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ABSTRACT

Preparing for an influenza pandemic presents 

signif icant scientif ic and administrative 

challenges. Governments can learn from 

measures implemented during past infectious 

disease epidemics and pandemics, and organise 

the nation’s infrastructure and resources, 

particularly human resources, for efficient and 

effective mobilisation for such future events. This 

should include both the biomedical and ethical 

dimensions. In this paper, we discuss a critical 

ethical issue that will arise in preparation for and 

in response to an influenza pandemic, namely, 

the role and duties of healthcare workers. It is 

the aim of this paper to highlight the basis and 

scope of healthcare workers’ duty of care during 

a pandemic.
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INTRODUCTION

The Severe Acute Respiratory Syndrome (SARS) epidemic 
in 2003 and the pandemic potential of avian flu pushed 
governments and health organisations worldwide to step 
up their pandemic preparedness and response planning 
efforts. The chance to test these plans came with the 
outbreak of influenza A (H1N1), which became a pandemic 
in June 2009. While the H1N1/09 flu presents mild to 
moderate symptoms in most cases, at present, there are 
significant cases of the disease causing severe respiratory 
failure. Moreover, there are concerns that the virus may 
mutate into a more virulent form.(1) Strategies, informed by 
clinical data, and the availability of medical technologies, 
such as high-speed genetic sequencing, indicate that 
countries can be expected to be better prepared than at 
any time before. Indeed, in the early days of H1N1/09, 
some governments and public health agencies were quick 
to point out that they were ready, should the worst happen, 
and that they had comprehensive and effective measures to 
monitor and adapt to the rapidly emerging data. However, 
preparing for an emerging infectious disease also involves 
an acute awareness of the uncertainty in predicting when, 

where and how pandemics will develop.(2) There is a need 
for renewed urgency in examining the wide range of issues 
posed by pandemic influenza that should not be limited to 
academic and public administration circles. 
	 Beyond questions of scientific effectiveness, many 
ethical issues and considerations arise in pandemic 
preparation and response. For therapeutic countermeasures 
of vaccines and anti-virals, national prioritisation strategies 
for these drugs raise concerns of their equitable distribution 
and how this relates to the effectiveness of the strategies 
for achieving the various objectives of the pandemic plan, 
which include the preservation of key human resources 
to carry out the plan and the reduction of the spread of 
infection in the population. There are also concerns about 
vaccine distribution at the global level, highlighting 
the problem of the availability and equitable sharing of 
stocks and other resources. At the time of our writing, in 
a climate of limited global manufacturing capacity for flu 
vaccines, officials around the world were debating how 
to balance vaccine production for the evolving unknown 
threat of the A(H1N1) flu, which has been shown to be 
resistant to the seasonal flu vaccine, and for the known 
threat of the seasonal flu virus.(3) The heightened anxiety 
that dominated these high-stress situations led some to 
question whether there were enough anti-virals, despite 
many countries reassuring the public that they had enough 
for the population (which had more to do with there 
being enough to treat the proportion of the population 
who would be expected to fall ill). This led to a rush to 
accumulate private supplies of the anti-viral medications 
Tamiflu (oseltamivir) and Relenza (zanamivir), personal 
protective equipment and other medical provisions.
	 Another ethical issue that calls for discussion is the 
imposition of traditional public health control measures. 
At the height of SARS, multiple non-pharmaceutical 
interventions, even though evidence of their effectiveness 
was largely historical and anecdotal,(4) were implemented 
in the countries affected because of scientific uncertainty 
about the aetiology and transmission pattern of SARS, 
its high fatality rate and the lack of effective therapy. 
These measures were widely considered to have been 
successful in limiting the human and socioeconomic cost 
of the SARS pandemic in many countries. Among the 
strategies used were quarantine and isolation, hospital 
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closures and delays to elective procedures and outpatient 
care, visitor restrictions to nursing homes and hospices, 
social distancing and community restrictions (for 
example, cancelled public events, school closures and 
curriculum delays) as well as border controls and travel 
restrictions. The stringent, rigid imposition of all these 
different targeted interventions may help to manage an 
influenza pandemic, although they have yet to be tested 
to the degree expected of a worst-case global outbreak 
of a 1918 Spanish flu-type mutation (Category 5 on the 
Centers for Disease Control and Prevention Pandemic 
Severity Index). It is expected that well-targeted and timed 
interventions, while unlikely to prevent a pandemic, can 
help delay the effects of the pandemic temporally, thus 
easing the burden on the healthcare system and allowing 
time for vaccine and anti-viral production and distribution, 
which would allow the full actuation of the pandemic 
plan. This includes scope for education, prevention, 
containment and treatment measures, which would 
potentially save lives, in addition to limiting economic and 
social costs.(5,6)                                                                                
	 It may be argued that some interventions rolled out 
during SARS, such as temperature screening at the entry 
points of schools, offices, airports and other public sites, 
though questionable in terms of helping to contain the 
spread of infections, posed only small inconveniences but 
can have the important psychological effect of assuring 
the public to carry on life as usual.(7) The measures used 
to control an emerging infectious disease can also have 
deep adverse consequences for civil liberties, society and 
the economy. H1N1/09 puts such a view into question 
because it was a different virus; it is important to monitor 
the effectiveness of such measures for a disease that is, 
for instance, contagious while the infected person is 
asymptomatic.
	 Of critical importance, then, is the need to evaluate 
which interventions, or combination of interventions, 
are most effective, and how they can be implemented in 
the least restrictive way at each stage of the pandemic.(4,5) 
(We can postulate that healthcare workers [HCWs] have 
an intrinsic interest in the effectiveness of at least some 
non-pharmaceutical interventions, such as quarantine 
at a designated facility, as they would be the ones 
monitoring the health of asymptomatic but potentially 
infectious individuals, thus putting themselves at risk of 
infection, psychological distress and depression, as well 
as stigmatisation by the public). While it is difficult to 
set up controlled trials to evaluate the effectiveness of 
some of the interventions, as they are difficult to blind, 
progress has been made, including a systematic review 
of physical interventions used to interrupt or reduce the 

spread of respiratory virus infections.(8) For the ethically 
controversial intervention of quarantine, probabilistic 
modelling has been done to determine the conditions under 
which quarantine is expected to be useful.(9) It has also 
been shown that quarantine at the borders of small island 
nations (with one airport) could contribute significantly 
to at least delaying the arrival of pandemic influenza,(10) 
giving important extra time to implement national plans. 
	 Evidence, ethics and effectiveness will inevitably 
intertwine in the bid to apply the lessons learnt from the 
SARS response in proportion to the variables of potential 
pandemics. (To quote the Health Minister of Singapore: 
“… we must stick to good science and sound evidence, not 
emotion or prejudice. We certainly must not be trapped 
in old SARS mindset…”(11)) Failure to do so may result 
in unnecessary “collateral damage” which includes the 
impact on social and economic activities.  Importantly, 
responses ought not to encourage reactions, from 
disproportionate alarm to insufficient concern, which 
would impede future response efforts from the public in 
the event of a manifestly worse, or different (in terms of 
transmission and aetiology) viral pandemic. In Singapore, 
while a survey (carried out by the Health Promotion Board 
with about 1,000 respondents) showed high satisfaction 
in general with the government’s response to SARS,(7) 
resentment with the public health measures implemented 
was also expressed in a separate survey.(12)

	 Given these ethical issues and more, an ethical 
framework publicly discussed and disseminated in 
advance is thus essential to a pandemic plan. It would help 
foster public trust and confidence, promote compliance and 
cooperation, and minimise social disruption and economic 
loss.(13) In addition, the framework will prepare HCWs in 
their deliberation and decision-making during a pandemic, 
and preclude the misconception that “the ethical work is 
done once actions are in place to minimise mortality in 
a population.”(14) An issue that would especially concern 
HCWs, in particular, medical professionals, is their duty 
of care during a pandemic, which differs in scope and 
approach from routine clinical decision-making. The 
absence of any analysis may create the practical problem 
of obtaining the voluntary participation of HCWs in a 
local pandemic plan, and “create problems of justice if and 
when, for example, people are dismissed for not fulfilling 
a mistakenly attributed duty”,(15) or an insufficiently 
understood one. It is the aim of this paper to highlight 
the basis and scope of HCWs’ duty of care during a 
pandemic. 

COMMITMENT TO A DUTY OF CARE

The history of the 2003 SARS epidemic is often described 
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as a war that was fought and won through the commitment 
and sacrifices of HCWs. During the epidemic, HCWs, 
clinical and non-clinical, professional and non-
professional, in some of the affected countries were 
dubbed “soldiers” and “warriors”; those who continued 
to work at the “frontline” were honoured as heroes for 
taking on disproportionate risks of serious morbidity and 
mortality, as well as the burdens of high psychological 
distress.(16,17) The epidemic is said to have demonstrated 
the “dedication of a medical profession that might have 
been weakened by increasing commercialisation, poor 
morale, an emerging preference for easier professional 
lifestyles and the pervasive self-centred individualism 
of the larger society.”(18) A closer look at the aftermath 
reveals that HCWs in some countries were threatened 
with punishment if they failed to meet their medical 
obligations.(19,20)

	 Based on the general response of HCWs to SARS and 
other recent infectious disease outbreaks, it seems that 
we should rest assured that the virtue of the healthcare 
profession—the disposition to a duty of care—would 
be largely unwavering during an influenza pandemic. 
Nevertheless, we should note that while SARS and some 
future influenza pandemics may share many common 
features, there are potential important differences that 
may affect the HCWs’ pandemic response. For one 
thing, SARS, though highly lethal, was low in infectivity 
compared with the other members of the corona virus 
family; it was predominantly a nosocomial disease that 
involved mainly hospital staff to address its threat. An 
influenza pandemic phase, on the other hand, may involve 
a new viral subtype that is highly infectious and lethal. 
Moreover, in a pandemic, the frontline will be within the 
general population and an effective response will depend 
heavily on the participation of primary care doctors, 
including those in the private sector. Thus, it is hard to 
predict whether a sufficient number of HCWs would 
take on the challenge of providing care for influenza 
patients (as well as non-influenza patients) during a 
worst-case pandemic. Empirical surveys, although they 
can at best gauge potential responses,(21) do provide 
useful information that helps governments and healthcare 
employers develop policies and approaches that increase 
HCWs’ voluntary participation. In this regard, knowledge 
of the importance of one’s role during a pandemic has been 
shown to be a crucial factor associated with healthcare 
workers’ willingness to work.(20) A cross-sectional survey 
in Singapore concluded that while most Singapore 
primary care doctors said they would continue to provide 
care during an avian influenza pandemic, it is important 
that a pandemic preparedness plan addresses their various 

concerns, such as the risks to their health and to their 
family members.(22)

THE BASIS OF A DUTY OF CARE

The extent to which HCWs are bound by a duty of care 
during an influenza pandemic is contestable. This question 
leads to a larger issue: how will medical professionalism 
be viewed if healthcare professionals could disclaim the 
duty of care in the face of a deadly pandemic?(23)

	 The debate on the limits of duty of care in the early 
response to acquired immune deficiency syndrome/
human immunodeficienly virus (AIDS/HIV) generated 
a consensus within bioethics circles and many, if not 
all, healthcare communities that HCWs have an ethical 
duty to treat patients with infectious diseases even if 
this puts them at risk of getting infected. Various bases 
for this duty have been put forward, including: (1) an 
explicit or implicit consent to accept such risks as part of 
a professional career in medicine; (2) part of the oath or 
code of ethics that HCWs undertake when they enter the 
profession; (3) special training and expertise that render in 
HCWs a higher burden of responsibility than laypersons to 
care for infected patients; and (4) a social contract with the 
public in return for receiving benefits such as subsidised 
training, high income, social prestige and the privilege of 
professional self-regulation and autonomy.(15)

	 In their article “Ethics, pandemics, and the duty 
to treat”, Malm et al submitted that none of the above 
arguments are sufficient for claiming that all HCWs 
have to adhere to a duty to treat infected patients 
during a pandemic, especially when their competing 
responsibilities to themselves and their family are taken 
into consideration. The authors opined that when a 
pandemic poses high risks of morbidity and mortality, 
HCWs can disclaim the duty to treat without breaching 
clinical responsibility. According to them, there is a need 
to ensure, as part of pandemic planning, that HCWs 
explicitly and voluntarily acknowledge this duty, with due 
compensation for its acceptance.(15) In response to Malm 
et al’s article, the Canadian Joint Centre for Bioethics 
Pandemic Ethics Working Group argued that the duty to 
treat is narrow in scope for framing HCWs’ duty of care 
during a pandemic.(24) The duty of care needs reaffirming: 
HCWs have a responsibility “to pursue a variety of ends to 
mitigate the negative effects of a pandemic;”(24) all HCWs 
therefore have a duty of care and thus a commitment 
to support a pandemic response in different ways. We 
elaborate on this further below.
	 To prevent HCWs from taking Malm et al’s proposed 
“personal choice and economic contract” approach to 
their duties during a pandemic or other public health 
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emergencies that may significantly undermine the 
healthcare system’s capacity to deal with a pandemic, 
some governments have considered or implemented 
legal provisions for the conscription of HCWs to work.(19) 
A UK survey(21) on the attitudes of HCWs toward their 
professional and ethical responsibilities in a pandemic 
crisis revealed that the majority of respondents felt that the 
law should not force them to work. Thus, it can be argued 
that the notion of the duty of care, which focuses on the 
doctor-patient relationship, is better framed as the duty to 
serve when considered in terms of addressing the public 
dimensions of medicine during a national crisis.(25) This 
shift in context from meeting the needs of the individual 
patient to meeting those of the public (what may be termed 
“the public good”) becomes more apt as the severity of a 
pandemic increases in terms of infectivity and lethality. A 
duty to serve signals the commitment that is required to 
“shore up the frontline”, given the magnitude of the threat 
to national security and the demand on medical human 
resources. Indeed, to some commentators, this picture of 
the duty to care is not distorted since the role of HCWs 
during an influenza pandemic would be significantly 
shaped by the measures and instructions of government 
and public health authorities.(19) To comply with the 
objectives of a pandemic plan, HCWs may need to become 
“enforcement agents” as the distinction between public 
health measures and national security becomes blurred.(26) 
To act in the interests of the public, they need to depart 
from the rules and rituals of the traditional doctor-patient 
relationship. Nevertheless, HCWs will continue to be the 
ones closest to the patients, and often the only people able 
to meet their individual medical needs; what is changed is 
the magnitude of this duty during a pandemic. 
	 Countries can expect a significant level of attrition 
of HCWs to occur during a pandemic, both from illness 
itself and from absenteeism in reporting for duty (which 
can arise from reasons relating to childcare due to school 
closures.(27) To avoid swinging from a personal choice 
to a legal compliance approach as a resort to ensure that 
adequate HCWs are working during an influenza pandemic, 
what needs to be promulgated is a shift in perspective to 
a larger social context that embeds HCWs and the scope 
of obligations and moral choices that they make.(24,28) In 
today’s highly interdependent and interconnected world, 
the emergence of a novel virus with pandemic potential 
puts us all in a state of uncertainty about whether we would 
become victims or vectors (or both, at any given time).(29) 
Any public health decision-making, at both the policy and 
individual level, would have significant ripple effects for 
the society and the world we live in. Thus, the duty of 
care, as Lynette Reid writes in the aftermath of SARS, 

should arise “from social reflection on what response to 
an epidemic would be consistent with our values and our 
needs, recognising our shared vulnerability to disease and 
death.”(30) In an influenza pandemic, the fulfillment of the 
duty of care ought not to be decided by simply balancing 
the interests between patients and HCWs, or prioritising 
the interests of one group over the other. What needs 
to be taken into account, as mentioned earlier, are the 
community, institutional and social roles that constitute 
the person as a HCW. So, if a HCW considers the various 
responsibilities and interests that he has—to self, family 
and society—beyond those of the medical profession, he 
cannot proclaim a lack of a duty of care. There may be 
a pandemic severity point when overwhelming burdens 
and personal sacrifices mean that a duty of care can no 
longer be professed by all HCWs; any duty from this point 
onwards is a “service to the state”, as social and economic 
considerations become sidelined, and “the focus for the 
nation is just to contain the ‘damage’ and regain control of 
the situation.”(31) However, before this point is reached, the 
duty of care remains, as a pandemic affects everyone, not 
just in terms of infection but also civil liberties and social 
infrastructure. In fact, this means that every person has a 
distinct “duty of care” during a pandemic. The layperson 
has a duty to practise good personal hygiene, to voluntarily 
undergo quarantine if he or she comes into contact with 
an infected person and to remain compliant to further 
control measures, and so on. An infectious disease doctor 
has a different set of duties from a therapeutic radiologist, 
who may be asked to perform primary care duties if the 
healthcare system is overly burdened during a pandemic.
	 If a strong voluntary commitment from HCWs to carry 
out a duty of care in line with a pandemic plan is to be 
developed, then clear articulation of what is required of 
the duty—which should be in touch with the expectations 
of one’s society and culture and which differs for each 
type of HCW—is required. (As expressed by the World 
Health Organization’s document “Ethical considerations in 
developing a public health response to pandemic influenza”, 
policies that set forth clearly the obligations of HCWs can 
be influential even without the use of legal sanctions for 
non-compliance; if sanctions by governments, professional 
organisations or healthcare employers are to be considered, 
then they should be “tailored as narrowly as possible” so 
as not to place unreasonable burdens on HCWs.(13)) Such 
direction, which conveys a shift from clinical to public 
health ethics, should be led by professional healthcare 
associations and regulatory bodies with support from wide 
public consultation.(32,33) 

	 Communication of the duty of care during an 
influenza pandemic, perhaps clearly stated in professional 
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codes and guidelines, will help guide HCWs and inform 
public expectations as well as assist pandemic planners 
in establishing standards and protocols.(32) In addition, the 
medical curriculum will benefit, with students being made 
aware and educated in the duty of care and its legitimate 
expectations, as well as other ethical issues that take centre 
stage in a pandemic response.
	 The grounding of a duty of care is not a tangible 
document.  It exists at the intangible “social contract” level.  
The duty is thus universal to any kind of state-medical 
structure, although, as it is suggested here, it can become 
obscured in a contract-based medical community. This 
virtue of healthcare professionalism therefore extends to any 
group where there is an understanding of the pronounced 
inseparability of self-interest and public interest during a 
pandemic. In recognition of this inseparability, a pandemic 
preparedness plan should establish how best to harmonise 
these interests by establishing what duties a society owes 
to HCWs who are working to address a pandemic. As 
recommended by WHO, if HCWs were to assume greater 
risks to their health and life during an influenza pandemic, 
then governments and healthcare employers have reciprocal 
obligations to protect and support them.(13) In short, they 
have a duty of care towards HCWs. This may include 
the provision of preventive and protective measures (e.g. 
personal protective equipment), priority for vaccination and 
anti-viral medications, recruitment of contingency HCWs 
and volunteers to cope with surge capacity issues,(34,35) the 
provision of sufficient training and professional indemnity 
(especially when the routine practice and competence 
of many HCWs is limited to a narrow class of patients 
and procedures due to the current trend of medical 
subspecialisation),(19) and medical and social benefits in 
the case of illness and disability, as well as death benefits 
for family members. Not all duties owed to support HCWs 
in a pandemic response are economic in nature; death or 
disability benefits need not be provided if they are already 
well-covered by personal insurance and institutional policy. 
Duties owed to HCWs thus depend on understanding the 
context in which HCWs operate, as well as what concerns 
and needs they have. Within this framework, organisational 
values, such as solidarity and trust, take shape and become 
reinforced. Such values, which are key to addressing a 
pandemic threat, may not connect meaningfully with policy 
and decision-making in the economic contract framework 
suggested by Malm et al.(15) 

FURTHERING THE SCOPE FOR THE DUTY OF 

CARE 

The duty of HCWs in a pandemic plan, as pointed out 
earlier, should not be overly focused on the duty to 

treat infected patients. As the Canadian Joint Centre for 
Bioethics Pandemic Ethics Working Group writes, HCWs’ 
duties may “extend towards providing less risky clinical 
duties or essential non-clinical assistance.”(24) In this 
regard, primary care doctors or general practitioners must 
be involved in the development of pandemic planning. 
	 One critical role of primary care doctors during 
a pandemic, which may have been underplayed in 
importance, is to educate, manage and communicate 
with the public. In a survey of the public organised by the 
College of Family Physicians of Canada, an overwhelming 
majority of the respondents indicated that they should be 
able to turn to their family doctors for information and 
advice in the event of a serious medical emergency such 
as a widespread influenza outbreak.(36) As trusted and 
credible sources of information, primary care doctors, if 
well-informed about the spectrum of clinical presentations 
and severity of the pandemic flu, will play an important 
role in guiding the public even on mundane decisions 
such as whether and how to seek medical help.(37) Public 
guidance increases in ethical significance during a 
potential or actual pandemic. As has become apparent 
during H1N1/09, steering effective public measures 
involves resolving interconnected questions, such as how 
patients are to be managed depending on the severity of 
the virus (in particular, how underlying medical conditions 
or vulnerability affect these decisions), how individuals 
notify public health officials of their circumstances 
to maximise the tracking of cases, and how data is put 
together to provide for surveillance and epidemiological 
research on the disease.
	 Another aspect of pandemic preparedness and response 
that primary care doctors and other HCWs can inform the 
public on is the use of community hygiene methods and 
personal protective equipment. For these interventions to 
be effective in controlling infection spread, they need to 
be done or used properly, consistently and sustainably, 
which was not achieved during SARS,(38) and as far as 
anecdotal evidence has shown, during H1N1/09 as well. It 
is also essential to inform the public of the ineffectiveness 
or the uncertainty of the effectiveness of some of the 
measures, as well as their risks. For example, confusion 
or misinformation about measures leads to “substantial 
public anxiety, reliance on word of mouth for knowledge, 
and purchase of ineffective and expensive products.”(39) As 
Gostin and Berkman argue, this is an issue of distributive 
justice, as the costs of ineffective communication or 
rampant circulation of misinformation will impact the 
most marginalised members of the society. Marginalised 
members of the society, as defined by Gostin and Berkman, 
are those without access to alternative, credible sources 
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of information and those for whom wasted resources 
would have the greatest adverse effects.(39) In this regard, 
it might be useful as part of a pandemic plan to gather a 
core of dedicated HCWs to communicate and inform the 
public via several channels of communication, including 
the media, which has the impulse to dramatise events and 
inflame fear.

CONCLUSION

The medical profession has long been bound by a duty of 
care. The perseverance of this principle in medicine has 
led to the inviolability of the patient-doctor relationship, 
and has justified, in various ways, the supererogatory 
obligations of HCWs. During national emergencies, a 
separate set of values comes into play: those that personify 
a “public interest”. While the former may signal virtues 
such as “integrity, gentleness, disposition to sympathy and 
a fastidious sense of honour”, the latter signals “tenacity 
and resolution… largeness of design and purpose … [and] 
habits of leadership”.(40) They can appear, therefore, to 
occupy separate realms of ethics, requiring the exposition 
of different skills – those of medicine and those of politics. 
To be sure, both have very different objectives: one signals 
the interpersonal morality of the duties of a doctor, 
while the other signifies the idea of a public ethics; the 
obligations of collective and impersonal choices that are 
necessary for the governance of the state. These concepts 
meet in times of crisis – at the frontline, placing extreme 
burdens on those trained for such eventualities.
	 The costs of a pandemic can be high, crippling human 
life and humanity, unless public measures—ultimately 
on an international scale—are made. These are difficult 
choices shaped by political will and scientific uncertainty. 
Inevitably, such measures place heavy responsibilities 
on those that can help during such a crisis, and the 
prolonged and ongoing pressure requires encouragement 
and reassurance of one’s duty to meet the inevitable 
onset of fatigue, and to strengthen coping mechanisms. 
However, the public and well-meaning praise of those on 
the frontline may reinforce a duty to serve, in particular, 
the “medical profession’s ethical duty to treat”.(41) While 
these burdens are predominantly and willingly assumed, 
the demands should not be distorted as merely a heroic 
gesture; this role is indicative of a commitment to their 
duty to care for patients. HCWs, unlike others in the 
population, take on significant risks, and this should 
instigate an idea of a “public ethics”, that the understanding 
of responsibilities and virtuous disposition of everyone 
within the community is important. This may include the 
mobilisation of the population to acquiesce to measures 
that have been proven to be effective and to volunteer, 

where and when it is appropriate, to ease the burden on 
public servants. The special training of HCWs makes them 
the only ones who can provide the level of assistance and 
aid necessary to overcome the health aspects of a pandemic 
(it should also be mentioned that without auxiliary staff, 
hospital infrastructures would collapse), but they are 
not expendable as persons and skilled professionals. 
It would be impossible to replace them, and therefore, 
it is important that all necessary training and support is 
provided in recognition of their unique importance during 
a pandemic.
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