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2 ACTION PLAN 14: TRANSPORT 

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 
T: Transport 

The steps of the algorithm was explained in the previous Action Plans. 

2.1  INTRODUCTION 

This Action Plan is focused on transport as the last step in the CSCATTT Disaster Medicine Algorithm. 

This plan will address transport both WITHIN the hospital, intra facility transport and then BETWEEN hospitals, 

inter facility transport. 

2.2  INTRA FACILITY TRANSPORT (WITHIN THE HOSPITAL)  

The movement of patients’ trough a facility must be planned and controlled to prevent contamination. 

2.2.1  MOVING COVID-19 POSITIVE PATIENT FROM “CLEAN” NON -COVID AREA TO A COVID 

ISOLATION AREA IN THE HOSPITAL  

Hospital management must provide clear guidelines to staff, especially to porters, on the process to follow when 

a patient needs to be moved by gurney or wheelchair to a COVID Isolation Area. The movement of gurneys and 

other equipment in and out of the Red Isolation Area (See Action Plan 2) must be limited to the absolute 

minimum. However, it will occur and therefore requires specific measures. 

• Ensure Isolation Area is informed of the patient coming to the area to ensure that there is no delay on 

arrival and to prevent a COVID positive patient laying / waiting in non-COVID or ‘clean’ areas. 

• Plan the minimum equipment required to accompany the patient into the Isolation Area. Although 

safety and optimum patient care remains non-negotiable, it must be emphasised that all equipment 

that area taken into the Red Isolation Area needs to be decontaminated before it can be brought back 

to the Green Safe areas. 

 
1 (Advanced Life Support Group, 2019) 
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• Emergency equipment that may be needed in the passages or elevators en-route to isolation area, such 

as a monitor or pulse oximeter, can be covered in transparent plastic bags to make it easy to wipe-

down and decontaminate. Covering emergency equipment that may be needed en-route in plastic 

bags, that can be ripped open only if needed makes it easier to decontaminate. 

• Get clear guidelines from the Isolation Area on patient possessions. In many Isolation Areas there are 

no storage space for patient possessions, necessitating the sealing of possessions in TRANSPARENT 

plastic bags (to prevent confusing patient possessions with waste) and storing it or returning it to the 

next of kin. It is recommended to mark the bag and place a sticker/label with patients name on inside 

the bag amongst the content for in case name het wiped off. 

• Place a N-95 (or equivalent mask) WITHOUT A VALVE on patient for movement (if tolerated). If patient 

is ventilated ensure that an exhale filter is connected to the bag-valve-mask or to the ventilator circuit. 

Valve open for exhaled air and therefore potentially permit the transmission of aerosols, 

o It is not recommended to move a patient on HFNO through the passages due to high aerosol 

generation. If absolutely essential the use of an intubation box over the patient’s head for 

movement will reduce aerosols but it is still a risky operation. 

o If a transport ventilator is used ensure ventilator is equipped with an exhalation hepa filter. 

• Ensure that elevators are cleared of other patients, visitors or staff members before use.  

o Most hospital elevators can be switched over to Firemen Control that makes it possible to 

control the elevator from inside and the elevator will then not stop at floors in-between. 

 

Figure 1: Elevator Firemen Lift Switch (If switched on, the elevator can only be controlled from inside and will not stop on floors in-

between) 

• Staff accompanying the patient must wear appropriate Personal Protective Equipment (PPE) (See 

Guidelines). 

• Staff from the non-COVID area should only accompany the patient to the entrance of the Yellow Transit 

Area leading to the Red Isolation Area (See Action Plan 2) and hand over the patient to the Isolation 

Staff. 

• Immediate decontamination of non-COVID Area staff is essential utilising the decontamination 

procedure. (see decontamination posters) 

• After the patient is transferred from the ambulance stretcher/gurney/wheelchair to a receiving bed: 
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o All linen should remain in the red isolation area and managed with the linen from the Red 

Isolation Area. (If from another facility it should be sealed in a plastic bag, that is wiped down 

with Chlorine 1:1000 ppm and handed over to staff outside area.) 

 

Figure 2: Wiping down outside of sealed linen bag with Chlorine 1:1000 ppm 

o If a Transit Isolator is used, the Isolator is re-sealed in the red isolation area and completely 

wiped down with Chlorine 1:1000 ppm. It is then moved to the Yellow Area where the process 

is repeated. 

o The Isolator must then be taken back to the base and fully decontaminated according to 

protocols. The detail on terminal decontamination of isolators falls outside the ambit of this 

Action Plan. 

 

Figure 3: Transport Isolator 

o All disposable equipment such as oxygen masks should be disposed of in the medical waste 

within the red isolation area. 
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o Any emergency equipment sealed in transparent bags (see recommendation above) 

▪ Are wiped down with Chlorine 1:1000 ppm over the bag in the Red Isolation area  

▪ Then brought to the Yellow Transit area where it is wiped down again with Chlorine 

1:1000 ppm. 

▪ Brought to the exit of the yellow transit area where the plastic bag is ripped open by 

the staff member from the yellow area allowing the staff from the green area to 

remove the equipment without touching the outside of the bag. 

▪ This often requires some training and practise as the monitor may be inside the bag 

with the cable leading out towards the patient. This can be managed by wiping the 

cable down with Chlorine 1:1000 ppm. 

 

Figure 4: Equipment sealed in transparent plastic bag for easy decontamination. (Note cable exiting the bag and the beg is sealed 

around the cable) 

o Gurneys/stretchers and wheelchairs must be wiped down at the exit of the red isolation area 

with Chlorine 1:1000 ppm and then repeated at the exit of the yellow transit area again with 

Chlorine 1:1000 ppm. 

▪ Special attention must be given to wipe down mattresses. 

▪ Pillows should be in a plastic sleeve at all time and should then be wiped down. 

Pillows without a plastic sleeve which NEEDS TO BE REMOVED from the red isolation 

area for specific reasons poses a serious risk. Only option is to withdraw from use and 

place in direct sunlight for three days. If the pillow was contaminated with organic 

material it must be incinerated. 

• Moving COVID-19 positive (or suspected positive) patients to a clean area for specific diagnostic or 

therapeutic procedures holds numerous challenges. 

o Prepare patient for movement as described above. 

o Ensure elevators are cleared as discussed above. 

o Ensure facility, such as the MRI unit is ready for patient. 

▪ Remove all unnecessary equipment from the room. 

▪ Seal equipment needed in transparent plastic bags where possible, for easy 

decontamination. 

o On completion of procedure the facility must be deep cleaned with: 

▪ Chlorine 1:1000 ppm on applicable surfaces 

▪ Alcohol >70% for applicable surfaces 

▪ Prescribed specific cleaning solution for example for x-ray apparatus 
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o Allow contact for at least 10 minutes before wiping down again or as recommended by the 

suppliers. 

2.2.2  MOVING COVID-19 POSITIVE PATIENT WITHIN A COVID RED ISOLATION AREA  

Moving patients within a Red Isolation Area does not require any specific precautions and no special measures 

is necessary except for basic PPE for staff members. 

Transfer of COVID-19 patients should only take place with confirmation that 

the receiving department is ready to receive the patient. 

2.3  INTER FACILITY TRANSPORT (BETWEEN HOSPITALS)  

Ambulance transportation forms a vital component for the transportation of COVID-19 positive patients 

between the various health care facilities.  Without an effective transportation service, patients will not be able 

to move to the appropriate level of care facility that they will need.  This service should be an added function of 

the normal EMS service and due to this should not be rendered by the normal EMS fleet, but by dedicated 

COVID-19 ambulances, managed by the Emergency Medical Service.  

Patients suffering mild symptoms of COVID-19 can be cared for at home, or where this is not possible, in isolation 

facilities. Care/isolation facilities (not to be confused with quarantine facilities) need to be identified throughout 

the country to accommodate patients who have tested positive, but do not have the social structure to home-

isolate effectively and are showing mild symptoms. These can be tourist facilities, hostels or other similar 

facilities that meet the criteria (World Health Organisation, 2020).  These facilities should be provided with a 

Primary Health Care Capability and a rapid response EMS transport capability in the event of deterioration.  10-

15% of these cases will require admission to a facility where higher level of care and especially oxygen 

administration is possible (World Health Organisation, 2020).  The coordination with Emergency Medical Service 

to respond to home-based care or isolation facility for intervention and transfer of patients is essential (COVID-

19 Health Care Surge Facility Strategy, 2020).   

Patients with moderate disease will require facility-level care in permanent (hospital) or temporary (field 

hospital) facilities that can support the level of care. The critical feature of this level of care is the availability of 

oxygen.  

• If this level of care is not delivered in a facility where Critical Care are available a rapid response 

capability with emergency ventilation must be available with a rapid high skill transport capability. 

Literature emphasises the rapid deterioration of the moderate patients to the critical care level.  It is 

not practical nor feasible to transport all the positive patients who require care to large field hospitals 

(mass care centres) in the main cities. These mass care centres form the strategic reserve of this 

strategy and should be available for the population of the metropoles.   

• Critical patients require the full range of Intensive Care level of care with a very high percentage of 

approximately 80% requiring ventilation or major respiratory support.  This level of care should ideally 

only be delivered in standard Critical Care or temporary Critical Care capabilities within a structured 

supported environment where the supporting services for intensive care are already established 

(COVID-19 Health Care Surge Facility Strategy, 2020).   

2.3.1  PLANNING   

It is essential that each province should do planning to determine the distance from existing hospitals and field 

hospitals to clinics, small hospitals and care / isolation facilities. It is not recommended that positive patients are 
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moved over long distances due to challenges with toilet facilities en-route as well as the potential sudden 

deterioration of the patient’s condition. An analysis is therefore done on a 100 km distance from hospitals to 

highlight possible needs to be analysed with the previous layers of the analysis (Right To Care Modeling Team, 

2020). 

 

Figure 5: Example Distance to Hospital with recommended sites indicated (Right To Care Modeling Team, 2020) 

Once the above planning has been done the provincial task force needs to look at the predicted patient infection 

figures for the province.  Based on these figures the task force needs to decide how many dedicated ambulances 

they will need in each area to transport positive COVID-19 patients to the main hospitals.   

COVID-19 patient should only be transferred after full consultation between the referring 

and receiving facilities – an agreement should be reached that the Inter-Facility Transfer is 

justified. 

Inappropriate request for transport adds the risk to the crew and the patient. EMS must be seen as 

part of the Health Team and consulted accordingly on transfers with all the relevant clinical details 

prior to transport. Timeous transfers is essential as a proactive intervention as patients on High Flo 

Nasal Oxygen cannot be easily transferred and may thus require intubation, therefore proactive 

transfer is essential. 

2.3.2  DEDICATED COVID-19 AMBULANCES  

It is recommended that each province has a fleet of dedicated COVID-19 ambulances that have the correct 

equipment to deal with COVID-19 patients.  This equipment will include ventilation and major respiratory 

support equipment and due to this the dedicated COVID-19 ambulance will be an ALS ambulance.  Dedicated 

ambulance will also assist to reduce the spread of COVID-19 as the ambulances will be cleaned after every 

patient.   
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It is recommended that ambulances used as dedicated COVID-19 ambulances have a driver cab that can be 

sealed off from the back of the ambulance to provide added protection to the driver of the vehicle.  If this type 

of ambulance is not available, it is recommended that other preventative measures should be used as discussed 

later under infection control procedures to separate the driver from constant contact with the patient 

(CDC,2020). 

The dedicated ambulances should work from the main hospitals treating COVID-19 positive patients as identified 

by the task force. This will help in two ways: 

• The ambulance will always be “clean”, as a clean ambulance will leave the hospital and once it 

returns with the patient it will immediately be cleaned at the hospital vs an ambulance coming from 

the district with a patient and returning “dirty” to the district where it will only be cleaned once back 

at the station.   

• Before leaving from the hospital the ambulance crew will confirm to what ward and bed the patient 

must go.  By doing this a patient will not arrive at the hospital without the knowledge of the hospital, 

causing long waiting periods for the ambulance crew with the patient.   

The ambulance should be staffed with a two-person crew.  One of the crew members should have an Advance 

Life Support (ALS) Paramedic qualification that allows that person to intubate and mechanically ventilate the 

patient should the need for this arise.  As ALS are a scares resource in most provinces the following 

recommendations can be made: 

• The ALS crew member can still respond to other calls with their normal response vehicle while waiting 

for COVID-19 patients. 

• The help of university lecturing staff and students can be obtained in provinces where there are 

universities who present the BEMC program.  This will give valuable exposure to university students. 

• The use of private services for this task can also be considered, where the provincial service is not 

capable of rendering the service.  

2.3.3  AIR EVACUATION 

Air evacuation of patients requires special precautions and measures but falls outside the ambit of this action 

plan. Consultation with aero-medical services is essential. 

2.3.4  INFECTION CONTROL PROCEDURES 

The following is a reminder of the necessary Personal Protective Equipment (PPE) needed for the EMS crew and 

the patient during transportation. This aspect was addressed in Action Plan 2 – but is just highlighted again as it 

is of paramount importance. Utilise the guidelines issued by the National Dept of Health to ensure the 

appropriate PPE is available. 

The Infection Control Officer need to study the national Infection Control and Prevention Guidelines in detail to 

guide use of PPE (National Dept of Health, 2020). 
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TYPE OF PPE CLINICAL STAFF (EMS) 
Providing direct care to COVID-19 patients or 

patients with respiratory symptoms 

PATIENTS with 
RESPIRATORY 

symptoms 

Gloves Non-sterile gloves. 
Change between patients 

None 

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

Surgical mask 
worn when in 
contact with 
others where 
possible 

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

None 

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

Wash clean, disinfect and reuse  None 

Figure 6: Recommended PPE (National Dept of Health, 2020) 

The most effective action in a pandemic is to limit contamination through innovative actions: 

• Let the patient wear a N-95 or surgical mask where possible.  Ensure that ONLY N95-mask WITHOUT A 

VALVE is used to prevent spreading viruses.   

• Some patients will be transported while on oxygen.  

• Equipment that will be used in proximity of a patient (2 meters) for a temporary period can be sealed 

in a transparent bag to prevent contamination. The bag can then be wiped down and torn open to 

remove the equipment with clean hands. 

• If ambulances are dedicated to transport COVID-19 positive patients, the driver cab can be sealed off, 
protecting the driver area from contamination. 

• Isolate the ambulance driver from the patient compartment and keep pass-through doors and windows 
tightly shut. 

• When possible, use vehicles that have isolated driver and patient compartments that can provide 
separate ventilation to each area. 

o Close the door/window between these compartments before bringing the patient on board. 
o During transport, vehicle ventilation in both compartments should be on non-recirculated 

mode to maximize air changes that reduce potentially infectious particles in the vehicle. 
o If the vehicle has a rear exhaust fan, use it to draw air away from the cab, toward the patient-

care area, and out the back end of the vehicle. 

• In the case of a vehicle without an isolated driver compartment, ventilation must be used.  Open the 
outside air vents in the driver area and turn on the rear exhaust ventilation fans to the highest setting. 
This will create a negative pressure gradient in the patient area. 

• Keep the patient separated from other people as much as possible. 

• Family members and other contacts of patients with possible COVID-19 should not ride in the 
ambulance, if possible. If riding in the ambulance, they should wear a facemask. 

• Follow routine procedures for a transfer of the patient to the receiving healthcare facility.  Make sure 
the facility is aware of the patient and that you know where to take the patient before you leave the 
facility. 

2.3.5  AMBULANCE CLEANING 

After every patient, the ambulance needs to be cleaned.  This will be the responsibility of the senior crew 

member on the vehicle.  Used PPE must be discarded, and vehicle disinfection should take place between each 
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patient.  This should be done immediately after the patient was delivered to the ward.  The following process 

can be followed:  

• An ambulance decontamination station with cleaning equipment should be available at the ambulance 
stop of all facilities. 

 

Figure 7: Example of an Ambulance Decontamination Station Procedure Poster 

• After transporting the patient, leave the rear doors of the vehicle open to allow for enough air changes 
to remove potentially infectious particles.  The time to complete transfer of the patient to the receiving 
facility and complete all documentation should provide enough air changes. 

• When cleaning the vehicle, EMS crew should wear a disposable gown and gloves. A N-95 or equivalent 
face mask, shield or goggles should also be worn if splashes or sprays during cleaning are anticipated. 

• Ensure that environmental cleaning and disinfection procedures are followed consistently and 
correctly, to include the provision of adequate ventilation when chemicals are in use. Doors should 
remain open when cleaning the vehicle. 

• Wipe all surfaces in the ambulance down with soap and water. 

• Then wipe down with 0,5% Hypochlorite with a clean cloth.   

• Routine cleaning and disinfection procedures (using cleaners and water to pre-clean surfaces prior to 
applying an approved hospital-grade disinfectant to frequently touched surfaces or objects for 
appropriate contact times as indicated on the product’s label) are appropriate for severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) in healthcare settings, including those patient-care 
areas in which aerosol-generating procedures are performed. 
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• Clean and disinfect the vehicle in accordance with standard operating procedures. All surfaces that may 
have come in contact with the patient or materials contaminated during patient care (e.g., stretcher, 
rails, control panels, floors, walls, work surfaces) should be thoroughly cleaned and disinfected.  

• Clean and disinfect reusable patient-care equipment before use on another patient, according to 
manufacturer’s instructions. 

• Follow standard operating procedures for the containment and disposal of used PPE and regulated 
medical waste. 

• Follow standard operating procedures for containing and laundering used linen. Avoid shaking the 
linen. 

If the vehicle was heavily contaminated or the risk is that decontamination was not totally effective (such as  

absorbent material seats), the vehicle must be left for five(5) days before re-use (Abdool Karim, 5 April 2020). 

2.3.6  EQUIPMENT DECONTAMINATION  

After every patient, the ambulance equipment needs to be decontaminated.  This will be the responsibility of 

the senior crew member on the vehicle.  The following process can be followed:  

• Wipe/Wash the item or surface down with soap and water to remove dust, break the surface tension 

and to dislodge all organic material. 

o Dust and organic material deactivate Hypochlorite; therefore, it is essential to first wash items 

and then disinfect. 

• Wipe all surfaces with 70% alcohol solution or correct concentration Hypochlorite using a clean cloth. 

o The disinfectant solution can be sprayed onto the surface and then wiped down but spraying 

alone is not effective. 

o Alcohol based hand sanitiser is not recommended for decontaminating equipment as it is a 

scarce resource.  Some hand sanitisers also contain glycerine which will leave a layer on 

equipment surfaces. A >70% Alcohol solution can however be used. 

o Hypochlorite 5000ppm is 0.5% which is a 1:6 dilution of 3.5% household bleach 

o Universal wipes, these combine cleaning and disinfection as they are impregnated with 

peracetic acid and or hydrogen peroxide, may be used, however, these are expensive.  

o Baby wipes are not effective in decontaminating any equipment or hands. 

• Wash hands immediately after completion with soap and water over the gloves. 

o Gloves are a protection against the disinfectants and not against contamination, therefore can 

be kept on while decontaminating, but ones removed should be discarded. 

2.3.7  PERSONNEL DECONTAMINATION  

Once the ambulance is clean, staff leaving the ambulance must decontaminate. 

• Wash hands at designated decontamination area 

• Take off PPE in sequence as indicated below 

• Wash hands again 

• Discard all waste as medical waste 

Safety Officer should check each staff member decontaminating and ensure that the steps are followed 

meticulously. 
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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 

• Unfasten 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 earpieces 

• 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.   

Table 1: Doffing and donning procedure (National Dept of Health, 2020) 

• If visors are re-used it must be washed with soap and water while wearing PPE and then submerged in 

Hypochlorite 1% solution for 60 min. 

• Take out of solution then rinse with clean water and  dry. Visors often display a white residue from the 

Hypochlorite. This can be cleaned by wiping down visor with a clean moist cloth with a few drops of 

technical oil (Ligthelm, 2014). 

3 SUMMARY 

Transport (moving) of patients is an integral part of the treatment process BUT requires careful considerations 

and planning to prevent contamination and transmission of the disease. 
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https://www.nicd.ac.za/wp-content/uploads/2020/04/Covid-19-Infection-and-Prevention-Control-Guidelines-1-April-2020.pdf
https://www.nicd.ac.za/wp-content/uploads/2020/04/Covid-19-Infection-and-Prevention-Control-Guidelines-1-April-2020.pdf
https://www.nicd.ac.za/wp-content/uploads/2020/04/Covid-19-Infection-and-Prevention-Control-Guidelines-1-April-2020.pdf
https://j9z5g3w2.stackpathcdn.com/wp-content/uploads/2020/04/COVID-19-ENVIRONMENTAL-HEALTH-GUIDELINE-1-3.pdf
https://j9z5g3w2.stackpathcdn.com/wp-content/uploads/2020/04/COVID-19-ENVIRONMENTAL-HEALTH-GUIDELINE-1-3.pdf
https://j9z5g3w2.stackpathcdn.com/wp-content/uploads/2020/04/COVID-19-ENVIRONMENTAL-HEALTH-GUIDELINE-1-3.pdf
https://j9z5g3w2.stackpathcdn.com/wp-content/uploads/2020/04/COVID-19-ENVIRONMENTAL-HEALTH-GUIDELINE-1-3.pdf
https://crisismedicine.co.za/wp-content/uploads/2020/04/VHF-Manual-Updated.pdf
https://crisismedicine.co.za/wp-content/uploads/2020/04/VHF-Manual-Updated.pdf
https://crisismedicine.co.za/wp-content/uploads/2020/04/VHF-Manual-Updated.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 

 

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 for  

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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