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Abstract
Background: This study aims to explore the experiences, beliefs, feelings and challenges faced by Pakistani migrant doctors working in the United Kingdom in
times of the COVID-19 pandemic. This qualitative approach was chosen to document their lived experiences and to develop a post-COVID-19 response to help
them recover from their shared and individual traumas.
Methods: An empirical phenomenological approach was used to collate data on experiences made during the COVID-19 pandemic. Purposive and snowball
sampling was used to target participants, which were doctors of Pakistani origin involved in the direct care and management of COVID-19 patients in different
NHS hospitals of the United Kingdom. Semi-structured, in-depth telephonic interviews were conducted with study participants in May 2020. Data collection
was done parallel with data analysis by using standard qualitative methods.
Results: We recruited ten frontline physicians. Four theme categories emerged from the data analysis: 1) Working across borders and cultures, 2) Role of
beliefs for coping stress and fear, 3) Passion and profession, and 4) Scaffolding the Pakistani health system. Overall, the results show that the participants
received no professional support, in terms of counselling and psychological rehabilitation. Instead, they had to use self-management strategies to cope with
the situation.
Conclusion: The intensive work exhausted participants physically and emotionally. They were holding a lot of grief and hurt inside; but still healthcare
professionals showed the spirit of professional dedication to overcome difficulties. Although currently coping with their emotional problems, comprehensive
professional support should be made available to them in order to cater for the wellbeing of frontline physicians.

Background
The Coronavirus disease 2019 (COVID-19), a resultant of the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), is an infectious disease that was
first identified in the Chinese city of Wuhan in 2019 [1, 2]. The initial outbreak of COVID-19 became a rapidly evolving situation, as the disease escalated from
a local epidemic in Wuhan to a global pandemic in a relatively short period of time. The World Health Organization (WHO) declared COVID-19 to be a public
health emergency of international concern in January 2020 and then in March 2020 as a pandemic [3, 4]. At the end of August 2020, the number of death
passed 820,000 people, out of a total of 25 million cumulative confirmed cases directly attributable to COVID-19 globally. The United Kingdom (UK) reported
more than 330,000 cases and more than 40,000 deaths [5].
Due to the nature and speed of the pandemic, an immediate and intentional focus has been placed upon the core medical resources of each nation. The role
of healthcare providers as valuable assets in both emergency and mundane situations has lead to intense scrutiny and research upon the physical and
psychological aspects of their health and security [6]. Initial research is already detailing the prevailing stress and unprecedented working conditions placed
upon physicians and nursing staff, due to the highly contagious nature of the disease, its virulence, workload, uncertainty, stigma and fear of spreading the
infections to their family and loved ones [7].
Furthermore, quantitative studies have demonstrated that frontline physicians managing patients with COVID-19 have profound risks of suffering from mental
ailments and disorders such as stress, insomnia, depression and anxiety [8]. Research shows that these issues must be addressed immediately by providing
healthcare workers with physical and psychological support during and post-crisis; especially with regards to the foreign physicians operating away from their
regular family support, network and familiarity these disorders have the propensity to intensify [9, 10].
Medical Migration is a complicated and multidimensional global phenomenon, which is closely entwined with medical education. Medical migrants comprise
a substantial ratio of the medical staff in numerous developed countries, referred to as ‘recipient countries’ [11]. The National Health Service (NHS) of the
United Kingdom (UK) is the centralized healthcare provider in the UK and provides training and employment for a significant number of foreign doctors. The
NHS workforce consists of around 12% foreign workers, of which 6% were of European citizenry and 6% non-European. South Asians doctors are by far the
largest overall percentage of foreign doctors in the service [12].
Specifically, a large proportion of physicians from Pakistan (around 13,000) have migrated to the UK with the ambitions of completing their post-graduation
qualifications, improving their economic status and gaining employment and access to better facilities and resources [13]. These doctors of Pakistani origin
are now working as frontline workers for the NHS to counter the COVID-19 outbreak in the UK. As a result of their work, some doctors have been affected due
to the close proximity and direct contact with patients of COVID-19, which has resulted in increased transmission within hospitals, self-isolation of doctors
with little or no support and tragically the deaths of a number of Pakistani doctors due to COVID-19 itself [14, 15]. However, despite the danger and hardship,
Pakistani physicians have been able to help in combatting COVID-19 in Pakistan by collaborating with their colleagues due to sharing their experiences and
providing guidance on best practices and methods in treating COVID-19 patients. Moreover, the UK’s COVID-19 peak was earlier than Pakistan and these
physicians were more acquainted to give valuable suggestions to their associates in Pakistan [16].
Delivering health services during this pandemic poses great threats to human relations, behaviour, emotions, and mental states that cannot be solely qualified
or analysed through the exclusive deployment of quantitative studies. In order to uncover and capture the rich, meaningful experience of the practitioners, the
discussion requires a qualitative approach [17]. A review of the literature revealed that there exists no qualitative research on the experiences of migrant
Pakistani healthcare workers within the NHS during this COVID-19 pandemic. Therefore, this qualitative study aims to explore the experiences, beliefs, feelings
and challenges faced by Pakistani migrant physicians working in the UK to be able to document their lived experience and develop a post-COVID-19 response
to help them recover from their shared and individual traumas.

Methods
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Study design and participants
An empirical phenomenological approach was used to collate the experiential data of frontline Pakistani physicians working with COVID-19 patients in the UK.
Purposive and snowball sampling was used to target participants, which were doctors of Pakistani origin involved in the direct care and management of
COVID-19 patients. Three study participants were selected using purposive sampling, due to personal acquaintance, whilst all others were selected via
snowball sampling. To attain diversity in experiences of study participants, considerations were taken with regards to variation in working experience, gender,
age, duration of their total stay in the UK, family support and place of employment. Ten clinical frontline physicians working in the corona wards in different
hospitals across the UK were selected to participate in the study.

Procedures
Semi-structured, in-deph telephone interviews, about 30 to 45 minutes each, were conducted with participants at the end of May 2020. Each interview was
audio-recorded alongside the documentation of participants biographic and demographic data. We used an interview guide that was developed for this study
(Additional file 1). Interviews began with open-ended questions to generate a rich source of data to reflect upon. However, in order to maintain the focus of the
study, questions were structured to gather information on the experience of the participants related to their work in COVID-19 wards in a foreign country, thus
noting the discrepancies between working in Pakistan and the UK, their ability and methods to counter fear and uncertainty, how they addressed ethical and
moral dilemmas, their coping mechanism for handling stress and pressure and their advice and counsel for colleagues in their home country.
Data collection was done parallel with data analysis. The audio recordings were transcribed verbatim on the same day and reappraised by the interviewers for
accuracy. The interviews and data analysis was conducted in English language and all highlighted quotations and attributions of comments were approved
by the participants before publication of the study.
The data was critically analysed by the researchers after the interviews had been concluded. We have applied external check methods, with two authors from
public health and sociology who were responsible for initial data analysis. Their findings were peer-reviewed by two further resarchers with extensive
experience in qualitative research. Decisive reports related to experience, beliefs and feelings of study participants were gathered, transcribed and the
consequential notes were coded. Afterwards, same codes were categorized into themes. Significant themes were arranged into clusters of themes. The
transcripts were repetitively verified to affirm the appropriate and correct application of themes to the narrative material derived from the interviews.
Trustworthiness and procedural consistency were formed to ensure the validity and reliability of the study findings [18]. Credibility was attained by checking
interview statements in the data collection process. Transferability was determined by a full depiction of the research context and data collection saturation.
The findings of the study, i.e. codes and categories, were verified by professionals for constancy and confirmability.

Ethical considerations
The study was approved by the institutional review board of the University of the Punjab. The research has also been conducted in accordance with the
recommendations of The British Educational Research Association guidelines. All participants were fully briefed and informed about the objective of the
research. Both written and oral consent was attained from the participants before data collection. Pseudonomyity of all participants was maintained through
the use of an alphanumeric coding system (i.e. P1, P2) and the deleting of all identifiable data from the transcripts.

Results
From the overall ten study participants, six were male and four female doctors. Four self-emergent themes were identified from the interviews and the
subsequent data analysis: 1) Working across borders and cultures: This theme became apparent in every interview as participants continuously focused upon
cultural and other issues faced by migrant physicians during the pandemic; 2) Role of belief as a coping strategy for stress and fear: This theme
demonstrated the power of faith and belief in handling stressful and high pressured environments; 3) The application of passion and professionalism amidst
dealing with critical COVID-19 patients: This theme emerged as a result of the participants increased awareness and appreciation of the standards and
expectations of physicians in the UK; 4) Scaffolding the Pakistani health system: This theme emerged from the data due to the participants’ desires to
translate, replicate and transfer the processes they had experienced with the NHS in their home country of Pakistan, specifically in dealing with COVID-19
cases.

Working across borders and cultures
P1 is a female doctor working in a hospital in the north of England. She has been residing and working in the UK for less than a year. Her previous professional
experience and education have all been limited to Pakistan. When asked to reflect upon her experience in the UK, she replied with a deep sigh: “Ah, there is a
huge difference in everything, from personal to professional, my life got upside down, I was only hijabi doctor in the ward, my English language accent was

different had issues both to understand and to convey my message, I almost lost my confidence.” She then proceeds to explicate upon some of the challenges
she has identified in transitioning to life in the UK: “Life in the UK is not as easy as I used to think in Pakistan…”. When probed further, she elaborates that “we
had a maid at home and a driver to pick kids from the school, but here one has to do everything by herself…”.
These sentiments were shared verbatim by P2, another relatively new female doctor to the UK and the NHS, as she also complained about the workload and
high levels of stress both in private and public life as compared to Pakistan.
The overarching perspectives of the doctors demonstrated that their experience of working in Pakistan and UK hospitals was completely different. P6 almost
apologetically shares that “I am sorry, but when I started working here a few years back, it seemed like I had learned nothing before, even I had done house job
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and a year service in Pakistan…”. A male doctor (P8) on a similar tone observed that the “UK health system is more structured and as a doctor, you have many
liabilities, when new doctors come across this they get stressed especially when they are already struggling to settle down…”.
The more experienced doctors presented a more in-depth perspective and recognized the diverse nuances that exist in UK society. P5, an experienced male
doctor, noted that “Pakistani and UK cultures are different but it’s not about the UK culture, there are many other cultures and ethnic groups we have to learn

and work with”. P4, with extensive experience of working in Saudi Arabia, echoes this point and advises that “if one is always ready to learn and adopt new
things in life he can live and work easily in the UK”. In general, the doctors recognized the difference in the culture, living and professional practices from
Pakistan to the UK. Although some struggled to reconcile the new challenges the encountered, the experienced professionals appreciated the resourceful,
systematic, professional environments they worked in as opposed to what they had experienced in Pakistan. Overall, all the doctors commended the valuable
institutional value of the NHS and what a positive impact it had made on their careers.

Role of beliefs for coping with stress and fear
The overriding perspective appeared to demonstrate that the Pakistani doctors believed that their belief and reliance on their faith system and Allah, in
particular, was central in helping them cope with the situation. A female doctor (P7), for instance, stated that: “I call my family every day and this helps me a
lot, another thing is turning to Allah, I do my best and then leave to Allah to protect me”. P1 shares that she was so fearful she applied for the annual leave, her
parents insisted that she should not work in the current situation, “but then a turning point came. I prayed to Allah and decided to jump into the situation and
fulfil my oath, a soldier should never run out of the battlefield.”
Furthermore, P3 notes that she was sure she would definitely come across the virus while treating the patients, but “I reminded myself that only what Allah

wants will happen, as I don’t have extended family system here to share my fears, my connection to Allah became stronger during these times.” Every
participant emphasized the role of their beliefs to overcome fear and anxiety. P2 observes that “in the beginning, I was numb. I knew I will carry the virus to
home too. I was also worried about my husband and child, I was reading Surahs [chapters] from the Quran to protect me…” This reliance on Allah and their
faith are further evident in P3’s experience: “I was crying on the daily basis, patients were slipping from my hands [dying], the only console I had was to turning
to God and seek help for my inner peace.” This clearly demonstrates the fear caused by the COVID-19 pandemic. Physicians were describing their supposed
everyday duties in terms of being akin to frontline soldiers. They were resorting to the sole reliance on God thus indicating a loss of trust and hope in the
natural mundane physical world and a preparation for the one to come.

Passion and profession
The participants were keen to discuss the set standards and procedures being deployed in the COVID-19 wards to treat patients. Overall, the doctors observed
that the UK health system had failed to meet the needs of the physicians and patients, because many of them had to work without even basic protective
equipment. P1 shares that “sometimes I have to go over the prescribed protocols to treat the patients. Today I was with a COVID positive old lady, she tried to
stand up and nearly fell but grabbed me I had to grab her too to assist.” This is a clear demonstration of the resulting conflict between ambiguous protocols
and natural human concerns. The physicians were unanimous in declaring the precedence of humanity over professional protocol and prescribed standards.
However, adhering to the prescribed codes of conduct does not always entail the ordinary activities but also the intangible essence of choosing between
philosophical and psycho-social ideals. P1 in describing her experience reflects that she was discouraged by her Pakistani friends to not risk her life for the
people who are not from her country and religion: “I said I took an oath to treat human being not specific to any culture or religion. Even my religion says if you
save one life its like saving whole humanity, there is no discrimination about the race colour or religion.” P4 furthers the point by revealing that he is a religious
person and has kept his beard for years but “I had to shave it to fit the mask. When I am ready to risk my life for others, beard is not a big deal, and I believe it’s
not against Islam in these circumstances.” P8 supports this in sharing that the “first time in my life I realized the importance of my medical profession where I
can risk my life to save others.” The physicians were also unanimous in noting that the government’s support and campaigns, such as the creation of slogans
to show appreciation for NHS staff and healthcare workers, and the special arrangement and priority given to the doctors and other health workers in stores
alongside the almost jingoistic Thursday evening 8 pm’ clap for the NHS’ led to a positive image of the NHS and healthcare professionals and so the doctors
were made to feel like heroes in their communities.

Scaffolding the Pakistani health system
All of the doctors without question reflected upon how they would now try and contribute towards helping the Pakistani healthcare system to handle the
COVID-19 crisis. P1 notes: “If I have a chance, I will go to Pakistan and share my experiences with Pakistani colleagues.” Discussions involved the importance
of training and showing seriousness to the growing cases.
P8 adds that his experience can be translated to a steep learning curve, which he wants to see replicated or at least the experience of it for his colleagues in
Pakistan: “Everyone knows there is no medicine for the disease, the role of nurses is more important in this case if Pakistani nurses can be trained it will help
Pakistan.” P10 furthers the point: “We should interview nurses and take their experiences to Pakistan, the role of the nurses in the UK has been sometime more

crucial than the doctors but in Pakistan, we don’t give much credit to the nursing staff.”
Many of the participants reported to be part of the Association of Pakistani Physicians of Northern Europe (APPNE) and doctHERs program which is an
educational and training joint health initiative by the Pakistan Government and Pakistani health professionals in UK to train and acquaint healthcare
professionals in Pakistan on the latest knowledge and share health expertise related to treatment and prevention of COVID-19 through the use of technology.
The participants also lamented upon the fact that they thought the Pakistani people do not consider the disease to be serious. P5 is rueful in stating that he
believes that the “people in Pakistan still thinks it’s a conspiracy and there no real such disease. If they don’t take it seriously and follow social distancing
guidelines, soon there will be dead bodies in the streets…” He also observes that Pakistan’s health system is too weak and fragile to handle a critical mass of
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cases and will inevitably collapse, even if it records half of the cases the UK has had thus far. P5 was very angry about the incumbent government’s handling
of the situation:“Pakistani government is building castles in the air.” His concern is centred upon the notion that if richer, more resourceful nations such as
those in Europe and the USA have been overwhelmed with the COVID-19 cases, how will a nation like Pakistan cope?

Discussion
The study utilised a qualitative approach to get in-depth insights into the experiences of Pakistani migrant doctors combating COVID-19 in the UK. The
findings concurred with discussions across the globe with regards to the lived experiences of healthcare workers combatting COVID-19 [19, 20]. They stated
that it was their professional oath to work in any circumstances, irrespective of differences in culture or faith. The unpredictability and uncertainty surrounding
the COVID-19 pandemic has caused major distress and worry for study participants, with fears ranging from catching the infection to infecting their loved
ones and not being able to contain the contagion. This also extends to their concerns for their immediate families in Pakistan. However, the data shows that
they consider it against their work ethics to leave their duty and positions. Therefore, they will continue to deliver and uphold their medical oaths to the
profession by fulfilling their responsibilities and developing a unifying spirit with their colleagues in the UK and Pakistan to combat the pandemic.
When the participants felt more experienced in dealing with COVID-19 related cases, due to its earlier peak in the UK [5], they were sure that Pakistan was not
adequately equipped – neither infrastructurally nor organizationally – to handle the pandemic. Their insights into the Pakistani healthcare system has lead
them to begin online video consultations and training programs for healthcare professionals in Pakistan. They are working simultaneously to contain the
disease in the UK, whilst preparing Pakistani healthcare professionals for a possible outbreak and containment in the future, thus scaffolding the development
of Pakistani healthcare professionals. This can be considered an inadvertent benefit of a tragic situation.
However, despite this unnerving attitude towards the insurmountable challenges they are faced with, the participants revealed that in the early stages of the
pandemic there existed tremendous anxiety with regards to the equipment and measures in place to protect both the healthcare workers and the patients. This
issue was accentuated by the fact that no vaccination, cures or medications exists and treatment is primarily reliant upon supportive nursing aid,
psychological assistance, and prevention of complications [21].
In the initial phase of the COVID-19 pandemic, infection among healthcare workers had become a problem due to the unknown nature of the disease. Although
measures had been taken, as they would be against any contagion, there existed uncertainty about its modes of transmission and signs of infection.
Therefore, the participants undertook personal preventive measures such as sanitization of surfaces and sterilization of utensils and cooking items. Even the
personal protective equipment (PPE) provided with the appropriate guidelines for use caused undue physical and emotional distress, due to the intensity of the
work being undertaken in PPE gear for prolonged periods of time [19].
As a matter of significant interest, the study demonstrated that it was specifically the female frontline health workers that showed greater overt concern and
fear of infection and transmission within their families in the UK and Pakistan. In comparison with male respondents, they were in more frequent talks with
their families in Pakistan and demonstrated more apprehension towards their patients in this outbreak. This finding was consistent with previous research
related to immediate psychological response in the general public during the early phase of COVID-19. Furthermore, extensive epidemiological findings
indicate that females were at high risk of depression than males [17, 22].
However, despite the issues encountered by the participants, the physicians received no professional support, in terms of counselling and psychological
rehabilitation. Instead, the strategies employed by the participants had to turn towards their faith. Previous studies have already substantiated this strong
positive connection between religion and mental health. It was concluded that psychiatry and religion were closely connected and religious beliefs support an
individual to sustain one’s life in different domains [23–25].
Furthermore, as well as relying upon their religion, the study participants have received unimaginable moral support and encouragement from the British
people and its various governance structures. The participants acknowledged this as a major signifier in the advance towards a cure for mental health. A
society which cares and appreciates all its members will help people feel wanted and cared for and thus boost their immune systems to help them fight
diseases naturally. Empirical evidence suggests that appreciation and gratitude have an invigorating effect on the brain for both expresser and receiver.
Positive psychology studies have proven that appreciation and gratitude have a strong association with greater happiness because these feelings enhance
dopamine production within the brain [26]. Dopamine is the same neurotransmitter that is released in the brain in reaction to when something good happens
to us, i.e. having any reward or gift resulting in healthier sleep habits, boosting metabolism and decrease stress levels [27, 28]. This underlines the importance
of recognition and reward towards the phsycians and caregivers during the COVID-19 pandemic.

Limitations
A major limitation of the research was that all respondents were interviewed via telephone. It was hard to build rapport with the interviewee on telephonic
conversation and non-verbal cues might be missed. Although the study does not include a representative sample of Pakistani physicians in the UK due to the
sampling procedure, we attempted to cover a broad range of views from physicians with various backgrounds and experiences. The shared experiences relate
to a phase, when the COVID-19 pandemic was still present and posing a large burden on the healthcare system. For that rason, opinions and attitudes may
have changed over time, which we were not able to cover within this study.

Conclusion
This study explored the experiences of frontline Pakistani migrant doctors during the COVID-19 pandemic in the UK. In managing COVID-19 patients, Pakistani
migrant physicians presented themselves as being profoundly professional, committed and willing to place their own lives on the line to save others, a heroic
and noble indictment of their efforts. In previous outbreaks such as SARS and MERS, clinical first-line healthcare workers were diagnosed with chronically
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stressed, anxiety, and depression disorders. Furthermore, they were at a higher risk of post-traumatic stress disorders after the epidemic. Thus, as per the
conclusion of the participants, the healthcare professionals, although currently coping with their emotional problems, need professional support. Mental
health provisions should be made available such as professional psychological counselling and crisis intervention programs in order to cater for the wellbeing
of the healthcare workers.

Abbreviations
COVID Coronavirus disease
NHS National Health Service
PPE Personal protective equipment
SARS Severe acute respiratory syndrome
UK United Kingdom
WHO World Health Organization

Declarations
Ethical Approval and Consent to Participate
Ethical approval was given by the institutional review board of the University of the Punjab (Ref. no. 2102). Participants were informed about the study
objectives. Written informed consent was taken.
Consent for Publication
Not applicable.
Availability of Data and Materials
Data is available from corresponding author upon reasonable request.
Competing Interests
The authors declare that they have no competing interests. FF serves as Associate Editor for BMC Health Services Research.
Funding
This research received no supporting funds from any funding agency in the public, commercial, or not-for-profit sector.
Authors Contributions
JS and MI conceptualized the idea and conducted the study. JS, MI, RZ and FF analysed the data. JS, MI and IHKS drafted the manuscript; RZ and FF critically
reviewed for important intellectual content. All authors reviewed and approved the final version.
Acknowledgements
We thank the physicians who took part in this study. We are also grateful to Dr. Munazza Batool (University of the Punjab) for helping us in data collection.

We acknowledge support from the German Research Foundation (DFG) and the Open Access Publication Fund of Charité – Universitätsmedizin Berlin.

References
1. Lewnard JA, Liu VX, Jackson ML, Schmidt MA, Jewell BL, Flores JP, Jentz C, Northrup GR, Mahmud A, Reingold AL, Petersen M. Incidence, clinical
outcomes, and transmission dynamics of severe coronavirus disease 2019 in California and Washington: prospective cohort study. BMJ.
2020;369:m1923.
2. Wu JT, Leung K, Leung GM. Now casting and forecasting the potential domestic and international spread of the 2019-nCoV outbreak originating in
Wuhan, China: a modelling study. Lancet. 2020;395(10225):689–97.
3. World Health Organization. WHO Director-General’s remarks at the media briefing on 2019-nCoV on 11 February 2020. Geneva: World Health Organization.
4. Centers for Disease Control and Prevention. Coronavirus disease 2019 (COVID-19) situation summary. 2020. https://www.cdc.gov/coronavirus/2019ncov/summary.html. Accessed August 28, 2020.
5. World Health Organization. Coronavirus. 2020. https://covid19.who.int. Accessed August 28, 2020.
6. Chang D, Xu H, Rebaza A, Sharma L, Cruz CS. Protecting health-care workers from subclinical coronavirus infection. Lancet Respir Med. 2020;8(3):e13.

Page 6/7

7. Bohlken J, Schömig F, Lemke MR, Pumberger M, Riedel-Heller SG. COVID-19 pandemic: stress experience of healthcare workers-a short current review.
Psychiatr Prax. 2020;47(4):190–7.
8. Liu S, Yang L, Zhang C, Xiang YT, Liu Z, Hu S, Zhang B. Online mental health services in China during the COVID-19 outbreak. Lancet Psychiatry.
2020;7(4):e17–8.
9. Lee SM, Kang WS, Cho AR, Kim T, Park JK. Psychological impact of the 2015 MERS outbreak on hospital workers and quarantined hemodialysis patients.
Compr Psychiatry. 2018;87:123–7.
10. Maunder R, Hunter J, Vincent L, Bennett J, Peladeau N, Leszcz M, Sadavoy J, Verhaeghe LM, Steinberg R, Mazzulli T. The immediate psychological and
occupational impact of the 2003 SARS outbreak in a teaching hospital. CMAJ. 2003;168(10):1245–51.
11. Norcini JJ, Mazmanian PE. Physician migration, education, and health care. J Contin Educ Health Prof. 2005;25(1):4–7.
12. Office for National Statistics, UK. International Migration and the Healthcare Workforce. 2019.
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/internationalmigration/articles/internationalmigrationandthehealthcar
08-15. Accessed August 28, 2020.
13. Astor A, Akhtar T, Matallana MA, Muthuswamy V, Olowu FA, Tallo V, Lie RK. Physician migration: views from professionals in Colombia, Nigeria, India,
Pakistan and the Philippines. Soc Sci Med. 2005;61(12):2492–500.
14. The News. Hundreds of Pakistani Doctors Affected By COVID-19 In UK. 2020. https://www.thenews.com.pk/latest/637437-in-uk-hundreds-of-pakistanidoctors-affected-by-covid-19. Accessed August 28, 2020.
15. Ran L, Chen X, Wang Y, Wu W, Zhang L, Tan X. Risk factors of healthcare workers with corona virus disease 2019: a retrospective cohort study in a
designated hospital of Wuhan in China. Clin Infect Dis. 2020. doi:10.1093/cid/ciaa287.
16. BBC. The doctors saving lives in two countries. 2020. https://www.bbc.com/news/world-asia-53282823. Accessed August 28, 2020.
17. Wang C, Pan R, Wan X, Tan Y, Xu L, Ho CS, Ho RC. Immediate psychological responses and associated factors during the initial stage of the 2019
coronavirus disease (COVID-19) epidemic among the general population in China. Int J Environ Res Public Health. 2020;17(5):1729.
18. Guba EG, Lincoln YS. Epistemological and Methodological Bases of Naturalistic Inquiry. Educational Communication Technology Journal. 1982;30:233–
52.
19. Liu Q, Luo D, Haase JE, Guo Q, Wang XQ, Liu S, Xia L, Liu Z, Yang J, Yang BX. The experiences of health-care providers during the COVID-19 crisis in China:
a qualitative study. Lancet Glob Health. 2020;8(6):e790–8.
20. Liu YE, Zhai ZC, Han YH, Liu YL, Liu FP, Hu DY. Experiences of front-line nurses combating coronavirus disease‐2019 in China: A qualitative analysis.
Public Health Nurs. 2020. doi:10.1111/phn.12768.
21. McGillis Hall L, Kashin J. Public understanding of the role of nurses during Ebola. J Nurs Scholarsh. 2016;48(1):91–7.
22. Lim GY, Tam WW, Lu Y, Ho CS, Zhang MW, Ho RC. Prevalence of depression in the community from 30 countries between 1994 and 2014. Sci Rep.
2018;8(1):2861.
23. Koenig HG. Religion, spirituality, and health: A review and update. Adv Mind Body Med. 2015;29(3):19–26.
24. Dein S. Against the Stream: religion and mental health – the case for the inclusion of religion and spirituality into psychiatric care. BJPsych Bulletin.
2018;42(3):127–9.
25. Tzeferakos GA, Douzenis AI. Islam, mental health and law: a general overview. Ann Gen Psychiatry. 2017;16(1):28.
26. Fagley NS. Appreciation (including gratitude) and affective well-being: Appreciation predicts positive and negative affect above the Big Five personality
factors and demographics. SAGE Open. 2018;8(4):2158244018818621.
27. Elosúa MR. The influence of gratitude in physical, psychological, and spiritual well-being. Journal of Spirituality in Mental Health. 2015;17(2):110–8.
28. Schache K, Consedine N, Hofman P, Serlachius A. Gratitude – more than just a platitude? The science behind gratitude and health. Br J Health Psychol.
2019;24(1):1–9.

Supplementary Files
This is a list of supplementary files associated with this preprint. Click to download.
Additionalfile1Interviewguide.pdf
COREQchecklist.DOCX

Page 7/7

