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Abstract 

Background: The COVID-19 pandemic is a continuing pandemic of the coronavirus disease. 

Because of it, employees in the healthcare industry around the world have seen an increase in 

the volume and intensity of their work, as well as greater responsibilities, and have had to 

adapt to new protocols and adjust to the "new normal." In these circumstances, clinicians had 

greater rates of sleep problems, anxiety, depression and post-traumatic stress, according to 

reports, especially in less developed and developing countries with few resources and a larger 

COVID-19 load. As of July 09, 2020, the prevalence of hospitalisation among Health Care 

Workers (HCWs) infected with COVID-19 was 15.1% and mortality was 1.5%. Until 8th 

May 2020, doctors were the largest group among infected HCWs who died due to COVID-19 

(51.4%) and among doctors, the highest risk of death was seen among general practitioners. 

HCWs had a seven-fold higher risk of severe COVID-19 infection than non-essential 

workers. Since physicians are exposed to a larger initial viral load, COVID-19 disease is 

frequently more severe in them.  

In India, doctors and nurses have been forced to evacuate their homes, and there have been 

instances of physical abuse, violence and stigmatization towards doctors in several parts of 

the country. Many doctors have died in India as a result of COVID-19, according to multiple 

press reports, with the greatest number being 1342 deaths by June 2021. As of September 10, 

2020, the Indian Medical Association (IMA) had documented 382 COVID-19 related 

fatalities and 2174 infections among doctors in India. According to the available estimates, in 

India, over 30 percent of doctors have been infected with the virus even after two doses of 

vaccination.  

Study Aim: The aim of the study is to explore the experiences of doctors who worked with 

COVID-19 patients in Madhya Pradesh, India and were infected with SARS-CoV-2 virus. 

Madhya Pradesh was selected because of feasibility reasons and also because it is among the 
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poorest rural states in India with no data on the COVID-19 rate of infection, its severity and 

infection-related mortality among doctors. 

Research Questions: The study aims to answer to the following research questions: 

1. What were the perceived reasons of getting infected among healthcare providers who were 

infected with COVID-19? 

2. What was their experience when they had the coronavirus disease? 

3. What were their post-recovery experiences related to their recent infection with COVID-

19?  

Method: Phenomenological qualitative research methodology will be used to explore the 

experiences of the participants. Study participants will include doctors practising in rural 

settings: Primary Health Centers (PHC) and Community Health Centers (CHC) in Madhya 

Pradesh. Initial participants will be identified through personal contacts of the student-

investigator and thereafter using snowball technique. Number of participants interviewed will 

depend on code and meaning saturation. All participants will be required to provide oral 

consent to participate. Participants will be interviewed by the student-investigator in person 

using a semi structured interview guide. Data analysis will be done using a data driven 

approach: thematic analysis, using two cycles of coding. First cycle will identify codes and 

the second cycle the major patterns and themes. 

Logistic considerations (Timeline & Budget): This study will take approximately three 

months to be completed. The estimated cost of the proposed study is 1,097,000 AMD (2500 

USD approximately). 

Ethical Considerations: The Institutional Review Board (IRB) of the American University 

of Armenia, has reviewed and approved the study protocol.
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1. Background 

1.1 Global Situation 

The COVID-19 pandemic is a continuing pandemic of the disease caused by Severe Acute 

Respiratory Syndrome Coronavirus-2 (SARS-CoV-2). It was first discovered in December 

2019 in Wuhan, China.1,2 The World Health Organisation (WHO) publicly announced it a 

pandemic and a state of medical emergency in March 2020.3 As of 21 June 2022, there were 

537,591,764 confirmed cases including 6,319,395 deaths globally due to COVID-19 reported 

to WHO4. 

Mitigation of the pandemic requires involvement of skilled healthcare professionals.3,5 

Physicians and other healthcare professionals face numerous physical, social, and 

psychological demands during infectious disease outbreaks.6 Detrimental effects of working 

in the pandemic include higher infection rates and mortality, extreme financial challenges, 

stress due  to the known and particularly the unknown information, and the fear of continuous 

impact of the COVID-19 disease among physicians.7 Compared to previous epidemics and 

pandemics, COVID-19 pandemic has led in higher rates of anxiety and depression among 

physicians.8–13 Healthcare employees around the world have seen a rise in the volume and 

intensity of their job, as well as increased duties and have had to adapt to new protocols and 

acclimatise to the 'new normal.'14,15 During the pandemic, physicians and other healthcare 

professionals have encountered particular challenges: stress, burnout, insomnia and stigma, 

have all been linked to serving as frontline employees in a number of studies.16–19 In a recent 

systematic study, clinicians reportedly had higher rates of sleep difficulties, depression, 

anxiety  and post-traumatic stress, particularly in underdeveloped nations with inadequate 

resources and a higher COVID-19 burden.8 The effect of working in the COVID-19 

pandemic on Health Care Workers’ (HCWs) sleep was studied in depth by several studies 
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and it was discovered that stress and anxiety were significantly increased, thus negatively 

impacting their sleep and self-efficacy.7,20 

WHO estimated that in the period between January 2020 to May 2021, between 80,000 and 

180,000 healthcare workers could have died from COVID-19 converging to a medium 

scenario of 115,500 deaths.21 According to a systematic review which included studies until 

09 July 2020, the rate of hospitalisation among the HCWs infected with COVID-19 was 

15.1% and mortality was 1.5% globally.22 Reusing personal protective equipment (PPE), 

unsatisfactory and inadequate use of PPE, work setting (inpatient vs outpatient), occupation, 

exposure intensity, and close contacts (diagnosed family member and diagnosed patient), 

have all demonstrated to increase the relative risk for HCWs to get COVID-19.22 Other 

studies have also demonstrated that compared to HCWs with adequate PPE, HCWs reusing 

PPE and with inadequate PPE had a higher risk of developing COVID-19 infection.23,24 

Attending infection control training was linked to a lower incidence of the infection.25 Non-

compliance with N-95 mask rules increased the risk of COVID-19 infection, while wearing 

masks or respirators all of the time reduced the risk. Compliance with recommended hand 

hygiene practices was linked to a lower risk of infection.25 Compared to the general public, 

the risk of COVID-19 infection for front-line HCWs was higher in all healthcare settings, but 

was the highest for those working in inpatient settings.23 High-risk departments included the 

pulmonology, infectious disease, intensive care unit (ICU), and surgical departments (with 

surgical procedures or interventional medical procedures  that produce respiratory aerosols) 

compared to the general department, where the risk of COVID-19 infection was lower.24 

Physicians dealing with COVID-19-positive patients had the highest risk of infection, when 

compared to nurses and to the general service employees.26 
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According to the UK biobank cohort study,27 HCWs had a seven-fold higher risk of severe 

COVID-19 infection than non-essential workers1. Despite controlling for socioeconomic, 

work-related, and health and lifestyle-related factors, the increased risk of severe COVID-19 

among HCWs remained unchanged.27 Since physicians are exposed to a larger initial viral 

load, COVID-19 disease is frequently more severe among them.28 Certain types of exposures 

and procedures done by doctors (such as intubation, direct patient contact, or contact with 

bodily secretions) have been linked to a higher risk of infection.29,30 In six studies that were 

included in the Epidemiology and Risk Factors for Coronavirus Infection in HCWs Living 

Rapid Review, physician’s exposure to the virus during endotracheal intubation of infected 

patients was strongly and persistently linked to an elevated risk for HCW Severe acute 

respiratory syndrome coronavirus 1 (SARS-CoV-1) infections. Of those six studies, four 

studies discovered that the risk was independently linked with exposure during endotracheal 

intubation.29 

Lanher et al. shared their experience from a teaching hospital in central Italy in assessing 

SARS-CoV-2 infection rates among HCWs. They found a low (2.7%) prevalence of SARS-

CoV-2 infection among HCWs, but it was higher than among the general population.31 

According to a worldwide systematic review of COVID-19 infections and deaths among 

healthcare workers that included literature published until 8th May 2020, among those HCWs 

who died from COVID-19, doctors were the largest group (51.4%) and among doctors, the 

highest risk of death was seen among general practitioners.32       

According to a study from Iran, physicians and nurses who were infected with COVID‑19 

suffered severe psychological burden after recovery and returning to work. This was because 

their number of work shifts increased, and fatigue did not allow them to work properly. 

                                                            
1 In that study, healthcare professionals, medical support staff, social care workers, education workers, food 
workers, transport workers, police and protective service workers were classified as essential workers while all 
other employed persons aged <65 years was considered non-essential workers. 
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Participants developed the impression that they were being treated as machines due to the 

behaviour of their hospital administrators.33 According to the findings of another study, 

family physicians who had been  infected with COVID-19 and had returned to work, 

experienced high levels of anxiety at work. Furthermore, family physicians' social 

relationships with their colleagues had deteriorated as a result of their dread of re-infection. 

The findings in that study were divided into two categories: anxiety and interpersonal 

interactions.34 

The literature on doctors' health highlights the importance of reducing barriers to doctors' 

access to health care.35 There is paucity of data and generally low quality of data regarding 

doctors as patients.35 A  lot of practicing doctors tend to have a GP assigned to them, but this 

does not guarantee proper access to healthcare.35 Long working hours and cultural challenges 

are systemic barriers to accessing healthcare that are more important than individual hurdles. 

A common topic found in several articles was embarrassment.35 According to Davidson and 

Schattner's research, 71% of physicians said they felt humiliated when they saw another 

physician. However, doctors use the word "embarrassment" to refer to a variety of other 

experiences.36 McKevitt and Morgan explained this, saying that while some doctors used it to 

signify their frequent unease with the patient position, others were expressing more particular 

worries, such as the possibility that their treating physicians could believe they were 

overreacting to a minor disease.37 In order to design and implement effective strategies to 

combat epidemics, it is important to understand the experiences of diseased healthcare 

providers.38,39 

1.2 Situation in India 

Globally, India has the second highest number of COVID-19 cases, thus placing it as the 

second highest disease burden country for COVID-19.40 The Indian Medical Association 

(IMA) announced that as on September 10, 2020 there were at least 382 COVID-related 
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fatalities among doctors in India.41 There are no official reports on the number of doctors 

infected with COVID-19.41 Until August 2020 doctors accounted for 0.5 percent of all the 

Covid-19-related deaths in India.42 According to the Indian Medical Association (IMA), there 

have been 196 documented deaths among physicians in India due to COVID-19 in the six 

months following the first COVID-19 case in India, on January 30, 2020.42,43 

IMA has also estimated that till September 10, 2020, there were as many as 2174 infections 

among doctors in India, with a case fatality rate (CFR) of 16.7% among doctors, which is ten 

times the general population's CFR of 1.7 percent.44 There are various news reports on 

doctors’ COVID-19 related mortality, the highest estimate being as high as 1342 deaths by 

June 2021.45 According to a news report in December 2021, in Madhya Pradesh, a total of 40 

physicians had died due to COVID-19 while performing their duty during the pandemic.46 

The official number of healthcare professionals who died due to COVID-19 remains 

unconfirmed in Madhya Pradesh.41 

Healthcare in India is provided through a combination of private and public setups; however, 

many private hospitals closed their doors during the pandemic.47 There have been several 

reports from the IMA that, in order to fulfil government strategies, the doctors managing 

COVID-19 patients working in the private as well as public sectors have received harassment 

from their administrators like district magistrates and tehsildars (sub-divisional magistrate) 

who lack expertise in medical field and public health.42 The burden related to high number of 

COVID-19 patients, and harassment from administrators have also led to a neglect of patients 

suffering from other-than-COVID-19 diseases.42 The pandemic has placed healthcare 

professionals under increased workload and at a higher risk of exposure.48 Furthermore, this 

pandemic has highlighted many expressions of stigma.9,49–51 In India, doctors and nurses have 

been forced to evacuate their homes, and there have been instances of physical abuse in 

several parts of the country.9,52 Threats made over the phone, intimidation, verbal harassment, 
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bodily assault, physical non-injurious assault, physical assault causing minor or grave injury, 

murders, vandalism and arson are all examples of violence endured by medical professionals 

during the COVID-19 pandemic.53 Medical personnel who have been subjected to violence 

seem to suffer from psychological disorders, which can lead to absenteeism and, hence, 

serious implications for community health.53 There have been various reports of private 

hospitals overcharging COVID-19 patients, which led to larger numbers of people seeking 

care in government healthcare facilities during the pandemic.47,54 The need of seeking care in 

government facilities and lack of resources has led to restlessness amongst the public and 

people have even shown their aggressiveness towards doctors by physically and verbally 

threatening them.42,55      

According to the findings of a survey conducted between April 26th and May 18th, 2021, in 

India, male gender, increasing age,, daily exposure to COVID-19 patients and pre-existing 

medical comorbidities were all linked to higher COVID-19 infection severity among 

vaccinated but infected HCWs.56 Daily exposure to COVID-19 patients was revealed to have 

a significant positive association with infection severity in HCWs as measured by the need in 

hospitalisation and Remdesivir medicine, but was not associated with the need for steroid or 

ventilatory support. Over 30 percent of doctors were infected with the virus even after two 

doses of vaccination.56 

 

2. Study rationale and aim 

The proposed study is a response to a prime issue of the hour in the state of Madhya Pradesh. 

The present pandemic has added to the pre-existing high stress levels among doctors. 

Currently there are no studies on doctors as patients and doctors who have worked during the 

COVID-19 pandemic in Madhya Pradesh state. There is a need to explore the experiences of 
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doctors in order to understand their challenges and plan strategies to mitigate situations like 

epidemics and pandemics in the future.8,9,15,35 

According to census 2011, Madhya Pradesh has a population of around 73 million, out of 

which about 72% is classified as rural.57 Health care services – outpatient and inpatient care – 

in such rural areas are provided mainly through government facilities in Primary Health 

Centers (PHC) and Community Health Centers (CHC), which are based in villages and tehsil 

(small town) level.57–59 Madhya Pradesh is one of the poorest states in India. Exploring the 

experiences of healthcare staff at poor rural settings can be very useful to sustain workers and 

enhance their capability to fight the pandemic in such settings.5,35,51  

The aim of this study is to qualitatively explore the experiences of doctors who worked with 

COVID-19 patients in Madhya Pradesh, India and were infected with SARS-CoV-2 virus. 

The main rationale for choosing a qualitative approach is to gain a better understanding of the 

social and mental conditions of the participants through in-depth interviews.60 The reason for 

targeting doctors in this study is that physicians had a higher risk of getting infected with 

COVID-19 when compared to other occupational groups.27,48 Doctors also had a 

greaterchance of developing a severe form of COVID-19 disease which makes them a 

vulnerable group.56        

 

2.1. Research questions 

This study seeks to answer to the following research questions: 

1. What were the perceived reasons of getting infected among healthcare providers who were 

infected with COVID-19? 

2. What was their experience when they had the coronavirus disease? 
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3. What were their post-recovery experiences related to their recent infection with COVID-

19?  

 

3. Methods 

3.1. Design 

Phenomenological qualitative research through in-depth interviews will be used to explore 

and understand the experiences of doctors who were infected with COVID-19.61,62 

3.2. Setting and study participants 

According to WHO criteria, there must be one doctor for every 1,000 patients; however, in 

Madhya Pradesh there is only one doctor for every 17,192 patients. As a result, the doctor-to-

patient ratio in Madhya Pradesh is extremely low.63,64 This ratio indicates that doctors are 

extremely overloaded with work, and as per the literature review physicians were the most 

vulnerable group among HCWs in terms of COVID-19 infection, working under such 

pressure would make them even more vulnerable to severe infection.12,27,32,63,64 Therefore, 

providers that are PHC and CHC doctors serving COVID-19 patients in rural regions of 

Madhya Pradesh who were infected with COVID-19 will be targeted in this study. The study 

participants will be recruited through purposive convenience sampling technique. Participants 

will be initially identified through the student’s personal contacts and thereafter using 

snowball sampling technique. All participants will be first approached via a phone call. 

Number of participants interviewed will be finalised according to code saturation and 

meaning saturation.65 All eligible doctors who agree to participate will be interviewed 

through a semi structured interview guide.  

 

3.3. Data collection 



9 
 

Data collection via in-depth interviews will be done by the student-investigator who is an 

MPH candidate at the Turpanjian College of Health Sciences at the American University of 

Armenia. She has received a training course on qualitative research methodology as a part of 

her MPH course. The interviews will be conducted in English language as the participants are 

fluent in English. The interviews will be conducted in person at a place and time that is 

convenient for the participant. The interviews will be recorded after receiving oral consent 

from the participants after ensuring them that all the information they provide will be 

processed and evaluated confidentially. Field notes will be taken concurrently during the 

interviews for further review along with transcripts. 

 

3.4. Interview guide 

A semi structured interview guide was developed by the student investigator. It contains 

open-ended questions and probes. It will be used to collect enriched in-depth data on the 

study subject.66 The development of the interview guide was based on the available literature 

on this topic as well as the local cultural context in India.11,34,67–72 The guide contains four 

main sections. The first section is about the perceived reasons for getting infected. Second 

section includes the experiences of participants while they had the disease. Third section is 

about the experiences of participants after recovery, related to their recent infection. The last 

section includes general questions and considerations for improvement. The interview guide 

will be pretested and discussed prior to the interviews to ensure its accuracy. The interview 

guide is presented in Appendix 1. 

 

3.5. Data management and analysis 
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All the interviews will be transcribed verbatim. Data analysis will be data driven. Inductive 

analytical approach will be used. It will apply thematic analysis in order to identify and 

analyse themes in the data by using thematic codes. The analysis will be done in two stages. 

The first cycle of coding will derive main codes. The second cycle of coding will be done to 

identify main patterns and themes from the data. 

Audit trail shall be conducted as a strategy to tackle issues of reliability, confirmability and 

reflexivity. Audit trail will include the process of generating codes and themes. Peer 

debriefing will be conducted after the interviews.73 Member checks will be done after 

completion of the data collection.74,75 

 

4. Logistic considerations and timeline 

The student investigator will work under the guidance of the advisors of the thesis project. 

The study implementation process began from application to the Institutional Review Board 

of American University of Armenia in the beginning of July 2022. The data collection will be 

done till the end of August 2022. The process of data handling and analysis will be done 

in August and September 2022. The estimated time to complete the study is three months. 

The detailed schedule of the study is presented in Table 1.  

 

5. Budget  

The main constituents of the budget will include salary of the study coordinator and 

administrative costs. Administrative costs will include office rent, transport rent, stationery 

costs, monthly calling plan, internet connection and hard disk. The estimated cost of the study 

is 1,097,000 AMD (Around 2,500 USD) presented in Table 2. 
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6. Ethical considerations 

The Institutional Review Board of the American University of Armenia considered the study 

procedures as compliant with the AUA IRB's criteria. If funding is obtained to carry out the 

proposed project, it is required to reapply for IRB review and approval with all the updated 

protocols. Participants will be informed about the scope of the study and oral consent will be 

obtained from all participants before each interview (Appendix 2. Oral Consent). The 

confidentiality of the participants will be ensured by not recording their personal details such 

as names or phone numbers. Recordings of the interviews will be kept in personal electronic 

devices of the researcher, protected with password, and will be destroyed immediately after 

the analysis. The study does not have direct risks for participants. The participants will be 

informed that they will not have any direct benefits from this study. 
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Printing Materials    

Participant Recruitment    

Data Collection    

Data Handling and Analysis    

Final report    
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Table 2. Budget 

Budget Item Appointment 

type 

Number of units 

required 

Amount per 

unit 

Total 

Personnel Salaries 

Study 

Coordinator 

Monthly 3 200,000 AMD 600,000 AMD 

Administrative Costs 

Office Rent Monthly 3 100,000 AMD 300,000 AMD 

Transport Rent - 1 100,000 AMD 100,000 AMD 

Stationary items 

Papers pens 

- 1  10,000 AMD 

Calling Plan Monthly 3 2,000 AMD 6,000 AMD 

Internet 

connection 

Monthly 3 7,000 AMD 21,000 AMD 

Hard Disk - 1 60,000 AMD 60,000 AMD 

Grand Total    1,097,000 AMD 
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Appendix 1: Interview Guide 

Experiences of healthcare professionals in Madhya Pradesh, India, infected with 
COVID-19: A qualitative study 

Interview Guide 

 
Interviewee ID:  ____________ 

Date (DD/MM/YY):  ___/____/_____ 

Interview start time (hh:mm): ____:_____  

PART 1: 

Demographic Information 

Please answer to the following questions: 

1. Your age (completed years): ________ 

2. Your gender:  □ Male  □ Female 

3. Your hospital is a:  □ CHC  □ PHC 

4. In total, how many years have you worked in the rural setting? _______ 

5. Your specialization: _______________________________ 

6. In total, how many years have you worked with your specialization: _______ 

7. How many family members do you have (living with you)? ________ 

 
PART 2 

Introductory question 

Could you please describe your work role in the COVID emergency? Probe: Work 
shifts, hours, department. 

 
Section 1: Let’s discuss the circumstances when you got infected. 

1. What do you think about the reasons you got infected? Probe: How many times you 
were infected? What was the time, situation, use and availability of PPE at that time 
when you got the infection? What was the probable source/reason of your infection? 
How did you make decisions about the use of PPE? What protective measures were 
undertaken in your facility to prevent the transmission of infection? By whom? What 
do you think about those measures (timeliness, effectiveness)? 

2. Could you please comment on the availability of PPE at your workplace? Probes: Did 
you trust the quality of PPE? How is it to work in PPE for long hours? Were there 
instances when you violated the rules of personal protection? 

3. What was the process of getting the diagnosis of COVID-19 (at the most recent 
infection if there were more than one)? Probes: How and where the symptoms started? 
When and how were you tested? How many times were you tested?  
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Section 2: Now let us talk about the time you had COVID. 

4. Could you please describe your own experience of Coronavirus disease? Probe: What 
were your symptoms? How did your symptoms change? Were you hospitalized? 
What treatment did you receive? 

5.  How did you react to your own condition? Probe: What did you feel during the time of 
isolation? How were you doing mentally and emotionally?  

6. What kind of assistance did you require to get through this period of your life? Probe: 
Did you get the needed assistance? If yes, from whom? Did you notice how people 
(neighbours, friends) communicated with you? Did they avoid communication or 
were they normal or supportive? 

7. What were your concerns related to your family members at the time you were infected? 
Probes: what was their situation, were they isolated/hospitalized, elaborate? 

8. What were your concerns during this time? Probe: Did you encounter any difficulties at 
this time? If yes, elaborate. Did you worry about the outcome of your disease? About 
something else? 

9. How did you feel about your family and friends' health at this time? Probe: Were your 
family members and friends infected with COVID-19 during the same time? Did you 
or they blame you for their infection? 

10. What were your feelings about not being available for your patients? Probe: How did 
you feel for your patients? Were there any concerns, elaborate? 

 

Section 3:  Now let’s talk about your experience after recovery. 

11. How did you feel after the acute phase of disease was over? Probe: Did you recover 
completely, or did you still have some complaints? What was your emotional state 
after the isolation period/discharge? 

12. How was it for you to return back to your normal life? Probes: Did you face any 
difficulties after the disease? How did you adapt to your work life? Has your job role 
been affected by your condition? If yes, how did that affect you?   

13. Did the experience of getting infected with COVID-19 change your views? Probes: 
How did you treat your patients after your own experience? What are your overall 
views as a physician on COVID now? Probe: Have your views changed after being 
infected with COVID? 

14. According to you, when should COVID-19-infected healthcare personnel return to 
their jobs? Should their work circumstances/conditions be changed after they return? 
How and why?  

15. How was the attitude of people around you after the disease? Probes: neighbours, 
patients, colleagues, how were they treating you after the isolation? Did you face any 
stigmatisation? If yes, elaborate. If not, elaborate. 

 

Section 4: Now let’s discuss some general issues related to the pandemic and how the 
situation could be improved in future. 

16. Could you please describe your experience during the time of crisis? Probes: What 
was the attitude of your co-workers? How were your patients and their attendants 
treating you? 

17. Could you please tell us which elements of working in the pandemic were particularly 
challenging? 
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18. Is there anything else that you would like to share regarding your COVID experience? 
19. Is there anything that could be done differently according to you in case there is a 

similar situation in the future? 

 
Thank you! 

Interview end time (hh:mm): ____:____ 
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Appendix 2 American University of Armenia 

Turpanjian College of Health Sciences 

Institutional Review Board #1 

Informed consent form for participants 

Hello, my name is Oce. I study at the Turpanjian College of Health Sciences (CHS) at the 

American University of Armenia (AUA) and as part of my master thesis project I am doing a 

project to explore the experiences of doctors who had COVID-19. I am inviting you to take 

part in this project interview because you have worked during the pandemic and you were 

also infected with COVID-19, and we would like you to share your insightful experiences 

throughout this challenging period. Your involvement will only be in this interview and it 

will take approximately 30 to 60 minutes. You will be one of roughly 15 people who are 

going to participate in these interviews. Your participation in this study is voluntary.  During 

the interview there will be questions about your experience while working in the pandemic, 

getting infected and finally returning back to work after recovery. You can refuse to answer 

any of the questions or can stop the interview at any time if you feel uncomfortable. There is 

no financial compensation or other personal benefits from participating in this interview other 

than the opportunity to share your experiences. It is possible that the information obtained 

from you will inform the research community and governmental bodies about doctors’ 

conditions as patients during pandemics. With your permission, I will record the conversation 

on audio and write down a few notes to make sure we do not miss out on any of the 

information that you provide us with.  Your entire information will be kept private. Your 

name will not be mentioned anywhere, and the final report will just provide a summary of the 

results of all the interviews. My notes and recordings from the study will be kept 

anonymously and without any information that could identify you. At the conclusion of this 
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project, the recording will be deleted. The final study conclusions may include quotes from 

the interview, but they will be totally anonymised. If you have any inquiries about this study. 

you can call Dr. Anahit Demirchyan, Senior Researcher, Center for Health Services Research 

and Development (CHSR) and Research Assistant Professor at AUA Turpanjian College of 

Health Sciences (CHS), on her phone number (374 60) 612562 and via email 

ademirch@aua.am. If you feel there was any unfair treatment or think you have been hurt by 

joining the study you should contact Ms. Varduhi Hayrumyan, the Human Protections 

Administrator of the Institutional Review Boards of the American University of Armenia 

(374-60) 612561 and via emailauairb@aua.am. Thank you. Do you consent to taking part in 

this interview? If YES, may we move forward? Do you agree with the audio recording? If 

YES, I will switch on the recording device and we will start the interview. 


