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2 ACTION PLAN 10: TRIAGE 

The following action plan is recommended for hospitals AT THIS STAGE by the Consultancy Panel while 

preparing for the COVID-19 Pandemic.  

This technical advice document must be read in conjunction with the Plan to Manage COVID-19: Spatial 

Response Strategy for the Epidemic (Republic of South Africa, 2020). 

 

DISASTER MEDICINE CSCATTT 
ALGORITHM1 

C: Command and Control 
S: Safety 
C: Communication 
A: Assessments 
T: Triage 

The various steps of this Algorithm will be addressed in the follow-up Action Plans. 

2.1  WHAT IS TRIAGE? 

Triage is defined as the process to sort and prioritise patients for the subsequent purpose of treatment 

(and/or transport) to ensure “doing the most for the most” the best possible care for the greatest number of 

patients (Wallis & Smith, 2011) (Advanced Life Support Group, 2019).  

The anticipated number of patients, particularly those requiring high or intensive levels of care currently 

projected for South Africa as the COVID-19 pandemic evolves, indicates that it is unlikely there will be 

sufficient numbers of trained staff, appropriate level hospital beds and major respiratory support equipment 

for all of the patients at the same time. If the best care is to be given to the greatest number of patients, with a 

key aim being lowest overall mortality rate, then a robust method of assigning priorities is necessary. In order 

to achieve this both the severity of the condition of each patient and their relative priority needs to be 

assessed. This is contrasted against the availability of resources. This method of assigning priorities is termed 

triage (Advanced Life Support Group, 2019 

In Instances where large numbers of patients need to be triaged for severity of illness (triage), as well as 

assessed in terms of meeting clinical definition for or not for a communicable disease the process of triage 

needs to be split from the clinical definition of illness to ensure that patients needing urgent care are not 

prejudiced. It is recommended that the Triage process is the first process to assign urgency of care and that if 

not possible all patients are treated as high risk patients until their COVID- 19 Status can be determined. 

Further complexities are added in situations where   the provision of care is being assessed, during the triage 

process- based on available resources do we do CPR or not, do you get Ventilated or not? 

Triage in a pandemic need to be based on   principles of major incident and disaster management and should 

be reproducible, documented and ethically based in all situations. Working from a triage template is essential 

to ensure personal feelings experience or decisions are not made for certain patients. 

 
1 (Advanced Life Support Group, 2019) 
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In a Pandemic of communicable notifiable disease such as COVID-19, there is a further aspect to the triage 

process and that is to distinguish between possible COVID-19 patients and non-COVID-19 patients, or rather 

the occurrence of COVID-19 together with other conditions requiring immediate or urgent management. This 

process is a technical step in the Triage process to limit transmission within treatment capabilities (Ciotone, 

2006) (Powers & Daily, 2010). For the purpose of this Action Plan this process is termed streaming, it is an 

integral component of the Triage process. 

Triage is seldom a once-off process, as patients’ conditions change and resources are consumed or become 

available, and thus it needs to be repeated frequently to re-prioritise patients correctly for treatment and 

transport.  

3 TRIAGE PRIORITIES 

It is essential that all Health Care Practitioners are aware of the categories/priorities used in triage to ensure 

understanding and application. 

3.1  STREAMING CATEGORIES 

At the initial stages of triage patients must be streamed into: 

• Confirmed or suspected COVID-19 patient, or meeting the criteria for a suspected2 patient 

o If large numers of patient reports a separate stream for suspected patients can be initiated 

• Most likely NON-COVID-19 patient, based on negative screening 

It is essential that the screening and streaming process are executed rapidly to ensure that the implementation 

of critical care is not delayed. 

3.2  TRIAGE PRIORITIES  

Although in various documents and various expert sourses different terms, these terms can be consolidated 

into five categories. These categories are aligned with the accepted Disaster Medicine priorities for South 

Africa (Wallis & Smith, 2011). (A sixth category is indicated if the SA Triage Scale system is utilised) 

  

 
2 The term “Patient under investigation” (PUI) has been changed to suspected in the guidliens. 
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Colour Code Priority Term Descriptor 

 

Priority 1 
Critically ill / 
Emergency 

Direct threat to life, will require critical care 
capabilities and major respiratory support 

 

 Very Urgent3 
A very sick patient requiring quick intervention 
and support but not life threatening at this 
moment 

 

Priority 2 
Seriously ill / 

Urgent / 
Moderate 

A seriously ill patient but not life threatening at 
this moment. (The term “Moderate” is used in 
the WHO documents). This patient will require 
hospitalisation and oxygen support 

 

Priority 3 Minor /Mild 
Mildly ill patients that do not necessarily require 
hospitalisation at this moment 

  

Priority 44 Moribund 

Patient not expected to survive and a patient 
not suitable to be allocated the limited 
resources at this moment in time, channelled to 
palliative care 

 

Dead Dead Deceased 

4  

5 TRIAGE PROCESS 

The step-by-step process of triage needs to be executed with the applicable personal protection equipment  

(PPE) and while maintaining social distancing whenever possible. 

5.1  STEP 1: STREAMING 

At all facilities such as clinics, hospitals and in Emergency Medical Services the initial step of triage is 

SCREENING the patient in order to STREAM the patient into the appropriate treatment area. This should as far 

as possible be done as close as possible to the gate/street entrance to the facility. 

 
3 This category is NOT part of the Disaster Medicine / Major Incident Triage system but is included in the South 
African Triage Scale and MAY therefore be in use in certain hospitals. It is however NOT used or recommended 
for use in the initial triage of patients or in transport triage. It is also used in the Critical Care Triage process. 
4 Please note that the term Priority 4 does NOT refer to a dead person. This misnomer developed in South 
Africa over the past years. Priority 4 refers to a patient still alive at the moment but not expected to survive 
due to current condition and comorbidities and therefore channelled to palliative care.  
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Figure 1: Algorithm for Streaming (Western Cape Government Health, 15 May 2020) 

Screening is based on the current case definition.  

5.1.1  SUSPECTED OR CONFIRMED COVID -19 PATIENT 

• A suspected COVID-19 case includes any person presenting with an acute (≤14 days) 
respiratory tract infection or other clinical illness compatible with COVID-19, or an 
asymptomatic person who was a close contact to a confirmed case*.  

o In the context of COVID-19, the key respiratory syndrome consists of ANY of:  
▪ Cough  

▪ Sore throat  

▪ Shortness of breath  

▪ Anosmia (loss of sense of smell) or dysgeusia (altered or impaired sense of 
taste) 

with or without other symptoms (which may include fever, weakness, myalgia, vomiting or 

diarrhoea). 

• *: A close contact is defined as a person having had face-to-face contact (≤1 metre) or 
having been in a closed space with a confirmed COVID-19 case for at least 15 minutes. This 
includes, amongst others:  

o All persons living in the same household as a COVID-19 case, and people working 
closely in the same environment as a case.  

o Healthcare workers or other people providing direct care for a COVID-19 case while 
not wearing recommended personal protective equipment or PPE (e.g., gowns, 
gloves, N95 respirator, eye protection).  
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o A contact in an aircraft sitting within two seats (in any direction) of the case, travel 
companions or persons providing care, and crew members serving in the section of 
the aircraft where the case was seated.  

• A confirmed case is any person that has been confirmed as positive through a laboratory test. 

5.1.2  STREAMING 

Based on the above all patients presenting as screened and then streamed into: 

• COVID-19 stream5 

• Non-COVID stream  

5.2  STEP 2: TRIAGE 

The second step is then to prioritise each patient based on clinical signs in order for the need for treatment 

and transport to be prioritised. 

5.2.1  TRIAGING THE COVID-19 STREAM 

All patients in the COVID-19 Stream are then triaged utilising the AFEM tool (African Federation for Emergency 

Medicine, 2020): 

 
5 All non-compos mentis patients should be considered Covid -19 positive until test results indicates otherwise. 
A patient will remain in this stream as a PUI until confirmed either positive or negative through an approved 
laboratory test where after the patient may move to the Non-Covid stream if tested negative. 
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Figure 2: COVID-19 Triage Algorithm 

5.2.2  TRIAGING THE NON-COVID STREAM 

Two tools are available to Triage the Non-COVID stream: 

Less likely to need oxygen 
Less likely to need mechanical 

ventilation. Likely need oxygen 

Probably needs mechanical 

ventilation 
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5.2.2.1 THE SA TRIAGE SCALE 

The process of using the SA Triage Scale falls outside the ambit of this Action Plan, however the link to the 

manual is provided at the end of the Action Plan. (The Scale can be used for both COVID-19 and Non-COVID 

patients.) 

5.2.2.2 SIEVE TOOL 

The Triage Sieve Tool is a quick crude tool designed to Triage a large number of patients quickly and determine 

priority. It needs to be followed by applying the Triage Sort tool on each group to refine the priority (Advanced 

Life Support Group, 2019) (Toubkin, 2020). Although not validated many institutions are utilising the Triage 

Sieve Tool for COVID-19 patients as well as non COVID patients, as it highlights respiratory distress (Toubkin, 

2020). 

 

Figure 3: Triage Sieve Algorithm 

It is reasonable to assume that patients who can walk do not require urgent or immediate treatment, and all 

such patients are therefore categorised as Priority 3 (mild/minor). Once this has been done, the state of the 

airway, breathing and circulation is considered. hose patients who remain after the mobility sieve has been 

applied must be either Priority 1 (critical), Priority 2 (urgent) or dead. They are sorted into the appropriate 

category by looking at simply assessed aspects of airway, breathing and circulation. 

Airway patency (not security) is assumed in conscious patients and is assessed in the unconscious by 

performing a simple opening manoeuvre (chin lift or jaw thrust) and seeing if breathing occurs. Patients who 
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cannot breathe despite simple opening manoeuvres are dead. Patients who only breathe after their airway is 

cleared are Priority 1 (critical). Some patients may need a simple airway adjunct to maintain airway patency 

and this can be inserted at this stage. 

Those who can breathe, have their respiratory rate counted. If the rate is low (9 or less) or high (30 or more) 

then the casualty is Priority 1 (critical). If the rate is 10–29 breaths per minute then an assessment of the 

circulation is carried out. 

An assessment of circulation is difficult even within the hospital, and no single measure will reliably give an 

accurate overall picture. Despite this reservation the capillary refill time (CRT) fulfils other criteria in that it can 

be measured simply and quickly in the nail bed. Pressure is applied over the quick of the nail for 5 seconds and 

then released – the time taken for the colour to return is the refill time. If this time is over 2 seconds then the 

patient is assigned Priority 1 (critical), if it is less than 2 seconds then the casualty is Priority 2 (urgent). If it is 

not possible to measure CRT then a pulse rate of greater than 120 bpm can be used to determine Priority 1 

status. 

The triage sieve should take no more than 20 seconds for each non‐ambulant patient, and first‐look triage can 

therefore be done very rapidly. This broad‐brush approach gives some urgently needed direction to the health 

service response which can then be focused on the care of the Priority 1 patients. Since the sieve is so quick it 

is easily repeated at any stage of the response and should be applied whenever a large number of patients 

need to be rapidly assessed. (Advanced Life Support Group, 2019) 

The paediatric versions of these algorithms are available at the link below. 

5.2.2.3 TRIAGE SORT TOOL 

As triage decisions become more complex, the triage methods become more refined. The triage sort is the 

next step up from the triage sieve and consists of a formal physiological appraisal of the patient. No 

anatomical descriptors of injury/complain are sought at this stage since the treatment that is being considered 

(i.e. the need for resuscitation) does not depend on such information. The triage sort is a formal physiological 

assessment of the patient. The triage sort is based on the TRTS system as developed by Champion et al. (1981). 

It uses respiratory rate (RR), systolic blood pressure (SBP) and the Glasgow Coma Scale (GCS) score to assign a 

score of between 0 and 12 for each patient (Advanced Life Support Group, 2019). The coded values are 

summed to give a score of between 0 and 12. The TRTS can be used to assign triage priorities. 
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Figure 4: Triage Sort Algorithm 

The TRTS (triage sort) is relatively quick to perform and yields consistent, valid results. It complements and 

extends the triage sieve method discussed earlier in that it uses one of the same measure values (respiratory 

rate), substitutes a more complex measure of circulatory function (systolic blood pressure) and introduces an 

assessment of conscious level. The need to measure both blood pressure and perform a GCS assessment 

increases the time needed to assess each patient; a skilled assessor should still be able to categorise a patient 

within 1 minute (Advanced Life Support Group, 2019). 

5.2.3  TRIAGE TAGS 

The use of the standardised South African Triage Tag is recommended. 

An additional bright yellow sticker can be placed on the plastic cover of the triage tag to indicate COVID-19 

positive or suspected case. 
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Figure 5: South African Triage Tag (Note Yellow dot on plastic cover indicating COVID-19 stream) 

The South African Triage Tags are available on RT-4 contract or from the supplier Mr First Aid6. 

5.2.4  STEP 3: UPSCALING TRIAGE 

The experience in various Asian and European countries indicated that patients may deteriorate rapidly and 

desaturate. It is therefore essential that isolation facilities and temporary low care facilities triage patients 

frequently for upscaling and transferring patients timeously to higher levels of care. This is specifically 

applicable to temporary mass care facilities that are not equipped for higher levels of care. This principle must 

also be applied in centralised quarantine facilities. 

The Chinese experience may provide the most applicable guidelines to move patients from a low care facility 

to a hospital. The following guidelines are provided by the Chinese clinicians to upgrade a patient from a low 

care facility to a hospital (Chen, et al., 2020): 

 
6 Right to Care has no affiliation with Mr First Aid (Pty) Ltd. 
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Figure 6: Upscaling Algorithm for transfer to hospital (Chen, et al., 2020) 

5.2.5  STEP 4: CRITICAL CARE TRIAGE 

The next step in the triage process is Critical Care triage to determine which patients will be admitted to the 

Critical Care facilities and which patient will be triaged to Priority 4 for Palliative care (Critical Care Society of 

Southern Africa, 2020). 
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Figure 7: Critical Care Triage Algorithm 
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6 TRIAGE PRIORITY DISTRIBUTION 

In the initial triage of the COVID-19 patient stream, the distribution, based on the Chinese experience, shows a 

higher critical and serious distribution than in the current Modelling Consortium projections for South Africa 

(National Dept of Health and NICD, 18 May 2020) (SA COVID_19 Modelling Consortium, 2020). 

 

 

It is clear in both models that the largest proportion of patients will be Priority 3 Mild patients. 

7 TRIAGE FACILITY 

A streaming (Screening) and Triage facility needs to be set-up as close as practically possible to the entrance of 

each facility to ensure that patients do not enter the facility without being screened and then streamed in the 

appropriate pathway. This could simply be a modification of the existing outside screening facility that has 

already been established at the majority of healthcare facilities. 

The triage priority dictates the order in which patients are treated (or transported). 

7.1  PERSONAL PROTECTIVE EQUIPMENT (PPE)  
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Infection Prevention and Control Guidelines should be adhered to at all times and staff in Triage Facilities 

should wear the appropriate PPE (National Dept of Health, 2020). 

TYPE OF 
PPE 

CLINICAL STAFF 
(nurses, doctors, 

EMS) 
Providing direct 

care to COVID-19 
patients or 

patients with 
respiratory 
symptoms 

NON-CLINICAL 
STAFF 

(admin staff, 
catering staff) 

coming into distant 
contact with 

COVID-19 patients 
and contaminated 

surfaces 

NON-CLINICAL 
STAFF 

(cleaners) 
coming into 

distant contact 
with COVID-19 

patients and 
contaminated 

surfaces 

PATIENTS 
with 

RESPIRATORY 
symptoms 

PATIENTS 
without 

RESPIRATORY 
symptoms 

Gloves Non-sterile gloves. 
Change between 
patients 

Non-sterile gloves. 
Change when leaving 
COVID-19 area  

Reusable long 
rubber utility 
cleaning gloves 
(ideally up to 
elbow) Change 
after completed 
cleaning 
contaminated 
area 

None None 

Face cover Surgical Mask for 
general care of 
COVID-19 patients 
N95/KN95 respirator 
for aerosol 
generating 
procedures on 
COVID-19 
suspects/cases 

Surgical mask when 
within <1m of a 
patient with 
respiratory symptoms 
(one per shift, if 
integrity maintained) 

Surgical mask 
when within <1m 
of a patient with 
respiratory 
symptoms 

Surgical mask 
worn when in 
contact with 
others 

None 

Aprons Change when visibly 
contaminated. 
Discard after aerosol-
generating 
procedure 

Change when leaving 
COVID-19 area 

After each work 
session (in 
absence of clinical 
contact) 

None None 

Face shields, 
or visors, or 
goggles, or 
other eye 
covers 

Wash clean, disinfect 
and reuse as per 
approved protocol 

None Wash clean, 
disinfect and 
reuse 

None None 

Table 1: PPE Recommendations (National Dept of Health, 2020) 
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It is critical that the correct donning and doffing sequence is maintained (National Dept of Health, 2020): 

SEQUENCE FOR PUTTING ON 

PERSONAL PROTECTIVE 

EQUIPMENT (DONNING) 

SEQUENCE FOR TAKING OFF 

PERSONAL PROTECTIVE 

EQUIPMENT (DOFFING) 

Wash your hands before putting on the PPE. PPE 

should be put on in an order that minimises 

contamination. The apron, mask, goggles and 

gloves must be put on in that order. See 

guidance on each below. 

Wash your hands before taking off the PPE. PPE 

should be removed in an order that minimises 

contamination. The gloves, apron, goggles/visor, 

and mask must be removed in that order.* Wash 

your hands after taking off the PPE. Discard PPE in 

infectious waste container. See guidance below. 

Apron Gloves 

• Wash hands 

• Slip it over the head and tie 

the stings behind the back  

• Securely grasp the 

outside of glove with 

the opposite gloved 

hand; peel off; 

discard as infectious 

waste 

• Slide the fingers of the un-gloved hand under 

the remaining glove at the wrist; peel off; 

discard as infectious waste 

Mask or N95 Respirator Apron or Gown* (See Note) 

• Secure each tie or elastic at 

the middle of head and neck 

• Fit flexible band to nose bridge 

• Fit snug to face and below 

chin 

• Fit-check respirator by blowing 

into it (air should not leak out) 

 

• Wash hands 

• Untie or break 

apron/gown ties 

• Pull the apron 

away from the 

neck and 

shoulders, 

touching the inside of the apron only and bring 

it forward and over the head 

• Turn the apron inside out, fold or roll into a 

bundle and discard as infectious waste 

Goggles or Visor Goggles or Visor* (See Note) 

• Place 

over face 

and eyes 

• Adjust 

band to 

fit comfortably 

 

• Remove 

goggles/visor 

from the back 

by lifting head 

band or ear pieces 

• Place in designated receptacle for disinfecting 

Gloves Mask or N95 Respirator 

• Hold the edge of the glove as you pull it 

over your hand 

• Extend to cover wrist 

• Once gloved, do not touch other surfaces 

• Untie or 

break 

bottom ties, 

followed by 

top ties or 

elastic. 

• Remove by handling the ties only and discard 

as infectious waste.  

• Wash hands 
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*Note. When it is practically difficult to remove the apron/gown before the visor/goggles, then the 
visor/goggles may be removed before the apron/gown.  Consider limiting facial make-up for easier mask 
maintenance. Rem nasal hygiene to limit self-interfering with mask 

Table 2: Doffing and donning sequence (National Dept of Health, 2020) 

7.2  LAY-OUT OF TRIAGE FACILITY  

The lay-out of the Triage facility is of critical importance to ensure effectivity and to prevent transmission of 

the virus. (This facility will only be applicable in the streaming and initial triage processes.) 

• Clear entrance 

• Streaming into two distinct streams of COVID-19 and Non-COVID. 

• Triaging for each stream 

• No cross-over of staff 

• Exit for screened negative patients 

• Access for gurneys, stretchers and wheelchairs through the facility in each stream 

• ABSOLUTE social distancing measures 

• ABSOLUTE INFECTION CONTROL MEASURES 

 

Figure 8: Lay-out Flow Triage Facility 

8 SUMMARY 

Triage is an ongoing process that starts with an initial streaming and then a process of frequent re-assessment 

and re-prioritisation of patients, guiding the priority in treatment and transport to ensure the best for the 

most. 
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This action plan will be followed by a sequentially 

numbered Action Plan continuing the preparation 

9 REFERENCES 

Advanced Life Support Group, 2019. Major Incident Medical Management and Support: Practical Approuch in 

the Hospital (HMIMMS). 2nd ed. Chichester: Wiley Blackwell. 

African Federation for Emergency Medicine, 2020. COVID-19 Severity Scoring Tool, Cape Town: AFEM. 

Chen, S. et al., 2020. Fangcang shelter hospitals: a novel concept for responding to public health emergencies. 

The Lancet, Volume On line, pp. 1-9. 

Ciotone, G. R. (. a., 2006. Disaster Medicine, Philadelphia: Mosby. 

Critical Care Society of Southern Africa, 2020. Allocation of Scarse Critical Care Resources During COVID-19 

Public Health Emergency in South Africa, Durban: CCSA. 

National Dept of Health and NICD, 18 May 2020. Clinical management of suspected and confirmed COVID-19 

(Version 4), Pretoria: Dept of Health. 

National Dept of Health, 2020. COVID-19 Infection Prevention and Control Guidelines for South Africa, Pretoria: 

Nat Dept of Health. 

Powers, R. & Daily, E., 2010. International Disaster Nursing, Cambridge: Cambridge University Press. 

Republic of South Africa, 2020. Plan to Manage the COVID-19, Pretoria: Dept of Health. 

SA COVID_19 Modelling Consortium, 2020. Longterm COVID-19 Projection Model, Pretoria: SA Covid Modelling 

Consortium. 

Toubkin, M., 2020. Covid-19 Operational Manual, Sandton: Netcare. 

United States European Command, 2006. Anian Wind 2006, Stuttgard: United States European Command. 

Wallis, L. & Smith, W., 2011. Disaster Medicine, Cape Town: Juta. 

Western Cape Government Health, 15 May 2020. COVID-19 Training Pack, Cape Town: Dept of Health. 

WHO, 2020. Severe Acute Respiratory Infections Treatment Centre, gENEVA: who. 

World Health Organisation, 2020. Severe Acute Respiration Infection Treatment Centres: Practical manual to 

set up and manage a SARI treatment centre and. First ed. Geneve: WHO. 

 

  



21 
 

 

 

10 LINKS 

 

Sieve and Sort Algorithms 
 

 

https://crisismedicine.co.za/downloads-
links/ 

The South African Triage 
Scale 

 

https://emssa.org.za/wp-
content/uploads/2011/04/SATS-Manual-
A5-LR-spreads.pdf 

COVID-19 Triage Algorythm 

 

https://www.businesswire.com/ 
news/home/20200326005199/en/ 

https://crisismedicine.co.za/downloads-links/
https://crisismedicine.co.za/downloads-links/
https://emssa.org.za/wp-content/uploads/2011/04/SATS-Manual-A5-LR-spreads.pdf
https://emssa.org.za/wp-content/uploads/2011/04/SATS-Manual-A5-LR-spreads.pdf
https://emssa.org.za/wp-content/uploads/2011/04/SATS-Manual-A5-LR-spreads.pdf
https://www.businesswire.com/%0bnews/home/20200326005199/en/
https://www.businesswire.com/%0bnews/home/20200326005199/en/


22 
 

 

Critical Care Full Document 

 

https://criticalcare.org.za/wp-
content/uploads/2020/05/V2-2020-May-
05-Allocation-of-Scarce-Critical-Care-
Resources-During-the-COVID-19-Public-
Health-Emergency-in-South-Africa-FINAL-
.pdf 

Critical Care Flow Diagram 

 

https://criticalcare.org.za/wp-
content/uploads/2020/05/V2-CCSSA-
SUMMARY-COVID-19-TRIAGE-
ALGORITHM.pdf 

AFEM COVID-19 Scoring 
Tool 

 https://www.surgisphere.com/research-
tools/severity.php 

 

  

https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-2020-May-05-Allocation-of-Scarce-Critical-Care-Resources-During-the-COVID-19-Public-Health-Emergency-in-South-Africa-FINAL-.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-CCSSA-SUMMARY-COVID-19-TRIAGE-ALGORITHM.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-CCSSA-SUMMARY-COVID-19-TRIAGE-ALGORITHM.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-CCSSA-SUMMARY-COVID-19-TRIAGE-ALGORITHM.pdf
https://criticalcare.org.za/wp-content/uploads/2020/05/V2-CCSSA-SUMMARY-COVID-19-TRIAGE-ALGORITHM.pdf
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COVID-19 HOSPITAL PREPARATION 

CHECK-LIST FOR PREPARATION THIS FAR 
Ser 
No 

Action Date Completed 

1.  Training completed in triage Sieve and Sort for all screening and 
receiving personnel and posters are printed and available for use. 

 

2.  Triage tags are available and supports the Triage process  

3.  Posters for doffing and donning PPE from the NDOH Guidelines are 
printed and available 

 

4.  Screening, testing and triage facility was planned, and equipment is 
available 

 

5.  Surge capacity of the facility is calculated and recorded indicating: 

• Additional space for ICU/ventilation capabilities 

• Additional patient care space for high dependency care 

• Additional patient care space for low dependency care 

 

6.  Bed repairs / additional sources to provide beds to surge capacity in 
in place 

 

7.  All available ventilators were identified and process to service the 
unserviceable ventilators is in place / consider off label use of 
anaesthetic machines if resources available 

 

8.  Oxygen cylinders and regulators are checked and serviced  

9.  Supply line for oxygen cylinders refills were reviewed and checked, 
supplier can shorten turn-around time if required 

 

10.  The Red Area that will be used for patient care was identified and 
include all the levels of care available at the hospital 

 

11.  The Red Area is separated from the rest of the hospital by a Yellow 
Transit Area. The Yellow Area has adequate facilities to 
decontaminate staff and equipment coming out of Red Area. 

 

12.  Plan is in place to move COVID-19 patients from Red Area to and 
from x-ray department 

 

13.  The Green Support Area has been identified  

14.  All areas are demarcated, and signage is available to be placed 
when required. 

 

15.  The PPE guidelines from the National Department of Health was 
evaluated and all needs determined.  

 

16.  PPE stock is ready and sufficient for at least seven (7) days  

17.  Temporary ventilation capability is planned for movement of 
patients if required and oxygen is available for transfers. 

 

18.  Planned beds can accommodate Fowlers position and oxygen 
administration. 

 

19.  Palliative Care is considered, facilities and staff were planned  

20.  Hospital Command is planned, and members of command identified  

21.  Command Centre is prepared  

22.  Communication capabilities are available for Command centre  

23.  Daily bed statistic monitoring is in place  

24.  Patients that  

• Can be discharged  

• Can be transferred to a lower level of care 

• Need to stay at current level of care 

• Require for transferring to a higher level of care 
Are identified on a daily basis. 

 

25.  Safety officers are identified to supervise and control use of PPE  
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Ser 
No 

Action Date Completed 

26.  Every area is informed of PPE requirements in that area and 
posters for requirement, donning and doffing is displayed 

 

27.  Access control is in place: channelling all patients through 
screening facility 

 

28.  Red Isolation Area is locked-down with strict access control  

29.  Planning is in place for: 

• Patient control in isolation area 

• Visitor control 

• Separated minors 

• Specimen security 

• Body security 

• Traffic and transport control 

 

30.  Decontamination is planned and decontamination solutions 
identified 

 

31.  Measurements and mixing instructions for decontamination are 
issued and solutions are replaced daily (where applicable) 

 

32.  Containers and process is in place to decontaminate visors  

33.  Equipment for vehicle/ambulance decontamination is made 
available and solutions replaced daily (where applicable) 

 

34.  Body management is planned and equipment/bags ready  

35.  All space in the hospital complex was evaluated for possible use as 
surge capacity 

 

36.  The identified spaces were categorised for use for the applicable 
level of care 

 

37.  The capacity of each area was calculated utilising the criteria  

38.  The needs to operationalise these surge areas are calculated and 
planned for these needs are in place 

 

39.  The calculated capacity of all surge areas as well as the lead time 
to activate each area is recorded 

 

40.  The higher command structure is informed of the surge capacity of 
the hospital 

 

 

 

 


