
Introduction
In December 2019, a new viral disease from the 
coronavirus family broke out in the city of Wuhan, the 
capital of Hubei Province in China, and soon turned 
into a global concern (1). On February 11, 2020, The 
World Health Organization (WHO) named this new 
coronavirus “COVID-19” (2) and declared a pandemic 
on March 11, 2020 (3).

Coronaviruses are a large family of viruses and have 
been the cause of dangerous cases of pneumonia such 
as acute respiratory syndrome (SARS) and Middle 
East respiratory syndrome (MERS) in 2003 and 2012, 
respectively. COVID-19 is a type of coronavirus that has 
never been found in the human body before. Patients 
with COVID-19 usually show symptoms such as fever, 
cough, shortness of breath, and difficulty breathing. In 
more severe cases, this disease can lead to pneumonia, 
severe acute respiratory failure, kidney failure, and even 
death. There is still no specific treatment for COVID-19. 
COVID-19 patients are mainly treated symptomatically 
to prevent disease complications (4).

The prevalence of COVID-19 infection increased 
rapidly in a short period, and by November 20, 2022, 
634 million confirmed cases of COVID-19 and 6.6 
million deaths were reported worldwide (5). In general, 
the outbreak of infectious diseases is considered one of 
the definite threats facing society, leading to a public 
health crisis. The sudden outbreak and rapid spread of 
infectious diseases necessitate paying attention to the 
capacity of the healthcare system to respond to epidemics. 
The preparation for managing the outbreak of infectious 
diseases involves healthcare providers’ skills, abilities, 
and knowledge in providing healthcare and treatment 
services (6). Furthermore, the pressure on healthcare 
providers continues to increase. This pressure presents 
itself in two forms: The excessive burden caused by the 
disease on the limited capacity of the health system and 
the negative effects on the health of healthcare providers, 
including the risk of infection (7).

Accordingly, in a special declaration, WHO highlighted 
the rights of healthcare service providers, including 
providing the necessary mechanisms for training and 
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improving the knowledge and skills of healthcare 
providers, access to assessment and diagnostic tools, 
providing a safe workplace, rehabilitation and treatment 
after illnesses caused by occupational exposure, access to 
mental health resources, and time off from work during the 
COVID-19 outbreak (8). However, it is not only physical 
risks that threaten these valuable resources; healthcare 
providers are also exposed to psychological risks for 
short-term and even long-term periods when providing 
primary healthcare during an outbreak. Working in a 
high-risk environment, adhering to quarantine protocols, 
and high work burden aggravate the psychological 
consequences for healthcare providers. However, access 
to personal protective equipment (PPE) and providing 
specialized training to improve healthcare providers’ 
safety can reduce COVID-19-related consequences (9).

healthcare providers in different countries have 
different experiences in the epidemic situation based on 
the available nursing resources, healthcare system, and 
cultural norms of the community (10). However, some of 
the challenges faced by medical staff in different countries 
during epidemic conditions are physical and mental 
exhaustion, the difficulty of triage decisions, the pain of 
losing patients and colleagues, exposure to occupational 
hazards, the risk of contracting an infection, the anxiety 
caused by the transmission of this infection to one’s 
family members, long working hours, burnout, stigma 
and notoriety caused by illness, and physical and mental 
violence (7,11). Hence, it is essential to pay attention to 
the challenges and physical needs of healthcare providers 
and provide psychological support to them. These needs 
typically include personnel training and learning, mental 
healthcare, physical condition monitoring, and PPE 
management (12).

A study during the outbreak of MERS in Saudi Arabia 
confirmed the lower levels of knowledge of nurses, doctors, 
and other members of the medical staff about newly 
emerging infectious diseases. Self-reported infection 
control methods were also below the desired level. The 
authors proposed providing educational programs on the 
use of PPE, isolation, and infection control as solutions to 
this problem (13). The COVID-19 epidemic is very similar 
to SARS, but it is more contagious and more resistant than 
SARS. Thus, it has created great challenges for healthcare 
providers. A study by Chen et al on medical staff during 
the COVID-19 epidemic showed that the expansion of 
social support is an effective tool for addressing mental 
and psychological disorders such as anxiety, depression, 
and insomnia in medical staff (14). In another qualitative 
study in Sierra Leone, adherence to religion, the feeling 
of service to one’s country and community, peer and 
family support, and provision of social media support 
to help healthcare providers were some of the effective 
factors in the adaptation of healthcare providers to the 
Ebola epidemic (15). Kang et al. examined the experience 

of South Korean nurses during the MERS epidemic and 
found unclear and frequently changing instructions to be 
one of the main reasons for confusion (16).

Given that the COVID-19 pandemic was a new 
experience for health systems around the world, there 
was a need to investigate the different effects of this 
emerging phenomenon in different populations. 
Furthermore, healthcare service providers who are at the 
forefront of the fight against the disease are facing various 
challenges in the workplace, family, and community. 
However, detailed and documented information about 
the physical, psychological, economic, and social needs 
of the healthcare providers affected by the COVID-19 
epidemic is not available. These problems have led to 
some challenges in implementing targeted interventions 
in this crisis. Thus, using the content analysis approach, 
this study aimed to explore the experiences of healthcare 
providers during the COVID-19 epidemic. Qualitative 
research helps researchers to find answers to questions 
about human interpretations and perceptions and 
provides the best way to describe people’s life experiences 
(16). Furthermore, content analysis helps us gain new 
knowledge and insight, a picture of reality, and an action 
guide through systematic classification (17).

Materials and Methods
This qualitative study aimed to explore the experiences 
of healthcare providers during the COVID-19 epidemic 
in 2020 using content analysis. The research population 
consisted of healthcare providers working in hospitals 
(Shahid Ansari hospital in Rudsar, Hosseinpour hospital 
in Langrod, Pirouz hospital in Lahijan, and Kowsar 
hospital in Astaneh) and health centers in eastern 
Guilan, located in the north of Iran. The study started 
with purposive sampling and continued with theoretical 
sampling. The interviews continued until data saturation 
was achieved, i.e. when no new information was obtained 
with additional interviews. 

The time and location of the interview were chosen 
based on the participants’ convenience. Thus, the 
interviews were conducted in staff rooms in hospitals and 
health centers or outside clinical settings. At the request of 
some participants, the interviews were conducted through 
apps such as WhatsApp. After obtaining permission 
from the Ethics Committee of Guilan University of 
Medical Sciences with the code IR.GUMS.REC.1399.158, 
all healthcare providers, including physicians, nurses, 
midwives, paramedics, nursing assistants, operating 
room technicians, anesthesiologists in hospitals, experts, 
midwives, and nurses working in health centers who met 
the inclusion criteria were selected as the participants. 
Some instructions were provided to the participants 
about the objectives of the study, the reason for recording 
their statements during the interviews, and the research 
procedure. Written consent was also obtained from all 
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participants. All people who had worked for at least one 
year in clinical settings during the COVID-19 epidemic 
and were willing to share their experiences and needs 
were included in the study. The exclusion criterion was 
the participant’s unwillingness to continue participating 
in the study and share their experiences. The participants 
were reminded that their participation in the study was 
voluntary, they could withdraw at any stage of the study, 
and if they wished, the results of the study would be made 
available to them.

The data were collected through semi-structured 
individual interviews and sometimes if needed, group 
interviews while observing social distancing protocols. The 
interviews were conducted with open-ended questions. 
First, the researcher introduced herself and provided a 
brief description of the objectives of the study. Examples 
of the interview questions were, “Can you describe your 
experiences during the COVID-19 epidemic?” or “Can 
you talk about your needs during the epidemic?” Probing 
questions were used to elicit more details and enrich the 
data provided by the participants. Each interview lasted 
45 to 60 minutes. A total of 36 interviews were conducted 
with 36 participants from August 2020 to January 2021 
(Table 1).

The data were analyzed simultaneously with data 
collection. Data analysis was performed following 
the steps proposed by Lundman and Graneheim: The 
researchers transcribed the content of the interviews 
and read the transcripts several times to gain an 
understanding of the phenomenon in question. Each 
interview was considered a unit of analysis. Then, words, 
sentences, or paragraphs were considered meaning units, 
which are groups of words and sentences that are related 
to each other in terms of content. These units were 
summarized and grouped according to their content. 
Then, the meaning units were conceptualized as a set of 
codes. Afterward, the codes were compared with each 
other based on their similarities and differences and were 
merged into more abstract categories with specific labels. 
In the end, the categories were compared to each other 
and the underlying themes were identified and extracted 
(18).

The rigor of the findings was checked using Guba 
and Lincoln’s four criteria, including dependability, 
transferability, credibility, and confirmability (17). The 
text of the interviews and the extracted codes and categories 
were reviewed by subject-matter experts and were revised 
based on their feedback. Prolonged engagement with 
the phenomenon in question and the data ensured the 
dependability of the findings. Besides, the extracted 
subcategories were reviewed and revised by some experts 
in qualitative research. The data collection and analysis 
procedures were recorded in detail so that others could 
assess the research procedure and the dependability of the 
findings. Moreover, the transferability of the findings was 

Table 1. The participants’ demographic characteristics 

Participant 
No.

Age Gender Academic degree & Designation
Years in 
service

1 40 Female
Bachlor of nursing in the 
emergency department

12

2 52 Male Infectious disease specialist 15

3 38 Male Operating room technician 11

4 26 Female
Bachlor of nursing in the 
COVID-19 ward

2

5 32 Male
Bachlor of nursing in the 
COVID-19 ward

5

6 36 Male
Master of nursing in the 
emergency department

10

7 45 Female
Bachlor of nursing in the critical 
care unit (CCU)

18

8 48 Female Operating room technician 20

9 32 Female Physician 5

10 30 Male Anesthesia technician 5

11 44 Male Emergency medicine specialist 7

12 39 Male
Bachlor of nursing in the 
intensive care unit (ICU)

12

13 35 Female Internist 3

14 36 Female Operating room technician 8

15 53 Female
Master of nursing the in general 
surgical unit

22

16 56 Female Anesthesiologist 23

17 26 Female Master of midwifery 2

18 43 Female Anesthesia technician 15

19 29 Male Physician 4

20 45 Female
Bachelor of nursing in the 
emergency department

16

21 36 Female
Bachelor of nursing in the 
internal medicine ward

9

22 35 Female General Surgeon 3

23 41 Female Bachelor of Midwifery 17

24 35 Female Bachelor of Midwifery 6

25 28 Female Bachelor of Midwifery 3

26 35 Female
Master of nursing in the 
emergency department

7

27 38 Female
Bachlor of nursing in the 
pediatrics department

10

28 29 Male Physician 2

29 36 Female
Bachlor of nursing in the dialysis 
department

8

30 45 Female
Bachlor of nursing in the dialysis 
department

16

31 35 Male Anesthesiologist 3

32 26 Male
Bachelor of nursing in the 
general surgical unit

3

33 29 Female
Bachelor of nursing in the 
internal medicine ward

4

34 54 Male Internist 20

35 36 Female
Master of nursing in the internal 
medicine ward

8

36 42 Female Master of nursing in the ICU 16
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assessed and confirmed by two people who had similar 
experiences to the participants. 

Results
The participants in this study were 36 physicians, nurses, 
midwives, paramedics, nursing assistants, operating 
room technicians, hospital anesthesiologists, experts, 
midwives, and nurses who had experiences of clinical 
services during the COVID-19 epidemic while working 
in healthcare centers. 

The data in this qualitative study revealed that 
healthcare providers were exposed to multiple challenges 
and stressors at the individual, family, and community 
levels during the COVID-19 pandemic. At the individual 
level, they became desperate due to exhaustion in clinical 
settings, annoying obsessions, ambivalent decision-
making, and being in the throes of fear. Moreover, the 
familial and social challenges reported by the participants 
included sadness, depression caused by being away from 
the family, financial distress, and public rejection. To 
increase adaptation and harmony with the COVID-19 
situation, the healthcare providers started a peaceful 
coexistence with the conditions. This type of symbiosis 
was manifested in their efforts for scientific-professional 
development, emotional proximity with grateful and 
benevolent people, and recourse to spirituality and 

religion to increase their resilience in critical situations 
(Table 2).

Peaceful coexistence
During the COVID-19 pandemic, the participants 
inclined to scientific-professional development, more 
emotional proximity with family and people, and 
resilience in critical situations.

Many participants highlighted the need to obtain 
correct and up-to-date information during the COVID-19 
epidemic. One of the nurses stated, “Every day we tried to 
get the latest information and news about the epidemic, 
to know the latest symptoms of the disease released in the 
news and other information channels so that we could take 
better care of ourselves and inform people” (Participant 
#2). The majority of the participants reported higher 
levels of professional responsibility during the pandemic. 
A physician stated, “Our professional responsibility 
requires us to take care of other people in all circumstances, 
as if COVID-19 has increased our sense of responsibility” 
(Participant #9). 

The healthcare providers stated they got emotionally 
closer to their family members and other people. A 
midwife at the health center reported, “The COVID-19 
epidemic and its unpleasant experiences brought the whole 
family closer together as if we had been separated for a long 

Table 2. The categories and subcategories extracted from the experiences of healthcare providers

Categories Subcategories Codes Meaning units

Peaceful 
coexistence

Scientific-professional 
development

Continuous knowledge acquisition
Professional Responsibility

Every day we tried to get the latest epidemic news and information
Our professional responsibility requires that we look out for other 
people in all circumstances

Enhanced emotional 
proximity

Feeling closeness to family members
Emotional proximity to people

The epidemic and its unpleasant experiences brought the whole 
family together.
People helped a lot with equipment at the time we had a severe 
shortage of such equipment, and we heard that people called us 
angels.

Resilience in critical 
situations

Constant praying and supplication to God
Relying on spirituality

By taking refuge in God and spirituality and praying to God, our 
endurance increased and we learned how to survive in critical 
situations.

The 
outburst of 
despair

Exhaustion in clinical 
settings

High admission rates 
Many working shifts
High resignation and dropout
Inadequate interdepartmental cooperation
Physical/psychological exhaustion 

The number of our work shifts had increased
There were a lot of emergency visits.
Many specialists closed their offices and people only went to 
hospitals. 
I felt that my whole body was exhausted.

Annoying obsessions
Getting tired of frequent hand washing
Extreme compliance with health standards

I kept washing my throat and hands several times at home with 
alcohol. I was tired of this repetitive procedure.
Frequent hand washing has become an obsession and I was 
annoying my whole family.

Ambivalent decision 
making

Quitting the job or continuing services 
Changing one’s job 

I was fed up with intensive work and high anxiety. Every day I was 
in a dilemma whether to continue or leave my job.

Excessive fear

Fear of transmitting the disease to the family
Imminent death
Unknown work future
Poor management

I may be a carrier and pass this disease on to my husband and 
children.
The management of COVID-19 was not satisfactory to us nurses.
We had no motivation to keep working. 

In the 
shadow of 
sorrow

In a shadow of depression
I miss my family
Repetitive life

I haven't seen my parents for about a month, and I miss them a lot.
Repetitive life has become very boring and difficult.

Painful public rejection
Fear of disease transmission by healthcare 
providers 
Public rejection 

People treat us differently. 
Many people prefer to stay away from us. 

In financial distress
Economic problems 
Lack of PPE
Low salary and compensation 

The economic situation is getting worse day by day.
We receive inadequate equipment. 
We have to buy the equipment ourselves at higher prices. 
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time” (Participant #8). A nurse stated, “People helped a 
lot with equipment at the time we had a severe shortage of 
such equipment, and we heard that people called us angels; 
their empathy had a healing effect on us” (Participant 
#28). The participants also reported that the COVID-19 
epidemic improved their resilience in critical conditions. 
An operating room technician reported, “Taking refuge in 
God and spirituality and saying prayers induced a higher 
level of resilience, and we learned how to endure in critical 
situations” (Participant #8). 

The outburst of despair 
Almost all participants reported their burnout in clinical 
settings and their physical/psychological exhaustion. 
They stated that the large number of patients admitted 
every day, working in consecutive shifts in different 
departments due to the resignation of a large number of 
medical staff, and non-employment of new staff were the 
causes of their burnout.

An anesthesiologist stated, “We have to work for a 
large number of shifts in non-specialized departments to 
help the personnel of the departments, and I felt exhausted 
in my whole body, and unfortunately, some people’s 
non-compliance with the health standards increased our 
exhaustion” (Participant #13). A physician stated, “There 
was a great number of emergency visits. Unfortunately, 
many specialists had closed their offices and patients had 
to visit hospitals” (Participant #8). A nurse stated, “Almost 
every day, a large number of pregnant and elderly women 
visited hospitals, and in critical situations, we were always 
wearing shields and other equipment, and I always thought 
that my eyes had become weak due to the excessive use of 
shields” (Participant #13).

The participants reported that they were suffering from 
annoying obsessions during the COVID-19 pandemic. A 
health expert stated, “Frequent hand washing has become 
an obsession, and my behavior had become annoying for 
the whole family”

” (Participant #13). An operating room technician 
reported, “I always thought I had the disease. At work, I 
didn’t eat anything, I constantly washed my throat, and at 
home, I rubbed my hands with alcohol pads several times 
every hour, and I was tired of these things” (Participant 
#13). 

The healthcare providers reported that they were 
ambivalent when deciding whether to continue or leave 
their service or change their job. A nurse stated, “I was 
fed up with intensive work and high anxiety. Every day I 
faced the dilemma whether to continue or to leave my job, 
because every day when I went to work, I heard that one 
of my colleagues had quitted their job and we had a high 
work burden” (Participant #23). A midwife stated, “Some 
of our colleagues died in other cities and I was finishing 
my compulsory services under the human resource plan. I 
always thought that I would change my job after finishing 

the plan and kiss my degree of education goodbye” 
(Participant #18). 

The participants stated that they were living in fear. 
They were afraid of transmitting the disease to their 
family, the fear of impending death due to observing the 
high mortality of their colleagues, unknown work future, 
mismanagement, and the fear of contracting the disease 
by using inefficient equipment. A nurse said, “I sometimes 
didn’t go home for 10 days, because I have two small 
children and I was afraid of the possibility of transmitting 
the disease to my husband and children. Anyway, I am a 
mother and I can’t stay away from my children, so I used 
to go home with great fear and anxiety” (Participant #6). 
A nurse stated, “There was mismanagement during the 
COVID-19 outbreak. We did not have auxiliary staff, and 
despite working multiple shifts, the rewarding process was 
drastically different in different hospitals, and we had no 
motivation for our future work” (Participant #19).

In the shadow of sorrow 
The participants reported that they experienced 
problems such as depression, public rejection due to 
fear of disease transmission, and financial problems. 
The participants reported that they missed their parents, 
children, and spouses because they avoided visiting their 
family members due to fear of transmitting the disease. 
An anesthesiologist stated, “I am the only child in the 
family and I have a strong dependence on my father and 
mother; I have not seen them for about a month, and I miss 
them very much” (Participant #20). An operating room 
technician stated, “Repetitive life has become very boring 
and difficult. We are either at the hospital or home, we 
have not had any fun and entertainment for a long time” 
(Participant #33). 

Some participants complained about the way people 
treated them. A midwife stated, “The way people treat us 
on the street has changed, and many people avoid us when 
they see us, and sometimes I even noticed them looking 
at us with fear as if we are all sick and can transmit the 
disease” (Participant #35). A nurse stated, “Unfortunately, 
sometimes the way people treat us adversely affects our 
mood. This happened to me twice when I was in a taxi on 
my way back from the hospital. The taxi driver noticed 
that I was a nurse and he tried to drop me off sooner and 
took the fare from me with fear. Another day, a woman 
was keeping her distance from me in the back seat. She got 
off a minute later while her destination was somewhere 
else” (Participant #1).

Almost all the participants complained about their low 
income and financial problems during the COVID-19 
outbreak. Their concerns were the low salary received, 
the lack of PPE, and the need to purchase expensive 
equipment at their own expense in the economic crisis. 
A nurse stated, “The economic situation is getting worse 
day by day. Salaries are fixed and the high cost of personal 
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protective equipment is annoying” (Participant #3). 
Another nurse reported, “For some time, they [the hospital 
officials] don’t give us adequate equipment and at times 
they only give us only one mask for a whole day. Since 
we cannot wear only one mask in such a contaminated 
environment, we have to buy the equipment at higher 
prices ourselves for the whole shift ” (Participant #24). 
An anesthesiologist stated, “Due to the rising prices of all 
equipment, we cannot make ends meet and it seems that 
we are drowning in the swamp of high prices every day” 
(Participant #4).
 
Discussion 
The present study examined the experiences of healthcare 
providers during the COVID-19 pandemic. The results 
indicated that healthcare providers experienced 
high levels of stress due to despair and sorrow. They 
suggested that peaceful coexistence was considered a 
way out of these conditions. Peaceful coexistence during 
the COVID-19 pandemic involved concepts such as 
scientific-professional development, enhanced emotional 
proximity, and resilience in critical situations by relying 
on spirituality. It should be noted that not all mental health 
experiences or outcomes in pandemics are negative. One 
review study confirmed positive psychological effects on 
health workers, including a new understanding of the 
profession and its importance, feeling of appreciation from 
the public, courage, self-awareness, and communication 
with other healthcare providers (19). Ergun and Bozdag 
showed that increasing the resilience of healthcare 
providers during the COVID-19 pandemic requires 
strengthening their positive emotions, life satisfaction, 
and sleep quality. An increase in the level of negative 
emotions will decrease the mental resilience of a person 
(20). Besides, relying on spirituality and faith in God is 
a powerful mechanism to control stress, exhaustion, and 
despair in difficult situations (21).

The healthcare providers in this study reported higher 
levels of despair due to exhaustion in clinical settings, 
physical and psychological erosion, annoying obsessions, 
ambivalent decision-making, and excessive fear during 
COVID-19. During the SARS and MERS epidemics, 
frontline healthcare providers felt afraid, anxious, 
and hopeless and were at higher risk of mental health 
problems after the epidemic (22). Burnout is associated 
with a higher rate of anxiety disorders, depression, and 
suicide. It is aggravated during the pandemic and can 
cause people to leave the workplace in a situation where 
the presence of medical staff is urgently needed (23). 
Healthcare providers are a special group that needs a 
lot of social and psychological support (24). To ensure 
the effective performance of healthcare providers, 
their mental health should be monitored, and timely 
and constant interventions should be provided to 
support them. Psychological interventions, including 

risk management and resilience training, are effective 
techniques for managing psychological effects in 
healthcare providers (25). During health crises of the 
magnitude of the COVID-19 pandemic, officials should 
emphasize the self-care of healthcare providers and 
arrange fair work schedules and shifts to protect them 
against heavy workloads (22).

The third theme revealed from the experiences and 
statements of the participants in this study was the 
darkness of sadness inherent in concepts such as the 
shadow of depression, public rejection due to the risk 
of disease transmission, and financial distress. A study 
conducted in Saudi Arabia reported the prevalence of 
depression and anxiety symptoms in healthcare providers 
with different severity rates from 51.4% to 55.2%. 
Almost half of them reported mild symptoms and the 
rest had moderate to severe symptoms (26). During the 
pandemic, more attention should be paid to the physical, 
mental, social, and financial needs of front line healthcare 
providers, and periodic and routine examinations should 
be performed at the workplace to assess their physical, 
mental, and social health status. Moreover, their needs 
should be addressed effectively to help them provide 
quality services to patients in clinical settings. 

Moreover, for a nurse to perform her care duty effectively, 
it is necessary to ensure access to the necessary facilities 
and equipment to protect their health against illness (27). 
Alizadeh et al. reported that the lack of PPE such as masks, 
gloves, and gowns, as well as inefficient human resources, 
caused a lot of stress among healthcare providers, especially 
in the early days of the COVID-19 outbreak (21). Another 
factor that can affect the mental health of healthcare 
providers during pandemics is stigma. Stigma is associated 
with increased anxiety and symptoms of depression and 
post-traumatic stress disorder. The experience of healthcare 
providers in Canada during the SARS epidemic also 
indicated that they felt a lot of stigma and avoided revealing 
their professional identity. The authors also showed that if 
healthcare providers are supported by employers and the 
community, their increased psychological distress can be 
moderated (19). The social support of frontline healthcare 
providers fighting against COVID-19 by the public, media, 
and managers should not decrease during the pandemic but 
should increase in parallel with the increase of exhaustion 
and fatigue of the healthcare providers (21).

The findings of qualitative studies are not generalizable 
by nature. Thus, more similar studies and even quantitative 
studies need to be conducted in other settings with more 
participants. 
Conclusion
The present study showed that healthcare providers 
experienced much psychological, physical, and social 
stress during the COVID-19 pandemic. The various 
stressors created an outburst of frustration in them and 
affected their mental and physical health. Moreover, 
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the darkness of grief gripped healthcare providers and 
made them socially isolated. In the present study, the 
most effective way out of the challenges as reported 
by healthcare providers was peaceful coexistence by 
improving their specialized skills and knowledge, 
increasing public awareness to attract the support of 
religious groups and benefactors, and also asking the 
officials to have a realistic view of the situation. As a 
result, we can expect less frequent obsessive behaviors, 
more resilience, adequate psychological and physical 
support for healthcare providers, and a safe, high-quality, 
and client-oriented care and treatment environment.
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