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•	
C
lear	the	E

D
	of	all	adm

itted	patients	
w
ith	cooperation	of	inpatient	units	as	

feasible	and	the	hospital	executive	as	
needed.

•	
S
end	adm

itted	patients	w
ithout	a	bed	

to	a	pre	determ
ined	holding	area	(e.g.	

outpatients,	short	stay	unit)	to	allow
	

im
m
ediate	decant	and	have	inpatient	

units	pick	patients	up	rather	than	E
D
	

staff	perform
	transfer.

•	
Identify	intra-E

D
	expansible	areas—

corridors,	transit	lounge,	short	stay,	fast	
track—

for	care	of	stretcher	and	sitting	
patients	w

ho	can	be	cohorted.	
•	

Identify	and	set	up	an	extra-E
D
	

diversion	area	for	stable,	am
bulatory,	

non-em
ergency	patients.

•	
C
lear	the	w

aiting	room
	of	all	patients	fit	

for	disposition	to	alternative	providers.

S
T
A

F
F

IN
G

•	
A
llocate	roles	and	distribute	appropriate	job	action	cards.

•	
D
eterm

ine	m
eeting	points	for	new

	staff	to	arrive	and	staff	updates	to	occur.
•	

D
ecide	if/how

	the	E
D
	m
ust	m

odify	its	staffing	m
odel.
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•	
N
otify	E

M
S
	to	arrange	bypass	of	individual	patients	unrelated	to	the	surge	event.

•	
C
o-locate	triage	and	security	staff	to	create	triage-security	surge	team

(s).		
•	

P
reposition	a	surge	team

	to	the	w
aiting	room

	entrance.
•	

U
se	rounds	to	force	clinical	decision-m

aking.
•	

A
nnounce	surge	induced	goals	of	care	w

ith	truncated	investigation	and	treatm
ent	

processes.
•	

P
lace	security	at	all	entry	and	exit	points	to	ensure	access	exclusively	to	patients	and	

properly	badged	staff	
•	

A
nnounce	intent	to	delegate	extensively	to	free	up	the	senior	clinician(s)	for	decision-

m
aking	purposes.

•	
B
ring	in	early	use	of	disaster	patient	tracking	system

	and	have	a	dedicated	staff	m
em

ber	
keep	this	updated.	

•	
If	recognized	by	the	local	system

,	invoke	pre-established	m
ethods	of	utilizing	alternative	

sites	for	patient	disposition.
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•	
D
istribute	pre-m

ade	“disaster”	ID
s,	chart	

packs,	X
-ray	and	lab	slips.

•	
D
istribute	tools	for	redundant	

com
m
unications—

cell	(m
obile)	phones,	

2	w
ay	radios,	w

hite	boards,	runners.
•	

C
all	for	extra	trolleys	and	chairs	so	

every	patient	has	a	place	to	lie	or	sit.
•	

C
all	for	extra	portable	suction,	

ventilators,	m
onitors.

•	
C
reate	at	least	one	portable	disaster	

trolley	appropriate	for	each	cohort	
area.	S

tock	w
ith	item

s	such	as	fluids,	
dressings,	IV

s,	analgesia,	antibiotics.
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•	
D
elegate	extensively.		Your	job	is	to	m

ake	decisions,	not	gather	data.
•	

M
ake	frequent	rounds	to	geographic	areas	of	cohort	care.

•	
P
ursue	an	appropriate	disposition	even	w

ithout	a	clear	diagnosis.
•	

C
onsider	the	use	of	Focused	A

bdom
inal	S

onogram
	in	Traum

a(FA
S
T)	to	assist	early	

disposition	
•	

Lim
it	contrast	studies.		E

D
	staff	read	film

s	but	insist	on	real	tim
e	reporting	of	studies	as	

driven	by	patient	instability	or	provider	uncertainty.
•	

M
inim

ize	return	of	patients	to	the	E
D
.		A	patient	sent	out	of	the	E

D
	for	a	special	study	goes	

w
ith	a	provisional	diagnosis	and	a	disposition	plan.		
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•	
M
axim

ize	cohort	care	and	m
inim

ize	
one-on-one	care

S
T
A

F
F

IN
G

•	
R
equest	surgical	and	critical	care	liaison	points	in	E

D
	

•	
E
ngage	non-clinical	staff	(e.g.	m

edical	students)	as	runners,	scribes,	and	patient	
transporters.
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•	
H
ave	a	team

	m
em

ber	dedicated	to	
restocking	supplies	in	m

ain	cohort	areas	
allow

ing	staff	in	these	areas	to	m
aintain	

clinical	roles.
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B
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or	D
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D
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C
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X
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S
U

R
G

Er
r

P
hysical	spaces/places	are	depicted	w

ith	C
A
P
ITA

LS
.

R
ecom

m
ended	priorities	for	the	E

D
	supervising	consultant	and	senior	colleagues	are	

depicted	in	low
er	case.	

C
A
R
E
	=	patient	care	area/treatm

ent	cubicles	and	resuscitation	areas
R
O
A
D
	=	R

oadside
S
U
R
G
E
	=	surge	areas	(eg.	S

hort	stay	unit,	fast	track	area,	corridor)
TR

IA
G
E
	=	triage	area

A
dv	Triage	=	advance	triage

W
A
IT	=	w

aiting	room
X
-R
AY	=	radiology	services

b
		=	R

e-deployed	senior	E
D
	staff	m

em
ber	

Ö
 
=	S

ecurity	personnel
r
	
=		E

xtra	trolleys/stretchers

	=		M
edical	supplies	and	equipm

ent
	t

	
=		U

sual	patient	flow

*R
econfigure	=	R

e-organise	staff	and	cohort	patients

*R
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