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Fig. 1. Paramedic wearing personal protective equipment for aerosol generating procedures.

kept in mind. If intravenous access cannot be established or is techni-
cally difficult, it is still possible to establish intraosseous access.
Performing several procedures in protective clothing is technically diffi-
cult and exhausting, which is especially true for CPR. Certain intra-
hospital procedures must be modified, for example, cardiopulmonary
resuscitation in a patient with ARDS in a prone position and electrical
defibrillation.

The COVID-19 pandemic poses a huge challenge for emergency
teams, as well as physicians in emergency departments. The need for
additional protection of the patient and medical personnel may result
in a significant delay in the arrival of the emergency team, patient trans-
port, and provision of intended medical care. During any pandemic,
people still suffer from various diseases and injuries that require treat-
ment. The need to regroup medical forces and resources should not in-
crease morbidity or mortality from diseases other than COVID-19.
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Preserving mental health and resilience in
frontline healthcare workers during COVID-19

At a normal time, 50% of physicians are battling burnout, or emo-
tional fatigue caused by work related stress [1]. Physicianmental health
was a reticent, widespread public health crisis prior to COVID-19. Now,
healthcare workers are fighting a lethal virus with PPE shortages and no
evidence based treatment. Where does that leave the mental state of
our healthcare workers?

Healthcare workers are known for their stamina and emotional re-
silience in the workplace, however, COVID-19 comes with a new set of
standards. The pressure of caring for patients is amplified in the setting
of a virus with human-human transmission and no specific lifesaving
treatment [2]. Handling life and death situations while simultaneously
putting one's own life at risk contributes to an actual sense of danger.
Other physician and nurse workplace stressors during COVID-19 in-
clude extended shifts with increased volume and severity of patients
[3,4]. Triaging patients while knowing that there are a limited number
of ventilators and ICU beds cause emotional and psychological strain
[3,5]. Physiciansmustmake critical decisions for their patients in the ab-
sence of familial bedside input since visitors are no longer allowed in
hospitals. The emotional trauma endured by physicians is intensifying
as they witness high volumes of death, including infection and deterio-
ration of coworkers [2].

1530 Correspondence / American Journal of Emergency Medicine 38 (2020) 1515-1539

https://doi.org/10.1016/j.ajem.2020.04.028
https://doi.org/10.1136/bmj.m1165
https://doi.org/10.1126/science.abb3221
https://doi.org/10.1126/science.abb3221
https://doi.org/10.1001/jama.2020.6548
https://doi.org/10.5603/DEMJ.a2020.0012
https://doi.org/10.1016/S2215-0366(20)30078-X
https://doi.org/10.1016/S2215-0366(20)30078-X
https://doi.org/10.1016/j.rce.2020.03.001
https://doi.org/10.1016/j.rce.2020.03.001
https://doi.org/10.1016/j.ijsu.2020.02.034
https://doi.org/10.1213/ANE.0000000000004855
https://doi.org/10.1111/anae.15049
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ajem.2020.04.030&domain=pdf


Prior to the pandemic, physicians were able to seek solace
from the psychological weight of their profession with familial
and social lives. Currently, the stress extends outside of the
realm of healthcare facilities. Physicians worrying about infecting
their families and contaminating their homes may choose to self-
isolate or face the guilt of potentially infecting a family member
[6]. Social isolation and subjective feelings of solitude are
known risk factors for suicide, and it is already established that
physicians have higher rates of suicide than the general popula-
tion [1,6]. A recent study in Wuhan China demonstrated that women,
nurses and frontline healthcare workers are particularly vulnerable to
experiencing depression, anxiety, insomnia and distress in these work
conditions [7].

Supporting thementalwellbeing and resilience of frontline healthcare
workers is imperative to ensure global recovery from the COVID-19 pan-
demic. In order to do this, establishing a modern day hierarchy of needs
for our physicians will help prioritize efforts to alleviate their psychologi-
cal burden, similar to how the Psychiatry Department and Mental Health
Institute of the Second Xiangya Hospital did during China's outbreak [2].
The primary concern is protecting the physical wellbeing of physi-
cians, followed by the psychological needs, and finally addressing
and supporting the communities and families of physicians.

Ensuring that physicians can treat patients safely by providing
adequate amounts of PPE should be top priority [2,4,7]. Adequate
rest, nutrition and hydration are also essential components of
maintaining physical wellbeing [2,4]. One study showed that limit-
ing shifts to b16 h yielded an 18% reduction in attentional failures
[8].

Efforts must be made to allow physicians to seek help if needed
without stigma or repercussion [4]. Psychological support should
be made available in a variety of methods so that the physician has
the freedom to choose an approach that works best. Emphasis
should be placed on individualized emotional support plans, as psy-
chological care is not one-size-fits-all. This includes the use of tele-
medicine, video chats, or online forums to make appointments
with psychologists and psychiatrists [2,4,7]. Support groups and
reading materials pertaining to dealing with ongoing stressors
should be available.

Maintaining the mental resilience of frontline workers involves
offering solutions that allow them to perform their duties. Medical
journals should focus on streamlining publication of relevant mate-
rials in multiple languages on multiple platforms to dissemination
critical information [10]. Education on how to emotionally support
and work with patients experiencing significant mental health prob-
lems during the pandemic should also be made available, as well as
access to refer patients to seek psychological treatment [9]. To prior-
itize safety, non-emergent health concerns, when feasible, should be
addressed via telemedicine, and non-emergent procedures post-
poned [4]. Another major concern is what if the needs of a commu-
nity surpass hospital capacity. To prepare for this, communities
should have a backup force of able healthcare workers who are either
retired, and even include students who are about to graduate. These
workers should prepare to be activated in times of emergency or
high volume [4]. Use of military resources including workers, hospi-
tals and potentially even ships should be incorporated as needed.
Employing military style triage could also help streamline patient
care [4].

Steps need to be taken in order to preserve the mental wellbeing of
our frontline providers, most importantly protected them from infec-
tion. Mental health resources and education should be provided to
physicians who are experiencing traumatizing work conditions and un-
paralleled stress levels. While action to preserve the psychological and
emotional health of physicians needs to begin now, these providers
will need long-term resources to fully recover from this experience.
Physician wellbeing should be one of our highest priority, as public
health and vitality is theirs.
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Adaption of the emergency department
decontamination room for airway management
during COVID-19

OnDecember 31, 2019 thefirst cluster of cases of pneumoniawas re-
ported inWuhan, China later confirmed to be due to the novel coronavi-
rus 2019-nCoV [1]. The first case in the United States was reported on
January 20, 2020 [2]. In early March 2020, our hospital took care of
one of its first COVID-19 patient. It was during this time that we also
had our first COVID positive cardiac arrest. Given good communication
from the patient's family to the public safety answering point, appropri-
ate warning was provided to the emergency medical services (EMS).
This information led to crews notifying the emergency department of
impending arrival of infectious patient allowing staff to don appropriate
personal protection equipment.

With the quick thinking and innovation of emergency department
(ED) staff, a stretcher was quickly moved into the decontamination
room. The code was then conducted in this room. Following this event,
a plan was quickly mobilized to permanently convert this room into a
resuscitation bay during the COVID-19 outbreak. We offer our sugges-
tions on how to quickly set this up in your own Emergency Department
in order to protect staff.

Occupational Safety and Health Administration requires emergency
departments to have the ability to decontaminate patients [3]. Most
EDs have a dedicated room or area with a portal to the outside which
is often located near the ambulance entrance. If a potential COVDpatient
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