Editorials

Protecting the health of doctors during the
COVID-19 pandemic

COVID-19 AND THOSE MOST AT RISK OF
SERIOUS ILLNESS

On 11 March 2020, the World Health
Organization (WHO) declared the COVID-19
outbreak a pandemic.! With a vaccine some
time away, and no effective drug treatment
currently available, the options for controlling
the pandemic remain limited.? The virus
causing COVID-19, SARS-CoV-2, is spread
mainly through droplets and is highly
contagious. With >170 000 cases and
>26 000 deaths, the UK has been among
the worst affected countries globally.
Tragically, >100 health and care workers
are reported to have already died in the
UK because of COVID-19, including several
GPs2 More deaths are inevitable unless
urgent action is taken to reduce the risk of
healthcare workers contracting COVID-19
infection in the workplace.

Research from countries such as China
and ltaly has shown that the risks of
serious illness and death in people with
COVID-19 infection are strongly associated
with age, sex, and underlying medical
problems.* Older people, men, and people
with cardiometabolic risk factors (such
as hypertension, coronary heart disease,
diabetes, and obesity] have the highest
death rates.® In the UK, emerging evidence
suggests that people from ethnic minority
communities may also have a higher risk
of death, for example, nearly all the doctors
who have died from COVID-19 infection in the
UK have been from ethnic minority groups.”®

THE RISKS TO HEALTHCARE WORKERS

The deaths of so many healthcare workers
have led to understandable anxiety
among NHS staff. This anxiety has been
compounded by the problems many staff
have experienced in obtaining suitable
personal protective equipment (PPEJ; and
the changing guidance on the use of PPE.
Because people with COVID-19 infection
can be infective before symptoms start, all
healthcare workers who undertake face-
to-face clinical work are potentially at risk
of infection; and not just those staff who

deal with suspected or confirmed cases of
COVID-19.7 As well as leading to anxiety and
stress, living with this continuous threat to
health and life also affects the productivity
of healthcare workers and how well they
can care for patients.

One striking feature of the deaths
among doctors in the UK has been the
age of these doctors: most deaths have
occurred in doctors aged >60 years. This
raises questions about the government's
campaign to encourage retired doctors to
return to NHS roles. The high proportion of
deaths that have occurred in doctors aged
>60 suggests that the NHS should be very
cautious about placing these doctors in
front-line clinical roles where they may be
at risk of contracting COVID-19 infection.
There is a need for doctors to work in other
roles — such as supporting the NHS 111
service in England. Older doctors could
also take on roles in clinical care through
telephone and video consultations. By
taking on roles that do not involve direct
clinical contact, these doctors would still
be able to support the NHS but do this in
low-risk settings.

To make informed decisions about the
deployment of staff, we need better data on
the risks of infection, serious illness, and
death by personal characteristics — such as
age, sex, underlying health problems, and
ethnicity. This would allow the calculation
of personalised risk profiles for healthcare
workers and enable their employers to
make rational decisions on how to deploy
staff to minimise risks to their health.”
This would include redeployment to lower-
risk areas for doctors with a higher risk of
serious illness and death.

PROTECTING THE HEALTH OF DOCTORS
AND HEALTHCARE WORKERS

What else can we do to reduce the risks
to doctors and other healthcare workers?
The first step to reduce these risks is
to minimise the number of people who
are seen by clinicians in face-to-face
consultations. General practices across
the UK have already shifted to a model of
working in which the majority of patient
contacts are now dealt with by telephone
or video consultation. This has been
supplemented by the increased use of the
NHS Electronic Prescribing Service [EPS) to
send prescriptions directly to pharmacies;
and the use of email to send documents
such as fit notes to patients and death
certificates to families. However, even with
the dramatic shift to remote and electronic
working, some face-to-face contacts with
patients are still needed. Many areas have
therefore established ‘primary care Covid
hubs and ‘Covid home visiting services
to see patients with suspected COVID-19
infection who need clinical assessment.
However, evidence for their effectiveness is
currently unavailable.

Wearing adequate PPE is also essential.
Experience from China, for example, shows
that when high-specification PPE is worn
(such as FFP3 masks, face visors, and
gowns), and where staff are trained to use
this PPE correctly, COVID-19 infections
and deaths in healthcare workers both
fall substantially.” Good infection control
measures, such as regular cleaning of
work surfaces, can also reduce the risk of
transmission of infections in healthcare
settings.”” Finally, doctors need to take
measures to protect their own health,
seeking appropriate medical care and
isolating themselves promptly if they
develop symptoms of possible COVID-19
infection.

In conclusion, we need to better protect
the health of doctors and other healthcare
workers during the COVID-19 pandemic.
Key steps to take include developing
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personalised risk profiles for NHS staff,
minimising clinical contact (particularly for
older, male doctors; and those doctors with
underlying health problems), and ensuring
that all healthcare workers have access
to appropriate high-quality PPE and are
trained to use this PPE correctly.
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