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FROM THE INSIDE

A few sick men in a golf car? Burned-out 
practitioners in a burned-out world
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This is not a dystopian movie; a golf car with three sick 
patients on diverse respiratory support devices, going out 
for the first time after being hospitalized, accompanied 
by a nurse and a physiotherapist.

It was April 2021 in Doha; coronavirus disease 2019 
(COVID-19) had peaked in a second wave and the health 
system had dictated a state of emergency that culminated 
in a second lockdown. Apart from healthcare sectors and 
food stores, daily routines had gone.

18  months since the first announcement of the pan-
demic, the expectation that vaccination and the wan-
ing of that first wave would return ‘life as normal’ slowly 
faded. The second and third waves hit hard.

In our hospital Hamad Medical Corporation, Doha, 
Qatar, a task force mobilized to co-ordinate critical and 
non-critical care physicians to the major casualty center 
of COVID-19. As cardiac intensivists, many of us were 
eager to help the suffering of COVID-19 patients and by 
extension, our colleagues. However, moving outside our 
comfort zone brought mixed feelings “I may get infected; 
I may carry infection to my family; I may not do a good 
job; moreover, I may cause harm rather than benefit”. 
Most of these feelings vanished from the first minute I 
encountered the COVID-19 field hospital. The motives 
for accepting the responsibility to help in this mission 
blended human and ethical commitments, and even 
extended to religious and cultural motives.

So many memories are cemented into my head. A 
symptomatic man in his early 60s who was not compli-
ant with self-prone positioning and non-invasive mask 
ventilation. When I tried to convince him to follow the 

treatment, he disagreed, “Doctor, do you think you could 
tolerate this machines for 10 days?!”. Subsequently his 
condition got worse, requiring intubation. I told him this 
was the only option left. He faced this dilemma bravely 
and made his last prayer with a mix of anxiousness and 
faith. Four hours later, he developed pneumomediasti-
num and extensive subcutaneous emphysema. Death 
came within days.

Another awake patient questioned, “please… every day 
you tell me that I am improving, then why am I not out 
of this place?”. I kept reiterating the same lines; that he is 
slowly recovering, and he is on the right track. After 18 
successive days of repeating these assuring words differ-
ently, a friendship of a kind formed between us. Finally, 
on day 18, he became extremely tachypneic and desatu-
rated. Therefore, I told him, “I must intubate you and 
put you on a machine to support your breathing, you 
are exhausted now, and nothing else is going to help”. 
He replied that he was a migrant “I do not want to leave 
my family alone; they just moved here. It is not about 
me”. Despite 25  years of experience, I found it difficult 
to persuade him to agree to an intervention when I was 
so unsure about the outcome. The patient asked, “How 
many days you will put me to sleep”. I did not know, so I 
told him “Pray to God, you were suffering for many days, 
and it is time to have some rest”. The term “kiss of death” 
referring to intubation, after being dormant for many 
years, was again resurfacing in my mind.

As an intensivist, I had often met situations at the time 
of intubation where patients were frustrated, but with 
COVID-19, we found them more pessimistic about the 
outcome of this intervention. There is no way to avoid 
patients’ social and ethical dilemmas—complex issues, 
which reflected not only on patients but also on health 
caregivers [1]. Emotional exhaustion, depersonalization 
and lack of personal accomplishment are the cardinal 
manifestations of burnout. In one highly alarming study 
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conducted recently in Ireland, the authors reported that 
three out of four physicians suffered from burnout during 
the pandemic [2].

The tragedy beyond this scene is indisputable; health 
care practitioners are exposed to significant risk, many 
of them have died and more deaths can be expected. 
In addition, the delayed and inconvenient governmen-
tal responses have added to fragmentation and tension 
in the health care system [3]. Four radical reasons were 
identified to cause burnout in the pandemic settings: the 
slowdown of routine medical care, the impact on vulner-
able patient populations; limited resources and staffing; 
and the colossal workload demands [2]. There is insuffi-
cient data to suggest that any current organization-based 
approach of minimizing burnout among practitioners 
give meaningful benefits [4]. In our scenario, the tension 
was added to even more by having a team of mixed spe-
cialists, not all of whom were proficient in critical care.

However, these three ‘sick’ patients in the golf car were 
having an outing for the first time. Variable levels of oxy-
gen supported their life and their eyes told of the resig-
nation that lamented a world that had changed. They 
seemed to wonder if ‘normal life’ was out there, at all. 
However, these complex feelings were shared, by both 
patient and practitioner. They may have even hit the 
practitioners first. Under such conditions of uncertainty 
and stress-related anxiety, who knows what new breed 
of medical practitioners we were creating? Three sick 
patients and those staff were on a journey somewhere 
and who, really, knew where?

It is the legacy of this pandemic that the old patterns of 
critical care leadership to promote mental wellbeing can-
not be carried out in the same way, because we are not 
the same. Schittek et  al. mentioned that care of mental 
health within the critical car team should be scaffolded 
with resources, open discussions, satisfying basic needs, 
and promoting expression of problems to relieve the psy-
chological tension of practitioners in the pandemic [5].

Stories like these ones, those vivid descriptions of 
poignant bedside moments have happened to us all and 
they should remind us of this salient point: that we need 

to do better to support the mental health of practition-
ers and to honor those narratives. We need to ensure, 
that wherever this golf car is taking us—it is taking us all, 
somewhere better.
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