC, AIMS and Parliament, AIMS and S&C, and 
TPMS and CP, as well as between international stake-
holders (GCTM-WHO and CAMIC) and TPMRC. 
Although studies have shown that increasing connec-
tions between nodes (reducing structural holes) reduces 
flexibility and innovation, reducing structural holes can 
lead to decreased cooperation [33, 34]. It seems that try-
ing to establish these connections and relying on AIMS 
and the public brokerage role can help advance policy.

The SNA reveals that PhC was a node with high 
betweenness and closeness centrality; these nodes are 
often referred to as key connectors, bottlenecks, or hubs 
of the network [35, 36]. These nodes can control the flow 
of information and resources within a network. The IRIB 
also had high closeness but relatively low betweenness 
centrality, indicating that this stakeholder was essen-
tial for local communication within a specific cluster in 
the network. Other stakeholders, such as Parliament, 
IRMC, and Quacks, can be considered local communi-
cators within their respective clusters. The Public, SGB, 
and guilds had relatively high betweenness and relatively 
low closeness centrality; these nodes are often known as 
gatekeepers or brokers in a network. These nodes serve 
as critical connectors between different parts of the net-
work, and their removal could result in network fragmen-
tation [35, 36]. The Public, being the target population 
and final user of the service, plays a role in connecting 
different parts of the network to each other. International 
stakeholders (CAMIC and GCTM-WHO) were found to 
be peripheral nodes due to their low centrality measures. 
CAMIC includes institutions such as the Ministry of 
Ayush in India, Hamdard Universities, and other Unani 
medicine organizations. Overall, MOHME and Maraji 
were identified as high-ranking stakeholders based on 
four different centrality measures (Supplementary Table 
5).

What should we do?
Based on the results of the stakeholder analysis, here are 
some recommendations for promoting EBP in the field of 
TPM:

Enhancing Competency: A deficiency in competency 
has been identified in various health-related stakehold-
ers, including MOHME, IRMC, CP, TPMS, and TPMRC. 
To advance the adoption of EBP within the field of TPM, 
it is imperative to develop a competency map for each 

key stakeholder. Furthermore, training interventions and 
awareness campaigns should be initiated to augment 
their knowledge, attitudes, and implementation of EBP. 
Achieving this goal necessitates the cultivation of shared 
competencies among all healthcare professionals. Specif-
ically, we recommend that MOHME bolster its structural 
and human resources through this process, thereby fos-
tering the creation of reliable evidence to support TPM 
practices.

Address managerial competencies: Stakeholders 
related to managerial competencies, such as leadership, 
change management, and financial management, require 
more attention. This attention will impact not only this 
policy but any program or policy. Therefore, addressing 
these managerial competencies is essential to promote 
the EBP of TPM.

Encourage connections and collaboration: The absence 
of connections and collaboration among key stakehold-
ers in the realm of TPM policies has also been identified 
as a weakness. Promoting connections and collaboration 
among these stakeholders, including MOHME, IAMS, 
CP, IRMC, and international partners, can assist in estab-
lishing a more robust network of supporters and advanc-
ing EBP.

Persuade powerful and influential stakeholders and 
advocate for policy with significant stakeholders: The 
study revealed that numerous powerful and influential 
stakeholders, as well as key connectors in the network, 
maintain a neutral position regarding this policy. There-
fore, it presents an opportunity for proponents of this 
policy to persuade these stakeholders, including AIMS, 
the public, MOHME, insurance, the judiciary, Parlia-
ment, SGB, and universities of medical sciences (UMS).

Addressing opposition and threats: The opposition 
from religious institutions and clergy to this policy poses 
a significant threat that must be dealt with. Administra-
tive corruption has also been reported as a challenge in 
Iran [37, 38], and PhC may oppose the policy due to their 
financial interests. Therefore, it is essential to address 
these threats to promote the EBP of TPM.

Utilize strengths: MOHME has been recognized as a 
powerful, interested, and supportive stakeholder for this 
policy. Leveraging MOHME’s strengths, including the 
OTPM, numerous TPMRCs, and TPMS, can significantly 
contribute to the promotion of EBP within TPM.

Seek Assistance and Form Alliances: Seek assistance 
from influential and powerful stakeholders, such as AIM 
and the public, to act as intermediaries in advancing the 
policy. Additionally, establish relations with GCTM-
WHO (a peripheral node) to leverage their expertise and 
maintain engagement with local communicators.

It seems that MOHME should revise the regulatory 
policies of IFDA for herbal drugs to encourage the PhC to 
invest exclusively in scientifically proven effective herbal 
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medicines. We also recommend that MOHME and its 
allies promote this policy to influential, powerful, neu-
tral, and less interested stakeholders. Another aspect of 
the policy should center on legally combating quackery 
through the influence and power of IRMC, the judicial 
system, and the enforcement system.

Limitations
Accessing the opponents’ and quackery network was a 
complex task, and we were unable to completely grasp 
their perspective in this study. Therefore, we recommend 
a more focused investigation of the quackery network. 
Stakeholder positions may evolve over time, as evidenced 
by recent developments involving the SCCR’s secretary, 
underscoring the time-dependent nature of cross-sec-
tional stakeholder analysis.

Conclusion
This study reveals the presence of several influential and 
disinterested stakeholders within the network. The sup-
port network presents favorable opportunities as well as 
certain challenges for policy implementation. To tackle 
these challenges, various actions can be taken, such as 
advocating for the policy to uninterested yet significant 
nodes in the network, improving competence through 
educational interventions, strengthening international 
relations, and harnessing existing strengths.
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