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Background 
The COVID-19 pandemic has highlighted several shortcomings in protecting frontline and other healthcare 

workers (HCW). In South Africa, early in the pandemic, while measures to reduce transmission were being 

introduced, preparing healthcare facility (HCF) structures and staff, and implementation was considerably 

delayed 

On the 13th August, 2020, Minister of Health reported on infections and mortality amongst HCW from both the 

public and the private sector. To this date, 27360 HCW had tested positive for SARS CoV 2 (22% and 78% from 

the private and public sector respectively). The categories were 1 644 (6%) were doctors, 14 143 (52%) were 

nurses, 28 (less than 1%) were Port Health workers and 11 545 (42%) were  non clinical HCW. Sadly, 240 

of our health care workers have succumbed to COVID-19: 37 from the private sector and 203 from the 

public sector. Based on the Health Systems Trust Report, 2017, there were 309367 posts in the public 

sector. It is estimated that at any one time, 20% of HCW are off work either on sick leave or being 

quarantined following contact with those that tested positive for SARS CoV 2. 

HCW are being infected, however where and how this occurred was largely unknown in the state sector, with 

speculation that these infections occurred in the HCF.  Impact on the health services resulted in staff shortages 

either directly due to HCW being off sick or indirectly because of 14 days quarantine of contacts- some HCWs 

were too afraid to come to work.  The remaining staff soldiered on courageously resulting in long working 

hours and fatigue.  

There was fear amongst HCWs regarding the safety of themselves and their families. These emotions were 

compounded by feelings of being neglected or ignored by management. Additionally, the lack, or shortage, of 

good quality personal protective equipment (PPE) increased anxiety. Underpinning this fear was the lack of a 

clear understanding of SARS CoV 2 transmission and disease. 

 In outbreak situations, the infection prevention and control (IPC) teams working with occupational health and 

safety (OHS) and clinical teams, usually take the lead in ensuring the safety of HCWs and patients. In the case 

of COVID-19 pandemic, there were several groups involved who were not familiar with IPC practices and 

activities ranged from duplication to omission. As noted in other countries trained IPC practitioners are a great 

asset especially at the facility level and can provide support and comfort to staff by keeping them informed, 

providing on the job training and mentorship.  



 
 

Currently, there are no established IPC structures in South Africa therefore highly trained IPC practitioners 

leave to other positions with higher salaries and better working conditions. This substantial loss of skill and 

asset has highlighted major IPC gaps on the ground. 

Legislation. 
Reporting of occupationally acquired infections includes: 

1. DOH /NICD – public health implications; communicable diseases / notifiable medical conditions 
2. Dept of Employment and Labour (HBA/OHSA) and COIDA (compensation related if workplace 

exposure) 
3. Dept of Mineral Resources (mining sector – Mine Health & Safety Act) 
4. Dept of Public Service & Admin – public sector 

 
Healthcare worker and patient safety is covered by the following 
1. Regulations for hazardous biological agents; Occupational Health and Safey Act (1993). Revised draft 

August 2020 

2. National IPC Strategic Framework (2020) 
 

The National IPC Strategic Framework (2020) clearly recommends the appointment of a National IPC 

Coordinator in the Department of Quality Improvement. Approval for this post has been submitted to the 

Director General (DG) and is awaiting confirmation. This post has been vacant for several years because it has 

not been included in the organogram nor has it been budgeted for. 

The HCW Technical Working Group (TWG) was established by the Ministerial Advisory Committee (MAC) to 

consider the health and welfare of HCWs and to provide guidance and support for the healthcare facility during 

this pandemic and beyond. The group consists of a wide range of specialists related to HCW support 

programmes including IPC, OHS, NIOH, NICD and academic institutions. 

 

Terms of reference 
 To support and keep healthcare workers and patients safe from transmission of healthcare-associated 

infections (HAI), including SARS-CoV-2 through robust IPC practices.  

 To integrate implementation and monitor progress  with  Occupational Health and Safety ( OHS) and   

Quality Improvement (QI)  

  To advise MAC on appropriate IPC measures to reduce HCW infections in healthcare facilities 

 To collaborate with other committees on IPC to prevent and reduce transmission of healthcare-

associated infections (HAI) to HCW and patients 

Objectives 
The objectives of the HCW TWG are to 

Gather evidence of where HCW infections occurred (HAI or community (CAI))  

 Advise on IPC measures to reduce HAI transmission  

o advise on evidence-based IPC procedures as a bundle including the appropriate use of PPE  

o teach and train front line staff and provide support and mentorship  

 Establish IPC teams at government and healthcare facility level  

 Establish a career path for IPC practitioners to ensure they remain a continuous and permanent 

resource for the country 



 
 

 Identify means of providing psychological support for healthcare workers,  

 

Proposed Structure of activities for strengthening HCW safety and IPC 
The recommendations are laid out according to the urgency of implementation, into early, intermediate and 

late phase 

1. The Early Phase (within 3 months)    

a. Gathering data relating to HCW infections and deaths, (prevalence of HCW and  community 

prevalence) (NIOH & NICD) 

b. Establishing whether the infections were HAI or CAI using a validated form which will be 

piloted in the Eastern Cape. 

c. Documenting  existing IPC support structures in the country (Department of Quality 

Improvement (QI)  

d. Certification of training of IPC practitioners (according to national curriculum at a 6 month 

and 2 years part-time )1 and recognition by SANC, HPCSA and other appropriate regulatory 

bodies to start the process of qualification recognition. 

e. Training of IPC doctors (microbiologists, Infectious Diseases (ID) physicians and others) (3-6 

months course) to support multidisciplinary IPC teams at HCFs.  

f. Training (IPC) of all HCWs, plus labour and unions, to improve understanding of risk 

reduction strategies for IPC in general and SARS CoV 2 transmission  in particular.  

g. Advocacy to fill the national IPC post 1 as soon as possible with a competent person who has 

leadership qualities and strategic insight, but also has adequate technical knowledge to 

support the provinces and districts. The person must be able to collaborate with other 

relevant departments.  

 

2. The Intermediate Phase (within 6 months) (to be developed)  will require  

a. the establishment of IPC capacity responsive to IPC needs to prevent and control infections  

at all governmental levels (some are in place),  

b. recognition of the Postgraduate-level training of IPC practitioners towards a career path),  

c. identifying doctors and medical specialist to support the IPC teams at the facility level or 

higher (interested in IPC)  

d. Evaluating the IPC interventions towards reducing HCW infections 

e. Continue training of all HCW starting at Pre curriculum level 

 

3. The Late Phase (within 12 months) (to be developed)  will ensure that  

a. A national IPC structure is in place 

b. 80% of the designated posts are made permanent with a clear career path 

c. A robust IPC surveillance system is established for HAIs, including HCW infections  

 

 Phase 1. Gathering evidence of HCW infections 
The HCW TWG  collected and reviewed the following baseline information: 

 infection and deaths amongst HCW (NIOH/ NICD) (Table 1)  

 Interview form for HCW who were infected with SARS CoV 2 ( (Completed, revised V2, awaiting pilot 

in the Eastern Cape) 

                                                           
1 National IPC Strategic Framework, 2020, NDOH, 



 
 

 Number of IPC practitioners and others available to support HCW in facilities ( Dept of Quality 

Improvement  (Appendix A), 

Two advisories have been produced 

o IPC leadership and  training needs ( (Advisory, Appendix B) 

o Psychological effects of COVID-19 on HCWs (Advisory Appendix C) 

While the data is superficial and lean, it was used to provide a basis for current and future recommendations. 

 

Healthcare worker infections and deaths 
Table 1 reflects the number of HCW infections and deaths by province as of 4th August, 2020, however, it 

neither reflects the prevalence of community  COVID-19 infections, nor the total staffing levels in a particular 

province at the time.  

 

Table 1 Healthcare worker infections and deaths by province as of the 4th August 2020 

The private sector has been  collecting data on HCW infections with SARS CoV2  through interviews conducted 

by  IPC practitioners as part of the HAI surveillance programme.  This indepth form covers all possible aspects 

of where the infection might have been acquired and would be useful in planning appropriate interventions. 

The form has been reviewed by HCW TWG members and recommendations are to adopt this for use in public 

sector HCF. AskAfrica has volunteered to help with circulating the form and collating the data from the various 

provinces via WhatsApp, once the pilot in the Eastern Cape has been completed 



 
 

Recommendation 

We propose that the public sector utilize the expertise of the IPC practitioners to assist with data collection 

and collation from infected HCW. The form will be piloted in the Eastern Cape and rolled out to the other 

provinces. The information will be used to identify gaps in IPC practices that lead to contamination and 

transmission of SARS CoV 2 and this will be communicated with HCW and other interested groups. 

 

Current status of IPC in South Africa (Appendix A) 

A rapid survey was conducted in July 2020 to establish the current number of IPC practitioners (appointed full 

time to an established post/or designated takes on IPC as an extra duty but does not fill a post) at facility and 

government level. The World Health Organisation (WHO) recommendation of one fully trained IPC practitioner 

per 250 beds, (the National IPC Strategic Framework recommends one full time trained IPC practitioner/ 200 

beds)  was found to be lacking in many healthcare facilities particularly at district level where such support was 

most needed. The review also revealed the lack of trained IPC practitioners in posts (Fig 1). While it was noted 

that up to 1400 IPC practitioners had been trained in South Africa (the largest number in Africa), they had left 

for better positions and salaries  and because there was no future in IPC as a career path. This vital commodity 

is slowly being lost  

 

 
Fig 1: Percentage of provinces with appointed/designated and fully trained IPC practitioner per 250 beds  

 

 

Leadership support (Appendix B) 
An advisory on the importance of leadership support has been developed (Appendix B) This included 

recommendations on improving the current IPC leadership, status of IPC practitioners and support establishing 

a structured career path for IPC practitioners (National IPC Strategic Framework, 2020)2. It also addresses the 

need for IPC measures to modify behavioural change and support for HCWs at the facility level. 

                                                           
2 National IPC Strategic Framework, 2020.NDOH 
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Recommendation 

 The National Department of Health to appoint a fully trained IPC practitioner at National level to 

support the IPC efforts to curtail the spread of COVID-19. Similar structures to be established at 

provincial and district level.  

 Facilities to appoint 1 full-time IPC practitioner per 200 - 250 beds to ensure robust IPC structures, 

training and support for HCWs.  

 Infection Prevention and Control is an invaluable asset for health facilities and HCW and extensive 

training in the basics of IPC with special emphasis on COVID-19 transmission and containment should 

be conducted immediately. The curriculum for IPC practitioner training is outline in the National IPC 

Strategic Framework (2020).  

 The registration bodies (HPCSA, SANC and others) recognize IPC qualifications and support a career 

path.  

Psychological support for HCW (Appendix B) 
The impact of COVID-19 pandemic on HCWs highlighted several aspects that influenced the behaviour and 

performance of HCWs including fatigue, long working hours, concern about the health of self  that of the family, 

lack of support during work and stigmatization when returning to work after an infection. Fear played a major 

role in preventing HCWs from coming back to work particularly in the non-clinical HCW group. Fear was also 

driven by a lack of IPC training and unrealistic demands for excessive PPE. 

If behaviour change is to expected, HCW needs to feel safe and supported in their place of work. This can be 

achieved by  

 Good evidence-based training in IPC and other measures 

 An adequate supply of good quality PPE and other materials for them to do their job 

 Support for HCW and their psychological state 

 Keeping them informed about new guidelines,  the current status of infections and reinforcing IPC 

measures 

 Regular visits by management to encourage the HCW in their place of work. 

Recommendations 

 Support for HCWs can be provided via OH and IPC colleagues. Reinforcement of practice and support 

are provided by the IPC teams conducting daily clinical rounds and providing on the job advice. This 

would provide an opportunity to interview HCW who have returned to work or who have received 

their results and need further guidance.  

 Managers should carry out regular “listening” rounds to the clinical areas to support the staff. While 

this might not be possible during the COVID-19 crisis, it is recommended that HCW surveys are used 

to give anonymous feedback to managers in a systematic way, incorporating diagnostic 

recommendations.  Discussing staff shortages, work plans with consideration for time out to relax is 

important. Welfare support should be provided 

 Receptive environment for the public  who receive this information.  

 

Summary of Phase 1 
Recommendations for Phase 1 by the HCW TWG for MAC on 11th August 

1. Collect information for each HCW infection by an interview in a uniform manner so that routes of  

transmission and systems failures are identified 

2. Improve IPC support via training and clinical support to reduce HCF transmission in all HCF 



 
 

3. Recognize and build the IPC programme from National to District level by appointing trained IPC 

practitioners 

4. IPC training should be conducted according to the national curriculum which leads to a career path in 

IPC.   

5. Improve IPC training for all HCWs including doctors, specialist, non-clinical staff  and managers 

6. Provide psychological support for HCWs by ensuring their safety, evidence-based knowledge and 

mentorship 

7. Continuous and sustainable IPC support for HCWs working with OHS and QI to strengthen the health 

system and ensure confidence. 

Summary of Phase 2 
1. The Intermediate Phase (within 6 months) (to be developed)  will require  the establishment of IPC 

capacity responsive to IPC needs to prevent and control infections  at all governmental levels (some 

are in place),  

2. recognition of the Postgraduate-level training of IPC practitioners towards a career path,  

3. identifying doctors and medical specialist to support the IPC teams at the facility level or higher 

(interested in IPC)  

4. Evaluating the IPC interventions towards reducing HCW infections 

5. Continue training of all HCW starting at  pre service level 

 

Summary of Phase 3 
The Late Phase (within 12 months) (to be developed)  will ensure that  

1. A national IPC structure is in place 

2. 80% of the designated posts are made permanent with a clear career path 

3. A robust IPC surveillance system is established for HAIs, including HCW infections  

 

 

 

 



 
 

Appendix A 
NATIONAL RAPID INFECTION PREVENTION AND CONTROL PRACTITIONER SURVEY 

July 2020 
 

National data on the number and training of appointed (appointed full time to an established post)/designated 

(takes on IPC as an extra duty but does not fill a post) IPC practitioners in the public sector is not currently 

available. The National IPC Strategic Framework3  defines a fully trained IPC practitioner as one who has 

completed the training for the Fundamental course or has obtained a postgraduate degree.   

 

To establish the current situation in South Africa for the public health sector, the MACfor COVID-19 requested 

that an urgent rapid survey be conducted from 23 June to 13 July 2020 to establish the current situation in the 

country. The survey was sent out via e-mail with a letter and the survey to all Provincial Departments of Health. 

 

1. The National Office 

The South African National IPC programme should be led by a fully trained and experienced (at least 5 years in 

a dedicated IPC post) IPC practitioner with leadership and strategic thinking abilities who is aware of the IPC 

priorities and needs of the country.1  Currently, the National Department of Health (NDoH) does not have an 

established post for an IPC practitioner but an application is pending.  

 

2. Provincial Offices 

It is recommended that a Provincial IPC Unit or at the very least an IPC/Quality Committee be established. 

Amongst other members, the unit or committee should include a fully trained and experienced IPC practitioner 

with the knowledge and confidence to manage IPC matters.2 

 

At provincial level Eastern Cape (EC), Gauteng (GP) and Limpopo (LP) each have one appointed IPC practitioner 

while KZN and FS have two appointed IPC practitioners.  Four provinces (Mpumalanga (MP), Northern Cape 

(NC), Western Cape (WC) and North West (NW)) only have designated IPC practitioners. Of those appointed, 

three IPC practitioners (KZN, LP and EC) and one designated IPC practitioner (MP) has a Post Graduate Diploma 

in IPC. (Fig 1). 

 
Fig 1: Number appointed/designated fully trained IPC practitioners at provincial offices. 

 

3. Results per level of hospital 

                                                           
3 National Department of Health. National Infection Prevention and Control strategic Framework. March 2020. 
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The WHO4 recommends that the number of fully trained IPC practitioner on the hospital team should ideally 

be one IPC practitioner per 250 acute patient bed. The National IPC Strategic Framework recommended one 

per 200-250 acute beds- for this assessment the WHOcriteria  are applied. 

3.1 Central Hospitals (Fig 2) 

 Provinces with one appointed IPC practitioner per 250 beds – GP. 

 Provinces with one appointed and designated IPC practitioner per 250 beds – GP and WC.  

 None of the provinces had a fully trained appointed/designated IPC practitioner per 250 beds.  

 
Fig 2: Number appointed/designated fully trained IPC practitioners per 250 beds at Central Hospitals  

 

3.2 Provincial Tertiary Hospitals (Fig 3) 

 Provinces with one appointed IPC practitioner per 250 beds – LP and WC. 

 Provinces with one appointed and designated IPC practitioner per 250 beds – LP, WC and KZN.  

 Provinces with one fully trained appointed/designated IPC practitioner per 250 beds - WC.  

 

      
Fig 3: Number appointed/designated fully trained IPC practitioners per 250 beds at Provincial Tertiary 

Hospitals 

 

3.3 Regional Hospitals (Fig 4) 

 Provinces with one appointed IPC practitioner per 250 beds – FS, LP and NW. 

 Provinces with one appointed and designated IPC practitioner per 250 beds - FS, LP, NW and GP. 

 Provinces with one fully trained appointed/designated IPC practitioner per 250 beds - None.  

                                                           
4 World Health Organization. Guidelines on Core Components of infection prevention and control at the national and acute healthcare facility level. 
2016. 



 
 

 
Fig 4: Number appointed/designated fully trained IPC practitioners per 250 beds at Regional Hospitals 

 

3.4 District Hospitals (Fig 5) 

 Provinces with one appointed IPC practitioner per 250 beds – FS, GP, KZN and LP. 

 Provinces with one appointed and designated IPC practitioner per 250 beds – All provinces but  MP. 

 Provinces with one fully trained appointed IPC practitioner per 250 beds - FS. 

 Provinces with one fully trained appointed and designated IPC practitioner per 250 beds – FS, GP and 

MP.  

 
Fig 5: Number appointed/designated fully trained IPC practitioners per 250 beds at District Hospitals 

 

Summary 

The National IPC programme is not currently lead by a fully trained IPC practitioner while the Provincial 

offices have five appointed and four designated IPC practitioners of which four are fully trained. 

 

  



 
 

 

Appendix B 
Strengthening leadership and practice of Infection Prevention and Control (IPC) in the South 

African healthcare context: lessons from the COVID-19 pandemic 

 

Rationale  

The COVID-19 pandemic has exposed several weaknesses in the healthcare system and simultaneously 

provided opportunities to improve the local, provincial and national practice, coordination, communication 

and leadership of Infection Prevention and Control (IPC) in South Africa.  

The current structure of IPC programmes  

The South African IPC strategic framework is structured around the 8 WHO IPC core components: 

•National IPC programmes 

•National and health facility level IPC guidelines 

•IPC education and training 

•HAI surveillance 

•Multimodal improvement strategies (MMIS) for implementing IPC activities 

•Monitoring, evaluation and feedback 

•Workload, staffing and bed occupancy at the health facility level 

•Built environment, materials and equipment for IPC at the health facility level 

  

The eight WHO core components are not listed in order of importance, as all components should be deemed 

equally important for the functioning and sustainability of robust IPC programmes. There are, however, two 

essential prerequisites; an established and functioning National IPC programme and adequately maintained 

built environment (including) appropriate workload and bed occupancy, adequate human resources (staffing 

levels) as well as the necessary infrastructure, materials and equipment for IPC practices) that must be in 

place for implementation of all other core components and the achievement of safe practices. Together, 

these essential elements support the effective implementation of IPC guidelines, training and education, 

monitoring, audit, feedback and surveillance. Implementation success in each of these areas also depends on 

the adoption of a multimodal approach.  

 

Current problems 

 Lack of a nationally representative IPC leadership structure to drive policy development and draft 

guidance for emerging and important infectious threats to patient and staff health 

 Lack of adequately trained IPC medical and nursing practitioners across the country  

 Major challenges with the built environment, staffing levels and necessary infrastructure to support IPC 

in public healthcare facilities 

 Inadequate recognition of IPC as an important discipline in the healthcare sector 

 Lack of recognition of IPC training as a specialty qualification for nurse practitioners 

 Lack of integration of IPC and OHS activities & policies at all levels (local, provincial, national) 

 Lack of pre-service, induction and in-service IPC training for all healthcare workers in SA 

 Lack of timeous monitoring and evaluation of IPC and OHS policy implementation 



 
 

 Failure to utilize behavioural science approaches and develop clear communication strategies to 

accompany new IPC policies 

 Need to focus on continuous improvement and sharing of best practices to achieve safer work and care 

environments. 

Specific recommendations to NDOH 

Leadership, organisational structures and support for IPC programmes 

 Establish a National IPC focal area with trained and experienced IPC medical and nursing practitioners 

responsible for strategy, policy development and national co-ordination 

 Establish Provincial Centres for IPC that will lead to the implementation of IPC policies, surveillance and 

quality improvement programmes, led by specialists or sub-specialist with qualifications in Infectious 

Diseases, Medical Microbiology and/or Public Health 

 Use the provincial medical and nursing IPC specialists to foster and lead provincial networks of IPC 

practitioners to share learning, IPC implementation teams, HAI surveillance and collaborative QI 

programmes across all provincial facilities 

 Emulate the “district specialist model” for IPC, appointing specialists with IPC experience to lead quality 

improvement initiatives in their discipline e.g. family medicine, surgery, paediatrics, etc.   

 Recommend to HPCSA, SANC and other accreditation bodies, that IPC specialist training programmes 

should lead to official recognition as an additional qualification for IPC nurse, medical and other 

practitioners. 

Intersectoral collaboration, communication and behaviour modification 

 Strengthen collaboration between IPC, OHS, hospital epidemiologists, microbiologists, infectious 

diseases, environmental health and healthcare engineering practitioners at a local, provincial and 

national level. 

 Develop IPC communication and practice division to rapidly disseminate new policies and assist with the 

development of behavioural science approaches to IPC practice improvements. 

 

IPC education and training 

 Implement the national curriculum for IPC nurse practitioners with a clear career path. 

 Implement a 3-month IPC training rotation for all microbiology, infectious diseases and public health 

specialists. 

 Implement mandatory IPC short course training for all healthcare workers at induction and annual IPC in-

service refresher training. 

 Integrate IPC education and training in the undergraduate curricula for nursing, medical and allied health 

students with a specified curriculum and timeframe per discipline. 

  



 
 

Appendix C 
SUPPORTING HEALTH CARE WORKERS’ MENTAL HEALTH 

Problem Statement 

The Covid19 pandemic has placed HCW on the frontline of not only helping the SA citizens, 
but fighting a hitherto unknown force, to save lives. The practical and moral obligations have 
placed HCW at the sharp point of social attention. 
This has had an acute impact on HCW mental health. Some are experiencing this time as 
traumatic.  
The effects of this can be absenteeism, conflict in working relationships and simmering mental 
exhaustion.  
  
What strategies should the National Department of Health (NDoH) consider in its efforts to 
protect this most critical group of employees on the frontline? 

 

Task to Committee 

To produce an advisory with practical measures to encourage and enhance mental wellbeing 
amongst HCW in order to improve resilience during the pandemic. 

 

Review 

During the pandemic, the initial focus and resourcing were on PPE. It has become apparent, 
that without the fortitude and resilience and presence of our HCWs, even the PPE will have 
no use.  
The key prevention measures employed in the Western Cape were increased formal 
communication and thus collaboration between the primary stakeholder groups, which 
included leadership and unions. 
Behaviour change is vital to mobilise leadership and personal change in the fight against 

trauma.  In order to achieve this, the following 3 questions need to be answered: 

 Where are our HCWs psychologically and emotionally in this moment?  

 What do we understand about human behaviour and how to change it? This calls for a 

collective strategy that is tailored or contextualized within existing leadership structures. 

 What tools, resources and support can we provide to enable HCWs to step out of the 

pandemic with intact mental wellbeing? 

 

Strength and opportunities for the strategy: 

 We witness the courage and selflessness of those on the frontline, from health care 
workers to ordinary citizens, who show a willingness to do their jobs and take on risks so 
that the lives of others may go on with some semblance of normality. 

 We enjoy an unprecedented project of government-business-labour collaboration, 
generating extraordinary hope for collaborative breakthroughs 
 

Possible strategies to consider in HCW communities 

An impact assessment plan is vital for the management strategy in ensuring that there is a 

immediate feedback loop.  Both platforms of HCWs in public and private practice need to be 

tracked. The feedback loop should inform strategic decisions needed going forward, allow for 

reporting on all different platforms (clinical, non-clinical staff in hospitals, clinics, pharmacies).  

 

Recommendations 



 
 

It is recommended to the NDoH :  

1. implement practical strategies and measures to encourage self-empowered 

approaches to achieve heightened morale in hospitals and clinics and on a personal 

level for HCWs  

2. commission a HCWs survey which reports bi-weekly on the mental health status and 

impact of leadership efforts to improve the same 

 

Rationale for recommendations 

It is envisaged that COVID-19 will be with society for the near future, it is thus vital that HCWs 

are protected and bolstered wrt their mental fortitude for not only the next 3 months to come, 

but indeed for the next 12 months.   



 
 

 


