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Abstract 

The spread of Covid-19 and the lockdown have brought in acute 
deprivation for rural, marginalised communities with loss of 
wages, returnee migrants and additional state-imposed barriers 
to accessing facilities and public provisions. Patriarchal norms 
amplified in such a crisis along with gender-blind state welfare 
policies have rendered women in these communities “invisible”. 
This has impacted their access to healthcare, nutrition and social 
security, and significantly increased their unpaid work burden. 
Several manifestations of violence, and mental stress have 
surfaced, diminishing their bare minimum agency and rights and 
impacting their overall health and wellbeing. This article looks 
at these gendered implications in the context of rural, tribal and 
high migrant areas of South Rajasthan. We have adopted an 
intersectional approach to highlight how intersections of several 
structures across multiple sites of power: the public, the private 
space of the home and the woman’s intimate space, have reduced 
them to ultra-vulnerable groups. 

Keywords: marginalised communities, gender-blind policies, 
migrant returnees, intersectionality, tribal women

Background

The region of South Rajasthan is predominantly rural and tribal 
with 46% households (1) having a migrant member employed 
in the informal sector. As the nationwide lockdown was 
announced in India on March 24, 2020, over 50,000 migrants 
(2), caught in a crisis of wage loss and lockdown restrictions, 

travelled hundreds of kilometres on foot, back to their villages 
in Southern Rajasthan in extreme hardship. With low wages 
and no savings, existing health needs, widespread malnutrition 
and limited means to buy and stock perishables, these 
Adivasi1  families have been struggling mentally, physically 
and economically to cope. The rapid spread of rumours and 
myths around the nature and spread of Covid-19 have further 
fuelled their anxieties, given their low levels of literacy and 
poor access to authentic information. These myths (3) range 
from coronavirus being a “disease created by the rich to kill the 
poor” to an apocalyptic event that can be averted by fasting to 
placate local deities. Similarly, screening of migrant members 
for Covid-19 was interpreted through hearsay as “police and 
health authorities picking up migrants and shooting them to 
death”. These accounts reflected a heightened sense of fear and 
uncertainty in the community around Covid-19, amplified by 
the harsh challenges imposed by the lockdown. 

The economy, across strata, has been severely impacted by the 
nation-wide lockdown to curb spread of the disease. However, 
the health risks, impact and burdens, significantly vary across 
the intersections of caste, class, gender, ethnicity, etc. Both 
central and state governments in India undertook several 
measures to contain transmission and mitigate the aftershocks 
of prolonged lockdown. Implementing these welfare measures 
in an ethical, inclusive and equitable manner requires taking 
cognisance of the “invisible” groups who are worst affected, 
and prioritising them within the ambit of welfare. However, in 
implementation of the current policy measures, the gendered 
implications across structural intersections have been 
overlooked and remain a blind spot (4, 5). There is a dearth of 
research that takes gender as an intersectional lens to analyse 
the implications of Covid-19 and the lockdown. Therefore, 
despite response mechanisms being in place, several forms of 
deprivation, challenges and barriers continue to affect the lives 
of women from marginalised communities.

Intersectional approach to understanding gendered 
implications of Covid-19 and lockdown

Analyses of the impact of Covid-19 and lockdown have 
often looked at diverse vulnerable population groups as 
“homogeneous units” (6) such as all women, all migrants, the 
elderly, etc. Such homogenisation has overlooked several 
layers and experiences of the impact, which are determined by 
structures of power and social position. This results in missing 
out the vulnerable, even among the marginalised, from the 
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ambit of uniform policy implementation. An intersectional 
approach is needed to understand the interplay among 
structures such as caste, class, race, ethnicity, gender and 
demonstrate how individuals across population groups share 
more relative disadvantages than others, at a given point in 
time and space.

Rural southern Rajasthan, home to lakhs of families across 
five prominent districts of Banswara, Udaipur, Dungarpur, 
Kherwada and Pratapgarh, is a region with extremely low 
development indicators. The characteristics of migration (7), 
geographical remoteness and their predominant presence 
in the informal sectors of the economy have persistently 
kept these communities out of the agenda of development. 
Within these communities, women are further marginalised 
with female literacy being as low as 30% (8), 55% of women 
being malnourished (9), 78% of rural women working as 
unskilled manual labour (10), in addition to lack of access 
to landholdings. Therefore, across spaces governed by 
patriarchal norms, these conditions render women from 
these Adivasi communities “invisible” with little or no agency, 
further aggravated by the pandemic and the unprecedented 
lockdown. 

The aftershocks of the pandemic have resulted in existing 
inequities deepening further as well as gaining visibility 
through the media and government authorities prioritising 
mitigation of the Covid-19 crisis. However, gender inequity, and 
more importantly, the gender interstices cutting across class, 
caste and region have remained unrecognised. Thus, policies 
aimed at managing the repercussions of lockdown have been 
gender-blind or based on the assumption that “all women” 
undergo the same experiences and hence the uniform set of 
measures announced would help everyone.  We examine how, 
in this process, women from the marginalised communities 
such as Adivasis in rural and low-income households, have 
been affected during this period. We use an intersectional 
approach to look at the gender inequities stemming from 
the “multiple sites of power” (6) which these women interact 
with in the public sphere, the private space of the family and 
in the intimate sphere of the self. Even within this group, 
the impact and intensity are varied given the woman’s 
position and socio-economic and cultural status within her 
immediate community. We use the context of these rural, tribal 
communities of South Rajasthan to illustrate this.  The insights 
are informed by our engagement with women from these 
communities in the early phases of the lockdown (second 
half of March till mid-May, 2020) through a tele-counselling 
initiative undertaken to support the community during the 
lockdown. These insights have been supplemented with 
evidence from secondary data resources around the same time.

Excluded from the “welfare” agenda: Gendered 
implications in the public space

The current precarious situation demands a well-functioning 
and responsive public safety net to protect the communities 
from slipping further into a crisis. However, gender-blind 

public provisions across public health, social security policies 
and flaws in policy implementation have persistently 
excluded these women within the state agenda of “welfare” 
or “relief”. Despite provision for women’s representation in 
local governance at the Panchayat2, the prevalence of the 
illegal, patriarchal tradition of Sarpanch pati, Sarpanch sasur 
or Sarpanch devar3 persists unchecked (11). Such traditions 
entitle the husbands and even the male in-laws of the elected 
female representatives to act as de facto heads of the local 
governance body (the Panchayat) and invest them with the 
real decision-making power. These practices reduce the scope 
for women’s voices to be represented in the local governing 
bodies. This is compounded by structural barriers (12) such as 
illiteracy, unequal wages and patriarchal impositions affecting 
access to public provisions and entitlements for women 
especially during a pandemic like Covid-19. The following 
examples demonstrate some of these inequities due to flaws 
in response measures and restricted access of women in the 
public spaces:  

Suspension of essential services within healthcare 

India’s current health system is being stretched to tackle the 
spread of Covid-19, while the country shares a high burden 
of maternal mortality (13) and deaths due to diseases such 
as tuberculosis (TB). In rural and tribal areas, the burden is 
higher than the national average (14). According to the Tribal 
Health Report, 2017, 80% of the cases of malaria in India are 
prevalent in remote tribal areas; and prevalence of TB is over 
703 per lakh population, compared to the estimated country 
average of 256 per lakh. With the current focus on combating 
Covid-19, continuity of care for managing the pre-existing 
burden of diseases has been severely affected in rural areas 
as the inefficient health system struggles to respond to both. 
Utilisation of healthcare services has therefore dwindled 
generally during this period (15), even more so among women 
due to their restricted movements. Despite health ministry 
directives on March 26, 2020 to primary health centres (PHCs), 
TB Units and community health centres (CHCs) for sourcing of 
TB medicines from nearby centres and making them readily 
available for TB patients (16), implementation has been poor 
in these areas with a lack of fully functioning PHCs, and severe 
dearth of self-driven and empathetic care providers.  Inability 
to access medicines or timely care, and acute hunger due to 
food scarcity has meant that several TB patients, mostly men, 
in these remote villages have risked defaulting from treatment 
and increased susceptibility to drug resistance and mortality 
(17). Consequently, their family members have been put at 
higher risk of contracting the disease.

Essential routine care such as antenatal check-ups, and 
vaccination came to a standstill with the lockdown (15), 
severely impacting the health of pregnant women and 
children in these underserved areas dependent on monthly 
sessions organised by the government to provide antenatal 
check-ups, contraceptives, and immunisation in their villages. 
The prolonged stay of their migrant partners with uncertainty 
around their return to work and absence of contraceptive 
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availability have put women at higher risk of unwanted 
pregnancies. Similarly, menstrual health and hygiene have 
been affected in the absence of available options. While older 
women resort to cloth napkins, adolescent girls have faced 
challenges as they largely relied on sanitary napkins provided 
in schools. The closure of schools, shutdown of shops (often 
the only shops in rural areas)  and fear of the police as a result 
of lockdown have pushed many women  to adopt unhygienic 
practices such as use of old cloth and  rags (that are not 
disinfected or barely sundried) increasing their susceptibility to 
reproductive tract infections. 

Exclusionary and weak social security

On March 26, 2020, the Finance Minister (18) announced a 
flurry of relief measures aimed at helping poor widows, women 
beneficiaries under the Jan Dhan Yojana, the Ujjwala scheme 
and self-help groups under the National Rural Livelihood 
Mission (NRLM). While the measures announced were 
welcome, a substantial proportion of these poor households 
have been excluded due to enrolment barriers. 

Under the Food Security Act, families were entitled to 
additional foodgrains as part of relief. However, 25% of the 
families in these villages do not possess a ration card (9). 
Moreover, several supply chain and distribution glitches 
marred by corruption have left out vulnerable families from 
the ambit of relief. The Government of Rajasthan had also 
announced additional food packages for single women (19). 
However, ground reports from two rural blocks of Udaipur 
highlight that only 25 packets were delivered per Panchayat 
in the month of April, making it five families per village. 
The implications for ultra-vulnerable families such as single 
women-headed households with ailing family member have 
been even worse, leaving them in hunger and deprivation. 
With a very limited social network and community collective, 
very few women, especially single women have the agency to 
contest corrupt practices and illegal hoarding. Similarly, many 
migrants returning from the cities did not find themselves 
enrolled in any of the existing social security schemes available 
in the village. It was only in May 2020 that the Government of 
Rajasthan announced free distribution of rations for migrant 
families in which 1.2 million migrants from Rajasthan were able 
to register themselves online (20).

Similarly, in the wake of acute food scarcity, closure of 
Anganwadis 4 (day care creches) has further affected pregnant 
women, lactating mothers and children with no alternate 
access to food (21). In such crises, patriarchal norms constrain 
women and girls to reduce their own intake of food for the rest. 
This eventually results in inadequate nutrition in new-borns 
and poor feeding practices among children, thus perpetuating 
the malnutrition cycle. During this period, food shortages 
had disproportionately affected the nutrition levels of young 
married women and young girls in the household.

Launched in 2016, the Ujjwala scheme, aimed to provide free 
cooking gas cylinders to 50 million BPL beneficiaries. Only 
67% of the 3000 families across six rural blocks of this region 

had access to gas cylinders under the scheme, according to a 
study undertaken by Aajeevika Bureau in 2020 (22). By the 
beginning of 2019, the provision of kerosene, as the alternative 
to liquefied petroleum gas (LPG) had also been discontinued 
under the public distribution system which increased the 
demand for LPG cylinders. As part of lockdown relief, those 
not enrolled under the Ujjwala scheme were eligible for 2.5 
litres of kerosene oil for the three months of April to June 2020. 
However, our observations in the community revealed that 
the implementation is yet to be undertaken. Currently, women 
and girls from the excluded households for gas cylinders are 
bearing the additional burden of collecting firewood during 
the lockdown. This also puts them at a higher risk of respiratory 
conditions due to prolonged exposure to indoor air pollution 
caused by the smoke from cooking on firewood (23).

Under the Pradhan Mantri Jan Dhan Yojana, women 
beneficiaries are entitled to INR.500 per month as relief 
support. For an average family size of five, this amount is 
small and narrowly targeted. In our interaction with e-mitras 
in Udaipur’s Gogunda block, we had found that over 30% 
accounts had become inoperative within a month of 
opening. Even among the women account-holders with 
active accounts, obtaining the amount meant walking 
up to 10 -15 kilometres to get to the nearest bank during 
lockdown. Additional barriers in accessing their accounts were 
erratic network or biometric inactivity.  For single women 
with children, these trips involve the extra responsibility of 
managing time out to visit the bank. In some pockets of this 
region, disbursement has been innovatively done through 
bank correspondents (24) who are point persons for cash 
withdrawals and enquiries on bank balance in the village. 
However, scaling such initiatives in these areas remains a 
challenge due to dearth of educated and trained locally 
available persons, organisations, and Panchayat members who 
can coordinate the initiative effectively and transparently.

State imposed barriers to access 

State-imposed measures for ensuring lockdown have 
intermittently turned oppressive, curbing women’s ability 
and agency to navigate the public space. Several first-hand 
accounts of women from these areas reveal a rise in strict 
police enforcement of the lockdown. The lockdown amplified 
by the imposition of the patriarchal institution of the police 
pushed women further into their homes, snapping access to 
the public space. Absence of transport facilities and overall 
strict imposition of lockdown has created additional barriers 
for women in seeking healthcare and essential goods. This 
has a detrimental impact, especially when appropriate care-
seeking among women (25), more so among tribal women (14), 
is lower in frequency and promptness than among men due to 
lack of autonomy, paucity of time, and distance. Concurrently, 
police checks have also posed additional burdens and 
anxieties for women.  Typically, cattle grazing is an activity 
undertaken by both men and women, especially adolescents. 
Due to the stringent lockdown, cattle grazing has been curbed, 
resulting in women bearing the additional burden of procuring 
water and fodder for cattle.
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No wages, no benefits, no safety: Excluded within the 
workforce

Although there has been a rapid feminisation of informal 
labour over the past 30 years, Adivasi women are unable to 
access better paying or skilled jobs which are less dependent 
on intermediate contractors (10). Uncertainty because of 
the pandemic looms large for the female workforce in these 
communities. Engaged in the lowest paying tasks in labour 
intensive work such as construction, there is an increased 
anxiety around availability of employment opportunities post 
the lockdown. 

Provisions under the Mahatma Gandhi National Rural 
Employment Guarantee Act (MGNREGA) have played a vital 
role in generating employment opportunities for women in 
these areas. On April 15, 2020, after the temporary suspension 
of MGNREGA, resumption of work and payment of pending 
wages under the Act was announced (26).  However, work 
remained suspended in many villages with only 68,340 
households being provided with work across Rajasthan 
in April, 2020 (27). With migrant returnees who have lost 
job opportunities, the demand for work at MGNREGA sites 
has increased to the point that current provision is grossly 
inadequate to meet the need (28). Additionally, in the absence 
of strong local governance systems, many individuals in these 
remote tribal villages still had not received the pending wages 
announced by the government.

For women engaged in the construction sector, in brick 
making and cane cutting work, the conditions are equally 
dismal. Women’s individual entitlements in such forms of work 
have not been recognised in the labour law regime (10). In 
construction work, women are engaged in the lowest paying 
and the most labour intensive work, such as carrying cement 
and bricks on their heads, mixing soil and cleaning work sites. 
Moreover, about 42% of rural women migrant workers (10) are 
engaged in pairs where they work with a male counterpart 
from the same family (known as the jodi system). In this system, 
the male is seen as the primary worker and the woman is 
not even recognised as an independent worker. This leaves 
no scope for individual income or entitlements for women 
workers tied to these patriarchal systems of employment. It 
is for the same reason, many women construction workers 
have not been registered under the Building and Other 
Construction Workers (BoCW) Welfare Board, and hence not 
eligible for the current financial relief provision (29).  

Locked down at home: Gendered implications in the 
private space

With migrants returning home, there has been a higher risk 
of Covid-19 transmission among family members, greater 
susceptibility to domestic violence, and increase in domestic 
work with no respite or support. The following examples 
demonstrate the implications:

Double burden and increase in unpaid care work

With children home-bound and husbands back at home, 
women’s dual burden of managing home and the field have 

intensified with additional responsibilities piling onto existing 
ones. While household income fell, there has been an increase 
in the women’s unpaid labour in domestic activities such as 
fetching water, cooking meals, washing clothes – to ensure 
the survival of the household (30). This has further delineated 
them from being income-dependent labour and pushed them 
into the socially engendered role of “caregiver” associated with 
unpaid labour.

With the increase in unpaid work and the absence of support 
from male family members, the women’s mental and physical 
exhaustion have also been aggravated by the lack of food, 
income, and an uncertain future. Single women households, 
with a limited social network and no savings are finding it 
extremely difficult to manage during the lockdown. India has 
71. 4 million single women, with 62% of them living in rural 
areas (31). Many single women with limited resources and 
children to feed had to walk long distances to work as wage 
labour in households owning agricultural land (32). Living a 
dignified life remains a distant utopia for them. 

Unsafe homes and absence of a support system

Globally, the most horrific impact of the lockdown has been 
an increase in domestic and intimate partner violence (33). 
According to the National Commission of Women, India, 40% 
cases they received were related to domestic violence (34) 
during the first phase of the lockdown. It was no different 
in these tribal communities where the women recounted 
incidents of harassment and violence inflicted by husbands 
(35). Problems imposed by the nationwide lockdown ‐ 
unemployed male family members, severe income loss 
in the household and alcoholism ‐ were compounded by 
the underlying gender discrimination of patriarchal family 
structures, thus creating social sanction for widespread 
domestic violence in these communities, during the lockdown.  
Lack of access to a police station for help, obstruction 
of movement by the perpetrator, and more importantly, 
unresponsiveness of the police posed barriers to access timely 
help. Although, the Commission released a WhatsApp number 
as helpline, rural Indian women’s access to mobile phones 
is merely 30% (with access to the social media even lower) 
(36). According to NFHS 4 (37), only 25% of tribal women in 
Rajasthan can use a mobile phone, of which only 45% can 
read a text message.   It is therefore evident that several cases 
relating to violence in rural, tribal areas have gone unreported. 
In most of these rural, tribal pockets incidents of domestic 
violence are resolved through community congregations 
involving members of the Panchayat. However, such informal 
means of conflict resolution with no representation of women 
and no voice for the survivor results in a token bare minimum 
compensation offered to the head of her maternal family, 
or more often, the survivor is instructed to return to the 
perpetrator’s family. 

Who is responsible? Gendered implications in the 
intimate space

Within the intimate space of the “self”, woman’s agency is 
shaped by experiences from the intersecting structures of 
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power across different domains. Thus, when Adivasi women 
interact with exclusionary policies, faulty implementation 
systems and the patriarchal order with in family, they find 
themselves the “object of blame”. This leads to internalising 
a sense of being responsible for their own predicament. 
Due to myths around Covid-19 and its cure, women in 
Adivasi households have internalised gendered ritualistic 
norms such as assuming accountability for warding off the 
disease by continuous fasting. These practices will, further 
disproportionately impact women’s health especially for those 
with existing morbidities such as tuberculosis, severe anaemia, 
or disability who are also stigmatised due to pre-existing 
disease and seen as a burden and easily dispensable by family 
members in patriarchal households.

At several levels, the interaction of women in the constricted 
public and private spaces and the unquestioning 
internalisation of the gendered burden and blame have 
percolated into mental health issues of anxiety and depression, 
with no space to vent or seek support. To combat mental 
health concerns due to prolonged lockdown, government 
and private organisations have launched initiatives such as 
telephonic helplines and entertainment medium. However, 
these facilities (by design) remain accessible only to women 
of the urban upper and middle classes with their own mobile 
phones. For many women in deprived communities, who can 
only receive calls or have to rely on their husbands to dial up 
contacts for them, helplines remain inaccessible. Stringent 
lockdown also results in an inability to access their existing 
support system in the neighbourhood. Undoubtedly, for 
women from these rural, tribal areas with aggravated stress 
due to increased work burden, uncertainty around food and 
income, compounded by fear of abuse, there has been no 
respite or escape.   

Policy recommendations

The global pandemic and the lockdown have brought to 
light the dire ethical repercussions of neglecting structural 
influences while designing and implementing policies. 
Now more than before, the experiences of vulnerable 
communities are increasingly finding prominence. However, 
the intersections of structures of power are yet to be 
considered significant enough to respond effectively. The 
insights we have gained make it imperative to use a gender 
and intersectionality lens to understand and mitigate the 
deprivations that have stemmed from Covid-19 and the 
lockdown. We recommend below immediate steps and long-
term actions that need to be implemented:

Immediate steps:

1. Current social protection schemes need to be inclusive

 • Universalising MNREGA for all members of a 
household, above 18 years, and mandatory payment 
of pending wages must be ensured promptly. This 
should be supported by direct disbursement of 
cash through the panchayats in the interim period, 

especially for ultra-vulnerable families such as 
single women households, and households with 
chronically ill family members.

 • Speedy registration of women construction workers 
under the BoCW, at the panchayat level must be 
done as the lockdown is being phased out. This 
should be implemented with immediate effect 
to ensure social security for women construction 
workers. 

 • Cash disbursement under Jan Dhan Yojana needs 
to be increased to at least INR 9750 ‐based on the 
recommended minimum wage rate of INR 375 per 
day (38) ‐ and disbursed through panchayat level 
cash payments. This should be specifically assured 
to vulnerable migration-dependent families or 
single women families. 

2. Leveraging existing services of health and nutrition

 • Ensuring services under the Integrated Child 
Development Scheme (ICDS) as well as routine care 
under PHCs (antenatal care, immunisation, postnatal 
care access to contraception and safe abortion), 
access to sanitary napkins and access to medicines 
for chronic ailments should be deemed “essential 
services” and prioritised.

 • Ensuring fully functioning PHCs and sub-centres 
responding to other health conditions, especially 
disease burden prevalent in these areas, with 104-
108 services catering to the transport of the needy.

 • Reorganisation of essential healthcare services must 
be initiated in public health facilities by drawing 
on best practices from several non-governmental 
primary healthcare organisations, and response 
models of successful states like Kerala for ensuring 
continuity of care.

 • Access to food grains should be universalised under 
the Food Security Act through PDS and in these 
challenging times, transparent implementation 
needs to be prioritised and closely monitored by the 
supervisors.

 • Anganwadis should resume services by redesigning 
service delivery in the form of cooked meals 
distributed to the households or at the least ensure 
take-home ration provided to the beneficiaries. 

3. A state level, operational, toll-free women’s helpline is 
extremely necessary 

 • This should be available for counselling as well as 
reporting incidents of violence. Alternatively, female 
community members such as Accredited Social 
Health Activists (ASHAs), Anganwadi workers or 
leaders of self-help groups or womens’ collectives 
should be trained and prepared as trusted point 
persons for identification, reporting and providing 
immediate support in cases of harassment or 
violence.  
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 • This needs to be backed up by ensuring prompt 
responses from the police for intervening in 
reported incidents of violence. 

 • Additionally, it requires capacity building of 
community members who are in direct contact with 
households such as Rapid Response Committees 
for Covid 19 (operating in rural areas to identify 
susceptible corona cases), teachers, Panchayat 
members, primary healthcare providers to identify 
signs of depression or violence in households and 
sensitisation of these members on gender and 
gender-based discrimination. 

 • It is also critical that Adivasi women have dignified 
access to counselling and rehabilitation for which 
ensuring availability of   a counsellor at the block/
district level is a must.

Long term action 

To effectively bring in ethical and equitable response and 
sustain it, several structural changes will need to be initiated:

1.  Dire need for greater representation of women and 
women’s voices in leadership and decision-making 
processes across levels from the Panchayat to the 
Central Ministry (1) 

2.  Leveraging women’s voices through community 
collectives such as self-help groups and other forms of 
women’s solidarity groups

3.  Strengthening the health system infrastructure 
of the country with gender mainstreaming and 
intersectionality seen as a core part of health policy 
design for equitable access to healthcare

4. Research on gender and intersectionality needs to be 
leveraged in India in order to inform welfare policies 
across domains 
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Notes:
1  ‘Adivasi’ is a vernacular term that refers to indigenous tribal communities 

who are ethnic to a particular geographical area
2  Refers to an administrative unit formed by a cluster of villages. Also 

refers to the local governance system at the village level.
3  In the Indian system of decentralised governance, Sarpanch is the 

elected head of the local governance system at the Panchayat. Male 
members (from the in-laws family: Pati – Husband, Sasur- father-in-law, 
Devar- brother-in-law) related to the elected married female Sarpanch 
assume de facto power illegally and take all decisions in her name.

4  Anganwadis are rural day care centres set up under the Integrated Child 
Development Services Scheme, providing supplementary nutrition, 
pre-school non-formal education, immunisation, and nutrition and 
health education, along with referral services
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Abstract

Burnout is a major occupational problem among healthcare 

providers, especially during the Covid-19 pandemic. The frontline 

health workforce is experiencing a high workload and multiple 

psychosocial stressors which may affect their mental and 

emotional health, leading to burnout symptoms. Moreover, 

sleep deprivation and a critical lack of psychosocial support 

may aggravate such symptoms amidst Covid-19. From an 

ethical viewpoint, healthcare providers may experience moral 

distress while safeguarding patient welfare and autonomy. 

Moreover, social injustice and structural inequities may affect 


