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Introduction
The	 pandemic	 disease,	 coronavirus	 disease	
2019	 (COVID‑19),	 is	 expanding	 all	 over	
the	 world	 and	 has	 so	 far	 infected	 199	
countries	 including	 Iran.	 Hospitals	 and	
healthcare	centers	were	directly	affected	by	
the	COVID.19	 pandemic	 due	 to	 the	 nature	
of	 their	 work.	 These	 facilities	 provided	
specialized	 care	 by	 skilled	 staff	 which	
was	 one	 of	 the	 important	 components	 of	
response	to	this	crisis;	a	response	that	would	
determine	 the	 life	 and	 death	 of	 patients	
and	 their	 families.[1]	 The	 role	 of	 nurses	 in	
health	 service	 providers	 in	 such	 situations	
is	 so	 high	 that	 one	 of	 the	 most	 important	
factors	 of	 success	 can	 be	 attributed	 to	
their	 nurses’	 effectiveness	 in	 dealing	 with	
the	 COVID‑19	 pandemic.[2]	 Encountering	
the	 COVID‑19	 pandemic,	 nurses	 have	 a	
continuous	 presence	 and	 key	 role.	 Using	
their	 skill	and	speed,	 they	provide	 required	
care	 for	 the	 affected	 people	 and	 prevent	
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Abstract
Background:	Encountering	 the	 coronavirus	disease	2019	 (COVID‑19)	pandemic,	nurses	 face	many	
challenges	 due	 to	 various	 strategies	 and	 resources	 that	 can	 compromise	 the	 quality	 of	 care.	 This	
study	aimed	 to	 identify	nursing	care	challenges	for	patients	with	COVID‑19	from	nurses’	viewpoint	
in	 Iran.	Materials and Methods:	 This	 descriptive	 qualitative	 study	 was	 conducted	 in	 one	 of	 the	
main	 admission	 centers	 in	 Isfahan	 to	 treat	 patients	 with	 COVID‑19.	 Data	 were	 collected	 through	
semi‑structured	 in‑depth	 interviews	 with	 19	 nurses	 from	 April	 2020	 to	 June	 2020.	 The	 recorded	
interviews	 were	 transcribed	 and	 then	 analyzed	 through	 inductive	 content	 analysis.	 Results:	 The	
challenges	 of	 nursing	 care	 for	 patients	 infected	 with	 COVID‑19	 from	 the	 nurses’	 viewpoint	 were	
categorized	 into	 11	 subcategories	 and	 four	 main	 categories:	 work	 overload	 in	 disaster	 (lack	 of	
nurses	with	adequate	clinical	qualification	and	restrictions	on	the	compliance	of	the	infection	control	
protocols),	immersion	in	an	ocean	of	psychological	and	social	tensions	(personal	and	family	tensions,	
work	 environment	 tensions,	 perception	 of	 organizational	 injustice,	 and	 social	 stigma),	 quality	 of	
care	 in	 fragile	 condition	 (self‑preservation	 rather	 than	 patient	 care	 and	 contradictory	 patient	 care	
standards),	 and	 disaster	 preparedness,	 response,	 and	 management	 (passive	 resource	 management,	
information	system	challenges,	and	lack	of	guideline‑supported	protocols).	Conclusions:	The	findings	
of	 this	 study	 suggest	 that	 policymakers	 should	 actively	 participate	 in	 supporting	 nurses	 in	 the	 form	
of	reducing	physical	and	mental	stress	in	pandemics	such	as	COVID‑19.	Having	the	right	perception	
of	the	challenges	nurses	face	in	such	crises	can	contribute	to	providing	patient	safety,	 improving	the	
quality	of	care,	maintaining	organizational	resources,	and	properly	managing	the	disaster.
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the	 aggravation	 of	 the	 problem	 and	 cause	
complications.[3,4]

Despite	 the	 critical	 role	 of	 nurses	 in	 control	
and	 management	 of	 COVID‑19,	 studies	
revealed	 that	 nurses	 face	 challenges	 such	 as	
environmental	stress,	high	work	volume,	staff	
shortages,	 and	 patient	 care	 conditions	 that	
affect	 their	 care	 quality	 and	 can	 compromise	
the	 quality	 of	 care	 provided.[5]	 For	 example,	
in	 a	 study	 by	 Kim	 (2018),	 nurses	 who	 care	
for	 patients	 with	 respiratory	 infections	 such	
as	 severe	 acute	 respiratory	 syndrome	 did	
not	 have	 accurate	 information	 about	 disease,	
instruction	 for	 patient	 care,	 and	 personal	
protective	 equipment.[6]	 The	 results	 of	 the	
Lancet	(2020)	study	showed	that	while	nurses	
were	 familiar	 with	 how	 to	 use	 the	 clothes	
and	 equipment	 for	 isolation,	 wearing	 these	
clothes	 for	 a	 long	 time	 increased	 fatigue	 and	
sweating,	which	reduced	the	quality	of	care.[7]	
Also,	 the	 results	 of	 different	 studies	 showed	
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that	 the	 high	 and	 severe	 stress	 resulting	 from	 the	COVID‑19	
pandemic	 is	 another	 challenge	 that	 affects	 nursing	 care.[5,8]	
The	 results	 of	 Chen	 et al.[9]	 (2020)	 revealed	 the	 perception	
of	 fear	by	nurses	during	 the	COVID‑19	pandemic	due	 to	 the	
risk	 of	 their	 security	 and	 delivering	 services	 in	 a	 crowded	
environment	 of	 hospital	 chaos.	 They	 were	 expected	 to	 take	
care	 of	 patients	 with	 severe	 and	 unpredictable	 physical	
symptoms.	 Karimi	 et al.[10]	 showed	 that	 these	 nurses	 were	
experiencing	mental	and	emotional	distress	and	were	working	
in	 inadequate	 professional	 conditions.	These	 activities	 during	
the	 COVID‑19	 pandemic	 have	 increased	 nursing	 workload,	
causing	 fear	 of	 being	 infected	 and	 ultimately	 reducing	 the	
quality	of	nursing	care.[5]

The	 challenges	 of	 effective	 nursing	 care	 for	 patients	 with	
COVID‑19	 in	 Iran	 have	 not	 been	 clear,	 and	 the	 studies	
conducted	 in	 this	 area	have	been	very	 limited.	The	 feature	
of	 quantitative	 research	 is	 that	 it	 often	 consists	 of	 limited	
variables	and	cannot	explain	the	perspectives,	thoughts,	and	
perceptions	of	individuals	and	demonstrate	the	main	factors	
in	 the	 implementation	 of	 action.	 However,	 qualitative	
studies	 can	 overcome	 this	 defect	 and	 allow	 the	 perception	
and	 understanding	 of	 participants	 to	 any	 phenomenon.	
It	 also	 makes	 us	 understand	 the	 nature	 and	 meaning	 of	
human	 experience.[11]	As	 the	 experience	 of	 this	 disaster	 in	
each	 country	 is	 different	 due	 to	 healthcare	 resources	 and	
cultural	 domains,	 this	 study	 aimed	 to	 identify	 nursing	 care	
challenges	 and	 obstacles	 for	 hospitalized	 patients	 with	
COVID‑19	from	nurses’	viewpoint	in	Iran	to	provide	useful	
information	to	policymakers	and	top	executive	managers	in	
nursing	to	overcome	obstacles	in	this	area.

Materials and Methods
This	 was	 a	 descriptive	 qualitative	 study,	 which	 describes	
the	 depth	 and	 complexity	 of	 a	 phenomenon,	 problem,	
or	 issue.	 It	 can	 also	 provide	 answer	 to	 specific	 questions	
related	 to	 clinical	 staff	 and	 policymakers,	 such	 as	 people’s	
concerns	 about	 an	 event,	 their	 experiences,	 knowledge,	
attitudes,	 feelings,	 and	 visions	 to	 an	 event	 and	 facilitators	
and	 inhibitors	 of	 it.[12]	 So,	 this	 qualitative	 study	 was	
conducted	 from	 April	 2020	 to	 June	 2020	 in	 one	 of	 the	
educational	 hospitals	 in	 the	 Isfahan	University	 of	Medical	
Sciences,	 which	 was	 the	 first	 main	 admission	 center	 to	
treat	 patients	 with	 COVID‑19.	 The	 hospital	 is	 located	
in	 the	 center	 of	 the	 city	 and	 consists	 of	 267	 active	 beds,	
including	general	and	intensive	care	units	(ICUs).	The	total	
number	 of	 nursing	 staff	 before	 the	 COVID‑19	 pandemic	
was	571,	and	nurse‑to‑bed	ratio	in	general	departments	and	
ICUs	was	1:6	and	1:2,	 respectively.	During	 the	COVID‑19	
pandemic,	 the	 number	 of	 nurses	 decreased	 to	 507.	 The	
cause	 of	 this	 reduction	 was	 job	 quit	 (17	 individuals),	
having	 the	 chronic	 disease	 (37	 individuals),	 and	 being	
pregnant	 (10	 individuals).	 The	 participants	 included	 19	
nurses	 who	 were	 purposefully	 chosen	 with	 maximum	
diversity	 in	 terms	 of	 employment	 records,	 position,	 age,	
gender,	 and	 education.	 In	 this	 sampling,	 researchers	

deliberately	 chose	 their	 participants	 using	 two	 criteria:	
first,	 the	 fit	 between	 experience	 and	 research	 questions,	
and	 second,	 the	 existence	 of	 the	 characteristics	 of	 a	 good	
“expert.”	 So,	 the	 researchers	 conducted	 the	 interviews	
with	 nurses,	 supervisors,	 and	 patient	 safety	 nurse	 working	
in	 ICUs,	 general,	 emergency	 departments,	 and	 other	
healthcare	 support	 services.	 All	 of	 them	 were	 full‑time	
registered	 nurses	 working	 during	 the	 pandemic	 who	 have	
had	 experiences	 of	 taking	 care	 of	 confirmed	 or	 suspected	
patients	with	COVID‑19.

Data	 were	 collected	 through	 semi‑structured	 in‑depth	
interviews.	To	 conduct	 interviews,	 first,	 a	 list	 of	 the	 guide	
questions	was	 prepared	 according	 to	 the	 research	 question	
and	review	of	relevant	literature.	First,	the	interview	started	
with	 the	 general	 question	 “What	 experiences	 did	 you	
have	 at	 the	 time	 of	 caring	 for	 patients	 with	 COVID‑19?”	
The	 interviews	 were	 conducted	 in	 Persian	 language,	 in	
the	 participants’	 office.	 Participants	 were	 encouraged	
to	 share	 their	 experiences	 concerning	 the	 obstacles	 to	
effective	 nursing	 care	 in	 the	 COVID‑19	 pandemic.	 For	
example,	 they	 were	 asked:	What	 are	 the	 factors	 affecting	
the	 implementation	 of	 nursing	 care	 in	 the	 COVID‑19	
pandemic?	What	 challenges	 and	 obstacles	 in	 nursing	 care	
have	 contributed	 to	 the	COVID‑19	 from	your	perspective?	
The	 follow‑up	 questions	 would	 continue	 based	 on	 the	
experiences	 presented	 by	 the	 participants.	 All	 interviews	
were	conducted	by	 the	first	 researcher.	The	duration	of	 the	
interviews	in	terms	of	 the	participants’	conditions	and	their	
willingness	 was	 between	 30	 and	 90	 minutes.	 To	 obtain	
deeper	 information	 and	 clarify	 the	 concept,	 participants	
are	 asked	 to	 tell	 the	 concrete	 instances	 in	 examples.	 The	
interviews	were	recorded	and	transcribed	immediately	word	
by	word.	Sampling	was	continued	until	data	 saturation	has	
been	achieved.

In	 this	 study,	 the	 analysis	 of	 inductive	 content	 was	 used	
in	 the	 Graneheim	 and	 Lundman	method	 for	 data	 analysis.	
In	 the	 analysis	 approach	 of	 inductive	 content,	 classes	 are	
extracted	 from	 the	 data	 and	 the	 researcher	 moves	 from	
specific	 cases	 to	 the	 general	 statement.[13]	 Data	 analysis	
was	 performed	 at	 the	 same	 time	 as	 data	 collection	 and	 all	
recorded	 interviews	 were	 implemented	 up	 to	 24	 h	 after	
recording	word	 by	word,	 by	 the	 first	 writer.	 Both	 the	 first	
and	 second	 authors	 listened	 to	 the	 first	 two	 interviews	 to	
reach	 an	 immersion	 in	 the	 data	 and	 to	 obtain	 a	 general	
sense	 of	 data.	 The	 researchers	 selected	 the	 semantic	 units	
summarized	 in	 the	 first	 two	 interviews	 and	 then	 discussed	
them.	Then,	the	first	writer	repeatedly	listened	and	read	the	
audio	files	 that	 had	been	 transcribed	word	by	word.	 In	 the	
next	 step,	 the	 whole	 text	 is	 divided	 into	 smaller	 parts	 so	
that	 each	 small	 part	 is	 called	 a	 semantic	 unit.	The	 general	
concept	 of	 each	 of	 the	 semantic	 units	 is	 summarized	 in	
the	 extracted	 codes.	 Then,	 the	 codes	 were	 grouped	 based	
on	 similarities	 and	 differences.	 In	 the	 end,	 these	 groups	
were	 placed	 in	 the	 larger	 classes	 as	 far	 as	 possible	 aiming	
at	 achieving	 new	 knowledge	 and	 enhancing	 understanding	
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and	 describing	 obstacles	 to	 provide	 effective	 nursing	 care.	
The	 more	 compatible	 classes	 were	 integrated	 with	 each	
other,	and	then,	new	classes	were	emerged,	which	ended	in	
new	themes.

In	 this	qualitative	research,	 the	concept	of	 trustworthiness	
is	 used,	 which	 consists	 of	 four	 indices:	 conformability,	
credibility,	 transferability,	 and	 dependability.[14]	 To	 ensure	
conformability,	 the	 researchers	 tried	 not	 to	 interfere	 with	
their	 assumptions	 in	 the	 data	 collection	 process	 and	 to	
provide	the	participant’s	statements	related	to	the	identified	
concepts.	 For	 data	 credibility,	 sampling	 with	 maximum	
diversity,	 the	 long.	 standing	 presence	 of	 the	 researchers	 in	
the	research	environment,	the	use	of	peer.to.peer	colleagues,	
as	well	as	exploring	 the	finding	of	 research	by	participants	
were	 done.	 To	 ensure	 the	 transferability	 of	 the	 findings,	
the	 research	 process	 and	 all	 its	 steps	 were	 described	 in	
detail	 to	 allow	 other	 researchers	 to	 understand	 how	 the	
findings	were	 obtained.	The	 dependability	 of	 the	 findings	
was	 determined	 by	 the	 review	 of	 the	 observers	 (external	
check).	 It	 means	 that	 the	 related	 codes	 and	 classes	
introduced	 by	 two	 familiar	 observers	 were	 investigated	
and	 confirmed.	 Also,	 the	 researchers	 verified	 their	
consistency	with	 the	participants’	 statements	as	well	as	 to	
ensure	the	quality	of	the	classifications.

Ethical considerations

After	 obtaining	 permission	 from	 the	 Ethics	 Committee	
of	 the	 Isfahan	 University	 of	 Medical	 Sciences	 (IR.MUI.
RESEARCH.REC.	 1399.300),	 the	 goals	 were	 explained	
to	 the	 participants.	 Before	 signing	 the	 consent	 form,	 the	
research	team	makes	sure	that	participants	have	understood	
all	the	information	about	the	study	and	all	of	their	questions	
have	been	answered,	although	they	could	leave	the	study	at	
any	time	without	penalty	or	loss	of	benefits.

Results
The	 purpose	 of	 this	 study	 was	 to	 identify	 the	 challenges	
of	 nursing	 care	 for	 patients	 infected	 with	 COVID‑19	
from	 the	 nurses’	 viewpoint.	 For	 demographic	 information,	
refer	 to	 Table	 1,	 which	 was	 obtained	 at	 the	 first	 of	 the	
interview.	 These	 challenges	 were	 categorized	 into	 11	
subcategories	 and	 four	 main	 categories:	 work	 overload	 in	
disaster	 (lack	of	nurses	with	 adequate	 clinical	 qualification	
and	 restrictions	 on	 the	 compliance	 of	 the	 infection	 control	
protocols),	 immersion	 in	 an	 ocean	 of	 psychological	
and	 social	 tensions	 (personal	 and	 family	 tensions,	 work	
environment	 tensions,	 perception	 of	 organizational	
injustice,	 and	 social	 stigma),	 quality	 of	 care	 in	 fragile	
condition	 (self‑preservation	 rather	 than	 patient	 care	
and	 contradictory	 patient	 care	 standards),	 and	 disaster	
preparedness,	 response,	 and	management	 (passive	 resource	
management,	 information	 system	 challenges,	 and	 lack	 of	
guideline‑supported	protocols)	[Table	2].

Work overload in disaster

The	 nurses	 experienced	 a	 lot	 of	 pressure	 during	 the	 care	
of	 patients	 with	 COVID‑19.	 According	 to	 the	 findings	
of	 the	 study,	 work	 overload	 and	 physical	 exhaustion	 of	
nurses	 presented	 with	 the	 sense	 of	 frustration	 with	 the	
inability	 to	 complete	 tasks	 in	 the	 time	 given.	 This	 theme	
was	 categorized	 into	 two	 subcategories:	 lack	 of	 nurses	
with	 adequate	 clinical	 qualification	 and	 restrictions	 on	 the	
compliance	of	the	infection	control	protocols.

Lack of nurses with adequate clinical qualification

The	 participants	 believed	 the	 outbreak	 of	 COVID‑19	 has	
fortified	 the	 preexisting	 problem	 of	 nurses’	 shortage.	 On	
the	one	hand,	with	 the	outbreak	of	 the	disease,	 the	number	

Table 1: Characteristics of the study participants
NumberCategoryVariable

720‑30Age
1131‑40
141‑50
4MaleGender
15Female
14BSC*Educational	level
5MSN**
6SingleMarital	status
13Married
51‑5Work	background
105‑10
410<
8Specialist	servicesNurses’	work	sector
5Internal	services
3Emergency
14NurseProfessional	position
2Head	nurse
1Infection	controlSupervisor
1Clinical
1Safety	expert	nurse

*Bachelor	of	Science	**Master	of	Science

Table 2: Challenges of nursing care for patients with 
COVID‑19 from nurses’ perspectives

Subcategory Category
Lack	of	nurses	with	adequate	clinical	
qualification

Work	overload	in	
disaster

Restrictions	on	the	compliance	of	the	
infection	control	protocols
Personal	and	family	tensions Immersion	in	

an	ocean	of	
psychological	and	
social	tensions

Work	environment	tensions
Perception	of	organizational	injustice
Social	stigma
Self‑preservation	rather	than	patient	care Quality	of	care	in	

fragile	conditionContradictory	patient	care	standards
Passive	resource	management Disaster	preparedness,	

response,	and	
management

Information	system	challenges
Lack	of	guideline‑supported	protocols
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of	 recourse	 to	 the	hospital	 and	 the	patients’	 hospitalization	
increased	 more	 than	 ever,	 and	 on	 the	 other	 hand,	 there	
were	 nurses	 who	 were	 scared	 by	 the	 unfamiliarity	 of	
disease	 and	 ways	 of	 transmitting	 it.	 Among	 the	 nurses	
were	 also	 ones	 who	 were	 included	 in	 the	 high‑risk	
groups	 (pregnant	 women	 and	 people	 with	 immune	 system	
problems)	 according	 to	 the	 guidelines	 of	 the	 Ministry	 of	
Health	 and	Medical	Education	 of	 Iran	 and	 could	 not	work	
in	 their	 previous	 nursing	 departments.	 They	 either	 quitted	
or	 requested	 leave,	 or	 transferred	 to	 low‑risk	 departments.	
Thus,	 with	 the	 increase	 in	 the	 number	 of	 shifts	 for	 the	
remaining	 nurses,	 the	 high	 load	 of	 nursing	 care	 required	
would	 result	 in	 the	 nurse’s	 tiredness.	 However,	 as	 the	
disaster	 continued,	 the	 hospital	 had	 taken	 actions	 to	 solve	
the	 problem	 of	 nursing	 shortages,	 such	 as	 the	 recruitment	
of	 volunteer	 forces,	 but	 these	 actions	 were	 not	 effective. 
“During the shift, we were almost totally busy. Sometimes 
at the night shift, there was a nurse with six patients. 
Of course in some cases in order to solve this problem, 
however, the hospital used volunteer nurses in the wards 
which has little performance because of lack of expertise 
to take special care and the unfamiliarity with rules”	(P	6).

Restrictions on the compliance of the infection control 
protocols

Observing	the	principles	of	infection	prevention	and	control	
in	this	disaster	became	more	and	more	important,	including	
the	 use	 of	 personal	 protective	 equipment	 and	 compliance	
with	 hand	 hygiene.	 Compliance	 with	 these	 principles	 was	
accompanied	 by	 limitations	 and	 difficulties	 for	 nurses	 at	
the	time	of	the	outbreak.	One	nurse	emphasized:

“The frequent use of masks and other personal protective 
equipment had problems with the usual routine of eating 
and having rest and we had a lot of difficulty following 
the bad ventilation and humidity in the workplace”	 (P	 9).	
Another	 nurse	 expressed	 her	 situation	 in	 this	 way: “ We 
should use personal protective equipment for a long time. 
I hate them because they are too heavy and uncomfortable. 
I can’t move easily between patients”	(P	8).

Immersion  in  an  ocean  of  psychological  and  social 
tensions

The	 experiences	 of	 all	 nurses	 showed	 that	 they	 were	
mostly	 affected	 by	 psychological	 and	 social	 tensions.	This	
category	 was	 defined	 by	 personal	 and	 family	 tensions,	
work	 environment	 tensions,	 perception	 of	 organizational	
injustice,	and	social	stigma.

Personal and family tensions

One	 of	 the	 subjects	 that	 were	 extracted	 was	 the	 personal	
and	 family	 tensions	of	nurses,	and	most	of	 the	participants	
referred	 to	 the	 tension	 due	 to	 illness	 and	 constant	 mental	
preoccupation	 with	 COVID‑19	 disease	 and	 family‑related	
problems	 during	 the	 outbreak.	 One	 participant	 expressed	
his	 personal	 stress	 in	 this	way, “Somehow I had obsessive 

thought about COVID-19; I experienced the physical signs 
such as cold sweat and chest pain, and I even have tested 
it to make sure that I didn’t get affected” (P	4).

Some	 nurses	 pointed	 to	 the	 emergence	 or	 escalation	 of	
family	 conflicts	 affected	by	heavy	and	diverse	work	 shifts. 
“We have not seen each other for a week due to the heavy 
shifts, and when we are at home we are both extremely 
tired. We have a lot of fights, so we tend not to talk with 
each other” (P	16).

Work environment tensions

The	 source	 of	 tensions	 in	 the	 workplace,	 from	 the	 one	
hand,	 was	 observing	 the	 specific	 situation	 of	 the	 patients	
and	 their	 families,	 and	on	 the	other	hand,	 it	was	 attributed	
to	inadequate	support	of	the	managers.	The	nurses	expected	
a	 reduction	 in	 the	 working	 hours	 set	 by	 the	 Ministry	 of	
Health	 and	Medical	 Education	 of	 Iran	 to	 have	 more	 time	
to	renew	energy,	but	lack	of	nurses	and	being	infected	with	
COVID‑19	prevented	the	full	enforcement	of	the	law.	Many	
of	 the	nurses	also	pointed	out	 that	most	of	 the	dead	people	
were	 elderly	 and	 had	 chronic	 diseases,	 but	 at	 the	 peak	 of	
the	 outbreak,	 they	 witnessed	 the	 deaths	 of	 young	 patients	
and	 sudden	 deaths	 among	 the	 patients,	 which	 resulted	 in	
hopelessness.	 One	 of	 the	 nurses	 said: “Especially in the 
early days, we were so harassed to see so many deaths. 
Even the image of our own mind was that all the people in 
this department were doomed to death, and the	COVID-19 
means the death”(P	8).

Perception of organizational injustice

This	 subcategory	 showed	 itself	 in	 different	 forms	 and	 has	
also	been	reported	by	nurses	working	in	different	hospitals,	
nurses	 from	 different	 departments,	 and	 other	 healthcare	
support	 services,	 and	 even	 between	 employees	 working	
in	 the	 same	 department.	 Nurses	 can	 only	 provide	 quality	
services	 if	 their	 work	 environment	 provides	 adequate	
conditions	 to	 support	 them,	 but	 during	 COVID‑19,	 they	
experienced	 more	 inequality	 in	 employment,	 working	
conditions,	 and	 payment.	 “One of my colleagues who 
works in another hospital said they have been received 
non ‑ financial or financial support, which were apparently 
due to the fact that they have managers pursue these issues, 
but we did not receive any special welfare services”	(P	7).

A	 clinical	 supervisor	 stated	 that:	 “Even before the 
COVID-19 pandemic, our hospital face nursing shortage. 
Besides the government didn’t try to treat nurses in a way 
that they feel worthy” (P	4).[4]

Social stigma

Social	 stigma	 was	 another	 challenge	 that	 nurses	 and	
sometimes	 their	 family	 faced.	 In	 the	 community	 and	
family,	 they	 encountered	 social	 rejection	 because	 of	 fear	
of	 infection,	 and	 even	 in	 their	 hospital,	 other	 healthcare	
support	 services	 shunned	 to	 contact	 with	 nurses	 from	 the	
COVID	 departments.	 There	 was,	 in	 fact,	 a	 kind	 of	 social	
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isolation	 for	 the	 nurses	 and	 their	 family. “I have put my 
son in the kindergarten, when they realized I’m working 
in the COVID department, they refused to accept him and 
said it is because of other children protection; Even the 
cabs didn’t pick me up when they realized I am a nurse”	
(P	11).

Quality of care in fragile condition

Quality	 is	 always	 affected	 in	 disaster,	 and	 nursing	 care	 is	
not	 an	exception.	Although	nurses	were	empathetic	 toward	
patients	 and	 their	 family,	 they	 stated	 that	 they	had	 to	 limit	
care	 due	 to	 tough	 situation	 imposed	 and	 this	 led	 to	 the	
inefficiency	of	care.

Self-preservation rather than patient care

Some	 of	 the	 nurses	 pointed	 out	 that	 because	 of	 the	
unknown	 nature	 of	 COVID‑19	 and	 uncertainty	 in	 way	 of	
transmission,	 in	 some	 cases,	 they	 tended	 to	 take	 care	 of	
themselves	 rather	 than	 patient	 care,	 which	 affected	 the	
quality	 of	 care.	 “Sometimes we would have refused to 
do invasive care, such as suctioning or getting culture, 
because we had to get very close to patients, and I was 
afraid to put my family and I in danger”	(P	17).

Another	 nurse	 declared	 that:	 “I had to limit my contact 
with the patient in isolation room just like doctors. If I 
became infected nobody help me. I’m alone” (P	5).

Contradictory patient care standards

Nurses	pointed	out	 that,	 at	 the	 time	of	 the	outbreak	due	 to	
the	 shortage	 of	 medical	 equipment,	 staff	 fatigue,	 fear	 of	
disease	transmission,	and	lack	of	time	to	provide	care,	they	
did	 not	 follow	 some	 of	 the	 care	 standards	 such	 as	 control	
of	 high‑risk	 drugs	 and administering	 certain	 time‑sensitive	
medications	 at	 their	 right	 time.	 It	 has	 also	 been	 caused	 by	
inadequate	 experiences	 of	 new	 staff	 and	 volunteers	 with	
drugs	 and	 how	 to	 provide	 intensive	 care,	 such	 as	 airway	
management.	 Therefore,	 little	 attention	 to	 care	 standards	
would	lead	to	an	increase	in	the	incidence	of	errors.	One	of	
the	nurses	stated:

“Despite knowing the rules, I had no time to control a 
high - alert medication before administration. It seems 
in this complicated situation; patient safety wasn’t our 
priority” (P	16).

Disaster preparedness, response, and management

Another	 challenge	 that	 nurses	 faced	 was	 inadequate	
preparation	 for	 disaster	 management,	 which	 was	 seen	 as	
passive	 resource	management,	 vague,	 and	 incomplete	 flow	
of	information	and	lack	of	protocols.

Passive resource management

Although	COVID‑19	had	been	known	for	a	while	ago,	and	
the	top	executive	managers	were	aware	of	the	possibility	of	
the	 shortage	of	healthcare	provider	and	personal	protective	
equipment,	 there	 was	 not	 an	 action	 plan	 that	 addresses	

these	problems. “Most of the times the number of volunteer 
nurses who came to help us were not clear, so our plan to 
handle the patients changed more and more”	(P	5).

A	head	nurse	pointed	out:	“Every day I should ask for more 
medical equipment such as infusion pomp and ventilators. 
Sometimes we borrowed from other departments with many 
problems for a short time”	(P	6).

Information system challenges

Participants	 emphasized	 that	 there	 were	 many	 challenges	
in	 transparency	and	giving	 information	about	new	policies,	
changes	made	 in	 the	 previous	 processes,	 and	 the	 channels	
of	 communication	 in	 their	 organization. “Some policies 
were changed without notice, for example, I should prepare 
an important drug after getting confirmation of supervisor 
and I don’t know that”	(P1).

One	 nurse	 declared	 his	 worry	 in	 this	 way: “Executive 
managers of our hospital talk about many problems in 
their mitting’s. But none of their decisions informed to us. 
We heard about this changes suddenly”	(P	6).

Lack of guideline-supported protocols

The	 majority	 of	 the	 participants	 highlighted	 the	 need	
for	 timely	 standard	 protocols	 to	 diagnose,	 provide	 care,	
and	 treat	 the	 disease.	 These	 policy	 concerns	 included	
preplanning	 before	 opening	 units,	 nursing	 recruitment,	
resource	 allocation,	 disease	 management,	 and	 policies	
related	 to	 infection	 control. “In the first wave of 
the outbreak, there wasn’t any specific protocol for 
hospitalization, and this led to confusion of health care 
worker. So we encountered with overcrowding outside the 
emergency department” (P	12).

One	of	the	nurses	emphasized	that:	“Any doctor has his/her 
protocol to manage COVID-19. We are confused with a lot 
of orders that change every day. It’s ridiculous that all of 
them reject the other’s treatment”	(P	9).

Discussion
This	 study	 was	 conducted	 with	 the	 aim	 of	 exploring	 the	
challenges	 of	 nursing	 care	 for	 patients	 with	 COVID‑19	
from	 the	 nurses’	 point	 of	 view.	 Participants	 emphasized	
on	 four	 main	 challenges	 including	 work	 overload,	 facing	
psychological	and	social	tensions,	lack	of	quality	of	nursing	
care,	and	inappropriate	disaster	management.

In	this	study,	participants	experienced	workload	due	to	lack	
of	 healthcare	 workers	 and	 restrictions	 of	 using	 personal	
protective	 equipment.	 The	 lack	 of	 nurses	 with	 adequate	
clinical	competency	was	one	of	the	work	overload	reasons.	
For	 some	 researchers,	 nurses	 failed	 to	 have	 sufficient	
skill	 and	 competence	 to	 undertake	 an	 active	 role	 in	 the	
disaster	 and	 cannot	 provide	 adequate	 health	 care	 for	
the	 troubled	 people.[15]	 They	 need	 to	 gain	 professional	
and	 practical	 skills	 required,	 such	 as	 using	 medical	
equipment,	 performing	 triage,	 and	 providing	 physical	 and	
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psychological	 care.[16]	 Latif	 et al.[17]	 (2019)	 also	 show	 that	
the	 nurses’	 competence	 is	 not	 ideal	 to	 provide	 care	 in	 the	
disaster	 at	 a	 desirable	 level.	 Therefore,	 it	 is	 important	 to	
examine	the	competence	of	 the	nurses	and	identify	 the	gap	
in	knowledge	and	competence	before	the	disaster	occurs.	In	
2018,	 Ong	 and	 Tan	 also	 suggested	 skill	 classification	 that	
nurses	 should	 acquire	 before	 the	 disaster.	 They	 reported	
that	 effective	 disaster	 management	 requires	 nurses	 to	
demonstrate	 proper	 nontechnical	 skills	 including	 task	 and	
resource	 management,	 situational	 awareness,	 teamwork,	
communication,	control	of	emotions,	and	leadership.[18]

The	 outbreak	 of	 the	 COVID‑19	 changed	 the	 current	
law	 in	 the	 hospital,	 and	 the	 nurses	 had	 to	 pay	 attention	
to	 procedures	 both	 for	 caring	 of	 patients	 and	 protecting	
themselves	 besides	 preventing	 the	 spread	 of	 disease.	
For	 example,	 nurses	 need	 to	 spend	 time	 on	 wearing	 and	
removing	 individual	 protective	 equipment.	 These	 factors	
caused	 nurses	 in	 the	 clinical	 settings	 to	 face	 a	 greater	
workload	at	 the	 time	of	care	 for	 the	patients.	The	study	by	
Liu	 et al.[19]	 (2020)	 also	 showed	 doctors	 and	 nurses	 were	
dissatisfied	 with	 the	 high	 workload	 during	 the	 COVID‑19	
pandemic.	 The	 issue	 was	 due	 to	 the	 lack	 of	 human	
resources,	 the	 unknown	nature	 of	 the	 disease,	 and	 the	 fear	
of	 providing	 care	 and	 a	 shortage	 of	 care	 facilities.	 Similar	
to	 this	 study,	 Chen	W	 (2020)	 also	 identified	 that	 the	 lack	
of	human	resources,	especially	in	ICUs,	would	exacerbated	
with	 the	severity	of	 the	disease	and	increase	in	 the	number	
of	 patients.[20]	 Nevertheless,	 in	 some	 studies,	 the	 nurses	
tried	 to	 contribute	 to	 maintaining	 teamwork,	 helping	 each	
other,	and	making	critical	decisions	to	reduce	the	effects	of	
human	resource	shortage.[21]

Participants	 in	 this	 study	 further	 experienced	 personal	
and	 family	 tensions,	 workplace	 conflicts,	 discrimination,	
and	 social	 stigma.	 In	 the	 study	 of	 Liu	 et al.[19]	 (2020),	
physicians	 and	 nurses	 experienced	 challenges	 such	 as	
entering	 a	 new	 work	 environment,	 fear	 of	 contamination	
or	 carrying	 the	 infection	 to	 loved	 ones,	 detecting	
patients	 in	 acute	 deterioration,	 and	 tensions	 caused	
by	 communication	 with	 patients	 and	 other	 healthcare	
providers.	 From	 Gavin	 et al.’s[22]	 (2020)	 point	 of	 view,	
healthcare	 providers	 faced	 with	 unprecedented	 problems	
such	 as	 seeing	 a	 large	 number	 of	 mortality,	 the	 need	 to	
make	 moral	 decisions,	 lower	 quality	 service	 provision,	
apprehension	 relating	 to	 risk	 of	 infection,	 and	 concerns	
for	 family	 well‑being.	 The	 study	 conducted	 by	 Shen	
et al.[23]	 (2020)	 also	 showed	 that	 ICU	 nurses	 in	 the	
COVID‑19	 pandemic	 experienced	 problems	 such	 as	
anxiety	 related	 to	 unfamiliar	 surroundings	 and	 processes,	
lack	 of	 experience	 in	 managing	 infectious	 patients,	
long‑term	 fatigue,	 depression	 according	 to	 dealing	 with	
patients	 in	 critical	 conditions,	 and	 anxiety	 about	 families.	
In	approving	 the	 results	of	 this	study,	Sun	et al.[24]	 (2020)	
showed	 that	 nurses	 experienced	 negative	 feelings	 such	
as	 fatigue,	 discomfort,	 and	 helplessness	 following	 heavy	
work,	 fear,	 and	 anxiety	 for	 patients	 and	 family	members.	

The	 systematic	 review	 by	 Fernandez	 et al.[25]	 (2020)	 also	
emphasized	that	nurses	are	likely	to	experience	substantial	
psychological	 issues	 such	 as	 fear,	 vulnerability,	 and	other	
psychological	 issues	 in	 the	 face	 of	 disaster.	 Buheji	 and	
Buhaid[21]	 (2020)	 suggested	 that	 nurses	 being	 humans	
need	 to	 improve	 their	 capacity	 vs	 demand,	 to	 reduce	
errors,	 through	 raising	 their	 “working	 memory”	 during	
the	 COVID‑19	 pandemic.	 For	 this	 reason,	 Maben	 et 
al.	 (2020)	 recommend	 employees	 to	 use	 guidance	 to	
support	nurses’	psychological	well‑being.[26]

Moreover,	 this	 study	 reports	 worries	 and	 feeling	 of	 guilt	
related	 to	 care	 provision	 among	 nurses	 and	 the	 quality	
of	 care	 affected	 by	 the	 disaster.	 From	 nurses’	 point	 of	
view,	 this	 outbreak	 led	 them	 to	 provide	 limited	 care	
compared	 to	 usual	 care.	 Unknown	 nature	 of	 the	 disease,	
lack	 of	 trust	 in	 personal	 protective	 equipment,	 fatigue	
and	 reducing	 contact,	 and	 keeping	 distance	 and	 confusion	
in	 the	 treatment	 of	 the	 disease	 affected	 nursing	 care.	 In	
contrast	 to	 this	 study,	 Liu	 et al.[19]	 (2020)	 reported	 that	
nurses	 were	 fully	 responsible	 for	 patient’s	 well‑being,	
but	 in	 both	 studies,	 some	 volunteer	 nurses	 experienced	
challenges	 such	 as	 working	 in	 new	 environment,	 fatigue	
resulting	 from	 heavy	 work,	 and	 the	 use	 of	 personal	
protective	 equipment,	 fear	 of	 contamination,	 or	 inability	
to	 manage	 patients.	 Results	 from	 the	 study	 of	 Fernandez	
et al.[25]	 (2020)	 demonstrated	 that	 nurses	 in	 the	 crises	 had	
a	 sense	 of	 duty	 and	 self‑sacrifice	 to	 provide	 care	 to	 the	
patient	by	accepting	their	occupational	hazards.	Consistent	
with	the	findings	of	this	study,	nurses	have	also	bad	feeling	
of	inefficiency	in	the	study	of	Galehdar	et al.[27]

In	 low‑	 and	 middle‑income	 countries,	 general	 beds	 were	
rapidly	 converted	 to	 ICU	 beds	 and	 general	 hospitals	 were	
converted	 to	 critical	 care	 hospitals,	 so	 it	 is	 necessary	 to	
update	 the	 knowledge	 and	 skills	 of	 the	 healthcare	workers	
to	 address	 efficient	 care	 by	 particular	 training	 program.[28]	
Participants	 highlighted	 this	 issue	 simultaneously.	 In	 line	
with	 our	 study,	 Rashidi	 et al.[29]	 (2015)	 expressed	 that	
training	 programs	 should	 be	 constantly	 held	 to	 provide	
clinicians	 the	 opportunity	 to	 enhance	 their	 disaster	
preparedness	 and	 help	 them	 overcome	 the	 relevant	
barriers.	Hick	 et al.[30]	 (2020)	 also	 reported	 that	 healthcare	
systems	and	providers	must	be	prepared	to	obtain	 the	most	
benefit	 from	 limited	 resources	 while	 mitigating	 harm	 to	
individuals,	 the	 healthcare	 system,	 and	 society.	 Finally,	
Staines	 et al.[31]	 (2020)	 suggest	 a	 five‑step	 strategy	 and	
actions	 to	 improve	 patient	 safety	 and	 quality	 improvement	
during	 a	 pandemic	 that	 strengthen	 the	 capacities	 of	 the	
learning	system	by	coaching	clinicians	or	providing	bedside	
learning	coordinators	are	highly	emphasized.

Another	 main	 challenge	 faced	 by	 the	 nurses	 in	
this	 study	 was	 inadequate	 preparation	 for	 disaster	
management,	 which	 was	 seen	 as	 passive	 resource	
management,	 information	 system	 challenges,	 and	 lack	 of	
guideline‑supported	 protocols.	 The	 study	 by	 Fernandez	
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et al.[25]	 (2020)	 showed	 that	 nurses	 were	 stressed	 due	
to	 rapid	 change	 in	 recommendations	 and	 knowledge	
about	 the	 disease	 and	 called	 for	 increasing	 information	
to	 improve	 the	 quality	 of	 care.	 They	 also	 complained	 of	
not	 providing	 adequate	 training	 in	 the	 care	 of	 patients.	
Besides	 these	 issues,	 professional	 and	 organizational	
readiness	 vis‑a‑vis	 the	 pandemic	 affected	 the	 performance	
of	 frontline	 nurses.	 The	 nursing	 shortage,	 huge	 turnover	
of	 patients,	 limitation	 in	 isolation	 rooms,	 and	 lack	 of	
planning	 are	 the	 most	 important	 challenges	 for	 nurses.	
Liu	 et al.	 (2020)	 suggested	 when	 different	 specialties	 and	
hospitals	 work	 together,	 there	 are	 differences	 between	
cultures.	 Therefore,	 establishing	 professional	 and	
interpersonal	 coordination	 should	 be	 a	 priority	 to	 ensure	
effective	 and	 high‑quality	 care	 delivery.[19]	 Participants	
in	 the	 study	 of	 Karimi	 et al.[10]	 had	 experienced	 turmoil.	
They	described	the	uncertain	treatment	and	care	policies	in	
place	 for	 patients	within	 the	 designated	 care	 centers.	 It	 is	
obvious	 that	patients	with	COVID‑19	need	comprehensive	
and	 specialized	 care	 but	most	 of	 the	 healthcare	 providers,	
who	 came	 from	 other	 departments	 or	 hospitals,	 had	
insufficient	 clinical	 experiences.	 When	 health	 systems	
are	 not	 prepared	 to	 manage	 such	 crises,	 it	 is	 necessary	
to	 provide	 training,	 provide	 learning	 opportunities,	 and	
promote	 communication.[32]	 Fernandez	 et al.[25]	 argue	 that	
organizational	 reaction	 is	 very	 significant.	 Participants	
must	 expect	 their	 organization	 to	 provide	 knowledge	
about	 the	 pandemic	 diseases,	 but	 they	 did	 not	 want	
mixed	 information.	The	 study	encountered	 limitations	 that	
included	 problems	 in	 doing	 interviews	 while	 maintaining	
physical	 distance	 and	 avoiding	 some	 of	 the	 participants’	
actual	expression	of	experiences	due	to	concerns	about	the	
impact	on	their	job	status.

Conclusion
The	 findings	 of	 this	 study	 suggest	 the	 government,	
policymakers,	 and	 top	 executive	 managers	 of	 nursing	 to	
actively	 participate	 in	 supporting	 nurses	 in	 the	 form	 of	
reducing	 physical,	 psychological,	 and	 mental	 stress	 in	
pandemic	 disease	 such	 as	 COVID‑19.	 Having	 the	 right	
perception	of	 the	 challenges	nurses	 face	 in	 such	crises	 can	
contribute	 to	 providing	 safe	 service	 to	 patients,	 improving	
the	 quality	 of	 care,	 maintaining	 human	 resources,	 and	
properly	 managing	 the	 disaster.	 Being	 prepared	 to	 face	 a	
disaster	 in	 terms	 of	 structural	 and	 human	 resources	 can	
also	 be	 effective	 in	 reducing	 tension	 of	 nurses	 who	 play	
a	 significant	 role	 in	 the	 health	 system.	Accordingly,	 more	
quantitative	and	qualitative	research	 in	 the	field	of	care	 for	
patients	with	COVID‑19	can	prepare	nursing	profession	for	
a	novel	emergent	pandemic.

Acknowledgments

This	 research	 was	 supported	 by	 the	 Isfahan	 University	 of	
Medical	Sciences.	We	thank	our	colleagues	from	Noor	and	
Hazrat.e.Ali	 Asghar	 (Khorshid)	 	 Hospital	 who	 provided	
insight	and	expertise	that	greatly	assisted	the	research.

Financial support and sponsorship

Isfahan	University	of	Medical	Sciences

Conflicts of interest

Nothing	to	declare.

References
1.	 Watkins	 N,	 Johnston	 AN,	 McNamee	 P,	 Muter	 N,	 Huang	 C,	

ling	 Li	 Y,	 et al.	 Preparing	 for	 mass	 casualties:	 Improving	 staff	
preparedness	 and	 hospital	 operations	 through	 multidisciplinary	
simulation	 training	 in	 disaster	 management.	 Prehosp	 Disaster	
Med	2019;34:s81‑2.	doi:	10.1017/S1049023X19001717.

2.	 Liu	Y,	Wang	H,	Chen	J,	Zhang	X,	Yue	X,	Ke	J,	et al.	Emergency	
management	 of	 nursing	 human	 resources	 and	 supplies	 to	
respond	 to	 coronavirus	 disease	 2019	 epidemic.	 Int	 J	 Nurs	 Sci	
2020;7:135‑8.

3.	 Wu	 Z,	McGoogan	 JM.	 Characteristics	 of	 and	 important	 lessons	
from	 the	 coronavirus	 disease	 2019	 (COVID‑19)	 outbreak	
in	 China:	 Summary	 of	 a	 report	 of	 72	 314	 cases	 from	 the	
Chinese	 Center	 for	 Disease	 Control	 and	 Prevention.	 JAMA	
2020;323:1239‑42.

4.	 Adalja	AA,	 Toner	 E,	 Inglesby	 TV.	 Priorities	 for	 the	 US	 health	
community	responding	to	COVID‑19.	JAMA	2020;323:1343‑4.

5.	 Hardiyono	 H,	 Aiyul	 I,	 Ifah	 F,	 Wahdaniah	 W,	 Reni	 F.	 Effect	
covid‑19:	Burnout	on	nurse.	Espacios	2020;41:11‑8.

6.	 Kim	Y.	Nurses’	experiences	of	care	for	patients	with	Middle	East	
respiratory	 syndrome‑coronavirus	 in	 South	 Korea.	 Am	 J	 Infect	
Control	2018;46:781‑7.

7.	 Lancet	 T.	 COVID‑19:	 Protecting	 health‑care	 workers.	
Lancet	(London,	England)	2020;395:922.

8.	 Mo	 Y,	 Deng	 L,	 Zhang	 L,	 Lang	 Q,	 Liao	 C,	 Wang	 N,	 et al.	
Work	 stress	 among	 Chinese	 nurses	 to	 support	 Wuhan	
in	 fighting	 against	 COVID‑19	 epidemic.	 J	 Nurs	 Manag	
2020;281002‑9.

9.	 Chen	 Q,	 Liang	M,	 Li	Y,	 Guo	 J,	 Fei	 D,	Wang	 L,	 et al.	 Mental	
health	 care	 for	 medical	 staff	 in	 China	 during	 the	 COVID‑19	
outbreak.	 Lancet	 Psychiatry	 2020;7:e15‑6.	 doi:	 10.1016/
S2215‑0366(20)30078‑X.

10.	 Karimi	 Z,	 Fereidouni	 Z,	 Behnammoghadam	 M,	
Alimohammadi	 N,	 Mousavizadeh	A,	 Salehi	 T,	 et al.	 The	 lived	
experience	 of	 nurses	 caring	 for	 patients	 with	 COVID‑19	 in	
Iran:	 A	 phenomenological	 study.	 Risk	 Manag	 Healthc	 Policy	
2020;13:1271.	doi:	10.2147/RMHP.S258785.

11.	 Silverman	 D.	 Qualitative	 Research.	 Sage	 Publications	 Limited;	
5th	edition.	UK.	2020.

12.	 Sandelowski	 M.	 Whatever	 happened	 to	 qualitative	 description?	
Res	Nurs	Health	2000;23:334‑40.

13.	 Graneheim	 UH,	 Lundman	 B.	 Qualitative	 content	 analysis	 in	
nursing	 research:	Concepts,	 procedures	 and	measures	 to	 achieve	
trustworthiness.	Nurse	Educ	Today	2004;24:105‑12.

14.	 Milne	 J,	 Oberle	 K.	 Enhancing	 rigor	 in	 qualitative	 description.	
J	Wound	Ostomy	Continence	Nurs	2005;32:413‑20.

15.	 Bahrami	M,	Aliakbari	 F,	Aein	 F.	 Investigation	 of	 competencies	
of	 nurses	 in	 disaster	 response	 by	 utilizing	 objective	
structured	 clinical	 examination.	 Iran	 J	 Nurs	 Midwifery	 Res	
2014;19	(7	Suppl	1):S1‑6.

16.	 Aliakbari	 F,	 Bahrami	 M,	 Aein	 F,	 Khankeh	 H.	 Iranian	 nurses’	
experience	 of	 essential	 technical	 competences	 in	 disaster	
response:	 A	 qualitative	 content	 analysis	 study.	 Iran	 J	 Nurs	
Midwifery	Res	2014;19:585‑92.

17.	 Latif	 M,	 Abbasi	 M,	 Momenian	 S.	 The	 effect	 of	 educating	



Atashi, et al.: Iranian nursing care challenges in COVID‑19

Iranian Journal of Nursing and Midwifery Research ¦ Volume 28 ¦ Issue 6 ¦ November-December 2023 771

confronting	 accidents	 and	 disasters	 on	 the	 improvement	 of	
nurses’	professional	competence	 in	 response	 to	 the	crisis.	Health	
Emerg	Disasters	Quarterly	2019;4:147‑56.

18.	 Ong	 YH,	 Tan	 YH.	 The	 development	 of	 a	 skills	 taxonomy	 for	
nursing	crisis	management.	Clin	Simul	Nurs	2018;25:6‑11.

19.	 Liu	 Q,	 Luo	 D,	 Haase	 JE,	 Guo	 Q,	Wang	XQ,	 Liu	 S,	 et al.	 The	
experiences	 of	 health‑care	 providers	 during	 the	 COVID‑19	
crisis	 in	 China:	 A	 qualitative	 study.	 Lancet	 Global	 Health	
2020;8:e790‑8.	doi:	10.1016/S2214‑109X(20)30204‑7.

20.	 Chen	W,	Huang	Y.	To	protect	health	care	workers	better,	 to	save	
more	lives	with	COVID‑19.	Anesth	Analg	2020;131:97‑101.

21.	 Buheji	 M,	 Buhaid	 N.	 Nursing	 human	 factor	 during	 COVID‑19	
pandemic.	Int	J	Nurs	2020;10:12‑24.

22.	 Gavin	 B,	 Hayden	 J,	 Adamis	 D,	 McNicholas	 F.	 Caring	 for	 the	
psychological	 well‑being	 of	 healthcare	 professionals	 in	 the	
Covid‑19	pandemic	crisis.	Irish	Med	J	2020;113:51.

23.	 Shen	X,	 Zou	X,	 Zhong	X,	Yan	 J,	 Li	 L.	 Psychological	 stress	 of	
ICU	 nurses	 in	 the	 time	 of	 COVID‑19.	 Crit	 Care	 2020;24:1‑3.	
doi:	10.1186/s13054‑020‑02926‑2.

24.	 Sun	N,	Wei	L,	Shi	S,	Jiao	D,	Song	R,	Ma	L,	et al.	A	qualitative	
study	 on	 the	 psychological	 experience	 of	 caregivers	 of	
COVID‑19	patients.	Am	J	Infect	Control	2020;48:592‑8.

25.	 Fernandez	 R,	 Lord	 H,	 Halcomb	 E,	 Moxham	 L,	 Middleton	 R,	
Alananzeh	 I,	 et al.	 Implications	 for	 COVID‑19:	 A	 systematic	
review	 of	 nurses’	 experiences	 of	working	 in	 acute	 care	 hospital	

settings	 during	 a	 respiratory	 pandemic.	 Int	 J	 Nurs	 Stud	
2020;111:103637.	doi:	10.1016/j.ijnurstu.	2020.103637.

26.	 Maben	 J,	 Taylor	 C,	 Bridges	 J.	 Guidance	 to	 Support	 Nurses’	
Psychological	 Well.Being	 During	 Covid.19	 Crisis.	 University	
of	 Surrey	 and	 the	 University	 of	 Southampton;	 Published	 online	
14.4.20.	2020.

27.	 Galehdar	 N,	 Toulabi	 T,	 Kamran	 A,	 Heydari	 H.	 Exploring	
nurses’	 perception	 of	 taking	 care	 of	 patients	 with	 coronavirus	
disease	 (COVID‑19):	 A	 qualitative	 study.	 Nursing	 Open	
2021;8:171‑9.

28.	 Hopman	 J,	 Allegranzi	 B,	 Mehtar	 S.	 Managing	 COVID‑19	 in	
low‑and	middle‑income	countries.	JAMA	2020;323:1549‑50.

29.	 Rashidi	 Jahan	 H,	 Ebrahimnia	M,	 Roshani	M,	 Hadian	M.	 Crisis	
preparedness	 among	 clinical	 staff:	A	 brief	 survey	 in	 an	 Iranian	
context.	Int	J	Hosp	Res	2015;4:189‑93.

30.	 Hick	 JL,	 Hanfling	 D,	 Wynia	 MK,	 Pavia	 AT.	 Duty	 to	 plan:	
Health	 care,	 crisis	 standards	 of	 care,	 and	 novel	 coronavirus	
SARS‑CoV‑2.	NAM	Perspectives	2020.	doi:	10.31478/202003b.

31.	 Staines	A,	Amalberti	R,	Berwick	DM,	Braithwaite	J,	Lachman	P,	
Vincent	CA.	COVID‑19:	Patient	safety	and	quality	improvement	
skills	 to	 deploy	 during	 the	 surge.	 Int	 J	 Quality	 Health	 Care	
2021;33:mzaa050.	doi:	10.1093/intqhc/mzaa050.

32.	 Speroni	 KG,	 Seibert	 DJ,	Mallinson	 RK.	Nurses’	 perceptions	 on	
Ebola	 care	 in	 the	 United	 States,	 part	 2:	 A	 qualitative	 analysis.	
J	Nurs	Admin	2015;45:544‑50.


