NIrNA
RUMA WINTER SYMPOSIUM
Royal College of Anaesthetists 3-4 December 2020

COVID-19 Chair: Dr Jamie Strachan

What Intensive Care Medicine has learned
Dr Alison Pittard OBE

Professor William Harrop-Giriffiths @

Risks to healthcare workers

09/12/2020

Is it safe?

Prof Tim Cook
Bath

Twitter @doctimcook
Email timcook007 @gmail.com




Is the population safe?

Are hospitals safe?

Are anaesthetist and intensivists safe?
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Context — 25 Sept

About 90% of population still at risk of COVID-19 (London 80%)

Desire to re-establish and maintain planned surgery (Simon Stephens)

Surgical priorities set by RCS

Reduced NHS hospital capacity (expanded ICUs, COVID-19 care, socially distanced beds)
Stress on system likely to rise over winter

Current evidence of rising rates of COVID-19 throughout UK (ONS)
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Direct and indirect impacts of COVID-19 on excess
deaths and morbidity (SAGE)
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Confirmed cases rising steeply
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Heatmap of Test Positivity Rate By Age Group (France)
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| mmm— March 9

The UK COVID-19 epidemic: time to plan and
time toact

THE UK COVID-19 EPIDEMIC

i : hitps://theanaesthesia.blog/2020
hitps:/AtheandesthesiaBidg /03/09/the-uk-covid-19-epidemic-
W @Anaes_lournal time-to-plan-and-time-to-act/
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Risk

Individual Environment

Mitigation
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Risk of (harm from) COVID

EXPOSURE

Age

Ethnicity gey Co-morbidity Mitigation

Patients at risk of harm from COVID

3 major risk factors

Age: mortality from COVID rises 12% each year of age

Age: mortality risk doubles (200%) every 5-6 years

Age: mortality risk rises 10-fold (1000%) each generation (20 yrs)

e WONETS
What have been the fatal risks of Covid,
particularly to children and younger
adules?

https://med

bf7060c40]




Patients at risk of harm from COVID

3 major risk factors

Age 65-74 vs 15-44
- half as likely to get COVID-19

- 100x more likely to die from it

REACT-2

https://www.medrxiv.org/content/10.11

01/2020.08.12.20173690v2.full.pdf
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Patients at risk of harm from COVID

3 lesser risk factors

Sex — male risk up 70%
Ethnicity — non-white risk up 50-100%
Comorbidity — risk up 10-200%

ANALYSIS

M) Check for updates

vt Use Of “normal” risk to improve understanding of dangers of covid-19

Accumulating data on deaths from covid-19 show an association with age that closely matches the
“normal” risk we all face. Explaining risk in this way could help people understand and manage their

response, says David Spiegelhalter
David Spiegelhalter chair

As covid-1g turns from a sacietal threat into a matter
of risk management, it is vital that the associated
risks are understood and clearly communicated.’ But
these risks vary hugely between people, and so
finding appropriate analogues is a challenge.
Although covid-19 is a complex multisystem disease
that can cause prolonged illness, here I focus solely
on the risks of dying from covid-19 and explore the
use of “normal” risk—the risk of death from all causes
each year—as an aid (o transparent communication.

from and with the virus, while underestimating the
true number of deaths linked to covid-19 because of
underdiagnosis in people who did not display classic
symptoms, were not tested, and so did not have
covid-19 mentioned on the death certificate.

In the 16 weeks (112 days) between 7 March and 26

June 2020, 218 354 deaths were registered in England
and Wales, compared with an average of 159 595 for
this period over the past fiveyears. This is an absolute
excess of 58 759 deaths, carresponding to a relative

https://www.bmj.com/content/370/bmj.m3259
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Deaths per 100 000 people
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Risk factors

Anaesthesia 2020 doir10.1111/2n20.15220
Review Article

Risk to health from COVID-19 for anaesthetists and
intensivists —a narrative review

T.M. Cook

Consultant, Royal United Hospital, Bath, UK and Honorary Professar of Anaesthesia, University of Bristol, UK.

Summary

Healthcare workers are atan increased risk of infection, harm and death from COMID-19. Close and prolonged

P ov-2

sex, ethnicity and comorbidities) then influence the subsequent risk of COVID-19 leading to hospitalisation,

crifical care admission or death, While relative risk is often reported of individual d bsalut

risk s more important and dynamic, particularly in the healthcare setting. Individual risk interacts with exposure

and environmenta! risk-factors, and the extent of mitigation to determine overall risk. Hospitals are a unique
i in which there is a signifi d sisk of infoction for all healthcare workers. Anaesthetists

and intansivists particularly are at high risk of exposure to SARS.CoV-2 infactad patients due to their working

10
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A Reference risk

B Increased environmental risk

€ Increased environmental risk + lower personal risk
D Increased environmental risk + higher personal risk
Increased environmental + personal risk + mitigation

Absolute risk

Increased environmental risk

]
I
Higher personal ri i Lower personal risk
{relative risk) + (relative risk)
Miigation
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Long COVID
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Symptoms Acute COVID-19 phase | Post-COVID-19 follow-up
Fatigue
At mean of 60d COVID- Dyspnea
related symptoms Joint pain
Chest pain
None 12.6%
19 3% Cough
>3 55% Ango(a At mean of 60d COVID-related
Sleca syndrome symptoms
Rhinits.
Red eyes. Worse QOL* 44%
Dysgeusia Fatigue 53%
Headache Dyspnoea 43%
Sputum production Joint pain 27%
Lack of appetite Chest pain 22%

Sore throat )
*>10 points down on EuroQOL
Vertigo
Myalgla
Drsivhes JAMA 2020: 324; 604-5

80 60 40 20
Patients wi

0 20 4 6 80
Bt gmanetwork com/journals/jamayfullarticle/2768351

Post COVID-19 recovery

myalgia muscle loss insomnia

Post hospital debility

fatigue Post viral

depression

exercise related ‘brain fog
exhaustion

Organ dysfunction

SOB - respiratory
SOB - cardiac

Are hospitals safe?

12



UK COVID hospital admissions

No non-cancer elective
surgery

14 days self isolation

/PCRxlorZ

3,000 I

| Airborne PPE for all GAs and
2,000 most surgery
i
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Sir Simon Stepﬁens m

31 phase plan

Shigton House
80 Londen Read
London SET 61K
sagland spoc@nhs.net

(ecutive Sie Simon Stevens
g Officer Amanda Pritchard.

3 1 J u | From the Gt
y pestit

To.
Chaef executrves of all NHS trusts and foundaton trusts
e e Officers

and Primary Care Networks.

Provic of commnumity healih services

NHS 111 providers

GP

1o
NHS Regional Disectors

Restore full operation of all cancer services

Recover the maximum elective activity possible between now and winter
- 80% September

- 90% October

IMPORTANT - FOR ACTION - THIRD PHASE OF NHS RESPONSE TO COVID-19

‘Tameside hospital Covid deaths are Gui{lredlan

‘canary in the mine'

Plans to ration Covid testing in England
will prioritise healthcare and teachers

‘says public health ehef
Coromayinus -Latestupdates
T ———— hite Labous
= - conmty b belagtakon backto April
( Coronairus- Latest updates
Sewallor commain coverage

https://www.theguardian.com/politics/2020/sep/16/tameside-
pital-covid-deaths-are-canary-in-the-mi

ket - expecially teachars - as the government,

https://www.theguardian.com/world/2020/sep/16/teachers-

to-top-englands-covid-test-list-as-rationing-returns
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Why is coming into hospital dangerous?

1 Attending while brewing COVID
2 Getting COVID in hospital

- from other patients

- from staff

3 Post operative immunosupresssion and debilitation increasing risk
from subsequent COVID-19

09/12/2020

Sethuraman et al JAMA April 2020

Before symptom onset After symptom onset

( owamaiar OIC Lt e C T D)

C oty dscion

SARS-Cov-2
exposure

Increasing probability of

[T | T T T o T

‘Symptom onset

Nasopharyngealswab PCR Bronchoatveclar avagesputum PCR oM antibody
Vius solaton from espiratory ract Stool PR 196 antibody
https:, k.com/journals/jama/fullarticle/2765837

BMJ Yalc HOME | ABOUT

| ALERTS / RSS

medRyxiv @

THE PREPRINT SERVER FOR HEALTH SCIENCES

© Comments (2)

SARS-CoV-2, SARS-CoV-1 and MERS-CoV viral load
dynamics, duration of viral shedding and infectiousness: a living
systematic review and meta-analysis

Muge Cevik, Matthew Tate, & Oliver Lloyd, () Alberto Enrico Maraclo, Jenna Schafers,
Antonia Ho

doi: https://doi.org/10.1101/2020.07.25.201 62107

https://www.medrxiv.org/content/10.1101/2020.07.25.20162107v2
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COVID-19 viral dynamics

Incubation around 5d (up to 14)

Viral secretion (infectious) up to 9d

Maximum infectivity probably day 0-5 of symptoms
Maximum transmission day 0-5

Asymptomatic infection certainly

Mean duration Maximum

Maximum
Upper Respiratory tract 17 83 9
Lower Respiratory tract 146 59 9
stool 17.2 35

Serum 166 60

https://www.medrxiv.org/content/10.1101/2020.07.25.20162107v2
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NICE 27 July

NICE G etoetisionce o

NICE guidance

Coronavirus (COVID-19)

Viewour new (ap

Home » NICE Guiduace ¥ Conditionsand discases  Infactions ¥ COVID-1

COVID-19 rapid guideline: arranging planned care in
hospitals and diagnostic services

NICE guideline [NG179]  Published date: 27 July 2020

https://www.nice.org.uk/guidance/ng179

NICE

All planned procedures needing anaesthesia (general, regional
and local) or sedation

37 :l:ii ‘Low risk patients' they can have a SARS-CoV-2

w5 sl = Self-isolate for up to 3 days only

« follow comprehensive social-distancing and hand-hygiene measures for 14 days before admission
(see government advice on s

cing)

. | have a test for SARS-CoV-2 from 3 days before admission. |amj ensure the results are available
beforehand

| o self-isolate from the day of the test until admission. |

NICE guideline [NG179] Published date: 27 July 2020

¢ https://www.nice.org.uk/guidance/ng179
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Public Health¥ m Public Health GIG | =
Scatland /4 Agency NHS |»
Health

Protection
Scotland

Public Health
England

9 September

COVID-19: Guidance for the
remobilisation of services within
health and care settings

Infection prevention and control
recommendations

09/12/2020

Public Health
England

47

Public Heahh* m Public Health GG
Scotland /i Agency NI | nae
« Health

Protection
* Scotland

9 September

COVID-19: Guidance for the
remobilisation of services within
health and care settings

Infection prevention and control
recommendations

infe o I dance-by-healthcare

nte

Patients/Individuals treatment, care and support to be managed in 3 COVID-19
pathways:

« High risk: There is no change in recommendations for IPC or for the use of PPE by
staff when managing patients/individuals who have, or are likely to have, COVID-19

+ Medium risk: This includes patients/individuals who have no symptoms of COVID-19
but do not have a COVID-19 SARS- CoV-2 PCR test result

« Low risk: Patients/individuals with no symptoms and a negative COVID-19 SARS-
CoV-2 PCR test who have self-isolated prior to admission for example following
NICE guidance

https://\ |

16



5. Standard Infection Prevention Control
Precautions (SICPs): all pathways or
settings

SICPs are the basic IPC measures necessary to reduce the risk of transmitting
infectious agents from both recognised and unrecognised sources of infection and are
required across ALL COVID-19 pathways.

remobilisation of services within
health and care settings

Infection prevention and control
recommendations

09/12/2020

7.3.1 Operating theatres and procedure rooms

Within the low risk COVID-19 pathway, standard theatre cleaning and time for air
changes provides appropriate levels of IPC and there is no requirement for additional
cleaning or theatre down time unless the patient has another infectious agent that
requires additional IPC measures.

7.4 Aerosol Generating Procedures (AGPs): procedures that create a higher risk
of respiratory infection transmission

Airborne precautions are NOT required for AGPs on patients/individuals in the low risk
COVID-12 pathway, providing the patient has no other infectious agent transmitted via
the droplet or airborne route

There is no additional requirement for ventilation or downtime in this pathway, providing
safe systems of work, including engineering controls are in place.

infe o I dance-by-healthcare

nte

8. Transmission Based Precautions (TBPs)

T i Based i (TBPs) are it (to SICPs) required
when caring for patients/ individuals with a known or suspected infection such as
COVID-19.

17
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a m COVID-19: Guidance for the
Public Health remobilisation of services within
Encincl health and care settings

Infection prevention and control
recommendations

High and medium risk paths: transmission based precautions

Airborne PPE for AGPs

Fallow time after anaesthetic interventions

Supplemented cleaning

Low risk pathways: standard infection control procedures
none of the above

11 September
England COVID Hospital Admissions
250 18 Sept
BBC Radio 4
Matt Hancock

“Hospital admissions are
doubling every 8 days”

d

4 ceesEsBEEY sy Ess5E£TEE S
o = 8 & A A mBANDRTI RS BB
= S228qRRPLLRS28RRRRYT TS
3 F5552553533323233332883§
2533 332 s fagxdza” @
Admissions 7 Day MA
https://twitter.com/john_actuary/status/1305763456994488320?s=20
9 Se pt Hospital Admissions by Region

England

—ast

London  ==Midlands NE & Yorks

= North West emm=SoLith East =mmmeSouth We

7 Day Moving Average of Regional Hospital Admissions |

East London | Midlands INE & YorksNorth Wes{South Eastbouth Wes| Total
26-Aug 3.0 6.0 103 9.0 83 6.1 45.1
07-Sep. 4.1 119 159 117 234 19 76.6
Increase 38% 98% 54% 30% 183% 26% -24% 70%

https://twitter.com/john_actuary/status/1292416783417315329
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UK COVID hospital admissions

NICE 179 PHE

3.000

2,000

1.000
s
01 Mar 01Sep

B Wales M Scotland Northern Ireland M England

09/12/2020

UK COVID hospital admissions

Full steam ahead with elective surgery

<3 days self isolation
PCRx 1

3.000
Standard infection control precautions
2,000
1.000
01 Mar 01 Apr 01 May 01Jun 01 Jul 01Aug 01S5ep

B Wales MW Scotland Northern Ireland M England

Mitigation before end August ....... July

Individual

Mitigation
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Mitigation.... after NICE/PHE....
And risk ...... going into winter

09/12/2020

h ://www.thelancet.com/journals/lan icle/P11S0140-
COVIDsurg 6736(20)31182-X/fulltext

Mortality and pulmonary complications in patients
undergoing surgery with perioperative SARS-CoV-2
infection: an international cohort study

Summary
Background The impact of severe acute respiratory syndrome coronavirus 2 (SARS-CoV:2) on postoperative recovery
needs to be understood 1o inform clinical decision making during and after the COVID-19 pandemic. This study

reports 30-day mortality and pulmonary complication rates in patients with perioperative SARS-CoV-2 infection Sy,

Methods This i [

surgery whe had SARS-CoV:-

lsin 24 patients g
7 days before or 30 days after surgery. The primary outcome :
nd was assessed in all enrolled patients. The main sccondary OUICOME  «utostog e
measure was pulmonary complications, defined as pneumonia, acute respiratory distress syndrome, or wnexpected  the speoc 55 17)
postoperative ventilation.

Findings This analysis includes 1128 patients who had surgery between Jan 1and March 31, 2020, of whom 835 (74-0%)
had emergency surgery and 250 (24-8%) had elective surgery. SARS-CoV-2 infection was confirmed preoperatively in

Tttps://www.thelancet.com/journals/lancet/article/PIS0140-
6736(20)31182-X/fulltext

Mortality and pulmonary complications in patients E JAN0))
undergoing surgery with perioperative SARS-CoV-2 i
infection: an international cohort study

e iborative . m
i 24% 30-d mortality

Background The impact of sev 51% severe pulmonary T e
needs to be understood 1o A Study o210

reports Hday mortaliy complications LR e o)
Jp e e Trcluded ol patients undergoing

« Mortality risks odds ratio ¥ 30 days after surgery. The primaty outcorie o srssea st
! ASA 23-5 2:35 [1:57-353), pe0ooor. et PRl Mortality UNaffected by

1 age 270 years 2-30 [1:65-3-22), p<0-0001 Timing of COVID diagnosis

1 male sex 1-75 [1:28-2:40], p<0:0001 11 and March 5

Ig o ) 3 infection v Type of anaesthesia

; Emergency [L0G22:63], p=0026 8 et v LA 31%

1 Cancer surger 1-55 [1:01-2:39], p=0:046 7). accounting

e g Y 152[ e (e sex fodds 1 v RA 2%

- Major vs minor [1:01-231], p=0-047 1 <t > A = 7 & o PO
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Patients for elective surgery

3 groups
1. Low risk young patients Carry on
2. Higher risk and older patients Shared decision making & inform of

increased risk from hospital

3. Patients who have had COVID-19 Defer or MDT (incl anaesthesia); complex
and unknown

Available anline at www.sciencediroct,com

Journal of Hospital Infection

&N

journal homepage: www.olsevier com/locate/ihin

Nosocomial COVID-19 infection: examining

the risk of mortality. The COPE-Nosocomial Study
(COVID in Older PEople)

B. Carter™ ', J.T. Collins® ', F. Barlow-Pay®, F. Rickard %, E. Bruce®, A. Verduri',
T.J. Quinn®, E. Mitchell", A, Price’, A, Vilches-Moraga’, M.J. Stechman®,

R. Short™, A. Einarsson”, P. Braude ", 5. Moug®, P.K. Myint”, J. Hewitt ",
L. Pearce™?, K. McCarthy“?, on behalf of the COPE Study Collaborators

h ://www.ncbi.nlm.nih.gov/pmc/articles/PMC7372282/pdf/main.pdf
COPE-nosocomial
10 UK and 1 Italian hospitals
1564 COVID-19 patients
- 196 >15d after admission 12.5% (hospital acquired)
- 169 2-14d after admission 10.8% (uncertain)*
- 1199 0-1d after admission ~ 76.7% (community acquired)
*Uncertain were included in community-acquired
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7372282/pdf/main.pdf
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COPE-nosocomial

Time to infection |

Community acquired median 1d (IQR 0-1d)

Hospital acquired median 32.5d (IQR 23-54)

LOs

Community acquired median 16d

Hospital acquired median 33d

Mortality

Community acquired 27.2%

Hospital acquired 27% e L oo

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7372282/pdf/main.pdf

OEE © - F N G Ve T o S

25 October

Coronavirus: One in eight hospital cases
were 'caught on-site'

“they also had better
outcomes than those
admitted with the virus,
probably because of faster
diagnosis and, therefore,
treatment.”

f o v E <

[————

“those caveats do suggest the
risk of catching the virus in
hospital remains still small.”

ospicas, o stucy supgests,

I8 fns Cosoge London stady o1 16 UK Resbas st s o 28 o

ONS — PCR surveillance

Staying at home 1
Working outside home 2.49 (1.4-4.5)
Non-patient facing work 1
Patient facing work 4.06 (2.4-6.8)
Contact with hospital — personally 2.20(1.1-4.2)

Contact with hospital — household member 1.99(0.9-4.1)

61% of +ves asymptomatic

https://www.medrxiv.org/content/10.1101/2020.07.06.20147348v1
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Are hospitals safe?

Are anaesthetist and intensivists safe?

09/12/2020

. Screening of healthcare workers for
Cambridge saRrs-cov-2 highlights the role of
asymptomatic carriage in COVID-19
transmission

Lucy Rivett'?", Sushmita Sridhar?*5", Dominic Sparkes'=",
!:Z} eLife Matthew Routledge’ ", Nick K Jones™***", Sally Forrest*, Jamie Young®,
A Joana Pereira-Dias*®, William L Hamilton'?, Mark Ferris’, M Estee Torok®?,
Luke Meredit-? T~ ~'7n mnin ~avin 49 BioResource Collaboration,
Martin D cut CQm) bndge “haudhry™, Ashley Shaw’,
Richard J Sam Gerdon Dougan®?,
kemmethac ¢ 1032 HCWs cholas 1 Mzﬂi-;nn‘-“’ 14, Giles Wright”,
lan G Goodfe' Aprll hael P Weekes" 51+

'Department of Infectious Diseases, Cambridge University NHS Hospitals
Foundation Trust, Cambridge, United Kingdom; *Clinical Microbiology and Public
Health Laboratory, Public Health England, Cambridge, United Kingdom; *Wellcome
Sanger Institute, Hinxton, United Kingdom; ‘Department of Medicine, University of
Cambridge, Cambridge, United Kingdom; *Cambridge Institute of Therapeutic

lifescien If: icls 7.
Identification of P
Number positive
clusters of cases B ot tota pontives
8 30- l 80
g -
'§ 2 . . - 60
g e . . .
g 10q= i I - * | " %
s - I 4 O I 20 &
N ] II )
ABEBEREH TS RinesaReTh

Clinical area / ward

https://elifesciences.org/articles/58728
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Identification of

09/12/2020

clusters of cases

= HCW asymplomatic group
- HCW symplomatc |
‘symptamatic household contact group

1 == Reactive scracning group

Detection g2
-

- By screening mostly! I

) 5%

- Most asymptomatic _§«$

3

Ex
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https://elifesciences.org/articles/58728

REACT-2 Imperial: 11.7% vs 6%

Antibody prevalence for SARS-CoV-2 following the peak of the pandemicin

England: REACT2 study in 100,000 adults

National REal-time Assessment of Community Transmission-2 (REACT-2) prevalence study using a

self-ad d lateral flow (LFIA) test for IgG among a random population sample

of 100,000 adults over 18 years in England, 20 June to 13 July 2020.

Care home workers HR 3.1
Patient-facing HR 2
ht g iV, Of 7 full.|

Oxford staff serology: 11% vs 6.8%

: BM]) Yale

medRyiv ©

THE PREPRINT SERVER FOR HEALTH SCIENCES
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Oxford

https://www.medrxiv.org/content/1
0.1101/2020.06.24.20135038v2.full.
pdf

Anaesthesia
Low rates of infection
Despite airway care

ICU
Low rates of infection
Despite high COVID pressure

09/12/2020

SAFER study: London 45% vs 15%

SARS-CoV-2 virus and antibodies in front-line Health Care Workers in an

acute hospital in London: preliminary results from a longitudinal study
Running title

SARS-CoV-2 incidence in Health Care Workers

1. Catherine F Houlihan, PhD, Dept Clinical Virology at UCLH, Department infection and Immunity at

UCL, Department of Clinical Research at LSHTM, London, UK

https://www.medrxiv.org/content/10.1101/2020.06.08.20120584v1
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Birmingham HCWs
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SARS-CoV-2 seroprevalence and asymptomatic viral
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Birmingham HCWs - seroprevalence
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Community prevalence of SARS-CoV-2 in

ONS — PCR surveillance

Staying at home 1
Working outside home 2.49(1.4-4.5)
Non-patient facing work 1
Patient facing work 4.06(2.4-6.8)
Contact with hospital - personally 220(1.1-4.2)

Contact with hospital ~ household member 1.9 (0.9-4.1)

61% of +ves asymptomatic

ey 1101/2020.07.06 2014734801
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Infection rates
HCW vs community

PCR

ONS 4x
Serology

UCL 45 vs 15% 3x
Birmingham 24 vs 6% 4x
Oxford 11% vs 6% 2X

Anaesthesia and ICM under-represented
- HCW infection
- Deaths

09/12/2020

Three epidemics \/ \\
T \

// "\ Care home rate |

Hospital rate
3-4 x community rate

4

Waning antibodies

- wane after 3-4 months
- reinfection possible
- survived is not untouchable
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Are AGPs AGPs?

09/12/2020

Healthcare staff deaths

Simon Lennane GP, Ross on Wye

Emira Kusmurovic Health Service Research Centre Fellow, RCoA
Lesa Kearney Teaching Fellow, Kings Hospital

Ella Woodman Physiology Undergraduate
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Exclusive: deaths of NHS staff from covid-19
analysed
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analvsed/ 10274 7L aricke

5 May 2020

Younger female NHS workers may face greater
risk of death from coronavirus

09/12/2020

[N —————
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At least 23 nationalities among NHS staff killed
by covid

0000

Acinglawtuly
ndsticaly

[

httos:/wwshsi co.uk/wor
Lz

nalities among

NHS England Headcount —Jan 2020

NHS England headcount - Jan 2020

Infrastructure Doctors
10%
16%

Ambulance

Nurses/midwives/health

28%

ical Support.
https://digital.nhs.uk/data-and-information/public: nh: rkforce-statistics/january-2020
NHS gender: 77% female
NHS staff gender
100% 100% Female = Male m
89%
80% 78% 77%

60%

a5%

61%
50%
40%
40%
- I I I
0% .

Doctors Nurses&  Midwives  Ambulance
health visitors staff

Managers Others  Grand Total UK Population
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NHS workforce - % BAME (2018)

All 21%

Nurses 20%
HSWs 17%
Doctors 44%

Born outside UK 18%

httEs’//dlg\ta\. nhs.uk/dalarandrlnformal\on/publ\cat\ons/stallsllca\/nhs'workforce—stal\sllcs/seelember—zols

BAME
% Deaths vs % NHS workforce
100 94 Born outside
90 UK 18%
80 NHS deaths >53%
71
70
60 56
50 44
40
w 29
20 20 17
10
0
35 27 19 25
Nurses/midwives HSW Doctors/dentists Other
May - 31 doctors
7 Male 96%
Medical specialties
6 n=31 BAME 96%
B Age 50-63
. (median 62)
| I
2
J I I
0
Anaesthesia Ic™m Surgeon GP Physician  Paediatrics ED Unclear
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May - 31 doctors

7 Male 96%

6 BAME 96%

s Age 50-63
4 I | (median 62)
3

B

1 1 ]

0

Anzesthesia M Surgeon Gp Physician  Paediatrics €D Undlear
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Doctor deaths

Deaths in healthcare workers due to COVID-19: the need
for robust data and analysis

Anaesthetist/Intensivist safety

1. Better PPE

2. Better behaviours

3. AGPs are not aerosol generating?
4. Infection risk burnt out before ICU?
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Is the population safe?

Are hospitals safe

Are anaesthetist and intensivists safe?

No (age)

No (keep the virus out)

Yes (With present protection)n

09/12/2020

Thank you

timcook007 @gmail.com

@doctimcook
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