
1 
 

  
 
 
 
 
 

 
This document summarizes existing technical guidance and lessons from other settings responding to the 
COVID-19 pandemic. It is designed to inform high-level planning and is not intended as a comprehensive 
national planning document or to substitute for professional medical advice or expert clinical or 
epidemiological guidance. This document is not intended to recommend or endorse any specific tests, 
procedures, opinions, or other information that may be referenced. Implementation of evidence-based 
practices and guidelines is challenging in this time of pandemic in which resources are stretched thin.  
 

 
Overview 
 
The COVID-19 pandemic strains the capacity of healthcare systems. Up to 20% of COVID-19 patients may 
require hospitalization.1  Many high-income settings lack capacity for the number of patients that require 
ICU beds and have adopted crisis standards of care, or a substantial alteration in healthcare operations, to 
respond to the pandemic. Low and middle-income settings anticipate significantly greater health systems 
constraints, including severe limits to hospital capacity. This document reviews evidence-based strategies 
for identifying patients requiring hospitalization and describes practices and recommendations for 
increasing hospital capacity.  
 

COVID-19 Risk Stratification 
 
Spectrum of COVID-19 Illness and Health Systems Requirements 
Most patients with COVID-19 can recover fully at home or in a dedicated community setting. Data from 
China shows that 80% of patients experienced mild or moderate illness that could be managed in an 
outpatient or home care setting.2 20% of patients experienced severe or critical illness and required care 
in a hospital setting. Needs for hospitalization and critical care may be lower in younger populations 
characteristic of many low and middle-income settings.3    
 
Existing data suggests that 5% of patients will require advanced critical care, including intensive mechanical 
ventilation. Many low and middle-income countries have very limited advanced critical care capacity. 
Outcomes for patients on ventilators in high-resource settings are poor,  with reported mortality rates for 
ventilated patients ranging from 25-80%.4,5,6 Early identification of COVID-19 patients at risk of 
deteriorating combined with essential critical care interventions, including administration of oxygen, 
“proning” (lying on stomachs), suction, and/or chest physiotherapy,  can lead to better outcomes for 
patients, particularly in resource-constrained settings. 7  
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Spectrum of COVID-19 Illness and Resource Requirements 
Image from Ismail et al 20208 

 
 
 
Patients at high risk for COVID-19 
High-risk patients should be closely monitored for symptom severity to determine whether or 
not they require hospital care. High risks groups with increased risk of severe cases and mortality 
include older people (65+)9, hypertension10, diabetes11, cardiovascular disease12, cancer13, 
chronic respiratory disease14, current smoker15, severe obesity16, liver disease17, asthma.18 
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Care Management Recommendations 
 
Monitor at Home or Refer to Hospital19,20 

 

 
 
Self-assessment 
Most patients experiencing mild COVID-19 symptoms can assess the severity of their illness at home and 
do not require consultation with a medical professional.  
 
Community-based monitoring 
Community-based monitoring may be used to monitor patients for clinical deterioration and rapid 
referral for inpatient treatment. Community-based monitoring may be done using community-health 
workers or other community-based providers.21  Adequate PPE for community-based providers and 
training in infection prevention and control  must be in place.22 See section on infection prevention and 
control in a community setting.  
  
Telehealth/Telephone 
Using telehealth or telephone to triage severe cases helps reduce unnecessary exposure of providers and 
other patients to COVID-19. Telehealth can be used to assess those that are sick or identified as medically 
vulnerable populations. Patients with mild symptoms can typically be assessed over telephone.23 If 
possible, video calls are more useful than telephone calls for medically vulnerable patients or sicker 
patients.24 Doctors may want to monitor medically vulnerable patients more closely due to their high risk 
for severe cases. 
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Home-based care: disease prevention and control considerations 
Community and household transmission represents a significant concern. A study in China found that 
secondary transmission of SARS-CoV-2 was 16.9% in homes where index patients were not quarantined 
and 0% in homes where index patients quarantined by themselves at initial onset of symptoms.25 Some 
settings may consider establishing isolation and quarantine sites for the care of patients and exposed 
contacts where household isolation is not possible.  
 
Everyone in the community should be encouraged to wash or sanitize hands frequently, minimize 
outings, wear a face covering (such as a cloth mask) in public, and avoid being within one meter of others 
in order to prevent the spread of the virus. 
 
Criteria for Referral for Inpatient Admission 
Symptoms that Indicate Need for Hospitalization 
Patients should go to the hospital if they are experiencing any symptoms for which they would typically 
visit the hospital or call an ambulance, such as: 

● Pain or pressure in the chest 
● New confusion or inability to arouse 
● Bluish lips or face 
● Pneumonia (with same criteria that is used to admit any patient with pneumonia) 
● Cold, clammy, pale, or mottled skin 
● Little or no urine output 
● Coughing up blood 
● Chest pain 
● Shortness of breath 

 
Silent Hypoxia 
Emerging evidence and accounts suggest that patients with COVID-19 may experience silent hypoxia. 
These patients may have low oxygen saturation levels without experiencing respiratory distress.  Early 
detection and intervention of these patients may limit the need for more intensive treatment (such as 
ventilation and dialysis) and lead to higher survival rates.  
 
Some providers are now advocating for the use of pulse oximetry to detect patients with silent hypoxia. 
One protocol developed by Lifebox recommends referral for inpatient care of patients with oxygen 
saturation levels of 92 or below in the absence of underlying illness and 94 or below with underlying 
illness.26  Immediate referral is particularly important for patients in day 2 to 5 of illness, as low early 
oxygen saturation levels predict deterioration between days 5-10. 
 
Additional Precautions for High-Risk Patients 
Patients who are at higher risk should receive closer monitoring from a healthcare worker, such as a 
community health worker or through telehealth consults with a healthcare provider. Ideally, these patients 
should have their temperature and oxygen saturation checked a few times a day. In settings where it is not 
possible to provide every patient with a thermometer or pulse oximeter, consider setting up community 
stations where COVID-19 positive patients can be monitored or utilizing community health workers to do 
home visits.27 If this is not possible, another option is the Roth score (which can be used to estimate 02 
saturation and severity of shortness of breath without a pulse oximeter).28 
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Expansion of Essential Critical Care for COVID-19 Patients 
 
Surges of COVID-19 patients may strain existing capacity of health systems. This section outlines 
strategies for expanding capacity to deliver essential critical care.  
 
Limit Healthcare to Only Essential Services 

● Delay all elective ambulatory/outpatient provider visits 
● Delay all elective/non-urgent procedures 
● Expedite discharges when possible 
● Utilize telephone/telehealth to deliver care where possible 
● Institute COVID-19 screening for patients and visitors at all facilities 
● Limit visitors to healthcare facilities  
● Transition capacity away from non-essential procedures 

 
Reallocate Healthcare Resources for COVID-19 Care 

● To the degree possible, space and beds allocated should anticipate disease surge; estimate 
maximum total demand and maximum capacity 

● Convert existing services, including surgery and emergency units, for ICU care 
● Consider designating some facilities as COVID-19 specific facilities29 
● Convert spaces for outpatient procedures to additional treatment space 

  
Establishment of Field Hospitals30  

● Large facilities (ie. hotels, dormitories, community centers, schools) that can be vacated may be 
converted to additional hospital capacity 

○ These can be used to treat cases that require non-ICU level hospital care or for patients 
discharged from ICU care 

○ Alternatively, they can be used to treat non-ICU level cases for patients who do not have 
COVID-19 

● Erect temporary structures as necessary (tents) 
● Consider military, schools or other groups to establish field hospitals and support COVID-19 

response as necessary 
 
Health Workforce 

● Develop plan to redeploy health workforce to COVID-19 and plan for task shifting of health 
workforce 

● Enlist or non-active retired healthcare practitioners (nurses, and physicians) to deliver care 
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● Consider rapidly training non-clinical volunteers (i.e. family members, community members who 
are at low risk for needing critical care if they contract COVID-19) to assist with non-technical 
procedures  

● Employ local armed forces to help establish field hospitals and employ all medical personnel from 
military in direct response under their mission statement of humanitarian assistance 

 
Supply Chain Planning 

● Plan ahead and consider the next likely shortage to decide what resources need to be obtained. 
For example, if there are no cotton swabs, test kits will not be usable.31 

● Pool and coordinate resources across settings so that they can be distributed to the places with 
the greatest need32 

 
The table below outlines current recommendations on securing, conserving, and extending 
PPE.33,34 

                     

Secure Conserve Extend 

· Selectively cancel 
elective/non-urgent 
procedures and appointments 
where HCW use PPE  

· Collect PPE from other 
providers, include primary 
care facilities, laboratories, 
dental practices, private 
pharmacies, and public 

· Use reusable PPE 
· Use PPE beyond 

manufacturing shelf life 

· Extended use of PPE is 
better than re-use of PPE 

· HCWs should avoid 
touching PPE to avoid 
contamination   

· Maximize use of 
engineering controls, such 
as barriers and maintained 
ventilation systems 

· Institute administrative 
controls to minimize 
patient contacts 

  

· For HCWs working with SARS-
CoV-2 positive patients: 
o  Re-use PPE as long as it has 

not been soiled or ripped 
o  Avoid HCWs sharing the 

same PPE 
· For HCWs working with 

patients who have not tested 
SARS-CoV-2 positive: 
o  Change PPE between 

patients if possible to avoid 
transmission 
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Triage: Ethical Framework3 
Adequate preparation and clear triage protocols are essential for minimizing the impact of the COVID-19 
pandemic on the healthcare system.35  

● Allocation based solely on factors such as age, gender, social or economic status or other illnesses 
are likely to lead to inequities 

● Disseminate guidelines in advance both to ensure equity and to protect staff from being forced to 
make decisions without support or guidance 

● Establish triage committee to support decision making based on guidelines 
● Provide palliative care resources if possible36 
● All protocols and decisions should be transparent 

○ Rationale underlying all allocation decisions should be easily accessible to both 
healthcare staff and the public 
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Additional Resources 
 
Eur Soc of Int Care Med 
https://www.esicm.org/resources/coronavirus-public-health-emergency/  
 
Society of Critical Care Med 
https://www.sccm.org/disaster  
 
American College of Chest Physicians 
http://www.chestnet.org/Guidelines-and-Resources/Resources/CHEST-Novel-Coronavirus-Resources  
 
Centers for Disease Control and Prevention 
https://www.cdc.gov/coronavirus/2019-ncov/index.html 

 
Handbook of COVID-19 Prevention & Treatment 
https://www.alnap.org/help-library/handbook-of-covid-19-prevention-and-treatment 
 
EMCrit COVID-19 Critical Care 
https://emcrit.org/ibcc/covid19/  
 
Roth Score Assessment 

Chorin E et al. Assessment of Respiratory Distress by the Roth Score. Clin Cardiol 2016. PMID: 27701750 
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