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Abstract

Background: The COVID-19 pandemic presented sig-
nificant and evolving challenges for healthcare workers 
worldwide. While these experiences are well documented 
in developed countries, there is a dearth of information in 
many developing countries, including Nigeria. Retrospec-
tively examining the lived experiences of healthcare work-
ers is crucial for informing future pandemic preparedness 
and strengthening protections for frontline staff. This study 
retrospectively explored the challenges faced by healthcare 
workers in the management of COVID-19 patients at two 
designated treatment centres in Edo State, Nigeria. 

Methods: A qualitative research study using a phenome-
nological approach was conducted among healthcare work-
ers at two tertiary healthcare centres in Irrua and Benin City, 
Edo State, Nigeria, from July to December 2024. Six Focus 
Group Discussions (FGDs) were conducted with a total of 
36 healthcare workers, including physicians, nurses, and 
medical laboratory scientists. Participants were selected us-
ing a quota sampling technique. The FGD guide was used 
to explore the perceptions and experiences of health work-
ers who managed COVID-19 cases. The FGDs were audio re-
corded, transcribed verbatim, coded and analysed themati-
cally with ethical considerations observed.   

Results: Seven themes emerged from the study. Health-
care workers experienced the following challenges: fear of 
nosocomial infection, stigmatization, insufficient staffing, 
inadequate Personal Protective Equipment (PPE), training 
gaps, and inconsistent laboratory reagent supplies. Over-
coming these challenges required concerted efforts from 
governmental bodies, the public, and hospital management. 

Keywords: Healthcare workers; Challenges; COVID-19; 
Pandemic; Focus group discussion. 
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Background

The COVID-19 pandemic tested healthcare systems world-
wide, with Healthcare Workers (HCWs) facing unparalleled 
challenges as they managed and mitigated the spread of the vi-
rus [1,2]. Following the emergence of SARS-CoV-2 in late 2019, 
healthcare workers bore the burden of delivering care to pa-
tients under extreme conditions, often at great personal risk. 
The pandemic’s rapid escalation, coupled with the virus’s con-
tagious nature and the lack of a definitive cure, amplified fears 
and anxieties, particularly as HCWs observed colleagues falling 
ill or succumbing to the disease [3].

Key challenges have included managing asymptomatic carri-
ers, triaging suspected COVID-19 cases, and addressing resource 
limitations, such as shortages of Personal Protective Equipment 
(PPE), isolation wards, and critical care resources. These issues 
have strained healthcare systems and placed HCWs in situations 
where they must deliver optimal care despite limited resources 
and unclear clinical pathways [1]. The World Health Organiza-
tion (WHO) identifies the health workforce as a core pillar of 
health systems, emphasizing that HCWs are disproportionately 
affected by outbreaks and other external shocks.

In addition to physical risks, HCWs have endured significant 
psychological distress. The combination of overwhelming work-
loads, prolonged exposure to high-risk environments, and fear 
of transmitting the virus to loved ones has led to insomnia, 
anxiety, depression, and burnout [4,5]. The need to maintain 
physical distance from families as a precautionary measure has 
further exacerbated feelings of isolation [6]. These challenges 
are even more severe in low-resource settings due to systemic 
inequities and under-resourced healthcare infrastructures [7,8].

The broader implications of these challenges have been 
profound. They have affected healthcare delivery, reduced the 
quality of patient care, and exposed gaps in preparedness and 
resilience within healthcare systems globally. Social distancing 
measures, while effectively controlling the virus’s spread, are 
particularly difficult for HCWs, whose roles necessitate close pa-
tient interaction, thereby heightening their risk of infection [8].

Addressing the challenges faced by healthcare workers is 
crucial for strengthening healthcare systems in the post-pan-
demic era and ensuring better preparedness for future public 
health emergencies. Insights into these challenges can guide 
the development of targeted interventions, including improved 
access to PPE, mental health support, and workforce-strength-
ening initiatives. Policymakers must consider these factors to 
ensure the resilience of HCWs and the sustainability of health-
care delivery in crises.

Methods

Study area

The study was conducted at the University of Benin Teaching 
Hospital (UBTH) and Irrua Specialist Teaching Hospital (ISTH), 
located in Edo State, Nigeria. These are tertiary health facilities 
that provide referral, emergency, and primary care services to 

Conclusion: The findings reveal the widespread diffi-
culties encountered by healthcare workers throughout the 
pandemic, underscoring the urgent necessity of providing 
them with essential safety gear, well-defined protocols for 
infection prevention and control, and robust support sys-
tems to address their physical and mental needs. 

populations within Edo and neighbouring states. Each hospital 
operates a designated isolation ward; UBTH with a capacity of 
30 beds and ISTH with an initial capacity of 42 beds, which was 
temporarily expanded by an additional 20 beds during the peak 
of the pandemic, to accommodate the rising number of con-
firmed cases. 

Study design

This study utilized an interpretative phenomenological study 
to explore the challenges faced by healthcare workers during 
the management of COVID-19 patients.

Study population

The study was conducted among healthcare workers includ-
ing doctors, nurses and medical laboratory scientists who were 
directly involved in the care and management of COVID-19 pa-
tients at the two tertiary health facilities for at least 12 months.

Sampling technique

A quota sampling technique was employed to ensure rep-
resentation across three key professional frontline cadres in-
volved in COVID-19 patient care: Doctors, Nurses, and Laborato-
ry Scientists. Within each quota, twelve HCWs were purposively 
selected based on their direct experience in the management of 
COVID-19 cases. Other selection criteria included demonstrated 
involvement in clinical care, diagnostics, or infection prevention 
and control activities, availability for an interview and willing to 
give consent. The sampling process was conducted separately 
at both study sites, UBTH and ISTH, to allow for site-specific per-
spectives while maintaining uniformity in participant composi-
tion across the facilities.

Study instruments

The Focus Group Discussion (FGD) guide consists of two main 
sections: a section to obtain demographic information of the 
respondents, including years of experience and specific roles in 
COVID-19 patient care, while the other section was designed to 
assess challenges faced by healthcare workers. 

The FGD guide was used to allow for a free expression of 
self and better representativeness. These FGDs were used to ex-
plore data and information on the experiences and challenges 
faced by healthcare workers in managing COVID-19 patients.

Data collection 

Six FGDs were conducted in UBTH and ISTH, at a time and 
venue scheduled by the HCWs who sat comfortably in a semi-
circle facing the moderator. The moderator guided the discus-
sion to ensure every discussant participated. Each interview 
lasted forty-five minutes to one hour, and each session included 
notetaking and audio recording and finally transcribed and cod-
ed within 24-48 hours.

Data analysis

The audio recordings of the FGD were transcribed verbatim 
immediately after data collection. Thematic analysis was con-
ducted based on Colaizzi’s phenomenological method.              

In the first step, audio-recorded interviews were tran-
scribed verbatim into written form. The transcripts were read 
multiple times to gain an in-depth understanding of the par-
ticipants’ experiences, thoughts, and emotions. In the second 
step, each transcript was analysed to extract significant state-
ments relevant to the research objectives. These statements 
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were written separately for each participant and labelled with 
the transcript page and line numbers. In the third step, gen-
eral meanings were formulated from the significant statements. 
These meanings were discussed with peer group members to 
ensure accuracy and consistency. The codes and general mean-
ings were then reviewed by an expert to validate the process. 
In the fourth step, interpretive meanings were synthesized and 
organized into overarching themes and subthemes, providing 
a structured understanding of the data. In the fifth step, the 
themes were integrated into a comprehensive description of 
the challenges faced by healthcare workers in managing CO-
VID-19 patients. The description was reviewed and discussed 
with experts to ensure it accurately reflected the phenomenon 
under investigation. In the final step, the results and interpre-
tations were validated with the participants. The findings and 
transcripts were shared via email, followed by phone consulta-
tions to gather their feedback. All participants expressed satis-
faction and agreement with the findings and conclusions.

Results

Socio-demographic characteristics of the focus group dis-
cussions

Thirty-six respondents were included in six Focus Group Dis-
cussions (FGD). The median age of the Healthcare workers in 
the FGD was 46(41-50) years with almost all the patients mar-
ried 35(97.2%). They included equal proportions of healthcare 
workers; 12 (Doctors (33.3%), 12 (Nurses (33.3%), and Labora-
tory Scientist 12(33.3%) with a median length of service was 7 
years (IQR: 4-13).

 Table 1: Sociodemographic characteristics of patients (FGD).

Characteristics Frequency n=352 (%)

Age Median (IQR) years 46(41-50)

Sex

Female 20(55.6)

Male 16(44.4)

Marital Status

Married 35(97.2)

Single 1(2.8)

Occupation

Doctor 12(33.3)

Nurses 12(33.3)

Medical laboratory scientist 12(33.3)

Median Years of Service (IQR) 7(4-13)
IQR: Interquartile range 

Qualitative data on the challenges healthcare workers 
faced during the management of COVID-19

Seven themes emerged from the FGDs- Staff strength, work-
load, training, laboratory reagent, intensive care unit, treat-
ment, PPE, nosocomial infection, social acceptance (stigma-
tization), mental health, incentives (remuneration), and data 
management.

Nosocomial infection

The risk of nosocomial infections was a constant worry 
among all healthcare workers, given the highly contagious na-
ture of COVID-19 infection. Most of the healthcare workers 
were worried that they will contract the disease while at work.  

This is shown in the quotes below:

“I spent the first month working in fear after we made the 
first diagnosis of COVID-19 in the laboratory.  Unfortunately, I 
contracted the COVID-19 virus and was asked to go for home 
care for 2 weeks (Lab scientist). Many of the participants said, 
“Most staff who contracted COVID-19 were those working out-
side the isolation centre.” One of them said, “We cannot explain 
how God spared our lives. We were always worried about catch-
ing the virus from patients or spreading it to others. It was a 
constant source of anxiety” (Nurses).

Some of the healthcare workers also reported that they con-
tracted COVID-19 while working, limiting the number of health-
care workforce. This was shown in the quotes below: 

“I went for national deployment at Abuja to manage COV-
ID-19 for several months. When I came back, I had COVID-19 
and went into isolation for two weeks” [Doctor].

“Some of the staff got COVID-19 and were admitted to the 
isolation centre, and this further strained the limited workforce 
[Lab scientist].

“I got infected with COVID-19 twice with positive PCR tests, 
so I had to experience what others did. It was not a good experi-
ence. Unfortunately, there was no insurance, so I bought all my 
drugs out of pocket” [Doctor].

Stigmatization

Most of the healthcare workers reported that they faced 
stigmatization from various sources. Colleagues often treated 
them with suspicion or avoidance due to fear of infection. The 
public, similarly, reacted with prejudice and sometimes hostil-
ity. Even family members, driven by concern for their safety, oc-
casionally distanced themselves.

For example, a laboratory scientist said “I was given accom-
modation in staff quarters, and my neighbours asked me to 
leave for fear of infecting them with COVID-19. For six months, 
I faced constant stigmatization and couldn’t visit my family for 
fear of infecting them”.

Another laboratory scientist said, “Some people stopped 
coming close to me because I worked in the laboratory. Some 
even refused to let me into their offices.

“Some people were afraid of me; you could see them refus-
ing to shake hands with me” (laboratory scientist).

 “When we took our reports to management, the admin staff 
would shout at us to keep a distance. Senior nurses would shout 
from a distance, asking who was there. Other nurses and staff 
didn’t come near us, and we didn’t go to them” (Nurses).

“Some colleagues had COVID-19 symptoms but refused to go 
for PCR testing and instead bought drugs to treat themselves for 
fear of stigmatization” [Doctor].

“When colleagues knew you were working in isolation cen-
tres treating COVID-19 patients, they tried to distance them-
selves from you” [Doctor].

Staff strength and high workload

Healthcare workers indicated that hospitals faced a critical 
shortage of medical personnel, exacerbated by the “Japa syn-
drome,” where many healthcare workers are leaving the coun-
try for better opportunities. This has led to a significantly higher 
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workload for the remaining medical workforce in the health-
care facilities. At the two treatment facilities studied, doctors 
and other healthcare workers were already overworked, and 
the COVID-19 pandemic further strained the limited workforce. 
Doctors, nurses, and medical laboratory scientists worked 
around the clock to manage the overwhelming load of COV-
ID-19 patients. For example: 

“Majority of the doctors said that Doctors have left the coun-
try in drones, a phenomenon one of them referred to as Japa 
syndrome, leading to more work for those left behind.”  

Furthermore, a few patients reported that some of their 
health workers were deployed for national assignments to 
other parts of the country thus reducing the number of health 
workers managing the covid 19 patients in the studied facilities. 
This is corroborated by the quotes below: 

“We were responsible for sampling, testing, and data man-
agement. Before we finished running the received samples, new 
ones would arrive. We had to work round the clock. On one oc-
casion, my head of department took me home at about 11:30 
pm” (Laboratory scientist).

Some of us were sent on national assignments to Abuja to 
help manage COVID-19 patients, further putting more stress on 
the few remaining doctors [Doctor].

Additionally, the fear of contracting covid 19 infections made 
some workers to refuse work in the isolation wards further in-
creasing the workload. This is shown in the quotes below:

“I was trained on COVID-19 sample collection along with four 
other staff members from various departments. Unfortunately, 
everyone except me refused to collect samples from COVID-19 
patients for fear of being infected. For six months, I went around 
different departments to collect samples when needed and then 
returned to the laboratory to continue collecting samples from 
referred patients” (Doctor).

About half of the patients also reported that ISTH was the 
first NCDC accredited COVID-19 laboratory in Edo state, and 
so the volume of samples sent for COVID-19 testing was over-
whelming. A laboratory scientist reported thus: 

“We received samples from every facility in the state, includ-
ing neighbouring states, worked late into the night, and had our 
off-duty periods cancelled. Those on leave were called back to 
work” (Laboratory scientist).

Due to the lack of personnel, we worked morning and eve-
ning shifts instead of the usual three shifts (Nurse).

Personal protective equipment (PPE)

Healthcare workers encountered significant challenges with 
Personal Protective Equipment (PPE) during COVID-19. Many of 
the healthcare workers interviewed complained of widespread 
shortage of PPE during the pandemic, making it difficult to en-
sure adequate protection for all staff. This was alluded to by the 
quotes below:

“The availability and quality of PPE were inconsistent. At the 
beginning, PPE was in such short supply that we had to reuse 
face masks. So, we started managing face masks. It was fright-
ening knowing we were at risk of getting infected” [Doctor].

“There were times management said one face mask per day. 
We had to start using theatre gowns in place of PPE (coverall)” 

(Doctor).

However, a few patients reported that PPE was readily avail-
able despite increased workload as seen in the quote below.

“PPE was readily supplied by management. We did not lack 
PPE” [Nurse].

The discomfort and extended use of PPE was said to have led 
to physical strain and fatigue. 

“It was uncomfortable using PPE for most of our shifts. We 
would sweat, our clothes would get soaked, and we were worn 
out daily” (Nurse).

 “We couldn’t breathe with the N-95, and it was suffocating 
using the PPE. We frequently got soaked in the PPE, which made 
us dizzy” (Nurse).

Training and treatment guideline

Lack of training posed a significant challenge in the manage-
ment of COVID-19. Many healthcare workers felt unprepared 
due to inadequate and inconsistent trainings on COVID-19 pro-
tocols and treatment methods. Many patients had to learn on 
the job. However, an infectious disease specialist reported that 
he had been trained severally on infectious diseases and so 
managing covid 19 patients was not difficult.

“We were learning on the job. There wasn’t enough training 
on how to handle COVID-19 samples safely, which put us at risk” 
(Laboratory scientist).

“I learned how to collect oral and nasopharyngeal samples 
after the first COVID-19 case was diagnosed in our lab” (Labora-
tory scientist).

“I am an infectious disease specialist with several trainings. 
We usually manage other viral haemorrhagic diseases such as 
Lassa fever and Monkeypox, so COVID-19 was not much of a 
difference” [Doctor].

The laboratory scientists working at ISTH agreed that they 
were trained on how to conduct polymerase chain reaction 
tests since that is the investigation used in diagnosing Lassa fe-
ver, another viral disease. This is shown in the quote below:

“We learned how to carry out polymerase chain reaction 
tests prior to the COVID-19 outbreak because we were already 
using it for diagnosing Lassa fever” (Laboratory scientist).

Many patients reported having had prior training in Infection 
Prevention and Control (IPC) although a few were not trained 
on donning and doffing of full PPE as shown below:

“Training on IPC was not a problem, as most of us were regu-
larly trained on it” (Nurse).

“Most of us had training in hand hygiene practices with cer-
tificate” (Nurse).

“I was confused about how to wear personal protective 
equipment (PPE) except for the face mask and gloves. I could 
barely know how to wear the full PPE” (Doctor).

“There was no universally acceptable drug treatment for CO-
VID-19, as we have to do our own research and manage symp-
tomatically” (Doctor).

“Intensive Care Uunits (ICU) refused admission of COVID-19 
patients due to fear of infecting the patients in the unit and this 



MedDocs Publishers

5Annals of Infectious Diseases & Preventive Medicine

further complicated the management of critically ill patients” 
(Doctor).

Dialysis was also refused for COVID-19 patients for fear of 
contaminating the dialysis machine and infecting other patients 
that might require dialysis” (Doctor).

Laboratory reagents

The unavailability of laboratory reagents posed a significant 
challenge in the management of COVID-19. Frequent stockouts 
and inconsistent supplies of reagents hampered the timely di-
agnosis and treatment of patients.

“We used to run out of stock, as we were regularly supplied 
with reagents close to their expiration date” (Laboratory scien-
tist).

“There were times we ran out of reagents and had to wait a 
long time for supplies. This led to piled-up samples, increased 
turnaround time for results, and delayed diagnosis and treat-
ment of COVID-19 patients” (Laboratory scientist).

Healthcare workers often had to cope with reagents that 
were either near their expiration date or not properly validated, 
slowing down testing processes. The constant need to adapt to 
different brands of reagents disrupted workflow and reduced 
efficiency in laboratories. These reagent shortages and incon-
sistencies contributed to delays in test results, complicating the 
overall response to the pandemic.

 “When you are trying to familiarize yourself with a particu-
lar reagent, a different type will just be supplied, which slows 
down work,” (Laboratory scientist).

“Most of the different brands of reagents were not validated 
but had to be used because they were supplied by foreign do-
nors to the government. I used six to eight different types of 
kits” (Laboratory scientist).

Remuneration and incentives

Remuneration and incentives were major challenges in the 
management of COVID-19. Many healthcare workers felt in-
adequately compensated for the increased risks and workload 
they faced during the pandemic. The lack of financial incentives 
led to decreased morale and motivation among doctors, nurses, 
and laboratory scientists. Some healthcare workers expressed 
frustration over the absence of hazard pay and bonuses, which 
they felt were necessary given the heightened dangers. This lack 
of adequate remuneration and incentives further exacerbated 
the stress and burnout experienced by healthcare workers. 

“The major challenge that pains me up till today is the issue 
of compensation. We were not given anything at all. The man-
agement kept promising us, but nothing was given to us. Even 
when I got COVID-19, I bought drugs with my money” (labora-
tory scientist).

“We worked with the whole of our heart but the renumera-
tion was very poor. As far as I am concerned, there was no re-
numeration given to those of us that did not go for national as-
signment. There was no insurance for those that worked during 
COVID-19 pandemic. Some healthcare workers died, and noth-
ing was given to their families” (Nurse).

“I slept in my department for like two weeks, because I could 
not go home, buying food with my money. Until I was given an 
apartment in quarters. I did not go home for six months but 

talked with my wife and children on the phone. Yet there was 
no compensation from the government, hospital management, 
etc. I almost died looking like someone suffering from protein 
energy malnutrition. As far as I am concerned, there was no re-
numeration given to those of us that did not go for national as-
signment” (Doctor).

The COVID-19 pandemic posed significant challenges to 
healthcare workers in Nigeria, including staff shortages, high 
workload, inadequate training, inconsistent availability of re-
agents and PPE, risk of nosocomial infections, and stigmatiza-
tion. Addressing these issues is crucial to better prepare for 
future pandemics and ensure the well-being of healthcare 
workers who are vital in managing such health crises.

Discussion

The Focus Group Discussions (FGD) conducted, provide 
valuable insights into the experiences and challenges faced by 
healthcare workers in managing COVID-19 patients. The main 
challenges faced by these healthcare workers were in the areas 
of nosocomial infection, stigmatization, staff strength and high 
workload, use of Personal Protective Equipment (PPE), training 
and treatment guidelines, and laboratory reagents.

Nosocomial infection emerged as a significant concern 
among healthcare workers. The fear of contracting COVID-19 at 
the workplace was pervasive, exacerbated by real cases of staff 
infections. Participant testimonies highlighted the anxiety and 
mental strain caused by this risk. For instance, one participant 
noted spending the first month in fear after diagnosing the first 
COVID-19 case in the laboratory, only to contract the virus later. 
This finding aligns with other studies conducted in Kwara state 
Nigeria [9], Ashanti Region of Ghana [10], Porto, Portugal [11] 
which have shown that healthcare workers are at high risk for 
nosocomial infection during pandemics due to their close con-
tact with infected patients and potential lapses in infection con-
trol practices [12,13]. Contrarily, some staff such as those who 
carry out administrative duties, security, and canteen staff who 
contracted the virus did not Work directly in isolation centres, 
indicating a possible breach of infection Prevention and control 
in their Department. This discrepancy underscores the need for 
consistent and rigorous infection prevention protocols across all 
hospital departments.

Another notable challenge faced by the healthcare work-
ers was Stigmatization, with patients reporting various forms 
of discrimination from colleagues, the public, and even family 
members. The fear of infection drove people to treat healthcare 
workers with suspicion and avoidance, leading to social ostra-
cism. This social ostracism contributed to the psychological bur-
den on healthcare workers, as they were not only battling the 
physical toll of the pandemic but also facing social isolation and 
prejudice [14].

Stigmatization is not unique to Edo State. Similar patterns 
have been observed in Nsukka Nigeria [15], Prague, Czechia 
[16], Dhaka city of Bangladesh [17], where healthcare work-
ers have faced social stigma and discrimination due to their 
perceived exposure to COVID-19 [16,18]. Addressing this issue 
requires public education campaigns to reduce fear and misin-
formation, as well as support systems for healthcare workers to 
mitigate the psychological impact of stigma.

The pandemic exacerbated existing shortages of medi-
cal personnel, a situation described by patients as “Japa syn-
drome,” where many healthcare workers left the country for 
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better opportunities. This led to increased workloads for those 
remaining, with staff working extended hours and taking on ad-
ditional responsibilities. 

The issue of inadequate staffing and high workload is a com-
mon challenge in low-resource settings and has been highlight-
ed in other studies as a critical factor affecting the quality of 
healthcare delivery during the pandemic [19]. Solutions may 
include policy interventions to retain healthcare workers, en-
hance recruitment, and provide adequate compensation and 
support to reduce burnout.

Challenges related to PPE were significant, with inconsisten-
cies in availability and quality being major issues. While some 
patients reported shortages and the need to reuse PPE, oth-
ers indicated that PPE was adequately supplied but still caused 
physical discomfort and fatigue. These challenges were com-
pounded by the need for proper training and adherence to 
PPE protocols, which added to the workload and stress. The 
global shortage of PPE during the early stages of the pandemic 
was widely reported, affecting healthcare systems worldwide 
[17,19]. Ensuring a stable supply chain and providing training 
on proper PPE usage are crucial to protect healthcare workers 
and maintain their morale. 

Inadequate and inconsistent training on COVID-19 proto-
cols and treatment methods was a major concern [19]. Many 
healthcare workers had to learn on the job, increasing their risk 
of contracting infection. Patients noted that while they had pri-
or training in Infection Prevention and Control (IPC), the specific 
demands of managing COVID-19 required additional, focused 
training that was often lacking. The need for comprehensive 
training programmes for healthcare workers during pandemics 
cannot be overstated. Effective training not only reduces the 
risk of nosocomial infections but also improves the quality of 
care provided to patients Training should be continuous and 
adaptive, reflecting the evolving nature of the pandemic and 
incorporating the latest evidence-based practices.

Frequent stockouts and inconsistent supplies of laboratory 
reagents also posted significant challenges during the pan-
demic, delaying diagnosis and treatment. Patients reported 
having to use reagents close to their expiration dates or those 
not properly validated, which slowed down testing processes 
and reduced efficiency. This issue highlights the critical need 
for robust supply chain management and a reliable inventory of 
laboratory reagents and other essential supplies. The disruption 
in supply chains during the pandemic affected many countries, 
emphasizing the need for global cooperation and planning to 
ensure that essential medical supplies are available where they 
are most needed.

Limitation

While this study provides valuable insights into the challeng-
es faced by Nigerian healthcare workers during the COVID-19 
pandemic, it is not without limitations. First, the study’s qualita-
tive design limits the generalizability of its findings to broader 
populations or healthcare contexts. The experiences and per-
spectives shared by participants may not fully capture the di-
versity of challenges encountered across different regions or 
healthcare settings within Nigeria.

Secondly, the study relied on self-reported data, which may 
be subject to recall or social desirability bias, as participants 
might have underreported or exaggerated their experiences. 

Additionally, the rapidly evolving nature of the pandemic may 
mean that the challenges identified reflect only a specific pe-
riod of the crisis, potentially overlooking issues that arose in 
subsequent phases.

Thirdly, logistical and resource constraints influenced the 
sampling and data collection process. Lastly, while efforts were 
made to ensure confidentiality, some healthcare workers may 
have been hesitant to fully disclose sensitive experiences, es-
pecially those related to systemic shortcomings, out of fear of 
repercussions.

Despite these limitations, this study offers a rich, context-
specific understanding of the struggles faced by healthcare 
workers and provides a foundation for future research aimed at 
addressing these challenges more comprehensively.

Conclusion

The COVID-19 pandemic presented unprecedented chal-
lenges for healthcare workers in Nigeria, as they navigated 
complex professional and personal landscapes during the crisis. 
This study highlighted the multifaceted difficulties they faced, 
including limited resources, heightened psychological stress, 
stigmatization, and the constant threat of infection. Despite 
these adversities, healthcare workers demonstrated remark-
able resilience, adaptability, and commitment to their duty 
of care. The findings underscore the urgent need for systemic 
reforms to strengthen Nigeria’s healthcare infrastructure and 
better support its workforce in future public health emergen-
cies. Providing adequate Personal Protective Equipment (PPE), 
improving training and mental health support, and fostering a 
culture of appreciation and recognition for healthcare workers 
are essential steps toward building a more robust and resilient 
health system. Ultimately, the insights gained from this explora-
tion emphasize the importance of prioritizing the well-being of 
healthcare workers as a critical component of global health se-
curity, ensuring they remain equipped to weather future storms 
with greater preparedness and confidence.

1.	 Recommendations to healthcare system administrators: 
Healthcare systems must be strengthened to handle pan-
demics more effectively. This includes improving the supply 
chain for Personal Protective Equipment (PPE) and labora-
tory reagents to ensure consistent availability and quality. 
Training programs for healthcare workers should be en-
hanced, focusing on infection prevention and control, proper 
use of PPE, and updated COVID-19 management protocols. 
Standardized treatment guidelines need to be developed 
and disseminated to ensure consistent and effective patient 
care. Strengthening Healthcare Infrastructure: Increasing 
the recruitment and retention of healthcare personnel to 
address staff shortages and reduce workloads, potentially 
through improved remuneration and incentives.  Enhancing 
the capacity of healthcare facilities to manage infectious dis-
eases, including expanding Intensive Care Units (ICUs) and 
isolation centres.

2.	 Recommendations to policy makers: Addressing the issue 
of healthcare worker shortages is imperative. Strategies to 
retain healthcare professionals, such as offering competitive 
remuneration, professional development opportunities, and 
better working conditions, should be implemented. Policy-
makers should also focus on reducing the stigma associat-
ed with COVID-19, both within healthcare settings and the 
broader community, through public awareness campaigns.
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3.	 Recommendations to healthcare institutions: Mental 
health support services for healthcare workers should be 
established, providing counselling and stress management 
resources to help them cope with the psychological impact 
of the pandemic. Enhancing data management systems is 
crucial for efficiently tracking patient outcomes and resource 
allocation. Investment in digital health infrastructure will fa-
cilitate real-time data analysis and improve decision-making 
during health crises.
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