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Abstract 

Background:  The novel coronavirus disease (COVID-19) is spreading rapidly, increasing the stress and challenges for 
healthcare professionals around the world. This study aims to discover the psychosocial, emotional and professional 
challenges faced by female healthcare professionals (HCPs) treating COVID-19 patients in Pakistan.

Methods:  Using an empirical phenomenological methodology, semi-structured telephone-based qualitative inter-
views were conducted with 22 female HCPs who were providing their expertise for COVID-19 patients in tertiary-level 
hospitals in Lahore, Pakistan. Purposive sampling was used for recruitment. The interviews were conducted between 
20 July and 20 August 2020. The interviews were analysed using thematic analysis.

Results:  This study explored the psychosocial, emotional and professional challenges faced by female HCPs serving 
COVID-19 patients. Five themes were observed in the interviews: apprehension while treating COVID-19 patients; 
feelings towards COVID-19 patients; challenges as female HCPs and coping strategies; confidence in government, 
administration and self-reflection; and finally, future concerns and recommendations. Many of these themes have also 
been linked with cultural issues, making the results specific to Pakistan.

Conclusions:  During the COVID-19 pandemic, female frontline HCPs have faced immense psychosocial pressure, 
ranging from unsupportive family norms to an unwelcoming working environment and insensitive hospital admin-
istrations. Moreover, rumours among the general public, lack of proper training, missing incentives and improper 
system surveillance have increased the anxiety and stress among HCPs. Hence, legislators are advised to take appro-
priate actions countrywide in order to alleviate the still ongoing challenges and support female HCPs in their working 
environment.
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Background
The novel coronavirus (COVID-19) has spread very 
quickly around the globe. The pandemic has led to 
many acute cases of infection, but is also associated 
with adverse long-term health consequences. In several 
countries, including Pakistan, it has almost led to a col-
lapse of the healthcare system [1, 2]. This highly conta-
gious virus imposes an enormous scale of infection, and 
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exerts massive pressure on governments, medical insti-
tutions and healthcare professionals (HCPs) [3, 4]. Like 
other coronaviruses, i.e. SARS and MERS, inter-human 
transmission of COVID-19 typically occurs via aerosols 
[5]. Thus, the COVID-19 pandemic is undoubtedly the 
largest outbreak of atypical pneumonia since the SARS 
outbreak of 2003, with the number of cases unrelentingly 
escalating beyond geographical restrictions [6].

Pakistan is surrounded by highly affected countries like 
China, which was the first one to experience this out-
break, and Iran [7]. According to data from Johns Hop-
kins University, the highest numbers of incident cases 
and deaths due to COVID-19 in Pakistan were observed 
in June 2020 [8], the month before this study was con-
ducted. Within the province of Punjab, the city of Lahore 
has been the epicentre, with the highest number of con-
firmed cases. Therefore, the government initially intro-
duced social distancing and ordered lockdowns (e.g. the 
closing of all educational institutions) in March 2020 
[9]. The lack of standard operating procedures and poor 
healthcare infrastructure for the management of a pan-
demic put a lot of strain, in the form of increased num-
bers of COVID-19-positive cases, on an already weak 
healthcare system in Pakistan [10]. Subsequently, the 
government established local guidelines for combating 
COVID-19 in collaboration with the Corona Experts 
Advisory Group (CEAG) aimed at improving the health-
care system and protecting HCPs in public hospitals. 
These measures included training sessions for healthcare 
professionals for managing the pandemic, the proper 
handling of personal protective equipment (PPE), the iso-
lation of HCPs for two weeks after working for one week 
in high-risk places (COVID-19 wards and intensive care 
units), and allowing only necessary personnel on alter-
nate days in other specialities to minimise exposure [11]. 
Nevertheless, the government not only failed to provide 
these facilities but took drastic measures to stop HCPs 
from striking, instead of understanding their concerns 
[12].

This situation was associated with increased psycho-
logical stress among the general population, and among 
HCPs in particular [13]. Due to their close contact with 
COVID-19 patients, healthcare professionals were at 
greater risk of developing psychological and stress-
related disorders than the general public. The reason for 
this psychological stress could be excessive workload, 
deficient PPE, negative broadcasts about HCPs’ work 
ethic and updates regarding COVID-19 [14]. In addition, 
along with increasing social and emotional pressures, 
moral quandaries, rapidly evolving unfamiliar practice-
setting and inadequate provision of facilities for men-
tal catharsis could augment the risk of increased stress 
level among HCPs [15]. These could also be referred to 

as psychosocial risk factors at work, which greatly affect 
professional capacity in addition to the social, physical 
and mental wellbeing of HCPs [16, 17].

To reinforce emergency preparedness at the national 
and community levels, the government of Pakistan issued 
orders to shut down outpatient treatment as well as elec-
tive surgical facilities [18]. Qualified HCPs are essential 
in such a situation. However, to ensure the efficient train-
ing of the healthcare workforce during the pandemic, not 
only are ample numbers of HCPs required, but they also 
need enhanced abilities to deal with the higher inflow of 
patients [19]. For all of this, their wellbeing and safety 
are vital if they are to render unrelenting and advanced 
patient care, in addition to combating the outbreak [20].

In order to develop an effective support system for 
HCPs, it is critical to understand the core sources of anx-
iety and to address them, rather than opting for generic 
approaches to stress reduction. These sources of anxi-
ety may be different cross various settings, but they can 
erode the confidence levels of HCPs, not only in them-
selves but also in the healthcare delivery system, which 
could worsen this grave situation. Targeted approaches 
need to be developed to address these apprehensions and 
deliver context-specific support to HCPs [19].

In Pakistan, women are an indispensable part of the 
healthcare system as more than 50% of all HCPs are 
women, serving as doctors, nurses and allied health pro-
fessionals in all corona-dedicated hospitals within the 
country [21]. On the one hand, female HCPs have sac-
rificed their own needs to contribute to combating the 
pandemic and have shown the highest levels of profes-
sional commitment [22]. On the other hand, they have 
faced emotional and psychological stress as well as social 
isolation and abandonment because of the health threats 
[23]. Indeed, the outbreak of COVID-19 in Pakistan 
carries grim challenges for all HCPs, but female HCPs 
experience more problems because of their dual respon-
sibilities, that is, at home as well as in the workplace. 
There is a paucity of literature regarding the psychoso-
cial, emotional and/or professional challenges faced spe-
cifically by female HCPs in Pakistan, particularly during 
the COVID-19 pandemic. This qualitative study aims to 
describe the experiences and challenges faced by female 
physicians, nurses and allied health professionals caring 
for COVID-19 patients during the outbreak.

Methods
Study design and participants
The qualitative methodology [24] was opted for analysing 
the psychosocial, emotional and professional challenges 
faced by female HCPs treating COVID-19 patients in 
Pakistan. This scientific approach emphasizes the feelings 
and practices of participants and provides a subjective 
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and insider perspective on the challenges they had to 
face [25]. We focused on HCPs who had only received 
basic infectious disease management training during 
their medical education, but had no practical experience 
of infectious disease management before the pandemic. 
The study participants included those who had directly 
treated COVID-19 patients in Lahore, i.e. in the Services 
Hospital and Mayo Hospital. Using purposive sampling, 
22 female HCPs were selected, including doctors, nurses 
and allied health professionals. They were asked about 
psychosocial factors, including social support, feelings of 
loneliness and helplessness, stresses in the work environ-
ment, the organizational culture of the hospitals where 
female HCPs work, civility and respect for HCPs, rec-
ognition, influence and social disruption, in addition to 
emotional and professional challenges. Participants were 
recruited until the data saturation point was achieved.

Data collection and analysis
Data was collected through in-depth interviews (IDI) 
conducted by telephone with study participants [26] in 
order to maintain social distancing. Prior to the inter-
view, a time was fixed for the call and the study objectives 
were explained to participants. The anonymity and con-
fidentiality of the study participants were ensured. Ver-
bal informed consent was taken before the start of each 
interview. Voice recordings were made with the respond-
ents’ permission.

We used a semi-structured interview guide for data col-
lection (Additional file 1), which was developed for this 
study. The guide started with general questions related to 
the participant’s age, marital status, number of children, 
and the duration of duty on COVID-19 wards. After-
wards, comprehensive open-ended questions were used 
to access insider perspectives on questions like: “How 
does taking care of COVID-19 patients differ from caring 
for routine patients?”, “What are your core psychologi-
cal concerns about treating COVID-19 patients?”, “What 
kind of training did you receive before treating COVID-
19 patients?”, and “What challenges did you encounter 
and what were your coping methods?”. To gain a clearer 
picture of the challenges related to psychosocial aspects, 
we used the following questions: “How did you manage 
your work and family life during the pandemic?”, “In what 
ways did you receive support from your family?”, “What 
societal pressures have you faced?”, “Have you or any 
of your family members been infected?”, “Who helped 
you during repeated quarantine periods?”, and “Did you 
receive any stress-releasing therapy or assessment?” 
Probing questions (such as “Please elaborate…” or “Please 
explain…”) were also used. Each interview lasted about 
30 to 40  min and was transcribed immediately after its 
completion.

The analysis was undertaken according to qualitative 
techniques. The transcripts were read several times to 
identify themes and sub-themes. At that point, all the 
material was reviewed and summarized according to 
the outlined themes by two coders. A thematic analysis 
was conducted in order to draw conclusions [27].

Ethical approval was obtained from the ethical review 
board of the Department of Public Health, University of 
the Punjab, Lahore.

Results
The study sample comprised 22 female HCPs. All the 
married participants (n = 17) were living with their 
families, and of the remaining five participants who 
were unmarried, three lived in a nursing/doctor’s hos-
tel. A summary of the socio-demographic characteris-
tics of study participants is provided in Table 1.

This study explored the psychosocial and emotional 
challenges and lived experiences of HCPs caring for 
COVID-19 patients. Their interviews outlined the fol-
lowing five themes that were common to the entire 
group of study participants: apprehension while treat-
ing COVID-19 patients; feelings towards COVID-19 
patients; challenges as female HCPs and coping strate-
gies; confidence in government, hospital administration 
and self-reflection; and finally, future concerns and rec-
ommendations. Many of these themes have also been 
linked with cultural issues, making the results specific 
to Pakistan.

Table 1  Socio-demographic characteristics of study participants 
(n = 22)

Characteristics n %
Type of HCPs

 Doctors 9 40.9

 Nurses 8 36.3

 AHPs 5 22.7

Age

 25–30 years 8 36.3

 31-–35 years 12 54.5

 > 40 years 2 9.1

Marital status

 Married 17 77.2

Single 5 22.7

Number of children

0 3 17.6

 1–2 9 52.9

 3–4 5 29.4

Years of work experience

3–5 8 36.3

 > 5 14 63.6
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Apprehension while treating COVID‑19 patients
All of the study participants were concerned about the 
contagiousness of the virus, not just for themselves but 
also for the people around them. The aggressive behav-
iour of the virus, causing unanticipated deaths of even 
very young physicians, made them feel that they were 
immersed in a crisis and would not be able to cope with 
it. Most of the married participants were very con-
cerned about their children and parents, because treating 
COVID-19 patients could have made them carriers of the 
virus. This situation was crucial for HCPs who were par-
ents because they had to return home daily where their 
children were present and waiting for them. Another fear 
for some of the study participants (n = 7) was post-duty 
quarantine. This is exemplified in a statement made by 
one participant:

Working with COVID-19 patients in intensive care 
units was more like working in a morgue. You can 
feel death everywhere. Somehow you manage to 
work during duty hours, but when you’re alone it’s 
hard to collect your broken pieces. You have no 
shoulder to cry on and no one to boost you.

This feeling of loneliness and helplessness made quar-
antine even harder than the duty itself. Some respond-
ents claimed they were having difficulties in arranging 
help to provide them with necessities (related to food, 
supplies etc.) during post-duty quarantine, while others 
complained about the lack of emotional and social sup-
port for female HCPs. One of them added:

As I quarantined myself in an apartment, the biggest 
problem I faced was lack of support. If I needed some 
groceries or supplies nobody was ready to come and 
provide me with that, I had to go out and get things 
myself. This always made me worried: what if I’m a 
source of spreading the virus?

Those whose partners had a non-medical profession 
retreated from them (during their COVID-19 duties), 
not only physically but also emotionally. The respondents 
said that their partners had the feeling that they prior-
itized their jobs over their own family’s health and safety. 
Some respondents who did not have children preferred 
to stay away from home during their COVID-19 duties, 
because they were afraid of getting blamed for carry-
ing the disease to their in-laws’ homes. Those who had 
partners in the same professions reported receiving more 
emotional support. However, they failed to manage post 
duty quarantine during or after their COVID-19 duties 
besides getting leaves for isolation, as they were living 
with their families all the time, burdened with additional 
household chores and nil support from their spouse. This 
situation was elaborated in the following way:

We’re both doctors and can’t leave our kids with 
some third person, so I had to stay with my kids 
while my husband quarantined himself after duty

Another respondent added:

The free days for post-duty quarantine were even 
more difficult. Firstly you have to stay with your kids 
as nobody was ready to take care of them, secondly 
for the safety of the family we let all the maids or 
helping hands go, so I had to do all the household 
chores which were previously done by maids.

Only unmarried participants received full support from 
their families and maintained the recommended quar-
antine during and after their duty period. All the study 
participants acknowledged that their parents and siblings 
were a constant source of support for them.

Initially, social support was provided by the gen-
eral public, but this deteriorated over time due to fake 
rumours about COVID-19 deaths. For example, it is 
rumoured that physicians are killing COVID-19 patients 
by giving them poison or selling their organs. One par-
ticipant confessed that people even asked her about how 
much money she gets for every death. One other claimed:

People got aggressive during the later stages when 
we advised them to go for COVID-19 testing and 
assumed that we were planning to kill their patients. 
As a woman, it’s really difficult to counsel people 
when they start to misbehave.

Some participants claimed that people with educated 
relatives or people around them were appreciated for 
their efforts while combating the pandemic. In contrast, 
others received negative outpourings all the time. All the 
participants concluded that their social circumstances 
were better initially, when people were afraid of this pan-
demic. However, later on, although the number of cases 
and deaths increased, the fear, care and social distancing 
decreased due to negative rumours and circulating tales 
about COVID-19 deaths. This has been reinforced by 
social media, which not only increased work pressure but 
also stress and health concerns.

Feelings towards COVID‑19 patients
All the HCPs felt depressed while treating COVID-19 
patients due to the frequently unexpected response of 
the virus and treatment guidelines that were different 
from usual, making it a professional challenge. One of the 
study participants reported:

We were told not to resuscitate and not to ventilate 
patients in the intensive care unit. That was quite 
frustrating for me as I always got a feeling that it’s 
an injustice to the patient.
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Another participant said:

I once resuscitated a young patient in the intensive 
care unit, and he gave a positive response. I was 
so happy, but my colleagues gave quite a backlash 
instead of appreciating me, asking why I would 
endanger myself for this patient and that I’m set-
ting a bad trend.

Another respondent explained:

Despite my experience, I had no idea how this 
virus would work with anybody. One moment, a 
patient’s FiO2 [Fraction of inspired oxygen] was 
improving, the next moment he was gone, which 
was really depressing – being a competent doctor.

Another study participant said that counselling 
attendants (family members of patients) was the most 
difficult task for female HCPs, because attendants 
were not allowed to see their relatives. The speed with 
which the disease progresses in some people made 
their attendants feel that the patient had been fine and 
the hospital staff killed him, which made them behave 
badly towards the healthcare personnel. This is exem-
plified by the following statement.

If you were treating a patient for the last 12 
hours who is getting better during your shift, and 
two hours after the shift change you learn that 
he died, you get a feeling that he was being mis-
treated. Maybe you could have changed this if you 
had stayed longer. In reality, things would have 
remained the same, but you keep on blaming your-
self and others.

On the other hand, those who were on duty at the time 
of death were afraid of being bullied by the patient’s fam-
ily. So in either case, it is traumatic. Some HCPs claimed 
that the lower rate of survival among the intensive care 
unit’s patients was due to the carelessness of senior con-
sultants. One study participant said:

We were only supposed to follow instructions given 
during rounds, but were not allowed to make deci-
sions for patients. In case of emergency, we had to 
inform seniors with duty on call and by the time the 
senior arrived, the patient had died.

Some of the HCPs claimed that a lack of psychologi-
cal support made patients more anxious, and they devel-
oped shortness of breath due to both the overwhelming 
depression caused by COVID-19 and the loneliness. In 
contrast, others referred to a lack of air conditioning on 
COVID-19 wards and in intensive care units, along with 
hot and humid weather as a reason for the shortness of 
breath.

A few study participants claimed that power inequali-
ties reached a peak during the coronavirus pandemic:

The relatives of powerful people got beds in inten-
sive care units, even if they didn’t need it, or had 
their beds booked for emergency situations, whereas 
deserving ones suffered.

One participant also complained about the lack of 
portable equipment like dialysis machines and echocar-
diography for COVID-19 patients, which increased the 
preventable death toll. All participants had multiple con-
cerns about treating COVID-19 patients, which reduced 
their stamina and courage to work through these difficult 
times.

Challenges as female HCPs and coping strategies
Almost all the study participants faced additional chal-
lenges related to being a female HCP. The majority had 
faced major transportation challenges due to lockdowns 
and the unavailability of either public or private trans-
port. For that reason, they experienced additional family 
arguments due to requesting their spouses to drop them 
off at work every day, because the majority of the women 
neither owned a car nor knew how to drive. All the par-
ticipants with children faced additional challenges of 
maintaining family chores along with COVID-19 duties. 
For example, housemaids were not permitted to work at 
their homes owing to fears of the virus being transmit-
ted through them, because most maids work in multiple 
houses. Moreover, home-schooling and online classes for 
children without any help increased the conflicts related 
to work-family balance during their COVID-19 duties. 
One participant explained her concerns in the following 
way:

My child is just eight months old and it was impos-
sible for me to stay away from him as I had nobody 
to look after him.

Another one claimed:

Nobody in my family was ready to take responsibil-
ity for my three kids. So, I had to be with them.

The challenge of families becoming infected was high-
lighted by another HCP:

My whole family was COVID-19 positive due to my 
repeated duties with COVID-19 patients and stay-
ing with them without being quarantined.

Most of the married participants said that their 
spouse refused to take family responsibility alone. 
However, the situation was also tough for unmarried 
staff residing in hostels, because during their post-
duty quarantine period, or if they tested positive for 
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COVID-19, they were ordered to leave the hospitals 
hostels. The study participants pointed out, that male 
HCPs could stay in hotels or private facilities for quar-
antine, but female HCPs cannot do so as it is culturally 
unacceptable and considered unsafe for females to stay 
alone at a hotel or new place. Instead of being shown 
gratitude and support during these difficult times, they 
were thrown out of their hostels by the administration; 
and by moving to their residence in other cities they 
became carriers to others as well.

Another problem faced by the participants was a 
lack of changing rooms for women. Following cul-
tural norms, 14 participants wore the hijab or dupatta, 
which are scarves that some Muslim women wear to 
cover their hair and neck. But after removing their PPE, 
they had to go without wearing this kind of scarf, which 
was quite uncomfortable for them. In one facility, not 
even a washroom was available where they could go 
before leaving the hospital. All the married respondents 
said that they had the extra burden of home-schooling 
their children in addition to basic household chores 
that were previously done by maids.

Another serious challenge highlighted by female 
HCPs was inadequate security in hospitals. Especially 
those who worked the night shift were badly treated 
by the attendants of deceased patients, and hospital 
security failed to ensure their safety. On participant 
explained:

I hid the whole night in a nearby ward as the attend-
ants of patients were beating all the staff when we 
broke the news of their patient’s death.

Another one said:

Due to the negativity spread among the general pub-
lic during the later stages, one night a few attendants 
broke down the door of the intensive care unit and 
we ran to save our lives. Hospital security failed to 
give protection, so finally we called the police, who 
saved us.

These circumstances increased the fear and anxiety 
among HCPs, but not a single one of the study partici-
pants tried any psychological counselling or assessment 
as a stress-relieving strategy. All the participants 
increased their praying and tried to make their bond with 
Allah strong as a form of meditation. The majority of 
female HCPs also felt better after crying a lot alone when 
they were tired of battling with this situation. Moreover, 
the health authorities also paid no attention to the mental 
health of HCPs, and there were no workshops or sessions 
about psychological coping with the ongoing pandemic 
crisis. This was judged as an ignorant and irresponsible 
act by the interviewees.

Confidence in government, hospital administration 
and self‑reflection
As a vital part of the female HCP team, the nurses faced 
the extreme issue of pregnancies among other HCPs dur-
ing the pandemic, which was spoken about by a few study 
participants:

Despite government policies of not putting pregnant 
ladies and staff with comorbidities on COVID-19 
duties, hospital administration forced them to do 
duties and threatened them with termination if they 
refused.
Despite being pregnant I was forced to undertake 
duty in COVID-19 intensive care units. And when 
I tested positive for COVID-19, the administration 
refused to give me quarantine as I had mild symp-
toms. I kept on working all the time while I was 
COVID-19 positive.

One participant claimed that her miscarriage was a 
result of the hospital overburdening her with COVID-
19 duties. All participants revealed their cynicism about 
health departments due to a lack of training facilities for 
dealing with COVID-19 patients. The only training held 
by the authorities was during March 2020, in the form 
of a session involving a few senior specialists from each 
department. One respondent explained:

The training session was very general. It was not 
COVID-19 oriented or COVID-19 specific at all.

Another participant further elaborated:

The training included those seniors who never both-
ered to care for COVID-19 patients or explain it to 
other members of the department.

One HCP who took an up-to-date training session 
while working in a reputable private hospital during the 
early days of the COVID-19 pandemic said:

None of the staff at the government facility, including 
medical and paramedical staff, had any idea about 
the right way of donning and doffing personal pro-
tective equipment, which led to increased corona-
positive cases among them.

Most of the participants had a positive attitude towards 
the efforts the government made to combat the pan-
demic. However, all of them were very disappointed 
with the hospital administration, which failed to provide 
good-quality treatment facilities. There has been a lack 
of facilities for HCPs who become COVID-19 positive 
while treating patients. This is illustrated by the following 
statements:

There wasn’t even any separate testing area for 
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HCPs. They had to use links to get a bed in hospi-
tal if they got sick.
If an HCP tests positive while working on a 
COVID-19 ward, he gets 15 days quarantine 
period. But if he tests positive after it, the admin-
istration refuses to give rest, deducts pay even after 
providing COVID-19 reports and gives them extra 
duties after they return to work.

All of the respondents claimed that they received 
no additional health allowance, even after several 
announcements from the government:

My colleague became COVID-19 positive while 
caring for patients. Her family opted for a private 
facility when she needed intensive care, but the 
government offered no health allowance.
Due to public announcements of salary incentives 
by the government, the general public have the 
impression that doctors are getting a lot of reward 
for their services, whereas in reality not a single 
one of us got a single rupee incentive.

All the study participants demanded checks and bal-
ances from the government about on-the-ground reali-
ties of what was going on in hospitals. One respondent 
explained:

Seniors and influential people in the departments 
just came, took photographs and took the credit, 
while those juniors who actually did the work 
did not get any gratitude or acceptance from the 
administration. This increased their depression 
and decreased their motivation to work.

Another added:

There must be checks and balances at every level 
so that those who have worked get credit for their 
hard work, and those who didn’t become motivated 
to work next time. But the situation is the opposite 
of that here.

Most of the study participants claimed that this epi-
demic had increased their confidence in themselves and 
their competence. A few claimed:

I never imagined that we would be facing such a 
pandemic in this era or that I would be the one 
saving others’ lives. This has increased my passion 
for this noble profession.
This pandemic gave us a chance to polish our skills 
and expertise.
Although it’s a challenging time, it made us prove 
ourselves, not just in front of others but to our-
selves.

Most of the participants explained that, even though 
the pandemic prevention duty was hard, it triggered a 
process of introspection and self-analysis. Therefore, it 
strengthened their determination, revealed their true 
potential, and augmented their motivational spirits.

Future concerns and recommendations
Almost all of the study participants claimed that the pan-
demic made them realise the importance of living “today”. 
This is illustrated by the following statements:

We’re never grateful for what we have and keep on 
planning for a better future. This pandemic has 
made us realise the importance of health, family 
and self-care.
This pandemic made our belief strong in the suprem-
acy of God almighty as a lot of professionals had 
their plans to emigrate, to go for vacations. But they 
had to surrender in the face of God’s will.

All respondents agreed that there must be a disaster 
plan in case there is a second wave of COVID-19. The 
participants emphasized:

The response should be fast, special recruitment 
for coronavirus came after the peak months of the 
epidemic, due to which they suffered an additional 
load.
Protective gear was rare during the initial days. And 
fear was at its peak, which created a lot of pressure 
on healthcare professionals. Therefore, the govern-
ment should keep it [PPE] now for any emergency 
situation in the future.

Almost all of the study participants suggested that the 
government should reward those who have worked dur-
ing the pandemic. This relates not only to financial issues, 
but also as a form of appreciation, which would increase 
their courage and dedication towards work.

Moreover, they stated that improving the ratio between 
patients and HCPs and appropriate guidelines and rec-
ommendations to handle epidemics must become a regu-
lar part of medical training. One participant highlighted 
this issue in the following manner:

The drill to work as a team should be improved. 
We know how to work as a team in our respective 
departments, but working collectively as a team 
with different departments must be learned and 
improved.

Despite tough circumstances and challenges, 13 of 
the 22 respondents felt happy to have served during the 
COVID-19 pandemic. Firstly, they had the feeling that 
they had fulfilled the oath they took to serve mankind. 



Page 8 of 10Shahbaz et al. BMC Women’s Health          (2021) 21:197 

Secondly, their self-confidence had received a huge boost 
due to working in such difficult times.

Discussion
This study highlights the psychosocial, emotional and 
professional challenges faced by female HCPs during the 
COVID-19 pandemic in Pakistan. HCPs are always at 
the forefront, putting their lives at risk for the health of 
the community. Our study found that caring for patients 
with COVID-19 created mental and social discomfort for 
female HCPs, which is in accordance with other interna-
tional studies [22, 23]. In other countries, intense work-
ing conditions, the enormous patient load, and shortages 
of protective gear were the main source of anxiety among 
HCPs [6, 23]. Our study highlights that apprehension 
about family was the main challenge experienced by 
female HCPs in Pakistan. Furthermore, difficulties cre-
ated by the hospital administration led to further chal-
lenges, resulting in higher stress levels, whereas in other 
studies the hospital administration proved to be helpful, 
specifically for female caregivers [23].

Physical fatigue, psychological vulnerability, (perceived) 
health risks to their families, and a lack of adequate train-
ing, equipment and facilities, in addition to lack of sup-
port from society, led to undesirable emotions, such as 
anxiety, distress and helplessness, which have already 
been described in previous studies [28, 29]. This study 
shows that HCPs – no matter whether they are physi-
cians, nurses or allied professionals – experienced signifi-
cantly higher negative sentiments about their personal 
health directly after the pandemic started. Therefore, 
timely psychological interventions are needed for female 
HCPs, as in other countries, where meditation and relax-
ation therapies have been used to release increased stress 
[23, 30]. Moreover, it is important to provide facilities 
both during and after duty quarantine for female HCPs 
so they can avoid carrying the disease to their families 
and communities [31, 32]. Our study results reveal that, 
after working with COVID-19 patients and not being 
quarantined due to family and societal responsibilities, 
female HCPs were exposed to extreme frustration, fear 
of transmitting the virus, and clashes between their com-
mitments to family and their occupation. In addition, 
due to no safe quarantining facilities or health insurance/
incentives and safe working environments being provided 
for female employees, feelings of resentment and disap-
pointment were seen among all the female HCPs [33].

This study highlights the immediate need to start 
appropriate training sessions in how to combat pandem-
ics for all HCPs, and specifically for nursing staff because 
they are responsible for advanced patient care and form 
a strong link between consultants and patients at every 
level [33]. Furthermore, our results emphasize the need 

to improve health policies in order to provide immediate 
facilities as well as checks and balances to promote and 
acknowledge those who have worked hard, instead of 
those who have personal links with the hospital admin-
istration. Moreover, the health of comorbid and pregnant 
HCPs should be given serious attention, to decrease their 
risk of infection. At the same time, adequate infant and 
childcare facilities should be provided for the families of 
female HCPs so that they can become a more effective 
part of the healthcare system.

However, due to the existing circumstances, the partic-
ipants felt distressed and accused themselves of infecting 
their families [34]. The insider perspective provided by 
these HCPs reveals the need for direct communication 
between the government and care-providing HCPs. The 
current study also indicates a constant need to inform 
people about the actual situation during a pandemic and 
to combat local rumours that create a negative impres-
sion of already suffering and struggling HCPs [35].

In addition, numerous studies have revealed that out-
breaks are a cause of psychological distress for female 
care providers [19, 36]. Therefore, a proper system of 
psychological evaluation must be developed in Paki-
stan. Positive coping styles, in combination with social 
support, must be mediated for releasing stress. Self-
reflection techniques need to be promoted to boost pro-
fessional identity [23, 37]. Moreover, female HCPs need a 
place and time for promoting psychological growth and 
positive psychological adjustment [23, 33] so that they 
can be a better part of the healthcare and family system.

Various studies have revealed that proper health facili-
ties and health allowances for HCPs would improve their 
level of trust in the authorities, as well as their willingness 
to work during such difficult times [37, 38]. The same 
goes for female HCPs in Pakistan, a proportion of whom 
(nurses, technologists) never receive any of this. The test-
ing and treatment of female HCPs, along with their fam-
ily members, should be offered without discrimination, 
as in other countries [39]. Hence, the safety of female 
HCPs should be prioritized, by means of up-to-date 
training, health education, adequate duty and quarantine 
periods, health incentives and insurance, the availability 
of sufficient protective gear, and psychological provision 
[40, 41].

Limitations
The limitations of this study are mainly related to the 
purposive sampling. This study does not aim to be rep-
resentative, but it has provided valuable insights into 
the experiences of female HCPs. Due to the extremely 
contagious nature of the coronavirus, and in order to 
prevent cross-infection, we were not able to conduct 
focus group discussions, which would have opened 
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up further valuable avenues to explore. Several of our 
results are closely associated with cultural factors. For 
that reason, this study is specific to the Pakistani con-
text. However, it would be advisable for future research 
to include these cultural aspects in order to understand 
the challenges and responses towards COVID-19 in a 
better way.

Conclusions
This research has provided an insider perspective on 
the psychosocial, emotional and professional challenges 
faced by female HCPs in Pakistan during COVID-19. 
The results demonstrate that female HCPs are psycho-
socially challenged by society and the hospital authori-
ties. The unavailability of support for their children 
put not only female HCPs at risk, but also their fami-
lies and the wider community. Due to inadequate post-
duty quarantine techniques and facilities, in addition to 
transport problems and dependence on their spouses 
for commuting, their mental health is seriously com-
promised. Psychological and financial support, in addi-
tion to health insurance, should be offered to female 
HCPs by governmental and non-governmental institu-
tions. Therefore, health policy reforms are needed in 
order to be prepared for possible further health emer-
gencies in the future in order to maintain the stability 
of HCPs’ families, as well as their willingness and abil-
ity to work.
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