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ABSTRACT
Objectives  Nurses are the largest group of healthcare 
workers on the front line of efforts to control the COVID-19 
pandemic. An understanding of their nursing experiences, 
the challenges they encountered and the strategies they 
used to address them may inform efforts to better prepare 
and support nurses and public health measures when 
facing a resurgence of COVID-19 or new pandemics. This 
study aimed to explore the experiences of nurses caring 
for people with suspected or diagnosed COVID-19 in Hong 
Kong.
Design  A qualitative study was conducted using 
individual, semistructured interviews. All interviews were 
audio-recorded and transcribed verbatim for thematic 
analysis.
Setting  Participants were recruited from acute hospitals 
and a public health department in Hong Kong from June 
2020 to August 2020.
Participants  A purposive sample of registered nurses 
(N=39) caring for people with COVID-19 in Hong Kong 
were recruited.
Results  Two-thirds of the nurses had a master’s degree 
and over a third had 6–10 years of nursing experience. 
Around 40% of the nurses cared for people with COVID-19 
in isolation wards and a quarter performed COVID-19-
related work for 31-40 hours/week. Most (90%) had 
training in COVID-19 and three-quarters had experience 
of working in infection control teams. Six key themes 
emerged: confronting resource shortages; changes in 
usual nursing responsibilities and care modes; maintaining 
physical and mental health; need for effective and timely 
responses from relevant local authorities; role of the 
community in public health protection and management; 
and advanced pandemic preparedness.
Conclusions  Our study found that nurses possessed 
resilience, self-care and adaptability when confronting 
resource shortages, changing nursing protocols, and 
physical and mental health threats during the COVID-19 
pandemic. However, coordinated support from the clinical 
environment, local authorities and community, and 
advanced preparedness would likely improve nursing 
responses to future pandemics.

BACKGROUND
In late December 2019, a number of cases 
of pneumonia with unknown aetiology 
were reported in Wuhan, China.1 The first 

confirmed case of COVID-19 was reported 
in Hong Kong on 23 January 2020.2 Subse-
quently, the WHO declared the COVID-19 
outbreak a pandemic on 11 March 2020 
as a result of its rapid global spread.3 By 16 
March 2020, more than 120 million cases of 
COVID-19 had been confirmed worldwide, 
resulting in more than 2 million deaths across 
192 countries/regions.4 In Hong Kong, to 
date over 11 000 cases have been confirmed, 
with more than 200 deaths.2

Healthcare systems globally are facing 
tremendous challenges in combating the 
COVID-19 pandemic. Unprecedented 
measures have been taken by healthcare 
authorities to cope with potential surges in 
patients. For instance, general wards have 
been set up as isolation wards, and nurses and 
other front-line healthcare workers without 
infectious diseases expertise have stepped up 
to provide care for people with COVID-19.5 
To alleviate the risk of viral spread and cross-
infections among patients and staff within 
clinical settings, further measures, such as 
suspending elective surgeries, have been 
taken.6 7

Nurses are working relentlessly on the front 
line of care, with a large number, irrespec-
tive of specialty, deployed to manage people 
with COVID-19. This includes nurses with 
limited infectious diseases expertise suddenly 
working in entirely unfamiliar and stressful 
environments, exposing them to significant 
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suspected or confirmed COVID-19 in Hong Kong.
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hospitals and a public health department across 
Hong Kong to reflect diverse perspectives.

	⇒ Purposive sampling was used to recruit participants 
and the findings may not reflect the experiences of 
all nurses.
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risk.8 By the end of October 2020, more than 1500 nurses 
worldwide had lost their lives to the virus.9 Regardless, 
nurses have consistently demonstrated commitment and 
compassion, often in the face of misinformation and 
adversity.10 A systematic review of 13 qualitative studies 
of nurses’ experiences during respiratory pandemics, 
including COVID-19, found that although their profes-
sional sense of duty, dedication, self-sacrifice and colle-
giality were intensified, concerns arose about their 
personal and family safety, and physical and emotional 
vulnerability.11

COVID-19 is known to exert a significant psychological 
toll on healthcare workers as well as the general public.12 
In 2003, the severe acute respiratory syndrome (SARS) 
epidemic in Hong Kong, where 22% of all infected 
people were healthcare workers, eight of whom died,13 14 
also revealed that healthcare workers faced extraordinary 
stress and mental health problems due to factors such 
as risk of infection, stigmatisation and understaffing.15 16 
Qualitative studies of nurses responding to the COVID-19 
pandemic in Turkey,17 Iran18 and Spain19 have reported 
adverse psychosocial impacts, including anxiety and 
depressive symptoms, from the resulting high mortality 
and unpredictability. A study of 20 Chinese front-line 
nurses showed that during the COVID-19 pandemic, 
positive and negative emotions interweaved and coex-
isted,20 with negative ones being dominant initially and 
positive ones appearing gradually, with self-coping styles 
and psychological growth playing an imperative role in 
maintaining nurses’ mental health.

Despite the commitment and resilience of nurses, 
nursing responses to the COVID-19 pandemic face 
numerous barriers. A qualitative systematic review of nine 
studies found that nurses’ barriers to caring for people 
with COVID-19 included the unpredictability of nursing 
roles, lack of support, family concerns and psychological 
distress.21 Pivotal aspects to aid nursing’s contribution to 
fighting COVID-19 include the role of nurses in health 
education, especially infection prevention and surveil-
lance, the implementation of appropriate precautionary 
measures in nursing homes and protection of patients 
with long-term illnesses who are prone to infection, and 
the provision of personal protective equipment (PPE),22 
as well as reasonable work schedules, effective commu-
nication, psychological support and intensive training 
for those who lack experience in managing infectious 
diseases.5

While critical aspects of nursing care may be largely 
universal, nurses’ experiences are likely to differ between 
regions and countries due to the significant variations 
in the impact of the pandemic.23 In Hong Kong, the 
COVID-19 response, led by strong community mobil-
isation in mask-wearing, personal hygiene and social 
distancing as a remnant of the SARS epidemic, and a high 
receptiveness to antiepidemic measures, including border 
control and contact tracing, may be unique compared 
with other developed regions.24 25 However, we have only 
found one published study on the experiences of Hong 

Kong school nurses during the COVID-19 pandemic.26 
No study has reported the experiences of nurses caring 
for people with COVID-19 in Hong Kong.

METHODS
Aims
This study aimed to explore the experiences of registered 
nurses caring for people with suspected or diagnosed 
COVID-19 during the first 6 months of the ongoing global 
pandemic, including the challenges they encountered 
and the strategies they adopted to address them, and 
their views about the preparation and support of nurses 
and public health measures regarding future pandemics.

Participants
A purposive sample of 39 registered nurses with the 
following inclusion criteria were recruited: (1) experience 
of providing direct nursing care to people with suspected 
and/or confirmed COVID-19 in hospital or other clinical 
settings; (2) able to communicate in Cantonese; and (3) 
consented to participate in the study. Participants were 
recruited from acute hospitals and a public health depart-
ment in Hong Kong to allow for a breadth of diverse 
experiences of nurses at the front line of the COVID-19 
pandemic.

Prior to data collection, participants were given a full 
explanation of the study objectives and procedures and 
informed of their right to agree or refuse to participate 
or withdraw from the study at any time, following which 
written informed consent was obtained. All data were 
anonymous, used for research purposes only and kept 
strictly confidential in a locked cabinet or via encryption, 
with access given only to the research team.

Data collection
A semistructured interview guide was developed (online 
supplemental file 1). Eligible participants were inter-
viewed by phone by a research assistant experienced 
in conducting qualitative interviews. Participants were 
invited to share their experiences of caring for people with 
COVID-19, challenges encountered, strategies adopted 
to address them, and views about the preparation and 
support of nurses and public health measures regarding 
future pandemics. Each interview was conducted in 
Cantonese and audio-recorded. Participants’ demo-
graphic and work characteristics were also collected, 
including age, sex, marital status, number of children, 
educational level, years of work experience, professional 
position, department/ward, time spent caring for people 
with COVID-19, previous infection control experience, 
training on COVID-19, wash-out period, living situation 
and sleep quality and quantity.

Data analysis
Data were transcribed verbatim from the audio record-
ings by the third author (RS), who was fluent in 
Cantonese and English. The third author then analysed 
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all transcripts thematically based on the six phases of 
thematic analysis outlined by Braun and Clarke.27 The 
transcripts were coded and grouped under themes and 
subthemes according to the aims of the study. The themes 
were considered carefully in relation to the overall data 
set, and consensus was reached through checking and 
discussion by team members, ensuring that the most 
representative themes and subthemes were chosen. Illus-
trative quotes were translated from Cantonese to English 
to support the themes and subthemes found.

To ensure qualitative rigour and trustworthiness, data 
were collected until data saturation was achieved, indi-
cating that adequately rich data had been collected and 
we would be unlikely to find any new information on 
continued data collection. A transparent audit trail was 
maintained through written reflexive notes and clear 
documentation of all coding decisions.

Patient and public involvement
As this study focused on the experiences of nurses caring 
for people with COVID-19, patients or the public were 
not involved.

RESULTS
Thirty-nine registered nurses were recruited and partic-
ipated throughout the study. Interviews were conducted 
from June 2020 to August 2020 and lasted a median of 
60 (range 35–89) min. Table 1 summarises participants’ 
demographic and work characteristics. Six key themes 
emerged.

Theme 1: confronting resource shortages
All participants emphasised a shortage of resources, invari-
ably PPE, isolation wards and beds, as the biggest chal-
lenge in the care of people with suspected or confirmed 
COVID-19. Due to high case loads, particularly from a 
large number of imported cases, participants encoun-
tered problems securing appropriate negative pressure 
and isolation rooms for high-risk individuals and proce-
dures, and a lack of basic PPE, including face shields, 
masks and gloves. They commonly expressed feelings of 
frustration and powerlessness in their ability to care prop-
erly for patients:

PPE is a very basic need. How can I properly take 
care of patients when I cannot even protect myself? 
(Participant 15, male, registered nurse (RN))

As a result of a lack of space in hospitals, participants 
described having no choice but to ask suspected individ-
uals to wait outside in open areas or in corridors in the 
accident and emergency department prior to COVID-19 
testing. They stressed the importance of being adaptable 
and having hospital measures in place to address flex-
ibly envisaged increases in patient numbers, for instance 
setting up enhanced surveillance wards and converting 
medical wards to isolation wards. At the same time, most 
participants acknowledged the limitations posed by such 

Table 1  Demographic and work characteristics of the 39 
interviewed nurses

Characteristics n (%)

Age (years)

 � 20–29 12 (30.8)

 � 30–39 17 (43.6)

 � 40–49 5 (12.8)

 � 50–59 5 (12.8)

Sex

 � Male 12 (30.8)

 � Female 27 (69.2)

Marital status

 � Single 21 (53.8)

 � Married 18 (46.2)

Children

 � One 3 (7.7)

 � More than one 7 (17.9)

 � None 29 (74.4)

Education

 � Bachelor’s degree 10 (25.6)

 � Master’s degree 26 (66.7)

 � Doctoral degree 3 (7.7)

Years of nursing experience

 � 1–5 11 (28.2)

 � 6–10 14 (35.9)

 � 11–15 4 (10.3)

 � >15 10 (25.6)

Position

 � Registered nurse 23 (58.9)

 � Advanced practice nurse 8 (20.5)

 � Senior nursing officer 1 (2.6)

 � Ward manager 3 (7.7)

 � Nurse consultant 3 (7.7)

 � Department operations manager 1 (2.6)

Ward worked when caring for people with COVID-19

 � Isolation ward* 16 (41.0)

 � Intensive care unit† 7 (20.6)

 � Accident and emergency department‡ 8 (23.5)

 � Medical and geriatric ward§ 1 (2.9)

 � Paediatric ward¶ 5 (14.7)

 � Other roles 2 (5.1)

Time spent doing COVID-19-related care or work (hours/week)

 � 1–10 6 (15.4)

 � 11–20 9 (23.1)

 � 21–30 2 (5.1)

 � 31–40 10 (25.6)

 � >40 9 (23.1)

 � Difficult to measure 3 (7.7)

Time spent doing COVID-19-related care or work (months)

Continued
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measures, such as their likely failure to provide adequate 
isolation environments:

As there weren’t enough isolation wards, some gen-
eral wards were converted to isolation wards…The 
problem is that the setting inside is not the same [in 
the converted wards]…we need separate places for 
entering and leaving in isolation wards as we need to 

de-gown before we can go out [of the ward]…patient 
flow is affected. (Participant 19, female, RN)

They further revealed that PPE standards had been 
frequently downgraded in response to difficulties faced 
by hospitals acquiring PPE stock. While they understood 
the rationale for this, participants felt that health worker 
and patient safety was being compromised. Most partic-
ipants mentioned using their own initiative to enhance 
personal precautions, such as minimising physical contact 
with patients and ensuring efficient use of equipment:

To better manage the PPE resources that we have, 
I try to talk to patients using a walkie talkie from 
outside the [isolation] room instead of in person…
When I wear PPE and go inside the [isolation] room, 
I try to be more careful and plan what I may need 
well so I don’t need to leave the room to get anything 
and waste a set of PPE. (Participant 28, female, nurse 
consultant)

Theme 2: changes in usual nursing responsibilities and care 
modes
Adapting to new and erratic procedural guidelines and protocols
Most participants expressed that the experiences of the 
SARS and swine influenza epidemics had influenced 
significantly hospital planning, including workflows and 
procedural guidelines, during the COVID-19 pandemic. 
However, they also mentioned the need to learn numerous 
new specific protocols and guidelines, including triage 
criteria, transport of patients to intensive care, naso-
pharyngeal swab (NPS) and nasopharyngeal aspirate 
(NPA) procedures, safe handling of test specimens, and 
transfer and admission of suspected or confirmed cases 
under quarantine. They also reiterated the importance of 
nurses’ awareness of environmental contamination risks 
and abiding by infection control practices more strictly, 
for instance the proper use of PPE and hand hygiene:

I had to quickly learn how to take care of isolated pa-
tients…how to do infection control [well], like don-
ning and doffing PPE and washing hands…I also had 
to learn to cooperate with my colleagues [to combat 
this pandemic]. (Participant 15, male, RN)

Participants highlighted that coping with rapidly 
changing guidelines and protocols posed a major chal-
lenge. They frequently needed to ensure that they 
remained updated on modifications to infection control 
policies in response to PPE shortages, requirements of 
FTOCC (fever, travel history, occupational exposure, 
contact history, clustering) risk assessment, and new 
knowledge on disease pathology and symptoms to inform 
screening, treatment and infection control:

The guidelines we need to follow keep changing ev-
ery day…so when I go to work, I first need to see what 
changes there are, for example, which countries are 
on the high travel risk list…Initially, we used to use 
NPS for COVID-19 tests, but now, it has been changed 

Characteristics n (%)

 � 1–2 8 (20.5)

 � 3–4 10 (25.6)

 � 5–6 20 (51.3)

 � 7–8 1 (2.6)

Previous infection control team experience?

 � Yes 29 (74.4)

 � No 10 (25.6)

Received COVID-19-related training?

 � Yes 35 (89.7)

 � No 4 (10.3)

Have washout period?**

 � Yes 6 (15.4)

 � No 31 (79.5)

 � Not applicable 2 (5.1)

Living situation during care of people with COVID-19

 � Hotel 19 (48.7)

 � Flat rental 3 (7.7)

 � No change 17 (43.6)

Sleep quality during care of people with COVID-19

 � Good 3 (7.7)

 � Normal 26 (66.7)

 � Poor 10 (25.6)

Sleep quantity during care of people with COVID-19

 � Increased 3 (7.7)

 � No change 32 (82.1)

 � Decreased 4 (10.3)

*Isolation wards are rooms equipped with negative pressure air 
extraction systems to prevent the spread of pathogens, including from 
people with suspected or diagnosed COVID-19. A full set of personal 
protective equipment must be worn when entering these wards.
†Intensive care units are dedicated wards for the provision of intensive 
care, including to critically ill people with COVID-19.
‡Accident and emergency departments provide services for critically 
ill or injured people. People suspected with COVID-19 symptoms are 
commonly identified through enhanced surveillance in these facilities.
§Medical and geriatric wards target the care of elderly patients. Older 
people admitted due to other health conditions may be identified as 
suspected COVID-19 cases.
¶Paediatric wards provide care to minors under 18 years old. Children 
with suspected COVID-19 symptoms and their parents may be 
isolated and put under surveillance in these wards.
**A washout period is defined as a period of time of typically 
2–4 weeks that is taken off from work after being deployed to take care 
of people with suspected or diagnosed COVID-19 in isolation wards 
and before resuming previous clinical duties in other wards.

Table 1  Continued
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to NPA…we needed to adapt to the new procedures 
very fast. (Participant 16, male, RN)

Consequently, participants emphasised the importance 
of rapid dissemination of evidence-based information 
from reliable and easily accessible sources, particularly text 
messaging groups with hospital and ward staff, change-of-
shift meetings, and communication kits prepared by the 
hospital authority (HA):

We need to always keep ourselves updated, for exam-
ple about PPE stocking, so we can modify our care 
practices…[To do this,] I usually look at emails from 
the hospital, our HA Chat [A secure platform for 
staff to send text, photo, voice, and video messages], 
the communication kit from HA …There’s a lot of 
information out there…it can be difficult to screen 
and see which is the most important or trustworthy. 
(Participant 28, female, nurse consultant)

Refocusing patient care on psychological aspects and meeting 
basic needs
With most people with COVID-19 admitted to hospital 
being asymptomatic and relatively physically healthy, 
participants urged a refocusing of patient on psycholog-
ical well-being. They expressed the need to spend most 
bedside care time assisting isolated patients to manage 
their fluctuating emotions, and alleviating their feelings 
of fear, sadness and loneliness:

We need to help patients stay positive…[some pa-
tients] start crying and we need to go into the iso-
lation room in full gear to help them calm down…
They feel scared as they don’t know what’s going 
on…stressed as [there are] a lot of unknowns…need 
to spend some time with them. (Participant 2, female, 
advanced practice nurse (APN))

Some participants indicated that a lack of patient 
cooperation was common due to patients’ lack of under-
standing of the virus, and stress and frustration from 
receiving a positive COVID-19 test result. They asserted 
that effective communication with patients, including 
clear explanations of their possible length of stay, treat-
ment flow and testing requirements for discharge, was 
vital in reassuring them and reducing their distress:

You need to have two negative COVID-19 tests with 
the same type of clinical specimen 24 hours apart be-
fore you can be released from isolation…A patient 
kept getting fluctuating results…[He] got very frus-
trated and said, ‘Why didn’t anyone tell me about this 
rule earlier?’…tried to leave the hospital…We called 
the police and he came back after talking to them…
Communicating the rules and plans [to patients] ear-
ly is very important…cannot assume they know why 
they are in hospital. (Participant 6, female, APN)

Besides psychological care, participants conveyed that 
meeting the basic needs of patients to ensure a more 

comfortable stay in hospital also constituted a major 
part of care. It was important for them to be flexible and 
receptive to the needs of patients who were isolated in 
hospital for long periods of time, particularly regarding 
their food and entertainment preferences, including 
internet connectivity and toiletries:

Due to prolonged hospitalisation, patients have some 
very simple needs, like Wi-Fi, TV…They don’t want 
to eat hospital food…order delivery. (Participant 4, 
female, RN)

Some participants expressed that patient care addi-
tionally extended to family members. As close contacts, it 
was necessary to inform family members of their need to 
be quarantined, as well as regularly update them on the 
patient’s condition and circumstances. Patients were also 
provided with video calling capabilities to maintain social 
contact:

For elderly patients [without a phone with video call-
ing capabilities], we give them a Tablet to use so that 
they can video call their family members. (Participant 
7, female, ward manager)

Theme 3: maintaining physical and mental health
Tackling adverse impacts on nurses’ physical and mental health
Most participants revealed that they stayed in hotels 
rather than at their homes to keep their families safe 
when taking care of people with COVID-19. They 
disclosed strong feelings of loneliness and social isolation 
from their friends and families, spending large amounts 
of time alone to avoid potentially infecting others. Some 
participants also conveyed being afraid of possible social 
rejection by friends as a concern as they may be seen as 
‘dirty’ due to their place of work. All of these resulted in 
negative thoughts and emotions in participants:

Most of us [nurses] feel very alienated from society…
We try to isolate ourselves from our family members 
and friends…have less social interaction with people 
as we don’t want to infect them…I feel that I don’t 
have much social support… feel a bit depressed. 
(Participant 39, female, department operations 
manager)

Moreover, some participants expressed feeling fearful 
when taking care of patients, in particular during high-
risk procedures, especially involving aerosols. However, at 
the same time, most participants felt that regardless of 
these negative feelings, they held a strong sense of profes-
sional responsibility to contribute to the fight against the 
pandemic and had a strong faith in their ability to protect 
themselves and others:

I found out I was pregnant while working in the iso-
lation ward…My colleagues and family were worried 
about me, but I decided to continue working there…I 
had a friend with a similar experience and she was 
ok…if I wear full PPE properly and trust my skills, 
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I can still do my job safely. (Participant 35, female, 
APN)

As a result, participants indicated working harder to 
ensure their physical health through effective self-care 
and personal protection practices, including taking 
greater care and alertness in infection control, and clear 
planning and preparation prior to conducting high-risk 
procedures:

When performing high-risk aerosol-generating pro-
cedures on confirmed cases, we need to be very clear 
on the steps we take…need to be smooth…very alert, 
especially during doffing of PPE, washing hands, and 
showering [afterwards]. (Participant 32, male, RN)

In addition, participants further highlighted that family, 
friends and peer support were essential in promoting 
their mental health, providing reassurance and allevi-
ating their worries and anxieties:

My friends and family call me to tell me to be care-
ful…I also have very supportive friends in the hospi-
tal who constantly ask if I need anything…I don’t feel 
that lonely [because of them]. (Participant 6, female, 
APN)

Importance of teamwork and a supportive practice environment
Most participants emphasised that the support and coop-
eration of their team played an important role in helping 
them maintain their physical and mental health. With 
large numbers of new staff deployed from other wards, 
participants also expressed that it was necessary to work 
together to train them, and for more experienced and 
senior nurses to ensure their understanding of nursing 
interventions:

We have very good team spirit…everyone is very sup-
portive…We use a buddy system so that when one of 
us is going to take care of [infected] patients, there 
would be another person watching you to make 
sure you do all the [nursing] procedures safely. 
(Participant 5, female, RN)

Additionally, participants emphasised the benefit 
of a supportive hospital environment, particularly the 
management team. Some participants appreciated the 
hospital management team for arranging staff rental 
allowances and subsidies, although others asserted that 
improved PPE and understanding of front-line staff 
needs were required. Most highlighted that explaining 
the rationale behind management decisions was impera-
tive in reducing discontent and negative feelings among 
front-line staff:

Frontline staff needs to be given more information on 
management decisions…if they can understand why 
different decisions are made, they would have fewer 
grievances and can be more supportive. (Participant 
10, male, senior nursing officer)

Theme 4: need for effective and timely responses from 
relevant local authorities
Most participants described the responses of govern-
mental departments as an important factor in ensuring 
adequate public health measures during the COVID-19 
pandemic. While they stressed such departments had 
the ability to considerably enhance care provision within 
manageable patient case loads, some criticised the inad-
equate response measures of local authorities in relation 
to the establishment of protocols and guidelines and 
isolation wards, management of PPE shortages, and step-
down arrangements for non-serious cases:

Many things need to be prepared earlier, especially 
hospital negative pressure rooms…In my hospital, 
there was a time when we needed to urgently prepare 
the negative pressure room, but we noticed that there 
was some water leakage there and a little problem with 
the double doors of the room…these things should 
have been fixed earlier as we never know when there 
may be a sudden explosion in cases. (Participant 4, 
female, RN)

Most participants supported the introduction of earlier, 
enforced government responses to the pandemic: restric-
tions on travel into the city, early screening, monitoring 
and management of quarantined cases, active promo-
tion of mask-wearing, and surgical mask distribution to 
disadvantaged groups. Some participants suggested that 
public health decision-makers should have sought greater 
involvement of front-line healthcare professionals:

More frontline [healthcare] professionals should be 
involved in giving input to the government…the gov-
ernment should listen to their suggestions…tell peo-
ple to wear masks earlier, control number of people 
on public transport in rush hour, and disseminate 
more information on how people can protect them-
selves. (Participant 2, female, APN)

Overall, participants attributed the lack of sufficient 
foresight and a severe underestimation of the disease by 
authorities as a prominent cause of the burden faced by 
nurses during the pandemic.

Theme 5: role of the community in public health protection 
and management
Apart from the provision of direct care to infected indi-
viduals, participants mentioned the value of collective 
community efforts in effectively controlling infectious 
disease outbreaks. They emphasised the importance 
of promoting the proper adoption of simple personal 
protective and hygiene measures, namely keeping hands 
clean by washing them or using hand sanitisers, wearing 
eye goggles and masks, social distancing, and ensuring 
cleanliness of the surrounding environment within the 
community. Some participants also highlighted the need 
for specific measures in the Chinese cultural context, 
such as avoiding tea and hotpot gatherings, and using 
serving chopsticks during meals:
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When people started wearing masks, we noticed that 
the number of patients coming in with other URIs 
[upper respiratory infections] also reduced…clear-
ly, such measures are very important and effective. 
(Participant 31, female, RN)

Consequently, participants stressed the additional role 
of nurses in acting as community health educators to 
enhance public health education and alertness. Owing to 
the lack of an effective vaccine or treatment for COVID-19 
at the time, they also asserted that the government should 
take a greater role in reducing misinformation and 
disseminating more evidence-based information to main-
tain public vigilance and reduce community spread of the 
disease:

Now we know that the virus is spread by droplets…
but people [the general public] don’t have any clear 
information on what precautions to take against 
this…I always see people in the bus…touching ev-
erywhere and not being that aware. (Participant 22, 
female, RN)

Theme 6: advanced pandemic preparedness
More comprehensive and ongoing nursing education on outbreak 
management
Participants reiterated the necessity for regular and 
continuous infection control training of nurses, partic-
ularly regarding their psychological preparation, aware-
ness and alertness to fight infectious disease outbreaks, 
and optimising their clinical skills in performing high-
risk interventions, reducing cross-infection and contam-
ination risks, and donning and doffing PPE. They also 
suggested the use of outbreak training simulations and 
experience sharing by front-line nurses to bolster such 
skills, and emphasised the promotion of teamwork, dele-
gation and communication among nurses during disease 
outbreaks:

More nurse education on high-risk interventions, 
including how to reduce contact with droplets and 
protect ourselves, manage emotional health, perform 
[effective] division of labour, delegate things system-
atically to avoid ‘overloading’ ourselves, and improve 
teamwork is needed. (Participant 23, male, RN)

Early resource planning and preparation
Most participants emphasised the importance of early, 
large-scale warning and preparation of health systems 
and facilities to deal with infectious disease outbreaks. 
Although experiences in previous epidemics in Hong 
Kong had improved local reserves of resources, including 
PPE, ventilators, isolation and quarantine facilities, and 
negative pressure rooms, participants expressed the need 
to re-evaluate and update current practices. They also 
warned that adaptations to sudden increases in COVID-19 
case numbers in Hong Kong hospitals had exposed inad-
equacies and risks in current measures:

HA should set up more isolation facilities in advance. 
They may seem useless at the time, especially if we 
don’t have any disease outbreak for many years, but 
you never know when there may be a sudden out-
break…. When you convert general wards to isolation 
wards, you may jeopardise patient safety as they don’t 
fit the required infection control criteria completely. 
(Participant 19, female, RN)

Additionally, participants recounted that the severe 
PPE shortages experienced at the initial stages of the 
pandemic had highlighted the need to enhance local 
PPE production knowledge and establish local produc-
tion lines of high-quality PPE, particularly masks:

We need steady production of PPE in Hong Kong to 
cater to the sudden demand [during epidemics]…
right now, even if we want to boost [PPE] production, 
we don’t have the technology or know-how…need it 
in advance. (Participant 30, female, nurse consultant)

DISCUSSION
To our knowledge, this is the first qualitative study to 
explore registered nurses’ experiences of caring for 
people with COVID-19 in Hong Kong. Our findings 
highlight the resilience and adaptability of nurses in 
tackling numerous obstacles in the provision of effec-
tive nursing care during the pandemic. In the face of a 
lack of resources, particularly PPE and isolation facilities, 
nurses showed initiative and creativity in adapting to and 
overcoming such major obstacles. This accords with strat-
egies suggested by the WHO and the Centers for Disease 
Control and Prevention that have been used by health-
care workers when confronted with limited supplies, such 
as limiting patient contact and using the same respirator 
with multiple patients.28

Moreover, our findings emphasise the widespread need 
for and use of self-care and self-protection measures, 
including greater awareness of personal infection control 
precautions, and more careful planning and preparation 
by nurses caring for people with COVID-19. However, 
none of the nurses articulated using a clear set of guide-
lines regarding their own self-care and well-being; rather 
they used personal strategies based on their own knowl-
edge and experience.29 The need for self-care and support 
was similarly reported in a qualitative study of Australian 
primary healthcare nurses’ needs during the COVID-19 
pandemic.30

Nurses were highly adaptable in prioritising, accessing 
and adjusting to the use of ever-changing COVID-19-
specific nursing care protocols and guidelines. They 
were also aware of and responsive to the specific needs 
of people with COVID-19, particularly comfort and 
psychological well-being, and minimising the mental 
health burden so prevalent in this group.31 Notably, most 
nurses emphasised they were able to provide psycholog-
ical support as many of the patients were asymptomatic or 
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had mild symptoms and were relatively physically healthy, 
given Hong Kong’s strict policy regarding the admission 
of all COVID-19 cases to reduce the community spread 
of the virus. This is in contrast to studies from other 
countries such as China32 and Italy,33 where nurses faced 
tremendous challenges in caring for heavy workloads of 
seriously ill people with COVID-19.

It was apparent that clear communication was central 
to enhancing mutual nurse–patient understanding and 
assuaging any hostility arising from patients’ fear, anxiety 
and misconceptions. Interestingly, this was most promi-
nent regarding non-local patients, a growing popula-
tion as a consequence of the international hub status of 
Hong Kong. Recent reports of threats or acts of violence, 
including physical and verbal abuse, against healthcare 
workers during the COVID-19 pandemic, although 
largely from patients’ relatives, due to a lack of knowl-
edge about COVID-19 and its treatment, and dissatisfac-
tion with hospital policies,34 35 illustrate the importance of 
good communication skills among nurses.

When confronted with their own feelings of despair and 
unease due to the ambiguity and unpredictability associ-
ated with COVID-19, nurses emphasised effective cooper-
ation and teamwork strategies as means to ensure safety 
and reassurance among colleagues. Regardless of such 
negative feelings and loneliness resulting from working 
at the front line of the pandemic, nurses emphasised 
their sense of professional duty, pride and responsibility, 
bolstered by support of colleagues, friends and family. 
Consistent with this, a cross-sectional study of 325 nurses 
in the Philippines asserted that perceived organisational 
and social support were predictors of COVID-19-related 
anxiety in nurses.36

Our findings also revealed suggestions to improve 
measures for dealing with future outbreaks. Nurses 
wished to have their viewpoints taken into consideration 
in hospital management decisions about the pandemic, 
particularly when such decisions had consequences for 
nurses’ safety and performance. Such an organisational 
response may reduce burnout and psychological distress 
in nurses, as reported by a recent systematic review of 13 
qualitative studies.11 To allow for a more targeted and well-
prepared pandemic response, our findings emphasise the 
need for consistent updating of nurses’ infection control 
education and the rapid availability of sufficient reserves 
of resources and isolation facilities. This is supported by 
an online cross-sectional study of 637 primary healthcare 
nurses in Australia, which identified seven key categories 
of perceived nurse support needed to provide quality 
clinical care during the pandemic: PPE, communication, 
funding, industrial issues, self-care, workplace factors and 
valuing nurses.30 A cross-sectional study of 261 front-line 
nurses in the Philippines highlighted the importance of 
organisational measures to support nurses’ mental health 
and reduce fear, including social support, psychological 
support services, COVID-19-related training, and accu-
rate and regular information and updates.37 Interest-
ingly, while most studies emphasised the importance of 

psychological support and coping strategies to alleviate 
fear and distress among nurses,30 31 36–38 our study found 
that nurses appeared to focus largely on material or 
nursing care-specific support, particularly improved PPE 
management and training.

Finally, it was emphasised by participants that while 
nurses can assist in the control of pandemics, the collective 
and concerted contributions of a well-educated and well-
informed community are essential. Our findings support 
the need for multifaceted responses involving multiple 
stakeholders, including nurses as well as policy makers, 
hospital administrators and the local community.29

Limitations
The limitations of this study are that we used a purpo-
sive sample of registered nurses in acute hospitals and 
a public health department, and our findings may not 
reflect the experiences of all nurses in these settings. In 
addition, all the recruited participants were nurses from 
Hong Kong, so this study only explored the situation of 
the pandemic in the region. Also, as our findings repre-
sent the experiences of nurses at the time of the inter-
views, they are unable to address the dynamic nature of 
the global pandemic. Finally, to avoid close contact with 
healthcare workers providing direct care to people with 
COVID-19, we had to conduct interviews by phone.

Implications for research and practice
Findings from this study may help to optimise nursing 
responses to future pandemics by improving the prepared-
ness of nurses through the provision of appropriate 
education and training regarding responses against novel 
infectious diseases, PPE management during shortages, 
communication skills and psychological patient care. In 
addition, policy makers and managers should regularly 
re-evaluate contingency plans regarding PPE and ensure 
the involvement of nurses.

Longitudinal studies of the experiences of nurses 
caring for people over the course of COVID-19 are recom-
mended. These may include robust measures of stress, 
self-efficacy and personal control, for example.

CONCLUSIONS
Nurses have shown remarkable resilience and adaptability, 
despite resource shortages and mental and physical health 
threats, when caring for people with COVID-19. However, 
nurses need appropriate support from peers, managers, 
policy makers and the local community to effectively 
prepare for and manage such pandemics. The findings 
of this study may help inform future nursing practice, 
education and policy making to shape and strengthen the 
response to global infectious disease outbreaks.
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