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ABSTRACT 

Aim The COVID-19 pandemic has had a major impact on socie-
ties and has required adjustments of health systems and changes 
in work processes, especially in the light of an aging population 
with increased morbidity and mortality. The primary health care 
level has a key role in maintaining access to healthcare and in 
addressing the largest proportion of patients with COVID - 19 and 
should therefore take steps to manage the condition. The aim is to 
determine the adequacy of COVID-19 clinic model for patients, 
who are suspected or have a confirmed infection with COVID-19.

Methods In Health Centre Sevnica we have formed a model of the 
COVID Outpatient Clinic with unlimited access to safe and effici-
ent health care. The introduction of COVID-19 disease diagnostic 
protocols, regular monitoring of patients, early detection of severe 
course of the disease and complications have made it possible to 
treat most patients at the primary health care level without the need 
for hospitalization. 

Results In our COVID clinic in the period 12 March 2020 - 31 
January 2021 a total of 22,259 examinations were performed, of 
which only 284 patients were referred to the hospital level. As 
expected, the largest share of referrals was in the age group of 65 
and over. 

Conclusion We believe that the established organization of work 
represents an optimal solution for managing the COVID-19 pande-
mic and is also a model with which we can manage future threats.

Key words: access to health services, general practitioner, health 
services for aged, SARS CoV2 infection
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INTRODUCTION

This pandemic was officially declared on 11 Mar-
ch 2020. It immediately and immensely affected 
the society and led to a halt in social and economic 
life. At the same time, it required adjustments of 
healthcare systems and urgent changes of work 
processes (1). One of the most essential goals of 
the World Health Organisation is to ensure he-
althy life and good well-being, universal covera-
ge and accessibility to primary health care (2). In 
Slovenia it is often emphasized that the weakness 
of the healthcare system is shortage of workfor-
ce and consequently limitations to accessibility, 
which is often the biggest obstacle of the health 
care efficiency (3). According to Slovenian data 
an average doctor of family medicine in Slove-
nia has only 7 minutes available to treat a patient, 
which does not suffice for an overall and quality 
treatment, and is thus a clear sign of the shortage 
of medical staff (4). The increase in work due to 
the pandemic along with ageing of the population 
and correlated increase in morbidity demands a 
design and an execution of new models of care 
with the goal of establishing a quality, safe and 
cost-efficient healthcare protection. 
Globally patient care is more and more focused 
on the patients themselves, which in its essen-
ce means the quality of interactions between 
patients and their doctors, which is proven to 
improve treatment of the disease or illness and 
the quality of life (5). Healthcare that is patient-
focused indicates a change in the paradigm in the 
relationship between the doctor and the patient, 
which is based on the decision making for the 
best measure taken for every single patient taking 
into consideration all of the patient’s information 
(6). This is the basis of the functioning of primary 
healthcare that improves patient’s satisfaction 
(7), as well as quality systems of healthcare in 
the world allowing greater quality, accessibility, 
equality, lower expenses and greater level of sa-
tisfaction with the healthcare system (8). Quality 
of work is often measured by the patients’ satis-
faction, which should not be the only variable be-
cause patients often cannot evaluate the quality 
of technical aspects of healthcare. 
Quality of healthcare should not be based so-
lely on the patients’ satisfaction but on a broa-
der concept that includes markers of quality and 
treatment outcomes (9). Safety is a fundamental 

component of an inclusive environment where 
healthcare workers play an enormous role (10). 
Patients see safety in the personal relationship 
between them and their doctor on the primary 
level of healthcare where the majority of connec-
tions are made. The doctor-patient relationship 
is tightly related to the trust the patients have in 
the provider of the primary healthcare protecti-
on (11). Duration of the treatment (12), empathy 
and holistic approach (13), personal relationship 
with the patients and clinical credibility of the he-
althcare workers (14) play the key role in ensu-
ring a quality treatment with positive outcomes. 
The new coronavirus disease (COVID-19) is a 
broad danger. Its clinical and epidemiological fe-
atures are still being researched. The disease has 
caused a change from an in-person to a distance 
consulting through new ways of patient interaction 
(15). COVID-19 can quickly cause a deteriorati-
on in breathing function especially in the second 
week of the disease. Because of this possibility 
the safety aspects of the disease monitoring are 
essential, which is the task of primary healthca-
re. COVID-19 predominately attacks respiratory 
systems. However, it can also attack other organ 
systems and cause weakness and deterioration of 
chronic illnesses, which is especially concerning 
with the elderly. The diagnosis is usually confir-
med by a PCR test or by a nasopharyngeal swab or 
respiratory specimen collection. Mild cases can be 
managed in home environment with self-isolation, 
symptomatic treatment and monitoring (16). All 
patients of weaker health that experience shortne-
ss of breath, chest pain, loss of consciousness must 
be adequately treated (17).
A lot of attention has been given to hospital care 
of COVID-19 patients, however, this is only a 
peak of the iceberg for only a smaller percentage 
of patients are hospitalized, whereas the majority 
of COVID-19 patients are treated at the primary 
healthcare level. 
The aim of this observational study was to de-
termine the adequacy of COVID-19 clinic model 
for patients, who are suspected or have a confir-
med infection with COVID-19.
In this article we were guided by the Declaration 
of Helsinki of the World Medical Association. A 
consensus of the Institutional Ethics Committee 
of the Community Health Centre Sevnica institu-
tion was obtained for research and its publishing. 
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PRIMARY HEALTHCARE LEVEL IN THE COVID-19 
PANDEMIC

Universal healthcare systems are among the pi-
llars of a society that respects basic human rights 
(16). Primary healthcare level is the place of first 
contact, first defence line and control over in-
fections (18), and it has a key role in decreasing 
inequalities in health (8).
Primary healthcare providers, general practitioners 
(GP) and paediatricians in Slovenia have often been 
exposed to the lack of information and instruction 
during the COVID-19 pandemic. Sarti et al. (16) 
have emphasized the importance of reorganisation 
of current patient flows following a goal of a safe 
and quality provision of services at the primary 
healthcare level for which a reorganisation of ser-
vices and precise definition of work and protocol 
is necessary. General Practitioners in Slovenia have 
been battling for many years to enable and increase 
accessibility to healthcare. During this time, they 
found themselves in a dilemma between the desi-
re to maintain accessibility and safety regulations. 
Guidelines provided daily by the Slovenian Mini-
stry of Health offered a framework for operations 
and tasks for reducing the risk of disease spreading. 
However, the organisation, testing, diagnostics, tre-
atment and control were left to the healthcare pro-
viders. This meant it was essential to do a timely 
research of examples of good practice and adjust 
them to the local environment. Guidelines from 
abroad mostly offered recommendations regarding 
the assurance for the basic healthcare services and 
via virtual forms of care (19). Rawaf et al. (1) stated 
that some primary healthcare practices have orga-
nized separate hours for treating suspected patients 
and some have had separate practices where the pri-
mary role was given to family physicians to ensure 
the foundations of healthcare accessibility. Blazey-
Martin et al. (20) demonstrated their algorithm 
of monitoring patients and identifying patients 
with greater risk factors for disease complications 
between days 5 and 10 when patients seem to be 
most vulnerable. The news about the overload on 
the system of the primary healthcare level and the 
need for strategic planning of visits and patient tria-
ge have been reported from all over the world (21). 

Accessibility 

Accessibility is the foundation of quality and 
satisfaction with primary healthcare (22), and 

is directly connected with the prolonging life-
expectancy (23), and a decrease of mortality (24). 
Despite of that, growing needs and accessibility 
remain a challenge of today’s healthcare systems 
(25) mostly because of human resources shortage 
(26). In Slovenia problems regarding accessibi-
lity of primary healthcare have also been reported 
even though the geographical organization of pro-
viders in Slovenia enables easy access to primary 
healthcare. The system of primary healthcare level 
in Slovenia is based mainly on healthcare centres 
which offer adequate responses to the needs of the 
population and ensure fairness regarding accessibi-
lity to healthcare. Emergency medical assistance as 
an integral part of primary health care ensures con-
tinuous emergency medical assistance including 
transport of patients. In Slovenia emergency me-
dical assistance is mostly implemented by family 
physicians, which allows better access to medical 
services. The preservation of accessibility in the 
time of general restrictions has demonstrated to be 
a challenge. In our establishment we have created 
a model of the COVID clinic, which allows unin-
terrupted work in secure and equipped spaces. 

THE MODEL OF A COVID CLINIC

The main priority of the clinic was to ensure the 
preservation of accessibility regardless of the po-
ssibility of an individual seeking help having a 
COVID infection. Data from abroad and the di-
rections of national healthcare politics have put 
virtual form of treating patients in the forefront. 
However, in our environment, where we stru-
ggle with the ageing of the population that has 
no adequate knowledge and skills to set up and 
maintain this type of communication and work, 
we have decided for both options: to keep live 
contact with our patients and set up a system of 
virtual treatment. Triage of patients proved to be 
of key importance. It was performed by qualifi-
ed medical personnel in the central entry point 
of our healthcare centre, family physicians and 
paediatric physicians over telephone and virtual 
applications. Since some patients could no longer 
receive certain medical services independently or 
by their own wishes because medical personnel 
set guidelines according to patients´ needs, a 
change in the paradigm was needed for the goal 
to maintain accessibility, holistic approach and 
quality of healthcare. The patients were, accor-
ding to the level of their vulnerability, treated 
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virtually, by phone, in person in ˝clean˝ rooms 
of family medicine clinic/paediatrics/emergency 
medical assistance or within the COVID clinic. 
They were also triaged into categories (27). The 
patients in need of emergency medical assistan-
ce were treated immediately, others were treated 
within 16 hours (Figure 1). 

ultrasound diagnostics as the golden standard of 
discovering complications of COVID infections 
(pneumonia and thromboembolic events) and pa-
tient monitoring (29); area for reanimation, that 
enables execution of emergency procedures for 
critically ill patients (30).

Human resources

General lack of medical personnel presented a 
challenge when setting up a new complex and spe-
cific healthcare work space such as the COVID cli-
nic. It was essential to appoint personnel that wo-
uld fit the needs and demands of the working space 
of the COVID clinic. We did this by appointing the 
most qualified personnel to work in the clinic and 
by additional employments to fill in the shortage 
caused by re-organization of human resources. We 
have excluded personnel who would pose a he-
althcare burden upon possible infection with CO-
VID-19 and a possible severe course of the disease. 
We have included the following personnel: family 
physicians, emergency medicine physicians, pae-
diatric physicians, residents, graduate nurses, other 
doctors with adequate qualifications and nurses for 
support and administrative work. 

Accessibility and continuity

Separate organization of the COVID clinic as a 
new work space enables unlimited access to he-
althcare services even for the patients with CO-
VID-19 disease along with daily record keeping 
of accepted cases, the percentage of individual 
patients by age group and additional needs. The 
key role was performed by emergency medicine 
physician (within the continuous 24-hour he-
althcare) who provided healthcare during the cri-
tical time period of the clinic (night time) when 
other physicians were given a break and were 
called in only if necessary. 

Knowledge and introduction of clinical pathways

Lack of knowledge about COVID-19 in initial 
stage of the pandemic caused fear amongst all 
healthcare workers. The forming of a work gro-
up whose task was to research examples of good 
practice, obtain new information, diagnostic met-
hods and treatment, along with the organization 
of work in our establishment enabled us to design 
work protocols and clinical pathways for treating 
patients who might be infected or are positive to 

Figure 1. Patient triage

Every patient in need enters the healthcare system 
either through the central entry point of our he-
althcare centre, through physicians or emergency 
medical assistance. The patient is triaged into a 
category considering his anamnesis (presented 
problems, patient’s history, contacts) and is di-
rected to one of three working points.  

Work space

In our healthcare centre we have ensured separa-
te inner areas for treating patients that might be 
infected or are positive to COVID-19 thus pro-
viding support for technical medical procedures 
like swabbing, first and control checks and mo-
nitoring of patients in need of longer diagnostic 
and therapeutic procedures, and allowing access 
of ambulance vehicles for critically ill patients. 
We were guided by models of quality suggesting 
that work spaces should provide adequate, hea-
ted and safe environment in which medical per-
sonnel can offer holistic patient care in full pro-
tective equipment.  

Equipment

The areas of the COVID clinic are equipped in a 
way that enables regular work of family medici-
ne clinic, paediatrics clinic and emergency me-
dical assistance. Additionally, we have organized 
the following (within the COVID clinic):
POCT Laboratory  (Point Of Care Testing) for la-
boratory diagnostics during the time when Labo-
ratory Diagnostics Service does not provide ser-
vices (night time, weekends and holidays) (28); 
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COVID-19. We focused on: the design of work 
protocols and clinical pathways of triage and 
work organization in clinics; education of per-
sonnel regarding COVID-19 disease, transmissi-
on and usage of protective equipment according 
to the level of risk of each specific work space; 
the design of internal guidelines about the ways 
of treating COVID-19 patients at the primary he-
althcare level; and education of physicians about 
the use of contemporary devices in diagnostics 
and treatment of COVID-19, which have been 
revised minimally once a month.
The goal of the clinical pathway is to improve the 
quality of healthcare treatment of patients with an 
improving outcome for the patients emphasizing 
their safety, improving patients’ satisfaction along 
with the most optimal use of given resources and 
an improved communication in the team work. 

Evaluation and supervision

Supervision over the provided services and their 
evaluation represent a key concept in ensuring 
the quality of services. COVID-19, as a new di-
sease on a global scale, did not offer the possi-
bility of the development of equal and already 
tested clinical pathways. Daily collection of data 
on a national and global scale and adjustments of 
internal protocols, education of everyone invol-
ved and finally the implementation represent the 
steps of quality activation of new work methods. 
In our establishment we have focused on the 
following markers of work quality: accessibility 
of healthcare, safety of healthcare, waiting period 
for an appointment, which should not exceed 16 
hours after the expressed need, decrease of the 
percentage of individuals who need hospital care, 
patients’ satisfaction and percentage of infected 
employed medical personal under 20%.

RESULTS AND DISCUSSION

The establishment of COVID-19 diagnostics pro-
tocol, continuous patient monitoring, early disco-
very of possible severe course of the disease and 
complications enabled treatment of most patients 
on primary healthcare level without any need for 
hospitalization. During the COVID-19 pandemic 
the COVID-19 clinic in our establishment ensured 
unlimited and uninterrupted 24-hour healthcare of 
infected and possibly infected patients. Meanwhile 
we have established daily cooperation with esta-
blishments taking care for the elderly and those 

in need as well as with other economic establis-
hments in a broader area of Posavje and Zasavje. 
The clinic played a key role in discovering infecti-
ons, control over them, contact tracking, early dis-
covery of severe courses and decreases of conditi-
ons, treatments of these and transporting patients 
to suitable establishment for secondary and tertiary 
care in case the need was presented. On 11 Febru-
ary 2021 Slovenia recorded 175,795 infections 
(31). Our COVID clinic performed 22,259 check-
ups in the period between 12 March 2020 and 31 
January 2021 and 4,246 nasopharyngeal swabs 
were collected for PCR diagnosis SARS-CoV-2 of 
which 2,412 (56.8%) were positive. Patients with 
confirmed COVID-19 infection were called in for 
a follow up between the 5th and 7th day of the dise-
ase course for quicker discovery of possible com-
plications and severe courses, which is an action 
suggested by data from abroad (20) (Table 1). 

Age group 
(years)

Number (%)
patients

No of patients 
transferred to 
Hospital Clinic

Ratio of hospital 
transfers and

number of patients 

< 18 2,149 (9.6) 7 0.003
18-64 14,398 (64.7) 29 0.002
≥65 5,712 (25.7) 248 0.043

Table 1. Prevalence of cases and transfers to COVID Clinic

Quality markers Result Realization

Accessibility of 
healthcare

Enabled 24-hour uninterrupted 
healthcare Yes

Treatment safety
Treatment in closed, separate and 
protected spaces. Modern clinical 

pathways. Holistic approach.
Yes

Waiting period Treatment of patients within 16 
hours from the expressed need Yes

Transfers 284 patients transferred (0.013%) Yes

Patients' satisfaction
0 (zero) filed complaint regarding 
violation of patients' rights upon 

first treatment
Yes

Percentage of infected 
healthcare personnel 28 employees (20%) Yes

Table 2. Quality markers realization of COVID Clinic

There were 284 patients in need of hospital dia-
gnostics for their health conditions, which repre-
sents 0.013% of all treated patients and 0.18% of 
COVID positive patients. As expected, the majo-
rity of people being transferred to hospital care 
were people over the age of 65 (32). However, 
the percentage of people transferred to hospital 
care is lower compared to data from abroad (33), 
which we can associate with early discovery of 
severe courses and the implementation of new 
ways of diagnostics and treatment on primary he-
althcare level (Table 2).
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Safety of treatment is ensured by separated, hea-
ted and adequately equipped work spaces in which 
qualified healthcare personnel worked. Conside-
ring the fact that there were no filed complaints 
regarding violation of patients’ rights upon the first 
treatment, which is a standard complaint procedu-
re, we can indirectly conclude that patients were 
satisfied with their treatments in the COVID cli-
nic. Separate treatment of infected and those who 
were suspected to be infected, resulted in a low 
percentage of infected healthcare personnel. Out 
of 140 employees a total of 28 people got infec-
ted during the monitored period, which represents 
20% of all employees, which is less than abroad 
(34) and less than the Slovenian average (35). 
The world has found itself in uncertainty and fear 
due to the rise of SARS-CoV-2 infections. The 
pandemic revealed the shortcomings and unpre-
paredness of primary health care and threatened 
its foundation - accessibility. The new reality 
required the design of a new model that enables 

undisturbed and safe treatment of all patients with 
an emphasis on the most vulnerable groups of the 
population - the chronically ill and the elderly. 
In conclusion, the COVID clinic model that was 
introduced in the Healthcare Centre Sevnica pro-
ved to be efficient regarding treatments of patients 
who were suspected to be infected and those with 
a confirmed infection with COVID-19. It reduced 
the number of severe courses and transfers to hos-
pital care and subsequently decreased the load on 
hospitals on the secondary and tertiary level. As 
such, this model represents a foundation for effec-
tive work organization in continuation of the CO-
VID-19 pandemic and for possible future threats. 

FUNDING 

No specific funding was received for this study. 

TRANSPARENCY DECLARATION 

Competing interests: None to declare. 

REFERENCES

1. Rawaf S, Allen L, Stigler F, Kringos D, Quezada Ya-
mamoto H, van Weel C. Lessons on the COVID-19 
pandemic, for and by primary care professionals 
worldwide. Eur J Gen Pract 2020; 26:129-33.

2. Barkley S, Marten R, Reynolds T, Kelley E, Dalil S, 
Swaminathan S, Ghaffar A. Primary health care: re-
alizing the vision. Bull World Health Organ 2020; 
98:727-7A. 

3. Tajnikar M, Došenović Bonča P, Čok M, Domadenik 
P, Korže B, Sambdt J, Savič Skela B. Prenova gospo-
darskih vidikov slovenskega zdravstva. http://maksi2.
ef.uni-lj.si/zaloznistvoslike/452/Tajnikar.pdf. 2016 
(04 February 2020). 

4. Petek Ster M, Svab I, Zivcec Kalan G. Factors related 
to consultation time: experience in Slovenia. Scand J 
Prim Health Care 2008; 26:29-34. 

5. Epstein RM, Fiscella K, Lesser CS, Stange KC. Why 
the nation needs a policy push on patient-centered he-
alth care. Health Aff (Millwood) 2010; 29:1489-95. 

6. Sacristán JA. Patient-centered medicine and patient-
oriented research: improving health outcomes for 
individual patients. BMC Medical Informatics and 
Decision Making 2013; 13:6. 

7. Zgierska A, Miller M, Rabago D. Patient satisfaction, 
prescription drug abuse, and potential unintended 
consequences. JAMA. 2012; 307:1377-8. 

8. Hone T, Gurol-Urganci I, Millett C, Başara B, Akdağ R, 
Atun R. Effect of primary health care reforms in Tur-
key on health service utilization and user satisfaction. 
Health Policy Plan 2017; 32:57-67. 

9. Mortsiefer A, Altiner A, Ernst A, Kadusziewicz H, Kra-
he A, Mellert C, Schäfer I, Stolzenbach CO, Wiese 
Birgitt, Löffler C.  Satisfaction with general practice 
care in German patients with multimorbidity: a cross-
sectional study. Fam Pract 2017; 34:452-8. 

10. Green YS. Safety Implications for the homebound 
patient with dementia. Home Healthc Now 2018; 
36:386-391. 

11. Rhodes P, Campbell S, Sanders C. Trust, tempora-
lity and systems: how do patients understand patient 
safety in primary care? A qualitative study. Health 
Expect 2016; 19:253-63. 

12. Fiscella K, Meldrum S, Franks P, Shields CG, Duber-
stein P, McDaniel SH, Epstein MR. Patient trust: is it 
related to patient-centered behavior of primary care 
physicians? Med Care 2004; 42:1049-55. 

13. Tilburgs B, Vernooij-Dassen M, Koopmans R, Weide-
ma M, Perry M, Engels Y. The importance of trust-ba-
sed relations and a holistic approach in advance care 
planning with people with dementia in primary care: a 
qualitative study. BMC Geriatr 2018; 8:18418. 

14. Hernan AL, Walker C, Fuller J, Johnson JK, Abou El-
nour A, Dunbar JA. Patients' and carers' perceptions 
of safety in rural general practice. Med J Aust 2014; 
201(3 Suppl):S60-3. 

15. Guan WJ, Ni ZY, Hu Y, Liang WH, Ou CQ, He JX, 
Liu L, Shan H, Lei CL, Hui DSC, Du B, Li LJ, Zeng 
G, Yuen KY, Chen RC, Tang CL, Wang T, Chen PY, 
Xiang J, Li SY, Wang JL, Liang ZJ, Peng YX, Wei L, 
Liu Y, Hu YH, Peng P, Wang JM, Liu JY, Chen Z, Li 
G, Zheng ZJ, Qiu SQ, Luo J, Ye CJ, Zhu SY, Zhong 
NS; China Medical Treatment Expert Group for Co-
vid-19. Clinical characteristics of coronavirus disease 
2019 in China. N Engl J Med 2020; 382:1708-1720.

16. Sarti TD, Lazarini WS, Fontenelle LF, Almeida 
APSC. What is the role of Primary Health Care in the 
COVID-19 pandemic? Epidemiol Serv Saude 2020; 
29:e2020166. 

Ferenčina J and Tomšič V.  Primary healthcare in times of COVID-19



Medicinski Glasnik, Volume 19, Number 1, February 2022

72

17. Greenhalgh T, Koh GCH, Car J. Covid-19: a remote 
assessment in primary care. BMJ 2020; 368:m1182. 

18. Krist AH, DeVoe JE, Cheng A, Ehrlich T, Jones SM. 
Redesigning Primary Care to Address the COVID-19 
Pandemic in the midst of the pandemic. Ann Fam 
Med 2020; 18:349-54. 

19. Haldane V, Zhang Z, Abbas RF, Dodd W, Lau LL, 
Kidd MR, Rouleau K, Zou G, Chao Z, Upshur REG, 
Walley J, Wei X. National primary care responses 
to COVID-19: a rapid review of the literature. BMJ 
Open 2020; 10:e041622. 

20. Blazey-Martin D, Barnhart E, Gillis J Jr, Vazquez GA. 
Primary care population management for COVID-19 
Patients. J Gen Intern Med 2020; 35:3077-80.

21. Lin S, Sattler A, Smith M. Retooling Primary Care in 
the COVID-19 Era. Mayo Clin Proc 2020; 95:1831-4. 

22. Orpana H, Chawla M, Gallagher E, Escaravage E. 
Developing indicators for evaluation of age-friendly 
communities in Canada: process and results. Health 
Promot Chronic Dis Prev Can 2016; 36:214-23. 

23. Chevreul K, Berg Brigham K, Durand-Zaleski I, Her-
nandez-Quevedo C. France: Health System Review. 
Health Syst Transit 2015; 17:1-218. 

24. Mackenbach JP, Slobbe L, Looman CW, van der 
Heide A, Polder J, Garssen J. Sharp upturn of life 
expectancy in the Netherlands: effect of more health 
care for the elderly? Eur J Epidemiol 2011; 26:903-
14. 

25. Gunner E, Chandan SK, Marwick S, Saunders K, 
Burwood S, Yahyouche A, Paudyal V. Provision and 
accessibility of primary healthcare services for people 
who are homeless: a qualitative study of patient per-
spectives in the UK. Br J Gen Pract 2019; 69:e526-
e36. 

26. Anonymous. China's health-care reform: an inde-
pendent evaluation (Editorial). The Lancet 2019; 
394:1113. 

27. Azeredo TR, Guedes HM, Rebelo de Almeida RA, 
Chianca TC, Martins JC. Efficacy of the Manchester 
Triage System: a systematic review. Int Emerg Nurs 
2015; 23:47-52. 

28. Florkowski C, Don-Wauchope A, Gimenez N, Ro-
driguez-Capote K, Wils J, Zemlin A. Point-of-care 
testing (POCT) and evidence-based laboratory me-
dicine (EBLM) - does it leverage any advantage in 
clinical decision making? Crit Rev Clin Lab Sci 2017; 
54:471-94. 

29. Smith MJ, Hayward SA, Innes SM, Miller ASC. Point-
of-care lung ultrasound in patients with COVID-19 - 
a narrative review. Anaesthesia 2020; 75:1096-104.

30. Yao W, Wang T, Jiang B, Gao F, Wang L, Zheng H, 
Xiao W, Yao S, Mei W, Chen X, Luo A, Sun L, Cook 
T, Behringer E, Huitink JM, Wong DT, Lane-Fall M, 
McNarry AF, McGuire B, Higgs A, Shah A, Patel A, 
Zuo M, Ma W, Xue Z, Zhang LM, Li W, Wang Y, Ha-
gberg C, O'Sullivan EP, Fleisher LA, Wei H; collabo-
rators. Emergency tracheal intubation in 202 patients 
with COVID-19 in Wuhan, China: lessons learnt and 
international expert recommendations. Br J Anaesth 
2020; 125(1):e28-e37.

31. Johns Hopkins University. ArcGIS Dashboar-
ds - COVID-19 Dashboard. https://gisanddata.
maps.arcgis.com/apps/dashboards/bda7594740fd-
40299423467b48e9ecf6 (11 February 2021).

32 Perrotta F, Corbi G, Mazzeo G, Boccia M, Aronne L, 
D'Agnano V, Komici K, Mazzarella G, Parrella R, Bi-
anco A. COVID-19 and the elderly: insights into pat-
hogenesis and clinical decision-making. Aging Clin 
Exp Res 2020; 32:1599-608.

33. Shah ASV, Wood R, Gribben C, Caldwell D, Bishop J, 
Weir A, Kennedy S, Reid M, Smith-Palmer A, Gold-
berg D, McMenamin J, Fischbacher C, Robertson C, 
Hutchinson S, McKeigue P, Colhoun H, McAllister 
DA. Risk of hospital admission with coronavirus 
disease 2019 in healthcare workers and their house-
holds: nationwide linkage cohort study. BMJ 2020; 
371:m3582. 

34. Al Maskari Z, Al Blushi A, Khamis F, Al Tai A, Al 
Salmi I, Al Harthi H, Al Saadi M, Al Mughairy A, Gu-
tierrez R, Al Blushi Z. Characteristics of healthcare 
workers infected with COVID-19: A cross-sectional 
observational study. Int J Infect Dis 2021; 102:32-36.

35. COVID-19 Sledilnik. https://covid-19.sledilnik.org/
sl/stats (11 February 2021). 


