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 Abstract: This article attempts to illustrate the challenges of medical practice during the COVID-19 pandemic. 
We address and discuss patient and medical worker’s safety, access to healthcare, standard of care and the emerging role of 
telemedicine, from both, medical and legal perspectives.
We conclude that attention should be paid to problems related to allocation of scarce resources, the moral dilemma on who 
to treat, and pressing legal considerations regarding the medical practice during the pandemic and to burden and stress of the 
medical workers.
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INTRODUCTION

 Since a cluster of pneumonia cases was reported 
in Wuhan, Hubei Province, China in December 2019, 
the number of identified cases quickly rose around the 
world, until the World Health Organization declared a 
global pandemic [1,2]. The subsequent evolution of the 
infectious disease triggered a global crisis with long-
term impact on people’s habits, disrupted education 
and imposed major changes in healthcare systems and 
resources[3]. Some of them required rapid response 
and decision-making in an environment of uncertainty. 
Healthcare providers were forced to implement 
drastic workflow changes in a very short amount of 
time. The legal framework did not cover many of the 
circumstances which arose, while new laws and updates 
lagged.
 The health crisis has emphasized the best of the 
healthcare workforce, some sacrificing their safety and 
family life to help treat the waves of infected patients. 
This effort was initially acknowledged by the populations 
around the world [4]. To slow down the pandemic and 

prevent the overcrowding of hospitals, governments 
imposed mitigation measures that limited individual 
rights granted by the constitution. The confinement 
decisions have substantially impacted people’s travel 
patterns, lifestyle, and drinking habits [5]. The economy 
was negatively impacted and unemployment rose. All 
these factors changed public perception and as a result, 
the government’s healthcare-driven decisions were met 
with adversity: the cheering for the medical workers 
had stopped. 
 This article attempts to illustrate the challenges 
of medical practice during the COVID-19 pandemic, 
from both a medical and legal perspective.

 Patient and medical worker’s safety
 The COVID-19 pandemic has highlighted the 
risks that healthcare workers are confronted with; many 
doctors and nurses experienced fear and anxiety at work 
like never before. Unfortunately, these professionals 
had every reason to be concerned both for their own 
and their patient’s safety. 
 No healthcare system was prepared for a 
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pandemic and the insufficient supply of personal 
protective equipment [PPE] was a well-known problem. 
In such situations, the shortage of PPE for healthcare 
workers highlights serious ethical and legal concerns: 
what are the obligations of employers to ensure 
adequate equipment is available and would healthcare 
workers be constrained to treat patients? What criteria 
should be used in the distribution of limited PPE among 
healthcare services? [6–8].
 Medical staff must wear adequate PPE 
according to the code of labor and not following the 
adequate standards constitutes a legal liability as it 
endangers both the patients and the healthcare worker. 
Who is legally responsible for not being able to assure 
these appropriate safety measures?
 It is within any employer’s duty and 
responsibility to offer a safe workspace and work system 
as well as supply proper work equipment and resources, 
all in line with industry standards [9,10].
 When establishing whether employers fail to 
solve the lack of PPE issue, the laws and work codes 
should be consulted, and factors such as the nature 
of the work, associated risks, the possibility of taking 
preventive measures to prevent or limit the predictable 
risks , the laws that govern public acquisition workflow 
[9].
 Medical establishments drafted consents 
informing patients about the risk of infection with 
COVID-19 during hospital admission. However, 
that was not a relief for doctors, who feared that the 
complications and potential death caused by COVID-19 
together with the underlying comorbidities would 
attract malpractice accusations. 

 Access to healthcare and standard of care
 Healthcare access implies the ability of 
individuals to receive medical care based on their 
personal healthcare needs. According to Goddard, the 
concept translates into the “ability to secure a specified 
range of services, at a specified level of quality” [11, 12].
 In Romania, public healthcare is offered by the 
state and financed from the state budget, local budgets, 
the budget of the Single National Health Insurance 
Fund, or from other sources, based on the specific case 
and according to the national law. The protection of 
public health is an obligation of the central and local 
public administration authorities, as well as that of all 
natural and legal persons [13].
 The COVID-19 pandemic has severely 
affected the ability of healthcare systems to carry on 
with essential healthcare services[14]. This worldwide 

health crisis caused a very high increase in admissions 
to the emergency rooms and intensive care units, which 
have a limited number of highly trained personnel, 
complex equipment, and beds. Efforts to increase the 
necessary resources such as beds, equipment, and 
ventilators have been made. All these resources can be 
acquired relatively quickly, however, training qualified 
staff takes years. Doctors and nurses from other 
departments, with different qualifications, volunteered 
and were temporarily transferred to the overcrowded 
departments to compensate for the deficit of healthcare 
workers. This commendable and altruistic effort has 
created a legal vulnerability of exceeding the medical 
competence recognized by the medical college and in 
relation to the insurers of malpractice policies. 
 Under pressure, some states reacted quickly 
and adopted protective legislation. The state of New 
York, for example, passed article 30-d Emergency or 
disaster treatment protection act, broadly protecting 
the healthcare facilities and healthcare professionals in 
this state from potential liability resulting from treating 
individuals under conditions from circumstances 
associated with the public health emergency [15]. In 
most countries, however, the legal framework has 
lagged, and this remains a legal vulnerability for medical 
staff.
 With patient safety being an essential element 
of universal healthcare coverage, patients should not be 
challenged with having to choose between unsafe care 
or no care at all [16]. Adequate access to healthcare 
during pandemics such as COVID-19 requires keeping 
guidelines constantly up to date. Moreover, the research 
and guidelines must always complement each other. 
Treating a new illness always brings complexities [11]. 
 As new studies were completed, new 
recommendations were published with remarkable 
speed, but physicians feared implementing new 
treatments that could deviate from good practice 
guidelines, worrying that there will be an increase 
in complaints against them. When analyzing the 
statistics of patient mortality, it is essential to consider 
the severity of the patient’s illness at the time when 
they are admitted and the associated comorbidities. 
If in clinical practice definitive diagnostic criteria had 
been established, after death sepsis is often difficult to 
diagnose, especially if a site of origin is not found or if 
no clinical data is available [17]. 
 The overload of the pandemic on the healthcare 
systems caused severe challenges for people in receiving 
care for health conditions unrelated to COVID-19. 
Based on the equity principle, patients who require 
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healthcare should be able to receive it [18]. The World 
Health Organization recommended further provision 
of essential medical services; however, each government 
can adapt to the shifting conditions in their own country: 
prioritizing essential health services and adapting to 
fast-changing needs. In an effort to diminish indirect 
morbidity and mortality and prevent acute episodes 
of chronic conditions when medical services are not 
available, countries should identify essential healthcare 
services that should be prioritized for continuation 
during the acute phase of the COVID-19 pandemic [1].
 As worldwide healthcare systems have been 
confronted with increasing demand in caring for 
COVID-19 patients, having preventive and curative 
services in place, especially for the most vulnerable 
population groups such as children, the elderly, people 
with chronic conditions and disabilities, is key [14].
 The risk of virus exposure within medical 
establishments together with the limited access to 
healthcare services such as surgery, treatment, and other 
hospital services are the main factors contributing to a 
noteworthy decrease in the level of access to healthcare 
during the pandemic. For instance, the deferral of 
surgical services could potentially create a significant 
backlog, transforming some of the previously optional 
cases into critical ones.
 The lack of access to necessary medical care 
could eventually lead to life-threatening consequences. 
Research performed in Spain and Sweden unveiled 
a substantial association between increased risk of 
mortality among older people and healthcare needs 
that were unmet during this period [19].
 However, healthcare systems could experience 
a surge in care demands in the aftermath of the 
COVID-19 pandemic. Adequate preparation for such 
a rise in demand for regular medical services includes 
careful planning and proper allocation of health 
resources whether these are medical staff, equipment, 
or facilities. Adopting a strategic approach as such could 
help with leveling the caseload and efficiently managing 
the patient backlog.

 Telemedicine
 Maintaining surveillance of patients with 
chronic diseases became a major challenge during 
this period. Telemedicine has been promoted as 
an economic and effective way for distance patient 
care with the added benefit of reducing the risk of 
coronavirus exposure. There is evidence of patients 
who have been managed by using telemedicine and 
expressed satisfaction with the services received, 

demonstrating that telemedicine helped monitoring, 
triaging, and treating patients, while avoiding a visit to 
the hospital [11].
 Although telemedicine advantages are 
indisputable, it cannot fully replace face-to-face 
interactions, and increased privacy, regulatory and 
insurance coverage concerns must be addressed by 
policymakers. Professional secrecy in medical practice 
is tightly regulated legally and ethically. Medical 
information cannot be passed from the patient out 
of the relationship without the direct consent of the 
patient. Healthcare workers commit to maintain 
medical confidentiality, but telemedicine and the 
internet medium cannot provide this security in any 
circumstance. 
 In conclusion, health workers cope with 
physical and psychological challenges which take a 
toll on their mental health, wellbeing, and security. 
With the overload of the pandemic, fatigue and 
burnout syndrome are threats to the health of these 
professionals. Depending on personality and individual 
vulnerabilities, along with cognitive factors, the 
psychological pressure may be a contributor to suicidal 
behavior [20]. We must recognize that health worker 
safety is paramount to patient safety, one depends on 
the other and are inseparable. Prioritization on creating 
and maintaining safe working environments will lead 
to a better quality of service and standard of care for 
patients [16].
 Telemedicine has great advantages, but limited 
applicability without an adequate legal work frame. 
More research is needed to assess its efficacy and quality 
of care it can achieve.
 The chronic under-funding of hospitals 
generated an environment where protection equipment 
and supplies shortages becomes the norm. We conclude 
that special attention should be paid to problems related 
to allocation of scarce resources, the moral dilemma 
on who to treat, and pressing legal considerations 
regarding the medical practice during the pandemic 
and to burden and stress of the medical workers. 
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Figure 1. Light microscopic micrograph of testis in control group.


