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2 ACTION PLAN 12: FIELD HOSPITALS 

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 National Health Plan for COVID-19 

(National Dept of Health, 7 May 2020) and COVID-19 Health Care Surge Strategy (National Dept of Health, 30 

April 2020). 

 

DISASTER MEDICINE  
CSCATTT ALGORITHM1 
C: Command and Control 
S: Safety 
C: Communication 
A: Assessments 
T: Triage 
T: Treatment 
         Field Hospital Facilities 

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

2.1  INTRODUCTION 

This Action Plan is focused on setting-up a temporary treatment facility or Field Hospital. 

The facility can be set-up in an existing building, temporary frame-clad type buildings, containers or a tented 

facility. The principles that can be utilised in most of the construction options will be highlighted. 

As the focus of this Action Plan is on preparing facilities for the COVID-19 Pandemic the guidelines will only 

address a facility for the treatment of patients with a medical condition and not address trauma or surgical 

facilities. 

The WHO defines a Field Hospital as “a mobile, self-contained, self-sufficient health care facility capable of rapid 

deployment and expansion or contraction to meet immediate emergency requirements for a specified period of time”. 

(World Health Organisation, 2013). Although historically the term, “Field Hospital” referred to a comprehensive 

facility, mainly used in military operations, the term will be used for this type of facility for COVID-19. 

(For this Action Plan to be used as a comprehensive document on its own, certain information already addressed 

in previous Action Plans are copied again into this plan.) 

2.2  NEED 

It is essential to determine whether the need exists to establish a Field Hospital. This should be accurately 

determined by comparing projected number of patients within a geographical area compared to ALL the 

available (applicable) hospital beds in the geographical area versus the average bed occupancy of these hospital 

beds. If a clear deficit is identified a Field Hospital may be indicated.  

 
1 (Advanced Life Support Group, 2019) 
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Decanting current hospital beds or down referring of patient may also free-up adequate beds in the current 

hospitals that make a Field Hospital excessive. 

It is important to also take the surge capacity of the existing hospitals (see Action Plan 9) into account as utilising 

surge capacity in existing hospitals allow for the usage of all the hospital infrastructure that will not necessarily 

be available in a temporary Field Hospital. 

Creating a Field Hospital is an expensive solution, and therefore requires a careful and detailed appreciation to 

confirm the need. As a guideline it can be stated that Field Hospitals on average cost approximately R 300 000 

per bed to create (depending on the mode of construction). 

2.2.1  PLACEMENT 

The placement of such a facility is just as practical as the determination of the need. The detail will be discussed 

under terrain, but in summary it is stated that placing the facility on the terrain of an existing hospital, as an 

annex to the hospital, is the most economic and practical solution. The Field Hospital can then utilise all the 

support services from the existing hospital such as radiography, kitchens services, security, auxiliary health 

services and often allow for the easy transfer of a deteriorating patient to the “mother facility”. 

2.3  BED TYPE DESCRIPTORS 

Within Facility Readiness the following bed categories are distinguished: 

2.3.1  QUARANTINE BEDS 

A bed type for persons that have NOT SCREENED POSITIVE or NOT TESTED POSITIVE BUT is required to 

accommodate persons who need to be quarantined and to adhere to the Quarantine Guidelines with the 

purpose of prevention.  

These people do NOT DISPLAY SYMPTOMS and the treatment capacity is limited to screening for symptoms and 

providing minor ailment care. 

These are NOT hospital facilities or Field Hospital facilities. 

2.3.2  ISOLATION BEDS 

A bed type for patients who have screened potentially positive or tested positive BUT WITH NO SYMPTOMS or 

MILD SYMPTOMS NOT REQUIRING OXYGEN OR CARE. These facilities are aimed at patients who cannot self-

isolate at home.  

Treatment capacity is limited to continuous monitoring of vital signs and minor ailment care. Emergency care 

must be available / on call to be able to transfer patient to a higher level of care. This is NOT current hospital 

approved beds, but MIGHT BE accommodated in a section of a temporary facility (Field Hospital). 

2.3.3  COVID-19 GENERAL HOSPITAL BEDS  

A bed type for patients that screened positive or tested positive and are displaying MILD TO MODERATE 

SYMPTOMS AND ARE IN NEED OF CARE. 
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2.3.3.1 COVID-19 GENERAL HOSPITAL BEDS IN HOSPITALS 

A bed type for patients that screened potentially positive or tested positive and are DISPLAYING MILD TO 

MODERATE SYMPTOMS and need supportive care BUT REQUIRE OXYGEN. (This may include respiratory support 

such as CPAP and High Flo Nasal Oxygen.) 

2.3.3.2 COVID-19 HOSPITAL BEDS IN TEMPORARY FACILITIES (FIELD FACILITIES)  

A bed type for patients that screened potentially positive or tested positive and are DISPLAYING 

MILD TO MODERATE SYMPTOMS and need supportive care BUT DO NOT REQUIRE OXYGEN at this 

moment. (Emergency oxygen must be available). 

In metropolitan areas, where general hospital bed occupancy has reached maximum saturation, 

piped oxygen may be installed for patients with moderate symptoms.  

Screening capacity, and required transport with the required level of care, must be available to 

upgrade patients timeously to hospital beds at a higher level of care. 

2.3.4  COVID-19 CRITICAL CARE BEDS  

A bed type capable of providing major systems support, including major respiratory support and clinical 

monitoring; supported by clinical expertise, support systems and equipment. This type of bed includes current 

Intensive Care beds, High Care beds and temporary decanted facilities earmarked for critical care. (This includes 

the full spectrum of major respiratory support including mechanical ventilation.) 

It is recommended that critical care beds are primarily established at facilities with current Intensive Care Units 

to ensure adequate support and clinical skills. 

2.3.5  PALLIATIVE CARE (END OF LIFE CARE) BEDS  

A bed type capable of providing End of Life Care including supportive care and comfort measures. The supportive 

care may include administering oxygen to reduce discomfort and pharmaceutical measures to ensure comfort. 

This type of bed may be provided in a hospital, temporary facility or in palliative care facilities 

Privacy is a critical requirement when planning this type of bed capacity. 

Field Hospital facilities for COVID-19 within the National Surge Strategy is therefore envisaged for the 

hospitalisation of MILD TO MODERATE patients. The main emphasis of a Field Hospital is on admission of 

MILD patients that require hospitalisation and supportive care (and if required oxygen therapy) in order to 

free space in standard hospitals for the moderate and severe patients. 

It is NOT recommended to plan stand-alone Field Hospital facilities with Critical Care beds as the support 

services required for a proper Intensive Care Unit is not available in the Field Hospital. (There may be unique 

circumstances where this may be required, but as a guideline it is not recommended.) 

3 SETTING UP THE FIELD HOSPITAL  

3.1  CONSTRUCTION METHOD 

Internationally, Field Hospitals were established utilising various methods of construction. Each of these have 

advantages and disadvantages and needs to be appreciated before deciding on the method used (Sanne & 

Ligthelm, 2014): 
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Construction 
Method 

Advantages Disadvantages Remarks 

Converting an 
existing building 

• Firm structure 

• Weather resistant 

• Temperature control 

• Existing infrastructure 
and reticulation 

• Large open spaces are 
flexible for layout 

• Shorter lead-time to 
operationalisation 

• Space is limited to 
existing building size 

• Layout rigid – based 
mainly on current 
layout especially 
where facilities with 
rooms are used 

• Restricted space for 
expansion 

• Difficult to install 
additional reticulation 

• Doors may be to 
narrow to 
accommodate beds 

• Single story building 

• Large open plan easier 
to configure than small 
rooms 

• Level washable floor 
surfaces  

• Space to expand 

• Engineering 
assessment before 
utilisation 

• Ablutions and ability to 
expand ablutions 

• Security, fencing and 
access control 

Temporary Buildings 
(Frame-Clad 
Structures) 

• Firm structure 

• Weather resistant 

• Temperature control 

• Layout fairly flexible 

• Longer lifespan 
(approx. 20 years) 

• Surfaces washable 
 

• Longer lead-time 

• Often require 
groundwork to 
prepare terrain and 
some structures 
require concrete slab 

• Prefabricated units 
cannot be moved into 
confined spaces easily 

• Area preparation 
essential as per 
manufacturers 
specifications 

• If septic tanks or 
bladders are used 
planning for 
wastewater removal is 
critical 

• Utilise to alleviate bed 
shortages at existing 
hospitals 

• Long term solution 

Containers • Firm structure – 
environmental 
conditions 

• Climatic controllable 

• Protection of 
equipment 

• Shorter set-up time 

• Surfaces can be 
washable depending 
on cladding 

• Heavy – require 
specialized loading 
and un-loading 
equipment 

• Restricted road 
movement 

• Expensive to convert 
shipping containers 
Restricted lay-out 

•  

• Often donated 
containers are available 

Canvas Facilities 
(Tents) 

• Rapidly deployed 

• Flexible & re-
configurable 

 

• Restricted applicability 
– short term 

• Easily damaged 

• Temperature – heat 
and cold 

• Surfaces not washable 

• Climatic conditions 

• Wind 

•  

• If septic tanks or 
bladders are used 

• Strategic reserve for 
rapid deployment in a 
surge outbreak 
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Construction 
Method 

Advantages Disadvantages Remarks 

planning for wastewater 
removal is critical 

• Daily maintenance by 
specialised team is 
essential 

3.2  TERRAIN 

In choosing a terrain for a field hospital it is essential to consider the following elements (ICRC, n.d.) (Medecins 

Sans Frontieres, 2008) (US Aid, 1998): 

• Level 

• Drainage and water table 

• Ground surface  

• Access routes, road conditions and reachability of site 

• Sewage access 

• Water availability 

• Electricity availability 

• Telephone and data connectivity 

• Distance from: 

o Community (transport hubs) 

o Laundry 

o Logistical support and supply facilities 

o Referral centre for transfer of patients 

• Access to helicopter landing site 

• General health of surrounding community 

• Rodents, stray animals  

• Climate: 

o Annual rainfall 

o Rainy season 

o Average temperatures 

o Maximum and minimum temperatures 

o Wind strengths  

o Extreme weather conditions 

o Regular wind direction 

o Ground Conditions – dust 

• Fire breaks 

• Perimeter fencing 

• Black and grey water disposal 

In general services required such as water, sewage and electricity by current health infrastructure is at times 

barely sufficient for current requirements and therefore all supporting infrastructure should be planned for to 

ensure independent functioning of the Field Hospital 

3.2.1  WATER 

No Field Hospital can function without clean running water (US Aid, 1998) (ICRC, n.d.) (Medecins Sans Frontieres, 

2008). 
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• Needs: 

• Minimum 100 liter / patient / day 

• Average in field facilities 300 liter / patient / day 

• Average Utilizing buildings with sewerage system 1 000 liter / patient / day 

• Ward: 50 liter / patient / day (MSF) 

• Kitchen: 10 liter / person / day (MSF) 

• Back-up water for 2 days on site 

• Test daily 

3.2.2  SEWAGE 

Field Hospitals generate a large volume of human waste: 

• Connect to sewage system 

• No risk for contamination from human waste for COVID-19. 

• If a Septic tank is used minimum 0,04m2/patient/year (Medecins Sans Frontieres, 2008) 

3.2.3  ELECTRICITY 

• 100 KVA for essential services up to 100 beds (ICRC, n.d.) 

• Increase 1½ - 2 KVA per bed up to 200 beds 

• Include 20% surge capacity for emergencies 

• If generators are planned it must be noted that a generator cannot run 24/7 due to maintenance and 

noise factor. Back-up with immediate switchover capacity is required.  

• Fuel bunker with supply line need to be planned. 

Please note that detail planning norms for Field Hospitals are available in: 

US Aid. Field Operations Guide (US Aid, 1998) 

ICRC: Hospitals for the War Wounded (Manual for setting-up a Field Hospital) (ICRC, n.d.) 

Medecins Sans Frontieres. Refugee Health (Medecins Sans Frontieres, 2008) 

3.3  AREAS TO BE PLAN FOR 

• Security and entrance 

• Screening and streaming (If non-COVID-19 patients is also expected) 

• Enquiries facility for community  

o Bereavement area for interaction with family if a patient died 

• Ambulance parking and of- loading  

o Ambulance/trolley decontamination area 

• Private vehicle parking and off-loading 

• Triage and assessment area 

• Admission and Administration 

• Resuscitation Area (Essential space as the public may bring-in a critical patient from the surrounding 

community) 

• Staff doffing and donning area 

• Yellow Transit Area to Isolation wards 

• Red Isolation Wards 
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o High Dependency Care Ward Area 

▪ Patient dressing rooms (see below) 

o Low Dependency Care Ward Area 

▪ Patient dressing rooms 

▪ Family units (see below) 

▪ Patient recreation area(s) 

o Patient ablution 

o Staff ablutions 

o Nursing Station per area (group of not more than 30 beds) 

o Physiotherapy facilities 

o Equipment and supplies area 

o Sluice area 

o Cleaning equipment area 

• Sterilisation capability may be required 

• Kitchen or food receiving area if prepared elsewhere 

• Staff rest area 

o Staff ablution 

o Staff dining area 

▪ Plan different staff dining areas for the different parts of the field hospital to prevent 

a staff member infecting all the staff of the Field Hospital. 

• Radiography section (if available) 

• Command and management offices space 

• Medical waste area 

• General waste area 

• Oxygen store 

o Full cylinders 

o Empty cylinders 

• Equipment and supplies store 

• Pharmacy area 

• Clean linin room 

• Dirty linen room 

• Loading area for transfer of patients 

• Mortuary area 

3.4  AREA GROUPING AND SPACE ALLOCATION  

3.4.1  TYPES OF BEDS WITHIN THE FIELD HOSPITAL COMPLEX 

The bed within the Field Hospital is divided into two levels of care: 

3.4.1.1 HIGH DEPENDENCY CARE 

Area(s) utilised for moderate patients requiring a higher level of care and observation. 

• Space 6m² per bed 

• Space between beds nose-to-nose 2 m per patient (Infection Control Guidelines for COVID-19 (National 

Dept of Health, 2020)) 

• Space between rows 2m (National Dept of Health, 2020) 

• Infusion stand or a cable/wire above the beds with hooks for infusions 
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• Access to oxygen at a flowrate up to 10 l/min (critical for this level of care in COVID-19 patients) (WHO, 4 

April 2020) 

• Access to suctioning 

• Ablution facilities (see note below) 

• Emergency lighting 

• Access to electrical plugs 

• Bed must be able to accommodate the patient in fowlers position AND able to turn patient into prone. 

• Airflow – preferably natural air flow. 

3.4.1.2 LOW DEPENDENCY CARE 

Area(s) utilised for mild / stable patients in need of supportive care. 

• Space 6m² per bed 

• Space between beds nose-to-nose 2 m per patient (Infection Control Guidelines for COVID-19 (National 

Dept of Health, 2020)) 

• Access to emergency oxygen at a flowrate up to 10 l/min (WHO, 4 April 2020) – this can be provided by 

oxygen concentrators (lower flow) or cylinders. 

• Bed must be able to accommodate the patient in Fowlers position – prone position is not part of care at low 

dependency level – so more basic beds can be utilised. 

• Airflow – preferably natural air flow. 

3.4.1.3 ABLUTION FACILITIES AT BOTH LOW AND HIGH DEPENDENCY CARE  

It is critical that in the case where additional surge space is mobilised adequate planning / alternatives may 

be needed to ensure that sufficient ablution facilities are available or can be provided through ad hoc 

arrangements/renting of facilities: 

• Showers/baths: 1/12 patients 

• Urinals: 1/20 patients 

• Toilets: 1/12 patients (maximum 1/20 patients) 

• Basins: 1/12 patients 

It is possible to rent ablution blocks that can be placed, for example, in a parking garage and be connected 

to sewage and water systems. 

In Field Hospitals it is essential to ensure ablution facilities is not uncomfortably distanced from the beds. 

Often Field Hospital ablutions are outside the converted building. This resulted in the Ebola outbreak in 

West Africa in patients at night urinated inside the building against pillars or in corners as the toilets were 

too far away to go to at night.  

3.4.1.4 PATIENT CHANGE AREAS 

Many of the patients, especially in the Low Dependency Care grouping, are mobile. The patients are uneasy to 

dress and undress in large open-plan wards with no privacy. This result in patients using the ablution space 

(bathrooms and toilets) to change, resulting in clogging the bathrooms and resulting in the unavailability of 

bathrooms and toilet facilities. 

It is recommended that screened change rooms are created in the wards for mobile patients to be able to change 

in privacy. 
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3.4.1.5 FAMILY UNITS 

Experience in outbreaks has shown that often families fall ill in a pandemic, resulting in the simultaneous 

admission of parents with small children. Creating bed units in the Low Dependency Care area with for example 

four beds that are screened off, to allow for admission of parents with their children. This resulted in children 

being emotionally supported and less distressed children and parents. This will however only be applicable in 

situations where all family members have mild symptoms. 

3.4.1.6 RECREATION AREAS 

Especially in the Low Dependency Care Area patients will be bored and recreation areas may be indicated with 

TV facilities. Patients in various cultures also prefer to sit outside in the sun, therefor planning should make 

provision for this. 

3.5  AREA OUTLAY 

The Field Hospital must be demarcated in clear areas: 

 Green Area Yellow Area Red Area(s) 

Function 
Negative patients and 

support to Red Area 

Transit Area and 

Decontamination Area 
Positive COVID- 19 

These Zones must be clearly defined, demarcated and marked. 

3.5.1  RED ISOLATION AREA 

• All the Intensive Care Units, High Care Units and wards that are earmarked for the initial reception of 

COVID-19 patients are classified as the RED ISOLATION AREA. Full PPE must be worn in the entire Red 

Area. 

• This area must be clearly marked RED ISOLATION AREA. 

• Access and egress must be strictly controlled. Security must be implemented to prevent unauthorised 

persons entering this area. 

• As the situation escalates, the Red Area may need to be enlarged to accommodate the needs. 

• Persons who move between units such as doctors etc are to be managed as high-risk contacts  

• No utensils leave the Red Area unless it has been fully decontaminated. (Ligthelm, 2014) 

3.5.2  YELLOW TRANSIT AREA 

• The Red Area is separated from the rest of the complex by a YELLOW TRANSIT AREA. All staff and items 

going into the Red Area are in transit through the yellow area and PPE checked. All items and staff 

coming out of the Red Area are decontaminated in the Yellow Area. If all the areas cannot be reached 

from a single yellow area, more than one Yellow Area may be established for decontamination 

(Ligthelm, 2014). 
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Figure 1: Layout Example 

(Note this is a schematic outlay and not indicating the position of the areas in relation to another area) 

• No direct contact between the Red Isolation Area(s) and the Green Support Areas (rest of hospital). 

• All equipment/meals/medicine flow from green to staff member(s) in Yellow Transit Area and from 

them to staff in Red Isolation Area. 

• All items leaving Red Isolation Area is washed down/sprayed with Hypochloride in Red Isolation area 

and then AGAIN washed down/sprayed with Hypochloride in yellow area. 

• All staff wash hands in Red area and then decontaminate in Yellow area and move to Green area (see 

detail below). 

3.5.3  GREEN SAFE SUPPORT AREA 

• The support services to the Red Area are a GREEN SAFE SUPPORT AREA. This includes kitchens, 

pharmacy and staff rest areas (Ligthelm, 2014). 

The detail of this area layout system and flow in and out can be found in the manual: High Security Bio-Safety 

Isolation that can be downloaded from the website www.crisismedicine,co.za . Although this manual was 

primarily written for the Viral Haemorrhagic Fevers, the concept of the area layout and flow is identical. 

Movement of staff across areas must be prohibited 

3.6  FIELD HOSPITAL WARDS 

The COVID-19 Field Hospital Wards can be compared to (and in most cases are) standard medical hospital wards 

utilised to treat patients with pneumonia. The equipment list provided by the World Health Organisation is 

linked at the end of this Action Plan. The use of the International Red Cross’s Field Hospital Manual – Hospitals 

for the War Wounded, provides a very useful approach to setting up these wards (ICRC, n.d.). 

In addition to the above, a few planning aspects are highlighted. 

http://www.crisismedicine,co.za/
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3.6.1  BEDS 

Patient wards can be equipped with standard hospital beds. A cheaper type of collapsible bed will be adequate 

for Field Hospital facilities. A South African design low-cost collapsible bed is available. 

Treatment for COVID-19 includes placing the patients in a Fowlers position in the mild stages of the disease. If 

beds are not equipped with an adjustable headrest to place patient in Fowlers position, this will require 

additional 6-8 pillows per patient. Planning for additional pillows with cases is therefore essential. 

 

Figure 2: Low cost collapsible hospital bed with adjustable backrest (Design RCS-Irene) 

Where only standard hospital beds are available, the investment in loose frames or high-density foam wedges 

that can be placed on the mattress to support a patient in Fowlers position, may be the solution for a shortage 

of pillows. 

 

Figure 3: High-Density Foam Wedges and back-rest for Fowlers position (Picture: Medical Expo and Sidhil Care) 

In moderate stages patients are turned prone for harvesting maximum (optimal) lung capacity. Beds should 

therefore be wide enough to allow turning of the patient into prone position. 
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Figure 4: Proning an awake patient - note the high-density foam wedge used) (Picture: EMDoc) 

3.6.2  OXYGENATION 

Oxygen remains the main supportive treatment for moderate COVID-19 patients. It is therefore essential that a 

planned Field Hospital which will accommodate moderate patients plan for the administration of oxygen to 

nearly all moderate (serious) COVID-19 patients in the High Dependency units. 

3.6.2.1 OXYGEN DELIVERY SYSTEMS 

It is essential that facilities assess the oxygen delivery system and storage capacity of the facility.  

The World Health Organisation’s planning guideline for oxygen needs are 10 l/min for mild to moderate 

patients with 30 l/min for critical patients. 

• Maximum cylinders need to be prepared for the number of COVID-19 High Dependancy Beds.  

• Each cylinder should be equipped with a functional regulator-flowmeter of the required type for the 

type of cylinder. Facilities are requested to audit specifically bullnose versus pin index flowmeter-

regulators when ordering cylinders. (There are adaptors available for pin-index cylinders to connect 

bull-nose regulators.) 

• Check that all flowmeter-regulators are equipped with a green oxygen pipe connector (“Christmas 

tree”)(If it is not already part of the piping of that type of mask). 

• Ensure that the regulator-flowmeter can deliver 12 l/min oxygen. (Not all regulators can reach 15 

l/min). 

• Plan for additional high-pressure washers for pin-index regulators. 

• Some older cylinders may require oxygen spanners to open the supply valves. 

• Inadequate oxygen trollies may jeopardise positioning of cylinders. Loose standing cylinders hold a 

serious safety risk. It is recommended that hospitals plan for straps (or even rope) to tie loose standing 

cylinders to the headframe of the beds in an upright position. Special caution should be taken if 1,84 

kg or 0,930 kg round bottom cylinders are provided by the suppliers, to secure these cylinders firmly in 

an upright position. 

• Plan additional trolleys and manpower to move large numbers of cylinders in and out of red isolation 

areas in the hospital. This holds a serious contamination risk with cylinders which are placed close to 

COVID patients. It is recommended that 

o A team in Personal Protective Equipment (PPE) enters the red isolation area to change and 

remove empty cylinders. Cylinders are decontaminated by wiping it down with Chlorine 
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1:1000 (or alcohol 70%) at the exit of the red isolation area and pass decontaminated cylinders 

to the yellow transit area. 

o A separate team in the yellow area in PPE then wipe the cylinders down again with Chlorine 

1:1000 and pass it on to the green area (Ligthelm, 2014).  

o The cylinders can then be collected without isolation PPE and refilled (Occupational Health 

and Safety PPE such as protective leather gloves will still be needed in handling cylinders.)  

 

Cylinders at every bedside is a very labour and resource intensive system. Field Hospitals may find it 

more economical to install a manifold with several large cylinders (preferably outside the red-

isolation area) with a piped system to the bedside. Hospitals are advised to consult the clinical 

engineers on this system. 

 

Figure 5: Oxygen Manifold (Picture: Intakatech) 

The manifold may be connected to multi flow unit that are placed centrally with tubing to the patients. It may 

be more functional to place beds head frames against one another to allow access to the multi flow unit. 

 

Figure 6: Multi-flow Unit that can be used from a large cylinder  (Picture: Respiratory Care) 
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Figure 7: Example of an outlay with head frames placed back-to-back and a centrally placed multi flow unit 

3.6.2.2 OXYGEN DELIVERY CASCADE 

Oxygen will be required in a scaled-up cascade of needs depending on the clinical requirements: 

• Mask administration. Most patients will initially require administration of 40% oxygen with a mask. 

(Certain comorbidities may indicate lower percentage oxygen administration.) Facilities must therefore 

plan for an adequate stock of 40% oxygen masks. Although it is expected that the majority of the 

patients will be adults, current figures indicate that paediatric masks will also be necessary. 

• Patients unfortunately desaturate very quickly requiring non-rebreather mask oxygenation. It is 

therefore essential that all hospitals plan for non-rebreather masks with a reservoir bag. 

• There is limited use for nebulised drugs. Precautions is necessary in administering nebulisation due to 

the theoretical possibility that the vapour may carry exhaled droplets, especially when patients cough. 

A N-95 mask and visor is recommended for staff supporting a patient during nebulisation. Ensure 

effective decontamination of nebulisers if it must be moved between COVID and non-COVID areas (not 

recommended at all). 

• Some experiments were done with nasal prongs at 15 l and a non-rebreather mask over the prongs also 

at 15 l from a second flowmeter. This technique dries the nasal mucosa and is experimental.  However, 

it is essential that hospitals plan for this double flowmeter technique for an emergency. 

It is essential to take note that the use of high flow nasal oxygen units and CPAP units is not 

recommended for Field Hospitals due to the high demand for oxygen (60 litres / minute). 

(There may be specifically planned Field Hospitals with advanced oxygen systems that can 

accommodate these apparatuses. 

3.6.3  MONITORING EQUIPMENT 

• The availability of oxygen saturation monitors (pulse oximeters) is essential at all levels of care. 

Maximum numbers of these apparatuses should be prepared. As monitoring of saturation is critical in 

decision making on the upscaling of treatment and these apparatuses are often poorly calibrated, it is 
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recommended that the same apparatus are used to monitor the same patient to allow for accurate 

detection of deterioration notwithstanding calibration errors. 

• Basic vital signs equipment is required at all levels of care. 

• Temperature monitoring devices must be planned for. As the non-touch designs are often poorly 

calibrated it is recommended that the same apparatus is used on the same patients continuously to 

allow for detection of a developing fever. 

• As cell phones and watches that require touching is not allowed in the red-isolation area the use of 

large wall mounted clocks for measuring vital signs and timing procedures is recommended. (In facilities 

with several small rooms the clock can be hung on an infusion stand and pushed between rooms. 

3.6.4  OTHER EQUIPMENT 

• Standard equipment as for any medical ward is applicable to temporary Field Hospital. 

• Infusions are used cautiously but Intra Venous access is recommended. Planning for infusion stands or 

a cable/wire above the beds with hooks in High Dependency areas is therefore essential. 

• Use of plastic shelving is useful and non-hospital standard type plastic furniture has proven very useful 

in a Field Hospital. 

 

Figure 8: Plastic shelving and bins for medical equipment (Picture: Game & MyDIY) 

• Plastic drawer units are a useful much cheaper alternative for bedside lockers. 
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Figure 9: Plastic Drawer Unit as alternative for bedside lockers (Picture: Game) 

• The use of standard shoe hanging bags are useful for IV needles, infusion sets, syringes and needles. 

 

Figure 10: Shoe hanging bag for syringes and needles (Picture: Pep Stores) 

• The use of stands with a standard stretcher to provide assessment beds and emergency treatment 

facilities. 
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Figure 11: Trestles with stretcher for assessment space (Picture: Crisis Medicine and SAMHS) 

3.6.5  RADIOGRAPHY 

• X-rays (especially chest x-rays) are very useful diagnostic aids in managing pneumonia and 

recommended for decision making on when to transfer patients from a lower level of care to a higher 

level of care (Chen, et al., 2020). 

• The use of mobile digital units is recommended. 
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• Several Occupational Health and Safety companies and mining companies have mobile units that were 

used for TB examinations suitable for chest x-rays. These units can be utilised for Field Hospital facilities. 

 

Figure 12: Mobile X-Ray Truck utilised in a Field Hospital for chest x-rays (Picture: Right to Care – Volkswagen Field Hospital Nelson 

Mandela bay) 

3.6.6  PSYCHO-SOCIAL AND RELIGIOUS SUPPORT 

As there will be patients dying, preparations must be made for psycho-social support and religious support to 

patients in the red isolation area and to staff in the rest area.  

3.6.7  PHARMACEUTICAL SUPPORT 

Limited pharmaceutical support is used for mild to moderate patients. Standard pneumonia protocols are 

followed and further symptomatic treatment for fever. Detail will be addressed in sequential action plans. It is 

therefore not required to stockpile vast volumes of pharmaceutical stocks. 

3.6.8  INTUBATION EQUIPMENT 

It is essential to plan for a rapid deterioration of a patient in the High Dependency Care area that may require 

invasive ventilation before transfer to a higher centre of care. This MAY require endotracheal intubation in 

preparation for transfer. 

Endotracheal intubation is one of the high-risk procedures due to the aerolisation that takes place during the 

procedure. Maximum protection against droplet contamination is therefore essential. 

• Full visor with additional eye protection 

• N-95 mask 

If the skills are endotracheal intubation is not available at the Field Hospital it is recommended that an 

Advanced Life Support Team is requested from Emergency Medical Services (EMS) to intubate, initiate 

ventilation, and then transfer patient. 

The video clip from the Chinese intubation teams is an excellent orientation tool. 
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• The use of video laryngoscopy remains the safest option due to distance than can be maintained – 

however the intubator (person administering) must be trained and skilled in using a video laryngoscope. 

It is not a procedure that must be attempted by unexperienced staff. The price of this apparatus places 

it outside the range for most facilities. (The South African Airway Course faculty does not recommend 

the use of video-laryngoscopy by a person who has not attended the training program and has not 

practiced the procedure extensively prior to emergency intubation (Groenewald, 2020).) 

• The use of the protective intubation box against aerosols is strongly recommended (Groenewald, 2020). 

These boxes can be used with a standard laryngoscope and the standard (straight back) intubation 

position (Kovacs & Law, 2011). It is however essential for practitioners to practice intubation with these 

protective boxes in place prior to attempting intubation on a patient 

 

Figure 13: Intubation Box (Picture: Division Emergency Medicine Univ Witwatersrand) 

• In an emergency a large transparent plastic bag cut open at both ends can be placed over the patient’s 

head, as long as proper oxygenation is maintained and laryngoscopy can then be achieved. It was found 

that cellophane bags give a better visualisation but is not that readily available. Plastic bags used to 

cover mayo tables in theatre were found to be useful. (This emergency alternative was used in the 

Ebola outbreak in Africa with success (Sanne & Ligthelm, 2014).) 

• Neither the intubation box nor the emergency plastic bag gives full protection against aerolisation of 

droplets. Therefore, protective face shields and an N-95 mask MUST still be worn. 
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Figure 14: Emergency use of transparent plastic bag 

• The use of an intubation bougie is recommended due to limited visualisation of the vocal cords due to 

protection. 

• The full set of difficult airway equipment must be available before intubation is attempted including 

rescue devices. 

3.7  LINEN 

The norm is three (3) sets per linen per bed, to determine linen needs. 

The receiving and storage of clean linen need to be carefully supervised to ensure to ensure linen is not 

contaminated.  

Removal and handling of dirty linen needs a clear one-way flow with the necessary protective equipment for the 

workers that handle it. As patients may soil their bedsit is important to plan for the management of soiled linen 

in a Field Hospital – where standard sluice rooms may not be available. 

4 RUNNING THE HOSPITAL 

It should be noted that the term Field Hospital generally refers to the facility only, and does not specify the team or 

the type or level of services provided. It is essential to appreciate the personnel needs together with equipment and 

infrastructure needs to ensure an independent and self-sufficient facility  
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4.1  COMMAND 

A clear command structure must be created that command the hospital. 

 

Figure 15: Field Hospital Command Structure 

Components of the Command Structure includes: 

• Hospital Commander 

• Chief Medical Officer / Clinical Care  

• Chief Nursing Manager 

• Chief Support Services 

• Media Liaison Officer (Field Hospitals attract more media scrutiny than other health facilities due to its 

unique nature. Proper media planning and liaison is therefore essential)  

4.2  HUMAN RESOURCES 

As a GUIDE it can be stated that the norm is 1 bed: 1,2 staff members to maintain a 24/7 service (Republic of 

South Africa, n.d.).  

The staff allocation should provide a staffing level for nursing staff in high dependency areas of 1 nursing staff 

member for 6 beds at any given time (Toubkin, 2020). Low dependency can be 1 staff member to 10 beds on 

condition support staff is available. 

It is essential to understand the concept of a declared State of Disaster in the country and the burden on the 

health service when determining staff levels. Special arrangements are being formulated with the Statutory 

Councils to address Scope of Practice of practitioners during the State of Disaster. 

It may be necessary to utilised lower skilled of even unskilled staff to assist with task under the supervision of a 

registered practitioner to provide care. The use of Community Health Workers skilled in-home nursing may a 

useful asset to be utilised under the supervision and guidance of registered nurses. 
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One should not forget or underestimate the support staff required to manage such a facility as clinical staff 

cannot perform required duties without support from for instance administrative personnel, security staff, 

technical support, porter services and even dedicated external contractors. 

It may be required to present short course training for lay workers to assist in large Field Hospitals as inadequate 

professional staff may be available. The “home nursing” module of the Auxiliary Health Worker Course is an 

example of such a short course to provide additional workers. (The St John’s Ambulance Brigade provide this 

training program over a period of 10 days.) 

5 SUMMARY 

A Field Hospital is a temporary facility established to provide care for mild to moderate COVID-19 patients. The 

facility requires the same standard facilities of a medical ward with the support services of a standard hospital. 

Due to the unplanned nature of such a facility very detailed planning and advice is required when planning the 

lay-out to prevent contamination.  

This action plan will be followed by a sequentially 

numbered Action Plan continuing the preparation 
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7 LINKS 

 

Hospitals for the War 
Wounded 
(Free download) 

 

https://www.icrc.org/en/doc/assets/files/other
/icrc_002_0714.pdf 

Field Operations Guide 
for Disaster Assessment 
and Response 
(Free download) 

 

https://scms.usaid.gov/sites/default/files/docu
ments/1866/fog_v4.pdf 

Refugee Health An 
approach to emergency 
situations 
(Free download) 

 

https://www.humanitarianlibrary.org/resource/
refugee-health-approach-emergency-situations 

WHO Equipment List 
COVID-19 

 

https://www.who.int/publications/m/item/list-
of-priority-medical-devices-for-covid-19-case-
management 

https://www.icrc.org/en/doc/assets/files/other/icrc_002_0714.pdf
https://www.icrc.org/en/doc/assets/files/other/icrc_002_0714.pdf
https://scms.usaid.gov/sites/default/files/documents/1866/fog_v4.pdf
https://scms.usaid.gov/sites/default/files/documents/1866/fog_v4.pdf
https://www.humanitarianlibrary.org/resource/refugee-health-approach-emergency-situations
https://www.humanitarianlibrary.org/resource/refugee-health-approach-emergency-situations
https://www.who.int/publications/m/item/list-of-priority-medical-devices-for-covid-19-case-management
https://www.who.int/publications/m/item/list-of-priority-medical-devices-for-covid-19-case-management
https://www.who.int/publications/m/item/list-of-priority-medical-devices-for-covid-19-case-management
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Hospital Readiness 
Checklist 

 

https://docs.google.com/forms/d/e/1FAIpQLSe
eRsgKVfPtSILkVMSfYyqkGjPAnjKbtaxuW4nt1hN
UvgmT6w/viewform?fbzx=-
390608713341965087 

 

  

https://docs.google.com/forms/d/e/1FAIpQLSeeRsgKVfPtSILkVMSfYyqkGjPAnjKbtaxuW4nt1hNUvgmT6w/viewform?fbzx=-390608713341965087
https://docs.google.com/forms/d/e/1FAIpQLSeeRsgKVfPtSILkVMSfYyqkGjPAnjKbtaxuW4nt1hNUvgmT6w/viewform?fbzx=-390608713341965087
https://docs.google.com/forms/d/e/1FAIpQLSeeRsgKVfPtSILkVMSfYyqkGjPAnjKbtaxuW4nt1hNUvgmT6w/viewform?fbzx=-390608713341965087
https://docs.google.com/forms/d/e/1FAIpQLSeeRsgKVfPtSILkVMSfYyqkGjPAnjKbtaxuW4nt1hNUvgmT6w/viewform?fbzx=-390608713341965087
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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 

 

41.  Screening and Triage Facility is in place and maintain a unidirectional 
flow 

 

42.  Streaming and screening are implemented for all patients arriving  

43.  Screening tools are printed and available. Staff is trained in the 
utilisation and implementation 

 

44.  Triage tool for possible COVID-19 is printed and implemented. Staff 
trained in the use of the tool 

 

45.  Triage Sieve and Sort tools are printed and staff is trained in the 
utilisation to address influx of patients 

 

46.  District Hospitals and Temporary Facilities are utilising and 
implementing the upscaling tools for decision making to refer patients 
to higher levels of care 

 

47.  COVID General hospital beds are planned  

48.  Oxygen administration was analysed and planned  

49.  Monitoring equipment for all beds are in place  

50.  Radiography was reviewed and planning in place to provide service 
to Red Isolation Area 

 

51.  Pharmaceutical supplies are planned and brought in line with number 
of beds  

 

52.  Critical Care beds are planned  

53.  Intubation equipment, process and protective equipment are in place  

54.  Maximum Mechanical ventilation capability is prepared and serviced  

55.  Major respiratory support (CPAP + HFNO) planned and ready  

56.  Monitoring equipment for all Critical Care beds are prepared and 
ready 
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