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Summary sheet 

Panel discussion COVID-19 latest insights from  

Auckland-based DHBs 

Clinical insights from the ED, inpatient and clinical teams, 2 December 2021 
 

In the fourth in a series of COVID-19 insights panel discussions, representatives from Auckland-based 
DHBs answer your ED, inpatient and clinical questions about managing COVID-19 in their hospitals.  

Visit COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) to 
download other summaries and useful resources from our COVID-19 insights webinar series. 

(These summaries are not official information provided by the Ministry of Health. They reflect the 
thoughts and experiences of webinar presenters and panellists.) 

 

Panellists 
 
ED clinicians 

• Sarah Buller, Specialist in Emergency Medicine, Auckland City Hospital Adult Emergency 

Department 

• Vanessa Thornton, Clinical Director, Acute Critical and Central Services, Middlemore 

Emergency Department 

• Peter Jones, Chair of the Acute Care Sector Advisory Group and Emergency Physician at the 
Auckland City Hospital Adult Emergency Department  

ICU clinicians 

• Nic Randall, Anaesthetist, Intensive Care Specialist, Clinical Head Middlemore Critical Care 
Complex 

• Kerry Benson-Cooper, Service Clinical Director for Department of Critical Care Medicine at 
Auckland City Hospital  

Clinical specialists 

• Stuart Jones, Clinical Head Respiratory, Counties-Manukau DHB 

• Peter Storey, Specialist in Clinical Immunology, Allergy & General Medicine, Auckland City 
Hospital 

 

 

 

 

Use the collective wisdom and expertise of your colleagues  

to continue your work with confidence 

  

https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources
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The role of the emergency department 

Admitting patients with moderate COVID 

Vanessa Thornton: Most people with moderate COVID tend to come into the hospital—they need to 
come in and be monitored.  

Sarah Buller: We have a process of early referral to inpatient teams. Some of our patients may go 
directly to the ward if there’s an available bed because moving them through the ED is essential for 
the limited number of negative pressure rooms we have there.  

Peter Jones: We do have a role in ED with patients who don’t want to be admitted and want to self-
discharge. We have a discharge co-ordinator role in ED. The important thing is the link to Public 
Health who can enact a Section 70 so that we can get reluctant patients treated.  

Referrals or self-presenting 

Vanessa Thornton: It’s a combination, perhaps 70 to 80% referral, but we do still get people rocking 
on up. Often people have tested positive and in the early days they’re not so sick, but then they 
become increasingly unwell.  

ED versus ward assessment 

Vanessa Thornton: If a patient is an obvious admission, then they will go straight through to the 
ward. But sometimes they’re referred because they're dehydrated, and they will return home—
that’s the work of the emergency department.  

Sarah Buller: The ED SMO does an assessment of the patient as they arrive just to make sure that 
they don't need resuscitation. ED has a very definite role in the resuscitation of very sick patients. 

Stuart Jones: It also depends on how you are set up and 
whether or not you can actually assess acutely on the ward.  

• Our current system in Middlemore is that we have 
everyone seen downstairs, but we've got a system in 
place which moves people quickly.  

• We've got an electronic admission form where it's 
all laid out and the patient can get various things 
done, like a chest X-Ray and bloods and get their 
first dose of Dexamethasone in early if they require 
oxygen before they get up to the ward. Because 
once they get up to the ward it’s very hard to get X-
rays and other things.  

• We’ve tried direct from ambulance to the ward, and we’ve had issues with that.  

What helicopter and ambulance teams are doing prior to bringing patients in 

Sarah Buller: The ambulance and the HEMS team are all screening similar to our screening. When 
they bring patients in on the R40 they let us know that PPE is required so that we can think about 
bed placement. 

There is central co-ordination of where known COVID positive patients are going when they’re 
coming in for COVID reasons. A central co-ordinator determines which DHB they’re going to. That's 
really key because you can have some hospitals overloaded with a large volume of COVID patients, 
or a small volume of very sick COVID patients, so trying to get some regional distribution of those 
patients is really important. 

Vanessa Thornton: Two parts of the screening are important—the EPISERVE which is standardised 
across the Auckland DHBs, and the clinical symptoms that each hospital designs in its own way. 

“You've got to create 

your own new 

streams—the 

traditional planning 

streams don't work in 

this case.”  

Stuart Jones 
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Relationships between wards and ICU 

Kerry Benson-Cooper: We’ve developed good 
relationships that possibly weren't there before. We 
have daily meetings between the ward and ICU to 
decide who's deteriorating and who looks like they 
might need to come to ICU. 

There are no strict rules about who comes to ICU—
it's to do with the resources that are available in 
either setting, and the trajectory of the patient. 

Nic Randall: We have a slightly different model 
where the respiratory physicians have taken 
ownership of COVID patients, but the model is 
almost identical where wards have almost 
exclusively taken 95% of the COVID patients that 
have been admitted to the hospital. That’s 
supported us well to carry on doing some ICU work 
in the background. 

We also have a daily meeting with the respiratory team. If the respiratory team is worried about 
patients, we’ll go and review them and bring them down to ICU if that's the best course of action. 
Sometimes that’s for treatment, but sometimes it’s to relieve the ward when they get a surge of 
patients. 

Communication between the medical team, whomever that happens to be, and the ICU is absolutely 
invaluable, and it does foster long-lasting relationships between those two services.  

Infection prevention and control 

The trigger for everyone wearing N95s 

Vanessa Thornton: We all wear surgical masks in between COVID events. As soon as you know 
you’ve got a COVID patient coming into the ED, go straight to N95.  

Peter Jones: I was an early adopter of masks. My theory is that COVID will be in the community 
before it’s detected formally, so why wait until COVID’s proven to be in the community? If you do 
this, you’re probably a bit late and you will get a staff exposure like we’ve previously seen. We 
should have plenty of stocks of N95 now. It's a bit of a judgment call, but the risk will be higher  
when we open up the borders.  

Downtime/cleaning of CT scanners after they’re used for COVID positive patients 

Vanessa Thornton: It depends on what your CT work site is like. We do our ISO clean for COVID 
positive patients through the CT scanner. We don’t use Bioquell. We have a short stand-down 
afterwards because we understand that we've got 100% fresh air through our CT scanner. So it 
depends on your own scanners and understanding your own environment to make that right for 
you. 

Sarah Buller: It is very dependent on what your facilities are. Make sure you're engaged with your 
radiology department. Our radiology department didn’t have access to cleaners. So it’s important to 
make sure they have access to those sorts of things. 

“The huge burden of COVID 

has been on our wards who 

have protected us in ICU 

hugely. People are concerned 

that that's not possible to 

replicate outside of Auckland. 

I think just keep the 

communications open and 

help each other out. There's 

no point protecting ICU beds 

if the wards are 

overwhelmed.”  

Kerry Benson-Cooper 
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Also think about the interaction between the transport team who are with the patient, and the 
techs. You need to try and separate them, but still have the ability to communicate, visualise the 
patient, have visualisation of the monitor, and have a second monitor.  

Managing with non-purpose-built facilities 

Vanessa Thornton: We’ve never tried to manage a ward with mixed patients in it. I don't think it's a 
good recommendation. You need to separate out COVID patients that are infectious.  

Obviously in the emergency department it is slightly different because we don't have enough 
negative pressure rooms to keep patients completely separated. So we do have COVID positive 
patients in closed door rooms. We try to move them to the ward as soon as possible.  

Advice about patient care 

Advice on seeing acutely mentally unwell patients 

Vanessa Thornton: We look after these patients on the COVID 
ward, and we do have to sedate them. We’re trying to make a 
plan to put more of the acutely mentally ill patients into the 
mental health unit. The COVID ward is a bad environment for 
mental health patients to be because of the isolation. We’re 
trying to get them back into a better environment where they 
can be more mobile, more able to move about. 

Peter Storey: We had a lot of support from our local 
psychiatrists who have shared some of their strategies with 
us. Drug and alcohol services can also give you some very 
useful and effective ways to help manage patients. 

• The principles are the right medications, which is very 
much guided by the psychiatrists.  

• Distractions are useful—we have colouring in books 
available, and TVs and devices for entertainment to distract people.  

• We’ve also learnt a lot about how to recognise and manage withdrawal. That’s a very 
easy conversation to have with patients because of their experiences in the past or 
experiences of friends and other users.  

Pregnant patients  

Nic Randall: We've had a number of pregnant patients in ICU. It's a complex set of problems. Have 
early conversations with the obstetrics team: 

• discuss delivery thresholds and managing preeclampsia 

• familiarise yourself with them and them with your environment. So if they have to come 
down to ICU, they know where to come and how to get in and get out of the ICU. 

Predictable signs of early deterioration 
Peter Storey: The day of the disease helps with the prediction of deterioration.  

• Someone in the first week of COVID will almost universally have fever at some point, and 
people might have myalgias and all of the usual symptoms that we screen for and 
understand. 

 

“The ward staff have 

had to rapidly upskill in 

their management of 

complex psychosocial 

issues and behaviours. 

If you know where 

your patients will be 

going, you can start 

upskilling your staff to 

be looking out for 

them.”  

Sarah Buller 
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• In the second week it's more unusual to see fever, and unusual for patients to report 
myalgia. If someone's in their second week and you’re noting those symptoms, I’d be 
concerned. I can't think of a single patient who didn't deteriorate after noting a fever in the 
second week of their disease. 

• Sometimes it can be a clinical day count—you can be quite sure that someone's entering the 
second week if there are signs of pneumonitis. Even if the patient's unsure when their 
symptoms started, this helps to give an estimate of where they are. 

Stuart Jones: We’re very aware of the so-called cytokine storm. That's when patients can develop 
pneumonitis. You know you’re going to be in trouble if: 

• you're getting fevers or progressive breathlessness after day five 

• you see desaturation on exertion. Often people are quite fine at rest—particularly younger 
patients who will maintain their saturations reasonably well. Once they start getting up and 
down, their saturations will drop quite significantly—down into the mid-80s. As a simple 
test, consider doing a one-minute sit-to-stand test and then reassess their oxygen 
saturations 

• the respiratory rate starts going up. Most patients will remain relatively bradycardic in the 
acute setting 

• someone has a ferritin in the 1000s or a high CRP and they’re at day five. 

Palliative care 

Kerry Benson-Cooper: We don’t allow visitors for COVID 
positive patients. It’s a problematic issue because we know 
the value of whānau being around patients.  

• Because of the high level of Methamphetamine use 
amongst the latest group of COVID patients, and the 
high positivity amongst their close contacts, it's 
difficult logistically to get visitors in.  

• I think we've all got exemptions to our visitor policy 
for people at the end of life. It's absolutely 
imperative that you make those plans for how you're 
going to get family in to spend time with their dying 
relatives.  

Respiratory care 

See the Therapeutic Advisory Group’s guidance on clinical management of COVID which is regularly 
updated.  

Therapeutics and drugs 

Peter Storey: Remdesivir and other antiviral drugs that become available in the coming weeks and 

months will be useful at the early stage of the disease, in fact most useful before day five. 

For inpatients, the average day of admission is day six or seven when they're starting to develop 
shortness of breath. That's when it's the inflammatory response that's the issue. Anyone with signs 
of pneumonitis will be started on Dexamethasone.  

In this latest surge, we’ve stopped agonising over who does and doesn’t get Tocilizumab. If 
somebody requires oxygen because their saturations are less than 92%, they have a raised CRP 

“The publications from 

overseas would suggest 

that the PTSD for 

whānau is much higher 

when they haven't been 

able to actually see 

their loved ones.”  

Kerry Benson-Cooper 

https://www.health.govt.nz/system/files/documents/pages/clinical_management_of_covid-19_in_hospitalised_adults_0.pdf


 

6 
 

(which is a poor prognostic marker), and are already on Dexamethasone, that’s the criteria in terms 
of special authority, and we would use it at the first point that the patient meets that criteria. The 
CRP cut-off for that in the studies was as high as 75. In practice, if the patient has a very high ferritin 
but their CRP is in the 20s, I would still use Tocilizumab. 

It's really a combination of your information. I would include the ferritin, CRP and on some occasions 
the D-Dimer would help me decide whether there's evidence of a systemic inflammatory response. 

Stuart Jones: Overseas they saw a massive change in patient outcomes when Dexamethasone came 
along. Getting that in early is always a good thing.  

• What we’re not yet sure about is whether we should be using a dose of 12mg versus 6mg of 
Dexamethasone for obese patients. Anecdotally we’ve tried it and it has worked, but that’s 
just anecdotally in a couple of patients.  

• We’re starting to use steroids in day 15-20 where people are stuck on high flow oxygen and 
they've got progressive changes on the X-ray and invariably have gone on to an organising 
phase of the lung disease. We’ve given 12 or 14 patients IV Methylprednisone at that stage. 
Again, anecdotally they seem to do better—we will look to formally report on this group. 

Nic Randall: Everybody who's come to ICU has needed Methylprednisone to get out of ICU. A 
number of people on the ward who have looked like heading to ICU have been given 
Methylprednisone and have turned around.  

Anticoagulation 

Peter Storey: Moderately unwell patients, those that require inpatient care and specific COVID-19 
treatments in hospital, would be treated with therapeutic doses of Clexane. 

• For other patients with mild COVID who are in hospital for other reasons, but coincidentally 
have COVID, we would generally use a prophylactic dose.  

• Therapeutic Clexane is not currently indicated in severe COVID requiring organ support.  

• We would suggest that people regularly follow the National Management Guideline which 
includes anti-coagulation in the treatment domain. 

Kerry Benson-Cooper: In the ICU we tend not to give high doses of anticoagulation. We give an 
intermediate dose, which is about 0.5mg per kg twice daily, or low dose. That’s still being looked at 
because we’re applying science that was developed for a different situation than what we’re 
clinically in at the moment. 

Non-invasive ventilation therapy  

Stuart Jones: CPAP works.  

• Following on from the Recovery study that clearly 
showed the usefulness of ward-based CPAP, we’ve 
been using NIV on a regular basis on the ward and 
getting good results a lot of the time.  

• Currently we’re using it in roughly 25-30% of our 
inpatient cohort. 

• It’s important to think about whether you’re going to 
use dry versus humidified circuits. Our experience is 
that after a few days people start to have enough of a 
dry circuit, so we've started adding in a bit of 
humidification at that stage. 

“Get to know your CPAP 

really well. We put them 

into action on our 

respiratory ward so that 

all the medical and 

nursing staff would be 

up to speed with them 

before we hit this point 

with COVID. If you 

haven't done that, I 

would encourage you to 

do that before you need 

it.” Stuart Jones  
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• Make sure that you change the filters on the exhalation port on a regular basis so they don't 
get too soggy. 

• Know your masks really well. We use non-vented masks with a filtered exhalation port. This 
keeps the potential viral load in the room to a minimum. There are various shapes and sizes 
of masks. It's not a one-size-fits all. There are some that fit over the mouth and nose. More 
recently Fisher and Paykel has released a sub-nasal mask. A lot of patients seem to like it 
because they can have their glasses on and they can still watch TV or read.  

Role of Airvo and other oxygen provision 

Peter Storey: When you step someone to CPAP (and have the mask and settings right), you generally 
see the oxygen demand go down immediately and you see the patient's respiratory rate decrease. 
But patients can't wear CPAP all day. There’s still a role for Airvo or other oxygen provision on their 
rests.  

Stuart Jones: Definitely the FiO2 requirement drops down as soon as you start the CPAP. We tend to 
use Airvo reasonably early because we find that the dry oxygen makes the patient cough a lot more, 
which is obviously aerosol generating. We've noticed that on the High Flow, the cough settles down 
really quickly. That's one way of reducing some of the viral load in the room.  

Nic Randall: In ICU we use a lot of CPAP and some BIPAP as well, and a lot of High Flow.  

• Humidification is a big part of the advantage of High Flow nasal prongs. They do theoretically 
give you some low-level PEEP as well, which may also assist.  

• Obviously as BIPAP dependence increases you have to start questioning whether the patient 
needs to be intubated because that's becoming ventilation for them.  

• We use the sub-nasal masks. People who like them really like them, and they sit under the 
nose so their eyes are free. This is especially useful if there's a sense of claustrophobia. 

• Self proning is also something that is used on the ward, as it is in the ICU. You can see 
remarkable improvements with that. Large patients haven’t coped with proning. They’ve 
been mainly using side-to-side proning, which does offer a benefit as well. 

Patient discharge and planning 

Clearing patients to leave isolation negative pressure rooms 

Vanessa Thornton: There's a new grid that is just being 
discussed in CTAG that the Ministry of Health is looking to 
adopt. This should be coming out soon and will help people 
de-escalate the ward with more ease.   

There's not a straight answer.  

• Low symptomatic people should be clear in 10 days.  

• Those that are mild to moderate should be clear in 
14 days, assuming their symptoms have settled. 

• The more severe and the immunocompromised can 
take longer. It also depends on their symptoms. 
They will definitely take 21 days. The ones that are 
in ICU are symptomatic for longer. They require an 
in-hospital work-through with the team.  

“The discharge co-

ordinator role is key. Not 

just for discharge co-

ordinating, but they get 

engagement with the 

patient, and early 

engagement and getting 

the patient alongside 

can smooth that 

transition.”  

Sarah Buller 
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• There's a certain idiosyncrasy around your own facility—make sure you've got the people 
with a viral load in the negative pressure room, in the phase that they're most infectious.  

Peter Storey: When we had limited negative pressure rooms, we had to risk stratify patients in terms 
of how infectious they were even though they were still in the isolation period.  

• It seems clear that once you're into the second week, you become diminishingly infectious. If 
someone was around day nine or ten then we might step them into neutral pressure rooms 
when we had limited facilities—everyone's ideally treated in negative pressure rooms, but 
it's a technique we may have to adopt again if we exceed our capacity.  

Sarah Buller: The screening tool is a necessity. Depending on which screening tool you're using, 
there can be some things like fever and shortness of breath where, once you find an alternative 
diagnosis and they have a COVID swab that's negative, there is some decision-making about 
downgrading them to a lower screen.  

It's really important that this screening is standardised across the organisation. You don't want 
someone doing something down in ED and then the ward not taking the patient. And you do need to 
move people from orange screened down to green screened for your hospital to work.  

Discharge planning and discharge processes 

Peter Storey: Once someone’s been off oxygen consistently—usually for 24 hours or more—we do 
an exertion test. This is a one-minute sit-to-stand test that you can do in the bed space to see how 
far the saturations drop. We're making sure that when they get back to where they're going, they're 
not going to deteriorate. That's been a useful way to give reassurance that someone can go home.  

Home oxygen therapy  

Stuart Jones: Sending people home acutely with oxygen to see how they get on is a bad idea. The 
patients who have been really unwell and have been on oxygen in the hospital generally don't have 
an oxygen requirement at discharge. By the time they’re at a state where they can mobilise and get 
out of hospital, their oxygenation has improved. 

A trusted trajectory of recovery  

Kerry Benson-Cooper: COVID patients are atypical 
patients. Their illness behaves unlike any other 
ARDS-type of picture.  

• It's very unusual in ICU to give non-invasive 
ventilation for pneumonia. In the past we 
would intubate and ventilate.  

• We're doing different things with COVID 
patients. We're proning them for a lot 
longer and avoiding intubation and 
ventilation for a lot longer. It's new ground 
that we're treading at the moment.  

• Patients are staying a long time. They have a 
period of being stable but extremely unwell, 
and then they get their Methylprednisone. 
Our long-staying patients have all had pulse 
Methylprednisone and prophylaxis for PJP. Then they will start to improve and hopefully get 
better and decannulate and look like they're going to the ward. 

 It is very difficult. It's a new disease but we're not special in New Zealand—we're following the 
patterns of around the world, so I don't think there's anything that's not to be expected.   

“There’s a tendency when you get 

your first COVID patients to try and 

change something every day because 

you think that they should be getting 

better faster than they are. You just 

have to stay the course. Once they 

get into ICU, they're probably going 

to be there for 10-14 days. Messing 

around on the edges constantly is 

probably the worst thing to do. You 

just have to steel your nerve. You do 

have to tolerate the high FiO2s. Be 

really, really patient and keep going 

longer than you would.” 

 Nic Randall  
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Useful resources 

Visit COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) to 
download summary notes from other webinars in this series, along with useful resources that 
Auckland DHB colleagues have offered to share. 

Visit the Ministry of Health’s website for the latest guidance on managing COVID-19 in your 
hospitals and communities.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
This panel discussion was facilitated by Manatū Hauora, the Ministry of Health.  

Our thanks to panellists for sharing their expertise.  
These summary notes and accompanying resources are available online at 

 COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) 

 

This work is licensed under the Creative Commons Attribution 4.0 International licence.  
In essence, you are free to: share ie, copy and redistribute the material in any medium or format; adapt ie, remix, transform and build upon the 

material. You must give appropriate credit, provide a link to the licence and indicate if changes were made. 
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