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Abstract 

Background  In Pakistan, the COVID-19 outbreak posed a significant challenge for healthcare workers in the country’s 
public hospitals. The HCWs faced several problems in terms of the COVID-19 pandemic. Therefore this study investi-
gated how the COVID-19 pandemic has affected the medical staff at the public hospital in Sindh Province, Pakistan.

Methods  In this study, a qualitative exploratory design was used. Semi-Structure interviews (SSI) were conducted 
by using an open-indeed questionnaire (OIQ) for data collection. An inductive approach was used for theoretical data 
analysis. A total of 320 HCWs participated to complete the criteria of the study from 10 different public hospitals.

Results  The study result showed the Sindh public hospital’s insufficient infrastructure, lack of health protective 
equipment, shortages of isolation rooms and beds, and emergencies during the COVID-19 pandemic caused HCWs 
to experience physical and psychological weariness, sleep disturbance, mental stress, and fear of infection.

Conclusion  The study concluded that public hospitals’ insufficient infrastructure, furniture, emergency wards, 
and safety equipment during the COVID-19 pandemic significantly damaged HCWs’ physical and psychological 
health, generating fear of infection and sleep disturbance. Additionally, Sindh healthcare workers’ fear of illness 
and isolation may impair family connections.
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Introduction
In December 2019, China released its first COVID-19 
pandemic report [1]. WHO entitled it as a (“COVID-
19”) on 11th February 2020 [2]. After January, this virus 
was labeled a global pandemic and a public health emer-
gency [3]. Approximately, 7 553 182 people were infected 
with COVID-19 globally on (June 13, 2020), and 423 349 
people deaths resulted due to the COVID-19 battle [4]. 
Moreover, the COVID-19 pandemic caused high psycho-
logical fear among healthcare workers [5, 6]. Pakistan is 

a middle-income nation with a subpar healthcare system 
and Pakistan is susceptible to COVID-19 [7]. The health-
care crisis has resulted in a spreading pandemic in devel-
oping nations such as Pakistan [8], such as 15th July 2020, 
a total of 255 769 cases were reported with 5386 deaths 
[9]. As high stress in this period, the COVID-19 outbreak 
in Pakistan served as a harsh wake-up call to the coun-
try’s deficient health system [10].

On February 26, 2020, Pakistan announced the first 
case of COVID-19 in Karachi, Sindh Province, By June 
14, 2020, 139  230 cases had been confirmed, and 2632 
fatalities had been reported [11]. The second wave of 
COVID-19 spell on October 28, 2020, in Pakistan when 
the daily increase in cases reached 750, up from 400 to 
500 just a few weeks ago. Across the country, there was 
a sudden increase in active cases from 6000 to 11  000, 
as well as hospital admissions with 93 critical cases on 
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ventilators [5]. A third-wave new SARS-CoV-2 vari-
ant from the United Kingdom (also known as 20I/501Y.
V1, VOC 202012/01, or B.1.1.7) was discovered [7] and 
has been found in over 64 nations, including Pakistan, as 
of January 27, 2021 [8]. With an average of 100 patients 
dying each day in Pakistan, this B.1.1.7 variant is linked to 
a higher risk of death than other variants [9].

Figure 1 shows there are 30 641 deaths and 1 576 704 
confirmed cases of COVID-19 in Pakistan from 3 Janu-
ary 2020 to 4:24 PM CET on February 21, 2023 [12]. The 
country has gone through four waves, each with a differ-
ent variant, most recently Delta [13].

Pakistan’s healthcare delivery system is complicated 
because it competes with formal and unofficial private-
sector healthcare systems as well as healthcare subsys-
tems run by the federal and provincial governments 
[14, 15]. The country’s healthcare system is also char-
acterized by disparities in healthcare delivery between 
urban and rural areas and a shortage of health manag-
ers, nurses, paramedics, and skilled birth attendants in 
the outlying areas [16, 17]. In 2015, Pakistan had 1167 
public hospitals, with a hospital bed-to-population 
ratio of one for every 1613. (WHO recommendation of 
bed-population ratio: 5 per 1000 population) [18]. The 
World Health Organization (WHO) reports that Paki-
stan ranks 122nd out of 191 nations for its healthcare 
quality system and Health Care Professions [19, 20]. In 
addition, Healthcare professionals are on the frontline 
for COVID-19 patients’ treatment in which they can be 
infected [21].

The documentary record shows that a large num-
ber of quantitative studies on COVID-19 infection and 
death ratio were conducted in Sindh Pakistan. A quali-
tative study is missing in the study regions, especially 
on healthcare workers who are caring for patients dur-
ing term of the respiratory pandemic. Table 1 represents 

provincially disaggregated data for the four provinces and 
other territories. It shows the highest number of cases 
has resulted in the Sindh Province. In addition, the Gov-
ernment of Sindh (2020) Daily Situation Report, August 
2020 reported that approximately 1804 HCPs, includ-
ing 1626 doctors and 178 nurses, were infected with the 
COVID-19 virus in Sindh [11]. Given these reasons, the 
goal of this study was to find out how the COVID-19 
pandemic has affected HCWs in public hospitals in Paki-
stan’s Sindh Province.

Background
HCWs infection and deaths with COVID‑19 worldwide
Data on healthcare worker infection and death are not 
reported by every country. A recent study found health-
care workers infected and dying as a result of the pan-
demic in several countries.

Figure 2 shows that a total of 152 888 HCWs had been 
reported to have COVID-19 infection as of May 8th, 
2020. This represented 3.9% of the 3 912 156 COVID-19 
patients in the world as a whole. A total of 130 countries 

Fig. 1  Pakistan situation of COVID-19 related cases and deaths

Table 1  Provincially disaggregated data as of July 28, 2020, 
table-3 [22]

Region Confirm cases Active cases Deaths

AJK 2055 462 50

Baluchistan 11 654 1438 136

Gilgit-Baltistan 2042 334 50

Islamabad 14 963 2421 165

PKP 33 724 4814 1186

Punjab 92 452 7807 2133

Sindh 119 398 8237 2172

Overall Pakistan 276 288 25 513 5892
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reported at least one case of COVID-19 infection in 
healthcare workers ([23], figure-3).

Figure 3 shows that as of May 8, 2020, there had been 
1413 reported HCW deaths. This means that for every 
100 HCWs infected, one died. This accounted for 0.5% 
of the total number of COVID-19 deaths worldwide 
(270 426). It should be noted that 2922 COVID-19 deaths 
were reported in countries where no data on COVID-
19 deaths among healthcare workers were available. As 
of 8 May 2020, 67 countries had reported at least one 
COVID-19-related HCW death (Fig. 4) [23].

Psychological effects of COVID‑19
Numerous documentaries report that subjects with psy-
chological symptoms are likely emotional disturbance 
[24]. In a study conducted by Zhu et al. on a total of 5062 
HCWs to assess the psychological impact of COVID-
19, the authors found 29.8% of stress, 24.1% anxiety, 
and 13.5% depression [25]. Similarly, authors found that 
HCWs who had direct contact with COVID-19 patients 
were more likely to experience anxiety [26]. Also, Lu 
et al. studies of frontline workers found that medical staff 
had higher levels of fear, anxiety, and depression than 
administrative staff [27]. A recent study called “Health-
care Workers’ Mental Health in Pandemic Times: The 

Predictive Role of Psychosocial Risks” found that sup-
porting network development at work is important 
to keep healthcare workers from feeling emotionally 
stressed and to improve their mental health [28].

Anxiety and loneliness impact of COVID‑19
According to the findings of a study, feelings of uncer-
tainty and fear of infection are associated with social 
isolation, which is linked to restrictions and lockdown 
measures, this worry causes higher levels of anxiety 
[29]. Also, the authors report that anxiety is linked with 
fatigue and decreased healthcare worker performance, 
and boredom, loneliness, frustration, anger, and suffer-
ing are caused by quarantine restrictions [30]. Besides, 
in terms of pandemic time more tragic effects associated 
with pervasive anxiety may include poor social support, 
loss of freedom, separation from dearests, boredom, and 
uncertainty [31]. Women utilize the internet more than 
men to research COVID-19-related infection manage-
ment, according to a recent Times study titled “Com-
parison of Safety and Health Risk Perceptions toward 
COVID-19 Pandemic Based on Gender in Korean Uni-
versity Students’ Work While Studying” [32]. According 
to the article “Influencing Factors of High Post-Traumatic 
Stress Disorder (PTSD) among Medical Staff during 
COVID-19: Evidence from Both Meta- and Subgroup 
Analysis,” (PTSD) is greater among healthcare personnel 
(PTSD) [33].

Physical impact of COVID‑19
Critical events and pandemics may have varied effects 
on people’s physical activity and mental health at various 
levels of society, including patients, healthcare profes-
sionals, and families [34–36]. Similarly, the emergency, 
along with both COVID-19 stress and social isolation, 
may have emotional and physical consequences [37, 38]. 
Besides, it has been well-established that regular physical 
activity positively affects health and well-being [39].

Fig. 2  Globally HCWs infection due to COVID-19

Fig. 3  Globally HCWs death due to COVID-19

Fig. 4  Hospital condition and health care workers (HCWs) personal 
constraints



Page 4 of 10Saifullah et al. Health Research Policy and Systems           (2023) 21:78 

Suicidal and ideation impact of COVID‑19
Many studies show that suicide death is associated 
with mental health disorders. According to the author’s 
reports that suicide attempts and completed suicide 
rates have increased during the hard times of COVID-
19 pandemic [40, 41]. Additionally, there is a high rate 
of suicide attempts and suicidal ideation among medi-
cal professionals [42]. It is important to note that when 
the COVID-19 pandemic was at its worst, the risk of 
suicide among healthcare workers increased due to 
increased levels of psychological distress, the deaths of 
COVID-19 patients, a lack of feelings of control, self-
blame for patients’ helplessness, and increased working 
hours [43]. Additionally, healthcare personnel has com-
mitted suicide in other nations, including the United 
States, England, Italy, Mexico, and India [44–46].

Loneliness impact of COVID‑19
According to research, social isolation, and loneli-
ness, both have negative effects on people’s quality of 
life [47, 48]. Therefore, it has been urged study to look 
into how loneliness affects the general populace during 
the COVID-19 lockdown [49]. The research has con-
centrated on the psychological effects of COVID-19 on 
healthcare workers such as nurses, clinical technicians, 
and doctors [25, 50]. According to a recent study, 27% 
of hospital nurses’ sick leave was caused by high work 
speed, sleep issues, getting a viral or bacterial infec-
tion from patients or colleagues, poor staffing, and high 
physical exertion [51].

Family relations impact of COVID‑19
Global human personal life and family life have been 
badly impacted by COVID-19 pandemic. In most 
cases, HCWs are worried about contracting COVID-19 
and spreading it to family members at home [52–59]. 
HCWs who lived with children or older relatives were 
especially worried [60–64]. After reviewing the litera-
ture, it was discovered that the majority of HCWs faced 
several types of issues due to the pandemic. However, 
In Pakistan COVID-19 related studies were conducted 
about the number of infections and death ratio of the 
patients. There is a missing gap in the study about 
healthcare workers. Therefore, this study attempted 
to investigate the impact of COVID-19 on healthcare 
workers in Pakistan’s Sindh province. This is because 
the first COVID-19 case and a large number of cases 
have resulted in Sindh province. Additionally, Sindh 
province is Pakistan’s second-most populous province 
and its commercial center.

Methods
The qualitative exploratory method was applied in this 
study. Based on the study nature, a semi-structured inter-
view (SSI) was used to explore healthcare workers’ expe-
rience during a hard time of the pandemic. The authors 
express that qualitative investigation provides more 
detailed and comprehensive information about issues 
that may have been missed by a survey-based research 
method [65]. According to the author, interviews are 
used once only with individuals or with a group to cover 
30-min interviews [66]. The semi-structured interview is 
based on the interview guide which appearances of ques-
tions to explore the interviewer [67]. Moreover, interview 
recording is an easier way to focus on verbal content to 
promote and enables transcription to get a verbatim 
record of the interview [68]. Hence, we used this research 
method to find out core responses from HCWs.

Study design and setting
The participant included HCWs who were working in 
the public hospital sector in the Sindh province of Paki-
stan. The COVID-19 first case resulted in this province 
and a large number of infections and death have resulted 
in this region, therefore, were chose this region. Besides, 
In Pakistan, public hospitals under comes the provincial 
authority. Hence the data were collected only from the 
Sindh Province of Pakistan. A total of 10 public hospi-
tal HCWs participated (Table  3). Participants allowed 
us to take interviews face to face during the break time 
by using masks and distancing. The interview was con-
ducted in the hospital’s meeting room this is because the 
meeting hall was already well-arranged in the hospitals, 
so the hospital’s meeting hall was used to save the partici-
pants’ time. The researcher thanked and admire all par-
ticipants for their time and participation in the interview. 
They were guaranteed that responses will be used top-
secret and data will be only used for the research work.

Data collection
We used semi-structured interviews to achieve rich expe-
riences of HCWs to full fill aim of the study. Therefore, 
open-ended questions were utilized in the current study. 
We used a non-probability sampling technique called 
purposive sampling. Because the study sought the core 
responses of healthcare workers. The study include major 
themes (1-Physical Health during COVID-19; 2-Stress 
during COVID-19; 3-Performance during COVID-19; 
4-Psychological Health during COVID-19; 5-Emergency 
Facility during COVID-19; 6-Sleeping Mood during 
COVID-19; 7-Infrastructure and Physical Furniture dur-
ing COVID-19). The interviews were conducted by three 
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Ph.D. scholars two are the authors of this study. We carry 
out a maximum number of interviews group-wise face-
to-face. Each group contained 10 people. We began by 
introducing ourselves and the reasons for the interview, 
and then we moved on to the introduced sections. Please 
tell us about your personal information. After personal 
information, we started probing question sections such 
as Please tell us about your physical health during the 
pandemic’s difficult period. What caused you to become 
physically exhausted during the pandemic? The questions 
were asked in a manner during the interview. The inter-
view summary is given in Table  2 and the respondents’ 
personal information is in Table 3. All interviews lasted 
at least 30–50  min and were done in Urdu, Pakistan’s 
native language. After a successful interview, we analyzed 
it textually and summarized it for final validation. The 
participants were engaged and admired for their desire 
to share their pandemic experiences. All interviews were 
performed from 5th August to 25th September 2021.

Table 2 shows the interview summary and the types of 
questions that were asked to HCWs during the interview 
time.

Analysis
We used the interview analysis method of thematic anal-
ysis [69]. All interviews were transliterated from Urdu 
to the English language. Each interview’s transcriptions 
were made within 24 h. All transcription was revised line 
by line twice for the study’s validity. Each transcription 
was textually analyzed during revision. The first tran-
scription listened whole then each question was listed 
twice, and then each theme question was analyzed using 
notebook coding. The coding was done with own under-
standing: supportive (COVID-19 affected); not support-
ive (not affected); highly supportive (highly affected); 
and extremely not supportive (nothing affected during 
the pandemic). Additionally, each group’s interview was 
analyzed on the same day. Analyzing after the interview 
was easy. For study validity and bias reduction, analy-
ses were done on the same day. This approach was used 

for interview analysis for internal validation. Addition-
ally, agreements were shared and signed by all the study 
members. The survey interviewed 330 HCWs. 10 of the 
330 participants were excluded due to incomplete inter-
views due to time constraints. Out of 330, a total of 320 
HCWs interviews were completed at 10 different public 
hospitals in Pakistan’s Sindh province. The participants 
and hospital details are given in Table 3.

Results
Table  3 shows the total of (N = 320) HCW interviews 
conducted from 10 public hospitals in the Sindh Province 
of Pakistan. The (N = 180) Men and (N = 140) Women 
participated in the interview. The age of the respondents 
was (N = 60) between 20 and 25 years, (N = 114) between 
26 and 30 years, (N = 120) between 31 and 35 years, and 
(N = 20) respondents’ age between 36 and 40 years, and 
only (N = 6) respondents above 40 years older. In light of 
these workers’ experience, the (N = 50) of 1–5 years expe-
rienced, (N = 75) persons with 6–10 years of experience, 
(N = 95) persons with 11–15 years experienced, (N = 80) 
persons with 16–20 year’s experience, and only (N = 20) 
persons had more than 20  years of experience. Moreo-
ver, all these participants were from different public hos-
pitals and cities. The name of the hospitals was strictly 
prohibited to mention due to ethical commencements. 
Therefore, we used hospitals’ names A–B–C wise. The 
Hospital-A (N = 50) respondents, Hospital-B (N = 55) 
respondents, Hospital-C (N = 32) respondents, Hospital-
D (N = 40) respondents, Hospital-E (N = 25) respondents, 
Hospital-F (N = 30) respondents, Hospital-G (n = 20) 
respondents, Hospital-H (n = 23) respondents, Hospital-I 
(n = 25) respondents, Hospital-J (N = 20) respondents.

Moreover, these data were collected from major cit-
ies of Sindh province of Pakistan. A total of (N = 110) 
respondents from Karachi City, (N = 50) respondents 
from Sukkur city, (N = 60) responded from Hyderabad 
City, (N = 34) respondents from Nawabshah and 
(N = 40) respondents from Lankan City, and (N = 26) of 

Table 2  Interview summary

Interview summary

1. How were you feeling physically at work during the difficult COVID-19 pandemic?

2. How did you feel mentally at work during the challenging COVID-19 pandemic?

3. How did you do professionally at work amid the challenging COVID-19 pandemic?

4. How did you feel about resting after being off duty during the difficult COVID-19 pandemic?

5. How did your family get along during the difficult COVIDian-19 pandemic?

6. How did the physical infrastructure furniture of hospitals do during the difficult COVID-19 pandemic?

7. How was the fear of infection and stress while working in the hospital during the pick time of the COVID-19 pandemic?

8. How effective was your experience during the hospital’s emergency quarantine unit during the difficult COVID-19 pandemic?
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respondents from Kamber City. The study themes and 
HCW’s interview results are given in Table 4.

Discussion
Safety and security in the health field, taking into account 
the basic rights of HCWs and Patients in the public 
hospital sector. In Sindh province’s public hospital, the 
work of HCWs is thought to be very dangerous because 
COVID-19 shows that they are more likely to get sick 
because of their lack of health care personal protective 
equipment. In terms of pandemic emergency medical 
staff, they were not well trained; additionally, pandemic 
emergencies were new, and medical staff was concerned 

about patent treatment and self-health due to the entire 
difficult experience of respiratory diseases.

As a result of Pakistan’s lack of medical facilities dur-
ing the early stages of COVID-19, questionable samples 
were transported to China [70]. In this critical situation, 
healthcare workers getting fear or sick was a big issue. 
The healthcare workers’ staff shortage and getting sick 
healthcare workers could be more worried for medical 
staff and the state to control the pandemic and play the 
treatment process. Such as stressful events make health-
care workers more likely to get sick [71, 72], and fear and 
uncertainty caused by the pandemic can make family 
or interpersonal violence or conflict worse [73, 74]. The 

Table 3  Participator’s personal information (N = 320)

Personal information Frequency Percentage % Mean Std. deviation

Gender 1.4375 0.49686

 Male 180 56.3

 Female 140 43.8

Age 2.3688 0.92083

 Between 20 and 25 years 60 18.8

 26–30 years 114 35.6

 31–35 years 120 37.5

 36–40 years 20 6.3

 Above 40 years 6 1.9

Experience 2.8281 1.15499

 1–5 years 50 15.6

 6–10 years 75 23.4

 11–15 years 95 29.7

 16–20 years 80 25.0

 Above 20 years 20 6.3

Hospitals names 4.5500 2.80125

 Hospital-A 50 15.6

 Hospital-B 55 17.2

 Hospital-C 32 10.0

 Hospital-D 40 12.5

 Hospital-E 25 7.8

 Hospital-F 30 9.4

 Hospital-G 20 6.3

 Hospital-H 23 7.1

 Hospital-I 25 7.8

 Hospital-J 20 6.3

City names 2.7250 1.68322

 Karachi 110 34.4

 Hyderabad 60 18.8

 Sukkur 50 15.6

 Nawabshah 34 10.6

 Larkana 40 12.5

 Kamber 26 8.1

 Total 320 100.0
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healthcare workers’ staff faced various types of fear and 
stress, such as infection fear during patient treatment or 
infection from staff; in addition to all of this, healthcare 
workers returning home were a frightening experience 
for their family life.

Also, healthcare workers who wear protective clothes 
probably follow the standard operating procedure (SOP) 
of wearing a mask and heavy protective clothes, head-
gear, and gloves, and doing their jobs with fear of getting 
an infection, since most public hospital workers were 
very busy. Because due to fear of infection and following 
standard operating procedures (SOP), HCWs used the 
protective equipment for longer hours caused them so 
tired and fatigued.

Healthcare workers say that fear of infection, self-
blame for not helping the patient, poor sleeping mood, 
and negative family life have a major impact on psycho-
logical health. According to the authors, People who 
perceive the risk of infection because of the developing 
of risk infection, worried, and fear for his/her health and 
others including fear of infection among family members 
[75–77]. Similarly, healthcare workers’ high workload 
negatively impacts their family life such as burnout and 
distress in family relationships, and marital complica-
tions [78, 79].

Similarly, healthcare workers’ performance is negatively 
impacted by physical fatigue, psychological fatigue, and 
fear of infection. There is no doubt that fear of infection 
and huge physical-mentally fatigue can be caused fatigue 
performance. According Deloitte survey of Chinese 
enterprises revealed that 46% of them expect a decrease 
in performance as a result of COVID-19. Pakistan is con-
sidered an underdeveloped country with a lack of health-
care resources whereas COVID-19 was one of the biggest 
challenges for state and healthcare professionals. Besides 
in terms of emergencies of respiratory no one was fully 
prepared to control them. Similarly, there is no doubt in 
it that healthcare workers faced a lack of emergency facil-
ities like poor infrastructure, furniture, and personal pro-
tective equipment during the pic time of the pandemic.

The HCW’s work considering highly risky in terms of 
COVID-19. The work of public hospital healthcare pro-
viders is viewed as extremely hazardous due to the wide-
spread concern that COVID-19 could spread through the 
facility’s poor safety equipment and emergency facility. In 
addition, working long hours while worrying about con-
tracting an illness is a stressful and tiring combination. 
A lack of healthcare workers and infrastructure, such as 
buildings, beds, rooms, and safety equipment, makes it 
so that HCPs can rest in the face of emergencies and the 

Table 4  Themes and interview results

Theme-1: physical health during COVID-19

 The HCWs expressed that during the pandemic, prolonged work with protective gear like gloves, masks, and protective clothing caused physical 
discomfort and exhaustion

Theme-2: stress during COVID-19

 Participants expressed that working in hospitals during the COVID-19 pandemic resulted in stress and fear of infection. Additionally, they noted 
that during the epidemic, conducting duties to treat patients was extremely stressful for oneself and colleagues

Theme-3: performance during COVID-19

 The HCWs stated that in terms of COVID-19, the increased fear of infection has had a negative influence on work performance. They stated 
that while working on the patient’s treatment, they were terrified of infection and were unwilling to work in such a dangerous condition. Further-
more, they stated that the usage of fully protective clothing created fatigue and difficulty in performing the job

Theme-4: psychological health during COVID-19

 Participants said that working in the hospital during the pandemic’s tumultuous period induced extreme dread of infection, and feelings of isola-
tion, which were harmful to mental health. Moreover, throughout the patient’s treatment, a sense of self-infection anxiety, its influence on a family 
member, and the patient’s isolation had a greater unfavorable effect on psychological health

Theme-5: emergency facility during COVID-19

 Most of the participants stated that the emergency facility was inadequate as a shortage of rooms, beds, and related COVID-19 medicine. Further, 
they expressed that while the emergency rooms and beds are in shortage for present patients’ treatment, in this case, HCWs getting infections could 
be terrible to handle the COVID-19 pandemic treatment process in the public hospital. The study found unavailability of Emergency rooms and beds 
facilities in the public hospital of Sindh during a hard time of the COVID-19 pandemic

Theme-6: sleeping mood during COVID-19

 Healthcare workers report having trouble sleeping during the peak of the COVID-19 outbreak. During sleep, you may have thought about lonely 
patients, blamed yourself for failing to ensure the patients’ safety, worried about catching an illness, or reflected on the love you feel for another 
person. HWCs also reported that the negative effects of loneliness, such as not getting together with loved ones, had an impact on their ability to fall 
asleep

Theme-7: infrastructure and physical furniture during COVID-19

 The HCWs expressed that during the pic time of the pandemic, the public hospital buildings and rooms were short. In term of lack of rooms 
and beds caused difficulty to treat the patient. Further, they expressed a lack of furniture and other equipment for COVID-19 made a big problem 
in handling treatment with the patient and self-care in the public hospital sector in Sindh province of Pakistan
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fear of infection that comes with treating a large number 
of COVID-19 patients in public hospitals.

Conclusion
Protection for healthcare workers and patients in the 
community hospital setting, with due consideration for 
their fundamental rights. Since COVID-19 demonstrates 
that HCWs in Sindh province’s public hospitals are more 
likely to become ill due to a lack of safety equipment, an 
emergency room, beds, and rooms, their work is widely 
regarded as extremely hazardous. The consequences 
of this study, which was made possible by the funding 
received for this study, revealed that the vast majority of 
HCWs struggled with issues like infection anxiety, burn-
out, and subpar work. All of these issues originated from 
subpar resources dedicated to health care and emergency 
response, as well as from a lack of necessary infrastruc-
ture and subpar tools for dealing with health crises. The 
study found that because of the inadequate emergency 
facility, HCWs were uncomfortable working in a respira-
tory infection environment. The HCWs made do with 
subpar resources when it came to emergency prepared-
ness and equipment. The public hospital in Sindh, Paki-
stan, can benefit both HCWs and Patients with the right 
medical essential goods, infrastructure, beds, rooms, and 
health-hazard treatment facility.

Limitation
There are several limitations to this study. The first is that 
the data was gathered from HCWs in Pakistan’s Sindh 
Province. The second limitation is that the study used a 
qualitative inductive research design. The study also used 
semi-structured interviews. As a result, in the future, 
this study can be conducted in different regions, and the 
method can be expanded further.

Suggestion

•	 The public hospital sector (PHS) in Pakistan’s Sindh 
province requires updated physical equipment to 
promote HCW comfortability in terms of patient 
treatments.

•	 The public hospital sector authority in the Sindh 
province of Pakistan must provide the most recent 
personal safety equipment for healthcare workers’ 
self-protection.

•	 The Sindh government must develop public hospital 
infrastructure, such as a building and rooms.

•	 HCWs must provide training on the most recent 
forms of work-health equipment and self-safety in 
terms of stress work procedures.

Acknowledgements
The authors of this manuscript acknowledge the enormous support offered 
by the National Natural Science Foundation of China, and thank HCWs for 
their participation and reviewers for the suggestion.

Author contributions
All authors have equal contributions to this paper.

Funding
The study is financed by the Jiangsu Outstanding Postdoctoral Program 
(2022ZB642) and National Natural Science Foundation of China (71974082).

Availability of data and materials
Data for the study is available and will be supplied upon request.

Declarations

Ethics approval and consent to participate
Based on the study nature the ethical approval were not required.

Competing interests
The authors reported no potential competing interests.

Received: 29 December 2022   Accepted: 19 June 2023

References
	1.	 World Health Organization. WHO Director-General’s opening remarks at 

the media briefing on COVID-19-11 March 2020. Geneva: World Health 
Organization; 2020.

	2.	 World Health Organization. WHO Director-General’s opening remarks at 
the media briefing on COVID-19-11 March 2020. 2020. Reference Source, 
2020.

	3.	 Cucinotta D, Vanelli M. WHO declares COVID-19 a pandemic. Acta Bio 
Medica: Atenei Parmensis. 2020;91(1):157.

	4.	 World Health Organization. WHO coronavirus disease (COVID-19) pan-
demic. 2020. https://​www.​who.​int/​emerg​encies/​disea​ses/​novel-​coron​
avirus-​2019. Accessed 20 May 2020.

	5.	 Stirling C. Re: COVID-19: control measures must be equitable and inclu-
sive (letter to Editor). BMJ. 2020;368: m1141.

	6.	 Xiao H, et al. The effects of social support on sleep quality of medical staff 
treating patients with coronavirus disease 2019 (COVID-19) in January 
and February 2020 in China. Med Sci Monitor Int Med J Exp Clin Res. 
2020;26:e923549-1.

	7.	 Raza S, Rasheed MA, Rashid MK. Transmission potential and severity of 
COVID-19 in Pakistan. 2020.

	8.	 Nafees M, Khan F. Pakistan’s response to COVID-19 pandemic and efficacy 
of quarantine and partial lockdown: a review. Electron J Gen Med. 
2020;17(2):emXXX.

	9.	 Pakistan N. COVID-19 health advisory platform by ministry of national 
health services regulations and coordination. Pakistan: Government of 
Pakistan; 2020.

	10.	 Spinelli A, Pellino G. COVID-19 pandemic: perspectives on an unfolding 
crisis. J Br Surg. 2020;107(7):785–7.

	11.	 Raza A, et al. Factors impeding health-care professionals to effectively 
treat coronavirus disease 2019 patients in Pakistan: a qualitative investiga-
tion. Front Psychol. 2020;11: 572450.

	12.	 World Health Organization. WHO health emergency dashboard: WHO 
(COVID-19) homepage. 2021.

	13.	 Noreen N, et al. Pakistan’s COVID-19 outbreak preparedness and 
response: a situational analysis. Health Secur. 2021;19(6):605–15.

	14.	 Javed SA, et al. Patients’ satisfaction and public and private sectors’ health 
care service quality in Pakistan: application of grey decision analysis 
approaches. Int J Health Plan Manag. 2019;34(1):e168–82.

	15.	 Kurji Z, Premani ZS, Mithani Y. Analysis of the health care system of 
Pakistan: lessons learnt and way forward. J Ayub Med Coll Abbottabad. 
2016;28(3):601.

https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.who.int/emergencies/diseases/novel-coronavirus-2019


Page 9 of 10Saifullah et al. Health Research Policy and Systems           (2023) 21:78 	

	16.	 Akram M, Khan FJ. Health care services and government spending in 
Pakistan. Canberra: East Asian Bureau of Economic Research; 2007.

	17.	 World Health Organization. Global tuberculosis report 2013. World Health 
Organization; 2013.

	18.	 Pakistan GALLUP. Short round up of health infrastructure in Paki-
stan-2000–2015. 2016. 28(09).

	19.	 Tandon A, et al. Measuring overall health system performance for 191 
countries. Geneva: World Health Organization; 2000.

	20.	 Sadiq N, et al. Is health a priority among decision-makers of Pakistan? 
Evidence from parliamentary questions screening. Public Health. 
2019;170:140–5.

	21.	 Ali S, et al. Risk assessment of healthcare workers at the frontline against 
COVID-19. Pak J Med Sci. 2020;36(COVID19-S4):S99.

	22.	 Ali A, Ahmed M, Hassan N. Socioeconomic impact of COVID-19 pan-
demic: evidence from rural mountain community in Pakistan. J Public Aff. 
2020;21: e2355.

	23.	 Bandyopadhyay S, et al. Infection and mortality of healthcare work-
ers worldwide from COVID-19: a systematic review. BMJ Glob Health. 
2020;5(12): e003097.

	24.	 Mihashi M, et al. Predictive factors of psychological disorder development 
during recovery following SARS outbreak. Health Psychol. 2009;28(1):91.

	25.	 Zhu Z, et al. COVID-19 in Wuhan: immediate psychological impact on 
5062 health workers. MedRxiv. 2020. https://​doi.​org/​10.​1101/​2020.​02.​20.​
20025​338.​abstr​act.

	26.	 Liu C-Y, et al. The prevalence and influencing factors in anxiety in medical 
workers fighting COVID-19 in China: a cross-sectional survey. Epidemiol 
Infect. 2020;148:e98.

	27.	 Lu W, et al. Psychological status of medical workforce during the COVID-
19 pandemic: a cross-sectional study. Psychiatry Res. 2020;288: 112936.

	28.	 Barros C, et al. Healthcare workers’ mental health in pandemic times: the 
predict role of psychosocial risks. Saf Health Work. 2022;13(4):415–20.

	29.	 Khan S, et al. Impact of coronavirus outbreak on psychological health. J 
Glob Health. 2020;10(1): 010331.

	30.	 Torales J, et al. The outbreak of COVID-19 coronavirus and its impact on 
global mental health. Int J Soc Psychiatry. 2020;66(4):317–20.

	31.	 Lee M, You M. Psychological and behavioral responses in South Korea 
during the early stages of coronavirus disease 2019 (COVID-19). Int J 
Environ Res Public Health. 2020;17(9):2977.

	32.	 Kim SH, Park MS, Kim T-G. Comparison of safety and health risk percep-
tions toward COVID-19 pandemic based on gender in Korean University 
students’ work while studying. Saf Health Work. 2022;13(3):336–42.

	33.	 Qi G, et al. Influencing factors of high PTSD among medical staff during 
COVID-19: evidences from both meta-analysis and subgroup analysis. Saf 
Health Work. 2022;13(3):269–78.

	34.	 Haddad C, et al. Association between eating behavior and quarantine/
confinement stressors during the coronavirus disease 2019 outbreak. J 
Eat Disord. 2020;8(1):1–12.

	35.	 Di Corrado D, et al. Effects of social distancing on psychological state 
and physical activity routines during the COVID-19 pandemic. Sport Sci 
Health. 2020;16(4):619–24.

	36.	 Cheval B, et al. Relationships between changes in self-reported physical 
activity, sedentary behaviour and health during the coronavirus (COVID-
19) pandemic in France and Switzerland. J Sports Sci. 2021;39(6):699–704.

	37.	 Lima CKT, et al. The emotional impact of Coronavirus 2019-nCoV (new 
Coronavirus disease). Psychiatry Res. 2020;287: 112915.

	38.	 Xiang Y-T, et al. Timely mental health care for the 2019 novel coronavirus 
outbreak is urgently needed. Lancet Psychiatry. 2020;7(3):228–9.

	39.	 Pedersen BK, Saltin B. Exercise as medicine–evidence for prescribing exer-
cise as therapy in 26 different chronic diseases. Scand J Med Sci Sports. 
2015;25:1–72.

	40.	 Sher L. The impact of the COVID-19 pandemic on suicide rates. QJM Int J 
Med. 2020;113(10):707–12.

	41.	 Joseph SJ, Bhandari SS. Dealing with the rising tide of suicides during the 
COVID-19 pandemic: strengthening the pillars of prevention and timely 
intervention. Int J Soc Psychiatry. 2021;67(5):601–3.

	42.	 Dutheil F, et al. Suicide among physicians and health-care workers: a 
systematic review and meta-analysis. PLoS ONE. 2019;14(12): e0226361.

	43.	 Kingston AM. Break the silence: physician suicide in the time of COVID-19. 
Mo Med. 2020;117(5):426.

	44.	 Kapilan N. Suicide cases among nurses in India due to COVID-19 and 
possible prevention strategies. Asian J Psychiatry. 2020;54: 102434.

	45.	 Gulati G, Kelly BD. Physician suicide and the COVID-19 pandemic. Occup 
Med. 2020;70(7):514–514.

	46.	 Rahman A, Plummer V. COVID-19 related suicide among hospital nurses; 
case study evidence from worldwide media reports. Psychiatry Res. 
2020;291: 113272.

	47.	 Ge L, et al. Social isolation, loneliness and their relationships with 
depressive symptoms: a population-based study. PLoS ONE. 2017;12(8): 
e0182145.

	48.	 Hawkley LC, Cacioppo JT. Loneliness matters: a theoretical and 
empirical review of consequences and mechanisms. Ann Behav Med. 
2010;40(2):218–27.

	49.	 Holmes EA, et al. Multidisciplinary research priorities for the COVID-19 
pandemic: a call for action for mental health science. Lancet Psychiatry. 
2020;7(6):547–60.

	50.	 Zheng M, Yao J, Narayanan J. Mindfulness buffers the impact of COVID-19 
outbreak information on sleep duration. 2020.

	51.	 Ose SO, et al. Perceived causes of work-related sick leave among hospital 
nurses in Norway: a prepandemic study. Saf Health Work. 2022;3(3):350–6.

	52.	 Haq W, et al. Experience of physicians during COVID-19 in a devel-
oping country: a qualitative study of Pakistan. J Infect Dev Ctries. 
2021;15(02):191–7.

	53.	 Ardebili ME, et al. Healthcare providers experience of working dur-
ing the COVID-19 pandemic: a qualitative study. Am J Infect Control. 
2021;49(5):547–54.

	54.	 Cubitt LJ, et al. Beyond PPE: a mixed qualitative–quantitative study cap-
turing the wider issues affecting doctors’ well-being during the COVID-19 
pandemic. BMJ Open. 2021;11(3): e050223.

	55.	 Gómez-Ibáñez R, et al. Final-year nursing students called to work: experi-
ences of a rushed labour insertion during the COVID-19 pandemic. Nurse 
Educ Pract. 2020;49: 102920.

	56.	 Moradi Y, et al. Challenges experienced by ICU nurses throughout the 
provision of care for COVID-19 patients: a qualitative study. J Nurs Manag. 
2021;29(5):1159–68.

	57.	 George CE, et al. Challenges, experience and coping of health profession-
als in delivering healthcare in an urban slum in India during the first 40 
days of COVID-19 crisis: a mixed method study. BMJ Open. 2020;10(11): 
e042171.

	58.	 Collado-Boira EJ, et al. “The COVID-19 outbreak”—an empirical phe-
nomenological study on perceptions and psychosocial considerations 
surrounding the immediate incorporation of final-year Spanish nursing 
and medical students into the health system. Nurse Educ Today. 2020;92: 
104504.

	59.	 Urooj U, et al. Expectations, fears and perceptions of doctors during 
COVID-19 pandemic. Pak J Med Sci. 2020;36(COVID19-S4):S37.

	60.	 Sun N, et al. A qualitative study on the psychological experience of 
caregivers of COVID-19 patients. Am J Infect Control. 2020;48(6):592–8.

	61.	 Maraqa B, Nazzal Z, Zink T. Mixed method study to explore ethical 
dilemmas and health care workers’ willingness to work amid COVID-19 
pandemic in Palestine. Front Med. 2021;7:980.

	62.	 Feeley T, et al. A model for occupational stress amongst paediatric and 
adult critical care staff during COVID-19 pandemic. Int Arch Occup Envi-
ron Health. 2021;94(7):1721–37.

	63.	 Kuliukas L, et al. A cross sectional study of midwifery students’ experi-
ences of COVID-19: uncertainty and expendability. Nurse Educ Pract. 
2021;51: 102988.

	64.	 Conlon C, et al. The impact of the COVID-19 pandemic on child health 
and the provision of Care in Paediatric Emergency Departments: a 
qualitative study of frontline emergency care staff. BMC Health Serv Res. 
2021;21(1):1–11.

	65.	 Punch KF. Introduction to social research: quantitative and qualitative 
approaches. London: Sage; 2013.

	66.	 Strauss A, Corbin J. Basics of qualitative research techniques. Citeseer. 
1998.

	67.	 Crabtree BF, DiCicco-Bloom B. The qualitative research interview. Med 
Educ. 2006;40(4):314–8.

	68.	 Creswell JW, Poth CN. Qualitative inquiry and research design: choosing 
among five approaches. London: Sage publications; 2016.

	69.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

	70.	 Khalid A, Ali S. COVID-19 and its challenges for the healthcare system in 
Pakistan. Asian Bioeth Rev. 2020;12(4):551–64.

https://doi.org/10.1101/2020.02.20.20025338.abstract
https://doi.org/10.1101/2020.02.20.20025338.abstract


Page 10 of 10Saifullah et al. Health Research Policy and Systems           (2023) 21:78 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	71.	 Bennett J, O’Donovan D. Substance misuse by doctors, nurses and other 
healthcare workers. Curr Opin Psychiatry. 2001;14(3):195–9.

	72.	 McKay D, Asmundson GJ. Substance use and abuse associated with the 
behavioral immune system during COVID-19: the special case of health-
care workers and essential workers. Addict Behav. 2020;110: 106522.

	73.	 Zhang H. The influence of the ongoing COVID-19 pandemic on family 
violence in China. J Fam Violence. 2020;37:1–11.

	74.	 Usher K, et al. Family violence and COVID-19: increased vulnerability and 
reduced options for support. Int J Ment Health Nurs. 2020;29(4):549.

	75.	 Bai Y, et al. Survey of stress reactions among health care workers involved 
with the SARS outbreak. Psychiatr Serv. 2004;55(9):1055–7.

	76.	 Cava MA, et al. The experience of quarantine for individuals affected by 
SARS in Toronto. Public Health Nurs. 2005;22(5):398–406.

	77.	 Jeong H, et al. Mental health status of people isolated due to Middle East 
Respiratory Syndrome. Epidemiol Health. 2016;38: e2016048.

	78.	 Balch CM, Freischlag JA, Shanafelt TD. Stress and burnout among 
surgeons: understanding and managing the syndrome and avoiding the 
adverse consequences. Arch Surg. 2009;144(4):371–6.

	79.	 Zil-e-Ali A, Awana MT, Aadil M. Relationship issues and high divorce rate 
among surgeons. J Coll Physicians Surg Pak. 2017;27(11):739–41.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


