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Background: Rising trend of emergencies and disasters in the world has caused a lot of damage to the 
health care facility infrastructures. This has led the health needs of the affected population to be the first 
and most requirement in emergencies and disasters. In most countries for the timely and appropriate 
response to the health needs of the affected areas, structured and organized teams are formed. Given 
the frequent occurrence of events in Iran and the adverse effects of emergencies and disasters on the 
community health, this study aimed to investigate the obstacles and challenges associated with the 
organization and preparation of Iran’s Emergencies and Disasters Medical Response Teams (EDMRT).

Materials and Methods: In this study, a qualitative approach with a content analysis method was 
used to explore and extract the obstacles and challenges of the medical response teams in the field of 
organization and preparation. Data collection was done through 18 in-depth, unstructured, and semi-
structured interviews with 16 experts and experienced people who were purposefully selected. Besides 
the interview, field visits and related reports were used to confirm or reject the findings. Data analysis 
was done by the qualitative approach recommended by Graneheim.

Results: The obstacles and challenges associated with the organization and preparation of teams were 
obtained under 1 theme, 2 categories, and 10 subcategories. The main theme was “team management”. 
The categories included unorganized groups and frangible readiness. Concepts of the team; unknown 
structure, lack of effective leadership/command, poor supervision of proctor organization, membership; 
complex process, heterogeneous composition are the sub-categories related to the first category. And 
concepts of local level; disable to establishment a team; disaster medicine, unfamiliar concept; lack 
of air care team; dependence versus self-sufficiency; non-systematically support; and inappropriate 
location of deployment are the sub-categories of the second category

Conclusion: The results of the study show that the current structures for medical response in 
emergencies and disasters have numerous challenges in terms of organization and preparedness. 
This defect harms the performance and effectiveness of medical response teams and an obstacle to 
the overall policy of reducing damages in disasters. The present study illustrates the need to review 
and refine the organization and preparedness processes associated with the current structure of medical 
response teams in emergencies and disasters. Of course, it is recommended that a more comprehensive 
study be conducted to identify and address the other areas of influence in these teams, such as legal 
considerations, health and safety, and related security issues.
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1. Introduction

he course of historical developments of hu-
man life on Earth and the increasing fre-
quency of accidents and disasters indicate 
that disasters can happen at any time and 
place. Given the environmental, demo-

graphic, and climate changes, communities are increas-
ingly at risk of accidents, disasters, and harsh conse-
quences [1, 2]. In recent years, natural disasters have 
occurred frequently around the world, causing severe 
human losses and property damages [3]. A total of 315 
climate and geological disasters have been recorded in 
the International Disaster Database (EM-DAT) in 2018. 
The results of the above disasters were 11804 death, and 
more than 68 million people affected worldwide [4]. The 
health system defines a catastrophe or accident with a 
Mass Casualty Incident (MCI) as an event that increases 
the short-term, medium-term, and long-term medical 
needs due to a large number of patients and the injured, 
against the response capacity of the affected area. 

This imbalance can be due to the quantitative reduc-
tion of resources (human resources and equipment), the 
reduction of the quality of services provided, as well as 
organizational or operational weaknesses [5]. Health 
services are always one of the most critical demands of 
people after the occurrence of accidents and disasters; 
because the most critical concern among the many con-
sequences of disasters is the damage to health [6]. In the 
case of accidents and disasters, the medical system aims 
to provide timely medical care to prevent death and dis-
ability of affected individuals [7]. One of the priorities 
for disaster risk reduction mentioned in the International 
Sendai Document 2015-2030 is “to increase prepared-
ness to provide an effective response to the effects of 
disasters at all national, local and regional levels” which 
emphasizes the provision of effective health services in 
the event of accidents and disasters [8].

One of the appropriate strategies to achieve the goals 
mentioned in the abovementioned priority is to strength-
en the capacity of medical response at the local level 
through planning, practicing, and learning from mistakes 
[9]. The formation of Medical Response Teams (MRTs) 
in times of accidents and disasters has been one of the 
measures taken by the health system of different coun-
tries to strengthen the capacity to respond to the effects of 
accidents and disasters. These teams have a self-sufficient 
structure consisting of professional health experts such 
as general practitioners and specialists, nurses, midwives, 
emergency medical technicians, and logistics staff. 

These professional staffs are sent to areas whose medical 
infrastructure has been damaged and do not have sufficient 
capacity and capability to meet the needs to participate in 
the process of providing health services [10]. According 
to the experiences, designing and forming agile and mul-
tidisciplinary teams with appropriate training, exercises, 
and specific management strategies before the occurrence 
of accidents and disasters will be the most effective way in 
reducing the impact of accidents and disasters [11].

There is a unique mechanism for disaster risk manage-
ment in most countries of the world, under which an 
organization or institution called the Disaster Medical 
System is responsible for forming MRTs in times of di-
sasters [11, 12]. The process of preparing these teams to 
intervene in the response process is influenced by factors 
such as capacity and capability of different geographi-
cal levels such as city, county, province, and region, 
type of hazards, health effects of hazards, and services 
expected from these teams [13]. Finally, it can be said 
that the organizations forming MRTs need to make sure 
that sufficient care has been taken in the process of se-
lecting members. Appropriate medical examinations, 
psychological screening, and holding training courses 
are required. Ensuring security, safety, support, access to 
medical care, and welfare during deployment [14] are 
among the essential factors related to the organization 
and preparation of teams.

The Islamic Republic of Iran is located in a region of 
Asia where most countries are exposed to various natural 
hazards [15]. Therefore, personal losses due to disasters 
and their impacts on the provision of health services 
have made the issue of health the priority of the disaster 
management program in Iran [16]. In recent years, the 
results of studies and experiences related to the process 
of responding to medical needs affected by accidents 
and disasters showed that groups of health profession-
als would attend the disaster-affected areas voluntarily or 
on-duty. In most cases, the teams were formed without 
considering the current needs of the region and lacked 
a coherent organization in terms of management pro-
cess, composition, specific job description, resources, 
and facilities. Therefore, it led to chaos, confusion, and 
discordance in the affected area [2, 6]. Given that there 
is no detailed study on the obstacles and challenges of 
forming and organizing MRTs in times of disasters in 
Iran, this study aimed to investigate the obstacles and 
challenges related to the organization and preparation of 
these teams and organizations.
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2. Materials and Methods

The present study aimed to discover and extract bar-
riers and challenges in organizing and preparing MRTs 
in times of disasters. Since the adoption of a qualitative 
approach for studies is only practical when a new field is 
explored by the exploratory method or to examine it from 
a new perspective [16, 17], a qualitative approach was 
used with the content analysis method recommended by 
Graneheim to achieve the purpose of the present study.

Study population 

In qualitative studies, the research environment is an au-
thentic field; that is, the place where the phenomenon oc-
curs, and target participants gain relevant real experiences 
[18]. Therefore, in the current study, the participants were 
selected among experts with lived experience in organiz-
ing, preparing, dispatching, and deployment of MRTs in 
the time of disasters. This population included all mem-
bers of governmental medical organizations (universities 
of medical sciences, medical and emergency management 
centers, and military medical systems), non-governmental 
organizations (Red Crescent Organization, Medical Soci-
ety Mobilization) which had the relevant experience, ac-
cident management knowledge, and expertise related to 
medical response to accidents and disasters.

Selecting participants

The strategy for selecting participants in the qualitative 
studies is usually based on methodology and the study 
subject [19]. However, the choice of the participants 
should be appropriate and include participants who are the 
best source of information for the subject under study. The 
most common method of selecting participants in qualita-
tive content analysis studies is purposive sampling [20]. 
In the present study, the participants were selected pur-
posefully with maximum variation and typical patterns.

Data collection method

The data collection method started with unstructured inter-
views and then continued with semi-structured and structured 
questions based on the results of analysis and emergence of 
categories and subcategories. It should be noted that in addi-
tion to the interview method, field visits, and documentation 
provided by the participants were also used. Data collection 
was performed from February 2017 to February 2018. After 
obtaining the informed consent, the interviews were conduct-
ed individually, in a quiet environment, at a time and place 
selected by the participants. All interviews were recorded af-
ter obtaining the consent of the interviewee. Finally, 18 in-
terviews were conducted with 16 participants, which lasted 
between 45 and 75 minutes. Some of the questions posed are 
listed as examples in the Table 1.

Data management and analysis process

After the interview, the full text was transcribed word 
by word; then, each text was analyzed based on the qual-
itative content analysis method. The approach of Grane-
heim and Landman (2004) was used for data analysis 
[21-24]. According to Graneheim, first, the text of each 
interview, which formed the unit of the analysis, is inves-
tigated several times, and its meaning units are identi-
fied. The meaning units are, then, summarized so that 
their main content does not change. Each of the sum-
marized meaning units is assigned a label or code, which 
are abstract concepts. The codes are then compared with 
each other based on similarities and differences and then 
are put under sub-categories and related categories. As 
interviews progress, concepts and categories are contin-
ually compared and categorized to form a general con-
cept with a higher level of abstraction as a theme.

Trustworthiness and rigor of data

The criteria introduced by Guba and Lincoln (1994) 
were cited and referred to be ensured the scientific accura-

Table 1. Some examples from the questions asked in interviews

Questions

Please share your experience concerning the process of responding to the events and disasters by the medical teams.

What is your inference regarding medical disaster response teams?

How was the composition of the team?

Please share your experience regarding the way of expedition, deployment, and supporting the team.

How did you become a member of the team?

Please describe the training courses and exercises you have attended.
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cy of the present study. These criteria included credibility 
or validity, dependability, transferability, and confirmabil-
ity, or verifiability [22]. In the present study, the authors 
tried to increase the validity of the results with long-term 
involvement and data immersion, member checks, ensur-
ing the consistency of findings with the real experiences 
of the participants, and external checks. In an external 
check, the interviews were presented to several observers 
along with the extraction codes for data analysis. 

The reliability of the present study was approved using 
the accurate recording of interviews, maintaining and 
preserving them, presenting them to the experts, using 
external checks, statements, and direct quotations of par-
ticipants in the final report. 

To provide transferability of findings, i.e., the probabil-
ity of research findings considered significant for others 
in similar situations, the research team tried to fully de-
scribe the field in which the research was conducted by 
accurately describing the participants, sampling method, 
time and place of data collection so that the reader does 
not have any ambiguity regarding the data transferabil-
ity. To check the validity of the study, from the begin-
ning, the research team tried to register and document all 
activities to record and report the research process and 
decisions made during it to accurately check that other 
researchers can follow up on the research, if necessary.

3. Results

In this study, 18 unstructured, semi-structured, and 
structured interviews were conducted with 16 partici-
pants for data collection, including the heads of accident 
and medical emergency management centers (1 person), 

hospital managers (2 persons), managers of operation 
management centers (2 persons), doctors (3 persons), 
nurses (3 persons), emergency medical experts and tech-
nicians (3 persons), and members of the medical teams 
of the Red Crescent Society of the Islamic Republic of 
Iran (2 persons). These individuals had a managerial and 
operational background in times of accidents and disas-
ters. At the end of the process, obstacles and challenges 
were obtained in the form of 2 themes, 11 categories, and 
31 subcategories. Themes included unorganized groups 
and fragile readiness.

Unorganized groups

Team: an unknown structure

One of the salient points in expressing the experienc-
es and opinions of the participants was the incomplete 
understanding of the organizations and institutions par-
ticipating in the response process of the words such as 
“team” and “team formation”. The participants unani-
mously acknowledged that most structures involved in 
the disasters formed at the moment and lacked an orga-
nized structure as a team. Some participants believed 
that the structures presented in previous incidents and 
disasters of the country; at best, they were a “group” of 
volunteers rather than a cohesive and structured team.

In this regard, one of the study participants (M-07) 
said: “Actually, these individuals did not come as a team. 
Team has a definition, any organization of five individu-
als who come together cannot be called a team. The team 
must have a structure, a head, and members should know 
each other and who wants to do what. These individuals 
form a group at best”.

Table 2. Demographic characteristics of the participants

Row Filed of Work / Expertise Participants (No.)

1 Head of incident management and emergency medical services (EMS) 1

2 Hospital managers 2

3 Directors of Emergency operation centere (EOC) 2

4 Physician 3

5 Nurses 3

6 Emergency medical technicians 3

7 Active physicians of the Red Crescent Society of the Islamic Republic of Iran 2

Total number 16
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Lack of effective leadership/command

One of the essential pillars of a team is the presence 
of a leader/commander. The leader/commander is con-
sidered as the person accountable for the performance 
of the team. Based on the experiences and opinions of 
the participants, there was no proper understanding 
of this position among the groups and teams present 
at the events, because most of the teams sent to the af-

fected areas did not have a robust command position. 
Most groups lacked a leader / commander, and those 
for which someone took responsibility were successful 
in leading and performing their duties due to the lack 
of familiarity with the position and the description of 
its duties.

Table 3. Overview of categories, subcategories, and themes

Team management (Fourth-level Concepts (Themes))

First-level ConceptsSecond-level Concepts (Code)

Third-level Concepts (Sub-categories): Unorganized groups

The group instead of the team

Team: an unknown structure
Paper-work teams

At-the-moment team

Unstable structure

Misunderstanding of command

Lack of effective leader/command Poor internal coordination

Incomplete control

Lack of responsible administration
Weak supervision of organization in charge 

Executive organization: inability to form a team

Emotional membership

Membership: a complex process Unknown identity

Inexperienced member: A burden on the shoulders

Divergent composition

Heterogeneous composition Number of members challenge

The composition changes over time

Third-level Concepts (Sub-categories): Fragile readiness

Deficiency under normal circumstances

National level: inability to form a team Insufficient knowledge and skills

Turbulent local management

Disaster-driven approach gap

Disaster medicine: a strange concept
Lack of standard protocols

Triage: Missed in disasters

Lack of air care team

Lack of individual and group self-sufficiency

Dependability vs. self-sufficiency Ignorance of the obligation of self-sufficiency

Dependence on local management

Neglecting the presence of the support team

Unsystematic support Poor support for local forces

Delayed support

Focusing on multiple structures at a time

Inappropriate deployment location Time-consuming deployment of the structure

Instability against weather conditions
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Regarding the misunderstanding of the leadership/
command position of the team, one of the participants 
(M-04) said:

“When we got to the border area and the place of ser-
vice, the gentleman who was introduced as our com-
mander was with us for three days and then left us with-
out appointing a successor. In the remaining days, we 
did not have a team leader”.

Poor supervision of the responsible organization

The Ministry of Health and Medical Education, which 
is responsible for disaster medical response on behalf of 
the Crisis Management Organization, must oversee the 
formation and deployment of MRTs. Other supporting 
organizations that intend to participate in the disaster re-
sponse process must be under the command of the orga-
nization in charge and should be present in the affected 
areas based on the need and invitation of cooperation 
with the organization. However, based on the analysis 
of the participant experiences, in some cases, this insti-
tution did not play a governing role. Moreover, teams 
from other institutions and organizations operated with-
out the supervision of the Ministry of Health”.

Concerning the responsible organization forming the 
team, one of the participants (M-08) said:

“The main organization in charge in this regard is the 
Ministry of Health. For three or four years, I was the 
secretary of the rescue task force. It was said that any 
organization that is normally responsible for a particu-
lar service would be responsible for providing service in 
times of accident and crisis to meet the relevant needs. It 
does not mean to say that the Red Crescent would pro-
vide therapy or health services instead of the Ministry of 
Health at the time of the accident”.

On the other hand, the participants believed that we 
need a particular structure to form a team and prepare 
it-a structure whose operational aspects are more pro-
nounced than those of executive activities. The adminis-
trative structure can only play an active role in design-
ing, drafting guidelines, and macro-policies. However, 
training, practicing, equipping, and carrying out opera-
tions are required to form a team. In this regard, one of 
the participants (M-07) said:

“In my opinion, there is, currently, no organization 
in charge of accident management in the Ministry of 
Health and medical universities. The Ministry itself, 
which does not do administrative operations, is a head-

quarter where only administrative work is performed. It 
is the operational tools and arms of the ministry, hospi-
tals, and university networks that can build teams”.

Membership: A complex process

Another critical issue related to the process of forming 
MRTs in times of disaster is the method of membership. 
There are different views among the participants in this re-
gard. Some believed in volunteer membership, and others 
said that members of the medical and paramedical com-
munity employed by the Ministry of Health, must be a 
member of these teams and should participate in missions.

Emotional membership: Since most medical universities 
do not have pre-designed structures, at the time of the ac-
cident and calling medical and paramedical members to be 
present in the affected areas, a large number of health sys-
tem employees would volunteer to be sent to these areas 
based on emotions and excitement resulting from observ-
ing the current situation and also based on a sense of com-
mitment.  This emotional membership and volunteering 
will have consequences for the individuals themselves, the 
dispatch centers, and the management of the areas.

One of the participants (M-07) believed that:

“When unusual situations such as disasters happen, 
individuals get excited and volunteer to help based on 
the sense of humanity. I believe that about 85% of indi-
viduals are volunteered to help injured individuals out of 
excitement or curiosity”.

Unknown identity: One of the problems raised by some 
activists of operation sections was the lack of awareness 
of the identities of many volunteers who were sponta-
neously presented in the affected areas. Based on the 
available evidence and experiences, it was difficult to 
determine the identities and qualifications of individuals 
who had arrived in the area individually or as a team.

One of the participants (M-05) mentioned the follow-
ing in this regard:

“One of our problems was that some individuals came 
and introduced themselves as doctors. However, we did 
not know them. The only thing that came to my mind was 
to say that you are welcomed, but excuse me, do you have 
an ID card? I asked them for an ID card and then sent 
it to my colleagues. Of course, I would secretly tell my 
colleague: “They are doctors, but check if they can work 
in this position and provide the required services or not”.
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Inexperienced member: A burden on the shoulders: One 
of the practical factors on the effectiveness of MRTs in 
times of accidents and disasters is the presence of ex-
perienced members among the MRTs. According to the 
participants, many individuals who entered the affected 
areas as a group or medical response team had no or little 
previous experience in the field of the response. Based on 
past experiences, no or little experience of individuals in 
the field reduces the effectiveness and quality of service.

In this regard, one participant (M-04) mentioned:

“I went to many camps with the Red Crescent and the 
Martyr Foundation and experienced difficult situations. 
Nevertheless, most individuals who accompanied us did 
not understand the situation and had no relevant experi-
ence, and they got into trouble because of this. In the 
event of an accident, it takes two or three days for inex-
perienced individuals to cope. This lack of adaptation in 
the first days disrupted our performance, and we could 
not provide good service”.

Heterogeneous composition

Concerning the composition and number of members in 
the MRTs at times of accidents and disasters, these fac-
tors play an essential role: 1. a period after the occurrence 
of danger; 2. level of responsiveness; 3. existing needs of 
the region; 4. the place where the team provides service; 
and 5. the place where the team is sent. The most crucial 
point in this regard is the type of needs in the area that de-
termines the composition and number of team members.

Divergent composition: Analysis of the experiences 
and opinions of some participants shows that most teams 
present in accidents and disasters have a heterogeneous 
composition. Asymmetric composition refers to issues 
such as the mismatch between the number of medical 
and non-medical members. It also refers to a mismatch 
between the specialties and the gender of the members. 
According to the participants, lack of balance and appro-
priateness in the team composition can cause ethical and 
professional challenges, reduce the quality of service, 
staff fatigue and burnout, and patient dissatisfaction.

One participant (M-03) said the following in this re-
gard:

“Concerning the clinicians, I have to say that we had 5 
doctors a day, and there was a day when we had only 2 
doctors. Sometimes I would ask the doctor of the nearby 
clinic, which belonged to the police force, to be present 
in our clinic for 2 hours and visit the clients”.

Number of members: an underlying challenge: One of 
the challenges related to the composition of MRTs is the 
number of members of these teams. The participants had 
different opinions about the number of members in the 
teams. Some believed in the formation of small and agile 
teams according to the standard of the limited monitoring, 
i.e., 5-7 members. These teams can be called and sent in a 
short time. However, some participants believed that it was 
easier to manage a large and complete team that was sent to 
the area with a combination of different specialties to meet 
different needs than to manage several small teams.

In this regard, one participant (M-12) stated:

“The 5-person combination of the general practitioner, 
nurse, midwife, and emergency technician seemed to be 
more effective. Calling and sending large teams to the 
front line of dealing with patients and injured due to the 
earthquake causes a waste of time and increases mortal-
ity and injuries. I have to say that preparing a big team in 
the first moments of the incident is difficult in terms of 
management and organization, and we will lose time”.

Fragile preparation

Local level: Inability to form a team

According to some participants, due to a lack of human 
resources, medical and non-medical equipment, a team 
cannot be formed at the local level. Since most cities and 
some provinces have faced a shortage of professional 
human resources under normal circumstances and most 
of these resources are in the form of compulsory training 
courses and temporary workforces, it is difficult to form 
stable teams at this level.

One participant (M-16) believed that:

“In deprived provinces and cities, we can form teams 
at the university level. However, at the network level and 
below, we are unable to form a team because we do not 
have a fixed workforce and sufficient facilities. On the 
other hand, we have limited power and capacity in these 
areas and at the network level. We suffer from this weak 
capacity at the time of the accident”.

Disaster medicine: A strange concept

One of the concepts derived from the participants’ ex-
periences concerning the medical response to disasters 
was “Disaster medicine: A strange concept”. Based on 
the experiences and perspectives of most participants, 
one of the main challenges in terms of capacity and ca-
pability is the unfamiliarity and the lack of complete un-
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derstanding of the principles of disaster medicine by the 
groups and teams present at the scene of accidents and 
disasters.

The following was mentioned by one of the partici-
pants (M-01) in this regard:

“I have to say that our staff has good skills in managing 
every one of the injured and can manage an injured well. 
However, when emergency medical technicians are sup-
posed to manage 10, 20, or 30 injured individuals at a 
time in a particular accident, they run into contradictions 
and face skill problems”.

On the other hand, in most parts of the country, local 
staff are not familiar with medical issues in times of disas-
ter. As the number of patients increases in accidents and 
disasters, the staff cannot change the caring approach of 
a typical situation to that of the disaster.

Regarding the lack of familiarity with the principles of 
disaster medicine, one of the participants (M-02) said:

“Almost everyone was trying to do a job. For example, 
I cared a casualty, and then another colleague came and 
provided service for the same person. We did not know 
who was responsible for which of the injured”.

Lack of air care team

We need a skilled care team to transport patients by 
plane and helicopter. The point made in the experiences 
of participants was the lack of a sufficient number of pa-
tient care teams in the air care process.

One participant (M-06) mentioned: 

“We had a problem with the air care team. Each he-
licopter needed at least two experienced technicians to 
take care of the patients, but unfortunately, we did not 
have them. Not every doctor, nurse, or emergency medi-
cal technician can participate in air transport. Air emer-
gency care teams need special training”.

Dependence vs. self-sufficiency

One of the critical issues in the process of sending MRTs 
to the affected areas is the need for the teams to be self-
reliant during the deployment period. The issue of self-
sufficiency was one of the topics most participants noted 
its absence among the groups present. According to the 
opinions and experiences of participants, there was no 
concept of “complete self-sufficiency” among individuals 
and groups present in the area. According to the results, 

individuals and most groups have been dependent on lo-
cal managers in terms of basic needs such as nutrition, 
housing, primary health services, and in terms of trans-
portation and supplying technical and medical equipment.

Regarding the lack of self-sufficiency of groups and 
volunteers in the events, one participant (M-14) said:

“After the earthquake, many individuals came to the 
area individually or as a team. I can say that they did not 
have equipment and support with them. We had to pro-
vide them with water and food. We had to provide them 
a place for rest. I can say that only individuals came, and 
they had no logistics and equipment”.

Unsystematic support

One of the points made by the participants was the lack 
of systematic support for the teams in the operation area. 
From one perspective, the participants’ views should 
be respected on issues such as energy supply, structural 
erection, equipment maintenance, nutrition, and other 
non-medical services, which requires a team of expert 
members in these cases. The presence of these individu-
als, along with the response teams, will facilitate and 
meet their needs.

One participant (M-06) believed that:

“Some of the forces we sent to the area were not sup-
ported there. For example, we took emergency medicine 
to a place where there were just a stethoscope and a 
sphygmomanometer, and they had no other equipment”.

Another concept of supporting the participants’ point 
of view implies the existence of a supportive medical 
team to move or replace the team in case of fatigue.

One participant (M-04) stated that:

“The next problem was the lack of professional staff. 
Only 10 doctors and 2 nurses were sent for 10 days of 
deployment and continuous service. These individuals 
should cover morning and evening shifts. It has caused 
extreme fatigue and illness to all medical staff due to 
long working shifts and a large number of patients”.

Improper location

Since most of the accidents that occurred in the country 
were geological hazards, especially earthquakes, which 
were followed by the destruction of structures and infra-
structure, there was a need for facilities. In locating the 
facility, several factors are involved, such as proximity to 
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the accident site and patient assembly centers, safety and 
security of the facility, access to critical infrastructures 
such as energy, water, communications, and transporta-
tion. Another critical issue is the access of the affected 
population to the relief teams that are responsible for 
moving and transporting patients. According to the par-
ticipants, the facilities of the working area are not cor-
rectly located, so that it causes dysfunction itself.

Concerning the deployment of mobile facilities in one 
geographical site, one participant (M-16) said:

“One of our problems was that all the injured and pa-
tients were brought to the hospital from all areas. By 
the third day, four field hospitals were established there: 
Army, Islamic Revolutionary Guards Corps, University 
of Medical Sciences, and Red Crescent field hospitals. 
However, the problem was that all patients gathered to-
gether in one site, and people had to bring their patients 
from the town and the surrounding villages”.

4. Discussion

The present study was designed and conducted to in-
vestigate the structural status and preparedness of the 
teams present in the past accidents and disasters of the 
country. Finally, the obstacles and challenges related to 
the organization and preparation of teams were achieved 
in the form of 2 themes, 11 categories, and 5 subcatego-
ries. Themes included unorganized groups and fragile 
readiness. The first theme comprised the concepts of A. 
Team: An unknown structure; B. Lack of efficient lead-
ership/command; C. Weak supervision of the organiza-
tion in charge; D. Membership: A complex process; e. 
Heterogeneous combination of categories. The second 
theme concepts were: A. Local level: Inability to form a 
team; B. Disaster medicine: A strange concept; C. Lack 
of air care team; D. Dependence on self-sufficiency; E. 
Unsystematic support; and F. Improper location. 

The results of the study showed that the existing struc-
tures for medical response to disasters had faced many 
obstacles and challenges in the field of organization and 
preparedness. This chapter provides a comprehensive 
interpretation of the study findings and compares it with 
the results of other studies.

Organizing and preparing the team

The results of the present study showed that despite 
the designation of the Ministry of Health and Medical 
Education as the organization responsible for respond-
ing to the health needs in times of accidents and disas-

ters assigned by the Crisis Management Organization, 
this ministry plays no role in the formation and general 
management of MRTs at times of events and disasters as 
it should be and perhaps as the primary organization in 
charge of designing guidelines. In the structure of MRTs 
in the world, a specific organization or institution is re-
sponsible for forming disaster response teams. 

According to the study by Akbari et al. (2019), in most 
countries of the world, the responsibility of medical re-
sponse to the effects of accidents and disasters is on the 
Ministry of Health. Therefore, disaster response or medi-
cal assistance teams have been established directly by 
the Ministry of Health or other public and private institu-
tions under the supervision of the Ministry of Health [8]. 
Therefore, according to the strict letter of the law and 
the emphasis of the participants, The Ministry of Health 
and Medical Education is in charge of the MRTs in the 
country. It is recommended that a department should be 
established to develop guidelines and structures for the 
formation of disaster response teams under the supervi-
sion of the Health Disaster Working Group.

The process of the command chain for responding to 
accidents and disasters is specified at the national and lo-
cal levels and all their subdivisions [23]. This process is 
specified within the framework of the national response 
of the country to the disasters. According to the results 
of the study, most of the groups sent to the affected ar-
eas did not have a strong leadership/command position. 
Based on the experiences and opinions of the partici-
pants, there was no correct understanding of the position 
of leadership/command in the groups and teams formed 
and present at the place of events. Based on a study by 
Peter Aitken et al. (2012) to ensure clear communica-
tion and coordination in inter-organizational response, 
cooperation, and collaboration requires a strong com-
mand structure. Failure in the command structure may 
lead to discrete or ineffective responses in the form of 
negligence and rework [24]. 

In line with the results of the present study, Oldenburg-
er et al. (2017) stated that team leaders are responsible 
for facilitating teamwork by guiding and facilitating 
members’ communication with each other [25]. Hisayo-
shi Kondo (2009), while describing the process of de-
ployment of medical aid teams in the disasters of Japan, 
stated that the teams arriving at the scene of the accident 
were required to provide services under the supervision 
and command of the operational team stationed in the 
area [26-29]. Based on the findings of the participants’ 
experiences, the existence of a leadership/command 
structure in disaster response teams is necessary to lead, 
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control, and create internal and external coordination, 
create cohesion in the team, and ensure the safety of 
members. 

To participate in MRTs in accidents and disasters, hav-
ing the following features are essential: the willingness 
of professionals to have an employment relationship 
with the Ministry of Health, Medical Treatment and Ed-
ucation, the experience of presence in the place of disas-
ters, knowledge, and skills related to disaster medicine 
in accordance with a valid certificate, health, and physi-
cal and mental readiness, the ability to work in severe 
disaster conditions and to comply with the constraints 
in the region. According to the results of the study by 
Akbari et al. (2019) and in compliance with the exist-
ing guidelines for designing and organizing teams in the 
United States, New Zealand, and the World Health Orga-
nization, health professionals voluntarily join teams and 
after announcing their readiness, their conditions will be 
evaluated based on the standards set in each of the struc-
tures. If the existing characteristics are matched with the 
set conditions, the individuals will become members [8]. 

Items such as having a valid certificate and license in the 
field of a specialized area, citizenship documents, a valid 
passport for being sent to international missions, previ-
ous experience in disaster medical response, availability 
on-call, adaptability and resilience to stressful events and 
situations, the ability to communicate appropriately with 
colleagues and patients, the ability to work with special-
ized equipment and communication are among the con-
ditions of membership in these structures [27-30]. This 
finding was mostly consistent with the findings of the 
present study. The findings of the present study are in 
line with the results of the study by Oldenburger et al., 
which mentioned features such as adaptability, flexibil-
ity, experience, and training for volunteer members of 
disaster response teams [25].

Regarding the requirement of physical fitness and men-
tal health of members, the findings of the study by Peter 
Aitkin (2009) and Holland (2004) point out that having 
enough knowledge and skills to join medical disaster re-
sponse teams. In addition to these indicators, physical 
and mental health, personality traits such as motivation, 
ability to work in a team, and skills in fieldwork should 
also be considered [31, 32]. Therefore, the findings of 
the present study are in line with those of their study.

Regarding the composition of the medical response 
team, it is recommended that; A. The team should be 
formed in the form of a multidisciplinary team with 
the presence of medical and non-medical members; B. 

In order not to lose the golden time to attend the acute 
phase after accidents and disasters, it is recommended to 
form small and agile teams with 5 to 7 members. These 
recommendations are in line with those of the study by 
Akira Fuse (2010) and Parveen Parmar (2013). They 
mentioned in their study that factors such as the geo-
graphical location of the accident, the type of risk, the 
medical needs of the affected region play essential roles 
concerning the composition of the teams [33, 34]. 

In this regard, the Japan Disaster Medical Assistance 
Team (J-DMAT) aimed for participation in the rapid 
medical response to the chief danger of the country, 
i.e., the earthquake, has 4 to 5 members [34]. The pro-
posed combination of participants is different from that 
of some structures such as the Australian Medical As-
sistance Team (AusMAT), which has a minimum of 
15 and a maximum of 40 members [35] and the World 
Health Organization Emergency Medical Teams (EMTs) 
designed to participate in national and international disas-
ters [30, 36].

Improving the level of preparedness for the appropriate 
response requires designing and forming a team at differ-
ent levels from the lowest level, which is a comprehen-
sive health network to the highest level, which is at the 
national level. Differences observed in the activity levels 
of teams in different countries are affected by factors 
such as capacity and capability at different levels of po-
litical divisions (city, county, province, and region), the 
goals of team formation, the type of risks and their con-
sequences, and the organization responsible for forming 
the team [13]. In his study, Akira Foss (2010) stated that 
in Japan, given that earthquakes are the predominant 
risks, teams are formed at the local level with a focus on 
disaster-based hospitals to be dispatched to the affected 
areas immediately after identification of the need [33]. 

Given the importance of timely and effective response 
in the acute phase of the accident, participants prioritize 
strengthening the capacity and capability of the health 
sector at the local level by promoting knowledge, skills, 
and forming small and agile teams. This recommenda-
tion is consistent with a study by Boyd et al. (2014), 
which stated that disaster planning seeks to use resources 
efficiently at the local, regional, and national scales [9]. 
In his study, Arziman stated that most of the immediate 
and primary care in accidents and disasters is provided 
by local staff. According to him, the limited resources of 
these staff should be matched with the needs of the area 
[10]. Rifino also points out in a disaster health science 
resource that due to the late presence of MRTs outside the 
affected area, especially international teams, are critical 
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to providing an efficient response based on local capacity 
and capability in the first 72 hours after an accident [37]. 

The competence of respondents to the effects of disas-
ters is one of the critical components in the success of 
intervention programs. Creating and enhancing the ca-
pacity of respondents before dispatch and deployment 
is a kind of investment of the organizations that form 
the response teams [38, 39]. Adopting a coherent educa-
tional approach to improve the quality and professional-
ism of expedition teams is considered an essential step in 
preparing teams [40]. Concerning members’ knowledge 
and skills in responding to accidents and disasters, the 
concept of the extracted class indicated that most of the 
members in the teams were unfamiliar with the princi-
ples of disaster medicine. 

These findings are consistent with the results of the 
study by Nakhaei et al. (2015). They stated that relief 
teams present in the affected area without a written ac-
tion plan, clear job description, and lack of necessary fa-
cilities and equipment, have caused confusion and chaos 
in the response process. Unprepared presence in terms 
of lacking the appropriate program and equipment has 
not only reduced efficiency but also disrupted coordina-
tion [2]. Based on the analysis of participants’ opinions, 
although instructions have been developed by the Health 
Working Group on Accidents and Disasters and sent to 
the health system subdivisions, there are some shortcom-
ings in the training process. 

This finding is consistent with the results of the study 
by Jalali et al. (2014). The study noted that training pro-
grams on disaster risk management were not successful 
for reasons such as the following: A. Lack of compe-
tency-based and comprehensive training and skills de-
velopment programs; B. Low quality and quantity of 
educational programs; C. Lack of standard criteria in 
how to select members of disaster training courses; D. 
A limited number of professional trainers to teach the 
principles of disaster risk management [41]. Finally, it 
should be noted that all countries and organizations in 
charge of forming a medical response team in disasters 
have special education training programs based on the 
type of team, the scope of responsibility, description of 
tasks, and level of intervention of teams at the time of de-
ployment which are repeated continuously and at regular 
intervals throughout the year [13, 29, 42-44].

Support and logistics are essential elements of many in-
ternational models of disaster response [45, 46]. One of the 
crucial issues related to MRTs is supporting these teams 
after the expedition and deployment in the area. It is im-

perative that which organization supports the team in terms 
of technical, non-technical, and basic needs at the time of 
expedition in the affected area. As participants mentioned, 
most teams experienced many challenges for supporting 
and assistance in past disasters. Experience and observa-
tions show that most teams or groups present in the affected 
areas have been dependent on local management in terms 
of meeting basic needs and sometimes for procurement. 
This feature of the groups present in their area has been a 
factor in increasing the dysfunction in service provision. 

The above findings are consistent with the results of the 
study by Jalali et al. (2011). According to the results of 
this study, the lack of resources in the earthquake-stricken 
region of Bam was one of the points mentioned. Medical 
teams lacked enough equipment at the time of deployment 
in the acute phase, and on the other hand, the destruction 
of medical facilities worsened the situation and led to dis-
ruption in the provision of services during that vital period 
[48]. The study results showed that medical and disaster 
response teams sent to the affected areas should be com-
pletely self-reliant in terms of medical, non-medical, and 
welfare equipment for at least 72 hours; they should not 
need help and assistance outside their structure. 

This recommendation is in line with the results of a study 
by Peter Aitkin et al., in which the author noted that MRTs 
must be fully self-reliant for at least 72 hours and operate 
without the need for external resources at the time of ar-
rival to the affected area [48]. Participants’ recommenda-
tions in the present study are also in line with the results 
of the study by Albina et al. (2018). In their study, it was 
recommended that all teams should be self-reliant in pro-
viding shelter, food, water, sewerage, and all the tools and 
equipment necessary for the initial stage of response [49]. 
Describing the process of deploying medical aid teams in 
the Japan disaster, Hisayoshi Kondo (2010) pointed out 
that supportive aids in areas such as security, proper com-
munication, facilitating the transfer of members, provid-
ing medical equipment necessities and living necessities 
to provide appropriate services by response teams in the 
area affected by accident is mandatory [26].

5. Conclusion

A prompt and appropriate response to the first and most 
urgent needs and concerns of individuals affected by ac-
cidents and disasters, i.e., the need to receive health ser-
vices, is one of the fundamental pillars of disaster risk 
management. The results of the present study showed 
that due to the sudden increase in medical needs, damage 
and destruction of health facilities infrastructure in the 
first minutes and hours after the occurrence of accidents 
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and disasters in the affected area, the health sector should 
be strengthened to respond quickly and appropriately to 
the human casualties of disasters. It is possible by build-
ing and strengthening capacity through the proper orga-
nization and preparation of MRTs at times of disasters. 

The results of this study and its comparison with other 
existing studies showed that medical teams present in 
disaster-affected areas had had several challenges in the 
process of organizing and preparing, through which they 
have not been able to provide an appropriate response 
to the affected population. The results of the present 
study indicated the need to design and form structured, 
self-reliant, and agile MRTs for a timely and appropri-
ate response. It is attained with a suitable combination 
of experienced and trained members with a specific pro-
cess of support from the operations guidance center to be 
able to perform their duties under the supervision of the 
Health Working Group on Accidents and Disasters of the 
Ministry of Health and Medical Education.

Study Suggestions

Since the present study aimed to explore the barriers 
and challenges associated with organizing and preparing 
MRTs, other aspects involved in the process of manag-
ing MRTs in disasters such as legal, health, safety, and 
security considerations have not been taken into account. 
Therefore, researchers recommend a comprehensive 
study to clarify the status of these teams in all their divi-
sions and characteristics.
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