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Abstract 

Background Health care facilities are responsible for preventing and controlling diseases and must be resilient 
enough to deal with crises. The Iranian health care facilities have faced challenges in managing COVID-19 pandemic. 
The purpose of this study was to identify the challenges faced by the Iranian health care facilities during the Covid-19 
epidemic and to provide solutions.

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

Results Overall, 43 challenges to the resilience of health care facilities during the Covid-19 pandemic were identi-
fied and grouped into 8 themes (i.e., leadership and management, planning, organizational culture, organizational 
learning, employee management, customer management, resource management, and process management. The 
most important resilience challenges were: fragmented management system; poor leadership; incompatible health 
network structure; lack of a national holistic plan; poor case detection; insufficient resources; inefficient information 
system; negative attitude of managers and employee; organizational inertia; failure to build on lessons learned from 
crises; low workforce preparedness; lack of community-based management; and improper monitoring and evalua-
tion. Managers should use community-based, evidence-based, and integrated management to build health system 
resilience against COVID-19, have sufficient knowledge and experience to organize operations, use appropriate and 
effective coordination models, develop a creative and participatory culture, reengineer processes, and provide necessary 
resources.

Conclusion The Iranian health care facilities face challenges that prevent them from becoming resilient, responsive, 
and efficient in managing COVID-19. Policy makers and managers should increase the resilience of health care facili-
ties to shocks and crises by using the suggested measures.
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Background
The health system includes individuals, groups and 
organizations that perform the functions of policy mak-
ing, financing, generating resources and providing health-
care services to restore, promote, and maintain public 
health [1]. Leadership and governance, financing, health 
workforce, equipment and supplies, health information 
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systems, and service delivery are the six building blocks 
to achieve the health system goals [2]. Without investing 
in the health system and strengthening its components, 
its goals cannot be achieved sustainably [3]. Strengthen-
ing the health system and its building blocks is essential 
to achieve the ultimate goals of improved health, finan-
cial risk protection and responsiveness.

Iran is a middle-income country in Middle East with a 
population of 84 million people [4] and GDP per capita 
of international $ 15791 [5]. The Iranian health system is 
a mixed of public, private, and non-government organi-
zations involving in financing and delivery of healthcare 
services. The Ministry of Health and Medical Education 
is responsible for financing, policy making, planning, and 
controlling healthcare organizations at the national level. 
Medical universities have the same role at the provincial 
level. The district health network delivers primary health-
care (PHC) services and the hospital network delivers 
specialized healthcare services [6].

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 needs of the 
population. In addition, they must respond and adapt to 
epidemiological, economic, political, and social shocks 
such as disasters, wars, economic crises and epidemic 
diseases. They must be ready for crises in order to prop-
erly respond to them and provide the health services 
needed by the people during the crisis.

Health system resilience is defined as “the ability, capa-
bility and capacity of the health system to predict, pre-
vent, prepare, absorb, adapt and transform when exposed 
to shocks and stresses and deliver routine health services 
continuously during the crisis management” [7]. Resil-
ient health care facilities constantly evolve in response to 
the external environment. They have flexible employees, 
adaptable supply chains, and agile organizational struc-
tures, and are able to adapt to sudden changes in the 
environment [8].

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 difficulty 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, and encouraged policy 
makers and senior managers to enhance the resilience 
of health care facilities [9]. 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, sud-
den, and severe shocks and crises [10].

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. COVID-19 was 
declared a pandemic by WHO on March 11, 2020. The 
Covid-19 virus infected 642.9 million and killed about 6.6 
million people worldwide by December 8, 2022 [11]. Iran 
reported the first confirmed cases of COVID-19 on Feb-
ruary 19, 2020. Almost 7.6 million people were infected 
and 145,000 people were died by December 8, 2022 as a 
result of Covid-19 [11]

Health care facilities are extremely vulnerable to the 
severity of this disease. Studies have shown that the Ira-
nian health system has been moderately resilient against 
COVID-19 [12, 13]. The 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, financial con-
straints, too much responsibility with too little authority, 
and the changing expectations of patients and the pub-
lic. 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 must take the necessary steps to cre-
ate resilient 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. The results can provide valuable insights to 
healthcare managers, policy makers, and experts to bet-
ter manage this crisis.

Methods
This is a qualitative study with an interpretive phenom-
enological approach. Qualitative studies are suitable for 
exploring and explaining topics about which we know 
little [14]. In an interpretive phenomenological research, 
the researcher collects rich in-depth data to better inter-
pret the findings and generate new knowledge and ideas 
[15]. Interpretive phenomenological method is suitable 
for identifying, examining, describing, explaining and 
interpreting phenomena, facts, events, processes, activi-
ties and concepts about which we have little knowledge.

Interpretive phenomenology includes three stages of 
primary understanding of the research subject, conduct-
ing a study and collecting information, and focusing and 
reflecting on the data [16]. For this purpose, before start-
ing the research, the researcher must acquire enough 
knowledge and information about the research subject 
in order to collect deep data and information during 
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the research and to have a better interpretation of the 
obtained findings during the data analysis. As a result, 
the researcher produces new ideas and knowledge with a 
complete understanding of the research topic.

Data were collected from April to September 2021 
through in-depth and semi-structured interviews with 
59 participants including policy makers (15), managers 
and employees of the healthcare facilities (27) as well as 
faculty members of medical universities (17). The major-
ity of the participants were male (88.1%), married (96.6%) 
and had a doctorate degree (56%). About 96% of the 
interviewees had more than 10 years of work experience 
(Table 1).

An interview guide was developed based on the objec-
tives of the study. Purposive and snowball sampling 
methods were used to select the participants. Most inter-
views were conducted online due to the COVID-19 pan-
demic. The interview guide was sent to the participants 
before the interview. All interviews were recorded after 
obtaining the consent from the respondents. Interviews 
lasted about 50 minutes on average (maximum 90 min-
utes and minimum 30 minutes) and continued until 
saturation.

Braun and Clarke’s 6-step thematic analysis procedure 
was used to analyze the data [17]. The interviews were 
transcribed in Microsoft Word 2016 and were reviewed 
several times. Initial codes related to the resilience chal-
lenges of Iranian health care facilities were identified 
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 defined. MAXQDA 20 software was used for 
data analysis. In this article, the quotations were identi-
fied with the letter P.

Several measures were taken to enhance the trust-
worthiness (i.e., credibility, authenticity, transferabil-
ity, dependability, and confirmability) of the findings, 
including pilot interviews, maximum variation sampling, 
prolonged engagement in the field, examination of the 
subject from different angles, collection of as much infor-
mation and evidence as possible, triangulation, member 
checking, peer debriefing, and description of the research 
environment and phases.

The ethical considerations of the 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-
fidentiality 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
Overall, 43 challenges to the resilience of health care 
facilities during the Covid-19 pandemic were identified 
and grouped into 8 themes: leadership and management; 
planning; organizational culture; organizational learning; 
employee management; customer management; resource 
management; and process management (Table 2).

Leadership and management
Fragmented management system, person-centered 
decision-making, lack of coordination, failure to estab-
lish a unified command structure, lack of a preventive 
approach to healthcare, lack of managers’ commitment, 
poor management, ineffective leadership, incompatibility 
of the network structure, and poor organizing were high-
lighted as key leadership and management challenge of 
health care facilities resilience.

Having an integrated management system is an impor-
tant factor in taking advantage of the potential of other 

Table 1 The demographic characteristics of the research 
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

 General practitioner (GP) 8 13.5

 Ph.D. 33 56

 Medical consultant 7 11.9

Experience

 5-9 years 2 3.4

 10-15 years 7 11.9

 16-20 years 9 15.2

 21-25 years 17 28.8

 26-30 years 18 30.5

 > 30 years 6 10.2
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Table 2 Resilience of health care facilities in COVID-19: challenges and solutions

Themes Challenges Solutions

Leadership and management • Fragmented management system
• Person-centered decision-making
• Inadequate coordination
• Lack of a unified command structure
• Lack of a preventive approach
• Insufficient management commitment
• Incompetent managers
• Poor leadership
• Incompatible network structure
• Poor organizing

• Development of incident command system (ICS) proto-
cols
• Community-based crisis management
• Evidence-based management
• Effective operational command
• • Good governance
• Enhancing managers’ risk perception
• 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 strategic and operational plans
• Lack of using key indicators
• Lack of different scenarios

• Appointing competent managers
• Holding practical courses
• Documenting and building on past experiences
• Changing the management structure
• Developing strategic and operational plans
• Reforming the command-control structure and coordi-
nation in the country
• Formulating a comprehensive plan and a national crisis 
management structure

Organizational culture • Negative attitude of managers and employee
• Organizational resistance
• Organizational inertia
• Poor resilience culture
• Insufficient teamwork

• Promoting the right mindset in managers and employee
• Understanding resilience
• Changing managers’ attitudes
• Creating everyday flexibility
• Encouraging creative and innovative ideas
• Effective conflict management

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
•  Insufficient awareness among employee
• Low employee competence and skill
• Unpreparedness of employee
•  Insufficient support for employee

• Continuous training
• Changing the behavior of managers and employee
• Training to recognize the work process
• Employee empowerment
• Financial incentives
• Increasing employee motivation and satisfaction
• Providing family support for employee

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
•  Insufficient involvement of non-governmental organiza-
tions

• Motivating people
• Giving people responsibility
• Building trust
• Effective communication with people and non-govern-
mental organizations
• Making use of people’s capacities
• Transparent job descriptions
• International communications
• Conducting exercises and drills
• Childhood education
• Effective communication
• Effective organization of people
• Community-based management

Resource management •  Inadequate resources (especially financial and physical 
resources)
• Inefficient information system
• 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 unified information system
• Educating employees
• 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
• Insufficient evaluation and monitoring

• Self-organization at the time of crisis
• Processes reengineering
• Eliminating bureaucracy
• Monitoring and evaluation systems
• Promoting everyday resilience
• Self-evaluation
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agencies. A department manager in a university 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 manage-
ment and building on the global experience was one way 
of addressing this challenge: “We are awful in leader-
ship and management. What is evidence-based would be 
right. Our current actions and decisions are not evidence-
based” (P10).

Lack of intra-sectoral and inter-sectoral coordination is 
a major challenge to COVID-19 leadership and manage-
ment as it increases the likelihood of delays and wasted 
time in projects, and programs. Organizations must 
coordinate the activities of their members and establish 
good relationships with other organizations to achieve 
their goals. The participants believed that a lack of well-
defined job descriptions in health facilities was contrib-
uting to 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 com-
mand so that we can use our capacities to the fullest” 
(P12). Some health care facilities adopted a manage-
ment restructuring strategy to address the lack of a cri-
sis 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 opera-
tions was being disrupted by the pandemic” (P10). Simi-
larly, 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 depart-
ments should be clear, but everyone is acting on their own” 
(P15). Coordination and implementation of the pro-
gram was an important challenge. “Job descriptions are 
often poorly defined in critical situations. Now that the 
national COVID headquarters has been established and 
job descriptions have been defined for different depart-
ments, 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 respon-
sibilities were important. “Now during the COVID crisis, 
the Minister of Health has set up several scientific associa-
tions and committees; five 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 managers highlighted the 
role of governance in this regard: “Just because a commit-
tee 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 depart-
ment affiliated 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 lev-
els of government, it can also define the responsibilities 
of the Ministry of Health” (P18). The same manager sug-
gested 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).

Lack of a preventive approach to health care was 
another major challenge 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 mind-
set” (P1). Managers’ lack of belief in prevention was one 
of the problems raised by the participants. “In the coun-
try, 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 hos-
pital during treatment, it’ll make headlines, but if some-
one 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 devel-
oped countries, but spent as much as they do on health 
care. So, the problem isn’t that we don’t have money, 
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it’s that we don’t spend it well. Resilience means spend-
ing on prevention. 90% of the people require education 
for prevention, but we spend 90% of the budget in hos-
pitals. We wait for people to get sick, to have a stroke, 
and get cancer instead of trying to prevent diseases. In 
other words, we’re increasingly shifting toward medi-
calization” (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 commit-
ment and attitude of the managers of health care facili-
ties is an important factor in the resilience of the health 
system against COVID-19. Self-centeredness and par-
tisanship prevent managers from developing a national 
vision. The director of disaster risk reduction at one of 
the universities said: “Many managers across the coun-
try are driven by in-group favoritism. The role of disaster 
managers isn’t defined anywhere in the COVID landscape 
and we’re not included at all in some high-level meet-
ings. 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 impor-
tant 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 fac-
ulty member commented: “When health care managers 
and officials 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 exper-
tise 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 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 man-
agement at one of the universities described strong and 
effective management as an important factor in boost-
ing resilience: “Majority of problems are caused by mis-
management. An ineffective manager will definitely 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 manag-
ers 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 qualifica-
tions and less qualified ones are selected” (P54).

Leadership is crucial to successful achievement of 
organizational resilience. Leadership is the ability to 
influence, persuade, and mobilize individuals to achieve 
a goal. A university faculty member said: “By leadership, 
I mean the power of influence that exists in all organiza-
tions. We don’t have leaders in the health system in the 
classical sense of the word. Without proper leadership, 
resources won’t be allocated efficiently. Why do we have 
about 19 parallel health insurance companies? I attribute 
it to the lack of unified leadership in the health system” 
(P26). A faculty member highlighted the importance of 
strengthening the leadership role as a means for achiev-
ing greater resilience. “I can’t stress the role of leadership 
enough. Leaders have followers who accept their author-
ity 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 solu-
tion: “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 stra-
tegic and operational 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.

The lack of a national response was cited as a rea-
son for the failure to follow the guidelines. The direc-
tor 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 
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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 coher-
ent national plan for responding to disasters and no 
national framework; as a result, the plans and guide-
lines developed by the Ministry of Health don’t trans-
late 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 Office doesn’t know about it. Therefore, just 
because a plan is formulated well and adheres to stand-
ards 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 opera-
tional and strategic plans as an important barrier to the 
fight 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 reduc-
tion 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 defined with future 
adjustments if needed” (P6).

In this regard, one faculty member stated: “You see, 
it was around December that the first cases of COVID-
19 were reported in China. We knew that the pandemic 
would reach our country. As soon as the first COVID cases 
were reported in Qom, there was a shortage of alcohol and 
masks the next day. Why didn’t we anticipate it before-
hand?” (P26) Similarly, another faculty member com-
mented: “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
Negative attitude of managers and employee, organiza-
tional 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 nega-
tive 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 knowl-
edge 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 seri-
ous 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 under-
lining 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 deficiencies 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 work-
ers are not up-to-date. They lack the latest information, 
capabilities, and knowledge, and often resist change” (P5). 
The head of the risk reduction unit of one of the univer-
sities suggest everyday flexibility as a way of reducing 
organizational resistance: “Everything we do faces resist-
ance. We must encourage everyday flexibility, 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 
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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 definitions 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 interviewees believed that a lack of team spirit 
has undermined the resilience of health systems. Regard-
ing 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 defined structures that must communicate and coor-
dinate with each other. But inside each organization, there 
is little support and teamwork between different units. The 
climate is competitive. We don’t have a team culture and 
little teamwork in scientific, administrative, or medical 
areas” (P34). A faculty member discussed leadership as 
a means for promoting resilience culture: “We must pro-
mote the culture of resilience. Of course, this can’t be done 
in a week. It takes time, but introducing leadership can 
help in the promotion of resilience culture” (P22).

Organizational learning
Participants considered lack of common understand-
ing of organizational learning, lack of vision to promote 
resilience, lack of measurement of resilience, 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-hospi-
tal 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 pre-
pare its own employee” (P1). A senior university admin-
istrator said: "Our problem is that we do not have a clear 
vision for learning resilience in the organization, that is 
why a common understanding has not been created in our 
organization)"p2).

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 under-
standing 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 cri-
sis management” (P8). The COVID control director of 
one of the universities stated that theoretical and prac-
tical training is the key to crisis preparedness: “Theoreti-
cal 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 high-
lighted 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). The participants mentioned "the 
Resilience should become a culture, which means that we 
should give training and change behavior, if these steps do 
not happen, it is difficult to implement” )P50(.

COVID control director at one of the universities 
believed that impracticality of training is an impor-
tant barrier to planning. “Our problem is lack of practi-
cal 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). One faculty mem-
ber noted: "To improve organizational resilience, the 
amount of resilience learning should be measured and the 
amount of resilience learning should be influenced in the 
career advancement of employees”(p5). Another direc-
tor 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 organ-
ization 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 staff, and lack 
of support for staff are identified as key challenges in 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 urbani-
zation, 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 ser-
vices 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 
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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 employees aren’t prepared. We don’t work seri-
ously 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 chal-
lenge. “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 depart-
ments said: “Look, as a member of the organization, I 
should know what my mission is and what my responsi-
bilities are in relation to resilience; I should feel confident 
that senior managers support me, financially 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 satisfied, we can’t expect them to show up to work 
when an accident occurs. Participation in decision-mak-
ing is also important to employees and affects their sat-
isfaction” (P4). The COVID-19 management director of 
one of the universities suggested support for employees 
and their families and financial incentives as a solution: 
“Increasing the motivation of the employee is the first 
step. They also have families in times of crisis. Family sup-
port, good overtime payment, 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 empow-
erment, lack of effective communication between the 
health system and the public, lack of belief in public par-
ticipation in health programs, declining social capital, 

and lack of involvement of non-governmental organi-
zations (NGOs). Some of the interviewees argued that 
organizing people is very important for crisis manage-
ment, but it is lacking. The director of pre-hospital emer-
gency 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 indi-
vidual 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 pub-
lic participation: “We should always support communi-
ties, financial, 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 peo-
ple during COVID” (P12).

The interviewees considered the lack of public aware-
ness as factor influencing resilience against the crisis. A 
senior university administrator said: “People should know 
what to do during crisis. Right now [during COVID], peo-
ple should take care of many health issues themselves and 
raising awareness has become more important than ever” 
(P2). Another director drew attention to inadequate train-
ing during the COVID-19 crisis: “People should be edu-
cated 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 pub-
lic awareness: “Public awareness is very important. There 
have been some exercises, but not enough. We need con-
tinuous 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 resil-
ience 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 financial 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 resil-
ience of communities as well as the health system. Health 
spending will decrease. The integrated health system pro-
vides a good platform for achieving this goal” (P26).
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Lack of effective communication between the health 
systems 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 peo-
ple 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).

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 par-
ticipation 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 capi-
tal, 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 transpar-
ency of government officials” (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 coordi-
nation and communication with people and NGOs is a 
major challenge. We need their help for the implementa-
tion 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 repre-
sentatives is also important” (P17).

Transparency of job descriptions in the health system 
and their legitimacy for the people can increase resil-
ience: “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 financial and physical 
resources, inefficient 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 sud-
denly decide to build a field hospital with no planning or 
budget. In the existing hospital, operating room employee 
are being transferred to COVID wards” (P13). The short-
age 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 labora-
tories” (P1). Moreover, increasing public health expendi-
ture 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 first line is 
covered by public health experts and health workers. It’s 
not just doctors and nurses who are involved” (P11).

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 financial resources can be a threat, which is becom-
ing more and more alarming as the crisis grows in scale. 
Sanctions have made it especially difficult for us to pur-
chase 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 sin-
gle information system in the country. “We have diffi-
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 identified 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).
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One of the deficiencies of the health information sys-
tem was the inability of the integrated health system 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 exam-
ple, 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 resil-
ience 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 con-
tribute 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 man-
agement 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 chal-
lenge that managers face is that their plans constantly 
change” (P5).

Process management
The participants highlighted factors such as poor struc-
ture 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 con-
sidered 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 struc-
tural problem. The structure isn’t designed for times of 
crisis. Our management system should be like a military 
system” (P13).

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

Reengineering structures and processes and eliminat-
ing 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 vac-
cination plan that we’re working on, should it be local-
ized based on the specific 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 expe-
rience 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 essen-
tial. According to a senior university administrator, “we 
have weaknesses in all aspects of resilience, including the 
environment, processes, and procedures. There is no peri-
odic monitoring and review of either employee empower-
ment or process standardization” (P7). To overcome this 
challenge, the participants suggested “researching and 
developing a monitoring and evaluation system for resil-
ience” (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 dis-
cussions. 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 organiza-
tional self-assessment as a solution to the lack of moni-
toring and evaluation: “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).

Finally, a conceptual model for resilience of health 
organizations was designed (Fig. 1). This model consisted 
of eight antecedents (i.e., management and leadership, 
planning, organizational culture, organizational learning, 
customer management, employee management, resource 
management and process management). Adaptability, 
learning, responsiveness, absorptive capacity, flexibility, 
change, preparedness, and sustainability are the main ele-
ments of health care facilities’ resilience. Health promo-
tion and responsiveness are the main two consequences 
of healthcare facilities’ resilience.

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 employees, customers, resources, and work processes 
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were identified as the main challenges. Finally, a con-
ceptual model of resilience of health organizations was 
developed.

The success or failure of organizations in crises depends 
to a large extent on their managers. Poor leadership and 
management is an important barrier to strengthening the 
resilience of health care facilities [18]. 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 resil-
ience plans. It is essential to develop resilience thinking 
and improve risk perception in health care managers and 
employees.

Crisis management requires an integrated management 
system to streamline the process of managing organiza-
tional operations. Establishing an integrated command 
structure between the Ministry of Health and other 

organizations involved can increase coordination. Decen-
tralized management and delegating authority to local 
levels can strengthen the responsibility and accountabil-
ity of health care facilities. Using a decentralized struc-
ture 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 
[19]. Clear communication channels must be established 
between the Ministry of Health and other sectors of soci-
ety so that policies can be translated into action.

Senior managers should develop the necessary guide-
lines and standards for different departments to cre-
ate a safe and stable environment for employees and 
customers. Managers need to develop their leadership 
abilities and skills. The role of leadership in motivat-
ing employees, creating a culture of voluntary service, 

Fig. 1 A Conceptual model of health organization resilience
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and supporting employees is crucial to participation of 
employees in the implementation of programs. 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  situa-
tions where it is difficult to convince policy makers of 
the importance of prevention and preparedness. Lead-
ers must show that investing in health systems is vital for 
emergency situations.

Leadership is a key factor in organizational resilience. 
In South Africa, health care facilities with committed and 
strong leaders were more resilient [20]. Health care man-
agers 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 [21].

Early in the COVID-19 pandemic, it became clear that 
rapid implementation of public health measures and 
health system operations depended on effective coordi-
nation at all levels and between different departments. 
Coordination of activities between the government and 
stakeholders is essential [22]. This means ensuring effec-
tive collaboration between sectors, different levels of 
government, governmental and non-governmental stake-
holders, and international bodies. For instance, the Health 
Alert and Emergency Coordination Centre was created 
in Spain as a mechanism for coordination between the 
national and regional governments [23]. Similar channels 
were developed during the 2003 SARS outbreak among 
specific Asian countries and were quickly activated dur-
ing the COVID-19 pandemic [24]. Significant 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 [8].

Planning is one of the most important tasks of manag-
ers. Without a proper plan, it is impossible to consistently 
achieve organizational goals [25]. Assessment of the sta-
tus quo is a prerequisite in planning and crucial to effec-
tive performance in dynamic environments [26]. Health 
organizations in Singapore during the SARS outbreak in 
2003 simulated possible scenarios and developed man-
agement plans accordingly [24].

Preparedness consists of three elements: resources 
(alternative resources), functions (planning and deter-
mining crisis stages), and training of individuals and lead-
ers. 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 [22]. 

Obviously, preparing for challenges requires an under-
standing of the risks and threats as well as awareness 
of possible solutions and organizational requirements. 
Policy makers and senior executives should hold regu-
lar 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.

It is necessary to develop a strategic plan, involve key 
stakeholders, and use evidence to monitor and evalu-
ate 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 define the way in which an 
organization conducts its business and achieves its goals 
[27]. Health care managers must make changes in their 
organizational culture in order to increase commitment 
and resilience, everyday flexibility, and collective mental-
ity [28]. 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 con-
tinuous resilience against shocks and view it as a dynamic 
goal to strengthen the health system. In addition, the cul-
ture of society should be strengthened in terms of social 
responsibility, and people should reduce the spread of 
Covid-19 by following health protocols, using masks 
appropriately, physical distancing and minimizing con-
tact with others.

Learning lessons from previous shocks is necessary 
for identifying effective responses to similar crises [29]. 
Health care managers and employees should build on 
lessons learned, both nationally and internationally and 
across systems, in order to increase their organizations’ 
resilience. Without learning and evaluating past experi-
ences, little progress can be made toward preparing for 
similar situations [30]. Transforming health care facili-
ties into learning organizations is useful for enhancing 
resilience.

Organizational learning play an important role in the 
resilience of health care facilities. It is “the ability of an 
organization as a whole to discover errors and correct 
them, as well as change the knowledge and values of the 
organization so that new problem solving skills and new 
capacity for work will be created” [31]. Previous stud-
ies have also emphasized the importance of training and 
empowering managers and employees in organizational 
resilience [9, 29]. Employees training has a significant 
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effect on reducing their resistance. Employees should 
receive the necessary training and believe that develop-
ing and implementing a resilience plan is necessary and 
useful for the organization. Employee training and devel-
opment should be part of the organizational learning 
process in health care facilities. A culture that promotes 
learning and adaptation can build resilience [9].

Motivated and committed employees participate more 
and play an important role in the success of the organiza-
tion [32]. The attitudes of employees towards challenges 
and their ability to learn from experiences in crises and 
be creative and innovative are key elements of a resilient 
organizational culture [29]. Having a strong, flexible and 
motivated workforce is an important element of prepar-
edness that allows organizations to adapt to any shock. 
Health care employees are at the forefront of response to 
crises, especially disease outbreaks, and without proper 
support and management, they will suffer the most and 
will lose motivation [9].

Lack of government transparency reduces social capi-
tal, and this is an important challenge to the resilience 
of health care facilities. Transparency of job descrip-
tions 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.

Community-centered and people-centered manage-
ment during disasters and raising public awareness 
should receive serious attention from health care man-
agers. Affected people are the first responders in emer-
gencies. Experience has shown that the most successful 
disaster risk reduction programs have been those imple-
mented with the participation of the people or by the 
people themselves. Identifying key actors in communi-
ties and integrating indigenous and local knowledge with 
scientific 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 [33].

Resources are essential for service delivery by health 
care facilities. In the event of a crisis, having suffi-
cient and well-distributed resources can save time 
for capacity building and provide the necessary resil-
ience. In contrast, being shocked by existing shortages 
may widen gaps in access to care and undermine the 
response [9, 29]. The lack of resources and equipment, 
limited testing ability and inadequate surge capac-
ity were listed the main weaknesses of Africa’s health 
system to deal with COVID- 19 [34]. 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 financing mechanisms that 
are impervious to shocks, accumulate reserves, and 
create automated stabilizers activate in response to 
shocks [9].

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 significant 
amount of additional funds to its health system [9]. The 
government in Singapore allocated 42.4 billion USD 
(12.2% of gross domestic product) to protect businesses 
and people who lost their income during COVID-19 
epidemics [24]. Similarly, the Spanish central govern-
ment allocated €2800 million to support the health 
system and protect businesses [23]. To withstand the 
crisis, financial 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 financial resources toward 
the health system. In fact, a flexible response may 
require the government to temporarily increase health 
care budgets and lower fees so that patients can use the 
services they need [35].

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 chal-
lenges in the health system. Previous studies have also 
found the use of an appropriate information system to 
be effective for achieving greater organizational resil-
ience [29, 30]. 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 [30].

Process reengineering, and elimination of bureaucracy 
are essential for better management of the COVID-
19 pandemic. Process management should be one of 
the main areas of focus of health care facilities. Having 
good resources and structures is a necessary condition to 
strengthen the resilience of healthcare organizations. In 
addition, working processes should be standardized and 
optimized to provide quality and safe services during cri-
ses [36]. Furthermore, healthcare organizations should 
have a system for monitoring and evaluating resilience 
programs. Managers should develop resilience perfor-
mance indicators for health care facilities. The perfor-
mance of healthcare disaster risk management programs 
should be measured and corrective measures should be 
taken [37].
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Limitations
A conceptual model for health organization resilience 
was developed in this study which needs to be con-
firmed empirically. The research findings may not be 
generalized to developed countries, which may have 
different structure and culture.

Conclusions
Iranian health care facilities face challenges that pre-
vent them from becoming resilient, responsive, and 
efficient. It is imperative for health policy makers and 
managers to take necessary measures 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. A 
strong primary health care system is a prerequisite for 
strengthening the Iranian health system. Strengthen-
ing management and leadership, formulating disaster 
risk reduction plans, improving organizational struc-
tures and cultures, and managing employees, custom-
ers, resources and processes effectively make the health 
system resilient and sustainable.
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