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Abstract

Background: Although the workers in many occupations are at the greatest risk of catching and spreading COVID-
19 due to assembling and contacting people, the owners of these occupations do not follow COVID-19 health
instructions. The purpose of this study is to explain the reasons for not maintaining health guidelines to prevent
COVID-19 in high-risk jobs in Iran.

Methods: The present study was conducted with a qualitative approach among people with high-risk jobs in
Tehran during March and April of 2020. Data were collected through semi-structured interviews with 31 people
with high-risk occupations selected by purposeful sampling and snowballing. The data were analyzed using the
conventional qualitative content analysis method and MAXQDA-18 software. Guba and Lincoln’s criteria were also
used to evaluate the quality of the research results.

Results: 4 main categories and 13 sub-categories were obtained, including individual factors (personality traits, lack
of self-efficacy, little knowledge of the disease and how to observe health norms related to it, misconceptions
about health), structural factors (difficulty of access to health supplies, lack of supportive environment, weak laws
and supervision, the poor performance of officials and national media), economic factors (economic costs of living,
lack of government economic support), Socio-cultural factors (learning, cultural beliefs, social customs, and rituals).

Conclusion: COVID-19 prevention requires intervention at different levels. At the individual level: increasing
people’s awareness and understanding about how to prevent COVID-19 and strengthening self-efficacy in
observing health norms, at the social level: highlighting positive patterns of observing health issues and training
people about the consequences of social interactions during the outbreak of the virus, and at the macro level:
strengthening regulatory rules and increasing people’s access to hygienic products and support for the vulnerable
must be taken into account.
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Introduction
The Coronavirus, which first spread in 2003, is a wide-
spread family of viruses that lead to respiratory infec-
tions from a simple cold. COVID-19 is the newest
member of this family [1, 2], which has rapidly spread
around the world, and within a short period, it has be-
come the most pressing health issue in the world. There-
fore, the World Health Organization (WHO) declared it
a pandemic [3, 4]. The spread of the disease was so rapid
that it affected the economic, political, social, and even
military aspects of all countries in the world [3, 5–9].
The number of patients and deaths with the disease is

also increasing sharply [10, 11], and the mortality rate of
this disease is reported to be 3.5% [2]. On April 19th,
2021, the total number of people infected with the
COVID-19 in the world was 141 million, and the num-
ber of deaths was 3 million. The United States, India,
and Brazil were among the countries with the highest
rates of infection. The United States has the highest
number of deaths from COVID-19 with 581,061 records.
According to official statistics, Iran is one of the coun-
tries with the highest levels of COVID-19 infection with
2,237,000 infected cases and 66,732 deaths [12, 13].
The novelty of the COVID-19 virus and the lack of ad-

equate knowledge on how to prevent and control it have
made it challenging to prevent the disease. However, quar-
antine and maintaining health guidelines are some of the
significant ways to prevent this disease [7, 8, 14, 15].
One of the locations that can be a place for rapid

transmission of the virus is in the workplace [16]. In
most of the working areas, people are prone to exposure
to the new COVID-19 virus due to mass gatherings [17].
According to the WHO recommendations, restricting all
social activities, including businesses, plays a key role in
preventing the spread of the disease [18]. People are rec-
ommended to use face masks and disinfectants at work.
They are also advised to avoid shaking hands with others
and touching their eyes and nose, as well as to stay at
home if they have an underlying disease or are suspected
of having COVID-19 symptoms [19]. Some occupational
groups that are directly in contact with clients and cus-
tomers, such as health care workers [16, 20–22], trans-
portation staff, restaurant staff, cemetery workers,
commuting employees [20, 23], and hairdressers [24] are
at greater risk, and they need to listen and act according
to the health recommendations [16, 25, 26].
Despite having recommendations, some people and

high-risk business owners do not follow the health ad-
vice related to COVID-19 [16, 17]. There may be several
reasons for this. However, no independent study has in-
vestigated the reasons for not observing health guide-
lines on COVID-19. Liem et al., 2020, showed that
migrant workers, due to the lack of reliable information
in their language, did not understand the severity of the

epidemic and how to protect themselves against it. Thus,
they do not follow the health norms [27]. In the case of
other infections and infectious diseases such as influ-
enza, d’Alessandro et al., 2012, in a study on the reasons
of groups exposed to influenza (H1N1) for refusing to
vaccinate, showed that the existence of contradictory
and ambiguous information on the effects of vaccines
was a reason to avoid vaccination [28]. Adab et al., 2016,
also presented in a study that awareness and attitudes
about influenza (H1N1) can play a role in recommend-
ing health-based behaviors related to it [29].
Paying no attention to health instructions by high-risk

business owners can jeopardize their health and the
health of their families and even their customers. There-
fore, it is necessary to explore the reasons for this
phenomenon because by analyzing the reasons for the
reluctance of following health tips, policymakers, man-
agers, and health professionals can better plan to prevent
this problem. Also, new studies related to the COVID-
19 often employed quantitative, epidemiological, and
clinical approaches [30–32], and there are few qualitative
studies. Moreover, the reasons for not observing health
issues related to the COVID-19 pandemic have been less
researched. Therefore, the present study aimed to ex-
plain the reasons for not maintaining health advice to
prevent COVID-19 in high-risk jobs in Iran using a
qualitative method. The study was based on the experi-
ences of people engaged in high-risk occupations in the
period while quarantine rules and the lockdown was im-
posed in Iran. During this period, the activities in wed-
ding halls, schools and universities, private educational
centers, car sales centers, mosques, and other religious
centers were banned. And at the same time, other occu-
pations were allowed to operate by observing social and
physical distancing and implementing health protocols.

Method
Design
This study was conducted with a conventional qualita-
tive content analysis method [33, 34] in Tehran, the cap-
ital of Iran. No research has been conducted related to
this issue in Iran so far, and thus, it has many unknown
aspects that need to be studied. The qualitative approach
is more appropriate to discover the hidden aspects of
the problem; therefore, the researchers employed this
approach. Since the purpose of the research is more to
understand the phenomenon than to predict, and there
is complexity in the subject of the study, the researchers
used a qualitative approach and conventional content
analysis method. Qualitative content analysis is one of
the appropriate and coherent methods for analyzing
textual data that is used with the aim of a better under-
standing of various phenomena [35]. In conventional
content analysis, categories and subcategories are
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derived directly from interviews or group discussions
and are not pre-formed.

Participants
The participants in this study were engaged in high-risk
jobs such as drivers, salespersons, hairdressers, bank em-
ployees, and municipality personnel, who did not follow
the health recommendations related to COVID-19 pre-
vention (Table 1). The interview guide was developed
specifically for this study (Tale 2).
Due to the widespread and rapid outbreak of COVID-

19, all employees in different occupations are at risk of
contracting the disease, especially occupations that have
direct contact with clients and customers. However,
health care workers, laboratory staff, the staff of the
tourism industry and transportation, hotel and restaur-
ant staff, service center staff, service providers such as
shopkeepers, due to being in direct contact with people
or workplace contamination, are at greater risk. Prevent-
ive and control measures to protect these people against
COVID-19 depend on the type of work and the risk of
exposure, including the probability of contact with in-
fected people and contamination of the workplace. In-
clusion criteria included activity in high-risk
occupations, non-compliance with COVID-19 health ad-
vice, and ability and willingness to participate in the
study with maintaining safety norms.

Data collection
Purposeful sampling was used to choose the participants.
In a few cases (4 people), snowball sampling was used in
such a way that the researcher asked people who did not
follow the health recommendations and to introduce

their other colleagues who did the same. To collect the
data, semi-structured face-to-face interviews were used.
Moreover, notes were taken during the interview when-
ever necessary.
After receiving the code of ethics from the Iran Uni-

versity of Medical Sciences, the researcher (the corre-
sponding author of the article), the Data collection was
started. In the first step, maintaining the principles of
health advice, the researcher observed people in the
community and identified those who met the inclusion
criteria and interviewed them. The researcher then asked
these people to introduce their other colleagues who did
not follow and act according to the health norms in this
pandemic and met the inclusion criteria. At first, the
question was, “Do you use gloves, masks and wash your
hands regularly?” And in the event of a negative re-
sponse from participants, the interview process would
begin. The researcher first introduced himself and gave
a brief description of his resume to the participants. The
objectives and necessity of the research and the inter-
view process were then stated. Subsequently, when the
participants gave their written consent, the main ques-
tions of the interviews were asked. Prior to the interview,
all authors of the paper designed the general questions
of the interview in one face-to-face session, two online
sessions, and the question guide (Table 2). It should be
noted that the order of the interview questions was dif-
ferent for each participant, and other research questions
were asked according to the answer they provided. Par-
ticipants determined the time and place of the inter-
views. The average interview time was 60 min, mostly
done at workplaces and public places, such as parks. In
all the interviews, the health principles related to
COVID-19 were strictly maintained. The researcher
used appropriate gloves and mask and provided these
safety items to the participants, as well as kept the ap-
propriate distance. All interviews were recorded with the
consent of the participants. Data collection lasted for 40
days from March 10 to April 18, 2020.
The data collection process continued until saturation

was reached. Saturation in qualitative research is when
data repeat and no new concepts can be derived from it
[36]. In this study, the researchers reached saturation
after the 25th interview, but several other interviews
were done for accuracy, and finally, after 31 interviews,
the collection of research data was completed.
In order to observe the ethical principles in research,

written consent was taken from all participants and they
were told that there was no constraint to participate in the
research and that they could leave the interview whenever
they wished. They were also briefed on the interview
process and how the results would be published, as well as
they were assured that their names would remain confi-
dential in the publication of the results.

Table 1 Demographic information of participants

Variable Dimension Frequency (%)

Gender Female 8 (26)

Male 23 (74)

Age (Year) 18–38 8 (26)

31–50 15 (48)

Over 50 8 (26)

Marital status Married 24 (77)

Single 7 (23)

Job Salesperson 10 (32)

Bank employee 4 (13)

Hairdresser 8 (26)

Municipality employee 3 (10)

Driver 6 (19)

Education Under high school graduate 18 (58)

High school graduate to BA 3 (10)

Higher than BA 6 (19)
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Data analysis
The data analysis process was performed by the second
and the corresponding authors using the Graneheim and
Lundman’s method [33, 37]. They used the MAXQDA-
2018 software for this purpose. In the first step, the re-
searcher typed the texts of the interviews in Microsoft
Word 2017 with the help of other research colleagues
immediately after the first interview, on the interview
day. In the second step, the text of the interviews was
read carefully by the researchers three times to gain a
general understanding. In the third step, all the texts of
the interviews were read word by word with great care
and patience, and thus, the initial codes were extracted.
In the fourth step, the researchers put the codes, which
were similar in meaning and concept, and could be
placed in one group, into a subcategory and determined
how they would relate to each other. In the fifth step,
codes and subcategories were placed in the main cat-
egories, which were conceptually more comprehensive
and abstract. Finally, in a joint session, the whole data
analysis process was shared, and the opinions of all the
authors of the article were used.

Trustworthiness
To improve the quality of the results, Guba and Lin-
coln’s criteria were met [38, 39]. To enhance the cred-
ibility of the study, the researchers considered diversity
in sampling and selected participants who had the great-
est diversity in terms of demographic characteristics. To
ensure the dependability of the research, the findings
were provided to the participants with the telephone to
express their views, which was eventually approved by
all of them. Also, data analysis and findings were sent to
5 prominent researchers in the field of qualitative re-
search, who also approved the stages of analysis and
findings. To increase confirmability, while trying to
avoid bias by researchers, all authors of the paper were

involved in the process of analyzing and coding and all
of them were present at the meetings and expressed
their views. To increase transferability, a complete de-
scription of the entire research process was provided
and participants were quoted directly. The research find-
ings were also provided to seven individuals who had
similar conditions as the study participants. But they
were not included in our study. They also confirmed
that they had similar experiences that the participants
had.

Results
A total of 31 individuals participated in this study. Their
demographic characteristics are listed in Table 1. In the
data analysis process, 345 initial codes, 13 subcategories,
and 4 main categories were obtained (Table 3), which
are described below.

Individual factors
This category consists of sub-categories of personality
traits, lack of self-efficacy, little knowledge of the disease,
and how to observe health advice related to it, as well as
misconceptions about health.

Personality traits
The presence of certain personality traits, such as frus-
tration, carelessness, impatience, laziness, and risk-
taking in participants instigated them not paying atten-
tion to warnings and not acting according to the health
norms. Observing all the health norms related to the
prevention of COVID-19 required a lot of patience and
perseverance, which was beyond the ability of some par-
ticipants. Also, some of the other participants were in-
herently risk-takers, who due to their high risk-taking,
did not see any necessity to follow health advice to pre-
vent COVID-19. Moreover, the lack of hope for the fu-
ture due to socio-economic problems caused some

Table 2 Checklist for questions of the interview guide

No. Questions

1 What do you know about COVID-19? Please explain.

2 Please explain the symptoms, ways of transmission, and how dangerous COVID-19 is.

3 How do you think COVID-19 can be prevented?

4 Did you know that your job is one of the riskiest jobs in this COVID-19 pandemic? If yes, then why are you still working and have not stopped
working?

5 Why do not you follow health guidelines?

6 Do you have enough access to hygienic products or are you reluctant to use them yourself? Please explain.

7 Does your employer warn you about observing the health issues? Do they provide you with hygiene items? Explain.

8 Do your colleagues observe health issues? Please explain.

9 What do you think about the performance of officials and television about the information and warnings they provide for people? Do they
encourage you to consider health advice? Please explain.

10 What are the most important barriers for you to maintain the health norms? Please explain.
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participants to be reluctant to survive. So they could not
react appropriately to health issues.

"I don't care at all if I get COVID-19, I don't care
anything for a long time." (Participant 12)

"I don't have the patience to wear gloves or stay at
home." (Participant 1)

"Sometimes I pay attention to it, sometimes I get
lazy, I say take it easy." (Participant 5)

"I don't pay much attention to it, I'm not afraid of tak-
ing it, I'm not afraid of death, too." (Participant 8)

"I am disappointed with this world. Nothing matters
to me. It doesn't matter if I die or survive, that's why
I’m not hard on myself." (Participant 22)

The presence of certain personality traits in participants
made them reluctant to pursue health issues, which fur-
ther endangered their health.

Lack of self-efficacy
Many participants stated that they were unable to ob-
serve the health principles associated with COVID-19,
and this was due to the principles and rules that
must be followed to prevent infection. The COVID-
19 virus appeared all of a sudden and completely
changed the lifestyle of people. To prevent it, many
behaviors needed to be changed, such as washing
hands, wearing masks, etc., which some participants
find difficult, and they believed that they could not
do these things.

"As soon as I wear a mask, I feel short of breath."
(Participant 29)

Table 3 categories, subcategories, and codes extracted from data analysis

Categories Subcategories Codes

Individual
factors

personality traits Frustration, carelessness, impatience, laziness, risk-taking

lack of self-efficacy I can’t wash my hands after touching anything, I can’t wear gloves while driving, I can’t
wear a mask because I feel short of breath, it’s hard for me to stay at home, I can’t
work with my phone or do other things easily when I have gloves.

little knowledge of the disease and how to
observe health issues related to it

The use of one mask during the day, repeated use of a mask and disposable gloves,
incorrect use of the mask, insufficient knowledge about how to wash hands properly,
and lack of sufficient knowledge of symptoms, transmission ways and ways to prevent
COVID-19

misconceptions about health Most old men take COVID-19 seriously, young people do not consider it as fatal, and
people who had a previous illness die more. I am not sick. I am healthy. So nothing
happens to me. I’ve heard that COVID-19 is like the common cold, not believing in
quarantine

Structural
factors

difficulty of access to health supplies The high cost of hygienic products, lack of hygienic products, poor distribution of
hygienic products in the city, crowded queue for distribution of hygienic products,
poor quality of hygienic products

lack of supportive environment Not providing health facilities by the employer, lack of necessary hygienic products in
the workplace, crowded work environment, non-observance of health norms by the
customer or client, non-observance of health norms by colleagues

weak laws and supervision The lack of compulsion and pressure to observe health norms, the lack of rules to
punish offenders, the lack of strict enforcement by officials, and the lack of adequate
oversight for observing health norms

poor performance of officials and national
media

Not dealing with COVID-19 seriously, broadcasting contradictory messages, broadcast-
ing different statistics, joking around about COVID-19 effects and consequences, not
showing its serious consequences, and broadcasting TV shows (showing many people
together)

Economic
factors

economic costs of living Reduction of income, being in debt, being a tenant, not having a job other than high-
risk work, spending money on home and family

lack of government economic support Inadequacy of government assistance, fear of being fined by banks

Sociocultural
factors

learning Learning from officials as a model in media, Learning from neighbors as models,
Learning from colleagues as models

cultural beliefs Fatalism, being labeled as fastidious and foppish by colleagues in case of observing
health guidelines, being labeled as a coward by associates in case of observing health
guidelines

social customs and rituals New Year (Norouz) parties, close relationship with each other, to have courtesies with
colleagues
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"It's hard for me to wash my hands several times in
an hour." (Participant 16)

"I can't wear gloves when I’m driving." (Participant
8)

"If you want to be completely healthy, life will be
very difficult and I can't do that." (Participant 11)

There are many ways to transmit COVID-19, which can
cause people to observe many health issues; this can lead
to a decrease in self-efficacy in individuals because
people do not see the potential to follow all the health
tips.

Little knowledge of the disease and how to observe health
issues related to it
This subcategory includes codes, such as the use of one
mask during the day, repeated use of a mask and dispos-
able gloves, incorrect use of the mask, insufficient know-
ledge of how to wash hands properly and lack of
sufficient knowledge of symptoms, the way of transmis-
sion and prevention of COVID-19. This shows that
people have little knowledge of COVID-19 and do not
know how to observe corona-related hygiene require-
ments. Most participants had a low level of education
and their jobs were such that they often spent many
hours outside the home, which deprived them of ad-
equate training to prevent COVID-19. As a result, many
participants did not have a clear understanding of how
to follow health tips, and in many cases, even if they did
the desired behavior, they performed it incompletely,
which could endanger their health.

"I wear one mask every day and every time I want to
eat something, I take it off and put it in somewhere.
After having water or food, I use it again." (Partici-
pant 15)

"Before my customers come in, I tell them to wash
their hands. So I get sure I won't take it even if they
are sick." (Participant 23)

"When I see someone coughing, I walk away from
them and I don't let them get close to me. So nothing
threatens me anymore." (Participant 17)

"Those who have COVID-19 are sick very badly, so
they can't get out for shopping, so I'm not too scared."
(Participant 3)

Despite the widespread publicity in the media, many
people still do not have a clear understanding of
COVID-19 and how to observe hygiene requirements,

and this leads to the poor performance of preventive
and hygienic principles and, as a result, the spread of the
disease.

Misconceptions about health
Some participants had misconceptions about COVID-
19, its characteristics, and how it infects and transmits,
such misconceptions caused them to behave improperly
and to neglect health issues. With the outbreak of the
COVID-19 virus in Iran, a set of misconceptions was
formed in society from the very beginning. Some people
in the society considered themselves resistant to this
virus, and this issue caused them to be hesitant to ob-
serve health norms properly. In some cases, infection of
elderly people and people with an underlying disease led
the young people and those without an underlying dis-
ease to mistakenly believe that they were resistant to the
disease and did not need to be concerned about health
guidelines. Others were skeptical of the COVID-19
death toll, believing it was an exaggeration and it was
nothing more than a cold.

"Most old men take COVID-19 seriously, while
young people don't consider as fatal. Hence, I feel re-
laxed and carefree." (Participant 30)

"People who had a previous illness die more. I'm not
sick. I'm healthy. So nothing happens to me." (Par-
ticipant 22)

"I've heard that COVID-19 is like the common cold,
we take it too much seriously." (Participant 19)

"If I wash my hands regularly and don't eat anything
outside, I won't take COVID-19." (Participant 13)

The misconceptions about COVID-19 have led many
participants to believe that they are protected from the
disease, which makes them less likely to observe health
advice.

Structural factors
Structural factors refer to the issues that are beyond the
control and depend on the will of the individuals, and
even if the individual is willing to address health issues,
these factors can prevent it. This category includes the
subcategories of difficulty of access to health supplies,
lack of supportive environment, weak laws, and supervi-
sion, the poor performance of officials, and national
media.

The difficulty of access to health supplies
Many participants stated that they were more inclined to
observe health advice if there were health supplies. But
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in the community, scarcity, unfair distribution, and poor
quality of health products, and crowded shopping malls
were barriers to do so. The distribution of proper hy-
giene products to prevent the spread of COVID-19 has
not been done properly and the government has not
used an appropriate way for the public to have access to
it. Because, on the one hand, the cost of hygiene prod-
ucts is too high for many people. On the other hand, hy-
giene products have not been distributed in the right
amount in the city. So to get it, you have to search for
hours in the city, and if you find, you have to stand in
line for hours, which can have a great impact on not
using hygiene products.

"I like to observe, but if I want to be very hygienic, I
have to spend all the money I make to buy hygienic
products." (Participant 2)

"At first, I was very sensitive and looked for masks
and gloves, but no pharmacies had these items so I
let it go." (Participant 4)

"In the whole city, only a few places are arranged to
distribute hygienic products. If you want to go, you
have to wait in line for two hours. With these work-
ing conditions, I can't stand in line, although the
queue itself is very dangerous because everyone is
close to each other and not far enough from each
other."(Participant 17)

"Two or three days ago, I took a pack of gloves, and
as soon as I wore them, they were torn."(Participant
13)

Therefore, one of the main reasons for not observing the
health norms among the participants was the difficulty
of access to health supplies. Health officials in Iran have
not been able to create a suitable mechanism to provide
easy access to hygienic products for all people.

Lack of supportive environment
Most participants stated that in the workplace,
there is no support for following the health norms
as well as there are many barriers that prevent
them from observing health instructions. These bar-
riers include having inadequate health supplies and
necessary hygienic products in the workplace, over-
crowding, not observing health issues by the clients
and customers, and not observing health issues by
colleagues.

"I'm a taxi driver. Taxi drivers’ organization should
have given us masks and gloves, but they didn't give
us anything." (Participant 6)

"I’m a bank employee. From the beginning, they
agreed to give us a hand disinfectant solution, but so
far they haven't done anything. Maybe I would have
followed health protocols if they had given us the
equipment." (Participant 9)

"Our workplace is always crowded. If we observe
health norms ourselves, it is useless when others do
not observe it. We warn so many times a day, but no
one listens. So I let it go." (Participant 9)

"I was very sensitive and observant, but when I saw
that none of my colleagues observed health issues, I
got disappointed." (Participant 21)

Therefore, the lack of a strong supportive environ-
ment in the workplace and the lack of health supplies
in it as well as the reluctance of the colleagues not
observing health norms by were the main reasons be-
hind it.

Poor laws and supervision
During the COVID-19 pandemic, the Iranian govern-
ment, like other countries, failed to enact strong laws to
make people comply with health rules. Therefore, many
people did not feel any obligation to comply with the
protocols announced by the Ministry of Health, and in
many cases violated these protocols because they did not
face any fines. Many participants criticized the laws and
rules related to health issues and the way of supervising
health issues, stated items, such as the lack of pressure
to observe health issues, the lack of rules to punish of-
fenders, the lack of strict enforcement by officials, and
the lack of adequate oversight for observing health
advice.

"We Iranians are accustomed to being forced to do
something, otherwise we don’t observe anything.
Maybe if they forced us to observe rules, I would do
it." (Participant 23)

"Everyone behaves the way they want. They did not
make any laws to penalize those who do not observe
health issues. They only fined those who had moved
from their city to another city." (Participant 31)

"In the media, officials tell us to observe health ad-
vice all the time, but they never monitor. If they have
more control, everyone will have to observe." (Partici-
pant 28)

"If they had set the law and had supervised it, both I
and all my colleagues would have observed." (Par-
ticipant 7)
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Therefore, the participants mentioned the lack of strong
laws and poor supervision as one of the reasons for not
observing health rules.

The poor performance of officials and national media
Many participants stated that they were dissatisfied with
the performance of the authorities and the national
media in reflecting issues related to COVID-19. Because
they played a role in not observing health norms by not
dealing with COVID-19 seriously, broadcasting contra-
dictory messages, broadcasting different statistics, mak-
ing fun of COVID-19, not showing its serious
consequences, and broadcasting TV shows (showing
many people together).

"Many officials didn't take COVID-19 seriously at
first, and we don't take it seriously when we see they
don't take it seriously." (Participant 11)

"We have heard so many strange statistics that we
no longer believe in anything. That is why I say that
whatever happens is not important." (Participant 12)

"On TV, they telecast different opinions every day,
one day they say to wash your hands a lot, another
day they say wash a little. One day they say when
you go home from work, wash your clothes, another
day they say don't wash. One day they say not every-
one should wear a mask, another day they say every-
one should wear a mask. We are human beings, we
got tired."(Participant 25)

"At first I took it very seriously and observed it, but
when I saw the officials all joking around about
COVID-19, I somehow concluded that this is not
such a dangerous disease." (Participant 18)

"On television, they say don't gather in crowded
places, but they put a hundred people in a small
place in their programs. Well, when a person sees
these, he feels that he doesn't need to be so obser-
vant." (Participant 10)

Therefore, the officials and the national media, who
could have played a significant role in informing the
people, with their poor and conflicting performance, not
only discouraged the people to maintain health norms,
but also discouraged them from doing so.

Economic factors
This category consists of the subcategories of economic
costs of living and lack of government economic sup-
port. Iranian society has been under economic pressure
in recent years due to sanctions, and this has led to the

prioritization of the economy and lack of public atten-
tion to health issues.

The economic costs of living
In recent years, Iran has faced a difficult economic situ-
ation due to US sanctions. Thus, providing necessities
for many people has become a major problem. This and
the aftermath of COVID-19 left many businesses half-
closed and people with lower incomes are already strug-
gling to meet their needs. Most of the participants, espe-
cially those who were in freelance jobs, stated they could
not close their high-risk jobs due to the economic pres-
sure on their families and inevitably they had to go to
work.

"My income has been declining since the outbreak of
the coronavirus. I stayed home for a week, but I saw
that this was putting a lot of pressure on my family.
So I went back to work." (Participant 27)

"I am a tenant. If I can’t pay the rent at the end of
the month, my landlord will complain a lot. I don't
have any other income, so I have to do vending."
(Participant 16)

"I'm paying for a family of six. If I don't go to work,
how can I earn and pay for their expenses? I know
it's a bad situation and I may get sick and my
family's condition may get worse, but I have no choi-
ce."(Participant 15)

"Anyone who comes out in this condition and puts
his life in danger, be sure, it’s because of the finan-
cial pressure, otherwise no one will like to get
COVID-19." (Participant 4)

Thus, the high cost of living and the lack of income in
these critical circumstances forced many participants to
go to work despite being aware of the dangers that
might threaten their health.

Lack of government’s economic support
The Iranian government failed to support the lower clas-
ses economically as needed during the COVID-19 crisis.
So many participants were forced to work despite realiz-
ing the risky conditions that could threaten their health
in order to be able to cover living expenses. With
COVID-19, many businesses fell and many families were
under a lot of pressure. Under these circumstances, most
of the participants expected the government to provide
them with more financial assistance, but they said that
the government’s assistance was very small and they
were even pressured by banks to pay their loan install-
ments. So they had to work in their high-risk jobs.
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"The government didn't help me as a vendor, they
tell us to stay home all the time, they don't know
about my life." (Participant 7)

"Living costs have risen so much that with the little
help the government is giving, we can't make a living,
so people like me are forced to go to work in these
bad conditions." (Participant 21)

"I owe to the bank and I have a monthly install-
ment. If I don't pay my installment, I have to pay
a fine. Instead of thinking about me, the govern-
ment is just telling me to observe health issues. I
come to work due to fear of being fined so that I
can pay my installments at the end of the
month."(Participant 24)

The inadequacy of the government’s financial assistance
and not considering the conditions of the families have
forced many people to continue their work due to finan-
cial difficulties.

Socio-cultural factors
Social and cultural factors always play a significant role
in not observing health issues, and without knowing
them, it is not possible to provide a complete explan-
ation for the reasons for not observing health norms.
The category of social and cultural factors in this study
includes subcategories of learning, cultural beliefs, and
social customs and rituals.

Learning
At the beginning of the outbreak of COVID-19 in
Iran, many people in the society, even the country’s
officials, did not heed the warnings of health experts,
and their inattention to health issues and non-
compliance with health rules in society had become a
model. As a result, many people learn to disregard
health issues by looking at society. Some participants
told that when they saw officials, neighbors, col-
leagues, and others with whom they associate did not
maintain health guidelines, they somehow followed
them as a model and learned from them not to ob-
serve health norms.

"I see a lot of officials on TV who have ten reporters
in front of them but they don't use a mask. I say to
myself it is not necessary; I have such a job that no
more than ten people gather in my shop." (Partici-
pant 12)

"Most of my colleagues don't observe health norms.
Well, when I see them, I get kind of relieved and I
don't observe, too." (Participant 16)

"When I see our neighbors who don't observe health
tips, I tell myself that I’m like them, whenever they
observe, I do too." (Participant 5)

Since many people in Iran do not observe the health tips
related to COVID-19, this non-observance of health is-
sues has become a model; So that people learn from
each other not to follow the health tips.

Cultural beliefs
In Iran, certain cultural beliefs and behaviors cause
people to pay less attention to health issues. Fatalism,
unfaithfulness to the fact that problems can be solved by
observing health issues, and being labeled as fastidious
and foppish by colleagues if health issues are observed,
are part of these beliefs and behaviors. Some of these be-
liefs are rooted in religion because most followers of
Islam believe that life and death are in the hands of God
and our behavior as human beings does not affect the
time of our death. So they did not see the need to ob-
serve health norms. Also, some other beliefs are rooted
in the culture and socialization of people because, in
Iranian society, non-observance of health issues is con-
sidered as courage and its observance is considered as a
kind of fear, and those who observe health issues are la-
beled as cowards.

"Death and life are in the hands of God. If God
wills, I will get sick even if I don't get out of my
room; but if God doesn't will, if I go to the hos-
pital and shake hands with COVID-19 patients, I
won't get sick, so we shouldn't take it too hard."
(Participant 8)

"I put on a mask for a few days, but my friends were
making fun of me and saying, 'When did you get so
fastidious?', so I took it off." (Participant 15)

"One of our colleagues was wearing a mask and
gloves and was not talking to anyone. The rest
of the colleagues were making fun of him, saying
he was coward and afraid of death." (Partici-
pant 27)

"From day one, God has decided how we die, so
whatever is supposed to happen will happen,
whether I observe or not." (Participant 22)

The belief that the destiny of people’s lives has been pre-
determined was prevalent among the participants. Also,
in Iranian society, those who observe health issues are
usually stigmatized as being fastidious and coward by
those around them, and this can play a role in not ob-
serving health rules.
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Social customs and rituals
COVID-19 prevalence in Iran coincided with New Year,
which has its own special social and cultural conditions.
Most of the participants said that due to social condi-
tions and customs such as New Year parties, close rela-
tionships with each other, and having courtesies with
colleagues it was difficult for them to maintain health
advice.

"I, as a vendor, have been waiting all year for
Norouz (Iranian New Year) to earn money for
costs of several months. Now I can't stay home
and let it go, although my sales have decreased a
lot." (Participant 20)

"Everyone expects you to visit them on Norouz
(Iranian New Year) vacation. I can't tell my mother
that COVID-19 has come and we can't visit you."
(Participant 6)

"We Iranians have a lot of courtesy. It happens to
me many times that my colleague used my tools,
but I couldn't tell him anything." (Participant 28)

"Everyone loves to congratulate each other on the
New Year. When my colleague comes to kiss me,
how can I tell him that he shouldn’t kiss me, you
might get sick? I’m sure he gets upset. “(Partici-
pant 30)

There are strong kinship patterns in Iran and it plays a
strong role in the communication and behavior of
people. Therefore, most people gather at special parties
and ceremonies and their presence are mandatory and if
someone is absent they will be blamed by relatives. In
the New Year, despite having many warnings from
health experts, people could not refrain from attending
family ceremonies due to the pressures of social customs
and this made many problems for observing the health
rules. The existence of specific social customs as well as
the coincidence of the COVID-19 prevalence with New
Year in Iran made it more difficult for Iranians to ob-
serve health guidelines.

Discussion
This study was conducted to explain the reasons for not
observing health tips to prevent COVID-19 in high-risk
jobs in Iran using a qualitative method. According to the
research results, various individual, socio-cultural, eco-
nomic, and structural factors were influential on the
non-observance of health advice and a low number of
preventive behaviors among people with high-risk jobs.
Personality traits, including carelessness, impatience,

laziness, risk-taking, and frustration were among the

individual factors that led to the negligence of warnings
and non-observance of health issues. Several studies
have shown that personality traits can be effective in
neglecting health behaviors. In the study of Lotfi et al.,
2013, being unmotivated was mentioned as one of the
factors influencing the non-use of condoms among pros-
titutes [40]. Lack of self-efficacy was another contribut-
ing individual factor for not observing the health rules.
Hence, many people find themselves unable to observe
health those health norms.
In the present study, little knowledge of the disease

and health guidelines is one of the main subcategories
and results of the study in individual issues. In line with
this finding, Liem et al., 2020, stated that one of the rea-
sons for not following the health norms and not protect-
ing oneself against COVID-19 was the lack of correct
information and not understanding the danger of the
disease [27]. According to the study, despite global con-
cerns and media attention to the issue of COVID-19,
many people still do not have a clear understanding of
COVID-19 and its consequences. Therefore, it leads to
inaccurate prevention strategies and health rules. This
finding is consistent with the results of the study of
Taghrir (B) et al., 2020, in which less than half of the re-
spondents stated that they had received all the informa-
tion about the COVID-19 [41]. However, the population
in their study was medical students who have higher
health literacy than the samples studied in the present
study. Regarding the knowledge and understanding of
the disease in a study in Canada, the results showed that
the knowledge and understanding of the risk of the dis-
ease are effective in observing the preventive behaviors
for COVID-19 [42]. In the studies of Smith et al., 2020,
in the United Kingdom and Carlucci et al., 2020, in Italy,
low perception of risk played a role in non-adherence to
home quarantine and health norms [43, 44]. Besides, in
the case of influenza, one of the reasons for people not
being vaccinated was the ambiguity due to access to
multiple and contradictory sources of information about
the consequences of vaccination [28]. All the discussions
under the category of little knowledge of the disease and
health guidelines related to it can be raised in the con-
text of health literacy. The important aspect is the ability
to use health knowledge and information provided to
the public by the responsible organizations. At present,
information related to COVID-19 is available to the pub-
lic, but it is not adequate. Because, people must make
well-informed decisions, and this decision-making re-
quires having the skills and abilities to use the informa-
tion properly. If the level of public health literacy leads
to the ability to use the information correctly, the level
of compliance with preventive behaviors for COVID-19
will be higher. Misconceptions about COVID-19 were
another interesting result of the research. The ambiguity
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of the cause and the prevalence of COVID-19, on the
one hand, and the inconsistent and constantly changing
information due to media domination, on the other
hand, had led to misconceptions about COVID-19. It led
many of the participants to see themselves resistant to
the disease, which made them less likely to observe
health norms. In the study of Vázquez et al., 2020, the
results indicated that the misconception that COVID-19
was not associated with asthma played a major role in
non-compliance with health guidelines [45]. A Ugandan
study on misconceptions and the risk of COVID-19
found that participants believed that men were more
susceptible to COVID-19 than women and children [46].
In a study by Mekonnen et al., 2020, in Ethiopia on fac-
tors related to false beliefs of society about COVID-19,
the results showed that job status, especially unemploy-
ment and lack of knowledge about the number of
COVID-19 patients, was associated with misconceptions
about the disease [47].
Structural factors were another result of the study.

One of the main reasons for not observing health norms
in participants was the difficulty of access to medical
supplies. Accessibility means the opportunity and the
ability to use services. Numerous studies have examined
the impact of accessibility on public health [48, 49] be-
cause access to health services is one of the main goals
of policymakers and a good way to achieve justice in the
health sector. The results of the study showed that ac-
cess to health services and supplies needed to deal with
COVID-19 was undesirable, and people considered non-
observance of health rules as a response to the feeling of
injustice in the distribution of these services and sup-
plies, indicating that the authorities of healthcare in Iran
have not been able to create a suitable mechanism to
give people access to these health supplies. In this re-
gard, Emanuel et al., 2020, showed that governments
and policymakers should put in all their effort to prevent
the shortage of medical resources during the COVID-19
Crisis [50]. A study by Nzaji et al., 2020, in the Demo-
cratic Republic of the Congo demonstrated that dissatis-
faction with the actions of the Ministry of Health in
providing services and the provision of necessary med-
ical equipment was effective in non-compliance with
health orders [51]. Also, participants mentioned the lack
of strong laws and poor oversight as another factor in
the non-observance of health guidelines. The COVID-19
experience in Iran showed that health protocols notified
by health institutions and the government did not have
strong enforcement and oversight and were often not
maintained. Furthermore, irresponsible people who did
not follow the health norms did not get penalized. At
the same time, the implementation of quarantine and
traffic control as a rule and norm in society was not
maintained strictly. Quarantine and preventing exposure

to infectious diseases have been used as one of the oldest
and most effective methods to control the spread of in-
fectious diseases [15, 41, 52]. Taghrir (A) et al., 2020,
showed that collective quarantine is effective in prevent-
ing the spread of COVID-19 [53]. The lack of a support-
ive environment was another finding of the research.
Poor support and sometimes barriers in the workplace,
such as not providing health supplies by the employer,
not providing the necessary hygiene items in the work-
place, crowded work environment, not observing health
norms by the customer, client, and other colleagues were
could lead to a potential disaster. It is natural that when
the environment does not want the person to observe
health rules, the person will not have much desire to
confront the pressure and the atmosphere around him.
Regarding the specific conditions of COVID-19, the per-
formance of officials and the media has been an influen-
tial factor in all countries and has been continuously
evaluated [54, 55]. The results of the study showed that
the authorities, by not taking COVID-19 seriously and
sometimes making fun of its consequences, broadcasting
contradictory messages, different statistics and figures,
setting the ground for reducing trust, made the respon-
dents underestimate the performance of the officials and
the national media. Chen et al., 2020, have shown that in
times of public crises, governments must quickly and ef-
ficiently communicate crises information effectively to
the members of the community. Because failure to do so
will inevitably lead citizens to fear, lack of confidence
and trust, non-observance of instructions and guidelines,
and anxiety [54]. Abramowitz et al., 2015, also showed
that the Libyan government’s various health messengers
and media reports about Ebola had negative conse-
quences for society [56]. However, in the field of infor-
mation and the use of social networks and media, the
speed of action of governments and responsible organi-
zations for accurate, unambiguous, uniform, and regular
information should be made compulsory to lead people
to follow the health norms. In Iran, social capital is at a
weak (low) level and the relationship and interaction of
the government with the nation is not a two-way rela-
tionship based on cooperation, trust, and agreement.
Moreover, the officials and rulers are far from the people
and do not fulfill their roles and responsibilities properly.
This situation is exacerbated by poor support, adapta-
tion, and social adjustment. The people’s trust in the
government is very low, and the weakness of the govern-
ment in gaining the trust of the people and not organiz-
ing their participation in solving social problems creates
grounds for distrust and people’s unwillingness to accept
the recommendations and policies of government offi-
cials. In other words, trust at the society level is low and
this trust in the government is minimal, as well as
people do not follow the protocols designed and
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communicated by the government due to stubbornness
with the government. In other words, the government
lacked adequate social capital from the beginning and,
by adopting inappropriate policies to combat the
COVID-19 crisis, reduced this capital even more than
before. At the societal level, if social cohesion is high,
the level of compliance with health protocols will be bet-
ter. Because people see themselves the same as and in
line with the government and the society. There was not
much cohesion during the outbreak of COVID-19, and
people did not fulfill their responsibilities appropriately
due to a lack of sense of belongingness to the society
and the government. People had little cooperation with
the health and medical staff. The government should
work on strengthening social capital, which is based on
shaping the internal cohesion of the government so that
it can gain the connection and trust of people, and by
strengthening communication, create empathy and
strengthen the social capital and social trust of the
people.
According to the results of this study and in line with

other studies [57, 58], economic costs of living and lack
of economic support from the government were among
the economic reasons for not observing health advice.
Many people were forced to continue their job due to
the economic conditions of the family, unstable income,
as well as the high cost of living, even in the critical situ-
ation. With the outbreak of coronavirus and falling of
businesses, these pressures on families have become
huge, and the support of the government and other in-
stitutions was needed at that time. However, the results
of the study showed that government grants and facil-
ities were very little and not enough to meet the basic
needs of the families. These people prioritize economic
need over any other issue and threat and see the inability
to meet economic needs more deadly than any other
disease.
The category of social and cultural factors was another

major and interesting finding of the present study.
Learning is the central part of every person’s life. In the
present study, the results showed that people’s behavior
in society affects each other and the non-observance of
health norms by people can be explained regarding the
observation of other people’s behavior. In Iran, since
COVID-19 is not taken seriously and hence, many
people do not observe the health issues related to it.
Thus, this non-observance of health issues has become a
model. Abramowitz et al., 2015, in examining the con-
tent of communications and transmission of Ebola-
related behaviors and practices through mass media and
social learning in Liberia showed that people’s behavior
concerning Ebola was influenced by social learning and
the behavior of other people and media [56]. Bellato’s
study, 2020, discovered that people followed health and

safety norms by following others, and this was significant
during the COVID-19 outbreak [59].
Cultural beliefs were another reason for the lack of ob-

servance of health advice. Fatalism and non-belief in ob-
serving health norms, followed by solving problems with
traditional ways, was highly prevalent in Iran. Fatalism
in Iran is one of the main challenges in the field of cul-
ture for the logical perception of risk. In the present
study, fatalism was one of the influential factors. These
findings are consistent with the study of Taghrir (B)
et al., 2020, which showed that the level of risk percep-
tion among medical students, especially interns, is low
[41]. Additionally, the results of the study showed that
another major reason for not observing health norms in
Iranian society should be sought in the field of culture,
customs, and rituals. Cultural factors have such a strong
influence on the perception of risk that it practically
causes the Iranian society to pay no attention to health
issues. Studies in the field of infectious disease epidemi-
ology have sought to examine the role of cultureS and
social customs in diseases, such as HIV/AIDS, Ebola,
SARS, and more recently COVID-19 [60–62]. In the
case of COVID-19, the coincidence of its prevalence
with New Year and the existence of special social cus-
toms and rituals in Iran, which have a strong normative
and value aspect, making it more difficult for Iranians to
observe health advice. New Year parties, visits, and close
relationships with each other led to the normalization of
the situation, not taking the COVID-19 seriously, and
the increase of the infected cases.

Limitations and strengths
This study is one of the first studies in Iran and most
likely (based on a large search of COVID-19 articles) in
Central Asia that identified the reasons for not following
health tips related to COVID-19 with a qualitative
method and from the perspective of high-risk business
owners which can provide policymakers with useful in-
formation for proper planning to intervene to increase
the observance of health issues in high-risk occupations.
Variety in sampling and selection of people with differ-
ent occupations was the other strength of this study.
This research also had some limitations. Finding

people who met the inclusion criteria and worked, espe-
cially in high-risk occupations was a limitation of this re-
search. Because due to quarantine and restrictions on
occupational activities, some high-risk occupations were
closed, and samples were more difficult to be accessed.
Furthermore, some participants were reluctant to face-
to-face interviews due to the outbreak. The researcher
relieved their worry by observing health tips and giving
gloves and masks to them. Keeping the distance with
participants during the interview made some partici-
pants feel uncomfortable, and the intimate atmosphere
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between the researcher and the participants did not take
place. Also, the interviews that took place outdoors, due
to the loud noise, in some cases, reduced the quality of
the recorded sound and made it difficult to transcribe.
The difficulty of transcribing the interview also made
the data analysis time-consuming, and in some cases, it
was necessary to listen to a text several times and several
people to confirm the correctness of the text, and even
in several cases, the interviewees were called to confirm
the transcript. It was separate from the process used to
validate the data. The shortage of masks and gloves was
another limitation of this research because the re-
searcher had to spend many hours finding gloves and
masks.

Conclusion
The results of the study showed that individual, struc-
tural, economic, and socio-cultural factors contribute to
the non-observance of health advice related to COVID-
19 among high-risk job owners. Therefore, prevention of
the spread of this disease requires intervention at various
levels. In order to strengthen people’s attitudes and be-
havior to follow health recommendations, it is necessary
to act coherently so that all different aspects of this
phenomenon are considered. Individual and collective
education and strengthening the health literacy of the
people is necessary to make them follow the health rec-
ommendations. Awareness can be raised through various
media such as television and cyberspace. Moreover, the
government should take action to strengthen social cap-
ital, with the people and for the people, not acts as the
only custodian of health and decides for them without
sufficient knowledge of the health, economic and social
needs of the people. Because when people are involved
in government decisions, it is easier for them to follow
the rules and regulations. This requires the government
to connect and be in line with people. Hence, the gov-
ernment can gain the trust of the people by involving
them in problem-solving and planning. It is also possible
to persuade people to stay home or follow health advice
when they leave home by meeting some of their eco-
nomic needs and making available the hygiene products
they need.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-021-10889-4.

Additional file 1. Checklist for questions of the interview guide.

Acknowledgments
All participants in this study are appreciated.

Authors’ contributions
All authors participated and approved the study design. JYL, SFI, and SA
contributed to designing the study. GS, NSA, and TKH collected the data and
analyzed it by HR, MM, and SFI. The final article was written by SFI, JYL, and
SA. All authors read and approved the final manuscript.

Funding
This research was supported by Iran University of Medical Sciences under
Grant: (Grant No. 99-1-90-17877). The funders, however, played no role in de-
signing the study, collecting and analyzing data, manuscript preparation, and
the decision to publish the manuscript.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was provided ethical approval by the Iran University of Medical
Sciences (IR.IUMS.REC.1399.636). Written consent was obtained from all
participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Preventive Medicine and Public Health Research Center, Psychosocial Health
Research Institute, Iran University of Medical Sciences, Tehran, Iran.
2Department of Public Health, School of Health, Urmia University of Medical
Sciences, Urmia, Iran. 3Department of Social Welfare Management, Social
Welfare Management Research Centre, University of Social Welfare and
Rehabilitation Sciences, Tehran, Iran. 4Islamic Azad University Sanandaj
Branch, Sanandaj, Iran. 5Mental Health Research Center, Psychosocial Health
Research Institute, Iran University of Medical Science, Tehran, Iran. 6Health
Management and Economics Research Center, Iran University of Medical
Sciences, Tehran, Iran. 7Health Promotion Research Center, Iran University of
Medical Sciences, Tehran, Iran.

Received: 27 October 2020 Accepted: 22 April 2021

References
1. Yang Y, Shang W, Rao X. Facing the COVID-19 outbreak: what should we

know and what could we do? J Med Virol. 2020;92(6):536–7. https://doi.
org/10.1002/jmv.25720.

2. WHO. Coronavirus disease 2019 (COVID-19): situation report; 2020a. p. 85.
3. Li S, Wang Y, Xue J, Zhao N, Zhu T. The impact of COVID-19 epidemic

declaration on psychological consequences: a study on active Weibo users.
Int J Environ Res Public Health. 2020;17(6):2032. https://doi.org/10.3390/
ijerph17062032.

4. Yoosefi Lebni J, Irandoost SF, Mehedi N, Sedighi S, Ziapour A. The Role of
Celebrities during the COVID-19 Pandemic in Iran: Opportunity or Threat?
Disaster Medicine and Public Health Preparedness. 2021. p. 1–7.

5. Mann CL. Real and financial lenses to assess the economic consequences of
COVID-19. London: Centre for Economic Policy Research (CEPR); 2020. p.
81–5.

6. Özatay F, Sak G. What can we do to manage the economic consequences
of COVID-19? Economic policy Research Foundation of Turkey (TEPAV).
Policy Note N. 2020;202006:1–8.

7. Magnavita N, Sacco A, Chirico F. Covid-19 pandemic in Italy: pros and cons.
Zdrowie Publiczne i Zarządzanie. 2020;18(1):32–5. https://doi.org/10.4467/2
0842627OZ.20.002.12656.

8. Chirico F, Sacco A, Magnavita N, Nucera G. Coronavirus disease 2019: the
second wave in Italy. J Health Res. 2021;(ahead-of-print). https://doi.org/1
0.1108/JHR-10-2020-0514.

9. Yoosefi Lebni J, Abbas J, Moradi F, Salahshoor MR, Chaboksavar F, Irandoost
SF, et al. How the COVID-19 pandemic effected economic, social, political,

SoleimanvandiAzar et al. BMC Public Health          (2021) 21:848 Page 13 of 15

https://doi.org/10.1186/s12889-021-10889-4
https://doi.org/10.1186/s12889-021-10889-4
https://doi.org/10.1002/jmv.25720
https://doi.org/10.1002/jmv.25720
https://doi.org/10.3390/ijerph17062032
https://doi.org/10.3390/ijerph17062032
https://doi.org/10.4467/20842627OZ.20.002.12656
https://doi.org/10.4467/20842627OZ.20.002.12656
https://doi.org/10.1108/JHR-10-2020-0514
https://doi.org/10.1108/JHR-10-2020-0514


and cultural factors: a lesson from Iran. Int J Soc Psychiatry. 2020;
0020764020939984:1–3.

10. Remuzzi A, Remuzzi G. COVID-19 and Italy: what next? Lancet Haematol.
2020;7(5):365–6.

11. Zangrillo A, Beretta L, Silvani P, Colombo S, Scandroglio AM, Dell’Acqua A,
et al. Fast reshaping of intensive care unit facilities in a large metropolitan
hospital in Milan, Italy: facing the COVID-19 pandemic emergency. J Aust
Acad Critical Care Med: Critical Care and Resuscitation. 2020;22(2):91–4.

12. worldometers.info. https://www.worldometers.info/coronavirus/. 2021.
Accessed 19 Apr.

13. Coronavirus John Hopkins-. https://coronavirus.jhu.edu/. 2021. Accessed 19
Apr.

14. Liu X, Na R, Bi Z. Challenges to prevent and control the outbreak of Novel
Coronavirus Pneumonia (COVID-19). Zhonghua Liuxingbingxue Zazhi. 2020;
41(0):E029-E.

15. Hellewell J, Abbott S, Gimma A, Bosse NI, Jarvis CI, Russell TW, et al.
Feasibility of controlling COVID-19 outbreaks by isolation of cases and
contacts. Lancet Glob Health. 2020;8(4):e488–e96. https://doi.org/10.1016/
S2214-109X(20)30074-7.

16. Rafeemanesh E, Ahmadi F, Memarzadeh M. A Review of the Strategies and
Studies on the Prevention and Control of the New Coronavirus in
Workplaces. Arch Bone Joint Surg. 2020;8(Covid-19 Special Issue):242–6.

17. Habibzadeh P, Stoneman EK. The novel coronavirus: a bird's eye view. Int J
Occup Environ Med. 2020;11(2):65–71. https://doi.org/10.15171/ijoem.2020.1
921.

18. WHO. Getting your workplace ready for COVID-19: How COVID-19 spreads,
19 March 2020. Geneva: World Health Organization; 2020b.

19. Centers for Disease Control and Prevention. Coronavirus disease 2019
(COVID-19). How to protect yourself & others. United States: Centers for
Disease Control and Prevention; 2020.

20. Guidance CI. Interim guidance for businesses and employers to plan and
respond to coronavirus disease 2019 (COVID-19); 2020.

21. Chirico F, Magnavita N. The crucial role of occupational health surveillance
for health-care workers during the COVID-19 pandemic. Workplace Health
Safety. 2020;69(1):5–6. https://doi.org/10.1177/2165079920950161.

22. Magnavita N, Chirico F. COVID-19 infection in Italy: an occupational injury. S
Afr Med J. 2020;110(6):12944.

23. Rafeemanesh E, Ahmadi F, Memarzadeh M. A review of the strategies and
studies on the prevention and control of the new coronavirus in
workplaces. Arch Bone Joint Surg. 2020;8(suppl1):242–6. https://doi.org/1
0.22038/abjs.2020.47410.2323.

24. Peng X, Xu X, Li Y, Cheng L, Zhou X, Ren B. Transmission routes of 2019-
nCoV and controls in dental practice. Int Oral Sci. 2020;12(1):1–6.

25. Magnavita N, Chirico F. New and Emerging Risk Factors in Occupational
Health. Basel: Multidisciplinary Digital Publishing Institute. 2020;10(24):8906.

26. Chirico F. The role of health surveillance for the SARS-CoV-2 risk assessment
in the schools. J Occup Environ Med. 2021;63(4):e255–6. https://doi.org/10.1
097/JOM.0000000000002170.

27. Liem A, Wang C, Wariyanti Y, Latkin CA, Hall BJ. The neglected health of
international migrant workers in the COVID-19 epidemic. Lancet Psychiatry.
2020;7(4):e20. https://doi.org/10.1016/S2215-0366(20)30076-6.

28. d'Alessandro E, Hubert D, Launay O, Bassinet L, Lortholary O, Jaffre Y, et al.
Determinants of refusal of A/H1N1 pandemic vaccination in a high risk
population: a qualitative approach. PloS one. 2012;7(4):e34054-e.

29. Adab Z, Azizi M, Solhi M, La M, Irandoost SF. Dormitory student's Knowlege
and Atittiude about influenza a (H1N1) disease. Rahavard Salamat J. 2016;
2(2):10–7.

30. Dong E, Du H, Gardner L. An interactive web-based dashboard to track
COVID-19 in real time. Lancet Infect Dis. 2020;20(5):533–4. https://doi.org/1
0.1016/S1473-3099(20)30120-1.

31. Rothan HA, Byrareddy SN. The epidemiology and pathogenesis of
coronavirus disease (COVID-19) outbreak. J Autoimmun. 2020;109:102433.
https://doi.org/10.1016/j.jaut.2020.102433.

32. Gao J, Tian Z, Yang X. Breakthrough: Chloroquine phosphate has shown
apparent efficacy in treatment of COVID-19 associated pneumonia in clinical
studies. Bioscience Trends. 2020;14(1):72–3. https://doi.org/10.5582/bst.2020.01047.

33. Mohammadi Gharehghani MA, Khosravi B, Irandoost SF, Soofizad G, Yoosefi
LJ. Barriers to condom use among female sex workers in Tehran, Iran: a
qualitative study. Int J Women's Health. 2020;12:681.

34. Irandoost SF, Taghdisi MH, Dehdari T, Bayangani B, Azadi NA. Obesity
consequences from the people's perspective living in Kurdish regions of
Iran: A qualitative content analysis. J Educ Health Promotion. 2019;8(159).

35. Lebni JY, Gharehghani MAM, Soofizad G, Irandoost SF. Challenges and
opportunities confronting female-headed households in Iran: a qualitative
study. BMC Womens Health. 2020;20(1):1–11.

36. Flick U. An introduction to qualitative research: sage publications limited;
2018.

37. Graneheim UH, Lundman B. Qualitative content analysis in nursing research:
concepts, procedures and measures to achieve trustworthiness. Nurse Educ
Today. 2004;24(2):105–12. https://doi.org/10.1016/j.nedt.2003.10.001.

38. Lincoln YS, Lynham SA, Guba EG. Paradigmatic controversies, contradictions,
and emerging confluences, revisited. Sage Handbook Qual Res. 2011;4:97–
128.

39. Irandoost SF, Ziapour A, Gharehghani MAM, Azar FEF, Soofizad G, Khosravi
B, et al. Experiences and challenges of prostitute women in Iran: a
phenomenological qualitative study. Heliyon. 2020;6(12):e05649.

40. Lotfi R, Tehrani FR, Khoei EM, Yaghmaei F, Dworkin SL. How do women at
risk of HIV/AIDS in Iran perceive gender norms and gendered power
relations in the context of safe sex negotiations? Arch Sex Behav. 2013;42(5):
873–81. https://doi.org/10.1007/s10508-012-0040-6.

41. Taghrir MH, Akbarialiabad H, Marzaleh MA. Efficacy of mass quarantine as
leverage of health system governance during COVID-19 outbreak: a mini
policy review. Arch Iran Med. 2020b;23(4):265–7. https://doi.org/10.34172/a
im.2020.08.

42. Yang XY, Gong RN, Sassine S, Morsa M, Tchogna AS, Drouin O, et al. Risk
perception of COVID-19 infection and adherence to preventive measures
among adolescents and young adults. Children. 2020;7(12):311. https://doi.
org/10.3390/children7120311.

43. Carlucci L, D’Ambrosio I, Balsamo M. Demographic and attitudinal factors of
adherence to quarantine guidelines during COVID-19: the Italian model.
Front Psychol. 2020;11:2702.

44. Smith LE, Potts HWW, AmlÃ´tR, Fear NT, Michie S, Rubin GJ et al. Adherence
to the test, trace, and isolate system in the UK: results from 37 nationally
representative surveys. BMJ. 2021;372:n608.

45. Vázquez-Nava F, Vazquez-Rodriguez EM, Vazquez-Rodriguez CF, Betancourt
NVO, Ruiz OC, Rodríguez-Castillejos GC. Risk factors of non-adherence to
guidelines for the prevention of COVID-19 among young adults with
asthma in a region with a high risk of a COVID-19 outbreak. J Asthma. 2020:
1–7. https://doi.org/10.1080/02770903.2020.1818774.

46. Kasozi KI, MacLeod E, Ssempijja F, Mahero MW, Matama K, Musoke GH, et al.
Misconceptions on COVID-19 risk among Ugandan men: results from a
rapid exploratory survey, April 2020. Front Public Health. 2020;8:416. https://
doi.org/10.3389/fpubh.2020.00416.

47. Mekonnen HS, Azagew AW, Wubneh CA, Belay GM, Assimamaw NT,
Agegnehu CD, et al. Community’s misconception about COVID-19 and its
associated factors among Gondar town residents, Northwest Ethiopia. Trop
Med Health. 2020;48(1):1–9.

48. Mishra S, Sahu PK, Sarkar AK, Mehran B, Sharma S. Geo-spatial site suitability
analysis for development of health care units in rural India: effects on
habitation accessibility, facility utilization and zonal equity in facility
distribution. J Transp Geogr. 2019;78:135–49. https://doi.org/10.1016/j.jtra
ngeo.2019.05.017.

49. Brown V, Barr A, Scheurer J, Magnus A, Zapata-Diomedi B, Bentley R. Better
transport accessibility, better health: a health economic impact assessment
study for Melbourne, Australia. Int J Behav Nutr Phys Act. 2019;16(89):1–10.

50. Emanuel EJ, Persad G, Upshur R, Thome B, Parker M, Glickman A, et al. Fair
allocation of scarce medical resources in the time of Covid-19. N Engl J
Med. 2020;382(21):2049–55. https://doi.org/10.1056/NEJMsb2005114.

51. Nzaji MK, Mwamba GN, Miema JM, Umba EKN, Kangulu IB, Ndala DBB, et al.
Predictors of non-adherence to public health instructions during the
COVID-19 pandemic in the Democratic Republic of the Congo. J Multidiscip
Healthc. 2020;13:1215–21. https://doi.org/10.2147/JMDH.S274944.

52. Lake MA. What we know so far: COVID-19 current clinical knowledge and
research. Clin Med. 2020;20(2):124–7. https://doi.org/10.7861/clinmed.2019-
coron.

53. Taghrir MH, Borazjani R, Shiraly R. COVID-19 and Iranian medical students; a
survey on their related-knowledge, preventive behaviors and risk
perception. Arch Iran Medicine. 2020a;23(4):249–54. https://doi.org/10.341
72/aim.2020.06.

SoleimanvandiAzar et al. BMC Public Health          (2021) 21:848 Page 14 of 15

http://worldometers.info
https://www.worldometers.info/coronavirus/
https://coronavirus.jhu.edu/
https://doi.org/10.1016/S2214-109X(20)30074-7
https://doi.org/10.1016/S2214-109X(20)30074-7
https://doi.org/10.15171/ijoem.2020.1921
https://doi.org/10.15171/ijoem.2020.1921
https://doi.org/10.1177/2165079920950161
https://doi.org/10.22038/abjs.2020.47410.2323
https://doi.org/10.22038/abjs.2020.47410.2323
https://doi.org/10.1097/JOM.0000000000002170
https://doi.org/10.1097/JOM.0000000000002170
https://doi.org/10.1016/S2215-0366(20)30076-6
https://doi.org/10.1016/S1473-3099(20)30120-1
https://doi.org/10.1016/S1473-3099(20)30120-1
https://doi.org/10.1016/j.jaut.2020.102433
https://doi.org/10.5582/bst.2020.01047
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1007/s10508-012-0040-6
https://doi.org/10.34172/aim.2020.08
https://doi.org/10.34172/aim.2020.08
https://doi.org/10.3390/children7120311
https://doi.org/10.3390/children7120311
https://doi.org/10.1080/02770903.2020.1818774
https://doi.org/10.3389/fpubh.2020.00416
https://doi.org/10.3389/fpubh.2020.00416
https://doi.org/10.1016/j.jtrangeo.2019.05.017
https://doi.org/10.1016/j.jtrangeo.2019.05.017
https://doi.org/10.1056/NEJMsb2005114
https://doi.org/10.2147/JMDH.S274944
https://doi.org/10.7861/clinmed.2019-coron
https://doi.org/10.7861/clinmed.2019-coron
https://doi.org/10.34172/aim.2020.06
https://doi.org/10.34172/aim.2020.06


54. Chen Q, Min C, Zhang W, Wang G, Ma X, Evans R. Unpacking the black box:
how to promote citizen engagement through government social media
during the COVID-19 crisis. Comput Hum Behav. 2020;110(2020):106380.
https://doi.org/10.1016/j.chb.2020.106380.

55. Casero-Ripollés A. Impact of Covid-19 on the media system. Communicative
and democratic consequences of news consumption during the outbreak.
El profesional de la información. 2020;29(2):1–11.

56. Abramowitz S, McKune SL, Fallah M, Monger J, Tehoungue K, Omidian PA.
The opposite of denial: Social learning at the onset of the Ebola emergency
in Liberia. J Health Communication. 2017;22(sup1):59–65.

57. Fernandes N. Economic effects of coronavirus outbreak (COVID-19) on the
world economy. Available at SSRN 3557504. 2020.

58. McKibbin WJ, Fernando R. The global macroeconomic impacts of COVID-19:
seven scenarios; 2020.

59. Bellato A. Psychological factors underlying adherence to COVID-19
regulations: a commentary on how to promote compliance through mass
media and limit the risk of a second wave. Social Sci Humanities Open.
2020;2(1):100062. https://doi.org/10.1016/j.ssaho.2020.100062.

60. Wald PC. Cultures, carriers, and the outbreak narrative. Durham: Duke
University; 2010.

61. Sastry S, Dutta MJ. Postcolonial constructions of HIV/AIDS: meaning, culture,
and structure. Health Commun. 2011;26(5):437–49. https://doi.org/10.1080/1
0410236.2011.554166.

62. Chen MY. Racialized toxins and sovereign fantasies. Discourse. 2007;29(2):
367–83.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

SoleimanvandiAzar et al. BMC Public Health          (2021) 21:848 Page 15 of 15

https://doi.org/10.1016/j.chb.2020.106380
https://doi.org/10.1016/j.ssaho.2020.100062
https://doi.org/10.1080/10410236.2011.554166
https://doi.org/10.1080/10410236.2011.554166

	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Method
	Design
	Participants
	Data collection
	Data analysis
	Trustworthiness

	Results
	Individual factors
	Personality traits
	Lack of self-efficacy
	Little knowledge of the disease and how to observe health issues related to it
	Misconceptions about health

	Structural factors
	The difficulty of access to health supplies
	Lack of supportive environment
	Poor laws and supervision
	The poor performance of officials and national media

	Economic factors
	The economic costs of living
	Lack of government’s economic support

	Socio-cultural factors
	Learning
	Cultural beliefs
	Social customs and rituals


	Discussion
	Limitations and strengths

	Conclusion
	Supplementary Information
	Acknowledgments
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

