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Background: To mitigate the spread of Covid-19, nurses infected with the virus were required to isolate
themselves from their families and community. Isolated patients were reported to have experienced
mental distress, posttraumatic stress disorder symptoms, and suicide. Though studies have reported the
psychological impact of the Covid-19 pandemic, less is known about the lived experiences of nurses who
survived Covid-19 infection in sub-Saharan Africa.
Methods: A descriptive phenomenological approach was used to study the lived experiences of regis-
tered nurses who survived Covid-19 disease. In-depth interviews were conducted among nurses diag-
nosed with Covid-19 from two hospitals in Kenya between March and May, 2021. Purposive and snowball
sampling were used to recruit registered nurses. Data were analyzed using Giorgi’s steps of analysis.
Results: The study included ten nurses between 29 and 45 years of age. Nurses’ experiences encom-
passed three themes: diagnosis reaction, consequences, and coping. Reactions to the diagnosis included
fear, anxiety, and sadness. The consequence of the diagnosis and isolation was stigma, isolation, and
loneliness. Nurses coping mechanisms included acceptance, creating routines, support, and spirituality.
Conclusion: Our findings aid in understanding how nurses experienced Covid-19 infection as patients
and will provide evidence-based content for supporting nurses in future pandemics. Moreover, as we
acknowledge the heroic contribution of frontline healthcare workers during the Covid-19 pandemic, it is
prudent to recognize the considerable occupational risk as they balance their duty to care, and the risk of
infection to themselves and their families.
� 2023 The Authors. Published by Elsevier B.V. on behalf of Occupational Safety and Health Research

Institute, Korea Occupational Safety and Health Agency. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Background

Coronavirus disease (Covid-19) presents an unparalleled occu-
pational hazard for frontline healthcare workers [1]. The World
Health Organization (WHO) officially recognized the gravity of this
crisis by declaring Covid-19 a public health emergency of interna-
tional concern (PHEIC) on 30 January 2020. As of May 2023, when
the public health emergency of international concern concluded,
the global death toll from Covid-19 surpassed a staggering 7million
[2], with the precise count of healthcare workers (HCWs) affected
and lost to the virus remaining elusive. Nonetheless, WHO esti-
mates reveal a harrowing reality: between March 2020 and May
2021, approximately 115,800 HCWs paid the ultimate price,
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succumbing to Covid-19 infections [1]. This distressing statistic
underscores the profound risks and sacrifices endured by those at
the forefront of healthcare during this unparalleled health crisis.

Kenya recorded its first case on March 13, 2020, and as of
February 2023, Kenya had reported over 342,000 confirmed Covid
infections and 5688 deaths [3]. Nurses andmidwives are the largest
health workforce at the frontlines of the ongoing Covid-19
pandemic [4]. Their pivotal role placed them in close and pro-
longed contact with symptomatic and asymptomatic patients,
inevitably heightening their risk of infection. While estimates have
suggested high infection rates among healthcare workers in Africa,
data on infected and deceased Kenyan nurses andmidwives remain
unknown, leaving a significant knowledge gap.
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Early reports indicated that healthcare workers accounted for
over 20% of hospitalizations during the pandemic’s onset, mainly
due to inadequate infection control, personal protective equipment
shortages, and overcrowding [5e7]. Fear of infecting loved ones
added to their burden. The pandemic also strained healthcare
systems, especially in low- and middle-income countries (LMICs),
with personal protective equipment shortages, increased work-
loads, higher mortality rates, and insufficient support exacerbating
the mental toll on healthcare workers. Those exposed to Covid-19
without protection were mandated to isolate or quarantine,
further impacting their mental well-being [8,9].

Quarantine and isolation, vital for disease control, imposed
profound emotional burdens. Both entailed loss of freedom, sepa-
ration from families, and emotional distress, including anxiety and
depression [9e11]. Findings from research studies during the
Covid-19 pandemic and previous pandemics show that HCWs
quarantined or isolated reported symptoms of acute stress disorder,
posttraumatic stress disorder, burnout, detachment, anxiety, irri-
tability, insomnia, poor concentration, and poor work performance
[12e16].

In the initial year of the pandemic, the Kenyan government’s
guidelines mandated that individuals exposed to Covid-19 patients
complete a 14-day self-quarantine away from their families and
friends [17]. Those who tested positive were directed to undergo
isolation in government-designated facilities or within their own
homes [18]. HCWs, particularly those with small children, resorted
to renting separate accommodations or utilizing hotels during
quarantinedan arrangement that induced feelings of isolation,
loneliness, frustration, anger, stress, anxiety, and worry [19,20].
Moreover, outpatient hospital visits were declined due to move-
ment restrictions, the healthcare system’s shift towards prioritizing
emergency and acute care, and the management of Covid-19 pa-
tients [21,22]. This economic uncertainty placed nurses, particularly
those paid hourly, in a precarious financial situation, resulting in
reduced incomes. Consequently, this added financial strain com-
pounded the emotional burden experienced by nurses during the
pandemic [23].

Quantitative research has shown that the psychological impact
of quarantine and isolation has significant mental health implica-
tions [9,11]. Additionally, for healthcare workers, isolation con-
tributes to psychological distress and has implications for patient
care and human resources for health. While existing qualitative
studies have delved into the extensive psychosocial experiences of
nurses throughout the pandemic [24], a noticeable gap persists in
the literature regarding the specific experiences of nurses subjected
to isolation due to Covid-19, particularly within LMICs.

Comprehending the nuanced experiences of nurses is para-
mount, as it lays the foundation for developing targeted in-
terventions aimed at supporting essential workers navigating the
inherent occupational risks presented by disasters and pandemics.
Consequently, the present study is dedicated to exploring the lived
experiences of nurses who received a Covid-19 diagnosis in Kenya,
with the aim of shedding light on their unique challenges and
providing valuable insights for future preparedness and support
initiatives.

2. Methods

2.1. Design

A descriptive phenomenological approach was used to study the
lived experiences of registered nurses who survived Covid-19
infection in two hospitals in Kenya. A phenomenological design
was used as there is limited data on nurses’ experiences as Covid-19
patients. Nurses eligible to participate worked in the selected
hospitals, tested positive for Covid-19, and had undergone iso-
lation.

2.2. Participants and recruitment

Purposive and snowball sampling methods were used to recruit
registered nurses from two private hospitals in Nairobi and Mom-
basa in Kenya. The two hospitals were chosen since they were
approved Covid-19 hospitals by the Ministry of Health in Kenya.
Information about the study was disseminated through fliers in
nursing departments. The flyers contained information on the
study purpose, inclusion criteria, and the researcher’s telephone
number and email address. Those who agreed to participate were
emailed an informed consent and participant information sheet
form for review. Participants were given ample time and oppor-
tunity to ask questions in a follow-up telephone call.

2.3. Data collection

Interviews were conducted between March and May, 2021. In-
depth individual interviews were conducted face-to-face with
nurses in Nairobi. Due to the lockdown restrictions related to Covid
19, participants fromMombasawere interviewed via Zoom. Prior to
beginning the interview, participants’ questions about the study
were answered. Participants in Nairobi signed the consent form in
person, while those in Mombasa emailed a signed copy. Five par-
ticipants were recruited from each study site for a total of 10
participants.

A semi-structured interview guide with open-ended questions
was used to interview the nurses. Demographic data were also
collected from participants. We explored their experience after
testing positive for Covid-19 and being isolated, how they felt after
testing positive, during the isolation period, the impact of isolation
on their psychological well-being, if there was any support they
received from the government/employer/family, or friends during
this period, their coping strategies during the isolation period,
feelings after the isolation period was over, and other experiences
they wished to share. The duration of the interviews was approx-
imately 45 minutes. All interviews were conducted in English and
digitally recorded.

2.4. Data analysis

The interviews were transcribed verbatim and were analyzed
using the steps proposed by Giorgi [25]. The investigators listened
to the interviews and read the transcripts several times to ensure
accuracy and to familiarize themselves with the data. Meanings
from statements pertaining to the phenomenon under study were
extracted. The units of meaningwere then transformed into themes
pertaining to the participants’ experiences. The meanings of
statements and the fit of quotes within the themes were discussed,
and a consensus was reached among team members. One over-
arching themewas revealed, and three themes and nine subthemes
were identified, as shown in Fig. 1 below.

2.5. Trustworthiness

Lincoln & Guba’s credibility, dependability, confirmability, and
transferability criteria were used to ensure trustworthiness [26].
Credibility was ensured through purposive sampling, which
captured the participants’ social reality of surviving Covid-19.
Dependability was ensured by capturing participants’ experiences
in broad and detailed descriptions. This established an audit trail of
the analysis, ensuring confirmability through a detailed report



Fig. 1. Themes and sub-themes.
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illustrating howdecisionsweremade. Reflexivitywas accomplished
through memos that captured our biases and conceptual lenses.

2.6. Ethical approval

The institutional ethics and research board approved this study.
All participants consented to participate in the study. Codes were
used to de-identify participants.

3. Results

3.1. Participant demographics and characteristics

Ten participants were interviewed for the study. Eight were
females and two were males. Their ages ranged between 29 years
and 45 years. Five participants were married. Seven participants
had no children, three participants had two children each, and one
had one child. Participants in this study had 6 to 21 years of nursing
experience.

3.2. Themes and sub-themes

Registered nurses’ experience with Covid-19 disease in Kenya
was characterized by the process of reactions, consequences, and
coping mechanisms. The study revealed three themes and nine
sub-themes, as illustrated in Fig. 1 below and Table 1 for sub-
themes, descriptors, and illustrative quotes.

3.3. Theme one: reaction to diagnosis

This theme has three sub-theme names: fear, anxiety, and
sadness.

3.3.1. Fear
The experiences of registered nurses grappling with Covid-19

infection were profoundly marked by pervasive fear, encompassing
apprehensions associated with their diagnosis, the potential pro-
gression of the disease, the risk of transmitting it to others, the
looming specter of mortality, and the disconcerting prospect of con-
fronting death in isolation. This apprehension assumed heightened
significance for those with family members in their households. For
instance, one registered nurse faced the virus challengeswhile caring
for her four-month-old infant, thereby accentuating the complexities
of her predicament. Notably, among the RNs who participated in our
study, half were responsible for families that included dependent
children, amplifying the gravity of their concerns.

Furthermore, the fear of mortality was significantly intensified
when nurses bore witness to the demise of other Covid-19 patients.
Sharing hospital wards with individuals whose conditions deteri-
orated to the point of death compounded the anticipation of their
own mortality, as elucidated in the following excerpt:

“Sometimes it was scary because you’re in a room, you’re with
patients there, some are sick, but not that critical, but they have
more symptoms that are worrying than yours. Then you hear that
patient has been taken to HDU (High Dependency Unit). Then the
following day, you hear that patient has passed on.” RN10
3.3.2. Anxiety
During their convalescence from Covid-19, registered nurses

revealed a prevalent theme of anxiety in their accounts. Notably, a
significant number of participants conveyed concerns about the
potential reactions of their family members upon receiving the
news of their positive Covid-19 diagnosis. Consequently, a consid-
erable proportion of nurses made the deliberate choice to withhold
this information from their families, placing particular emphasis on
shielding their elderly parents from this potentially distressing
knowledge. The following excerpt effectively highlights this prev-
alent pattern:

“I could not tell them, and we kept this as secret with my husband.
No one in the family knew. No one apart from me and my husband.
My mom, my father, my siblings, we opted not to tell anyone, even
our neighbors, even church members.” RN09
3.3.3. Sadness
A subset of registered nurses grappled with a profound sense of

despondency following their Covid-19 diagnosis. They character-
ized this moment as deeply somber, acutely aware of the disease’s
trajectory and the associated prognosis, as conveyed in the
following statements by RNs:

“You are a person who understands the cytokine storm; you’re
someone who knows it can kill you. So, every day you wake up as a



Table 1
Themes and sub-themes

Surviving Covid-19 among registered nurses in Kenya

Theme: reactions to diagnosis

Sub themes Descriptors Illustrative quotes

Fear Registered nurses’ experience
with Covid-19 infection was
characterized by fear. Fear of
Covid-19 diagnosis, fear of
worsening disease, fear of
infecting others, fear of death,
and fear of dying alone.

“This was a disease that we did not knowmuch about... it was a lot of fear, like fear of the unknown, fear of what would happen to
me.” RN07

“The feeling of fear. I think it came in waves, all 8 days there was some degree of fear, but the first 3 or 4 days were the hardest.”
RN02

“. because I was so scared of infecting other people, I didn’t even step out of my door. I remember I used to throw out my trash in
the evening when everyone is already in bed hopefully. I think it was mostly fear of the unknown.” RN06

“It was just a roller coaster of emotions. Everyday had its fears. And every day had its sad times. When you get a new chest pain that
you didn’t have yesterday.” RN06

“I just didn’t want to get worse, but when I started having difficulty in breathing, I was honestly scared. I was fearing for the worst.”
RN05

“My baby was one year, fivemonths. So, I was so scared because I was breastfeeding. There’s a time I came across a patient admitted
in the ward and she turned out to be Covid positive. So, I was even scared to go home. I was crying.” RN06

“Sometimes it was scary because, you’re in a room, you’re with patients there, some are sick, but not that critical, but they have
more symptoms that are worrying than yours. Then you hear that patient has been taken to HDU. Then the following day, you
hear that patient has passed on.” RN10

Anxiety Registered nurses reported
experiencing anxiety during
COVID-19 convalescing
period. Anxiety was
attributed to uncertainty
regarding the course of the
illness, disclosure of
diagnosis, government
follow-up procedures, what
will happen to their families if
they die, and the legacy they
will leave behind after their
death.

“I could not tell them, and we kept this as secret with my husband. No one in the family knew. No one apart from me and my
husband. My mom, my father, my siblings, we opted not to tell anyone, even our neighbours, even church members.” RN09

“It wasmy darkest time, I felt like I was going to die, I didn’t have any symptoms, but once I was told I have COVID I started feeling all
those symptoms, I think it was anxiety, ..it was quite scary I would say.” RN01

“The government office is calling you every now and then asking questions. I think that is what was giving me a lot of anxiety, and I
didn’t have any symptoms that needed anymedical attention, I think I was okay. That’s why I did not tell anyone because I did not
want to worry my family.” RN01

“I was anxious about notmeeting the targets that I have for myself, then I was also anxious about whowould take care of my family,
especially my mother. I was anxious that if I died what would happen to her, who’d take care of her?” RN02

“Everything used to come in waves. There were times I was really, really, anxious about how things would turn out. And then there
were times I was kind of oblivious.” RN05

“I am the first born in my family and the only daughter. And we are a close-knit family. So, I felt telling them I have COVID in these
early stages of this disease, and with the little knowledge people had out there, it would kill them. They would never give me
peace to even rest or do anything. Because I wanted to give them that peace, I didn’t tell them until I was out of it. It was just a way
of protecting them from all these fears and anxieties.” RN 06

Sadness Registered nurses described
their Covid-19 experience as
a sad moment. The sadness
was attributed to the positive
diagnosis, the anticipation of
being in Covid-19 isolation
ward, and the loss of freedom
that came with the disease.
Knowing how the disease
progressed and how it kills
made the sadness worse,

“When I was called to be told it was positive, I was so emotional, I won’t lie. I felt sad and I felt angry at the same time.” RN07
“The same people you’re working with, would not even come to see you because you have COVID. People came to see you and they
left their gifts at the door. They don’t want even to get close to you. They won’t even get to see your face. Eventually it made me
sad.” RN03

“You’re a person who understands the cytokine storm, you’re someone who knows it can kill you. So, every day you wake up as a
healthcare provider who has this disease is a scary day, is a sad day, is an emotional day for you.” RN05

“When I was in isolation it was a crazy time because it’s the same time, I realized I was also pregnant. It was a bad ordeal because I
was worried. There was not much research on COVID and pregnancy. So, you wouldn’t know what if it affects the baby, and the
fact that you can’t even be givenmost of themedications because you’re pregnant. I had a lot of mixed reactions. To me it was one
of the worst times.” RN03

Theme: consequences of diagnosis

Stigma RNs reported extrinsic and
intrinsic stigma. They faced
discrimination in community
and from their colleagues.
Intrinsic stigma resulted in
non-disclosure of Covid-19
diagnosis.

“First time there was a lot of discrimination. Most of the people would not even want to integrate with you. And even if you met
with someone, they don’t come close to me.” RN06

“I felt it is stigma being that they are colleagues, they are people I work with and interact with. I felt if this is coming from the people
who should be understanding of what I’m going through, then I should be expecting much more from the community.” RN07

“. someone does not say hi to you, but he or she asks, did you recover from COVID? You see, that is stigma.” RN07
“. to tell you the truth, my next-door neighbour, my next gate neighbour didn’t know I had COVID.. because of fear, stigma, and
all that, even my church members. I only told my pastors. Wisdom was to keep it to myself.” RN06

Isolation RNs reported that they
experienced isolation during
their Covid-19 recovery
journey. The sense of
isolation came about due to

“The isolation ward was not a conducive environment because it looked like a prison. It is like you are imprisoned in a cell. So, you
are just there to be given food, you’re given medicine, you take it, and then, you sleep.” RN05

“I was self-isolated away from my children, I think it would have been worse. When I’m in my room and I watch through the
window and I can see them outside, I had peace. But let me tell you, they the longest days, the longest nights, the longest minutes
that you can ever experience.” RN09
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lack of social connections and
the fact that they needed to
be alone. For most RNs, being
alone was initially a difficult
experience. However, some
found a way to enjoy their
own company.

“You don’t see any person. The only people you see, they stand outside the door. You can never open the door unless somebody is
coming to clean the room or take the samples. You’d eat cold food.” RN01

“Because food is usually served in plastic paper plates, by the time it gets to you it’s cold, and it can never go out to get warmed. As I
said at that point nobody knew exactly how this disease is. So, people were really very cautious. So, you end up taking food as it
comes. Then, the cleaning of the roomwould only happen once a day, so whatever food remains is kept inside the room, there are
flies and stuff.” RN03

“The moment you’re in isolation room and the door is locked that’s the time you realize having freedom and being healthy is the
best thing in this world. I never knew that until when that door was locked, and you see people peeping through the glass on the
window. They can’t come in.” RN02

“The fact that you have no freedom to move around, no freedom to see people, no freedom to own personal space, I learnt to enjoy
my own company, to change my thoughts .” RN03

Loneliness RNs reported that they
experienced loneliness
during isolation and recovery
period of Covid-19 disease.
Loneliness was aggravated by
being far away from family
members and living alone.

“I felt lonely. Because in that room, the only person who could come inmaybe the nurse and the doctor. They come and say hi. They
come and update you on the ongoing plans or procedures, and then they leave. Now you’re left there alone. You don’t have
anybody to talk to. You don’t have anybody to encourage you.” RN05

“I felt that I was all alone. And the only people who cared are my immediate family members. But friends, no.” RN06
“I was quarantined alone, in a city where I did not grow up in. I just moved here, so isolationmade it more apparent that I was not in
my hometown. I really felt like I was not at home, I felt very alone. That’s what I remember from that period. Just feeling alone.”
RN02

“It’s not easy being in the house all alone. You can only speak to yourself and probably if you are speaking to other humans, it is
through the phone. You really don’t know what tomorrow holds.” RN08

Theme: coping mechanisms

Acceptance After going through the phases
of fear, anxiety and sadness,
RNs eventually accepted the
Covid-19 diagnosis, to allow
themselves to start the
healing journey.

“The only thing that helped me cope was to accept that I was sick. My family members really supported me in terms of encouraging
me that I’m going to be okay. And checking if am doing well on daily basis.” RN06

“I couldn’t accept it. I couldn’t accept I had COVID-19. Eventually I accepted and I went shopping in preparation for my isolation.”
RN08

Creating a routine RNs reported that after
accepting the Covid-19
diagnosis, they had to figure
out how to get through the 14
days of isolation. This
necessitated them to develop
a routine that enabled them
to get through the isolation
period.

“I would wake up and I start doing some home workouts, things that I never used to do like a jump rope. I also had a few books I
wanted to go through, but I didn’t even read that much. I mostly watched a lot of movies and worked out. And then tried recipes
that I hadn’t tried in a while just to get through the day.” RN02

“I used to write a journal, not every day but especially the days that were really hard. If I took a pen and started writing in my
journal, it would get better.” RN06

“Whenwe were getting better, we started having sessions where we would play scrabble, we would make stories, we would watch
movies, because at least I had him in the house. And occasionally, we would go out for a walk at the beach and just come straight
home. That’s what we used to do.” RN05

Support RNs reported that they received
support from their
employers, colleagues, family
members and the
government.

“I got calls from them (government nurses) twice or thrice. The first one was to tell me about my status. About the outcome of my
tests. At that time, I can say the systems were operational because I would get calls from a few nurses from the public health care.
They used to check on me like how are you feeling today? Are you feeling any better? I got like three to five calls before I got
better. So, yes, I got government support. I was lucky.” RN05

“Actually they (government officials) were the one who were stressing us with constant phone calls, the same question would be
asked by different people, I know it was about getting information, trying to trace people you’ve been in contact with, but it was
just too much.” RN01

“They used to call me daily, and asked how Iwas, howmy symptomswere, and they toldme if I needed any help, like if I was getting
worse, I could call them. I was actually impressed. I did not think the government would call people individually.” RN02

“The government . I clearly don’t think I got any support from them.” RN03
“I can say the hospital was very supportive to their staff. When you were tested and you turned out to be positive, they would
facilitate your treatment online, you’d get a doctor and speak to them, and they would send medicines by motorbike, to your
place, at home. So, the motorbike brings it home, and for a duration of 2 weeks, you had to stay at home for self-isolation.” RN04

“From the hospital I can say yes, I was supported because they paid my bills. I never paid even a single penny. That is number one.
And the bill was amounting to USD 8600. Number two, let me say both the doctors and nurses supported me. Then after being
discharged, I came in for the review. I also never paid for anything. And let me saymymanager was also callingme at home to find
out how am I doing. Even the hospital occupational therapy office, they were calling me every now and then to find out whether I
am doing well or not.” RN06

So, in terms of a hospital support, I got my support frommy boss, the doctors, the nurses, the cards they sent me, the foods they sent
me, the calls, etc.” RN08

“I got a lot of support frommy colleagues in the department. But as of the hospital, all they didwas call me and askme formy SPO2s.
And even after getting well, all they did was to harass me to get their gadgets back.” RN08

(continued on next page)
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healthcare provider who has this disease is a scary day, is a sad day,
is an emotional day for you.” RN05

3.4. Theme two: consequences of diagnosis

This theme has three sub-themes, namely stigma, isolation, and
loneliness.

3.4.1. Stigma
Stigmatization manifested itself through instances of discrimi-

nation and rejection experienced by the registered nurses. They
recounted feeling marginalized and ostracized, a sentiment that
persisted even after their recovery and return to work, as they
continued to be regarded with suspicion. This stigma further
compelled some RNs to conceal their Covid-19 diagnosis from their
families, friends, and neighbors.

3.4.2. Isolation
Registered nurses (RNs) shared their experiences of profound

isolation during their Covid-19 recovery process, which resulted
from limitations on personal freedom and a marked absence of
physical interactions. While some RNs endured isolation within
their own homes, the necessity of separating from family members
was a particularly distressing aspect of this ordeal. Furthermore,
RNs isolated within hospital isolation wards reported suboptimal
conditions. They recounted instances of receiving cold meals, as
kitchen staff left them at the ward door instead of inside their
rooms. Room cleaning proved to be irregular, with dirty dishes
often remaining unattended until the following day.

3.4.3. Loneliness
RNs reported that they experienced loneliness during the

isolation and recovery period of Covid-19 disease. Loneliness was
aggravated by being isolated away from family members. This is
exemplified in the excerpts below.

“I was quarantined alone in a city where I did not grow up in. I just
moved here, so isolation made it more apparent that I was not in
my hometown. I really felt like I was not at home, I felt very alone.
That’s what I remember from that period. Just feeling alone.” RN02
3.5. Theme three: coping mechanisms

This theme has four sub-themes: acceptance, routine creation,
support, and spirituality.

3.5.1. Acceptance
Some participants went through a period of denial but even-

tually came to terms with the diagnosis. This sentiment is illus-
trated in the following excerpt.

“I couldn’t accept it. I couldn’t accept I had Covid-19. Eventually, I
accepted, and I went shopping in preparation for my isolation.”
RN08
3.5.2. Creating a routine
Following their acceptance of Covid-19 diagnosis, RNs faced the

challenge of navigating the 14-day isolation period. They imple-
mented various coping strategies, including engaging their minds
through reading and journaling, keeping occupied with household
chores, and incorporating exercise into their routines.

“I used to write a journal, not every day but especially the days that
were really hard. If I took a pen and started writing in my journal, it
would get better.” RN06
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3.5.3. Support
The registered nurses (RNs) conveyed that they received sup-

port from multiple sources, including their employers, colleagues,
family members, and the government. Notably, government sup-
port was initiated at the outset of the pandemic. However, as the
pandemic persisted, there was a noticeable reduction in the level of
support provided by the government, eventually dwindling to no
support at all.

“They used to call me daily and ask how I was, how my symptoms
were, and they told me if I needed any help like if I was getting
worse, I could call them. I was actually impressed. I did not think
the government would call people individually.” RN02

Some employers provided support in the form of treatment,
payment of hospital bills, psychological support, and transport
home after the Covid-19 diagnosis. However, some RNs lamented
that their employers did not extend the same support to their nu-
clear families.

3.5.4. Spirituality
Several RNs employed spirituality as a coping mechanism dur-

ing their illness. For some, their faith served as a source of strength
and resilience, as illustrated by the following excerpt:

“I’m a man who believes in God, and I have grown up in faith. That
really helped me cope.” RN10
4. Discussion

Surviving Covid-19 diagnosis and isolation is a traumatic
experience due to the adverse physical and psychological experi-
ences a patient must endure during diagnosis, treatment, and re-
covery. In this phenomenological study, we explored the
experiences of nurses diagnosed with Covid-19 and isolated while
recovering from the infection. While many studies have focused on
the experiences of nurses as caregivers during the pandemic [27e
29], few have focused on nurses as Covid-19 patients [30e32]. To
the best of our knowledge, our study is unique because it explores
the lived experiences of nurses who survived Covid-19 infection in
a sub-Saharan African country. The overarching theme that
emerged is surviving Covid-19 and three subthemes: the reaction
to the diagnosis, the consequences of the diagnosis, and how the
nurses coped with the diagnosis and isolation measures. Most
salient, our findings provide contextual evidence supporting
empirical evidence and anecdotal accounts of the psychological
effect of Covid-19 diagnosis during the height of the pandemic.

As the first case of Covid-19 emerged on March 13, 2020, it
marked the onset of a new and unsettling chapter in society,
characterized by an undercurrent of fear, anxiety, and uncertainty
[33]. These emotions were further exacerbated by the prevailing
negative perceptions and attitudes towards individuals afflicted by
the virus. In the course of our study, nurses candidly shared their
experiences of feeling stigmatized not only by their own family
members but also by their colleagues. This is consistent with the
previous findings during SARS and Ebola, where community
members avoided quarantined HCWs [11]. Regrettably, the very
measures put in place to mitigate the spread of the virus, such as
quarantine, isolation, and public health surveillance, including
contact tracing, inadvertently contributed to the stigmatization of
those exposed or unwell. Adding to this complex web, historical
precedent from past pandemics, like SARS, has shown that
healthcare workers tend to bear a heavier burden of stigmatization
than the general public [34].

In our study, nurses shared their anxieties, which encompassed
a spectrum of fears, including the dread of being diagnosed with
Covid-19, the apprehension of the disease worsening, the fear of
death, and the haunting prospect of facing their final moments
alone. These sentiments echo the experiences of nurses in Turkey
who, while grappling with Covid-19 themselves, expressed similar
fears concerning the unknown, mortality, and the potential trans-
mission of the virus to others [30]. Significantly, more than half of
the nurses’ apprehension stemmed from a deep concern for the
safety of their own family members, a sentiment corroborated by
previous research [35]. It is well-documented that fear and stig-
matization can significantly hinder disease response efforts,
including the crucial task of contact tracing [36]. In our study,
nurses reported keeping their diagnoses a secret, even from family
members. This revelation underscores the potential consequences
of such secrecyda hindrance to identifying, testing, and appro-
priately quarantining close contacts, and thereby impeding the
efforts to curb the disease’s spread. These findings resonate with
the experiences witnessed in previous emerging disease outbreaks
and the course of the Covid-19 pandemic [37].

Stigma may also increase psychological suffering, preventing
individuals with symptoms from timely care and resulting in
poorer outcomes [38]. For nurses on the frontlines, delivering direct
care to Covid-19 patients, this burden may also lead to emotional
and ethical distress [39,40]. Hence, it is incumbent upon healthcare
organizations to foster supportive environments that enhance the
resilience of their healthcare workers, recognizing the multifaceted
challenges they face in confronting not just a pandemic but also the
fear and stigma accompanying it.

Isolation and quarantine, fundamental in controlling infectious
diseases like SARS, Ebola, MERS, and Covid-19, serve as crucial
public health measures. Isolation involves confining diagnosed in-
dividuals while separating them from the uninfected. Nurses in
Kenya who tested positive for Covid-19 during this wave of the
pandemic were required to isolate for at least ten days after the
onset of symptoms, and isolation precautions stopped if the fever
was resolved in at least 24 hours [41]. A study examining psycho-
logical symptoms among HCWs quarantined during SARS reported
symptoms of acute stress disorder, anxiety, irritability, insomnia,
detachment, and avoidance of patients with SARS like symptoms
[42]. Our findings indicate that nurses in isolation were distressed
about restriction and felt lonely. These findings also collaborate
with cross-sectional studies examining the mental health out-
comes among nurses during Covid-19 in Kenya, which reported
symptoms of depression, anxiety, distress, and burnout [23].

In our study, nurses adopted various coping strategies in
response to their Covid-19 diagnoses, including acceptance,
establishing routines, drawing upon spirituality, and seeking fa-
milial support. A study involving community-based residents in the
USA also identified acceptance as a coping mechanism among its
participants [43]. Acceptance-based coping allows participants to
avoid fear-related rumination but to co-exist with their fears
adaptively [44]. Furthermore, participants reported deriving
strength and hope from their faith and prayer practices, aligning
with previous research highlighting the use of faith-based coping
strategies by nurses and other Covid-19 patients during the
pandemic [45,46].

In a global study examining how healthcare workers coped with
mental health challenges during the Covid-19 crisis, participants
drew support from their families as a key coping mechanism in
dealing with stress [47]. In Wuhan, nurses even encouraged pa-
tients to utilize smartphones and WeChat to garner emotional
support from their friends and families, aiming to mitigate psy-
chological distress [48]. While some employers in our study were
reported to be supportive, offering free treatment, psychological
assistance, and private transportation to prevent disease trans-
mission, these benefits did not extend to the families of infected
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nurses. Additionally, due to revenue losses during the pandemic,
nurses experienced wage reductions, mirroring findings from a
Nigerian study where nurses expressed concerns over the lack of
financial support [49].

4.1. Strengths and limitations

Although our study was conducted in two private hospitals in
two different geographical regions, the findings from both settings
were similar, which may give credibility to transferability to similar
settings. However, as the hospitals were private, the transferability
of findings may only be possible and generalized within these
settings. This study was implemented during the second wave of
the Covid-19 pandemic in Kenya. As the pandemic unfolds, some
disease dynamics may no longer hold. However, that notwith-
standing, our study yield insights that can be used to develop
evidence-based guidelines for nurses working for future pandemics
in Kenya.

4.2. Conclusion

In conclusion, our findings shed light on the challenging journey
nurses who contracted Covid-19 have had to navigate, along with
the hurdles they faced when resuming their duties. Nurses, being
one of the largest and most vital professions on the frontlines of
infectious disease outbreaks, consistently find themselves at the
forefront, offering care to infected patients in close and prolonged
contact. Their unwavering dedication and sacrifices are nothing less
than heroic. Yet, it is paramount to recognize their substantial
occupational risks as they delicately balance their duty to provide
carewith the inherent risk of infection to both themselves and their
families.

To safeguard the well-being of nurses in future pandemics,
proactive measures must be instituted to mitigate the psychologi-
cal and ethical challenges they endure. Moreover, comprehensive
and rigorous research is warranted to ascertain the long-term ef-
fects of Covid-19 among nurses. The insights derived from this
study should inform evidence-based continuing education initia-
tives for nurses across healthcare institutions in sub-Saharan Africa.
Furthermore, our findings underscore the critical need for policy-
makers to balance the benefits of mandatory isolation as a vital
public health measure and its potential adverse effects on the
invaluable healthcare workforce. In honoring the resilience and
commitment of nurses, we must commit to ensuring their physical
and mental well-being in the face of future healthcare crises.
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[30] Çakmak HSG, Öcal Ş, Kapucu S. Experiences of Turkish nurses with covid-19
infection in pandemic and post-pandemic: aqualitative study. Nurse Leader;
2023.

[31] Radfar M, Maslak Pak M Hemmati, Mohammadi F. The organisational and
managerial challenges experienced by nurses recovered from covid-19: a
phenomenological study. J Nurs Manag 2021;29:2353e63.

[32] Simeone S, Ambrosca R, Vellone E, Durante A, Arcadi P, Cicolini G, Simonetti V,
Alvaro R, Pucciarelli G. Lived experiences of frontline nurses and physicians
infected by covid-19 during their activities: a phenomenological study. Nurs
Health Sci 2022;24:245e54.

[33] Coelho CM, Suttiwan P, Arato N, Zsido AN. On the nature of fear and anxiety
triggered by covid-19. Front Psychol 2020;11:581314.

[34] Reynolds DL, Garay JR, Deamond SL, Moran MK, Gold W, Styra R. Under-
standing, compliance and psychological impact of the sars quarantine expe-
rience. Epidemiol Infect 2008;136:997e1007.

[35] Almaghrabi RH, Alfaradi H, Al Hebshi WA, Albaadani MM. Healthcare workers
experience in dealing with coronavirus (Covid-19) pandemic. Saudi Med J
2020;41:657.
[36] Sevimli S, Sevimli BS. Challenges and ethical issues related to covid-19 contact
tracing teams in Turkey. J Multidiscip Healthc 2021:3151e9.

[37] Yuan K, Huang X-L, Yan W, Zhang Y-X, Gong Y-M, Su S-Z, Huang YT, Zhong Y,
Wang YJ, Yuan Z, Tian SS. A systematic review and meta-analysis on the
prevalence of stigma in infectious diseases, including covid-19: a call to ac-
tion. Mol Psychiatry 2022;27:19e33.

[38] Qin X, Song L. Addressing stigma in the context of the coronavirus disease
2019 (Covid-19) outbreak: a socio-ecological approach. Infect Control Hosp
Epidemiol 2022;43:401e3.

[39] Shaibu S, Kimani RW, Shumba C, Maina R, Ndirangu E, Kambo I. Duty versus
distributive justice during the covid-19 pandemic. Nurs Ethics 2021;28:
1073e80.

[40] Maina R, Kimani RW, Orwa J, Mutwiri BD, Nyariki CK, Shaibu S, Fleming V.
Knowledge, attitudes, and preparedness for managing pregnant and post-
partum women with covid-19 among nurse-midwives in Kenya, vol. 8. SAGE
Open Nursing; 2022:23779608221106445.

[41] Ministry of Health. Guidelines for case management of covid-19 in Kenya;
2021. Nairobi, https://www.health.go.ke/wp-content/uploads/2021/10/Final-
guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf:
https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-
the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf.

[42] Robertson E, Hershenfield K, Grace SL, Stewart DE. The psychosocial effects of
being quarantined following exposure to sars: a qualitative study of Toronto
health care workers. Can J Psychiatry 2004;49:403e7.

[43] DeDonno MA, Ferris AH, Molnar A, Haire HM, Sule SS, Hennekens CH,
Wood SK. Perceptions, coping strategies, and mental health of residents
during covid-19. South Med J 2022;115:717.

[44] Hayes SC, Strosahl KD, Wilson KG. Acceptance and commitment therapy: the
process and practice of mindful change. Guilford press; 2011.

[45] Cervantes L, Martin M, Frank M, Farfan J, Kearns M, Rubio L. Experiences of
latinx individuals hospitalized for covid-19: a qualitative study. JAMA Netw
Open 2021. https://doi.org/10.1001/jamanetworkopen.

[46] Sehularo LA, Molato BJ, Mokgaola IO, Gause G. Coping strategies used by
nurses during the covid-19 pandemic: a narrative literature review. Health SA
Gesondheid (Online) 2021;26:1e8.

[47] Htay MNN, Marzo RR, Bahari R, AlRifai A, Kamberi F, El-Abasiri RA, Nyamache JM,
HlaingHA, HassaneinM,MoeS, Abas AL. Howhealthcareworkers are copingwith
mental health challenges during covid-19 pandemic?-a cross-sectional multi-
countries study. Clin Epidemiol Glob Health 2021;11:100759.

[48] Liu W, Liu J. Living with covid-19: a phenomenological study of hospitalised
patients involved in family cluster transmission. BMJ Open 2021;11:e046128.

[49] Kwaghe AV, Kwaghe VG, Habib ZG, Kwaghe GV, Ilesanmi OS, Ekele BA,
Ekele BA. Stigmatization and psychological impact of covid-19 pandemic on
frontline healthcare workers in Nigeria: a qualitative study. BMC Psychiatry
2021;21:1e17.

http://refhub.elsevier.com/S2093-7911(23)00071-9/sref20
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref20
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref20
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref21
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref21
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref21
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref22
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref22
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref22
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref22
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref23
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref23
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref24
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref24
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref24
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref25
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref25
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref26
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref26
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref27
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref27
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref27
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref27
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref28
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref28
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref28
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref28
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref29
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref29
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref29
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref29
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref30
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref30
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref30
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref30
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref31
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref31
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref31
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref31
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref32
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref32
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref32
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref32
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref32
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref33
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref33
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref34
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref34
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref34
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref34
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref35
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref35
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref35
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref36
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref36
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref36
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref37
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref37
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref37
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref37
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref37
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref38
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref38
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref38
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref38
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref39
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref39
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref39
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref39
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref40
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref40
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref40
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref40
https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf:https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf
https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf:https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf
https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf:https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf
https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf:https://www.health.go.ke/wp-content/uploads/2021/10/Final-guidelines-on-the-Management-of-Covid-19-in-Kenya-2021-Edition.pdf
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref42
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref42
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref42
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref42
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref43
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref43
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref43
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref44
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref44
https://doi.org/10.1001/jamanetworkopen
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref46
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref46
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref46
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref46
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref47
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref47
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref47
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref47
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref48
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref48
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref49
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref49
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref49
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref49
http://refhub.elsevier.com/S2093-7911(23)00071-9/sref49

	Surviving Covid-19 Diagnosis Among Registered Nurses: Reactions, Consequences, and Coping Mechanisms
	1. Background
	2. Methods
	2.1. Design
	2.2. Participants and recruitment
	2.3. Data collection
	2.4. Data analysis
	2.5. Trustworthiness
	2.6. Ethical approval

	3. Results
	3.1. Participant demographics and characteristics
	3.2. Themes and sub-themes
	3.3. Theme one: reaction to diagnosis
	3.3.1. Fear
	3.3.2. Anxiety
	3.3.3. Sadness

	3.4. Theme two: consequences of diagnosis
	3.4.1. Stigma
	3.4.2. Isolation
	3.4.3. Loneliness

	3.5. Theme three: coping mechanisms
	3.5.1. Acceptance
	3.5.2. Creating a routine
	3.5.3. Support
	3.5.4. Spirituality


	4. Discussion
	4.1. Strengths and limitations
	4.2. Conclusion

	Author contributions
	Ethical statement
	Funding
	Conflicts of interest
	Acknowledgments
	References


