


An analysis by the Office for National Statistics from April 2020 found that doctors and 
nurses did not face a higher risk compared to the general population, but this area should be 
kept under review.  

Effect of age 
Most medical students have a low baseline risk based on age alone. As shown in Table 1, a 
medical student aged less than 25 faces a risk of less than 1 in 200,000. The risk doubles with 
every 6-7 years of age, but under the age of 45 the risk remains low. By comparison, the risk 
of dying in a road traffic accident is about 1 in 25000 in this age group. A minority of medical 
students will fall outside this age range and will face a higher risk as shown in Table 1.   

Effect of gender 
Across the population, there is an increased risk associated with gender, with men facing 
about double the risk of women.  

Effect of ethnicity 
There is variation in risk between ethnic groups.  An analysis by Public Health England 
showed that six ethnic groups had significantly higher probability of dying from COVID-19 
when compared to White British ethnicity. Table 2 shows the hazard ratios for ethnic groups 
whose risk, adjusted for age and co-morbidity was significantly higher or lower than White 
British. 

Bangladeshi (aHR=2.02 (95% CI 1.742.35)), 
Pakistani (aHR=1.44 (95% CI 1.311.58), 
Other Black (aHR=1.35 (95% CI 1.181.55), 
Chinese (aHR=1.28 (95%CI 1.041.58)), 
Indian (aHR=1.22 (95% CI 1.131.32), 
Other Asian (aHR=1.13 (95% CI 1.021.25)) 
Black Caribbean (aHR=1.10 (95% CI 1.021.19)) 
People of White Irish 
ethnicity had lower 
probability of death  

(aHR=0.88 (95% CI 0.790.99)). 

Table 2 

Source: Public Health England. Disparities in the risk and outcome of COVID-19 Published 
June 2020. PHE publications gateway number: GW-1311  

The hazard ratio is a form of relative risk. This means that it estimates the risks of groups 
relative to each other. For example, a hazard ratio of 2 in a Bangladeshi person means that 
his or her risk is doubled compared to someone in the comparator group in the analysis, in 
this case White British ethnicity. The hazard ratio does not give information on the actual or 
absolute risk faced by individuals. In order to estimate how increasing age, gender or 
ethnicity affect an individual’s actual risk, relative and absolute risks must be combined. 
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https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/coronaviruscovid19relateddeathsbyoccupationenglandandwales/deathsregistereduptoandincluding20april2020


https://alama.org.uk/covid-19-medical-risk-assessment/


A. Risk reduction framework needs to be used in conjunction with NHS Employers’ guidance.

B. Employers need to take into consideration health care settings such as primary or community
care, hospital settings or environments where aerosol generating procedures are performed.

Employers to discuss implications and to take appropriate
measures to mitigate risk of COVID-19 infection risk to NHS staff.

Underlying 
health conditions  

including:

Clinical vulnerable 
groups including:

•	hypertension
•	cardiovascular
disease (CVD)

•	diabetes mellitus
(DM)

•	chronic kidney
disease (CKD)

•	chronic
obstructive
pulmonary
disease (COPD)

Age and  
ethnicity:

•	BME ethnicity
aged above 55,
particularly in
those with
comorbidities

•	white european
ethnicity aged
over 60

Sex:

Males at higher risk

3. Individual assessment

Employers to assess health safety and welfare of employees including:                     

Pregnancy:

•	All pregnant
women should
have a risk
assessment.

• Women > 28
weeks pregnant
or have underlying
condition should
be recommended
to stay at home.

• Women < 28
weeks pregnant
should only work
in patient facing
roles where risk
assessment
supports this.

2. Workforce assessment

COVID-19 RISK REDUCTION FRAMEWORK FOR HEALTHCARE WORKERS

1. Workplace assessment

Source: Risk reduction framework for NHS staff at risk of COVID-19 infection, Faculty of Occupational Medicine
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