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Emoting in Context: Lived Narratives of Filipino 
Health-care Frontliners During the Early Days of 

the COVID-19 Pandemic

John Martin Bernard Gappy (PhD Candidate)

ABSTRACT

The current SARS-CoV-2 pandemic has placed the entire world in a 
liminal position whereby our well-rehearsed and predictive practices have 
been deeply shaken. Within this context of  liminality, studies point to 
potential distress among health-care workers  taking care of  COVID-19 
patients. Most studies focus on emotional distress of  frontline health-care 
workers as fixed entities. The current approach perceives emotion as a 
type of  connection with social worlds. 

This article focuses on contextual acts of  emoting and is organized 
around personal, situational, and cultural features involving nine front-
line medical doctors affiliated with 10 hospitals in Metro Manila based 
on their stories about events that took place from March to June 2020, as 
told to this writer. The methodological approach was based on self-report-
ing narratives that contextualized emotional experiences. Discussions are 
based on the researcher’s subjectivity as an analytical tool since face-to-
face fieldwork was not possible. Findings highlight the great variety of  
emoting events in comparison with the classical focus on six basic univer-
sal emotions. Furthermore, words used by the participants only partially 
expressed what they were going through, pointing to the limitations of  
our linguistic repertoire to sufficiently represent human experiences. The 
final insight shows how emotional life appears to be more about contex-
tualized events rather than isolated psychological entities. 

Keywords: Frontline Doctors, SARS-CoV-2 Pandemic, Emotions, 
Emoting, Contexts.

1. 	 INTRODUCTION: ABOUT EMOTIONS AND EMOTING

The current pandemic has placed the entire world in a liminal 
position whereby our well-rehearsed and predictive practices have been 

x
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overturned. Within this context of  liminality, studies point to potential 
distress among health-care workers  taking care of  SARS-CoV-2 patients 
(Edrada et al., 2020; Holmes et al., 2020; Lai et al., 2020). The uncertainty 
of  the COVID-19 context triggers different emotional reactions among the 
public in general and health-care professionals in particular.

Gendron and Barrett (2009) find that psychological states, traits, 
and behaviors are not ‘entities’ but ‘events’ constructed out of  a more basic 
set of  processes. These processes, unlike entities, are shaped by context. 
Barrett, Mesquita, and Smith (2010) call this the context principle. Mesquita 
(2010) perceives emotion as a type of  connection with social worlds. For 
Parkinson (2008:24) emoting can be construed as “ongoing adjustments 
attuned to unfolding transactions with the practical and social world.” 
Greenaway, Kalokerinos, and Williams (2018:2) remind us that “to better 
understand the interface between emotion and context, it is important to 
identify which contextual factors carry the potential to impact emotion 
processes.” Burke et al. (2009) define context as sociocultural forces shaping 
experiences and practices. Greenaway, Kalokerinos, and Williams (2018) 
propose a three-level category of  contextual factors, namely the personal, 
the situational, and the cultural (Figure 1, reproduced with the consent of  
Greenaway, granted on May 25, 2020). 

This article focuses on contextual acts of  emoting and is organized around 
personal features (brief  encounters with the doctors in their own words), 
situational features (new physical layouts and new forms of  social 
relations), and cultural features (new protocols for medical practices and 
personal belief  systems) of  nine frontline medical doctors working at 10 
different hospitals in Metro Manila who were caring for COVID-19 patients 
when they related their stories from March to June 2020.

The overarching methodological approach is based on self-
reporting narratives since anthropological fieldwork was not possible during 
the COVID-19 quarantine. Maggio (2014) highlights the significance of  the 
narrative approach as an act of  intersubjective creation of  experience where 
the story told is both personal and social. In other words, the personal 
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narratives of  the nine doctors reflect their physical, social, and cultural 
contexts that help us gain insights into emotions in context by engaging our 
own imagination with the doctors’ stories (Jackson, 2002:15).

2. 	 PERSONAL FEATURES: EMOTIONAL CHAOS

Before this writer engaged with the narratives, from an ethical 
perspective (Fluehr-Lobban, 2015), the participants gave their free consent 
to be featured in this article by emailing their stories. Their real identities 
have been kept confidential and the names used in this article are fictitious. 

The Doctors’ Stories

Let us now briefly meet the doctor participants with their stories told in 
their own words. (Some parts have been edited for clarity.) 

Dr. Kara: “I am a 31-year-old female. Being an introvert, I sometimes 
have difficulty expressing myself. Being a COVID-19 survivor enabled me 
to be more vocal about the current condition and advise patients. I consider 
myself  a polite person and a good listener.”

Dr. Seuss: “I am a 33-year-old married female. As an extrovert I 
don’t actively seek ‘alone’ time…”

Dr. Mara: “I am a 34-year-old female who is conscientious, open-
minded, warm, kind and somewhat an extrovert. This pandemic made me 
more neurotic than usual.”

Dr. Celine: “I am a 44-year-old female. Being obsessive compulsive 
at some level has helped me cope with all the changes. I believe being an 
introvert has helped me with the enhanced quarantine.”

Dr. Jessie: “I am 43 years old, female and single. The hospital 
picked me as an ‘alay’ or good volunteer probably because of  my age and 
my being single to carry on the task of  seeing infectious patients. I consider 
myself  as courageous, strong-willed, and level-headed, making me do what 
I have to do each day.”

Dr. Brian: “I am a 48-year-old male, asthmatic and hypertensive, 
which makes me more susceptible to COVID-19 infection. My personality 
traits helped me avoid infection because I am not highly sociable.”

Dr. Mary: “I am a 49-year-old female. Hypertensive!”

Dr. Allana: “I am a 32-year-old female, married, and with a three-
year-old child. I think I’m the resilient type. I am used to a huge number of  
patients at one time, a lot of  them critical, but I never feel defeated.”

Dr. Michelle: “I am a 31-year-old female resident. I am a COVID-19 
survivor and I believe there’s hope in the days to come.” 
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Responding to COVID-19 in Metro Manila

Dr. Brian stated that since February 2020, the Philippine 
government had preparing for an increase in COVID-19 cases. Dr. Seuss was 
anticipating changes with hospital protocols by the end of  February 2020 
because she was regularly watching the news. On March 5, 2020, during 
their annual convention, an infectious disease expert reassured the Pediatric 
Infectious Disease Society of  the Philippines that COVID-19 was under 
control in the Philippines. A day later, according to Dr. Mara, everyone was 
aghast upon learning that there was a local case of  transmission of  SARS-
CoV-2 in the country. On March 12, 2020, while she was going to her clinic, 
Dr. Mary noticed that there was only a small fraction of  the normal number 
of  patients in the waiting areas of  hospitals.

Urgent meetings were held and sometimes arguments erupted 
among different medical departments about who should do triaging and 
management of  adult patients. “This was very stressful to me, especially 
being the chief  resident, because I had to relay all of  these issues to my 
co-residents and to our chairman,” shared Dr. Kara who worked for the 
pediatrics department. From her end, Dr. Seuss relayed to the hospital’s 
infectious disease control nurses some suggestions on how to improve 
infection control but felt frustrated because her advice had fallen on deaf  
ears.

Dr. Celine shared how protocols from experts were changing every 
single day: “So we learned, unlearned, re-trained. It was frustrating…” Dr. 
Jessie, a pulmonologist, recalled that doctors were worried and scared: “I 
was asked to relieve a colleague of  mine in a tertiary hospital to which I was 
affiliated, and had to see three of  her patients suspected to have contracted 
the disease. They were confined at the hospital and went into respiratory 
failure necessitating the use of  mechanical ventilators.” 	

Dr. Mary, an otolaryngologist (ENT), shared the same uncertainty 
when diagnosing her patients: “Looking back, my last patient for the day 
(March 12, 2020) had a fever and a cold, and lost his sense of  smell. I 
diagnosed him with an upper respiratory tract infection but, knowing what 
we know now, that patient  probably had COVID-19.” 

Dr. Allana, a third-year pediatric resident in a government tertiary 
hospital, remembers how her regular three-day duty was changed to a 
seven-day straight duty after six out of  14 residents were quarantined for 
probable COVID-19 infection: “I had to act as the chief  in command at that 
time, with no protocols and no guidance yet from the infectious command 
center. I was overwhelmed. Everyone was overwhelmed. I told my husband 
and my three-year-old son that I won’t be coming home soon…My husband 
was apprehensive and terrified…” 
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Dr. Michelle was assigned to a COVID-19 area. She said she was 
very anxious and afraid that, in case she failed to properly wear and remove 
her PPE, she would acquire the infection: “Wearing PPE is the most 
uncomfortable feeling that I’ve experienced in my entire lifetime. Imagine 
wearing goggles and gloves while attending to patients. It was very hard to 
check the patient’s pulse, insert an I.V. cannula, and breathe using medical 
grade n95.”

As the reality of  a pandemic sank in, doctors narrated how they 
felt: 

Dr. Seuss: “First, I secretly felt excited because ‘wow,’ a pandemic 
happened in our lifetime and we live to witness it. Secondly, I was scared. 
Scared for my family. Scared for my career. Scared on how this will affect 
our daily lives.”

Dr. Mara: “Fear immediately set in as we were forced to tread into 
the unknown. It was mostly due to a fear of  survival. I was torn between 
upholding my Hippocratic oath and the risks associated with it if  I contracted 
the disease versus safely standing by. Doubt was the second emotion that 
I felt—doubt regarding our government and institution’s protocols against 
COVID-19. Obsession set in next—obsession to be updated and ‘always 
on top’ of  the situation because of  my subspecialty (infectious diseases). 
Despite these negative feelings, I also sensed joy. Joy from the support of  my 
family, friends, and colleagues. Joy from seeing the different subspecialties 
and institutions unite to combat the common enemy. Joy from the outpour 
of  assistance from the different private organizations to safeguard our well-
being as front liners.”

Dr. Celine: “My heart was racing. I was taking care of  a critical 
patient. The infection control committee came to see me and said that they 
had to pull me out and that I had to stop seeing patients because of  my 
exposure.”  

Dr. Jessie: “I remember one afternoon when the nurses’ station 
could only be described as a place full of  chaos, not physically, but the 
emotions of  the health-care workers were a mixture of  anxiety, defeat, and 
confusion.”  

Dr. Brian: “I felt stressed out with the uncertainty of  getting 
infected with COVID-19. Furthermore, superiors were not as supportive 
as we would like and the workload of  doctors doubled because of  skeletal 
shifts.”

Dr. Allana: “Panic pervaded the atmosphere. There was news of  
not only doctors getting COVID-19 but doctors dying of  it. Everyone was 
physically and mentally tired...”
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Dr. Michelle: “When I was assigned in a COVID-19 tent area, I felt 
anxious since all patients will be coming to the tent and should be cleared 
as non-COVID or COVID suspects. What I felt was frustration since you 
should be really diligent in handling patients.”

3.    Situational Features: Emoting on the “Battlefield”

This section introduces us to the connection between emotions 
and contexts. The COVID-19 pandemic drastically changed the physical 
layout of  health-care facilities, modified medical protocols, and changed 
social relations. Dr. Kara recalls: “Before the pandemic, our ward was very 
‘ordinary.’ Patients stayed inside their rooms with their caregivers. Now this 
was no longer possible.”

Entering the “Battlefield”

Entering the newly redesigned clinics and hospitals led doctors to 
feel as though they were landing in very different worlds:

Dr. Kara: “The ward at that time was like a ghost town with only 
the duty residents and guards roaming the corridors. There were no crying 
babies…no parents walking to the nurses’ station. I felt like I was in the 
wrong place.” 

Dr. Seuss: “It was a scary feeling. We didn’t know if  we would get 
exposed. We felt very vulnerable because we honestly didn’t feel protected 
by the hospital at all. But it made the camaraderie between us colleagues 
stronger.” 

Dr. Mara: “Entering the facility with an altered physical layout 
made me feel like I was in another dimension. I was like a movie protagonist 
entering a ghost town because the place felt unfamiliar, somewhat 
abandoned, and sad. However, it also made me feel courageous and proud, 
as the new layout became our ‘battlefield.’”

It is significant to note how these doctors perceived the altered 
physical layout of  health care facilities as “war zones” and “battlefields.” 
They were the front liners engaged in a combat with an invisible and 
formidable opponent. The question that comes to mind is how  health-care 
facilities can  reshape or restore social relations and social norms.

Social Relations and Social Norms during COVID-19

The current pandemic not only changed some physical features of  
health care facilities but also modified social norms and social relations 
among health-care professionals and patients.
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Relationships among Health-Care Professionals

Dr. Kara emphasized that it was a given to engage other health-care 
professionals with respect. According to Dr. Mary, health-care professionals 
need to act as a team especially when dealing with high-risk cases. Dr. Brian 
shared the same line of  thought: “We were all in the same boat, but each 
had a role to play.” On her side, Dr. Mara always made it a point to be polite 
when engaging with other health-care professionals. These sentiments were 
shared by all the nine doctors. 

Dr. Kara stated that professional relationships became stronger 
because “…we had undergone physical, mental and emotional stress 
together.” “Camaraderie is stronger between us colleagues. Our consultants 
provided for us and our needs and were always asking if  we were okay and 
that comforted us a lot. We were looking out for each other.”

Dr. Mara mentions her respect for and how she looks up to her 
superiors: “They are always thinking of  ways to come up with or improve 
the existing protocols for COVID-19 in our institution. My superiors never 
let me feel inferior, as they always treat me as their equal.” Emulating her 
superiors, Dr. Mara was also protective of  her colleagues and subordinates: 
“I make sure that they go on duty safely. I procure PPE and food, seek 
assistance from benefactors, and debrief  the staff  after their duty has ended  
to ensure their well-being.” 

Dr. Allana said she had had a harmonious relationship with 
coworkers whom she loved to bond with. She confessed, however, that she 
could be very strict with her subordinates out of  necessity. 

Dr. Seuss felt like being part of  a family where politeness, 
constructive criticism, and proper referral systems were practiced. 

Dr. Jessie, as a consultant, sought residents’ and nurses’ suggestions.  
At Dr. Brian’s facility, the staff  had to strictly follow the hierarchy.

Dr. Mara considered herself  part of  a team that worked together: “I 
am open to criticism and seek the advice of  my superiors or other specialists 
when faced with a medical dilemma.” She had reservations, however, about 
approaching  hospital administrators: “I am afraid of  ‘voicing out’ my 
ideas directly to the administrators—although I know they are also health-
care professionals, they are infamously known to suppress new ideas from 
their colleagues.” At the same time, factions between departments and 
professions were irritating: “We really felt like we were in the set of  hunger 
games,” shares Dr. Seuss.
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Engaging with COVID-19 Patients

During consultations, doctors basically followed the same protocols 
for patients with COVID-19 and those with other medical conditions. They 
were more careful, however, with the emotional needs of  COVID patients. 
Because they were more vulnerable, they were required to undergo strict 
monitoring. 

Dr. Mara: “I always talk to them politely and regularly check on 
them to ask for updates. I try to allay their fears by explaining to them 
all the possible scenarios—whether good or bad.” At the same time, the 
standard boundaries in doctor-patient relationships were removed with the 
emergence of  COVID-19: “Before the spread of  COVID-19, I refrained from 
entertaining my patients’ audio or video calls to maintain my privacy. But 
because of  this pandemic, I am temporarily breaching this rule. Isolation 
can be very nerve-wracking, and I know that a phone or video call or online 
exchange of  messages through Messenger or Viber will mean the world to 
both my patients and their relatives.”

Dr. Jessie also practiced a blended approach to medical 
consultations. She made hospital rounds with admitted patients and 
followed up through mobile phone calls and text messages after they 
were discharged. Dr. Brian echoes the same sentiment on how online 
consultations helped doctors communicate with their patients and address 
issues concerning their medical conditions or illnesses. Exposure to the 
virus is reduced because face-to-face contact is not necessary.  

De-stressing…

The doctors this writer interviewed said they also felt the need for 
a time-out to recharge. Dr. Kara found time to watch movies and television 
during breaks at the hospital. When she got home, she would usually play 
with her daughter. 

Dr. Seuss’ husband advised her to limit news watching to stop her 
paranoia and anxiety. She said she resorted to watching Friends and took up 
cross-stitching as a hobby. “It relaxes my mind and alleviates my anxiety,” 
she said.

“To lighten my mood, I watch cooking tutorial videos on YouTube, 
Tik Tok challenges, or historical trivia. I also enjoy Korean dramas on 
Netflix,” said Dr. Mara. 

Dr. Celine, on the other hand, read Zorro and American Gods. 

Dr. Brian feels relaxed reading news and information on social 
media and appreciates those who donate food. 
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Dr. Jessie, after disinfecting and taking a shower, said: “I would eat 
while watching an hour or so of  a Netflix series then sleep for 40 minutes 
to less than two hours. I feel that I have to detach myself  from all the 
emotionally, physically and mentally draining daily work.” 

Dr. Allana usually talks to her workmates given that their 
COVID-19 schedules prevent them from often seeing each other. Then she 
takes her private time-out: “I mostly read non-medical books if  I’m done 
with my work in the wards and my rounds. Naps are a priority when given 
a little free time during work, if  I’m lucky.”

4. 	 Cultural Features: The Reshaping of Practices and Faith as 
Motivation

For this article, I have approached culture from the perspective 
of  Practice Theory (Ortner, 2006) that focuses on the production of  
social subjects through practice in the world, and of  the production of  the 
world itself  through practice. Culture is seen as a continuous process of  
transformation. The first feature tells of  how medical practices have been 
reshaped by the new pandemic. The second aspect is about the significance 
of  beliefs (religious or otherwise)—or lack thereof—in medical practice 
during the pandemic.

New Protocols Reshaping Health-Care Relations

Dr. Kara states that before the emergency of  COVID-19, it was 
easier to make a diagnosis. “When COVID-19 spread, hospitals in the 
country came up with new guidelines. Some hospitals, however, enforced 
their old protocol, making residents more confused each day.” 

In Dr. Seuss’ situation, initially, two residents would be working per 
day and the workload was divided into ER (Emergency Room) and NICU 
(Neonatal Intensive Care Unit): “We took it upon ourselves to protect each 
other and the patients by dividing the workload into COVID and non-
COVID cases. Since there were always two pediatric residents on duty, one 
would be considered ‘clean’—she would work in the NICU and do rounds 
on the non-COVID floor. The other would be considered ‘exposed’—she 
would be working at the ER and on the COVID floor.” 

For Dr. Mara, work was well delineated and individualized before 
COVID-19 spread: “You only managed and discussed your treatment 
plans with your own patients. Now, it is a concerted effort. The different 
members of  the section will give their opinions on how best to manage your 
patient’s condition. This serves as ‘checks and balances’ in which nothing is 
overlooked regarding patient care. Before, you saw your admitted patients 
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daily. Now, as part of  the ‘group practice’ scheme, you get to see your 
patient only when you go on duty.” 

Dr. Celine recalls how work became both slow and hurried: “Slow 
decisions and hurried patient contact.” 

Before COVID-19, Dr. Mary (ENT) followed the standardized 
history-taking and physical examination: “With COVID-19, there was 
reliance on the patient’s narrative during examination. When the problem 
areas had been identified, I would examine the area which would give me 
the best odds for the diagnosis. A complete examination using an ENT 
aerosol-generating procedure is deemed risky.” 

An aerosol is a suspension of  fine solid particles or liquid droplets 
in the air. Within an aerosol, viral droplet nuclei can travel long distances 
and remain in the air for long periods of  time. Because of  COVID-19, 
otolaryngology groups recommended a higher level of  personal protective 
equipment for aerosol-generating procedures other those recommended by 
public health agencies (Mick and Murphy, 2020).

Admission and Treatment of  COVID-19 Patients

The process of  hospital admission changed with the spread 
of  COVID-19 in the sense that health-care professionals became more 
cautious. At the hospital where Dr. Celine works, a screening area was set 
up outside of  the Emergency Room where all patients were interviewed for 
potential COVID exposure. Dr. Celine recalls that before seeing a patient, 
she would carefully read the screening form: “Paper first before the person, 
so I know what to expect. Initial interviews were done via phone, since they 
could not hear me well with a mask on, and to lessen the time of  exposure. 
It was always hurried, like I was being chased or something.” 

For Dr. Jessie, admitting COVID-19 patients was stressful because 
of  the uncertainty whether there would be enough hospital beds since 
the bed capacity of  all the hospitals had gone down as many health-care 
workers had been quarantined and there were problems with the suitability 
of  physical structures.

Dr. Michelle highlighted some issues that emerged with 
admissions when Metro Manila shifted from the enhanced community 
quarantine (ECQ) to the general community quarantine (GCQ) around 
June 2020: “I noticed a sudden surge of  patients. We admitted patients from 
confirmed COVID-19 areas and transferred them to a quarantine facility. 
We approached them inside the ambulance wearing our complete PPE, 
with face shields and gloves. When the hospital had a full capacity, other 
suspected patients were admitted at a designated tent and we made rounds 
at least once a day, or as needed depending on the situation.”
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Dr. Seuss made sure that she was attentive to parents’ emotional 
health when their children tested positive for COVID-19: “We had to 
express words of  comfort because we don’t want them blaming themselves 
for their children’s illness.” 

Dr. Mara recalls how exhausting it was to admit COVID-19 patients, 
suspected or confirmed: “You need to inform the attending physician, the 
Infection Prevention and Control Committee, the DMER Chair, and the 
Medical Director. Because of  the initial scarcity of  beds, PPE, and staff  in 
the COVID Ward, admission of  patients was dependent on the approval of  
the DMER Chair and Medical Director. Admission of  infected staff  was 
prioritized—the rest of  the patients were referred or advised to go to other 
hospitals. Feelings of  burnout and moral dissent easily arose from these 
situations, as you were left with no choice but to comply even if  you wanted 
to accommodate and treat all patients.”

Dr. Kara narrated her own admission as a COVID-19 patient: 
“When I was about to be admitted at a quarantine facility in Quezon City, 
I stayed in the tent for seven hours! I told my husband about the situation, 
and he immediately brought clothes. In addition to being tired at that time, 
I was very nervous on how I will tell my parents about this. I stayed there 
for 21 hours endlessly waiting for the results. I cried when I found out that 
I was positive. When my emotions settled down, I told my parents about it. 
They were shocked at first… but they tried to stay calm.” 

Dr. Celine shared how she would dress up when going on shift 
with COVID-19 patients: “Before the start of  a 12-hour shift, I wear the 
coveralls, head cover, shoe cover, mask, gloves and goggles. It is exhausting 
to put it on every single time I see a patient. Exhausting but nevertheless, 
fear also makes it easier to bear with it!” 

“Treating patients who were afflicted with COVID-19 literally felt 
like a real-life scientific experiment. Every day was a ‘trial and error’ as the 
treatment protocols were dynamic and changing,” shared Dr. Mara.

Discharging COVID-19 Patients

For Dr. Brian, discharging a COVID-19 patient was dependent 
on laboratory tests which were not readily available in their facility: “This 
resulted in prolonged quarantine which made patients anxious about their 
health status. The burden of  explaining to patients certain flaws and gaps in 
management was placed on the doctors.”

Unfortunately, some of  Dr. Jessie’s COVID-19 patients passed on. 
“I’ve had a share of  patients not making it. The protocols required that 
there be no visitors in the hospital and only a certain number of  hours 
were allowed within which the body should be cremated. I saw to it that I 
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communicated to them the standard procedure concerning their deceased 
loved one and heard the family members’ voices of  sadness and despair 
over the phone…at the same time they did express their gratitude for doing 
our best.”

Dr. Michelle: “I saw a lot of  adult patients who presented with 
myocardial infarction that cannot be intubated easily because a room 
should be available, and intubation is not allowed in the area due to aerosol 
spread. I saw the anger, fear, and frustration also of  their relatives. They 
just accepted that they cannot do anything and we also, as doctors, cannot 
sacrifice the safety of  other patients. I saw an adult patient having difficulty 
breathing while talking to his son and daughter. He had no idea that it would 
be his final moments with them…I felt sad. I saw the patient succumb to 
death. It hurts when a patient dies. It also hurts when you have to talk to the 
family that there will also be a protocol on handling the patient’s cadaver.”

	

‘Believing’ in Difficult Times

Dr. Kara has accepted the fact that COVID-19 will be a part of  
everyone’s life so it’s extremely important that everyone be protected. She 
believed that: “…with God’s guidance and protection, and science, we can 
get through this.”

Dr. Seuss shared how she was led to prayer by this pandemic: “I 
had to raise my emotional wall to be strong. I was thinking that it was, first, 
survival of  the fittest! If  it’s your time, it’s your time! I had to do that so that 
I would be able to do my job because I cannot think straight and logically 
when I’m paranoid and emotional. I found myself  praying all the time, 
which I don’t normally do.”

Dr. Allana: “I have always believed in God, I pray that he will 
protect my family from me—sometimes I believe I’m a healthy carrier even 
if  my swab is negative. Also, he prays that God may enlighten government 
officials. I feel that despite the ECQ, the efforts of  the national government 
are not enough.”

“At the time, all therapies were experimental and were used only 
for humanitarian reasons. This led to overwhelming ambiguity about the 
patient’s outcome, especially if  the patient’s condition deteriorated, or 
became critical, or worse, if  the patient died. It is because of  this ambiguity 
that faith and hope are strengthened and renewed. When your patient 
recovers, the overpowering joy and thankfulness you feel becomes an 
instant comfort that you and your team continue to be God’s instruments 
of  healing. On the other hand, great grief  mixed with disappointment, and 
feelings of  incompetence, are felt when you lose a patient—especially if  it 
is your colleague. Either way, I always believe that a patient’s outcome is 
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dependent on God’s will. Thankfully, the patient’s relatives also share my 
belief,” said Dr. Mara.

“I prayed and I am continuously praying. The pandemic is here, 
and I just need to do my role as a physician. I believe that we have to help 
ourselves and to also pray for God’s protection and mercy,” said Dr. Jessie.

Dr. Brian: “Despite not attending religious gatherings, both 
patients and frontliners became more dependent on religion as a source of  
strength.”

It was different with Dr. Celine. She said she felt desperate: “I think 
I stopped praying. I did. Like prayer was not doing anything for me.”

On Sharing One’s Beliefs with COVID-19 Patients

Dr. Kara and Dr. Celine did not share any personal or religious 
beliefs with COVID-19 patients while others did.

Dr. Seuss: “I share the good thoughts that I have, that we will make 
it through, it’s no one’s fault. My other not-so-good thoughts, I keep to 
myself  because I don’t want to burden them with my own negative feelings.”

Dr. Jessie: “There was one time I gave a rosary to an elderly. I 
asked first of  course if  he was Catholic and told him I would give him a 
rosary. He said thank you and used it.”

Dr. Brian: “I would invite patients to trust in a higher being.”

Dr. Michelle: “I am not a Catholic but in this time of  pandemic, 
I believe God will help us through this challenge. I always tell my patients 
never forget to pray and seek guidance from God. I don’t think it’s right to 
question God about this pandemic, because he never wants to burden his 
creatures.” 

5.    Discussion: Subjectivity, Emotions, and Contexts

The previous narratives focused on acts of  emoting among 
health-care professionals during the COVID-19 outbreak. I have quoted 
Greenaway, Kalokerinos, and Williams (2018) regarding three contextual 
features to explain  the personal narratives of  nine medical doctors in Metro 
Manila. 

In this discussion, I highlight three main insights and takeaways 
from this short study. First, I make the case for subjectivity as a valid 
analytical tool when the usual fieldwork could not be conducted. Second, I 
consider the great variety of  human emotions in contrast with some studies 
that sought to establish a universal set of  only a few basic emotions. Third, 
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I discuss how emotions are contextual acts of  emoting that cannot be 
understood outside of  their environments.

Subjectivity as an Analytical Tool

Engaging with the previous personal narratives connects our 
subjectivities with the participants’ experiences (Jackson, 2002). We receive 
and feel the different stories by empathizing with the narrators. However, 
the question that might arise here is about the objectivity (and therefore 
validity) of  one’s subjective experience in relation to other people’s stories. 
Social sciences continue to debate different types of  qualitative research 
methods as valid approaches for research (Iphofen and Tolich, 2018). 
Anthropologists practice reflexivity as the awareness and acknowledgement 
of  their subjective interpretations of  observed events. Oftentimes, these 
subjective perceptions are not considered part of  the final research outcome. 
Through fieldwork, social scientists seek different sources of  information to 
get close to the ‘objective’ event as much as possible. 

In this article I analyze the narrated acts of  emoting through my 
subjective reception of  stories since I could not conduct proper fieldwork. 
Because my subjective analysis has certain limitations (such as representing 
myself  as much as I try to represent the study participants), this approach 
has a certain validity in the sense that we share certain similar aptitudes of  
the human condition.

Fuchs and Koch (2014) discuss how emotions imply embodied 
action tendencies whereby individuals emote within a social sphere in a 
relational way. The facial, gestural, and postural expressions of  a feeling 
are part of  the bodily resonance that feeds back into the feeling itself  
and induces processes of  inter-affectivity. In this sense, emotions are not 
inner states that people experience as an isolated individual but are shared 
evolutionary skills that they feel through inter-bodily affection. In other 
words, they do not coldly decode emotions in others but they also sense the 
same emotionalities within their bodies. 

The same can be said when I allow personal narratives to engage 
my imagination. As I enter the world being described by others, I let down 
my guard and become vulnerable…accepting the invitation to be affected. 
As I engage my imagination with the narratives, I sense and feel them…I 
am not simulating…I am not pretending...I am experiencing! My subjective 
experience of  situations is part of  a shared human condition, inherited 
through evolution (Capocasa et al., 2016; and Plamper, 2012). Therefore, 
my subjectivity gathers ‘emotional data’ when affected by different social 
and natural contexts. My interpretation of  these ‘emotional data’ is surely 
limited. However, my subjective experiences can be acknowledged as valid 
bases for discussing the association between emotions and contexts.
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The Variety of  Human Emotions

The first realization that I draw from these narratives is that there 
are many more human emotions than words can name. Ekman’s worldwide 
study settled on six basic universal emotions (anger, disgust, fear, joy, 
sadness, and surprise) whereby everyone exhibits similar facial expressions 
(Ekman, 2003). Ekman acknowledges cultural variability in the specific 
display rules controlling these six emotions. He insists, however, that all 
forms of  facial expressions are the same. 

In a follow-up on Ekman’s hypothesis, Taduran (2012) conducted 
a social experiment on Filipino facial expressions in connection with 
emotions. He found Ekman’s six universal emotions albeit with certain local 
overlaps and differences. Taduran found that most Filipino participants 
mixed fear with surprise and manifested a seventh emotion: contempt. In 
a certain way, contempt might be seen as a Filipino variation for Ekman’s 
‘disgust.’ However, according to Taduran, contempt (inis), unlike disgust 
(suya), has a tinge of  condescension toward a person or an event, and is 
not used to refer to disliking tastes, smells, and sights. From their research, 
Jack et al. (2012) found that Westerners represented each of  the six basic 
emotions with a distinct set of  facial movements common to the group (in 
support of  Ekman) while Easterners do not (i.e., they are against Ekman’s 
position). From their findings, Jack et al. (2012) state that facial expressions 
of  emotions are not culturally universal and that shame, pride, and guilt 
need to be considered as basic emotions within Eastern contexts. 

Furthermore, Buck (2014:27) notes that while survival emotions 
such as happiness, sadness, fear, anger, and disgust are displayed by 
facial expressions, intimate emotions such as love and sympathy are 
displayed through touch, and social dominance emotions such as pride, guilt, 
embarrassment, and shame are shown through body posture. 

Within the context of  the COVID-19 pandemic in Metro Manila, 
our health-care respondents mentioned high levels of  fear and sadness that 
fit into Ekman’s universal hypothesis. They also shared how disappointed 
they were when faced with lack of  foresight and guidance from the 
national government and their health-care administrations. As much as 
disappointment can be associated with sadness or anger, these doctors did 
not explicitly make such links. In other words, one can feel disappointed 
without necessarily feeling angry or sad. Disappointment should therefore 
be acknowledged as a particular emotional response without being reduced 
to another category. 

Dr. Kara shared how nervous she was about telling her parents that 
she had become a COVID-19 patient. Her nervousness can be associated 
with fear; however, she appeared to be experiencing a specific psychological 
and physiological tension that was felt in reference to the bad news she 
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had to tell her parents. In this sense, her feeling of  being nervous expresses 
a particular embodied sensation (Fuchs and Koch, 2014) that needs to be 
considered for itself  without being reduced to fit into a universal linguistic 
nomenclature.

It is to be noted that in today’s world, doctors are constantly 
encouraged to empathize with their patients as part of  their medical practice. 
Larson and Yao (2005) highlight the fact that a therapeutic relationship 
is an integral part of  healing and effective medical care whereby empathy 
should characterize all health-care professions. Hochschild (2012) discussed 
human feelings through the concept of  emotional labor, which refers to the 
display of  certain emotions to meet the requirements of  a job. The doctors’ 
narratives evoke several cases of  emotional labor.	

Dr. Seuss shared how she had to raise her emotional wall to be strong so 
that she could do her job. She saw the need to manage her heart by motivating 
herself  with ‘strength.’ However, as desirable as emotional engagement is 
sought in a  doctor-patient relationship, it can also lead to exhaustion. Dr. 
Mara went through feelings of  burnout and moral dissent when confronted 
with stringent administrative procedures that often ended up with patients 
being told to find another hospital. All nine doctors shared how tired and 
exhausted they were at times. Exhaustion can be the result of  excessive 
physical activities. At the same time, doctors often found themselves 
exhausted from emotional engagements with their work. From their shared 
narratives, doctors cope with such high emotional demands by engaging in 
different types of  de-stressing activities such as exercising, watching movies 
and television, reading non-medical books, and sleeping. 

This short discussion points to the fact that human experiences 
are complex emoting moments that contain and manifest a variety of  
emotions. These emoting moments are sometimes conceptualized (such as 
fear, nervousness, strength, tiredness, and exhaustion). At other times, they 
remain non-conceptual but assumed. (For example, we can assume that 
each relaxing activity produces different types of  sensations that are not 
conceptualized but sensed). 

Emoting in Context

At the onset, I presented the perspective of  understanding emotions 
within their contexts (Greenaway, Kalokerinos, and Williams, 2018). The 
relationship between emotional acts and their different contexts was the 
focus of  the narratives collected from nine medical doctors who worked in 
COVID-19 health-care facilities in Metro Manila from March to June 2020. 
I therefore conclude this article by illustrating the association between the 
act of  emoting and context.
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First of  all, I wish to distinguish between emotions as words and the 
contextual experience of  emoting. Ekman’s six basic emotions are English 
words used to categorize a few basic human sensations. At the same time, 
emotions are dynamic responses to different forms of  environments and 
static concepts tend to ignore the variety of  acts of  emoting. 

Contextualized research on emoting has the benefit of  learning 
about human experiences within their natural setting. In other words, we go 
beyond linguistic locutions to tap into existential experiences that are in fact 
contextual evolutionary skills that developed and expanded throughout our 
human story (Capocasa et al., 2016; Plamper, 2012). It is also noteworthy 
that even if  I focus on a few isolated conceptualized emotions in discussing 
the variety of  human emotions mentioned earlier, the reader will surely find 
that each emotion is associated with a particular context.

The Significance of  Contexts

As the reality of  a pandemic settled in, Dr. Seuss exclaimed: “I 
secretly felt excited because wow, a pandemic happened in our lifetime, and 
we lived to survive it. We will definitely have stories to tell our grandchildren 
later on.” Linguistically, Dr. Seuss uses the verb ‘to excite’ in her effort to 
conceptually share her embodied experience. 

Placing myself  within her story, I connect to a deep thrilling 
sensation—a form of  pride even, as I consider myself  to be witness to 
such a historical moment that I previously only read in history books. 
I am also animated by the future where I can tell my grandchildren: “I 
was there when the mysterious COVID-19 stopped the world in the year 
2020.” This excitement is specifically linked with, and triggered by, the 
current pandemic. In other words, the same verb “to excite” will take totally 
different meanings when associated with other situations.

Dr. Mara shared a profound primordial sense of  fright: “Fear 
immediately set in as we were forced to tread into the unknown. It was 
mostly due to fear of  survival.” This primal sensation of  fear emerged 
because of  the unfamiliar grounds we were treading on. Ancient people set 
up cultural practices as ways to intervene in nature and control environments 
as strategies for survival. 

In 2020, the country’s health-care system was shaken as we faced 
a threat that was not only invisible but spreading fast and snuffing out lives. 
Our familiar cultural practices for holding on to life swayed and we were 
scrambling to gain the upper hand on SARS-CoV-2. 

I have experienced fear in different circumstances before and I 
can conceptually understand Dr. Mara’s use of  the word “fear.” However, 
when I ‘enter’ her story, fear becomes embodied in a very specific way. I 
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experience a visceral sense of  dread since I would be  totally vulnerable if  I 
were exposed to COVID-19. Here again, the effort to identify the emotional 
state of  fear can be holistically grasped only when I engage my subjectivity 
with the context that I share with Dr. Mara.

Beliefs as Contexts of  Emoting

In these unconventional times, as people around the world  are 
threatened by the novel corona virus, some doctors invoke the help of  a 
higher being. Dr. Kara believes that “…with God’s guidance and protection, 
and science, we can get through this.” I receive her story with an open 
heart and mind as I set foot into her perspective. In this case, the context 
is the relationship with a spiritual being upon whom I rely for guidance 
and protection. The outcome of  this belief  in God is that I feel secure and 
confident in Divine Providence as I go about my work—doing my best  and 
waiting for scientists and medical experts to find ways to prevent the spread 
of  this dreaded disease and stop the pandemic.

With regard to experimental therapies, Dr. Mara states: “It is 
because of  this ambiguity that faith and hope are strengthened and renewed. 
When your patient recovers, the overpowering joy and thankfulness you 
feel becomes an instant comfort that you and your team continue to be 
God’s instruments of  healing.” 

Faith and hope bolster one’s  confidence that everything will be 
alright in the end. This belief  reinforces motivation and engagement as 
collaborators of  the divine, perceived as an effort to save lives. In other 
words, belief  in God inspires believers to trust him even after all human 
efforts fail. It is a belief  that God, not man, is in control. It is also a belief  
in God’s permitting will—that is, he permits evil and bad things to happen 
(though he does not ordain them) because something good will come out 
of  them. The ‘God is in control’ belief  is both a shared and internal context 
that keeps people serene and sane amidst the COVID-19 chaos.

However, Dr. Celine felt desperate: “I think I stopped praying—
like prayer was not doing anything for me.” She did not experience the 
sensation of  being divinely inspired. I now allow myself  to “enter” her 
desperation and sense the current situation from her vantage point. 

Scientists are working hard to gain the upper hand in SARS-CoV-2. 
Sadly, we are nowhere near that point when COVID-19 will be totally 
eradicated (as in the case of  smallpox, which was declared eradicated in 
1980). 

A lot of  people, however, believe that  divine intervention has 
not worked because cases of  COVID-19 continue in many countries and 
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more deaths are reported daily. In this case, the context can be said to be a 
viral pandemic where God is labeled as “ineffective.” In this context, some 
people feel desperate and so, they have stopped praying.

6.   The Conclusion: Emoting in Liminality

At the time this article was being written, the SARS-CoV-2 
pandemic required long periods of  home quarantine making participant-
observation fieldwork impossible. I therefore took a phenomenological 
approach in designing a study that collected narratives about  acts of  
emoting among medical doctors who were COVID-19 frontliners. Section 
three of  this article has allowed us to engage with these narratives with very 
few interventions. 

I then discussed three main insights that I drew from the stories 
told. My first awareness made the case for subjectivity as a tool for analyzing 
“emotional data.” My second discussion pointed to the variety of  emotions 
experienced by human beings in contrast to standard psychological 
typologies. Finally, the core of  this article centers on understanding 
emotions as acts of  emoting within certain contexts.

Earlier, I centered on a few, out of  several, emoting experiences 
shared in section three. Readers are now invited to make use of  the three 
insights in conducting their own analysis. The conventional triangulation in 
qualitative research could not be used here. The autobiographic approach, 
however, allowed us to “enter” and experience the emotional worlds of  
these medical practitioners. 

This phenomenological effort in drawing out the emotional 
narratives of  health-care professionals can gain from future integration of  
neuroanthropology (Downey and Lende, 2012) and cultural neuroscience 
(Chiao, Li, Seligman, and Turner, 2016) as contemporary frameworks in the 
study of  people and their surroundings (both physical and sociocultural). 

Throughout their stories, the nine doctors shared how the 
COVID-19 pandemic had changed certain aspects of  their medical practice. 
Oftentimes, they were navigating uncharted waters and finding themselves 
in liminal situations, which  triggered a great variety of  acts of  emoting. 
This liminality is powerfully represented by two quotes from two of  the 
nine doctors:

Dr. Mara: “Treating patients who were afflicted with COVID-19 
literally felt like a real-life scientific experiment. Every day was ‘trial and 
error’ as the treatment protocols were dynamic and changing.”

Dr. Celine: “So we learned, unlearned, retrained. It was 
frustrating…”
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