
Summary sheet 

Panel discussion COVID-19 latest insights from  

Auckland-based DHBs 
Inpatient and ICU care, November 24th 2021 

 

On 24 November 2021 Inpatient and ICU representatives from Auckland-based DHBs shared with 

their DHB colleagues from across Aotearoa their latest insights on managing COVID-19 in their 

hospitals. This summary sheet highlights the important guiding principles from that discussion, the 

key practice advice, and some clinical advice. Visit COVID-19 Hospital Resources | Nationwide Service 

Framework Library (health.govt.nz) to download useful resources that panellists have also made 

available to others.  

 

Panellists 
 

From Waitematā DHB 

Te Aniwa Tutara, Project Manager, He Kamaka Waiora; 

Manawhenua Lead, COVID Vaccination Programme; 

COVID IMT Māori Response Lead 

Kate Gilmour, Associate Director of Nursing (Surgical and 
Ambulatory Services) 

Kerlvin Ocado, Nurse Educator  

Sharon Russell, Associate Director of Allied Health 
Scientific and Technical Professions 

From Auckland DHB 

Peter Storey, Specialist in Clinical Immunology, Allergy & General Medicine 

Li Hsee, Consultant Trauma and Acute Care Surgeon; Clinical Director General Surgery; RACS NZ 
Trauma Committee Chair 

Vanessa Duthie, Consumer Experience Team Manager 

Kerry Benson-Cooper, Service Clinical Director for Department Critical Care Medicine 

From Counties Manukau DHB 

Stuart Jones, Clinical Head Respiratory 
Anna Mulvaney, Intensive Care Specialist, Clinical Head Middlemore Critical Care Complex 
Nic Randall, Anaesthetist, Intensive Care Specialist, Clinical Head Middlemore Critical Care 
Complex 
Kathleen Devoy, Nurse Manager Critical Care Complex 
Stephen McBride, Acting Clinical Director of Infection Services; Deputy Clinical Head of General 

Medicine 

 

“Once [COVID] comes 

you’ll relax and realise 

you can deal with this. 

Once you dip your toe in 

the water, then you’ll be 

OK. We’re going to be 

fine. Just do your best 

work.”  
(Kerry Benson-Cooper)  

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
https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources
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Guiding principles 

We’re in a complex adaptive system. To work well within this complexity: 

• good communication is everything—and have one single source of truth 

• collaborate to coordinate care and harness expertise  

• make decisions with an equity lens 

• plan and act now, don’t wait to see what happens and what’s needed 

• continually check in with staff, making sure they’re taking breaks and taking leave 

• continually engage with your patients—they’re scared and vulnerable and isolated in their 

rooms 

• support staff to be flexible and to be ready to do what they don’t normally do 

• invest time in training staff—this not only builds skill, but grows confidence.  

 

Practice advice 

Plan ahead 

Planning ahead builds everyone’s confidence. Team 

preparedness is vital.  

1. Build your team before you expect them to provide 

COVID care. Don’t just throw them together and 

then expect them to perform the next day. Support 

and develop them and grow them as a team. 

2. Work out your model of care (green, amber, red). 

3. Practise your PPE. Get everybody super confident. 

Once you’ve got confidence in your PPE practice, a 

lot of the stress from your staff goes away.  

4. Figure out how you’re going to communicate with 

patients in the room, eg Zoom or iPads, or two-way 

walkie talkies.  

5. Start working on your inpatient admission routes, 

ie how you’ll get patients to the ward from ED.  

6. Plan routes for patients. If you suddenly have to 

get them to theatre, how will you get them there 

and who will you call to support you to get them 

there? 

7. Think about how you’re going to clean equipment 

that comes out of COVID wards or rooms—eg a 

tent at the ICU so that what comes out of a COVID room doesn’t have to be thrown away but 

can be cleaned and re-used.  

8. Think about whether you need to double up on equipment like ultrasounds or glidescopes.  

 

 

“We have iPads set up in each 

patient’s room and in the 

nurse’s station. We have each 

room set up on the iPad so you 

can just press the room 

number and communicate with 

the patient or nursing/medical 

staff who are in the room. It 

means you don’t have to keep 

donning and doffing. You can 

call another colleague to bring 

things to the room as needed.  

“With iPads, a doctor can be 

doing a physical assessment in 

the patient’s room while the 

rest of the team watches and 

can ask questions via zoom.”  
(Kate Gilmour) 
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Don’t under-estimate or take for granted the day-to-day things that you do for patients. You need to 

plan for these:  

• cleaning and double equipment for staff 

• re-stocking consumables (eg toothpaste for patients) 

• how you’ll empty rubbish bins 

• pharmaceuticals—how to get controlled drugs in, and if you train your staff rather than have 

a pharmacy technician coming in 

• how other services are going to interact with the ward (eg X-ray) 

• getting food in and food out—where it’s delivered to, how you get it to the patient 

• security for code oranges—whether security enters the room or not 

• what’s going to be different for resuscitation  

• planning routes for patients 

• what equipment you need that you might not have used before, such as blood gas analysis.   

Infection control 

As staff become familiar with infection control procedures, 

this will build their confidence that they can manage. Some 

of the ward-based infection control procedures talked about 

are: 

• COVID patients located on one side of the corridor 

• two nurses to one patient and those nurses check 

each other to make sure that they put their PPE on 

correctly 

• posters at donning and doffing stations in the 

corridor and also in each of the rooms with the 

steps that staff need to take to ensure that they’re safe 

• donning and doffing being done in the corridor 

• a spotter in the corridor checking nurses as they go in and out, making sure that they doff 

correctly. 

Infection control in surgical settings 

You will see COVID positive patients with surgical needs being admitted to hospital. It’s essential to 

have surgical and perioperative protocols in place. Carry out team simulations, and practise if you 

can. This will ease the tension and uncertainty for staff. 

Auckland City Hospital has two streams; one is the acute setting and the other is the planned care 

setting. 

• In acute settings, if the patient is unconscious/bleeding and the team can’t get a clear 
history, they manage this patient as if they have COVID. Surgical/ED teams are in full PPE 
and they follow COVID protocol in theatre. A rapid PCR test can be done in the operating 
theatre or in ED. They need to wait for the PCR results to come back before post-op 
disposition. 

• For patients on the orange pathway where the patient has symptoms or is at risk of COVID, if 
surgery can wait for 2-3 hours, the surgical team prefers to have the results of the rapid PCR 
test before they get into the operating theatre. 

“We have a PCR negative 

policy for patients in our 

hospital to go into the 

main ICU. If you don’t have 

a negative PCR then you 

have to go into a negative 

pressure room until you get 

your COVID test results.” 
(Nic Randall) 
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• In planned care surgery, patients should be tested within 72 hours before surgery. If they 
haven’t had a test in this timeframe, a Rapid Antigen Test is done when the patient is 
admitted, and before theatre. 

Role of wards and ICU 

Hospitals have significantly upgraded the amount of care 

delivered through wards. This has relieved the pressure 

on ICU beds.  

Ward staff training 

The success of ward care relies on all the medical staff, 

nursing staff and allied health staff being trained in how 

to work a high flow nasal device and how to work a CPAP 

device that can give a high flow of oxygen (which is not 

the standard home-based CPAP machine). This is new 

and takes time and attention to make sure everyone is 

confident with it.  

Separate COVID wards 

Counties Manukau has a separate COVID ward. This hasn’t 

always been the case. They previously managed cohorts 

of patients in their standard negative pressure rooms until 

the volume of patients became too great.  

There are COVID patients being treated outside of the 

COVID ward. Counties Manukau is discovering that they 

need some flexibility for their patients who might need 

surgical or other nursing care that requires a particular 

skillset.  

ICU setting 

There are no particular measurements around whether a patient should be in ICU or the ward. It’s 

more a global assessment of the patient, looking at their working breathing, how tired they’re 

getting. And that’s where communication becomes so important.  

• Communicate daily (twice daily Zoom meetings) with the involved and interested teams—

who is deteriorating or who is going out to the ward? Who are you concerned about? 

Discuss the goals of care.  

As well as the social issues that a particular cohort of COVID patients might be experiencing, the high 

levels of CPAP and nurses in full PPE makes the ICU environment a difficult one.   

Note that you’ll be persisting with your treatment of COVID patients in ICU for longer that you’re 

used to.  

  

“The ICU has been very 

seriously protected by the 

amount of care that’s been 

happening on the ward. The 

wards have been looking after 

patients that two years ago we 

wouldn’t have dreamed of 

asking them to look after. 

That’s what’s kept Auckland 

ICU coping, and some planned 

care continuing.”  
(Kerry Benson-Cooper) 

 

“We started naively thinking 

we would just be a medical 

COVID ward but quickly 

realised that surgical, ortho, 

gynae and maternity patients 

can also have COVID.”  
(Kate Gilmour)   
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Transferring patients 

• Walk the route first. 

• Have a team designated to transfers who can walk ahead and alert people down corridors to 

make them aware that a COVID patient is coming through. 

• When transferring a patient from the ward to ICU, consider how you’ll get them from A to B 

and provide respiratory care along the way. Sometimes you might just need high flow 

oxygen. The CPAP V60s have a battery and filter, so provide an incredibly safe way to 

transfer patients through the hospital. 

Te Tiriti and equity 

What you do in a hospital every day is a Treaty activity— 

you’re enacting Article 3 of the Treaty. (In Article 3, the Crown 

promised to Māori the benefits of royal protection and full 

citizenship. This text emphasises equality).  

Maintain a culture of valuing and privileging whānau in 

the system of health care 

Waitematā DHB has set up a COVID Oranga Coordinators 

service. Staff work specifically with the whānau of inpatients. 

They talk with the patient and also the whānau at home—

what are their social needs, who’s doing the shopping, paying 

the electricity bill?  

Just talking with whānau helps alleviate whānau concerns and worry that their auntie or brother is 

going to be looked after. “People are telling us as Māori people things they should have told their 

doctor.”  (Te Aniwa Tutara) 

COVID Oranga Coordinator staff also support the ward staff. They attend the morning handover 

meetings so inpatient staff have someone to talk to about what the cultural needs might be. 

Staff have been pivoted from vaccinaton centres. This means they come ready-trained with COVID, 

they’re used to wearing N95 masks and wearing PPE. Some of them are swabbers as well. So they’re 

not afraid of the COVID ward.  

A senior Māori social worker provides supervision to that team, and they have a daily debrief.  

Structural considerations 

When setting up an Incident Management Team (IMT) ensure Te Tiriti becomes a continuous thread 

that supports all of the workstreams in that team.  

• Gather Māori data. When it comes time to make decisions in the IMT that would benefit 

Māori communities, you need a Māori picture of the data.  

• When people come to you with requests, consider Te Tiriti and equity and describe any risks 

to your Te Tiriti obligations. That will help your team decide whether something will 

positively or negatively impact on equity.  

  

“There is no such thing 

as neutral when it 

comes to equity.” 
(Vanessa Duthie quoting 

Sharon Shea) 

“Whatever you’re 

doing will have an 

impact on equity.”  
(Vanessa Duthie) 
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Roles, rosters and staffing 

COVID will have a major impact on medical department staffing, 

particularly general medicine and respiratory medicine.  

COVID care will be a multi-disciplinary affair. Good 

communication and a clear understanding of roles will be key to 

this working well. Nurses will have to manage patients beyond 

their usual scope.  

• Because everyone is wearing PPE and isn’t immediately 

recognisable, make sure they’re identifiable by a sticker. 

• Have daily meetings, eg between intensive care, the 

respiratory team, the infectious diseases teams as well 

as those providing the clinical care.  

• Establish those very important relationships between 

the different specialties. This can help you to be very 

ordered in terms of escalation.  

• Consider a night registrar for the COVID ward. 

• Relieve ward nurses every 2-3 hours to ensure they have some time out of PPE.  

• There are different views on pod rostering. As confidence in the safety of PPE grows, pod 

rostering can be less of an issue for staff. Counties Manukau tried pod rostering but reached 

the stage where there were so many COVID patients coming through their emergency 

department that they had no choice but to relax those policies. This has also made staffing 

much easier. They continue to have surveillence testing and spotters to ensure donning and 

doffing is taking place safely.  

Training 

• Train as a team. Bring multidisciplinary teams together so that everything is done 

collaboratively.  

• Simulations are a good learning process for staff—eg simulate how you’ll get the rubbish out 

of the room (this is a classic question that staff ask). 

• Consider three steps for training: 

o the basic skill set 

o the enhanced skillset 

o the supportive skillset.  

Allied health  

Your allied health workers, including your physiotherapists, anaesthetic technicians and lab workers, 

play a pivotal role in your multidisciplinary team. In the Auckland-based DHBs: 

• anaesthetic technicians: 

o help with training 

o work with theatre staff and nursing staff within ICU for proning of patients 

o work alongside an inter-disciplinary team as they provide training for acute care 

within the simulation centre 

o are on the wards showing ward staff how to do CPAP and non-invasive ventilation 

“Respiratory have 

taken the lead and 

they’re really running 

a respiratory HDU on 

our ward. We’ve had 

to dissolve two of our 

general medicine 

teams to release our 

respiratory capable 

physicians with the 

advanced respiratory 

skills.”  
(Stephen McBride) 
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• physiotherapists have developed patient handouts and staff education videos and policies 

on proning 

• acute staff have been re-trained to support nurses on the ward 

• clinical coaches are making sure people keep up with their skills 

• allied health staff have set up a Rapid Response Team alongside a GNS in the emergency 

department to help the flow of patients move through smoothly 

• allied health staff are helping reduce admissions into hospital by providing a communtiy 

response.  

A group of clinicians continues working in the community. The Community Connect initiative has 

clinicians calling those who would normally be seen within the community setting, or have recently 

been discharged from hospital, and are vulnerable. Community teams and outpatient teams have 

used Telehealth, but also go and see patients where there’s a high degree of clinical risk. All staff are 

trained in PPE. Anyone doing face-to-face contact has had mask-fit testing, and has completed the 

mandatory PPE donning and doffing training. 

Communicating and collaborating 

Communication is calming! Be honest with your staff. Share everything that you know. Those who 

haven’t kept up with treatment options are often scared, and regular communication will allay some 

of their fears.  

• Communicate across teams over the COVID pathway—ED, general medicine, respiratory 

medicine, the ICU, infectious diseases. Get together weekly and then wider within the 

organisation with those who you may not think of as being particularly involved in COVID, 

but are—particularly surgery and women’s health.  

• Have regular huddles but also regular debriefing events to go through what’s working, what 

do we need to change.  

• Know who can help you, eg who can support nurses with CPAP until they’re confident.  

Clinical advice 

• Monitor patients closely. Twenty four hours is a long 

time for people who are in the the day 5-10 window 

of symptoms. You can see quick deteriorations in 

patients over a 24 hour period.  
 

• When you’re monitoring, don’t be fooled by relatively 

OK oxygen saturation and lack of symptoms at rest. 

Particularly with younger patients who can maintain 

reasonable oxygen saturations at rest but as soon as 

you stand them up to exercise you see the full effects 

of what’s going on in their lungs.   
 

• “Happy hypoxic” is when you ask the patient what 

their symptoms are at rest and they say they’re 

feeling fine, but you know that their oxygen 

saturations are in their boots.  

 

“If you get a good history and 

work out how long a patient 

has been unwell, you can 

almost predict what problems 

the patient’s going to be 

facing based on the day of 

illness, or the day since 

symptom onset, and so you 

can stay one step ahead...and 

provide advanced respiratory 

care so that ICU can be 

involved at an early stage.” 
(Peter Storey) 
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• Proning works in a non-ventilated patient on a ward. 

There are some good protocols that have come out 

and that are available to be shared. Self proning in 

patients who are awake does work and does improve 

things, and is worth pursuing. 

 

• Don’t intubate COVID patients as early as you would 

with others. That’s been learned from overseas. 

Ventilating and intubating can be a mark of a pretty 

long admission with worse outcomes.  

 

Useful resources 

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

download useful resources that panellists have offered to share. These include screening tools, 

podcasts, Rapid Antigen Testing processes, proning information, flow charts and management and 

planning documents.  

You’ll also find summary notes and Q&As from ongoing webinars as they take place over the coming 

weeks.  

 

 

 

 

 

 

 

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. 

 

“We have a lot of information 

now about how COVID works 

and it seems to function just 

how is says on the can! It’s as 

described...” (Nic Randall) 

 

https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources
https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources

