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Abstract

Objective: This study aims to explore a public volunteer’s hospital response model in natural
disasters in Iran.
Methods: This study employed grounded theory using the Strauss and Corbin 2008 method
and data analysis was carried out in three steps, namely open, axial, and selective coding.
The present qualitative study was done using semi-structured interviews with 36 participants
who were on two levels and with different experiences in responding to emergencies and disas-
ters as “public volunteers” and “experts”. National and local experts were comprised of profes-
sors in the field of disaster management, hospital managers, Red Crescent experts, staff and
managers of Iran Ministry of Health and Medical Education.
Results: The main concept of the paradigm model was “policy gap and inefficiency” in the
management of public volunteers, which was rooted in political factions, ethnicity, regulations,
and elites. The policy gap and inefficiency led to chaos and “crises over crises.”Overcoming the
policy gap will result in hospital disaster resilience. Meanwhile, the model covered the causal,
contextual, and intervening conditions, strategies, and consequences in relation to the public
volunteers’ hospital response phase.
Conclusions: The current public volunteers’ hospital in Iran suffered from the lack of a
coherent, comprehensive, and forward-looking plan for their response. The most important
beneficiaries of this paradigmmodel will be for health policy-makers, to clarify themain culprits
of creating policy gap and inefficiency in Iran and other countries with a similar context. It can
guide the decision-makings in upstream documents on the public volunteers. Further research
should carried out to improve the understanding of the supportive legal framework, building
the culture of volunteering, and enhancing volunteers’ retention rate.

Individuals’ lives can be affected by disasters triggered by natural hazards in many ways, leading
to such consequences as death, injury, financial loss, loss of life, and illness.1,2 The International
Federation of Red Cross and Red Crescent (IFRC), World Health Organization (WHO), United
Nations Office for Disaster Risk Reduction (UNDRR), and Center for Research on the
Epidemiology of Disasters (CRED) have recorded 396 natural disasters in 2019, which affected
a total of 95 million people.3–5 Iran is among the top 10 countries in terms of the number of
natural disasters, including earthquakes and floods.6,7 Providing health services in natural disas-
ters is one of the main pillars of handling disasters; therefore, it is absolutely necessary to ensure
the health of the affected community.8 In the preparedness phase, the health-care system must
make plans to use its maximum capacity to provide the best services in the response phase.9 One
of the challenges for capacity building is the inability to mobilize human resources in the short-
term during disasters.10 In such circumstances, the use of human resources of predefined volun-
teer professions plays a crucial role.11 In a disaster, hospitals and health centers are among the
first units to provide optimal and timely health services. This plays a key role in reducing the
death toll by rescuing the injured.12 Without the assistance of community members, policy-
makers and governments by themselves fail to fulfill their responsibility due to limited
resources.13 Based on the literature, the first Yokohama Strategy started in 1995 after having
International Decade from 1980s for reducing risk of disasters.14 In recent years, the
UNDRR has emphasized the role of society in reducing risk of disasters. The Sendai
Framework for Disaster Risk Reduction 2015-2030 was endorsed by the United Nations
(UN) General Assembly in June 2015.15,16
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In disasters, local people are one of the first groups to come to
the scene to help the injured.17 The lack of knowledge and skills in
the community causes not only further problems, but also trouble
in providing assistance. This requires sufficient training and skills
in various fields of disasters.18 In addition, volunteering has mutual
benefits for both community and volunteers.19 Studies have indi-
cated that individuals are willing to provide services to people
affected by disasters. Evidence shows that pre-identifying volun-
teers can play a valuable role in achieving disaster management
goals in all its phases, from mitigation to recovery.20 Studies show
that the selection, preparation, and analysis of volunteers are taken
into account during disasters.21,22 In a study examining the role of
hospital volunteers in planning and responding to disasters in
Canada, it was found that after organizing and planning, the level
of reliability and training received by public volunteers has
increased, and sufficient familiarity with the hospital environment
and performance has been acquired.20 Studies conducted on volun-
teer forces in Iran are mostly quantitative, focusing on issues such
as volunteers in the Red Crescent population23 and the factors of
recruitment and retention of volunteer forces and their incentive
and technical tools.24 By the way, in a qualitative conceptual model,
the management of specialized medical volunteers in hospitals has
been focused on during disasters.25

There are several types of volunteers, each of whom can do
different things in the event of a disaster, and in addition to this,
their management is different. One type of volunteer is the employ-
ment volunteer. Other types of volunteers include the public
volunteers who are not called based on the required expertise or
equipment at the time of response. Meanwhile, the health system
volunteers are the ones who participate in matters related to the
health system.26.In this study, “public volunteers” include (1) those
who are not called based on the expertise required at the time of
response26; (2) but they can assist based on their expertise and
services in any part of the hospital when necessary27; (3) those
who may provide medical and nonmedical services; (4) those
who may or may not possess skills necessary to respond to the
current disaster, not associating with any part of the existing emer-
gency management response system19; (5) Those who are close to
the scene of the disaster and locally more familiar with the needs,
culture, and spirit of the people of the area.21 These public volun-
teers provide nonmedical services such as caring for patients in
green areas triage in accidents in hospitals, logistics, support,
assisting the medical and nursing community, helping to create
a positive mood and emotional support for patients and support
patient care in the field of nonspecialist affairs. They also provide
spiritual assistance to the families and survivors of the sick and
deceased, and medical services such as medicine, nursing, labora-
tory, radiology.

In developed countries, numerous management systems are
seen to have been designed and are still being designed and
updated for volunteers in hospitals, while Iran has failed to have
developed much in this area, neglecting the impact of this huge
force to counteract disasters.28 In effect, volunteers provide many
economic and social benefits. But the noteworthy point is that why
this issue has not been considered in Iran despite the strong culture
of volunteering.29 Many Iranians volunteer in emergencies and
disasters, yet there are inefficient regulations for organizing them
within the framework of the health-care system.30 Previous disas-
ters show that the management of volunteers has been one of the
great challenges with which relevant authorities face.31 Here,
grounded theory (GT), as a qualitative approach, can focus on
issues in which we have little knowledge or when comprehensive

studies have not been conducted. This theory can be used in the
process of constructing a codified theory through organized data
collection and inductive analysis.32 Therefore, considering that a
comprehensive study has not yet been conducted on the use of
public volunteers’ local capacities in hospitals during disasters,
including the current COVID-19 pandemc, this study aims to
improve public volunteer preparedness and explain the process
of hospital response of public volunteers.

Methods

Study Setting

This study is a qualitative research using the GT methodology
conducted in 2019-2020 based on the Strauss and Corbin 2008
method.33 Glaser and Strauss argued that the main issue was the
discovery of theory based on the systematic collection of data in
social science research. The researcher in GT does not start his/
her work with predetermined hypotheses, but with the emergence
of concepts determining the research questions and the way of
working.34 With the presence of volunteers in disasters, interviews
were conducted in two levels with different experiences in
responding to emergencies and disasters, including experienced
“public volunteers” and “experts.” This method being highly effec-
tive in explaining facts, the GTwas a good approach for the present
study. The paradigm model was used as a tool to help the
researchers to think about relationships within the collected
data to know the context and to link it to the process.35

A concept-indicator model of analysis was used in the GT, which
makes use of the method of constant comparison. Data were
obtained from actions and events observed, recorded, or described
in documents in the words of interviewees and respondents.
Afterward, the similarities and differences of empirical indicators
obtained from the data are compared. Then, a core category was
obtained from the data through identifying underlying uniform-
ities in the indicators. Three types of coding were used: open
coding, axial coding, and selective coding. In this work, the para-
digm model represents the final result of qualitative analysis of the
grounded theory. Causal conditions, context conditions, inter-
vening conditions, strategies, consequences, are linked to the core
category.35 The present study was conducted in Iran, and the
participants included the academic experts, managers, and public
volunteers in their workplace who were readily accessible to the
researcher.

Study Participants and Data Collection

In this study, two levels of participation were used, including
experts and experienced public volunteers. There are public volun-
teers who are not called based on the expertise required at the time
of the response, but voluntarily help in any area in the hospital
where they are needed. This can also be based on their expertise
as well as the services they are able to provide. They may provide
medical and nonmedical services. They arrive voluntarily at the
scene of a disaster and may be a resident, native, and local of
the affected community. These volunteers may or may not possess
skills necessary to respond to the current disaster because they are
not associated with any part of the existing emergency manage-
ment response system. Participants from public volunteers were
used because they had practical experience in hospital disaster
response and were fully aware of the issue. Furthermore, following
a disaster, the people of the area themselves rush to the aid of the

2 F Jannat et al.

https://doi.org/10.1017/dmp.2022.53 Published online by Cambridge University Press

https://doi.org/10.1017/dmp.2022.53


injured people until the rescue forces arrive.13 The rest of the
participants were experts and executives becausemanagers’ knowl-
edge and practical experience play an important role in achieving
goals. Managers have experience in rescuing, operational planning,
training, and policy-making.36 All participants had practical expe-
rience related to disasters, including the experience of emergency
evacuation, psychosocial support in disasters, disaster planning,
coordinating emergency management, triage, disaster logistics,
and disaster training. The samples were drawn from different
organizations (Table 1). In addition, volunteers with practical
experience and knowledge in the field of natural disasters were
included. All participants were willing to participate. The experts
had at least five years of disaster management experience, clinical
experience, volunteer recruitment and organization, training
during disasters, decision-making, or coordinating emergency
managers at disasters. Public volunteers had experienced two times
of presence and assistance at disaster times. Participants, who were
from different cities in Iran, were interviewed between 2019 and
2020. In the current study, sampling was done through purposeful
sampling method. Then, according to the concepts and categories
and subcategories, the theoretical sampling technique was used to
develop the model. The sampling process continued until theo-
retical saturation was achieved.

Research data were primarily collected by means of face-to-face
interviews by a Ph.D. candidate (F.J) and data analysis was done in
collaboration with other members of the research team. The
original question in a GT study is often broad and open-ended.
New questions are raised during the analysis, leading the
researcher in directions often unanticipated at the beginning of
the research. Unstructured interviews prepared the richest source
of data for theory building. In addition, this type of interview gave
the researchers the ability to pursue through on subsequent inter-
views, concepts that are relevant to evolving theory, and the need
for further explanation.35 The structure of the interview was deter-
mined based on the objectives of the study. Before starting the
study, the interviewmethod and its questions were confirmed with
the help of experts on health in emergencies and disasters. The
questions were designed based on respondents’ statements, educa-
tion, expectations and motivation. Initially, three interviews were
nonstructured and then 28 subsequent interviews were semi-struc-
tured. This was performed to compare the gathered information
and organize the collected data.32,33 After introductions and warm
up, the researcher explained the objectives of the study. The inter-
views were started with general questions followed bymore specific
questions based on the research objectives. First, the interview was
conducted with general questions, including “Based on your expe-
riences, what factors challenge the presence of volunteers in the
hospital response to emergencies and disasters?”, “Describe the
problems of volunteering.”, “What facilities can contribute to
the presence of volunteers in the hospital response to disasters?”,
Then, the experts were asked more specific questions: “According
to your practical experiences and theoretical knowledge, what are
the components of the model”? All interviews were conducted by a
Ph.D. candidate (F.J). Each interview was conducted in person
with the consent of the participants in a period of 15 to 65 min.
In cases where it seemed that there were ambiguities, a second
interview was conducted, which lasted between 12 and 38 min,
with an average of 20 min. To ensure accuracy of the interview
content and avoid missing the data, the interviews were recorded
using a digital recording device and field notes were written when
necessary. After each interview, the transcription was typed in
Persian in the Word format.

Data Analysis

In this study, first, the audio file of the recorded interviews was
listened to several times. Then, verbatim transcription was
performed. Strauss and Corbin 2008 method has been used to
analyze the data.37 For in-depth understanding of concepts, they
were classified manually by paper and pencil. Data analysis was
carried out in three steps including open, axial, and selective
coding. First, the research questions were developed based on
the purpose of the study. Then, data collection was done along with
analysis up to saturation stage. For open coding, all interviews were
transcribed on paper. During the review of the codes, the duplicate
phrases or those irrelevant to the topic under discussion were
removed. The original code was obtained. Then, the collected data
on different aspects of the presence of public volunteers in the
hospital response stage were examined and the implications
were identified. The categories were also named based on
the conceptual load of each category. Constant comparison
method was used during the interviews and data analysis.
Questions were asked about the data, case comparisons, similar-
ities, and differences in the presence of public volunteers in the

Table 1. Demographic characteristics of experts and volunteers in the study
to achieve a suitable model for public volunteers in hospital response to
emergencies and disasters in Iran

Variable
Description of the
variable Frequencies %

Gender Female 7 19.4

Male 29 80.5

Age (y) 30-40 8 22.2

41-50 12 33.3

51-60 16 44.4

Education Diploma 2 6

Bachelor 6 16.6

Master 5 18

PhD 23 63.8

Type of volunteer Executive managers of
the International Red
Cross and Red Crescent
Movement

4 11.1

Relevant officials at the
Ministry of Health and
Medical Education

5 13.8

Hospital managers 3 8.3

The Head and staff of
the National Disaster
Management
Organization

3 8.3

Academic experts 4 11.1

Hospital emergency
department staffs

3 8.3

Experienced public
volunteers

14 38.8

Work experience (y) 5-10 9 25

11-15 18 50

>15 9 25

Role of participants
in emergencies and
disasters

Public volunteers 14 38.8

Experts 22 61.1

Total number of participants 36 100
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response phase, and similar cases were categorized until the initial
category was finally constructed.

As to open coding, axial coding was written through compar-
isons and raising questions about the presence of public volunteers.
Axial coding was oriented toward discovering relationships
and relating categories to each other in line with a paradigm of
volunteers. The first categories were grouped based on similarities
and differences, and finally the main categories were formed on the
basis of conceptual relationships with each other. In this stage,
the titles extracted from the data were classified and compared
according to the presence of public volunteers in the response
stage. By comparing different concepts, commonalities were
discovered between them in terms of the presence of public volun-
teers, and similar concepts were classified into forms of Strauss-
Corbin coding paradigm: (1) causal conditions, (2) phenomenon,
(3) context conditions, (4) intervening conditions, (5) strategies,
and (6) consequences for the presence of volunteers in the hospital
response stage. Finally, selective coding was written as the process
of selecting a phenomenon for the central axis and connecting all
categories to that central axis for the presence of public volunteers
in the hospital response stage. The main idea is to expand the basic
story line around which everything revolves. Eventually, the theory
and the final model were developed together with the description
of the processes of hospital volunteering with public volunteers
during disasters.

Rigor

To ensure the validity and reliability of the study, Lincoln and
Guba method were used. Four criteria of Credibility, Confirm-
ability, Transferability and Dependability were considered.38,39

Data analysis was done in collaboration with other members
of the research team. For Credibility, the validity of data quality
analysis was provided by allocating sufficient time to the data.
Long-term engagement with participants, constant comparison
of participants’ expressions, and understanding of their experi-
ences were performed by a PhD candidate (F.J) during weekly
research team meetings. Using the member check technique, some
of the participants’ expressions were returned to the participants to
ensure that the codes and their interpretations were correct, and
the codes that were not expressed by the participants were
corrected. Expert check was made by five experts who were not
involved in the study and were not interviewed. The data were
given to these 5 qualified experts in this field to determine whether
or not they have a similar understanding of the data. Interviews
were read frequently with regular peer feedback. A researcher
was involved in all stages of data collection, interviews, and data
analysis. For confirmability, data verification, noninterference of
personal bias, and nonbias in various cases of the research process
were analyzed by the research team using notes and data neutrality
in writing notes. In addition, the researcher wrote memos during
the interviews, quoting some of the interviewees’ sentences directly
by bracketing.

For transferability, the research team shared research findings
related to “volunteer experiences in the hospital disaster response
phase” and the results of the study could be a source for informing
other researchers in similar situations about the disaster volunteer
process. They helped to increase the relevance of the data to the
context under study by providing more details about the expert
and public volunteer participants and the characteristics of the
environment.

For dependability, the research team tried to provide all the
details as to how to collect data and how to make decisions, inter-
pretations and analyses in the research process. This helps to accu-
rately record the presence of public volunteers in hospital disaster
responses by guaranteeing the accuracy of the procedures followed
and their understandability. This is true with the use of sufficient
documents and evidence providing the traceability of the research
process for people outside the research.

Results

In this study, the data analysis based on GT showed that 721 initial
codes were recorded, duplicate codes were removed and finally 572
codes were obtained which were illustrated in different parts of
paradigm model (Figure 1).

Causal Factors

According to the grounded theory method, “causal conditions” are
events that give rise to research phenomena.39 In this study, based
on the participants’ experiences, lack of a centralized organization
for volunteer management, lack of use of experience gained from
disasters, lack of structural processes in disasters, lack of sensitivity
of managers to disaster prevention and disaster preparedness
programs and the presence of disaster volunteers in response,
hospitalization, and lack of a law for volunteer work were cited
as causal conditions. Based on the participants’ experiences, there
was still no authority in the country to manage volunteers. Due to
the various political factions and different views of policy-makers
in volunteer management, it seems to be impossible to make a
unified decision. It is not clear in which areas or conditions the
volunteers are allowed to be cooperated with. In addition, the legal
framework for the use of volunteers as well as the problems and
restrictions of using them in the health-care system has not yet
been defined for managers. Also, safety standards and volunteer
safety principles for the injured are not regulated.

In this regard, as maintained by (E19): “ : : : The first thing to
pursue is to clarify the upstream documents for the public volunteers’
use. In the natural disasters and even duringCOVID-19 (Coronavirus
disease 2019) pandemic, the challenge of recruiting and employing
public volunteers was clearly observed. Meanwhile, in the healthcare
system, not every university or hospital can act as it pleases : : : ”.

According to the Participants, in Iran, all kinds of natural disas-
ters have occurred in a short period of time and each time in a
different part of the country; therefore, the society has greatly
suffered human and financial losses. Regrettably, managers and
officials never seem to learn from disasters such as the Golestan
flood in 2019, nor do they use research groups’ experiences.

In this regard (E15) stated: “ : : : After the disasters, we normally
observe the influx of injured people, patients and others to hospi-
tals, facing the challenge of the large number of injured people.
This problem has been repeated numerous times in emergencies,
yet there is no plan to manage it.”

Some participants stated that there are defects in recruiting
volunteers and there is no program for recruiting public volunteers
and no specific instructions and protocols to be provided.
Managers recruited volunteers with different perspectives at
different times. The participants believed that presently, at the
corona pandemic era, we witnessed that the recruitment of volun-
teers was on a temporary and unplanned basis. Meanwhile, the
government faces a shortage of funds and numerous
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organizational barriers, including administrative bureaucracies, to
build the infrastructure of the public volunteer center.

In this regard, Participant (E14) stated: “ : : : There is no specific
process for recruiting, training and properly employing volunteers.
In the COVID-19 pandemic, we did not know where and how to
recruit the right public volunteers so that we could use their expe-
riences in activities : : : ”

Based on the participants’ experience, managers and supervi-
sors in hospitals have not yet taken disaster management seriously.
They have not been trained in disaster management and are
confused when making their instantaneous decisions. Most
managers fail to identify crises and have no plans for them.
Most importantly, they do not have a strong will and determina-
tion in the face of disasters. They have no clear understanding of
what happens when a disaster hits because they have no experience
in this field.

Participant (E12) said: “ : : : Our managers in hospitals are not
sensitive to disasters. They ‘manage in the moment’ and only think
about the responses; they do not think about the causes of the
disaster and do not know what to do afterwards.”

According to the participants’ experiences, policy-makers,
legislators in parliament, and officials of health-care organizations
lack a unified procedure for making decisions on regulating the
public volunteer management. There is no specific protocol to
recall public volunteers in the country and no plan to recruit public

volunteers in the country, nor is there a systematic procedure for
the participation of public volunteers. There is no specific job
description or agenda for volunteers, and each organization acts
based on its own discretion.

Participant (E13) said: “ : : : There is no legal basis for recruiting
public volunteers. No protocol has yet been defined for volunteers
by legislators and responsible institutions in terms of insurance,
safety and ethics. Each center will have to act individually.”

Context

“Context” is a situation that affects the research phenomena.40

Fortunately, there are many volunteers in Iran. In fact, Iranian
people have always proved that they care about their fellow compa-
triots in disasters by donating and collecting humanitarian aid,
food and other items. The needs of the injured is another matter
that can be addressed by volunteer relief forces. Weakness in the
development of public volunteers training programs, unprepared
hospitals, challenges of the hospital response phase, and weakness
in cooperation and coordination in disasters are among the back-
ground factors. According to participants, the public volunteers
training process was inefficient. Developing the volunteer training
programs is not based on a common language. There is no disaster
education in schools and universities. Volunteers’ abilities are not
measured according to the criteria of literacy, expertise, and

Figure 1. Paradigm model explaining the presence of public volunteers in hospital response to emergencies and disasters in Iran based on grounded theory.

Disaster Medicine and Public Health Preparedness 5

https://doi.org/10.1017/dmp.2022.53 Published online by Cambridge University Press

https://doi.org/10.1017/dmp.2022.53


interest. Public volunteers have not received training in dealing
with pandemic diseases such as COVID-19. The courses are theo-
retical and have not been associated with repeated exercises, and
different scenarios have not been prepared for them.

Participant (E08) stated, “ : : : the methods of training volun-
teers are not efficient. There is not enough first aid training for
them. They do not practice with different scenarios to get
acquainted with the disaster situation. Disaster simulation is not
performed either : : : ”.

According to the participants, despite the nonprofessional
actions during disasters and the need to manage it, the country’s
hospitals are poorly or moderately prepared. Needs-assessment
for volunteers has never been performed in hospitals before disas-
ters, and the programs developed for disasters and volunteers are
mostly a matter of formality, failing to work properly in practice.
Participants believe that, although hospitals have formulated
disaster preparedness programs and monthly meetings of the
disaster risk reduction committee, these programs, in most cases,
have been formulated solely on paper. Hospital managers are
response-oriented, taking measures to manage and respond to
the crises only once disasters strike.

Participant (E09) stated: “ : : : After the Plasco incident in
Tehran in 2016, we were particularly astounded. The hospitals
were not prepared. According to the written plan, we had to
announce the disaster code, gather in the Incident Command room
to make a plan, but nothing happened.”

Participants stated that there were countless challenges in the
response phase. Hospitals face a shortage of manpower in disasters
and increased workload. In most emergency events, after being
notified of disaster and announcing readiness, hospitals are
unaware of the progress of the disaster or the number of potential
casualties to be taken to the hospital. There is still a weakness in risk
information systems to medical centers. For example, in the
COVID-19 pandemic, even health-care volunteers were sent to
medical centers without training or needs assessment, and may
have harmed themselves and their patients.

Participant (E17) said: “ : : : We do not have a pre-disaster
assessment of the supply of forces. We do not know the needs
of hospitals to respond effectively to emergencies and disasters.
We observed in the Covid 19 pandemic that in the response phase,
unskilled volunteers enter the scene without a plan, acting
emotionally : : : .”

According to the participants’ experiences, internal and
external coordination is an important factor in events. Caring
for the injured and continuing to care for hospitalized patients
requires cooperation and coordination between different units,
including coordination between hospital departments, such as
radiology, laboratory, reception center, etc. There is no
coordination for the presence of public volunteers and, ultimately,
they are not evaluated and monitored. In addition, there is an
urgent need for extra-organizational coordination, such as
contracts between hospitals and fire departments, municipalities,
or private hospitals. Also, there is no voluntary predisaster
propaganda, and no decision has been made beyond the capacity
of predisaster hospitals.

Participant (E05) stated, “ : : : During disasters, we do not have
good communications with other centers and higher-level organ-
izations. We are not even aware of the hospitals in our area. We do
not know what is happening in our area or around us;
we know nothing about hotels or mosques near the hospital so that
we can use them when there are no empty beds : : : ”

Intervening Factors

Intervening factors are conditions from which strategies are
affected.40 According to the participants’ experience, public volun-
teers’ unfamiliarity with the area, the interference of the staff’s job
descriptions in the public volunteers, volunteers’ lack of loyalty in
disasters are intermediary conditions.

Participants stated that one of the intervening factors in the
hospital response was uncontrolled volunteers that come from
distant places and disturb the function of affected hospitals.
Public volunteers coming from different cities to help a devastated
city were unfamiliar with the culture and language of the area. It
seems that the volunteers from distant places could not help
medical facilities because they have less time to adapt to the envi-
ronment. In general, the use of native volunteers in a disaster
should be considered in the health-care management programs
because less time and money are required to train them and they
adapt more quickly to the environment.

Participant (V11) stated, “ : : : An important challenge is the
non-indigenous nature of the volunteers. When volunteers go
from one city to another, they are not familiar with the language
and culture of the area and the environment : : : ”

Another intervening factor, according to the participants’ expe-
riences, is the interplay between the duties of the hospital staff and
the public volunteers, in such a way that the abilities and academic
expertise of the public volunteers in determining the individuals’
job descriptions, the responsibilities of each team and each person,
as well as their working method and its time period have not been
taken into account. The volunteers’ job description was not clear.

Participant (E 18) claimed, “ : : : public volunteers’ manage-
ment in hospitals has not yet been defined. There is no specific task
description for volunteers in different areas, and the medical staff
and volunteers have not been taught how to work together, and
there is an interference in their job description.”

Participants stated that the public volunteers do not have deep
loyalty in disasters. Public volunteers in disasters do not have
complete loyalty to the goals of the official group or institution.
There cannot be a determined and specific plan for them. Public
volunteers’ willingness to participate will diminish after the end
of the acute phase of the disaster, leaving the disaster scene and
the medical staff alone and facing lack of manpower.

Participant (E22) mentioned, “ : : : public volunteers are only
interested in helping in the acute phase of the incident. After a
few days, their help can no longer be relied on and planned for.
In the following days, their presence will be diminished, leaving
the area without prior permission.”

Core Category

The Core category is the phenomenon that is the basis of the
research process.38 The main phenomenon of this study, based
on the participants’ experiences, was the “policy gap and ineffi-
ciency.” This means that there is a serious difference between
understanding the challenges available to public volunteer
management and translating these challenges into appropriate
and practical policies and standards. Based on the participants’
experiences, a coherent, comprehensive, and forward-looking
disaster risk management plan has not been developed throughout
the country. Natural disaster management in Iran is often limited
to the stage at the time of the disaster and after the incident, and no
specific rules are specified for the various components of the
disaster cycle.
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In the Azgaleh earthquake (Kermanshah province, Iran), in
2017, member organizations of the disaster management head-
quarters provided services mainly independently. In fact, the roles
and responsibilities in disasters were not properly defined for most
agency managers. The lack of a legal system for the presence of
volunteers in disaster was cited as a major problem by participants.
Four of 22 expert’s participants stated that fake health-care
providers were performing malpractice procedures. In the absence
of a legal system and safety controller, patients, and staffs, there are
two aspects. One is that “fake” physicians did malpractice. The
other is that appropriate assessment of safety of relief-aid workers
was not conducted due to the involvement of uncoordinated health
volunteers. Another policy gap and inefficiency issue was ethnicity.
Participants said that ethnic diversity and different cultural
patterns cause differences of opinion and influence decisions in
disaster management. Ethnicity is one of the focal points in the
field of electoral competition for members of parliament and
managers. Also, the elites with their intelligence and talent can
acquire important managerial roles and play a decision-making
role. Government laws and regulations also influence decisions.
All of this indicates that there is a policy gap in recruiting
volunteers.

Participant (E20) claimed: “ : : :Areas where we are allowed to
use public volunteers are not clear. There were also no specific rules
for identifying and recruiting public volunteers. Some came to the
affected areas to help without being identified : : : .”

Action/Interaction Strategies

Strategies are a set of actions/interactions that are directed around
the main phenomenon.40 All participants expressed some strate-
gies based on the formation of the main phenomenon, context,
and intervening conditions. According to the participants’ experi-
ences, the strategies comprise two categories: maladaptive and
adaptive strategies. Maladaptive strategy exacerbated the current
situation and “policy gaps and inefficiencies”. Maladaptive strategy
included accepting any volunteers in the hospital without training
and coordination, refusing all volunteers in the hospital, accepting
medical and nonmedical volunteers from other localities.

Expert participants also maintained that there was no suitable
mechanism for attracting public volunteers. In Iran, public volun-
teers are still not recruited through non-governmental organiza-
tions (NGOs) and grassroots organizations. There are still no
bases for recruiting and selecting public volunteers. Moreover,
there is still no proper infrastructure for inviting and recruiting
volunteers in the medical system.

Expert participants stated that there was no single system for
registering public volunteers in different specialties. On the other
hand, with regard to recruiting volunteers, there is no special
program for public volunteers’ mental and physical follow-up.
Nor are motivational measures in the system to retain them.

Participant (V06) said “ : : : Some people may believe that it is
not necessary to follow up on volunteers who get tired and return
home after working for a few days. However, these volunteers
should normally be given priority in the follow ups since their
absence may be due to mental or physical problems : : : ”.

According to the interviewees, adaptive coping techniques,
which solve the problem of “policy gap and inefficiency,” will
include the need to establish a centralized organization for public
volunteer management, volunteer organization, volunteer plan-
ning, preparedness support, and hospital preparedness.

Participants mentioned that it was essential to create a
centralized organization to manage public volunteers. This organi-
zation can communicate, follow up, and evaluate the necessary
coordination for communication between organizations, and
perform the necessary training, the development of scenarios,
and the invitation and recruitment of public volunteers and
their retention and follow-up. The organization also needs to
have the necessary executive power to enforce the rules and
regulations.

According to the participants, through proper organization and
planning for public volunteers, managers and heads of theMinistry
of Health can use them as a great repertoire of health workforce.
They can increase the staff’s efficiency in the response phase.
Proper use of public volunteers can be very economical. Public
volunteers can also support victims and survivors, taking on
disaster-related support work. With careful planning for the public
volunteers in hospitals, authorities could easily incorporate them
to help relieve the congestion of the injured and thereby prevent
the collapse of the hospitals in emergencies and disasters.

Participant (E16) stated, “ : : : in the covid-19 era we lacked
pre-planning and organization for the valuable human resource
that contributes both to the costs of the hospitals and to the health
force : : : .”.

Public volunteers believed that, in disasters, as in the case of
COVID-19 pandemic, public volunteers in hospitals managed to
take an active part through economic contributions such as the
provision of items and equipment for medical staff and patients.
They packed masks, personal protective equipment, and food to
assist in the COVID-19 pandemic, or volunteered full-time or
part-time to help with the organization’s required activities, while
managers provided amenities (water, food, accommodation) and
support (replacing people during long shifts) to make a good envi-
ronment for volunteers. The establishment of accommodation
camps and the provision of make-shift facilities for public volun-
teers were among the measures that had been successfully taken in
several medical centers.

Participant (V10) stated that “ : : : in Bam earthquake, due to
the turmoil of the situation, no plans were made for the assisting
(rescue) groups that were dispatched. Food, water and accommo-
dation were not provided for them : : : ”

Consequences

Some categories represent the results and consequences that result
from the adoption of strategies.40 According to the participants, the
consequences resulting from the strategies are twofold: Negative
consequences and positive consequences. An instance of the
negative consequences of the successive disaster challenge “ crises
over crises” is the disruption in the provision of services during
disasters and the intermittent cooperation of volunteers in disas-
ters. Nevertheless, the positive consequences are: solidarity and
social participation, hospital resilience, and proper management
of disaster victims.

Untrained public volunteers create a bigger disaster by their
presence at the scene, causing serious injuries to themselves and
the injured. In the 2017 Kermanshah earthquake (Kermanshah
province, Iran), a host of people went tomedical centers and hospi-
tals, which created a new challenge. In addition, a hospital collapse
occurred when the injured and their companions rushed into the
hospital during the disaster.

For example, Participant (E02) said: “ : : : one of the challenges
for public volunteers without training is ‘crises over crises’.
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In 1990 Rudbar-Manjil earthquake, a vast number of people
rushed to the hospital to help the injured. But not only did they
fail to help, but they also disrupted the operation of health work-
force : : : ”

Some expert participants believed that one of the negative
consequences of disasters was disorganized servicing, suggesting
that there was a lack of coordination between the hospital staff
and the public volunteers, and that the excessive excitement of
the public volunteers and the presence of companions disrupt
the servicing process. Due to the increase in the number of
injured and the medical staff’s involvement in responding to
the medical needs of the injured, the provision of routine medical
care for hospitalized patients was also disrupted, endangering the
lives of patients and the injured. This is the reason why gate
control is necessary in disasters. Random entrance of injured
patients and unorganized action of hospital staff will create
a chaos.

Another negative consequence according to the expert partic-
ipants was the public volunteers’ transient cooperation due to
the fact that they were not covered by the Working Liability
Insurance. No one takes responsibility for the public volunteers’
problems and supports them. In fact, they are not evaluated and
monitored during the service, either. Many public volunteers are
not physically andmentally prepared to work in disaster situations,
leaving the disaster scene without coordination.

In this line Participant (V14) said “ : : : given the fact that public
volunteers are not paid and have no commitment to the health
organization, they may leave the disaster scene when conditions
become too tough for them to tolerate.”

According to some experienced participants, one of the positive
consequences is the public volunteers’ presence for the proper
management of the injured. When public volunteers are trained,
they can also assist in the prioritization and triage of the injured.
They can be effective in assisting the medical staff in other parts,
such as moving patients and caring for patients in green areas of
the hospital during disasters so that hospital staff can work in key
areas such as operating rooms, making it possible to effectively
manage injuries and reduce death toll.

Another positive outcome is solidarity and social participation,
being present in the hospital response phase, public volunteers not
only help the medical staff to provide better services, but they can
also reduce the fatigue and workload of the medical staff.
Moreover, medical staff can do more specialized tasks and leave
support jobs to the volunteers. This increases social participation
and solidarity between people and medical staff and, as a result,
creates a double incentive to serve.

Participant (V13) stated, “ : : : better and more effective
management will not be achieved without public volunteers’ pres-
ence. People blocked the flood ways in the Golestan floods
(Golestan Province 2019) and packed personal protective equip-
ment for staff and patients during the covid-19 pandemic. In these
disasters, one could easily observe the formation of social solidarity
and public participation : : : ”

Another positive outcome of prepared and resilient hospitals is
that with the presence of public volunteers in hospital response, it
is possible to get help from public volunteers in the overcapacity
phase, compensating for the shortage of manpower in different
units of the hospital and managing the hospital resources and
equipment. Once volunteers help the hospital by preparing
food packages or donating such items as blankets and sheets
for patients, hospitals can endure longer with better disaster
management.

Participant (E21) stated, “ : : : effective hospital management
and resilience, reduced vulnerability, reduced mortality, reduced
costs and financial loss are all positive outcomes of the presence
of public volunteers : : : ”

In general, the results of this study showed that experts and
public volunteers provided different experiences with the proposed
model. Experts’ focused more on causal, intervening factors, strat-
egies, and consequences, and volunteers’ focused on context
factors and problems.

Discussion

This study aimed at explaining the public volunteers’ process of
hospital response to natural disasters in Iran. This is one of the
studies performed by the GT approach. The important findings
of this study are discussed in more detail based on the components
of the proposed model to help health-care policy-makers and
promote community health. The main core category in this model
was the “policy gap and inefficiency.” According to the partici-
pants, the main causes of policy gap and inefficiency were the
presence of factions, ethnicities, elites, government laws and
regulations.

One of the most important and positive effects of political
factions is their role in formulating public policies to protect the
country against disasters. Furthermore, national coordination,
strengthening the law and discipline in society, and elitism in
society play key roles in this regard.35 Government officials and
parliamentarians can also use resources to strengthen policy-
making and regulations, and improve disaster risk management
in terms of prevention, mitigation, preparedness, accountability,
rehabilitation, and reconstruction, and take measures to reduce
disaster risks and sustainable development.41 Participants stated
that one of the factor’s determining decision-making is ethnicity
and individuals’ capacities and abilities.

In a study, Mehregan et al. stated that the variable of ethnicity
showed that, in disasters, households providedmorematerial assis-
tance to those who were of the same ethnicity and language.35,42

According to the participants, the intelligent elite, with high talent
and skills, can reach high managerial positions and be placed in
decision-making positions. In the book, The Revolution of
Management, Burnham pointed out that elites gain management
positions and reach decision-making power,43 while Seifzadeh
noted that elites’ roles in decision-making was not valued,
stating that decisions are made under contextual conditions.44

Participants also mentioned the role of government laws and
protocols in decision-making. Part of the government’s role is
played by laws and regulations that facilitate decision-making in
the face of uncertainty and lack of information.45 This study
showed that the factors mentioned by the participants are bilateral.
Therefore, it is suggested that the management policies of public
volunteers in medical centers be considered in accordance with
the plurality and ethnic diversity and the study of factions in Iran.

Also, the elites and managers with sufficient knowledge and
information in the field of disasters should be incorporated. One
of the important causal factors in this study was the lack of a
centralized organization to decide on the volunteers’ presence in
disasters, which causes the formation of a central phenomenon-
or class-orientation. According to the participants, there is no
specific authority to decide on disasters. According to resources,
in the Iranian Disaster Management Law, passed by the Islamic
Council in 2008 and amended in 2017, volunteers’ role in disasters
has not been mentioned,25 while most developed countries have
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adopted laws on volunteers’ cooperation.41 By way of example, in
the United States, there is the Volunteer Protection Act.42

Furthermore, in countries such as Australia, Canada, China,
Finland, Germany, Ireland, the United States and the United
Kingdom, the Good Samaritan International Code has been
adopted, which reduces the liability of volunteers who rush to
the rescue of injured persons and protect them against the possible
damages that they may inflict on the injured.41 Nevertheless,
although these laws have been enacted and enforced in the
United States, there are still gaps and challenges in the legal recruit-
ment, employment, and use of volunteers in disasters.46 In Iran,
due to the contradictions in the law on disaster management, no
trustees have been appointed in this section, and each institution,
according to these laws, considers itself in charge of disaster
coordination.44,47 Therefore, a unified and centralized managing
unit is suggested to be established to decide on the rules and proto-
cols of volunteers in the disaster response phase of hospitals.

Another causal factor in the present research is ignoring lessons
learned from disasters. Iranian managers seem to have never
reviewed and shared the experience gained from past disasters,
thereby repeating the same mistakes in disaster management.
A study in the United States showed that most libraries have a wide
range of books containing lessons learned from past disasters to be
used to boost disaster preparedness, but they are never used in
practice.46 Another study in Iran showed that one of the reasons
for the ineffectiveness of disaster activities is ignoring the lessons
learned.45 Japan is one of the countries that make good use of the
lessons drawn from disasters.48 In general, these studies showed
that the lessons learned from the past are kept in libraries and
archives in several countries, such as Iran, and are not used or
written down. Therefore, it is suggested that disaster education
lessons are prepared in black and white within easy access by
hospitals along with various programs and scenarios on the pres-
ence of public volunteers in hospital disaster preparedness and
response.

One of the intervening factors that influenced the main
phenomenon in this study was the disloyalty of public volunteers
in disasters. According to the participants, the weak relations with
the volunteers and the lack of safety and liability insurance as well
as having a bad experience of previous partnerships can be consid-
ered as factors leading to volunteers’ disloyalty. Other factors
include work and family worries. In addition, due to the fact that
volunteers are not paid, there is always the threat of leaving the
mission without prior notice. A study conducted in Finland found
volunteer problems such as language barriers, poor interaction
with nurses, organizational problems, and insufficient informa-
tion, affect their loyalty.49 Studies in the United States have also
showed that motivating volunteers is an important part of the
Management Program for Retaining Volunteers in Disasters,50,51

and that maintaining the safety and well-being of volunteers is
effective in retaining them.52,53 Previous experience of events,54,55

experiences of previous social participation, religiosity,54 self-
confidence and well-being, education,56 and volunteers’ age will
have a greater impact on their loyalty.57 In line with this study,
the findings of recent studies showed that to be more loyal, volun-
teers shouldmaterially and spiritually be motivated and supported.

Another notable intervening factor accelerating the process of
volunteers’ effective presence in the response phase is their unfa-
miliarity with the area. According to the participants, if the volun-
teers are familiar with the culture and environment of the affected
area, they will have a better relationship with the medical staff and
patients and provide better services. A study in the United States

showed that educating indigenous people is an important indi-
cator58 that improves volunteer retention.59 Another study in
the Nordic countries found that educating volunteers about the
culture of cooperation and indigenous culture could lead to greater
self-confidence and higher quality of volunteer work.60Meanwhile,
volunteers with multiple cultures and languages could strengthen
and enrich the group’s goals.61 As a result, it was observed that, in
the absence of training and familiarity with the culture of the
region, the presence of volunteers poses a threat. It is strongly
recommended that managers use native volunteers in each area
and neighborhood to speed up their presence.

Weak volunteering culture was one of the important contextual
factors affecting the main axis of the research on the presence of
public volunteers in the hospital response phase. Based on the
participants’ experiences, cultural weakness caused chaos and
disorder in the presence of volunteers in disasters. Findings of a
study in the United States showed that the spread of volunteering
culture in the world and volunteers’ full presence without financial
and material prospects have no doubt a great impact on the social
and economic spheres.62 A study conducted in Iran also concluded
that the lack of institutionalization of volunteer training in the
country, cultural weakness of people in the society, and the lack
of acceptance of volunteers at the managerial and executive levels,
cause problems in the volunteering culture.63 As the relationship
between officials and the community improves, the level of trust
in volunteers also increases.64 The findings of the present study
suggest that policy-makers and executives enhance the volun-
teering culture by improving the appropriate space and promoting
public education at the school and university levels as well as adver-
tising in national media.

One of the most important context factors of this study, namely
preparedness programs, is merely a matter of formality and just on
the paper. The very factor is the basis for the presence of public
volunteers in the hospital response phase. According to the partic-
ipants’ experiences, hospital disaster preparedness programs
should be understandable to all staff so that they know what to
do in the event of a disaster, because opaque programs cause
rework and errors. What every proper program seeks to do is to
minimize the time it takes to care for the injured. In addition,
hospital managers were response-oriented, taking response
measures only after disasters occurred. Managers failed to focus
on mitigation and preparedness actions. Research in the United
States has shown that, despite the development of disaster prepar-
edness programs, they are of little use in the event of a disaster.65

They also pay little attention to volunteer management methods
and plans.66

Los Angeles hospitals are fully prepared to deal with crises in
terms of facilities and equipment. In practice, however, they have
a low level of readiness, which is due to the weakness in preparing
programs and holding coherent in-house training courses.67

Moreover, studies conducted by Khankeh et al. in Iran showed
that there is no proper program and preparation in hospitals for
health-care providers to respond to disasters.68 Without a plan,
coordination is not possible and the disorder resulting from a
disaster paves the way for further financial and personal damage.
Furthermore, in the absence of plans, adapting to disaster condi-
tions cannot be ensured.69 The researcher found no correlation
between the results of the present research that was carried out
in Iran with those conducted in developed countries. Therefore,
to stabilize and strengthen the preparedness of medical centers,
preparation exercises are suggested to be carried out according
to the written plans.
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Accepting any volunteers in the hospital was one of the most
important factors of maladaptive coping techniques. According
to the participants, it is impossible and ineffective to use uniden-
tified and unassessed public volunteers in disasters. The selection
process involves identifying volunteers who can do particular jobs
within the organization. Volunteer selection can be based on
criteria such as group needs, volunteer skills, interests, or ambi-
tions, as well as specific task requirements. Intentional selection
of appropriate volunteers to be responsible for jobs for which they
are most suited is important. The recruitment process involves
obtaining a volunteer’s agreement to undertake tasks for the
organization. The leader should envision volunteers who perform
their jobs joyfully. In fact, 2 factors must be taken into account:
1 is suitably qualified volunteers and the other being the successful
outcome of the project.69 The larger the field in terms of the size of
the organization and its demographic and geographical features,
the greater the need to collect, produce, and send information.70

The formation of specialized and rapid response teams, including
rapid assessment teams and medical and health teams consisting
of local volunteers has also been emphasized.25,69,70 As a result,
volunteers’ enriched data are suggested to be used in case of
creating a selection process that involves identifying volunteers
in Iran through integrating registration systems and databases of
volunteers.

One of the negative consequences of strategies in this study was
the “crises over crises” challenge. (The term crisis is less commonly
used in disasters.) According to the participants, when untrained
public volunteers are present in disasters, it creates a bigger crisis.
Apart from injuring themselves or the injured, they interfere with
treatment. This challenge is called “crises over crises.”This is due to
the lack of coordination between the hospital staff and the public
volunteers, as well as the excessive eagerness of the volunteers to
help. As a result, providing routine medical care to hospitalized
patients becomes a challenge in meeting the medical needs of
the injured. In a study done in Iran, Bigdeli et al. concluded that
there is no specific program for public volunteers in the disaster
response phase.70 Born et al. maintained that the nature of disasters
is chaotic and service-oriented, and this can be alleviated through
coherent planning.71 Therefore, as a solution, it is suggested to
prevent overcrowding in hospitals and, carrying out appropriate
triage and evaluation of the injured.72 This is possible with the pres-
ence of qualified, trained public volunteers as an auxiliary arm in
the disaster response phase. It also promotes solidarity, social
participation, hospital resilience and the proper management of
disaster casualties.

Implications

The model developed in the current study can help the health
policy-makers to better understand the main causes affecting the
policy gap and inefficiency in Iran and other countries with similar
contexts so that they can devise the necessary strategies. The results
of this study can guide decision-making in upstream documents on
the public volunteers.

Study Strength and Limitations

This study examined the presence of public volunteers in the
hospital response phase during disasters, which has been less
addressed in Iran and other parts of the world. Another contribu-
tion was the diversity of participants in the interviews, including all
staff in various parts of the health-care system. The participants’
experience and knowledge helped to saturate the data to explain

all the concepts related to the hospital response phase in disasters.
In qualitative studies, however, generalizability is not a goal. Yet,
potential researchers can apply the findings of this study and
the proposed model in different settings, depending on the specific
context of the area and at different times. Meanwhile, this study
focused on natural disasters based on the purpose; however, due
to the COVID-19 pandemic and several interviews conducted in
these conditions, in some cases, this issue was mentioned among
the findings based on the participants’ experiences. The research
team believed that the volunteers’ hospital response to emergencies
and disasters was similar in many ways. One of the limitations of
the study was the small number of articles related to the response of
public volunteers to disasters in medical centers, which was over-
come by widening the searching strategy and expanding the search
timeline. Another limitation was the difficulty of coordinating
interviews with several professors and officials in organizations
due to their busy schedule. In the latter case, a large number
of interviews were not possible during the COVID-19 pandemic
in an in-person manner, and, as a result, the interviews were
conducted by means of WhatsApp, Skype, or telephone.

Conclusions

The main purpose of this study was to explain the model of the
presence of public volunteers in the hospital disaster response
phase based on GT approach. According to the participants, the
main focus of this study was the “policy gap and inefficiency” in
decision-making and the development of laws and regulations
for public volunteers in disasters. Several factors influenced the
main phenomenon of the study. According to the findings of this
study, in the operational field, policy-makers of the Iranian health
system are suggested to establish an organization to decide and
formulate laws for the presence of volunteers in disasters. In addi-
tion, they should study the ways of training public volunteers at
different levels, ages, and cultures to determine the effectiveness
of the provided trainings and to analyze the trainings with simu-
lation methods. The findings of this study together with the
proposed model can help potential researchers in other countries
to pay attention to the core category and causal factors, contexts,
and strategies and consequences of recalling and attracting public
volunteers in response to disasters and then how these results
deal with similar situations. This study also improves public health
preparedness. The main recommendation of this study is that
public volunteers’ preparedness plans should be integrated into
the disaster risk-reduction programs of the health system. In addi-
tion, the capacities created to use public volunteers should be used
during the response phase and following up the volunteers’
physical and mental health.
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