
1 
 

 

 

 

 

 

WESTERN CAPE COVID-19 OUTBREAK 

RESPONSE GUIDELINES  

 

ACUTE HOSPITAL ADMISSIONS 
 

Draft Document Version 4.1 - 30 April 2020 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



2 
 

Acknowledgements: 

1. WC Critical Care Forum - adapted from ICU – COVID-19 Response Guideline – 31 March 2020 

2. Dr Neshaad Schrueder – Head: General Specialist Services – Tygerberg Hospital and Metro East 

3. Dr Arifa Parker – Specialist Physician and Infectious Disease Specialist 

4. Dr Mogamat Yazied Chothia – Specialist Physician and Nephrologist 

5. Dr Abdurasiet Mowlana – Specialist Physician 

6. Dr Sa’ad Lahri – Emergency Medicine Specialist 

These guidelines are work in progress and are subject to change as the COVID-19 Pandemic unfolds in South Africa 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



3 
 

Contents 

Section A: Introduction 

1. Executive summary 

2. Fundamental issues in dealing with COVID-19 

Section B: Planning and Preparedness 

3. Legal, regulatory and ethical framework 

4. Surge capacity 

4.1. Isolation and critical care areas 

4.2. Other patient care areas 

4.3. Rapid discharges 

4.4. Temporary transit lounges 

4.5. Morgue capacity 

5. Inter-hospital mutual aid agreements 

6. Incident management structure 

7. Roles and responsibilities 

8. Infection prevention and control 

9. Training 

10. Safety and security 

Section C: Operations 

11. Proportionate response 

11.1. Business continuity 

11.2. Comorbidity 

11.3. Critical care triage (assessment and escalation criteria) 

12. Clinical Management of COVID-19 patients 

12.1. Triage and Testing of Patients with suspected COVID-19 

12.2. Admission of COVID-19 patients 

12.3. Clinical care of COVID-19 patients 

13. Implementation 

14. Triggers and thresholds 

15. Escalation 

16. Contingency plans 

17. De-escalation and return to normal function 

18. Data collection, storage and protection 

19. Communication 

20. Event stages and activities 

21. Staff support and debriefing 

22. Annexure A Standard Operating Procedure for Triage and Testing Centre 

23. Annexure B Standard operating procedure for flow of COVID-19 patients within Acute Hospital 

24. Annexure C Patient Flow of COVID-19 cases 

 

 

 

 



4 
 

Section A: Introduction 

1. Executive Summary 

1.1.1. This document represents a consensus on the approach to managing the outbreak of SARS-CoV-2 in 

the Western Cape.  

1.1.2. There is currently little or no robust data on the management of patients with SARS-CoV-2 in the 

literature. The content of this document has been put together based on the limited information 

available, international recommendations and guidelines, the experience of international colleagues, 

the participating clinicians and information that has come forth on the internet and through social 

media. 

1.1.3. It is proposed that 10 to 20 percent of all COVID-19 cases may need hospitalisation, including ICU care. 

1.1.4. Depending on the success of mitigation efforts to contain the pandemic, there may be a demand for 

inpatient care that outstrips resources available to deal with the load. 

1.2. The main objectives of the guidelines contained in this document are to: 

1.2.1. Maintain a standard of quality medical care  

1.2.2. Direct scarce inpatient care resources as efficiently and efficaciously as possible  

1.2.3. Provide a coordinated and consistent approach for public hospitals across the Western Cape  

 

2. Fundamental issues in dealing with COVID-19 

2.1. The recommendations of the World Health Organisation are to attempt to contain the spread of disease 
through isolation. This will be upheld as far as is reasonably possible. 

2.2. It is desirable to keep the movement of confirmed cases to an absolute minimum both within and between 
healthcare facilities. 

2.3. It is desirable to keep the exposure of all categories of healthcare workers, support personnel and the 
general public to an absolute minimum. 

2.4. To successfully manage an outbreak, the combined efforts of all healthcare facilities is required. Each 
hospital will have to contribute to the mitigation of the disease outbreak. 

2.5. Close communication between hospitals with respect to the demand for inpatient beds is likely to be crucial 

in trying to ensure the best outcome for as many patients as possible. 

 

Section B: Planning and Preparedness 

3. Legal, regulatory and ethical framework 

The guidelines in this document conform to the following: 

• National Health Act 61 of 2003 

• Disaster Management Act 57 of 2002 

o Regulations issued in terms of Section 27(2) as published in volume 657 of the Government 

Gazette on 18 March 2020 

• Health Professions Act 56 of 1974 

• Nursing Act 33 of 2005 

• Occupational Health and Safety Act 85 of 1993, as amended by the Occupational Health and Safety Act 

181 of 1993 

• All guidelines of relevant Professional Councils 

• The following ethical duties: 

o Non-maleficence (duty to do no harm and to prevent harm) 

o Distributive justice (fair distribution of benefits and burdens) 

o Autonomy (the patient or their surrogate can make an informed decision to refuse critical care 

treatment) 
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As seen in other countries where healthcare systems have been overwhelmed by COVID-19, it may happen that 

medical and nursing personnel exceed their scope of practice out of necessity. These circumstances are 

extraordinary and unprecedented. While every effort will be made by incident management teams, medical 

personnel and nursing personnel to abide by legal, regulatory and ethical standards, there may be actions taken 

that cannot be justified or that may lead to harm. The following actions will warrant immediate disciplinary 

action: 

3.1. Theft of medication or supplies 

3.2. Sharing of patients’ photographs or other confidential information on social media 

3.3. Physical altercations with colleagues, patients or other members of the public 

3.4. Disobedience of a direct order that results in harm to the patient 

3.5. The unauthorised release of information to the press 

 

4. Surge capacity 

 

COVID-19 will increase the number of patients requiring inpatient care and will place a significant burden on our 

system. The current reality is that limited capacity to expand inpatient care services exists. Medical wards in 

public hospitals are almost always operating at full capacity. The major stumbling block to the expansion of 

capacity will likely be in the form of staff constraint, particularly nursing. With the progression of the outbreak, 

staff illness, fear and truancy are likely to limit the ability to expand services. The secondment of staff from other 

components of the service may be needed to support inpatient care units. Each hospital must develop a surge 

plan including bed capacity, equipment requirements as well a human resource plan. 

 

To prepare for this surge in admissions, the following actions are recommended: 

 

4.1. Isolation and Cohort rooms 

Hospitals are advised to find suitable areas to convert into COVID-19 inpatient care units provided that 

there is sufficient equipment and trained personnel to care for patients in these areas. Isolation rooms must 

be identified and equipped for patients who require testing or are awaiting test results for COVID-19. 

Cohort rooms must be identified for the confirmed cases requiring hospitalisation. 

4.2. Other patient care areas 

Providing isolation rooms and additional cohort care rooms will impact on the space available for other 

patient care areas. Each hospital must make a careful assessment of which services can be deferred to free 

up space for isolation rooms and cohort care rooms. 

4.3. Rapid discharges 

If potential COVID-19 patients still need to be admitted, but all available space has been allocated, and 

healthcare services have already been deferred, it will become necessary to discharge patients to free up 

beds. A rapid discharge policy that lists specific criteria and guidelines should be in place so that patients are 

not randomly discharged, possibly needing to be readmitted at a later stage. 

4.4. Temporary transit lounges 

Areas will need to be identified for patients who have been rapidly discharged but who are unable to leave 

the hospital immediately. 

4.5. Mortuary capacity 

With the current mortality rates in the country, the average 3% mortality rate associated with COVID-19 

could lead to insufficient space in hospital and state mortuaries. Protocols such as coordination with private 

mortuaries must be in place as soon as possible. 
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The table attached as Annexure D outlines the inpatient bed potential for accommodating COVID confirmed or 

PUI inpatients in the Western Cape given current resources. It is crucial to appreciate that this represents a 

theoretical maximum, and the resource cannot be directed solely at the management of patients with COVID-19. 

 

The pathway to access these beds is indicated in Annexure C 

 

5. Inter-hospital mutual aid agreements 

Where possible hospitals may agree to assist each other with resources, procedures and information 

Records should be kept when equipment is transferred between hospitals or when personnel are rerouted to 

other hospitals as this may have financial implications that need to be addressed later 

 

 

6. Incident management structure 

6.1. This section only applies if a specific hospital does not already have an incident management team. 

6.2. The response to this outbreak follows an incident management approach, allowing hospitals to maintain a 

level of autonomy while still fitting into the provincial incident management structure. Each hospital must 

be able to make decisions for its circumstances to provide the highest level of care according to the 

guidelines of this document. 

6.3. The functions of the management structure will include making decisions about whether or not to escalate 

or de-escalate event stages regardless of thresholds and triggers, making decisions regarding the inpatient 

care of patients and the operations of the inpatient care units and adjusting the hospital’s response plan 

when necessary. 

6.4. The recommended members of the incident management team are: 

6.4.1.  Hospital CEO 

6.4.2.  Clinical Manager / Head of Internal Medicine / Head of Family Medicine 

6.4.3.  Senior Nurse Manager or Deputy 

6.4.4.  Assistant Manager of Nursing: Emergency Unit 

6.4.5. Assistant Manager of Nursing: Inpatient Wards 

6.4.6.  Representative for facility management rep 

6.4.7.  IPC team 

6.4.8.  Representative for EHS 

6.4.9.  Representative for support services 

 

7. Roles and responsibilities 

Roles and responsibilities that relate specifically to the COVID-19 outbreak should be established for all affected 

departments and/or services and assigned to specific people for communication to their departments. Job cards 

can be created for these roles so that, should certain responsibilities be assigned to specific people, someone 

else can easily fill that role when the designated person is not available. 

7.1. General management 

7.2. Nursing management 

7.3. Allied health management 

7.4. Equipment distribution and tracking (clinical technicians and asset management) 

7.5. Procurement (supply chain management and those responsible for ordering agency staff) 

7.6. Security 

7.7. Food, water, linen, hygiene, etc. 

7.8. Support services 
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7.9. Bed management 

7.10. Public and media liaison 

7.11. Communications, information technology and information management 

 

8. Infection prevention and control 

All institutions must ensure that staff are adequately prepared and practised in the appropriate and rational use 

of personal protective equipment and infection control. 

It is suggested that staff that will be in contact with patients with SARS-CoV-2 have their infection control 

practises scrutinised and checked. 

The latest National Covid-19 Infection and Prevention Control Guidelines Version must be used for guiding the 

necessary PPE requirements for the various clinical activities. 

 

9. Training 

Training, at this point, should already have been done for all hospital personnel. Hands-on refresher training will 

be necessary and can be conducted by IPC or intensive care Operational Managers. Full training sessions for 

agency personnel may be practical or feasible. It is recommended that only experienced agency personnel be 

allowed to care for infected patients and that these agency workers be included in any refresher courses or 

training conducted in the hospital. 

 

10. Safety and security 

Each hospital must adhere to the latest visitor policy. Security will be needed for intensive care units and 

isolation units to assist with limiting inappropriate access by unauthorised persons to clinical areas. 

A control measure must be implemented to control access for personnel who have been asked to assist during 

this outbreak but who are not employed by the hospital or working through a registered agency. 

Vigilance in the affected areas is needed to prevent the theft of medication or supplies. 

 

Section C: Operations 

11. Proportionate response 

11.1. Business continuity 

While it is of utmost importance to provide the highest level of care to patients infected with COVID-19, 

the treatment and care of other patients in intensive care units and throughout the rest of the hospital 

cannot be jeopardised. The additional requirement for critical care beds and inpatient beds will impact the 

normal functions of a hospital, but this effect must be limited for as long as possible. Any plans for the 

expansion of the inpatient units and the implementation of additional isolation areas must be done in 

consultation with affected areas. 

11.2. Comorbidity 

Inpatient care resources are always in high demand, and this outbreak will increase that demand. Difficult 

decisions will have to be made in allocating limited resources when demand exceeds availability, including 

the expanded inpatient care units. The assessment criteria will include comorbidity. Patients and their 

relatives must be made aware of this. There is currently not enough known about how COVID-19 affects 

patients with HIV and TB, which are both widespread in the Western Cape. As more information is made 

available, it may affect the triage assessment of these patients. 

11.3. Acute care triage (assessment and escalation criteria) 

At the outset, it must be appreciated that many patients will present as acute respiratory infection, of which 

only a subgroup will have SARS-Cov-2 as an aetiologic agent. There is little need to alter the management of 

this group of patients other than to include viral screening. 
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Patients presenting with acute respiratory infection and no diagnosis of COVID-19, who fit the case 

definition for COVID-19, should receive the usual standard of care and then be isolated and discussed with 

an specialist or infectious diseases expert. 

Current evidence suggests that patients requiring admission and intensive care deteriorate 6-10 days after 

presenting with symptoms of COVID-19, becoming progressively short of breath and developing signs of 

multiple organ dysfunction. 

For patients fitting the case definition of COVID-19 and presenting with late respiratory failure, the 

following are noteworthy: 

11.3.1. The late development of respiratory failure appears to carry a worse prognosis. 

11.3.2. Elderly patients in other parts of the world have experienced higher mortality than younger 

patients. 

11.3.3. Patient comorbidity has an adverse impact on outcome. The comorbidities particularly associated 

with a poor outcome are diabetes, hypertension and ischaemic heart disease. 

11.3.4. The onset of other organ failures in addition to respiratory failure has a grave prognosis. 

11.3.5. The need for acute dialysis, in combination with the need for ventilation, also carries a grave 

prognosis. 

11.3.6. With this in mind, the following recommendations are made: 

11.3.6.1. Older patients (age more than 65 years) with comorbidity will not be considered for 

ventilation. 

11.3.6.2. Patients describe above and presenting with the need for ventilation or dialysis will be 

offered palliative care. 

11.3.6.3. Patients described above may be referred/admitted to intermediate care (field hospital) 

setting to complete admission 

 

12. Clinical management of COVID-19 patients 

12.1. These guidelines must be used in conjunction with the latest NICD document: Clinical Management of 

COVID-19 disease, Provincial Palliative Care Guidelines and Critical Care Guidelines. 

12.2. The Triage and Testing of potential COVID-19 cases requires sorting of patients into PUIs and non-COVID 

patients using an updated screening tool. The triage and testing activity should ideally be separate from the 

usual Emergency Centre of a facility to limit the potential for nosocomial spread of the SARS Cov-2 virus. 

(See TTC SOP Annexure A) 

12.3. A symptomatic PUI or confirmed COVID-19 case must be triaged for admission using the Admission SOP 

(Annexure B) 

12.4. The inpatient management of COVID-19 patients with pneumonia requires the usual standard of care for 

viral pneumonia with supplemental oxygen therapy, early awake proning but with stringent IPC practices. 

12.5. High flow nasal oxygen, non-invasive ventilation and face mask CPAP may be considered in a patient 

unresponsive to face mask oxygen. The risk of creating viral aerosols remains a concern and these 

additional measures should ideally be applied in an isolation room with negative pressure ventilation. 

12.6. Patients deemed suitable for critical care interventions must be monitored with pulse oximetry at regular 

intervals to avoid the need for unprepared crash intubations. (Refer to latest Critical Care Guideline) 

12.7.  Patients requiring intubation must be discussed with the responsible Critical Care Service prior to 

intubation to avoid unnecessary exposure of risk to Health Care Workers. 

12.8. Patients with clinical deterioration but deemed not suitable for critical care interventions will be managed 

as per the Provincial Palliative Care Guidelines for COVID-19. (refer to latest version) 

13. Implementation 

The guidelines are scalable to allow for the most effective response at each hospital whatever their current 

situation may be. Due to the urgency of the situation, the guidelines in this document must be implemented 
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immediately. Circumstances will differ between hospitals, and they might be at different event stages. The 

CEO/Incident Manager/Lead Clinician must assess the situation at the hospital to determine at which event stage 

to implement these guidelines.  

14. Triggers and thresholds 

Each hospital, according to their resources, will set thresholds and triggers for escalating or de-escalating into a 

different event stage. Moving from one event stage to another cannot happen randomly. The incident 

management team must assess the situation before a decision is taken. Triggers and thresholds could be based 

on: 

• Admission numbers 

• Demand for intensive care beds 

• Availability of equipment, personnel or other resources necessary for treatment 

Any escalation or de-escalation between stages must be communicated to all areas of the hospital. 

15. Escalation 

A phased approach allows for a planned and strategic increase and redirection of resources as it becomes 

necessary. All personnel should be aware of their roles in each event stage. All personnel must be informed 

when an escalation takes place so that they can adjust their tasks accordingly. Escalation should also be 

communicated to other hospitals. 

16. Contingency plans 

There are a number of variables which can affect the care of patients during this pandemic. Personnel may 

become infected and require isolation or treatment. Availability of equipment and medication could be affected 

by stricter import protocols. Other incidents at the hospital, e.g. fires or power outages, could impact care. As far 

as possible, there should be contingency plans for the incidents most likely to have a moderate to serious impact 

on inpatient care. 

17. De-escalation and return to normal function 

As the outbreak is contained and fewer infections are reported, there will be a decrease in demand for critical 

care treatment. It is advisable to delay the closure of expanded intensive care units and isolation areas until 

assurance is received from the National Department of Health that there is little to no chance of sudden re-

emergence of large numbers of COVID-19 infections. 

De-escalation must be strategic. Temporary inpatient cohort and isolation areas must be deep-cleaned before 

being returned to normal use. Equipment must also be properly cleaned according to IPC principles before being 

returned to use. De-escalation will most likely occur simultaneously with or shortly before the phased 

reintroduction of services that were put on hold due to the outbreak. This transition process can be managed 

between a member of the incident management team (or an appointed person) and the Operational Managers 

of the areas being reopened. 

18. Data collection, storage and protection 

Throughout this outbreak, it is essential to collect as much data as possible and to maintain record-keeping 

procedures. The knowledge and insight gained during this period will allow for better planning in preparedness 

for future infectious disease outbreak scenarios. 

Accurate data collection will make it easier for hospitals to compile the necessary reports once the outbreak is 

declared resolved. Data will also be needed for financial reconciliations at a later stage when hospitals assess the 

financial impact that this outbreak has had. 
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The coordinated and consistent approach taken by the hospitals in the Western Cape requires that certain 

information be shared, within the hospital and between hospitals. An information system should be set up that 

facilitates secure storage of and access to shared data and resources. 

The patient’s right to privacy must still be respected, and any details pertaining to a patient’s identity and 

treatment must be kept confidential. 

 

19. Communication 

The key to a coordinated and consistent response is effective communication. The incident management team 

must keep personnel informed about any changes to the plan or any directives from the National or Provincial 

Department of Health. Communication must be accurate and transparent. Personnel should also be able to 

communicate their concerns, challenges and suggestions to the incident management team.  

It is essential that hospitals remain in contact with each other to share information and resources as well as to 

offer support. 

General information regarding the nature and spread of COVID-19 and basic preventative and protective 

measures should be posted on public noticeboards. Personnel should politely remind visitors about correct 

hygiene procedures upon entering the facility and whenever lapses are noticed. Communication with patients 

and their relatives must be timely, honest and direct, especially as it pertains to treatment. A certain amount of 

frustration and possibly aggression is to be expected from patients or their relatives when being informed that 

their conditions have declined or that they do not meet the criteria for critical care treatment. Personnel is 

strongly advised to remain calm in these situations and to call a senior nurse or physician, or security if the 

situation escalates. 

Any requests from the press for information or access to the hospital must be addressed to public relations, and 

the CEO must give permission. Liaising with the media is necessary to keep the public abreast of the situation. 

Still, it must be done in a way that ensures the dignity of the patients and the safety of personnel and members 

of the press. No member of staff may provide the media with any photographs, documents, copies of 

photographs or documents or any information without authorisation from the CEO. 

20. Event stages and activities 

To be determined by each hospital in accordance with the National and Provincial Department of Health’s 

response plan and guidelines. 

 

21. Staff support and debriefing 

It is expected that hospital personnel will, at some point, become overwhelmed by the daunting task of working 

through this outbreak. There will be long hours, short tempers and not enough sympathy towards healthcare 

workers, especially those who have to make decisions regarding refusal or withdrawal of treatment.  

Healthcare workers are one of the most at-risk groups, and there will almost certainly be infections amongst 

hospital personnel. It can be challenging to keep focused on the patients when healthcare personnel are seeing 

their colleagues becoming ill. Personnel may also be worried about family members who are infected. This will 

be a difficult period for South Africa as a nation, more so for those tasked with caring for the sick. 

Hospital management is advised to provide support for personnel in any capacity that they can. The Western 

Cape Government’s Employee Health and Wellness Programme can assist in this regard. If possible, hold regular 

debriefings for personnel instead of waiting for a debriefing once the outbreak has been resolved. While patient 

care is of great importance, the physical and psychological health of healthcare workers must be a priority. 
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22. Annexure A  

Standard Operating Procedure for Triage and Testing Centre 

Precautions: 

All potential COVID-19 patients must be managed with utmost attention to adherence to IPC principles of Contact 

and Droplet precautions: 

a. Health Care Worker (HCW) must wear a surgical mask and plastic apron and keep a 1.5m distance from the 

patient while interviewing the patient 

b. A symptomatic patient must promptly receive hand hygiene and must don a surgical mask  

c. The personal details must be captured without the patient completing any forms in person 

d. The close quarters clinical evaluation must be kept to a minimum prior to the decision for admission 

e. Health Technology Equipment must be cleaned and sanitised before and after use on a patient 

f. All Airborne Generating Procedures (AGP) including swabbing and intubation must be done in a well-

ventilated area with full PPE (N95 mask, face shield, gown and gloves) 

 

1. Streaming to single secured point of entry: 

1.1. Clear signage from gate to TTC entry 

1.2. Clear signage away from other entrances towards TTC 

1.3. Clear signage away from TTC to other service points 

1.4. Security to man the entry point to the TTC 

1.5. Queue marshal must ensure adequate social distancing (clearly demarcated 2m distance markers) 

 

2. Meet and greet HCW 

2.1. HCW in basic PPE meets patient in screening area maintaining 2m distance 

2.2. Patient is directed to a clean plastic chair spaced 2m apart from others 

2.3. HCW interviews patient for COVID-19 to establish criteria for current case definition 

2.4. Patient details and history is captured on a Screening Flow Chart (see below) 

2.5. Determine patients case definition status 

 

3. Risk assessment 

3.1. Patient not at Risk is discharged home with educational material about COVID-19 

3.2. Patient at Risk but not symptomatic is discharged home with educational material and contact numbers for 

advice if develops symptoms and clear instructions to self-isolate for 14 days from date of contact 

3.3. Patient at Risk with symptoms becomes a Person Under Investigation (PUI) 

 

4. PUI management 

4.1. Perform limited clinical assessment with minimal patient contact and determine if patient requires 

admission. (see admission criteria below) 

4.2. If patient needs admission then admit directly to PUI isolation room in a COVID ward or refer to Acute 

Hospital if at PHC Facility 

4.3. If patient does not require admission then move patient with their chair to the PUI cubicle in the TTC and 

instruct not to move about or touch any surfaces 

4.4. Prepare documents for opening a folder and the PUI NHLS/NICD form 

4.5. Prepare specimens containers and label with patient details 

 

5. Testing of PUI 

5.1. Don full PPE for AGP(see above) 

5.2. Ask patient to move with their chair from PUI cubicle to testing booth in TTC 

5.3. Perform swab and place in specimen containers and double bag using an assistant outside the room 

5.4. Doff PPE in testing booth 



12 
 

5.5. Perform hand hygiene and hand patient PUI documents and instructions 

5.6. Educate the patient about the procedure for representing if symptoms worsen and emphasise need to self-

isolate for 14 days irrespective of result 

5.7. Ask patient to leave testing booth with their chair and place at cleaning station 

 

6. Follow up of PUI 

6.1. Ensure that records and documents are filed in the patient folder 

6.2. Ensure that the patient’s results are checked and recorded 

6.3. Ensure that the patient is contacted with the result and appropriate advice is given about continued 

quarantine or isolation 

 

Criteria for mild disease  - may be sent home to self isolate 

1. Respiratory rate < 25 breaths per minute 

2. Normal mental status 

3. Normal mobility status 

4. Peripheral O2 saturation SaO2 ≥ 95 % while breathing ambient air (optional) 

5. Temperature 36-39OC (optional) 

6. Pulse rate < 120 beats per minute (optional) 

 

 

Support services essential for TTC 

 

1. Patient admin clerk with IT equipment 

2. Cleaning staff and equipment for chair and environmental cleaning 

3. Security personnel for entry exit point control 

4. Waste management 

 

Supply Chain essentials 

1. Stationery for screening 

2. Educational material 

3. PPE supplies 

4. Hand hygiene supplies 

5. Environmental Cleaning products and consumables 

6. Biohazard Waste containers and consumables 

 

This SOP is intended to be a guide for adaptation for local circumstances. 
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Flow diagram of Screening and Testing at Triage and Testing Centre 
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23. Annexure B 

Standard operating procedure for flow of COVID-19 patients within Acute Hospital 

Objectives: 

1. To achieve a clear guide on managing the rapid appraisal and management of a potential COVID-19 

case referred for admission 

2. To reduce unnecessary delay in decision-making about discharge to self-isolation or admission to 

isolation facilities 

3. To reduce the touch points in the care pathway to reduce the risk to staff and other patients in 

Triage and Testing Centres and Emergency Centres 

 

Precautions: 

All potential COVID-19 patients must be managed with utmost attention to adherence to IPC principles of Contact 

and Droplet precautions: 

g. Health Care Worker (HCW) must wear a surgical mask and plastic apron and keep a 1.5m distance from the 

patient while interviewing the patient 

h. A symptomatic patient must promptly receive hand hygiene and must don a surgical mask  

i. The personal details must be captured without the patient completing any forms in person 

j. The close quarters clinical evaluation must be kept to a minimum prior to the decision for admission 

k. Health Technology Equipment must be cleaned and sanitised before and after use on a patient 

l. Use Respiratory Rate, Finger Oxygen Saturation Probe measurement for SaO2 and pulse and Temperature 

m. All Airborne Generating Procedures (AGP) including swabbing and intubation must be done in a well-

ventilated area with full PPE (N95 mask, face shield, gown and gloves) 

 

1. Any patient presenting to the Triage and Testing Centre or Emergency Centre with acute respiratory illness of 

sudden onset of at least 1 of the following: cough, sore throat, shortness of breath AND the absence of an 

alternative diagnosis, should be screened for COVID-19 (person under investigation – PUI). 

 

1.1. Patients with criteria for “mild” disease should self-isolate at home or of unable to (e.g overcrowding at 

home) the patient should be referred to a dedicated sponsored self-isolation facility while awaiting results 

of testing 

 

1.2. “Mild” disease criteria: 

1.2.1. Respiratory rate < 25 breaths per minute 

1.2.2. Peripheral O2 saturation SaO2 ≥ 95 % while breathing ambient air 

1.2.3. Temperature 36-39C  

1.2.4. Pulse rate < 120 beats per minute 

1.2.5. Normal mental status 

 

2. In PUIs presenting with evidence of severe acute respiratory syndrome (SARS), a decision to escalate support 

with proning and enhanced oxygen delivery should be made. These patients should be managed as COVID-19 

positive patients in a dedicated PUI room or area until the results of the SARS-CoV-2 PCR has become available. 

2.1. Indications for escalation include: 

2.1.1. Signs of SARS / severe hypoxaemic respiratory failure: 
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2.1.1.1. Respiratory rate > 40 breaths per minute 

2.1.1.2. Pulse oximetry (SpO2) less than 90% or an arterial blood sample with PaO2 < 8.0 kPa (while using a 

40% facemask) 

2.1.1.3. Heart rate > 120 beats per minute 

Patients deemed to be failing escalation measures may be considered for intubation and transfer to a Critical 

Care Unit. 

2.2. Palliative care (i.e. Patients not for intubation/ICU admission/), Priority 4 patients as outlined in the the latest 

Critical Care Triage Tool 

2.2.1. Acute irreversible multi-organ failure and anticipated poor prognosis 

2.2.2. Chronic terminal and irreversible illness facing imminent death 

2.2.3. Brain death in terms of legally defined criteria 

2.2.4. Following a cardiac arrest AND: 

2.2.4.1. does not re-establish a normal respiratory pattern or achieved a full level consciousness without 

sedation OR 

2.2.4.2. has fixed dilated pupils not due to medication OR 

2.2.4.3. has a cause that is not immediately reversible OR 

2.2.5. has irreversible brain injury. 

2.2.6. End-stage renal disease (eGFR < 15 ml/min/1.73 m2) with or without chronic dialysis support 

2.2.7. Chronic liver disease 

2.2.8. End-stage congestive heart failure 

2.2.9. Chronic debilitating pulmonary disease 

2.2.10. Malignancies that are incurable/resistant to treatment 

2.2.11. Clinical frailty score (CFS) of 5-9 (see attached).  

2.2.12. Age > 70 years 

2.2.13. HIV patients AND: 

2.2.13.1. AIDS-defining illness 

2.2.13.2. Viral load > 10 000 copies/mL despite antiretroviral therapy 

 

2.3 Patients deemed unsuitable for critical care will be managed as per Provincial Palliative Care Guidelines for 

COVID-19 

 

CRITICALLY ILL PATIENTS 

3. Critically ill PUIs requiring ICU admission: 

3.1. Intubation should preferably be done within a designated area using appropriate personal protective equipment 

(PPE), and a local intubation protocol. 
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3.2. PUIs already intubated, should be referred and admitted directly to ICU (unless COVID-19 consultant or ICU 

team has decided on palliative care).  

3.3. Patients should ideally be held in designated area for ventilation at the acute hospital of COVID-19 while 

awaiting admission to ICU 

3.4. PUIs testing positive for COVID-19 should continue receiving treatment with the designated ICU. 

 

3.5. In PUIs initially testing negative: 

3.5.1. If a high clinical index of suspicion remains for COVID-19, the patient should remain in the ICU and the 

test should be repeated 72 hours later. 

3.5.2. If the repeat test remains negative and/or an alternative diagnosis is made, the patient should be moved 

to a non-COVID-19 ICU for further management. If the test remains negative but a high clinical index of 

suspicion remains, a CT scan can be considered after discussion with an infectious diseases specialist. 

3.5.3. If repeat test is positive for COVID-19, these patients should remain in the ICU and managed as outlined in 

item 4 below. 

4. Confirmed COVID-19 positive critically ill patients requiring ICU admission: 

4.1. For patients within the Emergency Centre of the Acute Hospital:  

4.1.1. A consultant and/or ICU consultant should decide on further escalation. Those for palliative care should 

be moved to a COVID-19 ward. 

4.1.2. Patients for intubation and ICU admission should preferably be moved to ICU and intubation performed 

there or intubated in the ward following a local intubation protocol. 

4.2. Patients already mechanically ventilated should be admitted directly to ICU unless COVID-19 consultant or ICU 

team decides on palliative care. 

 

NON-CRITICAL PATIENTS 

5. Non-critically ill PUIs requiring hospital admission: 

5.1. PUIs not meeting the criteria for SARS or critical illness requiring ICU admission will be admitted to PUI/COVID-

19 wards, in a single room with oxygen ports available. If no single rooms are available, then multi-bed rooms 

may be used using the National IPC guideline for PUI Wards. Wards to be used include: 

Phase 1: Wards (insert wards) 

Phase 2: Wards (insert wards) 

5.2. Once each ward reaches 50% capacity, sequential wards will be opened for PUI admissions. 

5.3. PUIs testing positive for COVID-19 can be cohorted together in a COVID-19 room until either of the following 

outcomes are reached: 

5.3.1. Recovers and can be discharged. Criteria for discharge include symptom improvement AND SaO2 >94% 

without oxygen for 24 hours 

5.3.2. Requires admission to ICU. 

5.3.3. Palliative care instituted. 

5.4. PUIs initially testing negative for COVID-19: 
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5.4.1. If a high clinical index of suspicion remains for COVID-19, the patient should remain in the PUI ward and 

the test should be repeated 72 hours later. 

5.4.2. If the repeat test remains negative and/or an alternative diagnosis is made, the patient should be moved 

to a non-COVID-19 ward for further medical management. If the test remains negative but a high clinical 

index of suspicion remains, a CT scan can be considered after discussion with an infectious diseases 

specialist. Patient should remain in PUI room. 

5.4.3. If repeat test is positive for COVID-19, these patients should remain in the COVID-19 ward until an 

outcome is reached as in 5.3 above.  
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Algorithm for the management of unconfirmed (PUI) cases of COVID-19 

   

 

 

 

 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Continue Mx in 

COVID-19 ward 

Continue Mx in 

non-COVID-19 ward 

PCR + 

Continue Mx in 

COVID-19 ICU 

PCR - or 

alternative 

Dx 

Repeat PCR in 72 hrs 

if NO alternative Dx 

Indications for palliation? Yes 

Refer to COVID-

19 ICU 

PCR – and NO alternative Dx 

Repeat PCR in 72 hrs PCR- and alternative Dx 

PCR + PCR - Yes 

Admit COVID-19 

ward 

Indications for 

intubation? 

No Yes 

Person under investigation (PUI) with acute respiratory 

illness 

Critically ill? 

Intubate 

No 

No 

“Mild” disease 

criteria met? 

Yes No 

Self-isolate at home 

Or TPW Facility 

Continue Mx in non-COVID-19 ICU 
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Algorithm for the management of confirmed COVID-19 cases at Acute Hospital 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Indications for palliation? 

Yes No 

Refer to COVID-19 ICU 

Yes No 

Indications for 

intubation? 

No Yes 

Confirmed COVID-19 case with acute 

respiratory illness 

Critically ill? 

Intubate 

Admit to COVID-19 ward 
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24. Annexure C 

PATIENT FLOW DIAGRAM FOR COVID-19 CASES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key: 

PHC = Primary Health Center 

TTC = Triage and Testing Center 

ICB = Intermediate Care Beds for COVID-19 (Cape Town International Convention Center) 

CCU = Critical Care Unit 

HCU = High Care Unit 

ICU = Intensive Care Unit 

 

Acute hospital: 

Isolation + cohort 

TTC 

PHC 

TTC 

Home 

COVID ICB 

(CTICC) 

CCU 

HCU + ICU 

Palliative care 

Palliative 

care 

Note:  

1. COVID-19 POSITIVE test status required for transfer to COVID ICB 

2. Palliative Care Beds will be required at Acute Hosp and COVID ICB Centre 
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Annexure D Western Cape Hospital Surge Capacity (work in progress) 

Hospital Isolation Beds Cohort Beds Expansion capacity  Totals 

Eerste River 6 8 5 19 

Groote Schuur 41 26 25 92 

Helderberg 6 14 14 34 

Somerset 40 36 22 98 

Tygerberg 69 169 16 254 

Victoria 22 22 8 52 

Mitchells Plain 18 8 30 56 

Karl Bremer 15 82 38 135 

False Bay 6 0 39 45 

Khayelitsha 6 28 40 74 

Wesfleur 4 0 0 4 

Rurals 
Hospitals 
needed 

TBC    

Totals 233 393 237 863 

 

In addition, a number of dedicated COVID-19 intermediate care beds are being commissioned at the following sites: 

Site COVID-19 Intermediate Care COVID-19 End of life palliative care 

CTICC 850 TBC 

R300 338 TBC 

Tygerberg CoTTC 60 TBC 

Thusong/MSF 60 TBC 

Rural CWD 150 TBC 

Rural Garden Route 50 TBC 

Totals   

 

 


