
COVID-19 
How we do it @ Royal 

Surrey

The ED leadership 
team

March 2020



“To save the life of an 
intensive care patient 
now is the effort of the 
whole hospital”

Maurizio Cecconi . 
ITU and Anaesthetic
Consultant . 
MILANO.Italy

This Photo by Unknown Author is licensed under CC 
BY-SA

https://it.wikipedia.org/wiki/Felipe_Massa
https://creativecommons.org/licenses/by-sa/3.0/
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Protection of 
patients and 
staff

Safety is the first 
priority



Protection of 
patients and 
staff



PROTECTION 
OF STAFF

If you suffer from a chronic condition
or are pregnant please contact your line manager



Front 
Door

Triage: • There will be two points of entry into the ED main entrance 
and Ambulance doors. 

• At both entrances there will be a forward triage nurse who will 
take a brief history take a temperature and then stream 
patients into the non COVID pathway or the COVID pathway. 

• All patients streamed into the COVID pathway will be asked to 
wear a surgical mask and use hand sanitiser at point of entry. 

• Key principle is to protect our workforce and vulnerable 
patients by assessing at point of entry.



ACTION GUIDE (NAVIGATION NURSE front door) 
ASK patient 
Do you have ANY one of the following? 
Fever over 37.8 
Persistent cough (acute onset of cough can make confusion, we had a 
case today) 
Hoarseness 
Short of Breath 
Sore throat 
Wheezing 
Sneezing 
Nasal congestion 
 
NB 
All asymptomatic patients that are either self-isolating/have a 
symptomatic household member that present can be treated through 
the non Covid pathway wearing a surgical mask.  
 
If they answer YES to ONE of the criteria 
 
HCA to 

GIVE PATIENT A SURGICAL MASK 
If the patient is displaying symptoms but is clinically well and has no 
injury to be advised to return home, self-isolate and contact NHS 111 if 
symptoms worsen.  Please provide leaflet re self-isolation.  
 

• Record details on a front sheet and complete casualty card with 
documentation of advice given 

• Record a baseline set of observations including RR 
• Track off system 

If the patient presents with ONE symptom and are clinically well, but 
need to remain to be seen in Minors/Majors 
 

• Record a temperature – if 37.8 or the patient has taken 
antipyretics then presume greater than 37.8  

• Give a SURGICAL MASK, advise to wear at ALL times and sit in 
the ‘clean’ waiting room 

Pre triage



If the patient presents with TWO OR MORE symptoms and is 
ambulating with normal SpO2 please send to ED 2 with a surgical 
mask on.  
 
Patients with abnormal observations and or SpO2 with TWO OR 
MORE symptoms are to be streamed into majors isolation. With a 
surgical mask on.  
 
Paediatric patients with TWO OR MORE symptoms are to be 
streamed into Paediatric ED. With a surgical mask on.  
 
Record their details on the front sheet 

• Radio Majors isolation (A) or Paediatrics to inform them of a 
patient. 

• HCA to escort patient directly to ED Majors or Paeds ED of the 
appropriate area, giving booking in details to reception on the 
way 

•  Patients for ED 2 will be directed towards the AEC entrance 
where they will book in at the ED2 (AEC) reception.  
 

If patient answers NO  
• Patient to proceed to Reception as normal and is to be 

streamed as normal 
 
MATERNITY PATIENTS 
If maternity is expecting a potential Covid positive expectant Mum, 
they will radio/call down. 
 

• Give the patient a SURGICAL MASK 
• HCA to walk them to the ‘Pregnancy POD’ (old EPAU) you 

MUST go the same route as you would to Paediatric isolation 
and use the door on the left 

 
Midwives will come down and see the expectant Mum  
 

Pretriage



Clinical 
admission 
tool

ED Covid19 Clinical Admission Tool (updated on 20th March 2020)
1. Fever
2. Cough
3. Dyspnoea
4. Travelling from risk areas
5. Contact with confirmed Covid19 patient
NB: All asymptomatic patients that are either self isolating/have a symptomatic household member that present can be treated through the none COVID
pathways wearing a surgical mask.

Clinical Phenotype 1 2 3 4 5

Clinical 
presentation

Patient with 
temperature and 

respiratory symptoms 
but not hypoxia and 

CXR negative

Patient with 
temperature + 

consolidation on Xray
or hypoxic.

Frank hypoxia, fever, 
multiple consolidation 

(patches) on Xray with high 
concentration oxygen 

compensation (SpO2 above 
90% with high concentration 

oxygen).

pre-ARDS
ARDS (high risk for 

male between 35-70 
of age)

Management
Swab the patient if

required accordingly to 
PHE criteria.

Admit and isolate. 
Can deteriorate quick. Critical care area Critical care area Critical care area

Treatment
Symptomatic

treatment, reassure
and discharge home. 

Symptomatic 
treatment. If GCS <15 

then ABG. 

Involve ITU.
Oxygen 92-96% (88-92% if 
COPD or severe restrictive 

lung disease). 
If target not achieved then 

move to Phenotype 4.

ITU management ITU management

2 or more criteria?  COVID area

Vital parameters for all 
patients, if 1 criteria?

If Obs ok, patient to self-isolated 
home according PHE



Clinical admission tool
Aim
The aim of the following supplemental ‘clinical admission tool’ is to identify suspected Covid-19 patients who do not require hospital admission (Clinical
Phenotype 1) and discharge home safely.

Background
In recent publication of Clinical Characteristics of Covid19 in China (published on February 28, 2020, and last updated on March 6, 2020, at NEJM.org), the median age of
positive patients was 47 years while 41.9% were female. The most common symptoms were fever (43.8% on admission and 88.7% during
hospitalization) and cough (67.8%). Diarrhoea was uncommon (3.8%). The median incubation period was 4 days.

On admission, ground-glass opacity was the most common radiologic finding on chest CT (56.4%). No radiographic or CT abnormality was found in 157
of 877 patients (17.9%) with non-severe disease and in 5 of 173 patients (2.9%) with severe disease. Lymphocytopenia was present in 83.2% of the
patients on admission.

Myocardial damage and heart failure is quite frequently a cause of death (alone or in combination with respiratory failure). Many patients show an
elevation of Troponin levels; the heart is involved in 40% of patients dying from Covid19 infection.

In clinical management, considering chest CT scan has various logistic obstacles (eg: infection control), lung point of care ultrasound (POCUS) has found
to be in ?Covid patients approach incredibly helpful in detecting interstitial syndrome, alveolar consolidation, pleural line abnormalities, and pleural
effusion. Lung POCUS represents an effective tool for diagnosing pneumonia in the Emergency Department. It can accurately provide early-stage
detection of patients with (H1N1)v pneumonia having an initial normal CRx. Its routine integration into their clinical management is proposed. (Testa et al.

- Early recognition of the 2009 pandemic influenza A pneumonia by chest ultrasound - Critical Care 2012).
Finally, from Italian EDs experience, invaluable is the support of the walking test (6 minutes) either rapid walking test (patient should walk at the
highest possible speed for 20-30 meters on a linear path) measuring basal SpO2 on air before and after the test. The test is positive if the patient loses at
least 5% saturation. This comes from expert consensus instead from evidence based.



Clinical 
admission tool

Royal Surrey Emergency Department 
Covid19 Clinical Admission Tool - Clinical Phenotype 1

Is your patient 

SpO2 >95% on air

(if COPD >90%)

Yes

Admit and follow 

Clinical Phenotypes 2-5

Perform POCT, routine blood 

test#, ECG, POCUS lung*, 

CXR and walking test. 

Are CXR (or POCUS lung) 

and walking test negative? 
No

Yes
Patient for senior 

review to be 

discharged with 

leaflet (safety 

netting)

Senior review and 

consider Clinical 

Phenotypes 2-5

No

# Routine blood test are not required if
a patient does not need admission
* POCUS Lung requires a minimum of
training which is currently under
arrangement

Is your patient 

clinical phenotype 1? 

Yes

No



Lung POCUS



Lung POCUS



Lung POCUS



Paediatrics

PAU SHO helping 
ED during days

All paediatric patients will enter via the two entry points and be assessed by the 
forward triage nurse. 

All non COVID children will go to Paediatric ED. 

Phase One All COVID children will be directed to PAEDS ED cubicles.

Phase Two All COVID children will go to Paediatric ED which will be a COVID 
area. All Paediatric minors patients will be seen in minors with adults.  All NON 
COVID Paediatric majors patients will be transferred to PAU for assessment. 

Paediatric PAU will not accept any potential COVID patients they will be 
directed to ED. Paediatric medical team will support Paediatric ED. 



Maternity:

All pregnant women will be screen by the midwife. Mums with COVID symptoms will be 
diverted to the ED entrance by the midwife accepting the telephone call and will be 
streamed into the EPAU which will become the maternity forward triage point known as 
the “Pregnancy Assessment POD” (P Pod). 

Maternity will contact forward triage nurse in the ED by radio and make them aware on 
the incoming patient. 

The ED triage nurse will then inform the midwive by radio that the patient has arrived 
place a mask on the patients and transfer them to the P POD. 

Midwife will come to P POD and assess the patient and determine if they are for 
admission. If they have not already been swabbed and require admission the patient will 
be swabbed. 

The Midwife will then arrange for an isolation room in maternity and transfer the patient 
to the maternity ward. 



PHASE 2



clinical 
characteristics

Test Result Comments

WCC Normal N:L ration > 3 poor prognosis

Lymphocytes Low Low in 80% of cases

Neutrophils Normal 

Platelets Mildly low < 100 poor prognosis

D-dimer High > 1 poor prognosis.  DIC may develop later

CRP High > 125 poor prognosis.  If normal consider 
alternate diagnosis eg heart failure

PCT Normal Elevated = think bacterial infection

Lactate Mildly High Caution: not shock

Troponin High Poor prognosis.  Not AMI - ECG

Urea / Creat Mildly High AKI usually mild

CK High Rhabdomyolysis may contribute to renal 
failure

AST/ALT High 5 times normal, transient, no fulminant 
hepatitis; rise day 14

Albumen Low



Imaging: CXR

� Request information – ensure 
?COVID-19 + respiratory history + 
smoking history

� Typically patchy ground glass 
opacities; may be unilateral (25%)

� Peripheral and basal

� Number of lung segments 
increases with more severe disease

� Over time, patches coalesce into 
more dense consolidation

� May be subtle / appear normal 
(40%)

� Do not tend to see: effusions (5%), 
cavitation, mass, 
lymphadenopathy 

Thoracic Imaging in COVID-19 Infection, British Society Thoracic Imaging



Imaging: CT

Sensitivity around 80% - may be 
normal in early stages

� Peripheral ground-glass opacities

� ‘Crazy paving’ may be present

� Diffuse alveolar damage

� Organising pneumonia

� Less likely: non-peripheral, 
effusions, lymph nodes

� Not: lobar pneumonia, cavitating, 
Tree-in bud changes

Thoracic Imaging in COVID-19 Infection, British Society Thoracic Imaging



Management
(remember 
single clerking 
proforma)



Treatment
(see article on the 
Lancet)



Dialysis

�Renal failure in 7%
�Acute tubular necrosis as part of 
multi-organ failure
�Rhabdomyolysis may contribute
�Strong predictor of mortality –
92%



Prognosis
(from Retrospective cohort 
multicenter study in Whuan. 
The Lancet 
March 9, 2020 
https://doi.org/10.1016/S0140-
6736(20)30566-3 



Cardiac arrest



Cardiac arrest



Cliff Mann’s 
document



Patients for 
SDEC and 
discharge



Patients for 
SDEC and 
discharge



Discharge 
leaflet



It is a team 
effort

� Take regular breaks
� Be kind to other and to yourself: it is OK not to be 

OK. Talk to your seniors.
� Meditation: 

https://www.youtube.com/watch?v=Fpiw2hH-dlc
� Tapping technique:video from Aga Kehinde Royal 

surrey.  https://www.youtube.com/watch?v=ftA-
I3xDZEo&feature=youtu.be

� teamjoy@joyfuldoctor.com
� Pastoral care Adria Teare a.teare@nhs.net

freedom to speak up and  champion lead chaplain.
� Wellness compendium 

https://books.apple.com/gb/book/rcem-wellness-
comendium/id1484639161

Look after 
yourself

Look after your 
team

https://www.youtube.com/watch%3Fv=ftA-I3xDZEo&feature=youtu.be
http://nhs.net
https://books.apple.com/gb/book/rcem-wellness-comendium/id1484639161


Psychological support at Royal Surrey



Resources

https://www.gov.uk/coronavirus

https://emcrit.org

http://www.stemlynspodcast.org

https://www.ecdc.europa.eu/en

https://www.who.int/emergencies/diseases/novel-
coronavirus-2019

http://thesgem.com

https://www.who.int/emergencies/diseases/novel-coronavirus-2019


“To save the life of an 
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