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Abstract
Background: Health care facilities are responsible for preventing and controlling diseases and must have
su�cient resilience to deal with crises. Iranian health care facilities have faced challenges in managing
COVID-19. The purpose of this study was to identify the challenges to the resilience of Iranian health care
facilities during the COVID-19 pandemic and to provide appropriate solutions.

Methods: This qualitative study was conducted with a phenomenological approach and using semi-
structured interviews with 59 managers, policy makers, health system experts, and faculty members. The
participants were selected through snowball sampling. Thematic analysis was used to analyze the data.

Results:The resilience challenges of Iranian health care facilities were classi�ed into eight groups:
leadership and management; planning; organizational culture; organizational learning; employee
management; customer management; resource management; and process management. The most
important resilience challenges were: lack of an integrated management system; poor leadership;
incompatibility of the management system and the network structure; lack of a national program; poor
case detection program; lack of resources; ine�cient information system; negative attitude of managers
and employee; organizational inertia; failure to build on lessons learned from crises; lack of workforce
preparedness; lack of community-based management; declining social capital; and lack of oversight.
Managers must use community-based, evidence-based, and integrated management to build resilience
against COVID-19, have su�cient knowledge and experience to organize operations, use appropriate and
effective coordination models, develop a creative and participatory culture, reengineer structures and
processes, and provide the necessary resources.  

Conclusion: Iranian health care facilities face challenges that prevent them from becoming resilient,
responsive, and e�cient in managing COVID-19. It is essential that policy makers and managers take the
necessary steps to address these issues. 

Background
The health system is the organization of people, groups, and institutions in the public and private sectors
that make policies, provide resources, and deliver health care to restore, promote, and maintain public
health [1]. Leadership and governance, �nancing, health workforce, equipment and supplies, health
information systems, and service delivery are are six building blocks to achieve the health system goals
[2]. These building blocks must be equitable, quality, responsive, e�cient, and resilient [3].

Health care in Iran is provided within a network that provides services at three levels: primary, secondary,
and tertiary care. Primary care is concerned with prevention and health education for individuals and
communities, diagnosis and treatment of diseases, �ghting infectious and non-communicable diseases,
occupational health services, and provision of services during disasters and epidemics.
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The primary goal of the health system is to promote and maintain the health and well-being of the
population while preventing and controlling diseases. Therefore, the health system should ensure that
everyone has access to quality and affordable health care services. Health care facilities must be
responsive and meet the legitimate needs and expectations of the population. In addition, they must
respond and adapt to epidemiological, economic, political, and social shocks such as the COVID-19
pandemic, Ebola, the Zika virus, natural disasters, wars, and economic crises.

Health system resilience is the ability of the health system to "anticipate, respond, and adapt to shocks so
as to provide sustained health care in an unstable climate." [4]. Resilient health care facilities constantly
evolve in response to the external environment. They have �exible employee, adaptable supply chains,
and agile organizational structures, and are able to adapt to sudden changes in the environment [5].

Experiences from the 2009 H1N1 pandemic, the 2014–2016 Ebola outbreak in West Africa, and the
2015–2016 Zika virus epidemic in Latin America and Southeast Asia have shown that countries with
fragile health systems have di�culty coping with acute shocks. In the wake of the Ebola outbreak in
Guinea, Liberia, and Sierra Leone, the World Health Organization (WHO) focused on strengthening the
health system [6], and encouraged policy makers and senior executives to increase the resilience of
health care facilities [7].

Most health systems have not evolved for resilience in times of crisis and cannot effectively and rapidly
respond to pandemics [8]. The Iranian experience has shown that weak laws and regulations, lack of
coordination within and between sectors, weakness of rapid response teams, low preparedness, delayed
hospital admissions, late laboratory diagnosis, and �nancial problems are some of the key challenges of
the country’s health system in dealing with crisis [9, 10].

Building up the resilience of health care facilities plays a key role in health care delivery, especially in
times of crisis and catastrophe. Strategies should thus be developed to enable health care facilities to
respond quickly and effectively to acute, sudden, and severe shocks and crises [4].

The COVID-19 pandemic is the most critical global health crisis in the last century with its rapid spread
and associated disease burden and mortality [11]. COVID-19 was declared a pandemic by WHO on March
11, 2020. Iran reported the �rst con�rmed cases of COVID-19 in Qom on February 19, 2020. COVID-19 is a
new infectious disease with serious clinical presentation, including mortality, which has put the health
system infrastructure under immense pressure and has greatly increased the demand for healthcare
services.

In 2011, WHO warned that world is not prepared to respond to a severe in�uenza pandemic or to similar
health-threatening global crises [12]. However, this was not clear to health o�cials and the public until the
the COVID-19 outbreak [13]. Health care facilities are extremely vulnerable to the severity of this disease,
with some countries being completely unprepared at different levels despite having operational readiness
for health crises [14].
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Studies have shown that the Iranian health system has been moderately resilient against COVID-19, with
governance being the weakest function across the country [15]. Ineffective approaches of the government
and the public in managing the spread of the disease and indecisive leadership have been among the key
policy challenges of the country’s health system in the face of this pandemic [16]. Resilience is a new
concept for many managers and policy makers [17]. It is crucial in complex systems such as health care
facilities that require �exibility. However, COVID-19 has shown that Iranian health care facilities are ill-
prepared to deal with these disasters and crises and face many challenges such as political and
structural instability, high top management turnover, �nancial constraints, too much responsibility with
too little authority, and the changing expectations of patients and the public. Therefore, in addition to
coping with sudden acute shocks, these organizations must also respond to chronic challenges.
Therefore, policy makers and managers of health care facilities in Iran must take the necessary steps to
create resilient and accountable organizations that can provide quality and safe services to the
population in spite of these shocks and challenges.

The present study aimed to identify the challenges to the resilience of health care facilities in dealing with
COVID-19. Due to the persistence of this disease, the results can provide valuable insights to healthcare
managers, policy makers, and experts to better manage this crisis.

Methods
The present research is a qualitative study with an interpretive phenomenological approach. Qualitative
research is especially suited for exploring and explaining topics about which little is known [18]. In an
interpretive phenomenological research, the researcher collects rich in-depth data to better interpret the
�ndings and generate new knowledge and ideas [19].

In the present research, data were collected from April to September 2021 through in-depth and semi-
structured interviews with 59 experts, policy makers and managers of the health system as well as
faculty members of medical universities. An interview guide was developed based on the objectives of
the study. Snowball sampling was used to select the participants and an attempt was made to create
maximum variation in the composition of the sample. Due to the COVID-19 pandemic, most interviews
were conducted online. The interview guide was sent to the participants before the interview. All
interviews were recorded after obtaining consent from the respondents. Interviews lasted about 50
minutes on average (maximum 90 minutes and minimum 30 minutes) and continued until saturation.

Braun and Clarke’s 6-step thematic analysis procedure was used to analyze the data [20]. The interviews
were transcribed in Microsoft Word 2016 and were reviewed several times. Initial codes related to the
resilience challenges of Iranian health care facilities were identi�ed and extracted from the transcripts.
Similar codes were grouped into subthemes and then into main themes. These themes were reviewed
several times and combined and adjusted as needed to generate a thematic map of the analysis. Then,
the main themes and subthemes were labeled and de�ned. Finally, based on the research question, the
analysis was transformed into a report using the identi�ed codes and the associated quotations in the
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form of a purposeful narrative. MAXQDA 20 was used for data analysis. In this article, the quotations
were identi�ed with the letter P.

Several measures were taken to enhance the validity and generalizability of the �ndings, including pilot
interviews, maximum variation sampling, prolonged engagement in the �eld, examination of the subject
from different angles, collection of as much information and evidence as possible, triangulation, member
checking, peer debrie�ng, and tick description of the research environment and different stages of the
research.

In this study, 59 experts, policy makers and managers of the health system and faculty members of
medical universities were interviewed. A total of 42 interviewees were managers. The majority of the
participants were male (88.1%), married (96.6%) and had a doctorate degree (56%). 96.6% of the
interviewees had more than 10 years of work experience. Most participants were in the age group 41–50
years and experience group 21–25 years (Table 1)(su.
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Table 1
Frequency distribution of the demographic characteristics of the

participants
Demographic Characteristic Frequency Percentage

Gender Female 7 11.9

  Male 52 88.1

Age 30–40 yrs. 6 10.2

  41–50 yrs. 28 47.5

  51–60 yrs. 23 38.9

  > 60 yrs. 2 3.4

Marital Status Married 57 96.6

  Single 2 3.4

Education Master’s Degree 11 18.6

  Doctor of Medicine 8 13.5

  PhD 33 56

  Specialist 7 11.9

Experience 5–9 yrs. 2 3.4

  10–15 yrs. 7 11.9

  16–20 yrs. 9 15.2

  21–25 yrs. 17 28.8

  26–30 yrs. 18 30.5

  > 30 yrs. 6 10.2

 
The ethical considerations of the present research included: obtaining ethical approval from Department
of Research at Tehran University of Medical Sciences; obtaining informed consent from the participants;
allowing the participants to withdraw from the research at any time; respecting the autonomy of the
participants; asking for permission to record interviews; maintaining con�dentiality of the data and
protecting the anonymity of the interviewees; and ensuring the objectivity of the researchers in all stages
of data collection, analysis, and processing.

Results
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Overall, 46 challenges to the resilience of health care facilities in the face of COVID-19 were identi�ed and
divided into 8 groups: leadership and management; planning; organizational culture; organizational
learning; employee management; customer management; resource management; and process
management (Table 2).



Page 8/28

Table 2
Resilience of health care facilities in COVID-19: challenges and solutions

Challenge Components Solutions

leadership and
management

Lack of an integrated
management system; person-
centered decision-making; lack of
coordination;

failure to establish a uni�ed
command structure; lack of a
preventive approach to
healthcare;

lack of commitment and attitude
of managers; ineffective manager
selection; ineffective leadership;
incompatibility of the
management system and the
network structure and poor
organization

Development of incident command system
(ICS) protocols according to the current
structure and processes of the Ministry of
Health and Medical

Education(MOHME); community-based crisis
management; evidence-based management;
effective operational command; good
governance; developing a coordination model;
enhancing managers’ risk perception and
understanding; developing a resilient mindset
in students; internal and external coordination;
prioritizing prevention at the national level

Planning Lack of a national plan; poor case
detection program; lack of
operational and strategic plans;
lack de�nition of key indicators;
lack of for different scenarios

Managers with su�cient knowledge and
experience; holding practical courses;
documenting and building on past
experiences; changing the management
structure; developing strategic and
operational plans; reforming the command-
control structure and coordination in the
country; having a comprehensive plan and a
national crisis management structure

Organizational
Culture

Negative attitude of managers
and employee; organizational
resistance; organizational inertia;
poor resilience culture; lack of
teamwork

Promoting the right mindset in managers and
employee; understanding resilience; changing
managers’ attitudes; creating everyday
�exibility; encouraging creative and innovative
ideas in the organization; effective
management of organizational con�icts

Organizational
Learning

Inadequate training of managers
and employee; inadequate
exercises; failure to measure
effectiveness; failure to build on
experiences and lessons learned

Regular theoretical and practical training;
systematic academic education; documenting
and building on experiences

employee
Management

Ineffective employee selection
and recruitment process; lack of
awareness among employee; low
employee competence and skill;
unpreparedness of employee;
lack of support for employee

Continuous training; changing the behavior of
managers and employee; training to recognize
the work process; employee empowerment;
�nancial incentives; increasing employee
motivation and satisfaction; providing family
support for employee
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Challenge Components Solutions

Customer
Management

Lack of community-based
management; inadequate
training; lack of public
empowerment; lack of effective
communication between the
health system and the public; lack
of belief in public participation in
health programs; declining social
capital; lack of involvement of
non-governmental organizations

Motivating people; giving people
responsibility; building trust; effective
communication with people and non-
governmental organizations; making use of
people’s capacities; transparent job
descriptions within the health system;
international communications; conducting
exercises and drills; childhood education;
effective communication; effective
organization of people; community-based
management

Resource
Management

Lack of resources (especially
�nancial and physical resources);
ine�cient information system;
sanctions; economic instability;
lack of a central portal; low
capability of the integrated health
system

Increasing public health expenditure per
capita; working toward lifting sanctions;
capacity building across the country;
improving economic stability; having a uni�ed
information system; educating employees
about the information system; developing a
central portal for data management;
upgrading integrated health system programs

Process
Management

Poor structure of the health
system; lack of a system for
managing work processes; lack
of supervision and monitoring

Self-organization at the time of crisis;
reengineering of structures and processes;
eliminating bureaucracy; developing
monitoring and evaluation systems;
promoting everyday resilience; self-evaluation

leadership and management

The participants considered the role of leadership and management to be an important challenge to
resilience of health care facilities in the face of COVID-19. Lack of an integrated management system,
person-centered decision-making, lack of coordination, failure to establish a uni�ed command structure,
lack of a preventive approach to healthcare, lack of commitment and attitude of managers, poor
management, ineffective leadership, incompatibility of the management system and the network
structure, and poor organization were highlighted as key factors that challenge health care facilities in
this domain.

Having an integrated management system is an important factor in taking advantage of the potential of
other agencies. A department director of one of the universities said: “Crisis management requires an
integrated management system. This issue hasn’t received enough attention. Not only should the health
system and the Ministry of Health function properly, but they also need to coordinate with and get
support from the Red Crescent, municipalities, and other organizations” (P4).

Evidence-based management and building on the global experience was one way of addressing this
challenge “We are awful in leadership and management. What is evidence-based would be right. Our
resent actions and decisions are not evidence-based "(P10)
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Lack of intra-sectoral and intersectoral coordination is a major challenge to COVID-19 leadership and
management as it increases the likelihood of delays and wasted time in activities, projects, and
programs. To achieve their goals, organizations must coordinate the activities of their members and
establish good relationships with other organizations. The participants believed that the lack of well-
de�ned job descriptions in departments and agencies was an important factor in the lack of coordination
in the health system. The director of the disaster management department of one of the universities
commented that, “there is a lack of coordination within the university’s department of health and between
the department and ministries involved in healthcare such as the Ministry of Health, the Ministry of
Agriculture, the Ministry of Education, etc.” (P12).

The lack of an incident command system and a crisis response system is a major challenge to the
resilience of health care facilities. The participants considered the incident command system to be an
important factor in health system resilience: “The crisis response system is different from a regular
response system. In a crisis, our response system must be directed toward incident command so that we
can use our capacities to the fullest” (P12). Some health care facilities adopted a management
restructuring strategy to address the lack of a crisis response system: “As soon as a state of emergency
was declared, decisions were made at the national level to assign new responsibilities to us. This didn’t
happen. Everyone went their own way as their regular operations was being disrupted by the pandemic”
(P10). Similarly, a COVID-19 control managers argued: “We do not have unity of command in the
governorate. All agencies should work together, the responsibilities of all departments should be clear, but
everyone is acting on their own” (P15).

Coordination and implementation of the program was an important challenge. “Job descriptions are
often poorly de�ned in critical situations. Now that the national COVID headquarters has been
established and job descriptions have been de�ned for different departments, we have problems in
implementation. Planning and implementation should go hand in hand” (P8).

According to the participants, coordination between committees and knowledge of each committee’s
responsibilities were important. “Now during the COVID crisis, the Minister of Health has set up several
scienti�c associations and committees; �ve to six to be exact, none of which knows the other at all. Is
that really necessary? Shouldn’t we have a single entity in charge, and if not, shouldn’t these associations
and committees communicate and coordinate better?” (P18). Some of the managers highlighted the role
of governance in this regard: “Just because a committee is established doesn’t mean that people carry
out their duties properly. If there are rogue elements that disrupt the program, the health sector should
coordinate with the municipalities. Therefore, not only should every department a�liated with the
Ministry of Health get involved in this matter, but each should also identify the external agencies they
should get help from in order to do their job. Now, if we have an authority delegated by the highest levels
of government, it can also de�ne the responsibilities of the Ministry of Health” (P18). The same manager
suggested having a coordination model as a way to improve the situation: “First, we have to have plans,
and secondly, these plans should specify a coordination model, and by that, I mean both internal and
external coordination” (P18).
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Lack of a preventive approach to health care was another major challenges to the resilience of health
care facilities in controlling COVID-19. For example, the head of an academic department at one of the
universities said: “One of the weaknesses of health care facilities in Iran is their missions and goals. For
them, ‘prevention before cure’ is just a slogan. Another problem is that hospitals are viewed as the
custodian of public health rather than the health system, and naturally missions, goals and strategic
planning, if there are any, are developed with that mindset” (P1).

Managers’ lack of belief in prevention was one of the problems raised by the participants. “In the country,
treatment has always been a priority. Public health is prevention, but because we don’t believe in it, it
hasn’t been a priority. For example, currently the budgets that should be allocated to public health are
mostly allocated to treatment. That’s because if a problem occurs in a hospital during treatment, it’ll
make headlines, but if someone has an intestinal disease due to lack of access to basic sanitation
facilities, nobody will hear about it” (P41).

The proposed solution is to prioritize prevention within the health system. A faculty member at one of the
universities said: “They we run our system isn’t cost-effective. Why is it that we don’t have enough budget
to control non-communicable diseases even though it’s a priority? We don’t have the same GDP as many
developed countries, but spent as much as they do on health care. So the problem isn’t that we don’t have
money, it’s that we don’t spend it well. Resilience means spending on prevention. 90% of the people
require education for prevention, but we spend 90% of the budget in hospitals. We wait for people to get
sick, to have a stroke, get cancer instead of trying to prevent diseases. In other words, we’re increasingly
shifting toward medicalization” (P26). Another faculty member stated: “We can increase our resilience by
focusing on prevention, because it decreases the number of hospital visits in the long run and healthcare
burden in the long run, or at the very least reduces acute care costs” (p27).

Many of the participants believed that the commitment and attitude of the managers of health care
facilities is an important factor in the resilience of the health system against COVID-19. Self-centeredness
and partisanship prevent managers from developing a national vision. The director of disaster risk
reduction at one of the universities said: “Many managers across the country are driven by in-group
favoritism. The role of disaster managers isn’t de�ned anywhere in the COVID landscape and we’re not
included at all in some high-level meetings. Self-centeredness and partisanship shape managers’ views,
not what’s good for the nation. They talk a lot, but do little” (P3). Managers should have high risk
perception and understanding and consider disaster indicators in their planning. “The biggest problem in
our country is that managers don’t want to hear the truth. Our most important challenge is their low
understanding of risks and their total disregard for disaster indicators” (P3). Lack of managerial
commitment can affect the commitment of employees and their attitude toward resilience. One faculty
member commented: “When health care managers and o�cials take the issue seriously, the employees
follow suit. Lack of managerial commitment could be the bane of resilience at the time of crisis” (P24).

Selecting managers that lack knowledge and expertise can be an important challenge to the resilience of
health care facilities. One university administrator stated: “For me, most of the problems in this area are
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rooted in the lack of management knowledge and expertise; many managers know little about resilience
and therefore have the wrong attitude” (P43). The director of disaster management at one of the
universities described strong and effective management as an important factor in boosting resilience:
“Majority of problems are caused by mismanagement. An ineffective manager will de�nitely have a
negative impact on the employee and the organization. Our health system suffers from poor
management, which happens for various reasons. For example, many managers don’t receive the
necessary training and have to learn through experience, which can be detrimental for the organization
and its processes. In addition, there are no templates or checklists for appointing managers. In many
instances, candidates don’t have the necessary quali�cations and less quali�ed ones are selected” (P54).

Leadership is crucial to successful achievement of organizational resilience. Leadership is the ability to
in�uence, persuade, and mobilize individuals to achieve a goal. A university faculty member said: “By
leadership, I mean the power of in�uence that exists in all organizations. I’d argue that we don’t have
leaders in the health system in the classical sense of the word. Without proper leadership, resources won’t
be allocated e�ciently. Why is it that we still haven’t been able to integrate insurance organizations? Why
do we have about 19 parallel insurances? I attribute it to the lack of uni�ed leadership in the health
system” (P26). A faculty member highlighted the importance of strengthening the leadership role as a
means for achieving greater resilience. “I can’t stress the role of leadership enough. Leaders have
followers who accept their authority and, in many cases, trust them despite the fact that the conditions
aren’t favorable. My suggestion is that we promote leaderism instead of managerialism in this area”
(P22).

Incompatibility of the management system and the structure of the health network as well as the
principles of primary health care has caused challenges to health system resilience. One deputy director
of the Ministry of Health stated: “I don’t think our management system is at all compatible with the
structure of our health network or our needs” (P10). One faculty member suggested the application of
primary health care principles as a solution: “If we apply the principles of PHC, we really don’t have to do
anything new. It enables us to become more resilient, which is also in line with resistance economy. We
don’t need new foundations; we just have to put existing theories into practice, to implement the four
principles of PHC: equitable distribution; community participation; intersectoral coordination; and
appropriate technology” (P26).

The inability to organize a response was one of the problems as noted by one university faculty member:
“Our weakness is that we don’t have a plan in place, we don’t organize a crisis response. We haven’t
designed and established an operational command center” (P12).

Planning

The participants considered factors such as lack of a national plan, poor case detection program, lack of
operational and strategic plans, lack of key indicators, and lack of contingencies for different scenarios
as important barriers to the resilience of health care facilities against COVID-19.



Page 13/28

The lack of a national response was cited as a reason for the failure to follow the guidelines. The director
of pre-hospital emergency medicine at one of the universities said: “We don’t have a national response
that is based on the conditions of the country and the boundaries between departments and
organizations” (P14). Having a coherent national plan facilitates the adoption of programs by other
agencies and the implementation of guidelines. “We don’t have a coherent national plan for responding to
disasters and no national framework; as a result, the plans and guidelines developed by the Ministry of
Health don’t translate well into the world outside the ministry and aren’t implemented as intended” (P14).

Some managers argued that it is not enough to just have a plan and that it is important to understand the
roles it entails and how to implement it. One deputy director of the Ministry of Health said: “The problem
is that you may go to Dr. X and ask him, ‘what plan do you have for disasters?’ They give you a very nice
plan, but the Network Management Center doesn’t know about it; the Public Health O�ce doesn’t know
about it. Therefore, just because a plan is formulated well and adheres to standards doesn’t mean that all
parts of the system understand and accept their role and how to carry it out. Only when this is addressed
can we say that there is a plan beyond what’s on the paper” (P18). A university administrator offered the
development of strategic plans as a solution: “When we have strategic planning and a strategy, even our
everyday decisions and operations should be in line with that strategy” (P14).

Many of the participants considered the lack of operational and strategic plans as an important barrier to
the �ght against coronavirus. The director of the educational department of one of the universities said:
“The health system needs operational and strategic plans that include contingencies for different
scenarios, so that if plan A fails, there’s always a plan B” (P1).

The head of the risk reduction unit of one of the universities highlighted impulsive decisions and lack of
pre-crisis planning as important barriers. “There should be pre-crisis plans for different scenarios and
roles should be clearly de�ned with future adjustments if needed” (P6).

In this regard, one faculty member stated: “You see, it was around December that the �rst cases of COVID-
19 were reported in China. We knew that the pandemic would reach our country. As soon as the �rst
COVID cases were reported in Qom, there was a shortage of alcohol and masks the next day. Why didn’t
we anticipate it beforehand?” (P26) Similarly, another faculty member commented: “China built two
hospitals in only a few days, which means that all of this had already been planned. This capacity
doesn’t exist in our country and our health system isn’t resilient” (P31).

The director of pre-hospital emergency medicine at one of the universities suggested the following
solutions to these challenges: “Reforming the command-control and coordination structures in the
country, developing a comprehensive plan and a national crisis management structure, having a disaster
response plan, and upgrading management practices” (P14).

Organizational Culture
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Negative attitude of managers and employee, organizational resistance, organizational inertia, low
resilience culture, and lack of teamwork were among the cultural challenges to the resilience of health
care facilities against COVID-19. Some of the participants believed that negative attitude has become
especially challenging during this crisis. The disaster management director of one of the universities said:
“The cultural discourse is complex. There is the concept of KAP: knowledge, attitude, and practices. We
may not have a problem in terms of knowledge right now, but people don’t have the right attitude to
respond to disasters. When managers are warned of imminent disasters and their response is ‘let’s see
what happens’ or ‘what God wills, will happen’, we have a serious cultural problem that is not conducive
to resilience and preparedness. People have become complacent as a result of our culture, so both our
cultural problems are both general and organizational.” He continued by underlining routine seeking and
organizational inertia as major challenges: “Unfortunately, our organizations suffer from inertia, routine
seeking behavior, and silence. COVID-19 has provided a window of opportunity for us to overcome these
de�ciencies and build on our capacities” (P12).

Promoting the right beliefs in managers and employee was another solution as noted by the director of
disaster risk reduction at one of the universities stated: “The most important factor in resilience is
capacity building, which can be a cultural issue. And by culture, I mean beliefs that shape behavior.
Unless we promote the right beliefs, things will never change. This should be our ultimate goal” (P3).
According to the disaster management director of one of the universities, “the solution is to change the
attitude of the managers and promote more positive attitudes and beliefs” (P54).  

Resistance to change among employees leads to low resilience. One faculty member noted: “Our health
care employee are outdated. They lack the latest information, capabilities, and knowledge, and often
resist change” (P5). The head of the risk reduction unit of one of the universities suggest everyday
�exibility as a way of reducing organizational resistance: “Everything we do faces resistance. We must
encourage everyday �exibility, introduce it gradually and embed it into every unit over time. It must be one
of our values” (P6).

Lack of resilience culture in the organization is an important barrier to organizational resilience. “I believe
that resilience isn’t ingrained in our organizations yet; that is, if we want to achieve resilience on a large
scale, as in a big organization, there should be an understanding of what it is and what it entails. If
organizations don’t understand resilience, they won’t be able to implement it, they won’t understand its
de�nitions and concepts, they will suffer from entropy, they will become obsolete, and this is to the
detriment of the organization. Of course, models are a good thing. They have their place, but I think a
deeper discussion is needed” (P22).

Some of the participants believed that lack of team spirit has undermined the resilience of health
systems. Regarding the absence of a culture of empathy and teamwork, one deputy director of the
Ministry of Health said: “Our most important weakness in the health system is lack of support, empathy,
and teamwork. We have organizations with de�ned structures that must communicate and coordinate
with each other. But inside each organization, there is little support and teamwork between different units.
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The climate is competitive. We don’t have a team culture and little teamwork in scienti�c, administrative,
or medical areas” (P34). A faculty member discussed leaderism as a means for promoting resilience
culture: “We must promote the culture of resilience. Of course, this can’t be done in a week. It takes time,
but introducing leaderism can help in the promotion of resilience culture”(P22).

Organizational Learning

Many of the participants considered inadequate training of managers and employee, inadequate
exercises, failure to measure effectiveness, and failure to build on experiences and lessons learned as
challenges to health system resilience against COVID-19: “Our pre-hospital emergency system and our
accident system are more familiar with resilience and the literature than our health system. Before
anything else, the health system must prepare its own employee” (P1). A technical assistant commented:
“We aren’t familiar with the resilience discourse. This work has just begun. Given its importance, it’s
necessary to enhance the understanding and awareness of this issue to be able to boost resilience in
health care facilities. It can be as simple as the workshops we held for operational planning and crisis
management” (P8). The COVID control director of one of the universities stated that theoretical and
practical training is the key to crisis preparedness: “Theoretical and practical courses can be organized to
increase awareness and preparedness of the personnel so that they can respond effectively to crisis
situations. We often teach theory, but when crisis happens, we run around like a headless chicken” (P15).
Systematic academic education was another area for promotion of resilience as highlighted by one of the
interviewees: “Resilience should be taught systematically in academic studies. There should even be a
special unit in the Ministry of Health or the Health and Food Security Council to plan for it and supervise
it” (P8).

COVID control director at one of the universities believed that impracticality of training is an important
barrier to planning. “Our problem is lack of practical experience. We participate in seminars many times,
we attend crisis committee meetings, but when they ask us to write a scenario for a magnitude 6
earthquake, we really struggle” (P13). Holding practical courses was a solution to solve this challenge: “In
fact, theoretical and practical courses can raise awareness and enhance the preparedness of personnel,
which enables them to should act properly in times of crisis” (P15).

Another director described documenting and building on experiences as an effective solution to this
challenge: “Documenting (experiences) is important. It is important to know what went wrong and what
worked, and now we’re learning how to disseminate information. If we used experiences from COVID-19
and similar crises, we would’ve responded more effectively” (P7).

employee Management

Employees are the most important resources of an organization that must be developed and empowered
to strive toward achieving organizational goals. Factors such as ineffective employee selection and
recruitment process, lack of awareness among the employee, low employee competence and skill,
unpreparedness of sta employee ff, and lack of support for employee are identi�ed as key challenges in
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the face of COVID-19. One of the interviewees described ineffective employee selection and recruitment
process as a resilience challenge in this domain: “Service delivery starts with health workers, but given the
growing urbanization, it’s not appropriate to recruit health workers with a high school diploma. The
literacy rate is on the rise, highly educated people in villages don’t like to receive services from these less-
educated health workers” (P14).

The participants cited the unpreparedness of health care employee as a major challenge to dealing with
the crisis: “The Ministry of Health was not prepared for the current situation [COVID-19 crisis]. People’s
lives were at stake, and the response was to prioritize hospitals. The system relied on ICUs and specialty
and subspecialty protocols, and now the main concern of the Ministry of Health is to reduce it mortality
rate. The protocols have been based on intensive care, which is extremely costly. After months, the health
system needs reform, both for COVID response, which is not clear how long it will last, and for post-COVID
recovery” (P1). Another manager said: “Our employee aren’t prepared. We don’t work seriously on this
issue. As a middle manager, I didn’t think we would have a crisis. I didn’t know how to work in a crisis
situation. I had to do everything myself. I didn’t have an organized protocol and chart. We weren’t
prepared to be resilient” (P11).

One of the senior managers argued that the solution is to change the behavior of managers and
employee: “A change of attitude and work behavior is needed at all three levels” (P2). Interviewees
considered the lack of employee support and protection as an important challenge. “In special
circumstances, like the COVID-19 crisis, it is necessary to provide support to employee to improve
retention, which contributes to the resilience of health care facilities” (P13).

The participants mentioned the lack of incentives and employee dissatisfaction as the reasons for their
reduced participation. The director of one of the health departments said: “Look, as a member of the
organization, I should know what my mission is and what my responsibilities are in relation to resilience; I
should feel con�dent that senior managers support me, �nancially or otherwise, so that I can do my job
effectively when crisis happens; I should have enough motivation to work with enthusiasm and passion,
but this is not the case right now. Motivation, compensation, and fatigue are very important in times of
crisis”(P11). Another manager stated: “When employees aren’t satis�ed, we can’t expect them to show up
to work when an accident occurs. Participation in decision-making is also important to employees and
affects their satisfaction” (P4). The COVID-19 management director of one of the universities suggested
support for employees and their families and �nancial incentives as a solution: “Increasing the
motivation of the employee is the �rst step. They also have families in times of crisis. Family support,
good overtime pay, and empowerment are very important in this regard” (P15).

Customer Management

In the customer management domain, the participants highlighted challenges such as lack of
community-based management, inadequate training, lack of public empowerment, lack of effective
communication between the health system and the public, lack of belief in public participation in health
programs, declining social capital, and lack of involvement of non-governmental organizations (NGOs).
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Some of the interviewees argued that organizing people is very important for crisis management, but it is
lacking. The director of pre-hospital emergency medicine at one of the universities said: “We should work
toward more community-based crisis management. There are very few community organizers and they
do not work effectively, including the Red Crescent. I think the most important role of the Red Crescent is
to educate and organize people to take action during disasters. To prepare people, we’ve limited ourselves
to a series of individual training, but little has been done for organizing people to enable them to manage
a neighborhood in times of crisis” (P14). Another manager highlighted the lack of community-based
management as a reason for low public participation: “We should always support communities, �nancial,
human, physical, and spiritual support. To manage a crisis, we must communicate with people and
promote community-based management during crises and disasters. Unfortunately, many organizations
don’t approach this properly and have failed to coordinate people during COVID” (P12).

The interviewees considered the lack of public awareness as factor in�uencing resilience against the
crisis. A senior university administrator said: “People should know what to do during crisis. Right now
[during COVID], people should take care of many health issues themselves and raising awareness has
become more important than ever” (P2). Another director drew attention to inadequate training during the
COVID-19 crisis: “People should be educated on this. COVID showed that much of our training is
ineffective. Even now, some people still don’t wear masks. We should change the way we train people”
(P15). He also considered holding exercises and drills to increase public awareness: “Public awareness is
very important. There have been some exercises, but not enough. We need continuous exercises and
drills” (P15). In addition, childhood education at home and school were suggested as the best solution:
“Educating people about disasters and resilience should start in kindergartens and schools; a 60 year old
may not learn or not remember. Unfortunately, we didn’t do anything until the crisis” (P15).

Empowering people is critical to increasing the resilience of the population and the health system. A
faculty member said: “Let me give you an example. 10 years ago, if you needed to make any �nancial
transaction, you had to go to the bank. But now you can do almost everything yourself. That’s
empowerment! The health system hasn’t been able to achieve that. If people can take care of much of
their health issues themselves, that increases the resilience of communities as well as the health system.
Health spending will decrease. The integrated health system (SIB) provides a good platform for achieving
this goal” (P26).

Lack of effective communication between the health system was another key challenge: “The strategy of
the Ministry of Health has been leaning toward self-care. Self-care is very effective for prevention of
diseases. But the ministry hasn’t communicated well with people. If people know what’s good for their
health and well-being, they will do it” (P2). The same participant argued that giving people responsibility
and autonomy in managing their healthcare as an effective way of improving relationships with people:
“For example, employees have a password and can log into the SIB system, but the general public doesn’t
have that ability” (P2).
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From the perspective of some of the managers, the lack of belief in public participation in health
programs was a serious challenge to health system resilience: “Our weakness is the lack of belief in the
need for people’s participation in health care and this view is systemic” (P16). He suggested building trust
as a strategy to overcome this challenge: “It’s important to have the knowledge and skills necessary to
involve people in health issues. Trust is a key factor in resilience, and that also requires skill and a
methodical, systematic approach” (P16).

Lack of government transparency reduces social capital, and this is an important challenge to the
resilience of health care facilities. “I think the declining spiritual and social capital is also a threat. The
relationship between people and the government is important. When people lose trust in the government
and the relationship between the people deteriorates, social capital decreases. It’s not only driven by
economic factors, but also by the transparency of government o�cials” (P8).

Lack of proper communication with people and NGOs is one of the factors reducing resilience. One
deputy director of the Ministry of Health said: “Lack of coordination and communication with people and
NGOs is a major challenge. We need their help for the implementation of programs. So it is very important
to gain the trust of these organizations. They take a lot of the burden away from the government.
Communication with local representatives is also important” (P17). 

Transparency of job descriptions in the health system and their legitimacy for the people can increase
resilience: “Building trust is very important. If the health team had established good relationship with the
people, they wouldn’t behave like this during this crisis and would’ve been more cooperative. The role of
the health system should be clear to people. In places where minorities lives, we must gain their trust as
well”(P17).

Resource Management

Lack of resources, especially �nancial and physical resources, ine�cient information system, sanctions,
economic instability, lack of a central portal, and low capability of the integrated health system were the
main challenges in the domain of resource management. From the participants’ point of view, inadequate
funding was an important barrier to an effective response to the crisis. “As a risk reduction manager, I
submitted several requests for equipment, but none of the items was provided due to lack of funding”
(P3). Another manager described the problem of lack of resources as follows: “There is no budget item
for disasters, even though Iran is one of the top 10 disaster-prone countries in the world. We can’t
suddenly decide to build a �eld hospital with no planning or budget. In the existing hospital, operating
room employee are being transferred to COVID wards” (P13). The shortage of equipment was described
as a major challenge in dealing with the COVID-19 crisis: “Another critical issue is the lack of equipment
and supplies, especially in laboratories” (P1). Moreover, increasing public health expenditure per capita
was suggested as an effective solution to the problem of lack of funding for health care facilities: “It is
important to increase public health expenditure per capita. Currently, the treatment sector eats up a large
part of our budget. In the COVID crisis, the �rst line is covered by public health experts and health workers.
It’s not just doctors and nurses who are involved” (P11).
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Many of the participants considered sanctions as a factor in the lack of resources and a major challenge
to health system resilience: “Sanctions have hindered the supply of equipment, medicine, test kits, etc.”
(P1). “Lack of �nancial resources can be a threat, which is becoming more and more alarming as the
crisis grows in scale. Sanctions have made it especially di�cult for us to purchase necessary equipment
and supplies” (P17). Most interviewees suggested that working toward lifting the sanctions and capacity
building within the country are effective solutions to these challenges: “We must use all the tools and
capacities at our disposal and build on them” (P1).

Some of the participants believed that there is no single information system in the country. “We have
di�culty communicating information about coronavirus. We do not have a single information system.
People should be kept up-to-date with the latest information and news about the pandemic and other
healthcare issues” (P13). In this study, misinformation was identi�ed as an important impediment: “It is
very important for the health system to have a strong presence in social media. It is also crucial to use all
capacities to prevent the spread of misinformation and rumors through different types of media” (P1).
One faculty member stated: “Decision makers should have the right information to make the right
decisions. There are now 50 different stories about COVID and vaccines. Some say the vaccine works,
some say it’s harmful. This can cause a great deal of confusion in the society” (P27).

One of the de�ciencies of the health information system was the inability of the integrated health system
(SIB) to be controlled by service recipients, which could reduce the number of hospital visits during the
COVID-19 crisis: “Cyberspace has grown exponentially, but we still haven’t been able to exploit this
potential effectively. For example, people can only receive services in person; it used to be registered in
logs and now it’s registered in the system” (P14).

Economic instability is an important barrier to resilience against the COVID-19 crisis. “A major challenge
is that our country is going through a lot of changes, both externally and internally. External changes, like
the value of dollar, affects every decision. Our plans and budgets are also affected. There are also
internal factors that contribute to economic instability in the country, such that we can’t even plan for a
month from now. Managers are trying their best, but without stability, day-to-day management is the only
thing that can do” (P14). According to one of the faculty members, “The country’s economic instability
causes insanity in all sectors. The main challenge that managers face is that their plans constantly
change”(P5).

Process Management

The participants highlighted factors such as poor structure of the health system, lack of a system for
managing work processes, and lack of supervision and monitoring as challenges to health system
resilience in the process management domain. Many of the participants considered the outdated
structure of the health system as a major challenge during crisis: “Our health structure is very old and not
suitable for new services. The system is not resilient and rejects change” (P10). The health system
structure is not well-suited to times of crisis, which acts as a barrier to organizational resilient. “We have a
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structural problem. The structure isn’t designed for times of crisis. Our management system should be
like a military system” (P13).

Poor management of work processes was another challenge in dealing with the pandemic. “Our PHC
structure is not in line with demographic changes and processes are just like they were in the 1980s”
(P14). Lack of self-organization during crises was also highlighted: “Systems should be self-organizing.
We should identify opportunities and capacities. When disaster occurs, each organization as an
ecosystem should be able to maintain itself and rebound. That’s what resilience is all about” (P4)

Reengineering structures and processes and eliminating bureaucracy are effective solutions for dealing
with the above challenges: “We seem to be stuck in an old and obsolete administrative system in the
country. It should be reengineered. Bureaucracy is out of control! We can’t achieve much as long as we
have systematic corruption” (P13). “We should review our plans. For example, the vaccination plan that
we’re working on, should it be localized based on the speci�c conditions of the country or not? Also, the
current COVID process can help US identify strengths, weakness, opportunities, and threats. That is, our
post-COVID health system shouldn’t be anything like what we have now; this pandemic can be a learning
experience and a planning exercise. We had SARS in 2014; COVID appeared in 2019. There may be
another outbreak or pandemic in a few years, so the health system should be able to build on these
experiences to reengineer its own structure, processes, and goals” (P1).

Periodic monitoring of the resilience program is essential. According to a senior university administrator,
“we have weaknesses in all aspects of resilience, including the environment, processes, and procedures.
There is no periodic monitoring and review of either employee empowerment or process standardization”
(P7). To overcome this challenge, the participants suggested “researching and developing a monitoring
and evaluation system for resilience” (P8). Moreover, one faculty member proposed everyday resilience
and periodic monitoring as effective solutions: “There should be a written, systematic program for
resilience and that it should be part of everyday discussions. It should … be structured in such a way that
all programs have periodic monitoring and oversight, both for the existence of crises and the resilience of
the network structure” (P5). Another director described organizational self-assessment as a solution to
the lack of oversight: “All organizations should conduct self-assessments to identify their strengths and
weaknesses so that they can plan to help themselves and communities become more resilient” (P17).

Discussion And Conclusion
The purpose of this study was to identify the challenges to the resilience of health care facilities against
COVID-19. Poor leadership and management, poor planning, inappropriate organizational culture, lack of
attention to organizational learning, and ineffective management of employee, customers, resources, and
work processes were identi�ed as the main challenges.

Health system resilience is the ability of the health system to "anticipate, respond, and adapt to shocks so
as to provide sustained health care in an unstable climate." [4]. The death of more than 10,000 people
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from Ebola was a warning to policy makers to invest in developing a resilient health system that could
continue to provide services to the public while controlling the spread of the disease [16].

Poor leadership and management is an important barrier to strengthening the resilience of health care
facilities, and the success or failure of organizations in crises depends to a large extent on their
managers [24]. Senior managers’ commitment and support is essential for the resilience of health care
facilities as it will increase participation and commitment of employee in implementing resilience plans
[16]. It is essential to develop resilience thinking and improve risk perception in managers and employee
of health care facilities.

Crisis management requires an integrated management system to streamline the process of managing
and executing organizational operations. Studies have shown that the greatest weakness of governance
in terms of self-regulation and integration is the inability to communicate with and involve communities
in both stages of identi�cation and response [27]. Establishing an integrated command structure between
the Ministry of Health and other organizations involved can increase coordination [28]. Araghizadeh et al.
suggested the use of a civil-military coordination model where military forces are mobilized to support
governments in response to disasters and is common practice around the world. It is suggested that the
military be appointed as the incident commander [28].

Decentralizing leadership and management and delegating authority to local levels can strengthen the
responsibility and accountability of health care facilities. Using a decentralized structure and empowering
local health care facilities will enable them to respond more quickly to environmental challenges and
mobilize local resources to respond to the crisis as compared to top-down hierarchical structures [29].

Senior managers have a duty to develop the necessary guidelines and standards for different
departments to create a safe and stable environment for employees and customers. Managers need to
develop their leadership abilities and skills. The role of leadership in motivating employees, creating a
culture of voluntary service, and supporting employees is crucial to participation of employees in the
implementation of programs. Leadership and decision-making affect many determinants of resilience
[22]. Effective leaders must articulate the role of health care facilities in preventing, identifying, and
effectively addressing public health threats. One of the key characteristics of effective leadership is its
ability to demonstrate the importance of making the health system more resilient in situations where it is
di�cult to convince policy makers of the importance of prevention and preparedness. Leaders must show
that investing in health systems is vital for emergency situations [23].

Leadership is a key factor in organizational resilience [30]. In South Africa, health care facilities with
committed and strong leaders were more resilient [31]. As leaders, managers of health care facilities must
create a vision for employees in the event of a crisis, build trust, empower, train and motivate them,
increase their commitment, and provide them with the necessary resources. Participatory leadership is
more appropriate for complex adaptive organizations such as health care facilities and can increase their
resilience [32].
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Early in the COVID-19 pandemic, it became clear that rapid implementation of public health measures
and health system operations depended on effective coordination at all levels and between different
departments. Coordination of activities between the government and stakeholders is essential [22, 25].
This means ensuring effective collaboration between sectors, different levels of government,
governmental and non-governmental stakeholders, and international bodies. Similar channels were
developed during the 2003 SARS outbreak among speci�c Asian countries and were quickly activated
during the COVID-19 pandemic [23].

Signi�cant successes in combating the COVID-19 pandemic in some countries such as Australia or South
Korea have been attributed in part to integrated coordination between ministries, departments, and
agencies [23]. Effective response requires structured coordination and evaluation of the annual
intervention cycle, which includes three stages: (1) reviewing challenges and successes; (2) taking
corrective action; (3) planning for the future [26].

Planning is one of the most important tasks of managers. Without a proper plan, it is impossible to
consistently achieve organizational goals. Assessment of the status quo is a prerequisite in planning and
crucial to effective performance in dynamic environments [33]. Preparedness consists of three elements:
resources (alternative resources), functions (planning and determining crisis stages), and training of
individuals and leaders. The Ebola crisis in West Africa has highlighted the importance of
epidemiological surveillance as part of an alert system in controlling the spread of the disease [25].
Obviously, preparing for challenges requires an understanding of the risks and threats as well as
awareness of possible solutions and organizational requirements. According to Crandall et al. (2010), any
preparation may prove ineffective unless the system acquires the ability to respond in a timely, e�cient
and creative way to every challenge [25].

In this regard, it is necessary to develop a strategic plan, involve key stakeholders, and use evidence to
monitor and evaluate the performance of health care facilities. Managers need to be able to identify the
challenges that threaten the organization in order to develop an appropriate plan to respond to those
challenges. This capacity must be acquired during the normal state of the health system, since when
crisis happens, more time and resources are spent responding to the crisis and its negative impacts.

Organizational culture is a set of shared assumptions, beliefs, values, and norms that de�ne the way in
which an organization conducts its business and achieves its goals. Managers of health care facilities
must make changes in their organizational culture in order to increase commitment and resilience,
everyday �exibility, and collective mentality [17].

Motivated and committed employees participate more and play an important role in the success of the
organization. Barasa et al. identi�ed the attitudes of leaders and employees towards challenges and their
ability to learn from experiences in crises and be creative and innovative as key elements of a resilient
organizational culture [22]. Having a strong, �exible and motivated workforce is an important element of
preparedness that allows organizations to adapt to any shock. Health care employee are at the forefront
of response to crises, especially disease outbreaks, and without proper support and management, they
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will suffer the most and will lose motivation [23]. Improving communication between managers,
employee and patients, promoting collaboration, and training the employee will provide the necessary
cultural context. Managers and employees must believe in continuous resilience against shocks and view
it as a dynamic goal to strengthen the health system.

Lack of government transparency reduces social capital, and this is an important challenge to the
resilience of health care facilities. Transparency of job descriptions and roles in the health system, public
trust, open communication, and legitimacy of the health system are important for resilience. If the health
system establishes proper, transparent relationship with the people, people will be more cooperative in the
times of crisis.

Learning lessons from previous shocks is necessary for identifying effective responses to similar crises
[34]. Health care facilities should build on lessons learned, both nationally and internationally and across
systems, in order to increase their resilience. Without learning and evaluating past experiences, little
progress can be made toward preparing for similar situations [35]. Transforming health care facilities into
learning organizations is useful for enhancing resilience [36].

Learning and training play an important role in the resilience of health care facilities. Previous studies
have also emphasized the importance of training and empowering managers and employees in
organizational resilience [22, 23, 36]. employee training has a signi�cant effect on reducing their
resistance. Employees should receive the necessary training and believe that developing and
implementing a resilience plan is necessary and useful for the organization. employee training and
development should be part of the organizational learning process in health care facilities. A culture that
promotes learning and adaptation can build resilience and facilitate timely use of evidence [23].

Resources are essential for service delivery by health care facilities [1]. In the event of a crisis, having
su�cient and well-distributed resources can save time for capacity building and provide the necessary
resilience. In contrast, being shocked by existing shortages may widen gaps in access to care and
undermine the response [22, 37]. Health systems are primarily funded from general taxation and social
insurance contributions. Shocks often affect these sources of funding. The key to ensuring a resilient
health system is to create �nancing mechanisms that are impervious to shocks, accumulate reserves,
and create automated stabilizers activate in response to shocks [4].

An important factor in resilience is to ensure that there is enough money in the health system and that
these resources are readily available in the event of a crisis. In response to COVID-19, many countries
have injected additional funds into their health systems. For instance, Lithuania quickly allocated a
signi�cant amount of additional funds to its health system [23]. To withstand the crisis, �nancial
resources must be quickly directed to where they are needed. In some countries, this is done through the
accumulation of national reserves, while others have laws that direct �nancial resources toward the
health system. In fact, a �exible response may require the government to temporarily increase health care
budgets and lower fees so that patients can use the services they need [37].
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Using the right information system during crises plays a crucial role in increasing resilience. Information
is a key component of timely and effective adaptation to challenges in the health system. Previous
studies have also found the use of an appropriate information system to be effective for achieving
greater organizational resilience [22, 35]. A recurring feature of resilient systems is continuous data
collection to improve preparedness and response to both long-term changes and shocks. It is important
to use data to predict, prepare, and respond effectively to changes, make evidence-based decisions,
provide regular monitoring and evaluation, and perform system analysis [35].

E�cient use of the extensive PHC network, proper use of information infrastructure and monitoring
systems, reengineering of structures and processes, and elimination of bureaucracy are essential for
better management of the COVID-19 pandemic as well as post-crisis health system recovery [21]. Process
management should be one of the main areas of focus of health care facilities. These organizations
should have a system for monitoring and evaluating resilience programs. Managers should develop
resilience performance indicators for health care facilities. Policy makers and senior executives should
hold regular meetings to review strategic and operational plans related to organizational resilience.
Regular monitoring of programs prepares the organization for a crisis and facilitates rapid post-crisis
recovery and reconstruction.

Community-centered and people-centered management during disasters and raising public awareness
should receive serious attention from the managers of health care facilities. International and national
evidence suggests the importance of having a prepared society during disaster. Affected people are the
�rst responders in emergencies. Experience has shown that the most successful disaster risk reduction
programs have been those implemented with the participation of the people or by the people themselves.
Identifying key actors in communities and integrating indigenous and local knowledge with scienti�c
evidence can contribute to the development of resilient communities. A resilient community knows its
capabilities and vulnerabilities, either through learning or experience and traditional and local wisdom
[38].

As coronavirus rapidly spreads around the world, it is necessary for all countries to provide the highest
level of political support to manage the crisis and the transition phase. Iran has made many efforts to
combat COVID-19, but more consistent, timely, and effective measures are needed to save lives and slow
down the spread of the disease, especially in the most vulnerable communities [21].

Limitations
The resilience of an organization is closely linked to its policy makers and senior executives. In this study,
it was necessary to interview the senior executives of the Iranian health system, but many of the
managers and policy makers did not have deep understanding of the concept of resilience. However,
detailed explanation was provided to the partici…

Conclusions
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Iranian health care facilities face challenges that prevent them from becoming resilient, responsive, and
e�cient. It is imperative for health policy makers and managers to take necessary steps to ensure the
sustained delivery of high-quality and safe care in spite of these shocks and challenges, and the results
of the present research may serve as a useful guide.

Abbreviations
ICS: Incident Command System; MOHME: Ministry of Health and Medical Education

Declarations
Acknowledgements

Not applicable

Authors’ contributions

FE directed project. AM and FE designed the study. AM, FE and EJ analysed the data. FE drafted the
manuscript. AM revised the manuscript. All authors have read and approved the �nal manuscript.

Funding

No funds were used for the study.

Availability of data and materials

The data that support the �ndings of this study are available from Iranian Ministry of Health but
restrictions apply to the availability of these data, which were used under license for the current study,
and so are not publicly available. Data are however available from the authors upon reasonable request
and with permission of Iranian Ministry of Health.

Ethics approval and consent to participate

This study was approved by the research ethics committee of Tehran University of Medical Sciences
(Ethics code: IR.TUMS.SPH.REC.1398.009).Written and verbal informed consent was obtained from all
participants. All methods were carried out in accordance with relevant guidelines andregulations.

Consent for publication

Not applicable

Competing interests

The authors declare that they have no competing interests.



Page 26/28

References
1. Mosadeghrad AM. Essentials of healthcare organization management. 1st Edition, Tehran: Dibagran

Tehran; 2015; p.31. [in Persian].

2. World Health Organization. Everybody’s business: strengthening health systems to improve health
outcomes. WHO’s framework for action. Geneva: World Health Organization, WHO Press; 2007:3-27.

3. Mosadeghrad AM, Esfahani P, & Nikafshar M. Hospitals’ e�ciency in Iran: A systematic review and
meta-analysis of two decades of research. Payavard. 2017; 11 (3):318-331. [In Persian]

4. World Health Organization. Operational framework for building climate resilient health systems.
Geneva, Switzerland: World Health Organization; 2015:6-8.

5. golverdi, M. national resilience: Literature Review. Strategic Studies of public policy, 2018; 7(25): 293-
310.

�. Fairbanks RJ, Wears RL, Woods DD, Hollnagel E, Plsek P, Cook RI. Resilience and resilience
engineering in health care. Jt Comm J Qual Patient Saf. 2014 Aug;40(8):376-83. doi: 10.1016/s1553-
7250(14)40049-7.

7. Hart L, Street D, Kulatilaka H. Building Capacity for Resilient Health Systems - Lessons Learned from
Sierra Leone, Guinea, and Liberia in the Time of Ebola. 2017; OECD Publishing under the terms of
MEASURE Evaluation cooperative agreement, 2017.

�. Wu, Albert W., Cheryl Connors, and George S. Everly Jr. "COVID-19: peer support and crisis
communication strategies to promote institutional resilience." 2020:172(12):822-4.

9. Timmis JK, Timmis K. The DIY Digital Medical Centre. Microb Biotechnol. 2017;10(5):1084-1093.
doi:10.1111/1751-7915.12817.

10. Moradi G, Asadi H, Gouya M-M, Nabavi M, Norouzinejad A, Karimi M, et al. The Communicable
Diseases Surveillance System in Iran: Challenges and Opportunities. Archives of Iranian Medicine.
2019; 22(7):361-8

11. Heath C, Sommer�eld A, von Ungern-Sternberg BS. Resilience strategies to manage psychological
distress among healthcare workers during the COVID-19 pandemic: a narrative review. Anesthesia.
2020;75(10):1364–71.

12. World Health Organization. Implementation of the International Health Regulations (2005). Sixty-
fourth World Health Assembly A64/10. Provisional agenda item 13.2 5 May 2011. Available at:
https://apps.who.int/gb/ebwha/pdf_�les/WHA64/A64_10-en.pdf

13. Brüssow H. The Novel Coronavirus - A Snapshot of Current Knowledge. Microb Biotechnol.
2020;13(3):607-612. doi: 10.1111/1751-7915.13557.

14. Horton R. SCOVID-19 and the NHS -“a national scandal.” Lancet. 2020; Vol. 395:1022.
https://doi.org/10.1016/S0140-6736(20)30727-3

15. Nateghian A, Dadras M, Gouya MM, Nabavi M, Soroush M, Hooman N, et al. Pandemic Flu in Islamic
Republic of Iran; A Review of Health System Response From July to November. Archives of Pediatric
Infectious Diseases. 2013; 1: 80-6.

https://apps.who.int/gb/ebwha/pdf_files/WHA64/A64_10-en.pdf
https://doi.org/10.1016/S0140-6736(20)30727-3


Page 27/28

1�. Etemadi M, Olyaeemanseh A, Tadayon MM, Rostami E, Shiri M, Fazaeli AA, et al. Psychometric
Analysis of Health System Resilience Scale and Assessing it in the Face of Covid-19 Crisis in Iran.
Iranian Journal of Epidemiology. 2020; 16(1):4-19

17. Hanson B, Roberts L. Resiliency in the face of disaster. Science. 2005 Aug 12;309(5737):1029.
https://doi.org/10.1126/science.309.5737.1029

1�. Guba, E.G. and Lincoln, Y.S. (1994) Competing paradigms in qualitative research. In: Denzin, N.K. and
Lincoln, Y.S., Eds., Handbook of Qualitative Research, Sage Publications, Inc., Thousand Oaks,105-
117.

19. Mitchell GJ. The Same-Thing-Yet-Different Phenomenon: A Way of Coming to Know Or Not? Nursing
Science Quarterly 1993; 6:61-2. doi: 10.1177/089431849300600204.

20. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative research in psychology.
Qualitative Research in Psychology 2006; 3:77-101.

21. Raoo� A, Takian A, Sari AA, Olyaeemanesh A, Haghighi H, Aarabi M. COVID-19 pandemic and
comparative health policy learning in Iran. Arch Iran Med [Internet]. 2020;23(4):220–34. Available
from: https://doi.org/10.34172/aim.2020.02

22. Barasa E, Mbau R, Gilson L. What is resilience and how can it be nurtured? A systematic review of
empirical literature on organizational resilience. International journal of health policy and
management 2018;7(6):491-503.

23. Thomas S, Sagan A, Larkin J, Cylus J, Figueras J,Karanikolos M. Strengthening health systems
resilience:key concepts and strategies. The European Observatory on Health Systems and Policies.
2020. Available from: https://apps.who.int/iris/bitstream/handle/10665/332441/Policy-brief 36-
1997-8073-eng.pdf.

24. Mosadeghrad. M.& Isfahani. P. Strategic planning challenges in the hospital: A qualitative study.
Payesh. 2020; 19(1): 19-39. [In Persian]

25. Ammar W, Kdouh O, Hammoud R, Hamadeh R, HarbH, Ammar Z, et al. Health system resilience:
Lebanonand the Syrian refugee crisis. Journal of global health.2016;6(2):020704

2�. FAO. A practical coordination booklet for resilience building – EC-Support for Horn of Africa
Resilience. Addis Ababa,Publisher (if different to author). 56 pp. Licence: CC BY-NC-SA 3.0 IGO. 2019.

27. Mahdi Amraei, Farzad Faraji Khiavi. Control policies in Iran, South Korea, China and Germany against
Covid-19: A cross country investigation. Payesh 2020, 19(6): 633-644. [In Persian]

2�. Araghizadeh H, Peyravi M, Shari�far S, Ahmadi Marzaleh M. Civil-Military Coordination (CIMIC)
Model in Natural Disasters in Iran. Bull Emerg trauma. 2020;8(4):218–23.

29. Ager AK, Lembani M, Mohammed A, Ashir GM, Abdulwahab A, de Pinho H, Delobelle P, Zarowsky C.
Health service resilience in Yobe state, Nigeria in the context of the Boko Haram insurgency: a
systems dynamics analysis using group model building. Con�ict and health. 2015; 9(1):1-4.

30. Pal R, Torstensson H, Mattila H. Antecedents oforganizational resilience in economic crises—an
empiricalstudy of Swedish textile and clothing SMEs. Internationa Journal of Production Economics.
2014;147:410-28.

https://doi.org/10.1126/science.309.5737.1029
https://doi.org/10.34172/aim.2020.02
https://apps.who.int/iris/bitstream/handle/10665/332441/Policy-brief%2036-1997-8073-eng.pdf


Page 28/28

31. Lembani M, de Pinho H, Delobelle P, Zarowsky C, Ager A. A Case Study of Technical Assistance to
HIV Services in Cote d’Ivoire in the Context of Civil Unrest Following the Disputed Presidential
Election of 2010. (2014) 9 pp.

32. Booher DE, Innes JE. Governance for resilience: CALFED as a complex adaptive Network for resource
management. Ecology and Society. 2010;15(3): 35.

33. Lee A V., Vargo J, Seville E. Developing a tool to measure and compare organizations’ resilience. Nat
Hazards Rev. 2013;14(1):29–41.

34. Mitton C, Adair CE, McKenzie E, Patten SB & WayePerry B. Knowledge transfer and exchange: Review
and synthesis of the literature. Journal of Milbank Quarterly2007; 85(4): 729-68.

35. Fridell M, Edwin S, Von Schreeb J, Saulnier DD. Health system resilience: what are we talking about?
A scoping review mapping characteristics and keywords. International journal of health policy and
management. 2020;9(1):6-16

3�. Naimoli JF, Saxena S. Realizing their potential to become learning organizations to foster health
system resilience: Opportunities and challenges for health ministries in low-and middle-income
countries. Health Policy Plan. 2018;33(10):1083–95.

37. Thomas S, Keegan C, Barry S, Layte R, Jowett M, Normand C. A framework for assessing health
system resilience in an economic crisis: Ireland as a test case. BMC Health Serv Res. 2013 Oct
30;13:450. doi: 10.1186/1472-6963-13-450.

3�. Shariff NNM, Hamidi ZS. Community-based approach for a �ood preparedness plan in Malaysia.
Jamba. 2019;11(1):598. Published 2019 Feb 25. doi:10.4102/jamba.v11i1.598.


