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Background: From the ﬁrst COVID-19 case in Playa del Carmen, 370 cases of infection
have been reported in our staﬀ until December 31, 2020.
Material and methods: Study in workers of the General Hospital who developed SAR-CoV-2
infection during the pandemic. A sample of 30 cases of both sexes with laboratory-conﬁrmed
infection was obtained. Descriptive statistics were used with measures of central tendency,
dispersion and percentages.
Results: In a sample of 30 workers there were 13 doctors, 6 nurses and 11 support workers.
The age was obtained as a mean of 38.8 years and SD = 10.4. Only four risk factors were found.
Of the 30 infected health workers, 27 were treated on an outpatient basis and three required
hospitalization.
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Discussion: The main symptoms in health workers are alterations in the sensation of
taste and smell, but unlike our study, was headache, fever and myalgia. Likewise, it has been
observed that medical are the most aﬀected, but in this study it was support and the least aﬀected
was nursing personnel. There is no doubt that asymptomatic carriers are a serious disease
transmission problem such that transmission between health workers by asymptomatic carriers
is possible as was observed in this analysis.

Background

Material and methods

From the beginning of the pandemic in Wuhan, China
and its importation to Mexico on February 29, to the state of
Quintana Roo on March 13, and the irst case of infection was
presented in the personnel working in our hospital on March
30, 2020. From the irst case, there have been 236 cases of
infection in our staff until December 31, 2020. There is a
social perception that the acquisition of the COVID-19 disease
is higher in the hospital environment in such a way that the
community avoids going to hospitals to avoid contagion,
however, community infection is more frequent and lethal [1].

Observational, descriptive, prevalence and analytical study
in working patients of the Playa del Carmen General Hospital
who were diagnosed with SARS-CoV-2 infection during the
pandemic. From April to December of the year 2020. For this,
a sample of 30 health worker patients was recruited in our
hospital of both sexes and from most of the hospital work
shifts and from all work areas that presented infection by the
SARS-CoV-2 laboratory-con irmed and randomly selected
by the question did you get sick from COVID? And if so, they
were asked for authorization to apply a survey designed by
the author. Descriptive statistics were used with measures of
central tendency and dispersion, as well as percentages.

The infection by the SARS-CoV-2 virus that causes the
COVID-19 disease in the personnel working in hospitals
is very important due to the lack of medical and nursing
personnel and the shortage of hospital units in our country,
which makes them indispensable for the health care of the
general population, for which their absolute protection is of
vital importance [2]. In our hospital, tests were performed
only on personnel with symptoms suggestive of viral infection
[3].
https://doi.org/10.29328/journal.niogb.1001018

Results
In a sample of 30 patients, there were 13 doctors, 6 nurses
and 11 support personnel (quartermaster, administrative).
The demographic data are presented in Table 1. Regarding
work shifts, they were the following: Morning Shift = 7;
https://www.heighpubs.org/hodms
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Evening = 11, Evening A 1; Nocturnal B 5 and Special Daytime
= 6. Total 30 (only the workers of the special Night shift were
not surveyed). Regarding the age of the patients, a mean
of 38.8 years was obtained with SD = 10.4, the youngest
worker with 23 and the oldest with 59 and a range of 36
years. Only four risk factors were found in this study group
(Figure 1). The clinical picture of the patients is presented
in Figure 2, (only one patient had no symptoms, but was
positive for SARS-CoV-2). Of the 30 health workers infected,
27 (90%) were treated on an outpatient basis, three cases
(10%) required hospitalization. The treatment of patients is
presented in Figure 3. Regarding the perception of treatment
as patients by hospital staff, it is presented in Figure 4. About
the perception of the health workers surveyed, they perceived
the management of the pandemic in the hospital as follows:
Excellent [13 (43%), Good 12 (40%) and Fair 1 (3%) and
four 14%) had no opinion]; Finally, regarding the question
of whether they would be vaccinated against SARS-CoV-2, 26
(87%) patients agreed and four disagreed (13%).

Figure 1: Risk factors in 22 out of 30 healthcare workers infected with SARS-CoV-2.

Table 1: Demographic data of 30 healthcare workers infected with SARS-CoV-2.
Features

Health workers

%

Total

30

(100)

-Female

15

(50)

-Male

15

(50)

Total

30

(100)

20 to 29

7

(23)

30 to 39

9

(30)

40 to 49

9

(30)

50 to 59

5

(17)

Total

30

(100)

Doctors

11

(38)

- Undergraduate interns

2

Sex

Figure 2: Clinical picture in 29 of 30 health workers infected by SARS-CoV-2.

Age (years)

Ocupation

-Generals

5

-Specialists

3

-Dentists
Nurses

1
6

(18)

Support

13

(44)

-Cooks

6

-Stretcher bearers

2

-Administrative

5

Total

30

(100)

0

1

(3)

3

1

(3)

4

1

(3)

6

4

(13)

7

3

(10)

9

5

(18)

10

4

(13)

11

2

(7)

12

3

(10)

13

3

(10)

15

3

(10)

Total

30

(100)

Figure 3: Treatment of 29 health workers from 30 cases infected by SARS-CoV-2.
*One asymptomatic infected case did not receive any treatment.

Number of Symtoms
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Figure 4: Perception of treatment as patients by hospital staﬀ in 30 patients infected
by SARS-CoV-2.
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Discussion
In the work of Lombardi, et al. [4], they found that the main
symptoms in health workers were alterations in the sensation
of taste and smell, unlike our study where they were found
as the main symptoms in suspects of COVID-19 headache,
fever, and myalgia in that order. Likewise, in this study, the
medical staff was the most affected, unlike what was found in
our study, which was the support staff, and the least affected
was the nursing staff.
Gómez-Ochoa, et al. [5] in their large study found that the
nursing staff (48%) presented the majority of cases, unlike
what was found in our study (18%); likewise, the prevalent
symptoms were anosmia, fever and myalgia, while we had
fever, headache and myalgia. They found 5% severe disease
and 0.5% mortality. Unlike us where there were only two
severe cases [7% (without intubation)] and no deaths.
Woo Jeon Y, et al. [6] in their study found that healthy
carriers are a major public health problem because of 30
asymptomatic patients who came to the hospital and were
subsequently diagnosed as positive for COVID-19, they had
contact with 184 workers from The health of the hospital
who underwent a diagnosis by RT-PCR 126 workers at
the beginning of the contact, at 14 days and a month after
exposure, all being free of infection at the end of the follow-up
previously classi ied into four risk groups.
In the work of Lombardi, et al. [4], they found that the main
symptoms in health workers were alterations in the sensation
of taste and smell, unlike our study where they were found
as the main symptoms in suspects of COVID-19 headache,
fever, and myalgia in that order. Likewise, in this study, the
medical staff was the most affected, unlike what was found in
our study, which was the support staff, and the least affected
was the nursing staff.
Gómez-Ochoa, et al. [5] in their large study found that the
nursing staff (48%) presented the majority of cases, unlike
what was found in our study (18%); likewise, the prevalent
symptoms were anosmia, fever and myalgia, while we had
fever, headache and myalgia. They found 5% severe disease
and 0.5% mortality. Unlike us where there were only two
severe cases [7% (without intubation)] and no deaths.
Woo Jeon Y, et al. [6] in their study found that healthy
carriers are a major public health problem because of 30
asymptomatic patients who came to the hospital and were
subsequently diagnosed as positive for COVID-19, they had
contact with 184 workers from The health of the hospital
who underwent a diagnosis by RT-PCR 126 workers at
the beginning of the contact, at 14 days and a month after
exposure, all being free of infection at the end of the follow-up
previously classi ied into four risk groups.
Petrakis, et al. [7] report that SARS CoV-2 infection presents
https://doi.org/10.29328/journal.niogb.1001018

a higher risk of complications in elderly people and those
with cardiopulmonary diseases, but recent research af irms
that obesity is a major risk factor for serious complications,
same observation that is presented in our study because this
risk factor was present more frequently. This is due to the
peroxidation of lipids that lipid aldehyde creates, which in the
COVID-19 scenario affect its prognosis.
Erener S [8] in his review refers that multiple studies have
shown that Diabetes mellitus is a risk factor for all types of
bacterial, viral and fungal infections, in such a way that in the
context of SARS-CoV-2 infection it is has shown that this risk
factor increases both morbidity and mortality in COVID-19
patients. Bello-Chavolla, et al. [9] have developed a clinical
score to identify the risk of complications in these patients
that may be useful in primary health care.
Pugliese, et al. [10] remind us that Diabetes mellitus by
itself is not a risk factor for acquiring SARS-CoV-2 infection
but it is for the risk of serious complications in the event of
acquiring the disease together with other comorbidities
typical of adulthood.
Kumar Singh, et al. [11] also analyzed hypertension as a
risk factor associated with other diseases and recommend
that in those patients under antihypertensive treatment with
inhibitors of the renin-angiotensin system [ACE -2 (enzyme
angiotensin converting) and ARB, angiotensin receptor
blockers)] continue due to their importance in these patients.
Johnston [12] recognizes asthma as a risk factor mainly
in older smokers and also the usefulness of macrolides as
adjuvants in the treatment of COVID-19, which is con irmed
in our study since most of our cases received Azithromycin.
García-Moguel, et al. [13] treated two patients with asthma
associated with COVID-19 with positive results, recommending
that their own asthma treatment should not be discontinued
in these settings because it seems that this treatment helps the
management of the viral infection. In our sample we also had
two cases associated with asthma, conventional treatment
and adequate recovery.
Lan, et al. [14] in their analysis found that monitoring of
temperature and symptoms in all individuals is very important
and found that anosmia, ageusia, fever, and myalgia are the
important independent predictors in positive analyzes. A little
different from what was found in this study, although they
emphasize that symptoms associated with nasal congestion
and sore throat were associated with negative cases for
infection.
Tests for the diagnosis of COVID-19 in the general
population are less than impossible to perform, but for health
worker personnel it is possible and in a study by Clemency,
et al. [15] they found that, in a group of workers with at least
three clinical data such as fever, loss of taste and smell could
discriminate patients with COVID-19 and thus reduce the
https://www.heighpubs.org/hodms
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transmission of the disease in the personnel of health and
their families. In our study, only the workers who presented
any symptoms of the 18 analyzed were subjected to the test
and all were positive.
Onoda, et al. [16] remind us that the types of tests available
for the diagnosis of this disease are: Nucleic acid detection
tests (polymerase chain reaction or PCR). 2. Antigen detection
tests. 3. Antibody detection tests (IgG, IgM). In this study, all
workers underwent PCR and in one case the PCR plus the
antibody detection test.
The role of imaging in this infection has been extensively
analyzed and Castillo, et al. [17] make an extensive review of
the subject. In our patients, none mentioned having undergone
any of these studies, perhaps due to their outpatient
management and the mild to moderate severity of the clinical
picture.
Chaccour, et al. [18] present a study on the pharmacological
treatment of COVID-19 with ivermectin, a drug that was
ultimately not approved by the WHO.
In our patients, these were treated with paracetamol
in all cases, antibiotic (azithromycin) in most cases, one
case with erythromycin and in another case ivermectin was
used. One patient was personally treated with azithromycin,
moxi loxacin,
prednisone,
methylprednisolone,
and
tocilizumab).
There is no doubt that healthy carriers are a serious
disease transmission problem and Lai, et al. [19] emphasize
the importance of the issue because the disease is.
It can present, in addition to an asymptomatic carrier, as
an acute respiratory disease and inally as severe pneumonia,
in such a way that transmission between workers of health by
asymptomatic carriers is possible as observed in this analysis.
Finally, it has been shown by Jones, et al. [20] that infection
prevention and health personnel control measures (control
tests) are effective for the control of the pandemic in both
asymptomatic and symptomatic workers and their families
mainly Those who work in the areas with the highest risk of
direct contagion, such as COVID clinics and the respiratory
care hospitalization area where patients with moderate and
severe disease are concentrated, where only in this group
studied we had two cases that recovered satisfactorily.
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