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Abstract
Introduction: Since the beginning of the COVID-19 pandemic, nurses have been on the frontline providing care for patients

with COVID-19. Caring for patients with COVID-19 can be a rewarding experience for nurses, but research also suggests

that nurses experience numerous challenges on the frontline.

Objectives: This study aims to explore the experiences of frontline nurses caring for patients with COVID-19 in Nigeria

Methods: Ten nurse volunteers working in a COVID-19 isolation center were purposively recruited. Data were collected

with a semi-structured interview guide, and a template analysis approach was used to analyze the transcribed interviews.

Results: The participants volunteered at the isolation center for safety reasons, professional gain, and concern for humanity.

Working at the isolation center was accompanied by changes in working hours, work dynamics, care context and care tools.

These changes resulted in personal, professional, and work-related challenges for nurses. However, team spirit, positive

patient outcomes, gratitude and family support helped the nurses cope with the challenges.

Conclusions: This research highlighted that working on the frontline of COVID-19 is associated with multiple and complex

challenges that can impact nurses’ personal and professional life. Thus, a tailored approach to support is needed to address the

challenges faced by frontline nurses.
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Introduction
Since the first case of COVID-19 was reported in Nigeria in
2020 (Tijjani & Ma, 2020), over 250,000 people have been
infected, and around 3000 people have died (Nigeria
Centre for Disease Control, 2022). The impact of COVID
in Nigeria is comparable to other countries. This is partly
due to the mitigation and containment measures pursued by
the Nigerian government. Similar to other countries, there
have been school closures, cancellation of public events,
and border closure. These mitigation measures have
restricted access to education (Azubuike et al., 2021),
public transportation (Mogaji, 2020), essential medicines
(Akande-Sholabi & Adebisi, 2020; Awucha et al., 2020),
and social welfare programs (Ozili, 2021).

Before COVID-19 became a public health issue in
Nigeria, there were endemic social and public health issues
such as poor public health infrastructure and limited social
welfare programs (Kalu, 2020; Ohia et al., 2020; Ozili,

2021). With such reality, enforcing COVID-19 guidelines
was challenging and this not only contributed to increased
COVID-19 infections but also increased pressure on the
already fragile healthcare system (Ozili, 2021). Similarly,
healthcare workers who were meant to look after patients
with COVID-19 were also contracting the virus, further
depleting the already thin healthcare workforce. For
example, over 15% of patients with COVID-19 in Nigeria
were healthcare workers (Alasia & Maduka, 2021).
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As COVID-19 stretched the healthcare system, studies in
Nigeria shifted to the healthcare workers who were bearing
the brunt of COVID-19 on the frontline. These studies
found that most healthcare workers in Nigeria have good
knowledge about COVID-19 and adopt acceptable preven-
tion practices (Odikpo et al., 2021; Tsiga-Ahmed et al.,
2021). However, 88.5% of nurses were anxious about
working on the frontline (Odikpo et al., 2021). Likewise,
the rate of psychological distress among frontline healthcare
workers was high, ranging from 23.4% (Olagunju et al.,
2021) to 47.0% (Badru et al., 2021).

Despite the prevalence of anxiety and mental distress
among frontline healthcare workers in Nigeria, there is a
paucity of research on their experiences. Limited studies
suggest that healthcare workers in Nigeria feel unsupported,
experience stigma, and have concerns about their safety
(Afemikhe et al., 2020; Iheanacho et al., 2021; Ogolodom
et al., 2020; Okediran et al., 2020). More studies are
needed to understand nurses’ experiences of working on
the frontlines of COVID-19 in Nigeria. This is because
detailed information about the realities of nursing on the
frontline, challenges faced, and motivations for working on
the frontline remain hidden. Given the above, the current
study aimed to explore the experiences of frontline nurses
caring for patients diagnosed with COVID-19 in Nigeria.

Research Question
What are nurses’ experiences of caring for patients with
COVID-19 in Nigeria?

Methods

Design
Nurses’ experiences of caring for patients diagnosed with
COVID-19 in Nigeria were captured from a descriptive qual-
itative design perspective. A descriptive qualitative design is
appropriate when the research goal is to understand and
describe a phenomenon (Bradshaw et al., 2017).

Setting
The research setting was a COVID-19 isolation center
located within a referral hospital in southwest Nigeria. The
isolation center started operating in April 2020 during the
first wave of COVID-19 in Nigeria. Nurses who work at
this center took the job voluntarily. The isolation center is
an eight-bedded open ward devoted mainly to managing
patients diagnosed with COVID-19. Both male and female
patients are admitted into the ward, but each bed has its
own screen for privacy. The isolation center operates on a
12-h nursing shift (0800–2000), with two nurses per shift.
Depending on the number of admitted patients, the nurse-
patient ratio is usually one nurse to four patients when the

ward is at total capacity. The COVID-19 cases managed in
this center are typically mild and would did require ventila-
tors or intubation. Patients who deteriorate and need intuba-
tion are usually referred to a higher acuity center. However,
the center has the capacity to administer oxygen which many
of the patients require at some point during their stay.

The isolation center is divided into three separate rooms.
The first room is the red zone, where patients with
COVID-19 are admitted. The second room is the nurses’
station, where nurses plan their care. The third room is
where nurses can pass PRN medications to patients and
have more private conversations with patients. There is a
transparent glass barrier separating nurses and patients in
the third room, and nurses wear their PPE. Except for emer-
gencies, entry to the red zone is limited to twice per shift. To
achieve the goal of minimal entry into the red zone, nurses
rely on CCTV cameras and the CCTV monitor in the
nurses’ station. Depending on patients’ health conditions,
nurses might not need to enter a patient’s room during a
shift, but they cluster all their care together when they do.
The nurses’ station also has a public address/telecommunica-
tion system for nurse-patient communication. Nurses mostly
enter the red zone to administer medications, including
oxygen and insulin. To further minimize nurse’s need to
enter the red zone, patients are trained and provided with
an automatic sphygmomanometer, infrared thermometers,
and pulse-oximeter on admission to take their own vital
signs.

The period between the opening of the isolation center
(add year) and the data collection (add year) has seen many
policy changes that directly impact work routines at the iso-
lation center. In the first three months of the opening of the
isolation center, nurses worked 14 days shift. They then pro-
ceeded on mandatory quarantine for another 14 days in a
managed isolation facility. Nurses who test negative to
COVID-19 after the mandatory isolation are released to go
home to their families for seven days, after which the shift
work is re-started.

Population, Sampling and Sample Size
The study population are the 15 registered nurses working at
the isolation center. Each of the 15 nurses was eligible for the
study by XX, of which 10 nurses joined the study. The non-
participation of the remaining nurses was due to a lack of
time or interest in the study. The nurses were recruited
based on their experience of caring for patients diagnosed
with COVID-19 in the isolation center, which means the
recruitment strategy was purposive.

Recruitment Process
One of the nurses working at the isolation center served as the
intermediary between the first author and the participants.
This intermediary first discussed the study with the frontline

2 SAGE Open Nursing



nurses, and they all initially signified their interest in learning
more about the study. After that, the primary author con-
tacted the nurses individually through WhatsApp text mes-
sages and sent them participant information sheets, ethical
clearances, and informed consent forms. Within a week of
exchanging information about the study, the primary author
checked in with individual nurses to ascertain their interest
in participation. Although all 15 nurses initially agreed to
be part of the study, only 10 eventually participated. The
nurses willingly agreed to participate in the study by provid-
ing written informed consent; verbal informed consent was
also recorded before data collection commenced.

Data Collection Tool and Procedures
The data for the study were collected with a semi-structured
interview guide between December 2020 and January 2021
over Zoom, a video conferencing tool. Permission to record
the interviews was obtained from all the participants at the
beginning of every interview. Because of the ethical issues
of privacy and confidentiality, only audio recordings of the
interviews were obtained. The researchers developed the
interview guide (Figure 1) based on the study aim and the lit-
erature review. The interview guide was structured to explore
participants’ demographics, training before starting work at
the isolation center, the day-to-day realities of working in
the isolation ward, and the challenges/impact of working
there. The interviews were in-depth, lasting between 50

and 116 min (averaged 75 min). All interviews were con-
ducted in English by the first author, and most participants
were at home when the interviews took place.

Data Analysis
The transcribed data were analyzed according to the conven-
tion of template analysis. Template analysis is a form of the-
matic analysis where a coding template is developed based
on a subset of data (Brooks et al., 2015). The coding template
is then applied to further data such as remaining transcripts
and then refined by the emerging dat. In the present study,
all the transcripts were initially manually hand-coded inde-
pendently by the first and third authors (TP and KN). After
that, TP and KN met to discuss the inductively derived
codes. During the coding meeting, the independently
derived themes were defined, clustered into themes/sub-
themes based on the hierarchical relationships between
them and a coding template was derived. The coding tem-
plate was then used by the first and second authors (TP and
VP) to re-examine all the transcripts. The re-examination of
the transcripts and the sorting of data into the initial template
was completed with NVivo software. The transcripts were
re-read to identify data that fit the template. Data that did
not fit the template were incorporated into the template and
this resulted into changes in the template. Template analysis
facilitated reflexivity amongst the authors and all authors
were satisfied with the results.

Figure 1. Interview guide.
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Trustworthiness/Rigor
This study followed the criteria for evaluating rigor in qual-
itative research (Cope, 2014). Prolonged engagement with
the participants, use of verbatim quotations to support
themes, member-checking, and peer-debriefing among the
authors during analysis strengthened the case for the
study’s credibility. Because the first author conducted all
interviews, there was consistency in the data collection pro-
cedure, which ensured dependability. The research process
was adequately described, and this will facilitate others’ deci-
sions about transferability or replicability.

Institutional Review Board Approvals
Ethical approvals to conduct this study were received from
Human Ethics Committee of Victoria University of
Wellington (#28988) and Ethics and Research Committee
of Obafemi Awolowo University Teaching Hospitals
Complex (ERC/2020/12/04). Key ethical issues were partic-
ipant confidentiality and management of the confidentiality
of third-party people named.

Results

Sample Characteristics
The sample consisted of seven males and three females.
Participants’ ages ranged between 35 and 47 years, with
the average age being 38.6 years. Consistent with the age
of the participants, years of working experience as nurses
ranged between 10 and 30 years, with most of the participants
(80%) also being at the rank of senior nursing officer or
higher. Apart from one single participant living alone, all
the participants were married with children and lived with
their families. All the participants had Bachelor of Nursing
degrees, which is the minimum criterion for employment in
the teaching hospital where the isolation center was
located. Before volunteering at the isolation center, all the
participants worked in various specialized units in the teach-
ing hospital (Table 1), but they all received dedicated training
on infection control before starting work at the isolation
center. The isolation center mainly admitted patients with
mild cases of COVID-19, which means most of the patients
are independent and ambulant. The patients’ ages in the iso-
lation center ranged from 5 to 80 years and were mostly
males.

Template analysis results. A total of 18 subthemes were iden-
tified from the interviews, and these were grouped into four
overarching themes: i. reasons for volunteering; ii. nature
of care; iii. challenges associated with caring for patients
with COVID-19; and iv. strategies for surviving the job.

Theme 1: Reasons for Volunteering
Safety reasons. Most participants (7) said they volunteered at
the isolation center for safety reasons. Safety was discussed
in two folds. First, the participants said they were worried
that working in the general wards would expose them to
COVID-19 due to low testing in Nigeria. As a result, they
thought the isolation center was safer because it provides cer-
tainty around patients’ COVID-19 status, which was thought
necessary for adopting and adhering to safety instructions.
Second, the participants thought that since the center was
dedicated to managing COVID-19 positive patients, it
would be better equipped to deal with infection control
than other wards.

I thought working as a nurse at the isolation center was
safer because you know you are managing people who
have been diagnosed, and you are consciously taking pre-
cautions…nurses in other settings have no way of
knowing if their patients have been exposed…I also
believe that since the center is dedicated to COVID-19,
they [management] will provide us with the tools to do
the job. (P4)

Table 1. Participants’ Characteristics.

N= 10

Age in years

Mean (range) 38.6 (35–47)

Working experiences as nurses in years

Mean (range) 16.5 (10–30)

Gender

Male 7

Female 3

Marital status

Married 9

Single 1

Clinical area before isolation center

Accident and Emergency Department 4

Renal Department 2

Intensive Care Unit 1

Theatre Department 1

Labor Ward 1

Public Health Department 1

Educational Qualifications

RN, BNSc 10

Nursing Rank

Nursing Officer I 2

Senior Nursing Officer 3

Assistant Chief Nursing Officer 2

Chief Nursing Officer 3

Working experience in isolation center in months

Seven months 9

Six months 1

Ethnicity

Yoruba 10

4 SAGE Open Nursing



Personal/professional gain. Many of the participants (5) said
they anticipated that working at the isolation center would
benefit their careers and increase their knowledge about
COVID-19.

I am someone who wants to learn something new, and I know
that I cannot learn about COVID-19 if I am not part of the
team involved in the care of COVID-19 patients…but
besides that, I am also working there [isolation center]
because I need the experience to boost my CV. I am eyeing
international positions outside the country. I know that
outside the country, I will be rated based on my experience
and what I have on my CV. (P7)

Humanitarian/call of duty. Many participants also said their
decision to volunteer was due to professional obligations
and concern for humanity.

I saw working at the isolation center as part of my humanitar-
ian job…I felt it was still part of my job as a nurse. The
patients cannot be neglected like that; they still need
someone to take care of them. (P1)

I am called to serve, and that has been my philosophy. When
the clarion call came, I signified my interest. (P9)

Theme 2: Nature of Care
Working at the isolation center was a new experience for the
participants because of the changes accompanying infection
control measures. Caring work was adjusted according to
technological tools and care practicalities.

Use of technology. Technological tools such as CCTV and
telephonic communication tools such as public address
systems were introduced to limit direct and face-to-face
interactions with patients. Most nursing interventions
such as patient communication, observations and assess-
ments occurred through these technological tools. Thus,
nurses observed patients through CCTV monitors instead
of direct patient observation. Likewise, instead of
one-on-one communication with patients, a public
address system was used to deliver group interventions
such as educating patients on self-care and taking their
own vital signs.

Monitoring of patients is not direct. We monitor them
[patients] virtually through the CCTV camera…what we do
is that we fix our eyes on the CCTV monitor, especially
when a patient is clinically unstable. We also use a public
address system to communicate with patients about their
care and even educate them about how to take their own
vital signs. (P7)

Care practicalities. Because of reduced access to patients,
nurses utilized different strategies such as clustering of
nursing interventions. For example, during a 12-h shift,
the nurses on duty could only enter the red zone twice to
provide direct patient care. Because of the reduced
contact with patients, nurses had to bundle many nursing
activities when entering the red zone. This approach
required detailed planning and efficient execution of
planned/unplanned activities within a relatively short
period.

Timing is crucial in the isolation center. When we go into the
red zone, we usually make sure that we take our tasks
together so that we don’t have reasons to go in more than
twice during any 12-h shift. Besides pulling our procedures
together at any particular entry into the red zone, we also
perform all procedures within the shortest possible time to
limit our exposure. (P2)

Theme 3: Challenges Associated with Caring for
Patients with COVID-19
The participants experienced various challenges at the isola-
tion center, and these challenges were related to the work
setting, professional and personal aspects.

Work setting challenges

Shortage of Equipment. Shortage of equipment was a
challenge that all the participants experienced. However,
the equipment supply was not a problem when the center
first opened.

When the isolation center was first opened, we had an ade-
quate equipment supply, but as time went on, PPE supply
started to dwindle. The government and the management
started rationing equipment. For example, the total number
of PPE released to the isolation center per day was reduced
to five. This affected how we operate and limited what we
could do for patients. (P4)

The shortage of equipment was experienced in terms of
lack of personal sizes of PPE and absolute lack of PPE.
The limited equipment supply means nurses start their shift
with concerns about equipment.

The first thing that I do on the resumption of every shift is
to check the materials that we have. Do we have the sizes
that I need? There are occasions where I could not find an
appropriate PPE size. Sometimes the gloves are too tight.
(P10)

The limited equipment supplies created conditions for
unsafe practices, such as choosing between two or more
equally essential nursing interventions and handing over
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nursing responsibilities that could have been completed to
the next shift.

There was a time when a patient was on IV fluids. When the
IV fluids got finished, and we had to change it, only one
Tyvek suit remained for the shift, and I still had important
procedures like medication rounds. I found myself weighing
up my options between continuous rehydration and medica-
tion – which one should I use the Tyvek for? Sometimes,
we have to delay tasks or pass them on to the next shift. (P7)

All the participants said inadequate resources made them
seem unprofessional to the patients.

I have found myself in situations where I had to open up to
patients that I could not attend to them because there were
no materials. I did that because the patient was feeling
ignored and neglected. I was also troubled that the inability
to continue to perform my nursing responsibilities could
lead to physiological harm and negatively impact the
patient’s chances of recovery. In such situations, I could no
longer cover for the management because it is not the
nurses’ fault, but that of the system. (P7)

Fear of Infection. Although the participants had training
for infection control before they joined the center, they said
they were always in a state of apprehension because of the
risk of infection and its impact on them and their families.
The participants found themselves always linking every
symptom they had to COVID-19. They also described how
they compulsively followed all the precautions, including rit-
ualistic handwashing and liberal use of hand sanitizers even
when not needed.

Another challenge is the fear of contracting the disease.
Whenever I feel a slight headache or fever or slight
change in my health, I get apprehensive, thinking they
are signs of COVID. I begin to wonder if I have been
exposed. I become apprehensive as I wait for routine
testing of COVID-19. Even after being routinely
swabbed, you enter another period of apprehension
because you don’t know if the result will come out nega-
tive or positive. (P7)

I am always cautious. I wash my hands until they turn white,
and I apply hand sanitizer. I was combining handwashing
with hand sanitizer because I wanted to protect myself.
Besides, I also have a family to go back to. (P8)

Physical Discomfort from Equipment. While the PPE is
central to the nurses’ assurance of protection and safety
against infection with COVID-19, using the equipment was
not straightforward because of physical discomfort.

The attire, the suit and the goggles are not comfortable to
wear, including the donning and doffing. Being inside the
Tyvek suit is uncomfortable because no part of the body is
exposed. At times, the goggle gets fogged, and one may
feel dizzy. (P6)

Boredom from Long Working Hours. The participants’
working hours increased from 8-h to 12 h-hour shifts. The
long working hours and the nature of care at the isolation
center was described as dull, monotonous, and less
stimulating.

When you have a stable COVID-19 patient, all you do is
administer medications and monitor the CCTV. It is not as
energizing and challenging as the operating theatre I used
to work [in]. (P4)

A typical day at the isolation center is boring and tiring,
though it depends on the cases of the patients. When patients
are ambulant, you just monitor them through the CCTV,
which can be very boring. But when patients are so depen-
dent, and you have to support them for bed baths or when
they are on IV medications, it can be so busy and apprehen-
sive…but all in all, working at the isolation word is boring
and monotonous. (P6)

Feeling Under-Appreciated. The participants felt under-
appreciated, under-valued and said the government reneged
on their promises of support.

The support was not there, and there was also the issue of
remuneration. Although everything is not about money,
sometimes when people are well renumerated, they are
motivated. When we first started, the government prom-
ised heaven and earth, but they did not fulfill most prom-
ises. The hazard and call allowances that we were
promised was not just low, but we were only paid for
just three months, and that was it…it made us feel under-
valued. (P4)

Professional challenges

Potential Abuse and Violence from Patients. The partici-
pants said working at the isolation center exposed them to
threats of violence and verbal abuse from patients. There
was even a case where a patient abducted one of the health-
care workers.

A patient once talked to me in an abusive manner on the inter-
com. The way he spoke to me was not good. He was transfer-
ring aggression to me, but I understand that it is not easy to be
in isolation. (P1)
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One of the hygienists was abducted by a patient in the red
zone while decontaminating the ward. The senior manage-
ment team had to negotiate his release because the patient
would not release him until there was assurance that he
would be discharged immediately. It was a traumatic experi-
ence for us…we witnessed a patient holding one of us
hostage while threatening to rip his PPE open and expose
him to the virus. (P8)

While participants admitted that patients admitted at the
isolation center were generally more difficult to deal with
compared to their previous wards, there was a sense that
healthcare workers with COVID-19 were even more chal-
lenging to care for. The participants said healthcare
workers with COVID-19 “created problems and scenes”
(P6) and “expected preferential treatment because of their
health worker status” (P2).

Moral and Ethical Tensions. The participants said they
frequently questioned whether they were doing enough for
patients. They shared they often get disturbed because the
nursing care was less than ideal and un-holistic.

It is quite tricky to nurse patients in the isolation ward
because everything that makes you a nurse is what you are
trying to avoid. Being in a PPE while attending to patients
and performing tasks in a jiffy reduces connection with
patients and makes it difficult to establish interpersonal rela-
tionships with the patients… constantly ask myself: ‘am I
doing enough? Is my patient not feeling neglected? Is my
patient feeling okay and not depressed?’ (P10)

The nursing that we practice at the center doesn’t look like
the nursing I am used to. When I go inside the red zone,
the patients have many questions that they want you to
answer, but there is no time to answer those questions.
Sometimes patients are anxious, but you can’t do much to
allay their worries or reassure them because you can’t
afford to stay longer with them. All of this impacted me
because I am not able to give the patient the best care that
is required of a nurse. (P2)

Personal challenges

Stigma and Shaming. The participants were treated as
carriers of COVID-19, with people branding them ‘coro-
nurses’ and stigmatizing and alienating them.

Let me start with what it feels like to work at the isolation
center. It is like everybody stigmatize. They don’t want any-
thing to do with you and treat you as if you are a reservoir of
the virus…Even my colleagues started avoiding me. (P1)

The participants were also disparaged for volunteering at the
isolation center. People told the participants they were risking
their lives and their family’s welfare for monetary gains.

After I volunteered at the isolation center, people started
insinuating that I did it because of my love of money or
because I don’t love myself and my family. Many people
did not believe it was not for the money. (P10)

Family Separation. The participants experienced family
separation because of policies initially adopted at the isola-
tion center to minimize the spread of infection. Family sepa-
ration impacted negatively on participants’ psychological
wellbeing.

The other challenge was that we do not run the type of shift
that you go home to your family at the end of the day. When
the isolation center first opened, the routine was 14 days of
work and another 14 days of quarantine in a managed isola-
tion center…you are separated from your family for a month.
For someone who hasn’t been away from his family for such
a long time, that caused was psychological disturbances. (P7)

Theme 4: Strategies for Surviving the job
Teamwork. Team spirit and inter-professional collaboration at
the isolation center were high points for the participants. The
participants said the blurring of professional boundaries and
the absence of workplace politics/ego led to good team spirit.

The team spirit was excellent at the isolation ward…it didn’t
matter who did what. Sometimes, it could be a doctor going
inside the red zone, and s/he may have to do some nursing
procedures that he knows how to do. If it’s the nurse that
goes in, s/he may have to do some medical procedure that
he knows how to do. (P10)

Nurses and doctors do fight a lot on the ward. But in the iso-
lation center, doctors worked with nurses amicably. That’s
why I said I loved my experience here. We worked together
as a team. We are one big family that care for each other
because we know that if one person gets infected, others
would also be affected. (P8)

Family support. All the participants said their families initially
tried to dissuade them from taking the job at the isolation
center because of the risk of infection. However, they were
all supported by their families. The participants’ families
stayed connected with them through regular phone and
video calls.

Thankfully, I have a very caring and up-to-the-task wife who
held the fort for me in my absence…We communicate
through video calls every day, they see my face and I see
theirs. We spoke on the phone regularly. That mitigated
our fears to a large extent. (P7)

My wife was skeptical, but I explained everything to her. I
told her that procedures are in place to keep me safe and
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that I have received adequate training to keep myself safe…
she grudgingly agreed to my volunteering, but she has been
my pillar of support. (P4)

Celebrating patients’ positive outcomes. Up to the time of data
collection, the isolation center had not reported any fatality.
This positive outcome contributed positively to the partici-
pants’ job satisfaction and work meaningfulness because
they felt their nursing practice and efforts contributed posi-
tively to patients’ outcomes.

Since…we have not recorded any mortality. It gives us joy.
We are happy that we put smiles on people’s faces.
Patients’ come into the center panicking, thinking they
have a death diagnosis, but they leave happily. (P5)

Embracing gratitude. The participants received and embraced
gratitude from patients, family, and friends. Some said they
felt like heroes because of the extent people went to highlight
their contribution to the pandemic.

When people hear that you work at the isolation center, they
appreciate you as a hero. On Facebook and WhatsApp, I see
people using my pictures as their display pictures. They appre-
ciated my work at the isolation center. This makes you feel
special, and I think it also boosts the image of nursing. (P1)

The patients were very appreciative because they knew there
was so much stigma out there. They were grateful that we
were putting our lives on the line to look after them. (P4)

Discussion
This study provides insights into nurses’ experience of caring
for patients with COVID-19 in Nigeria. Evidence from this
study confirmed findings from earlier studies that have sug-
gested that nurses who work on the frontline make their deci-
sion based on a duty of care, knowledge acquisition, and
concern for humanity (Khanjarian & Sadat-Hoseini, 2021;
Moghaddam-Tabrizi & Sodeify, 2021; Rathnayake et al.,
2021; White, 2021). The present study adds that in contexts
such as Nigeria where there is low testing among the public,
nurses may perceive the frontlines as a safer place to work
because of certainty about patients’ COVID-19 status.
Similarly, nurses may also choose to work on the frontline if
they perceive that they will be better equipped to perform
their nursing responsibilities safely. However, despite that the
participants volunteered for safety reasons, caring for patients
with COVID-19 also generated intense fear.

While the participants volunteered based on the impression
that they would have adequate resources to do their jobs
safely, the reality of the job was far from their expectations.
As an illustration, they faced shortages of equipment, experi-
enced abuse from patients, and endured long working hours.

The challenges that the participants faced mirror earlier
studies. As an illustration, fear of infection, shortage of equip-
ment, physical discomfort from PPE, long working hours,
feelings of under-appreciation, and isolation from family
have been reported in places such as Canada (Mohammed &
Lelievre, 2022), Jordan (Khatatbeh et al., 2021), Iran
(Karimi et al., 2020), Sri Lanka (Rathnayake et al., 2021)
and the UK (Roberts et al., 2021). This similarity indicates
that the challenges that frontline nurses are facing in Nigeria
are similar to other places.

The findings of the present show that volunteering out of
concern for humanity did not insulate nurses from
COVID-19-related stigma. COVID-19-related stigma is a
common experience among frontline nurses and has been
reported in Canada (Mohammed & Lelievre, 2022), Jordan
(Khatatbeh et al., 2021), Turkey (Muz & Erdogan, 2021) and
the US (Robinson & Stinson, 2021). The impact of stigma is
consistent in that it alienates nurses from their social circle,
increases their feelings of social isolation and discrimination,
and changes their social/personal lives (Khatatbeh et al., 2021;
Muz & Erdogan, 2021; Robinson & Stinson, 2021). While
people’s fear of infection influenced stigma, nurses in the
present study were also shamed for working on the frontline.
People argued that nurses who took the job prioritized money
over the wellbeing of themselves and their families. This sug-
gests that shame and stigma can make the work of frontline
nurses evenmore challenging and needs to be taken into consid-
eration when planning support for frontline healthcare workers.

The findings of this study illustrate that working on the
frontlines of COVID-19 is associated with marked changes
in working hours, work dynamics, care context and care
tools. However, while these changes are instituted to mini-
mize the spread of infection and manage equipment scarcity,
they generated multiple challenges for nurses. For example,
the clustering strategy utilized to deliver nursing care in
this study and other studies (Mohammed & Lelievre, 2021;
Rathnayake et al., 2021) resulted in limited care time with
patients. Limited care time with patients and perceptions of
un-holistic care contributed to moral tensions and can lead
to poor professional outcomes. As an illustration, it has
been reported that ethical tensions and loss of control over
nursing practice on the frontlines of COVID-19 are associ-
ated with mental/physical exhaustion, guilt, moral distress,
feelings of powerlessness and work dissatisfaction (Conz
et al., 2021; Lulgjuraj et al., 2021; Moghaddam-Tabrizi &
Sodeify, 2021; Rathnayake et al., 2021; Roberts et al.,
2021; White, 2021). Similarly, long working hours and
changes in work routines resulted in negative thoughts, phys-
ical tiredness, psychological harm, poor concentration, and
increased consumption of coffee/cigarettes among frontline
nurses in Jordan (Khatatbeh et al., 2021) and Sri-Lanka
(Rathnayake et al., 2021). This highlights that frontline
nurses need to be supported with conducive working envi-
ronments so that they can focus on patient care and be
better equipped to deal with ethical issues in their practice.
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The present study reveals that working on the frontline of
COVID-19 can negatively impact nurses’ personal, profes-
sional, and work-related aspects of life. However, good
team spirit, positive patient outcomes, patient appreciation,
and family support can ameliorate the challenges nurses
encounter on the frontlines. This indicates that incorporating
gratitude into healthcare feedback, boosting team spirit, and
supporting nurses to achieve positive patient outcomes and
stay connected with their families can increase resilience
and help them cope better with their job. Other studies
have also identified spirituality, music, exercise, and family
support (Kackin et al., 2021; Lulgjuraj et al., 2021;
Rathnayake et al., 2021; Robinson & Stinson, 2021) as crit-
ical coping mechanisms among frontline nurses.

Strengths and Limitations
This study provided in-depth information on the experiences,
challenges and coping strategies of nurses working on the
frontlines of COVID-19 in Nigeria. The findings from the
present study can be used to design and provide tailored
support for nurses working on the COVID-19 frontline. The
limitations of this study are related to the use of Zoom for inter-
views and the small number of participants drawn from a single
isolation center. While the interviews were in-depth, there were
occasions where probes could not be used effectively because
of poor internet connectivity or participant(s) wanting to attend
to something else. Since the participants were still working at
the isolation center when the data were collected, they might
not have had the time to reflect on their experience. Taken
together, it is still possible that the findings did not capture
all the experiences associated with caring for patients with
COVID-19 in Nigeria.

Conclusion
The findings of this study demonstrate that nurses can be
relied upon to work during pandemics because of their
commitment to duty of care. However, nurses working on
the frontlines also have valid concerns about the nature
of care, adequacy of equipment, welfare packages and
safety on the job. These concerns can be addressed by
encouraging teamwork, providing generous welfare pack-
ages, incorporating gratitude in patient-nurse interactions,
and ensuring safe working environments. Such strategies
can eliminate many of the challenges that nurses face
regarding ethical tensions, feelings of under-appreciation,
helplessness, and burnout.
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