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This document summarizes existing technical guidance and lessons from other settings responding to the 
COVID-19 pandemic on managing the healthcare workforce. It is designed to help inform high-level 
planning and is not intended as a comprehensive national planning document or to substitute for 
professional medical advice, or expert clinical or epidemiological guidance. This document is not intended 
to recommend or endorse any specific tests, procedures, opinions, or other information that may be 
referenced.  
 
For any questions or concerns contact: 
Anne Sosin 
Global Health Initiative Program Director at Dartmouth 
anne.n.sosin@dartmouth.edu 
 
 

Overview 
 
Key Points: 

● It is possible that healthcare worker infection will be even higher in resource limited settings with 
low PPE availability.  

● Healthcare workers may be exposed to SARS-CoV-2 in patient care, non-patient care, and 
community settings. Policy should be developed accordingly. 

● Countries and healthcare institutions must develop plans to manage staffing shortages. 
● Clear policies that balance fairness and equity are needed to ensure optimal allocation of scarce 

resources. 
 
Community transmission of SARS-CoV-2 is widespread, particularly in situations where people have 

lower access to sanitation or are unable to stay at home. R0 estimates range from 2.2 to 5.7.1,2 The spread 
of SARS-COV-2 can be particularly difficult to contain or control because of asymptomatic and 
presymptomatic transmission.3,4,5,6 Many healthcare workers may be exposed to SARS-CoV-2 in the 
community.  

 
Additionally, healthcare workers may be exposed to SARS-CoV-2 while at work. Many healthcare 

institutions report SARS-CoV-2-positive patients presenting in non-COVID-19 treatment settings, resulting 
in large numbers of exposures for healthcare providers, non-clinical staff, and other patients.7,8,9,10 Rates of 
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healthcare workers infected with SARS-CoV-2 are high, even in high resource areas. As of April, healthcare 
workers made up at least 10% of Italy’s total COVID-19 cases.11  
 
The following outlines strategies to optimize the health workforce during the pandemic for contingent and 
crisis standards of care. 
 
 

Section 1: Strategies to Optimize Health Workforce during the Pandemic 
 
Increase staff capacity12 

● Redeploy healthcare workers from other services to COVID-19 treatment and essential activities.  
○ Prioritize workers with experience in critical care for COVID-19 treatment 

● Consider reassigning high risk healthcare workers to non-COVID-19 areas 
● Consider changes to work schedules and vacations to optimize staff levels 
● Consider recruiting other temporary staff, including providers from the private sector, dentists, 

nursing students, and task shifting some activities to them 
● Consider enrolling convalescent patients to perform some basic tasks  

 
Measures to reduce the risk of transmission 

● Institute social distancing between providers where possible (optimally 1-2 meters between 
persons) for patient care and administrative activities 

● Institute social distancing with patients (take steps to limit crowding in waiting areas, insert floor 
markers, limit visitors) 

● Institute universal masking for providers, staff and patients for source control. Medical masks 
should be reserved for healthcare workers. Providers should wear masks in all locations, including 
in community settings. 

● Institute social distance requirements and enhance hygiene practices in other non-clinical  areas 
(dormitories, cafeterias, offices) 

● Address social factors that may contribute to work or expose healthcare workers in the 
community 

○ Assess the feasibility of limiting travel of healthcare workers between hospital and home 
if possible. Utilize organization transportation if possible to reduce contact and optimize 
security of health workforce. 

○ Assess the feasibility of expanding staff housing  
○ Assess the feasibility of reducing off-site and weekend travel 

● Establish space for isolation and quarantine of infected and exposed healthcare workers to 
minimize transmission to household and community contacts 

 
Policy and Management 

● Clearly communicate risks and measures to mitigate them 
● Communicate plans and changes in evidence and guidance frequently 
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● Establish a list of vulnerable providers and staff early 
● Integrate mental health planning to mitigate psychological impacts and workforce attrition 
● Consider dedicating space for isolation and quarantine of healthcare workers  
● Consider hazard pay or other incentives for providers and staff 
● Establish guidelines for allocation of care and process for decision making 
● Identify triggers for moving from normal to contingency to crisis standards of care and staffing.  

 
 
 

Section 2: Institution of Contingent and Crisis Standards of Care Staffing  
 
Many settings may need to institute contingent and crisis standards of care during the pandemic. The 
following situation provides a description of the conditions, workforce triggers and indicators, and tactics 
for modifying workforce shortages along the continuum of care. Country and institution settings should 
establish specific indicators for moving from conventional to crisis standards based on epidemiology, 
patient census, staffing constraints. All efforts should be made to avoid reaching crisis standards of care. 
 
Triggers for Contingent and Crisis Standards of Care 
Adapted from the US National Academies of Sciences Crisis Standards of Care for COVID-19 Pandemic13  

Category Contingent Crisis 

Conditions 
Context specific 

Patient areas repurposed (OR, PACU, 
ED) 
Staff extended/ redeployed 
Conservation and re-use of supplies 
Functional equivalent care 

Non-patient areas used (alternative care 
sites) 
Trained staff inadequate or unavailable 
Critical shortages of essential supplies, 
decisions regarding allocation of care 
Crisis standards of care 

Workforce indicators and 
triggers 
Adapt to context  

Indicators: 
● Increasing staff absenteeism 
● High patient census 

Triggers: 
● X% staff ill rates (set by 

institution/government) 
● Normal staff to patient ratios 

exceeded 
● Specific staff exceeded 

Indicators: 
● Contingent staff maximized, either 

due to loss to illness or other 
factors, increasing patient census 

Triggers: 
● Unable to staff with contingent 

policy 
● Lack of required/alternate staff 

 

Tactics ● Redeploy workforce 
● Recruit workforce from other 

institutions if possible 
● Change staffing patterns 

 

● Task shift providers 
● Recruit non-medical providers 
● Evacuate patients to other 

facilities if possible 
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Section 3. Staffing Plans by Care Standard 

 
Staffing Plans for Exposed and Ill Healthcare Workers14 

(Adapted from US CDC)  
 

Standard of Care Measures to Institute for SARS-CoV-2 Exposed and Infected Healthcare Workers 

Conventional SARS-CoV-2 Exposed  
 

● Staff with known exposure to SARS-CoV-2 quarantine for 14 days. Note: some settings 
have shortened quarantine period or limited institution of quarantine to high risk 
exposures. 

● Exposed staff prioritized for testing 
 
SARS-CoV-2 Infected or Suspected (Symptoms consistent with SARS-CoV-2) Health Care Worker 

● SARS-CoV-2 infected staff isolate until meeting Return to Work Criteria (see below) 

Contingency Exposed  
 

● Develop plans to allow SARS-COV-2 exposed healthcare workers with an unprotected 
exposure to work 

● Staff should wear a medical face mask for source control 14 days (use N95 or higher 
where indicated. Note that N95 or respirators with exhaust valve may not provide source 
control) 

● Symptomatic screening should be conducted for exposed  
 

Infected or Suspected  

● Health care workers with even mild COVID-19 symptoms must cease patient care 
activities. These health care workers should be prioritized for a test 

● Institute monitoring using pulse oximetry 
● Health workers testing positive should not work.  
● Healthcare workers must meet return to work criteria. 

Return to work criteria (see below) should be satisfied but may be amended if shortages persist. 
Staff should not be working in environments with vulnerable patients 
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Crisis Transfer less severe cases to designated healthcare facilities or alternative care sites with 
higher levels of staffing 

Allow asymptomatic SARS-CoV-2 healthcare workers to work if not already done. Continue to 
monitor for symptoms and use medical face mask for source control (use N95 as indicated) 

Allow SARS-CoV-2 infected providers to return to work prior to meeting Return to Work Criteria 

SARS-CoV-2 Infected Providers 

If shortages persist, allow SARS-CoV-2 infected healthcare workers (confirmed or symptomatic) 
who are well enough to work. Institute monitoring for deterioration for healthcare workers.  

● SARS-CoV-2 patients should provide care for COVID-19 patients, preferentially in a 
cohort setting 

● As a last resort, allow SARS-CoV-2 positive staff to care for patients in a non-COVID-19 
setting. SARS-CoV-2 providers should not care for vulnerable patients.  

● Institute pulse oximetry to monitor for silent hypoxemia. 

 
 
Return to Work Criteria 
Institutions need to develop clear return to work criteria to guide personnel management. 
The following summarizes return to work criteria from the US CDC. Adaptations may need to be made 
based on local resource availability, particularly in situations experiencing crisis standards of care.  
 
US CDC return to work criteria:15 
Symptomatic healthcare workers with confirmed or suspected COVID-19:  
 

● Symptom based- 72 hours since resolution of symptoms, 10 days since onset of symptoms 
● Testing--resolution of fever without fever-reducing medicines, improvement in respiratory 

symptoms, and two negative SARS-CoV-2 tests ≥24 hours apart (refer to local guidance on 
testing). 
 

Healthcare workers with laboratory-confirmed SARS-CoV-2 test without symptoms: 

● Time-based strategy: 10 days since date of first positive COVID-19 diagnostic test.  
● Test-based strategy: Negative results from two consecutive respiratory specimens collected ≥24 

hours apart. 

Note: Diagnostic tests vary significantly in their ability to detect SARS-CoV-2.  Prolonged detection of RNA 
without direct correlation to virus culture has been reported. 
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