
To the Editor

The new pandemic COVID -19 caused by Severe Acute
Respiratory Syndrome Corona Virus 2 (SARS-CoV-2) is a glob-
al threat. So far, more than 11 million infections and more than
five hundred thousand deaths have been reported worldwide. In
India the number of cases as of 5th July, 2020 is 6,73,165 with
19,268 deaths.

Health care workers (HCWs) have been the backbone of this
pandemic since the very beginning. However, HCWs being in the
frontline are most vulnerable. In addition, they suffer from physi-
cal and mental exhaustion, agony of losing patience and col-
leagues, fear of infecting their family and social isolation.

The problem of HCWs being affected by COVID-19 is a con-
stant and ongoing concern. Currently, the total number of infected
HCWs in the world is unknown and in India, it is to the tune of
~25000, although the accurate numbers are unknown. In India
multiple clusters of COVID-19 among HCWs have been reported
since the beginning of the pandemic.

The first cluster of infection among HCWs was reported from
Rajasthan on 16th April in a popular Indian Daily from two well-
known medical colleges in Jaipur and Bhilwara. Of 21 cases from
Jaipur till 22nd April, 2020, 12 were doctors and 9 were nurses and
support staff. In Bhilwara 7 doctors from a single hospital were
reported to be positive. The source of infection was the HCWs.
This was the first incident that prompted large scale implementa-
tion of training of HCWs in taking adequate precautions. It also
prompted the hospital administrations and policy makers to pro-
cure adequate PPE for HCWs and make arrangements to tide over
the acute crisis that may arise by rearranging, pooling of available
health care staff for contingency.

Following these reports, similar clusters of infection were
reported from several parts of the country. Notable among these
clusters are a cluster from Mumbai in which more than 50 people
got infected in a private hospital in Mumbai. As of now, more than
2000 HCWs have tested positive in the capital city New Delhi. As
many as 5000 doctors and 11,000 HCWs have been reported
infected in the state of Maharashtra alone. As the pandemic con-
tinues, the hospitals are becoming hot spots for disease spread and
poses a serious threat.

In comparison, the infection rates among HCWs in Italy and
Spain are reported to be 9% and 14%, respectively. As many as
151 doctors and 40 nurses have died due to COVID-19 in Italy as
reported in an article by Nava et al. Maximum fatality was seen
between 60-80 years of age which accounted for almost 86% of
total deaths [1]. Although the exact data on mortality of HCW in
India is not available, a study in India on COVID-19 in HCWs in
India found the commonly effected age group to be 26-41 years
(61%). HCWs performing endotracheal intubation were at higher
odds of being infected (adjusted odds ratio: 4.33, 95% confidence
interval: 1.16-16.07). This was in in contrast to Italian data where
doctors in the critical care units and pulmonology were less effect-
ed and contributed a minor percentage to the fatality. Majority of
the Italian doctors who succumbed to COVID-19 were general
practitioners (47%), with dentists accounting for nearly 10%. [1].
The data regarding the same is currently not available from India.

Such significant numbers amongst the HCWs has been attrib-
uted to rapid spread of SARS-CoV2 infection, unpreparedness,
lack of proper training, continuous and prolonged working hours
which was worsened due to death of a colleague which had to be
compensated. Lack of proper hand hygiene has been identified as
an important modifiable factor. Another important factor high-
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lighted in the article was overburdening of the health care system
specially the critical care units involved in the management of res-
piratory failure, which would invariably require aerosol generating
procedures to be performed. The burden on the health care system
meant makeshift arrangements converting rooms with normal ven-
tilation to function as critical care units. A few clusters have also
occurred due to concealment of travel history.

It becomes imperative to put in place the plan of action to com-
bat the infections amongst the HCWs. It is well known that respi-
ratory procedures involve risk of aerosol generation and subse-
quently risk for COVID-19. Winck et al. has reviewed the modal-
ities of Non-Invasive Ventilation (NIV)/high frequency nasal can-
nula in effort to generate the least amount of aerosol. They have
suggested use of NIV through helmet with double limb circuit and
good seal at neck-helmet interface along with use of more efficient
respirators (Powered Air Purifying Respirators) for high risk
aerosol generating procedures to minimize the risk [2]. 

An article by Ippolito et al. reviews the use of various medical
masks and respirators as PPE in reducing the level of exposure to
HCWs [3]. Various respirators which include medical mask, filter-
ing facepiece respirator (FFR), elastomeric respirator, FFR with
expiratory valve, powered supplied air respirator and atmosphere-
supplying respirator are currently available to HCWs. However, in
India the common available ones include medical mask, FFR with
or without valve. The availability of powered air purifying respira-
tors in India is limited to certain select centers only.

Also, essential training on infection prevention strategies and
proper use of PPE is of paramount importance. In order to know

the exact incidence of infection, formulation of registry for report-
ing infection among HCWs could be made and the impact of meas-
ures taken can be measured over time. Once adequate protection
and knowledge on infection prevention and control practices are
ensured, then focus should be on other risk factors such as trans-
mission between HCWs during case discussions, hand overs and
lunch breaks. HCWs must follow the basic principles of social dis-
tancing among them as well as with the general public.

For resource limited countries like India with suboptimal
health care infrastructure and shortage of HCWs, it is important to
conserve this limited work force available in handling this pan-
demic in the best possible way. Every effort should therefore be
taken to protect this limited health care force available. 
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