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INTRODUCTION 
Emergency medicine plays an essential role during 

pandemics and epidemics, especially during initial phases. 
Without enough healthcare clinicians (HCC) at this 
critical time, patient care may become compromised.1 This is 
also the time in which HCCs are most vulnerable to pathogen 
exposure.2 Predictive models have shown that during a 
pandemic, up to 25-50% of a physician workforce could be 
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Introduction: Our goal was to quantify healthcare clinician (HCC) absenteeism in the emergency 
department (ED) during the coronavirus disease 2019 (COVID-19) surge and to identify potential 
interventions that may mitigate the number of absences. 

Methods: This was a retrospective, descriptive record review that included 82 resident physicians, 
physician assistants, and staff physicians who were scheduled to work more than three clinical shifts 
during March 2020 in an urban, academic ED that received a high number of coronavirus disease 
2019 (COVID-19) patients. Exposure was defined as a healthcare clinician who was not wearing 
appropriate personal protective equipment (PPE) having contact with a confirmed COVID-19 positive 
patient in the ED. The main outcome was the number of HCC absences secondary to exposure to or 
symptoms concerning for COVID-19. 

Results: During March 2020, of 82 ED HCCs, 28 (34%) required an absence from clinical duties, 
totaling 152 absentee calendar days (N = 13 women [46%]; N = 15 men [54%]). Median HCC age 
was 32 years (interquartile range 28-39), and median number of days absent was four (interquartile 
range 3-7). While 16 (57%) of the total absences were secondary to a known exposure, 12 (43%) 
were symptomatic without a known exposure. A total of 25 (89%) absent HCCs received COVID-19 
testing (N = 5 positive [20%]; N = 20 negative [80%]) with test results returning in 1-10 days. Eleven 
(39%) symptomatic HCCs had traveled domestically or internationally in the prior 30 days. 

Conclusion: Emergency departments should anticipate substantial HCC absences during the initial 
surge of a pandemic. Possible interventions to mitigate absences include early and broad use of 
PPE, planning for many asymptomatic HCC absences secondary to exposures, prioritizing HCC 
virus testing, and mandating early travel restrictions. [West J Emerg Med. 2022;23(2)X–X.]

absent at any given time secondary to illness and exposure.3 
One database showed that from March 1–May 31, 2020, 
HCCs accounted for approximately 6% of adults hospitalized 
with COVID-19.4 

Other studies have shown an increase in HCC absenteeism 
correlating with the first weeks of the pandemic.5 In a study 
in England, physician absences more than doubled during a 
COVID-19 surge with greater than 50% of those absences 
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related to COVID-19.6  There is a notable paucity of literature 
describing the effect that the initial phases of a pandemic have 
on emergency department (ED) HCC absences or the possible 
interventions that could curb the number of absences.7 This lack 
of data places frontline EDs at undue risk for inadequate HCC 
staffing at a time when patient care needs are greatest.8  

The purpose of this study was to quantify HCC absenteeism 
in the ED during the outbreak of the novel severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) virus and 
to highlight the timing and factors associated with absenteeism. 
We conducted the study at an institution that experienced a 
substantial COVID-19 surge. Our goal was to provide insights for 
frontline departments where COVID-19 disease burden may yet 
occur and for potential future epidemics and pandemics.9-11

 
METHODS 
Study Design and Setting 

This was a retrospective, descriptive record review with 
a waiver of consent approved by the hospital institutional 
review board. 

Selection of Participants and Data 
We conducted the study in an urban ED that receives 

over 100,000 annual patient visits. The ED is staffed by 
127 HCCs including resident physicians, advanced practice 
providers, and attending physicians. Healthcare clinicians who 
worked more than three clinical shifts during March 2020 
were included in this study. The department created an external 
database that tracked HCC absences secondary to COVID-19 
exposures or symptoms during the COVID-19 pandemic to 
assist with ED staffing. The database was blinded and then 
analyzed by the research team.  

Definitions 
Exposure was defined as a HCC without full personal 

protective equipment (PPE) having contact with a confirmed 
COVID-19 positive patient in the ED. Full PPE was defined 
as gloves, gown, eye protection, and mask. Surgical mask was 
acceptable except during any aerosolizing procedure, which then 
required a respirator mask. Symptomatic HCC screening varied 
over the study period, but primarily included fever, constitutional 
symptoms, respiratory symptoms, or gastrointestinal symptoms. 
Laboratory testing of nasopharyngeal swabs evaluated for the 
SARS-CoV-2 virus using polymerase chain reaction assay. Travel 
history was defined as any travel 30 days prior to exposure or 
symptom development.  

Timeline of Events 
Our first case of COVID-19 was confirmed on March 10, 

2020. All institutional international and non-essential domestic 
travel was cancelled on March 11. On March 12, testing 
criteria were changed from a more targeted approach (Figure 
S1) to a much broader approach (Figure S2). Triage changes 
were implemented on March 13 to begin screening patients 

for COVID-19 symptoms and risk factors prior to entering the 
ED. A dedicated testing area for stable patients was created 
on March 17. On March 18, full PPE became required for all 
patient encounters. Employee health allowed asymptomatic, 
exposed HCCs to return to work while wearing a mask on 
March 20, whereas previously HCCs had been placed on 
home quarantine for 14 days. All exposures were still required 
to be reported. Nasal swabbing by providers in full PPE in a 
dedicated testing area was implemented on March 21.

Analysis 
Descriptive statistics and graphical representations 

superimposed with explicit event dates were created using 
Microsoft Excel (Microsoft Corporation, Redmond, WA). 
 
RESULTS 
Study Subjects 

During March 2020, there were 82 HCCs who 
worked more than three clinical shifts in the ED, and 28 
(34%) who required an absence secondary to a COVID-19 
exposure or symptoms for a total of 152 calendar absentee days. 
Of the 28 absences, 13 (46%) were women and 15 (54%) were 
men. The median age was 32 years (interquartile range [IQR] 
28-39) and the median number of days absent was 4 (IQR 3-7).  

Main Results
Of the total 28 HCC absences, 16 (57%) (N = 11 

initially asymptomatic [69%], N = 5 initially symptomatic 
[31%]; N = 5 initially asymptomatic and went on to develop 
symptoms [31%]) were secondary to a known COVID-19 
patient exposure and 12 (43%) were symptomatic without a 
known exposure (Figure 1). While 25 (89%) of those absent 
received COVID-19 testing, only five (20%) had positive 
results. Of those five who tested positive for COVID-19, four 
(80%) were symptomatic with no known exposure and one 
(20%) was symptomatic with a known exposure. A total of 
11 (39%) HCCs with absences had traveled domestically or 
internationally, all were symptomatic, and four (36%) tested 
positive for COVID-19 (Figure1).

There were 24 (86%) new HCC absences from March 
10–21 compared to seven (16%) after March 21 until 
March 31. Of the HCCs with exposure-related absences, 
80% occurred on March 13 and 14. Twelve HCCs who were 
initially symptomatic had a negative test result. The time their 
tests took to result ranged from 1-10 days. The eight HCCs 
with results in less than five days were absent for an average 
of 3.3 days. The four HCCs with results in five or more days 
were absent for an average of 6.5 days.

DISCUSSION 
After the first institutional case of COVID-19 was 

diagnosed, there was a large burden of HCC absenteeism 
(Figure 2).  Data has shown that this can be a burden for 
patient care, as well as financially for institutions.12 There 
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then went on to develop symptoms. The green scatterplot trend 
line represents new HCC absences per day secondary to either 
not wearing full PPE with exposure to a patient with COVID-19 
or symptom development concerning for COVID-19.

During the early phases of the pandemic, the presumption 
was that there was not substantial community transmission. It 
was believed that suspected patients could be screened and 
appropriately grouped based upon symptoms, travel, and 
exposure history. What resulted was a cohort-based PPE 
approach where HCCs used full PPE only when treating higher 
risk patients. As COVID-19 cases increased, it became difficult 
to adequately screen patients based on what was an evolving 
symptom profile alone, especially critically ill patients who were 
initially triaged to resuscitation rooms. Concurrently and as the 
increased disease prevalence became evident, a more targeted 
testing strategy (Figure S1) rapidly expanded to encompass a 
broader group of patients (Figure S2), which led to variability 
in testing. Patients who were not identified and tested during an 
initial HCC encounter, and thus were not initially evaluated in full 
PPE, were sometimes tested by a subsequent HCC and found to 
be positive.  

Due to the initial cohort-based PPE strategy and the 
variability resulting from the evolving testing strategy, 80% 
of HCCs with exposure-related absences were exposed on 
March 13 and 14, two days following the broadening of testing 
criteria on March 12. After implementing a robust, triage testing 
protocol where full PPE was required for every patient encounter 
and testing was performed preceding patient rooming in the 
main ED, there were no more exposure-related HCC absences 
despite continued increases in COVID-19 diagnoses (Figure 2). 
The substantial initial number of HCC absences may have been 
prevented with broad and consistent use of full PPE during the 
early stages of the pandemic, with transition to a more targeted 
approach after the disease presentation and local community 
prevalence was better quantified.13-19

Many of the early absences described were in asymptomatic 
HCCs who had an exposure. Initially, our institutional policy 
dictated all exposures without full PPE required a 14-day home 
quarantine. This accounted for 39% of the total absences 
(Figure 1). The policy was revised on March 20 allowing 
for asymptomatic HCCs to return to work with a mask. This 
resulted in a brisk decrease in total HCC absenteeism (Figure 
2). Anticipating and planning for extra HCC coverage at 
institutions that have implemented more conservative return-to-
work policies may ensure adequate HCC staffing.  

The institutional policy regarding testing HCCs was 
quite variable over time given testing shortages. Initially, 
only those HCCs who were symptomatic were tested, but the 
implementation of this policy remained somewhat variable. Most 
COVID-19 tests for HCCs took days to result. The protocol 
for HCC testing initially categorized tests for HCCs as outpatient 
tests, and often did not prioritize them over inpatient tests. 
Waiting for a negative test result caused delays in return to work 
for many HCCs. Implementing rapid testing that prioritizes 

Figure 1. Breakdown of healthcare clinician absences* in the 
emergency department.
ED, emergency department.

are several areas of intervention that potentially could have 
decreased the number of absences, despite the large increase in 
new COVID-19 patients. These include patient isolation and 
PPE strategies, patient and HCC testing protocols, institutional 
policies on HCC exposures, and travel restrictions. 

Figure 2 depicts HCC absenteeism during March 2020 
with a superimposed timeline of significant events during this 
month. Total HCCs absent are represented in gray. New patients 
diagnosed with COVID-19 in the ED are represented in black 
per the day in which the patient was tested in the ED, which 
was not always the day in which their test resulted. The blue 
scatterplot trend line represents the date that HCCs who were 
not wearing full PPE were exposed to patients with COVID-19. 
There was typically a discrepancy between date of exposure 
and date of absence given the delay in patient test results. 
The yellow scatterplot trend line represents new symptom 
development concerning for COVID-19 in HCCs. Some of 
those HCCs were initially asymptomatic after an exposure and 
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HCCs may decrease days absent overall.20 Others have suggested 
implementing more frequent temperature checks for employees, 
as well as creating teams of clinicians who always work the same 
shift to minimize interactions between teams.21

Of those who required an absence, 39% had engaged in 
domestic or international travel, and all were symptomatic. 
Interestingly, 80% of the HCCs who tested positive for 
COVID-19 had a travel history (Figure 1). Early HCC travel 
restrictions could lessen the number of HCC absences due to 
travel-associated transmission during pandemics. 
 
LIMITATIONS 

As a descriptive, retrospective study constructed 
from a database created for administrative purposes, the 
study is prone to selection bias and confounding variables. 
This limitation restricts the ability to determine causation. 
Additionally, the level of PPE compliance varied and, 
therefore, effectiveness cannot definitively be commented 
on. Community exposures were not tracked and may have 
contributed. Finally, the study was performed at a single center 
and may lack generalizability. 
 
CONCLUSION 

This study describes a large number of healthcare 
clinician absences that occurred during a COVID-19 surge. 
It identifies several possible interventions that could help 
decrease the number and duration of these absences. Broad 
and consistent use of full PPE and appropriate return-to-work 
guidelines for asymptomatic, exposed HCCs may reduce virus 
exposures, new absences, and total days absent. Prioritizing 
HCC testing and implementing HCC travel restrictions should 
be further explored as possible associated factors. These 

Figure 2. Healthcare clinician absenteeism and new patient diagnoses of COVID-19 in the emergency department.
HCC, healthcare clinician; COVID-19, coronavirus disease 2019; PPE, personal protective equipment; ED, emergency department.

techniques may be used by other frontline departments to 
anticipate and limit HCC absenteeism during this pandemic and 
in future similar events.

Address for Correspondence: Taher Vohra, MD, Henry Ford 
Hospital, Department of Emergency Medicine, 2799 W Grand 
Blvd, Detroit, MI 48202. Email: TVohra1@hfhs.org.

Conflicts of Interest: By the WestJEM article submission agreement, 
all authors are required to disclose all affiliations, funding sources 
and financial or management relationships that could be perceived 
as potential sources of bias. No author has professional or financial 
relationships with any companies that are relevant to this study. 
There are no conflicts of interest or sources of funding to declare.

Copyright: © 2022 Grahf et al. This is an open access article 
distributed in accordance with the terms of the Creative Commons 
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES 
1.	 Bernstein SL, Aronsky D, Duseja R, et al. The effect of emergency 

department crowding on clinically oriented outcomes. Acad Emerg 
Med. 2009;16(1):1-10. 

2.	 Hoe Gan W, Wah Lim J, Koh D. Preventing intra-hospital infection 
and transmission of COVID-19 in healthcare workers. Saf Health 
Work. 2020;11(2):241-3. 

3.	 Gupta N, Balcom SA, Gulliver A, et al. Health workforce surge 
capacity during the COVID-19 pandemic and other global 
respiratory disease outbreaks: a systematic review of health 
system requirements and responses. Int J Health Plann Manage. 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


Articles in Press	 5	 Western Journal of Emergency Medicine

Grahf et al.	 Clinician Absences and Contributing Factors During a COVID-19 Surge

2021;36:26-41. 
4.	 Kambhampati AK, O’Halloran AC, Whitaker M, et al. COVID-19-

associated hospitalizations among health care personnel - COVID-
NET, 13 states, March 1-May 31, 2020. MMWR Morb Mortal Wkly 
Rep. 2020;69(43):1576-83.

5.	 Khonyongwa K, Taori SK, Soares A, et al. Incidence and outcomes of 
healthcare-associated COVID-19 infections: significance of delayed 
diagnosis and correlation with staff absence. Article. J Hosp Infect. 
2020;106(4):663-72. 

6.	 Appleby J. NHS sickness absence during the Covid-19 pandemic. 
BMJ. 2021;372:n471.

7.	 Garcia-Castrillo L, Petrino R, Leach R, et al. European Society For 
Emergency Medicine position paper on emergency medical systems 
response to COVID-19. Eur J Emerg Med. 2020;27(3):174-7.

8.	 Schwartz J, King CC, Yen MY. Protecting health care workers during 
the COVID-19 coronavirus outbreak: lessons from Taiwan’s SARS 
response. Clin Infect Dis. 28;71(15):858-60.

9.	 Columbia University, Mailman School of Public Health E, Columbia 
Population Research Center, Built Environment and Health (BEH) 
Research Group. Severe COVID-19 risk mapping. 2020. Available at: 
https://columbia.maps.arcgis.com/apps/webappviewer/index.html?id=
ade6ba85450c4325a12a5b9c09ba796c. Accessed May 8, 2020.

10.	 Institute for Health Metrics and Evaluation UoW. COVID-19 
Projections. 2020. Available at: https://covid19.healthdata.org/united-
states-of-america. Accessed April 14, 2020.

11.	 Parshley L. The coronavirus may hit rural America later — and 

harder. 2020. Available at: https://www.vox.com/2020/3/28/21197421/
usa-coronavirus-covid-19-rural-america. Accessed April 14, 2020.

12.	 Maltezou HC, Giannouchos TV, Pavli A, et al. Costs associated 
with COVID-19 in healthcare personnel in Greece: a cost-of-illness 
analysis. J Hosp Infect. 2021;114:126-33. 

13.	 Cheng VC, Tai JW, Wong LM, et al. Prevention of nosocomial 
transmission of swine-origin pandemic influenza virus A/H1N1 by 
infection control bundle. J Hosp Infect. 2010;74(3):271-7.

14.	 Cook TM. Personal protective equipment during the COVID-19 
pandemic - a narrative review. Anaesthesia. 2020;7597):920-7.

15.	 Tan LF. Preventing the transmission of COVID-19 amongst 
healthcare workers. J Hosp Infect. 2020;105(2):364-5.

16.	 Ferioli M, Cisternino C, Leo V, et al. Protecting healthcare workers 
from SARS-CoV-2 infection: practical indications. Eur Respir Rev. 
2020;29(155):200068.

17.	 Kamerow D. Covid-19: the crisis of personal protective equipment in 
the US. BMJ. 2020;369:m1367.

18.	 Ng K, Poon BH, Kiat Puar TH, et al. COVID-19 and the risk to health 
care workers: a case report. Ann Intern Med. 2020;172(11):766-7.

19.	 Seto WH, Tsang D, Yung RW, et al. Effectiveness of precautions 
against droplets and contact in prevention of nosocomial 
transmission of severe acute respiratory syndrome (SARS). Lancet. 
2003;361(9368):1519-20.

20.	 Black JRM, Bailey C, Przewrocka J, et al. COVID-19: the case 
for health-care worker screening to prevent hospital transmission. 
Lancet. 2020;395(10234):1418-20.


