
Introduction
The COVID-19 is an emerging infectious disease that 
was first reported on December 31, 2019, in Wuhan, 
China (1). Until April 14, 2021, the number of people 
contracting COVID-19 stood at 138 344 571, and the 
number of deceased reached 2 977 136 worldwide (2). The 
mortality rate of the disease has been estimated between 
1% and 5%, but this rate is variable regarding the patient’s 
age and the presence of comorbidities (3). The results of 
studies on patients with COVID-19 indicate that these 
patients need comprehensive care (3-6); however, amid 
the COVID-19 outbreak, health systems encountered 
serious challenges in providing care to patients (7,8), 
leading to the development of psychological disorders 
and extreme fatigue in healthcare providers (9). The 
COVID-19 pandemic has exacerbated the imbalance 
between limited nursing resources and increasing patient 

needs (10,11). Despite the release of different guidelines 
for the clinical management of patients with COVID-19 
(12) and making considerable improvements in the 
infrastructure of health systems (13), there were still 
many shortcomings in providing patient care during the 
recent pandemic (14,15). The health-related quality of 
life of patients with COVID-19 decreased (16), and some 
degrees of dissatisfaction with the performance of health 
systems were reported during the pandemic (17).

Iran, similar to other parts of the world, has been 
suffering from COVID-19 since its emergence in late 
2019 and witnessed four waves of the disease so far. Until 
April 14, 2021, the number of patients with COVID-19 
in the country reached 2 143 794, claiming 65 359 lives 
(2). There are currently 981 hospitals with over 130,000 
active beds, delivering health care to more than 80 million 
people in Iran.
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Abstract
Background: One of the basic steps to improve the quality of services provided to patients with COVID-19 is to recognize the 
dimensions of providing such services from the perspective of recipients. Accordingly, this study aimed to explain the COVID-19 
patients’ experiences of healthcare system responsiveness during the disease course.
Methods: The present qualitative study was conducted using the conventional content analysis method in Iran from April 2020 
to April 2021. Participants in this study included COVID-19 patients who were selected via purposive sampling. Data were 
collected through 34 telephone and face-to-face interviews and analyzed according to the method proposed by Graneheim 
and Lundman.
Results: Qualitative analysis of the data led to the identification of impaired health system responsiveness as the main theme. 
The main theme consisted of two categories including the collapse of hospitals (with the subcategories of lack of resources 
and defects in process management) and providing low-quality care (with the subcategories of providing low-quality nursing 
services, lack of comprehensive care, and threats to patient safety).
Conclusion: To provide quality care services to COVID-19 patients, the health system must consider improving its responsiveness 
to patient needs, expanding the physical space of healthcare centers, equipping hospitals with the accommodations and amenities 
required by patients, and providing conditions for the staff to be able to immediately respond to patient needs. 
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During the COVID-19 outbreak and its sequential 
waves, the healthcare system of Iran faced various 
challenges in patient care provision, which were 
exacerbated by strict sanctions (18,19). Iran is estimated 
to experience new waves of the COVID-19 epidemic in 
the future (20). To properly deal with the next waves of 
the disease, it is necessary to evaluate the current situation 
and the quality of the services provided to patients. In 
any country, monitoring the health system provides an 
opportunity for the system to recognize its new needs, fill 
the existing gaps by recruiting the capabilities required, 
and in this way, accomplish its mission and direct itself 
towards ideal goals (21). For this purpose, there is a 
need for the health system to constantly evaluate the 
achievement of goals using appropriate frameworks. A 
few studies have been conducted to evaluate the quality 
of the services provided to COVID-19 patients. In this 
regard, patients’ satisfaction with health services can be a 
proper indicator for evaluating the effectiveness of health 
systems (22).

One of the most important ways to assess the quality of 
health services provided during the recent pandemic is to 
interview service recipients (23). Patients’ perceptions of 
the challenges encountered during the disease course can 
help identify the sources of problems and subsequently 
obviate them. Considering that COVID-19 is a new 
emerging disease, there is inadequate information on the 
quality of the care services provided to these patients. On 
the other hand, qualitative studies can help identify the 
health system’s problems during pandemics. Therefore, 
this study aimed to explain the COVID-19 patients’ 
experiences of the healthcare system responsiveness 
during the disease course. 

Methods
This qualitative study was conducted using the 
conventional content analysis method (24).

Study participants included patients who contracted the 
COVID-19 disease selected via the purposive sampling 
method. Inclusion criteria were confirmed COVID-19 
diagnosis based on a positive Reverse transcription 
polymerase chain reaction (RT-PCR) test, passing at least 
two weeks from the diagnosis, developing the clinical 
symptoms of COVID-19, visiting healthcare centers, 
receiving either outpatient or inpatient therapeutic 
services, and finally willingness to participate in the study. 
Those who were either unable or unwilling to participate 
in the study were excluded. Sampling continued until 
reaching data saturation (25). 

Due to an urgent need to gather information on the 
subject in order to improve the patient care process and 
also because of restrictions on conducting face-to-face 
interviews amid COVID-19 waves (a total of four waves in 
Iran so far), the data were mainly collected through semi-
structured in-depth telephone or in-person interviews 

from April 1, 2020 to April 1, 2021. 
To collect the data, the researcher went to the infection 

control offices of hospitals to identify patients with 
positive PCR test results for COVID-19 and a history 
of hospitalization. To identify those receiving outpatient 
healthcare services, the researcher visited clinics and 
doctors’ offices. Patients who had rich information 
relevant to the aim of the study were purposively selected 
by visiting healthcare providers (hospitals, clinics, and 
doctors’ offices). After patient identification by the 
doctors and nurses providing health services, individuals’ 
phone numbers were obtained to contact them and make 
arrangements (i.e., the time and place of the interview, if 
applicable). After explaining the objectives of the study 
and obtaining informed consent from the participants, 
the duration of the interview was determined based on the 
individual’s desire, patience, and richness of experiences. 
If the participants preferred, in-person interviews were 
conducted at either the medical center or the patient’s 
home (somewhere completely quiet and comfortable 
for the participant). The audios of all interviews were 
recorded by an electronic device. The main interview 
questions were “Would you please share with us your 
experience of the COVID-19 disease?” and “Would you 
please talk about the healthcare services you received? 
How was the process? How was the quality?”. Based on 
the participant’s responses, the interview then continued 
with more in-depth questions, such as “Can you share an 
experience?”, “What do you mean?”, and “Can you explain 
more about this?”.

Analysis of the data was carried out using the approach 
proposed by Graneheim and Lundman (26). The collected 
data were analyzed simultaneously with the conduction 
of the interviews. Accordingly, the interviews were 
transcribed verbatim immediately and the written data 
were read several times to extract primary codes. Then, 
the related primary codes were identified, and categories 
and subcategories were formed based on differences and 
similarities. Finally, the meanings hidden in the data were 
extracted.

The accuracy of the data was determined according 
to the method proposed by Lincoln and Guba (27,28). 
To ensure the acceptability of the data, the authors 
tried to recruit participants with maximum diversity 
in terms of demographic variables. For confirmability, 
after extracting the primary codes, the participants were 
requested to confirm if the codes matched their opinions; 
otherwise, essential modifications were considered in the 
data coding process. Besides, the authors obtained the 
comments of two researchers who were experts in the field 
of qualitative research, and an agreement was made on the 
codes and classifications that emerged. For transferability, 
the authors tried to provide a comprehensive report on 
the research process.

The goals and methods of the study were explained to 
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the participants, and they were assured of the anonymity 
and confidentiality of the audio files. Informed consent 
was obtained from all participants. The participants had 
the right to withdraw from the study at any time. 

Results
In this study, 34 patients with a history of contracting 
COVID-19 were enrolled, 17 of whom were women, and 
17 others were men (Table 1). The qualitative analysis of 
the data revealed impaired health system responsiveness 
as the main theme, which consisted of two categories, 
including the collapse of hospitals and providing low-
quality care (Table 2).

Impaired health system responsiveness
Data analysis showed that the patients visiting healthcare 
centers not only paid attention to the clinical dimension 
of the services but also had non-clinical expectations from 
healthcare providers. Patients expected that, in addition to 
physical needs, their psychological and welfare needs be 
addressed. Data analysis showed during different waves of 
the COVID-19 pandemic in Iran, medical centers faced a 
shortage of hospital beds when providing care to patients. 
Therefore, an imbalance in supply and demand could 
have impaired the responsiveness of the healthcare system 
of Iran during the COVID-19 pandemic. Under this main 
theme, two categories including the collapse of hospitals 

Table 1. Demographic characteristics of the participants

Participant code Gender Age (y) Marital status Education level Job Type of Interview

1 Female 22 Married Undergraduate student Student Telephone

2 Female 66 Married Associate degree Retired Telephone

3 Male 57 Married Graduate Retired Telephone

4 Male 55 Married Associate degree Retired Telephone

5 Female 47 Married High school Housewife Telephone

6 Female 60 Married Illiterate Housewife Telephone

7 Male 50 Married Associate degree Employee Telephone

8 Male 25 Single Postgraduate Employee Telephone

9 Male 52 Single Associate degree Employee Telephone

10 Male 66 Married Diploma Retired Telephone

11 Female 72 Married Illiterate Housewife Telephone

12 Male 74 Married Illiterate Retired Telephone

13 Male 70 Married Associate degree Retired Telephone

14 Female 66 Married Illiterate Housewife Telephone

15 Male 47 Single Illiterate Retired Telephone

16 Male 56 Married Postgraduate Employee Telephone

17 Male 28 Single High school Unemployed Telephone

18 Male 51 Married Graduate Employed Telephone

19 Male 27 Married High school Employed Telephone

20 Male 42 Single Graduate Employee Telephone

21 Female 38 Single Graduate Employee Face-to-face

22 Female 33 Single Postgraduate Employee Face-to-face

23 Female 72 Married Illiterate Housewife Face-to-face

24 Male 57 Married Diploma Retired Face-to-face

25 Male 43 Married Graduate Employee Face-to-face

26 Male 52 Married Graduate Employee Face-to-face

27 Female 61 Married Illiterate Housewife Face-to-face

28 Female 26 Single Graduate Employee Face-to-face

29 Female 51 Married Reading and writing Housewife Face-to-face

30 Female 26 Single Graduate Employee Face-to-face

31 Female 51 Married Graduate Employee Face-to-face

32 Female 55 Married Postgraduate Faculty member Face-to-face

33 Female 38 Single Graduate Employee Face-to-face

34 Female 57 Married Illiterate Housewife Face-to-face
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Table 2. The main theme, categories, and subcategories extracted from 
the data

Theme Categories Subcategories

Impaired 
health system 
responsiveness

Collapse of 
hospitals

Lack of resources

Defects in process management 

Providing low-
quality care

Providing low-quality nursing services

Lack of comprehensive care

Threats to patient safety

and providing low-quality care were identified. 

a. Collapse of hospitals
When healthcare systems face an abrupt increase in 
the number of referrals, demands for receiving services 
increase accordingly, disrupting the balance of supply and 
demand. Thus, healthcare systems will face the shortage 
of resources such as beds, personal protective equipment, 
medications, and other equipment. On the other hand, 
the large volume of referrals disrupts patient management 
processes from admission to discharge.

Under this category, the two subcategories of lack of 
resources and defects in process management were located.

a.1. Lack of resources
Data analysis showed that during different waves of the 
disease, hospitals were crowded with COVID-19 patients, 
forcing officials to add new beds, which increased 
the contamination rate, irregularities, and patient 
dissatisfaction. One of the patients who was admitted 
to a hospital addressed crowded wards and patient 
dissatisfaction, “… There were four patients in each room, 
some of whom were constantly coughing or vomiting; it 
was nauseous…” (Participant 16). 

Another problem noted by most of the participants was 
the lack of non-clinical amenities during hospitalization, 
such as blankets, pillows, sheets, etc. In this regard, one of 
the participants noted, “…Pillows and sheets were rarely 
available…” (Participant 18). 

Drug shortages and their occasionally high costs were 
among the problems noted by COVID-19 patients, 
influencing the quality of the health services provided 
to these patients. About medicines being only available 
at hospitals and inaccessible to outpatients, one of the 
participants mentioned, “…When I was hospitalized, 
all of my drugs (ReciGen, favipiravir) were provided 
by the hospital…but for my family members who were 
not hospitalized… I should have bought favipiravir 
from outside, for which I had to pay a high price …” 
(Participant 30). 

a.2. Defects in process management 
Data analysis showed that due to the lack of pre-
approved protocols, the patients were confused at the 
time of admission to healthcare centers, leading to their 
dissatisfaction with the management process. One of the 

participants expressed his problems during admission to 
the emergency department, “…They passed us very easily 
to each other…” (Participant 32). About nurses’ being 
inaccessible, another participant noted, “…They would 
connect the intravenous fluid and leave us; they would 
not even come back to disconnect it…” (Participant 16). 
Some nurses avoided examining patients at the time of 
admission and during hospitalization and constantly kept 
a distance from the patient because of the fear of disease 
transmission. One of the participants remembered not 
being examined by medical staff at the time of admission, 
“…They examined patients remotely…” (Participant 16). 
Moreover, not providing education at the time of discharge 
was problematic for patients. One of the participants 
noted the lack of training at the time of discharge that 
caused him some problems, “…The doctor did not tell me 
that ReciGen might cause side effects such as body and 
bone pain…” (Participant 30). 

b. Providing low-quality care 
The quality of health services reflects the scientific level 
at which the services are delivered to patients, which can 
positively change their health status. Data analysis showed 
that a variety of factors, such as human resources, the type 
of services provided, availability of medications, paying 
attention to spiritual needs, negligence, malpractice, 
and lack of commitment, could affect care dimensions 
and the quality of the healthcare services provided to 
COVID-19 patients. Under this category, there were 
three subcategories, including providing low-quality 
nursing services, lack of comprehensive care, and threats 
to patient safety.

b.1. Providing low-quality nursing services 
Nurses, as the Achilles’ heel of hospitals, play a vital role 
in providing health services to COVID-19 patients. Data 
analysis showed that the quality of nursing services could 
be affected by nurses’ working schedules, the number of 
patients assigned to each nurse, and the number of work 
shifts per week or month, as well as nurses’ experience, 
commitment, training, and moral beliefs. 

Data analysis showed that one of the causes of patient 
dissatisfaction with the hospital services received was 
the shortage of nursing staff. In this regard, a participant 
noted, “…Nurses could not provide all services to patients 
because there were a few of them…” (Participant 5). 
The patients mentioned that nurses were physically 
and mentally engaged, so they would leave patients’ 
expectations unfulfilled. One of the participants 
clarified, “…I believe that extremely high workloads and 
compressed work shifts caused nurses to feel physically 
and mentally exhausted and stressed…” (Participant 22). 

Data analysis indicated one of the problems of 
patients with COVID-19 was deprivation from some 
care services that they should have received based on 
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standard guidelines. In this regard, one of the participants 
complained of nurses’ negligence in failing to timely 
change his mother’s urinary catheter, “…They did not pay 
attention at all and failed to change her catheter in time…” 
(Participant 26). 

b.2. Lack of comprehensive care 
Data analysis revealed that during the COVID-19 
pandemic, although nurses tried their best to provide 
good services to patients, inadequate manpower and 
nurses’ chronic fatigue caused them to pay less attention 
to patients’ social, spiritual, and psychological needs. 
Therefore, according to instructions, nurses were 
more occupied with patients’ physical requirements. 
Addressing this issue, one of the participants mentioned, 
“… Nurses were coming robotically void of sentiment…” 
(Participant 20). 

Data analysis indicated that one of the care needs 
of patients was to be fulfilled in terms of the spiritual 
dimension. One of the participants addressed this issue 
as, “… We could not pray at prayer times because of the 
lack of a prayer hall and rug, and water for ablution...” 
(Participant 6). One of the problems of patients during 
hospitalization was the lack of possibility for meeting 
their family members, relatives, and friends. One of the 
participants mentioned, “…Being away from my children, 
especially my younger child, who has an extreme emotional 
attachment to me, bothered me a lot…” (Participant 31).

a.3. Threats to patient safety 
One of the factors that must be considered when 
providing care to patients with COVID-19 is to ensure 
their safety. Data analysis showed that the safety of 
hospitalized COVID-19 patients might be threatened due 
to the negligence, malpractice, and lack of commitment 
of some staff. Falling off the bed was one of the threats 
compromising patient safety during hospitalization. The 
participants’ experiences also showed that injuries due 
to falling off the bed, secondary to the negligence of staff 
and overcrowded wards, might remain undetected even 
long after discharge. Addressing his mother’s falling off 
the bed in the hospital, one of the participants mentioned, 
“…My mother fell off the ICU bed, hurting her leg…” 
(Participant 26). 

Data analysis showed that hospitalized patients could 
have been injured due to nurses’ either performing a job 
that they should not have done or not performing a task that 
they should have done according to standard guidelines 
and instructions. According to our data, patients with 
COVID-19 faced problems due to delays in receiving some 
care services, receiving services by unprofessional staff, 
the lack of proper drug administration management, and 
not being informed about the health instructions needed 
to be observed during hospitalization and after discharge. 
Among the risks threatening COVID-19 patients in the 

hospital were medication errors. In this regard, one of the 
participants mentioned, “…They were supposed to give 
me ReciGen every other day…but they forgot and gave it 
to me for two consecutive days…” (Participant 25).

According to the results of this study, COVID-19 
patients had to deal with the side effects of the drugs 
used to treat their disease. The participants reported 
developing gastrointestinal, cutaneous, and endocrine 
complications due to COVID-19 medications. One of 
the participants recalled, “…Kaletra pills were too large, 
and I was intolerant of them…I developed diarrhea and 
nausea…” (Participant 21). 

Discussion
The findings of the present study showed that patients 
with COVID-19 experienced many problems when 
receiving healthcare services, such as poor health system 
responsiveness, lack of fulfillment of non-clinical needs, 
receiving poor-quality care services, and facing multiple 
safety threats. 

In line with the findings of this study, the findings 
of another study showed that the health systems of all 
countries encountered many problems in meeting the 
needs of COVID-19 patients (29), and also, some studies 
reported that health systems in most countries of the 
world were not ready to deal with this pandemic (30). 
The factors that can affect the responsiveness of the health 
system include the adequacy of resources, organizational 
structure, organizational factors, and demographic 
characteristics of patients (31-34). It seems necessary for 
health officials to improve responsiveness to COVID-19 
patients by the proper management of financial and 
human resources and evoking all available capacities to 
achieve the health system’s goals. 

The finding of this study showed that the shortage of 
medications was a major challenge in delivering health 
services to COVID-19 patients. Consistent with the 
findings of this study, other studies have warned about 
medication shortages during the COVID-19 pandemic 
(35,36), when many pharmaceutical companies were 
closed due to the lack of supply for raw materials, 
disrupting the import and export of drugs between 
producing and consuming countries (37). When a drug 
shortage episode is anticipated, organizations should 
consider prior arrangements to avoid the depletion of 
their reserves. Pharmacies should also try to manage the 
drug shortage crisis and maintain available resources by 
purchasing existing products, replacing similar drugs, 
developing appropriate protocols, and finding creative 
solutions to save their valuable available inventory.

The findings of this study showed that one of the 
challenges of providing health services to COVID-19 
patients was the lack of delivering high-quality services. In 
a similar vein, the findings of another study demonstrated 
a decline in the quality of care services and an increase in 
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the mortality rate of patients with some chronic diseases 
during the COVID-19 pandemic (38).

One of the factors affecting patient satisfaction was 
the manner of providing nursing care. In line with the 
findings of this study, the results of other studies also 
showed that nurses, as the Achilles’ heel of health systems, 
experienced various physical and psychological problems 
during providing care to COVID-19 patients, which along 
with inefficient resource management, compromised 
the quality of the services provided to these patients 
(39). Therefore, it seems necessary to reduce the inflow 
of patients to hospitals by carrying out appropriate and 
timely quarantine regulations, as well as implementing 
preventive and screening programs. On the other hand, 
the nurses of some hospitals, such as psychiatric and 
obstetric hospitals that have been designated as non-
COVID centers since the beginning of the pandemic, 
can replace their peers at COVID centers so they can 
rest for a while and replenish their energy. Besides, at 
the intervals between COVID-19 waves, when hospitals 
become somehow depleted from COVID-19 patients, 
authorities should consider necessary arrangements for 
rebounding nursing forces to reinforce the front line of 
fighting against the COVID-19 disease.

The findings of this study highlighted that the 
spiritual and psychological care needs of COVID-19 
patients were neglected amid the pandemic. In line 
with this observation, another study declared the lack 
of providing spiritual care to patients with COVID-19 
disease (40). This is while spirituality is an important 
dimension of care provision to COVID-19 patients (41). 
Therefore, it is recommended that palliative care teams, 
consisting of psychologists and religious experts, be 
present in all hospitals to provide comprehensive care to 
these patients (42,43). 

This study also highlighted patient safety as one of 
the factors that should be considered when providing 
care to patients with COVID-19. In line with this result, 
a retrospective study affirmed an increase in the rate of 
falling off the bed during the COVID-19 pandemic (44), 
compromising patient safety and causing hip fractures, 
cerebral hemorrhage, and even death (45). Therefore, the 
quantity and quality of nursing care should be improved 
during patient care provision to prevent falls (46,47). 
This important issue requires nursing supervisors to 
strengthen their nursing forces to prevent their exhaustion 
and avoid the occurrence of such events for patients with 
COVID-19 who already suffer from many psychological 
problems.

According to the present study, medication errors were 
among other threats to the safety of COVID-19 patients 
during hospitalization. In line with this finding, the 
results of another study showed that medication errors 
were common among patients with COVID-19, and 
most of these errors were related to dose administration 

and incorrect drug use frequency (48). Furthermore, the 
findings of another study revealed that factors such as 
staff fatigue, overcrowded wards, unfavorable physical 
conditions, high workload, the lack of commitment, errors 
in drug prescription, and defects in the production and 
packaging of drugs by pharmaceutical companies were 
among the most common causes of medication errors 
(49,50). To minimize medication errors and maximize 
patient safety, the American Society of Health-System 
Pharmacists (ASHPs) suggests creating a specialized team 
to allocate resources, decide on alternative treatments, 
and resolve ethical problems in allocating limited drug 
resources (51). A resource allocation committee should 
establish a framework for rationing medications during 
drug shortages to avoid making prompt and hasty 
decisions at the bedside and reduce the likelihood of 
medication errors (51). Moreover, when a new drug 
enters the pharmaceutical market, physicians and nurses 
should be adequately informed about its prescription 
requirements, side effects, and post-administration care.

As the current study was conducted during the 
COVID-19 pandemic, some of the interviews were 
conducted by telephone; this is one of the limitations 
of this study which could have affected the richness 
of information. We tried to address this limitation by 
conducting complementary in-person interviews, as well 
as by increasing the number of interviewees. Given that 
the interviews were conducted after the recovery and 
discharge of the patients, it was difficult to find the key 
informant. Thus, we tried to minimize the effect of this 
problem by referring to the healthcare providers who 
knew the patients and their disease course. All health 
protocols were observed to reduce the risk of disease 
transmission during the interviews.

Conclusion
The present study showed patients with COVID-19 
faced a variety of challenges during receiving healthcare 
services, such as inadequate health system responsiveness, 
low-quality care services, and safety threats. To improve 
the health system responsiveness to the needs of patients 
with COVID-19, the system should consider upgrading 
the physical structure of healthcare facilities, equipping 
hospitals with amenities, and providing conditions for 
the staff to pay prompt attention to patients’ care needs 
while keeping respectful behavior. To enhance the quality 
of the health services provided to COVID-19 patients, it 
is necessary to implement comprehensive care programs 
and address these patients’ psychological and spiritual 
needs. With the proper management of the nursing 
workforce and using appropriate guidelines during care 
provision to COVID-19 patients, it is possible to improve 
the quality of nursing services, as well as the safety of 
hospitalized patients. 
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