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Abstract
King Faisal specialist Hospital and research centre (KFSH&RC) emergency department (ED) had to move its opera-tional services to a distant satellite unit (SU) 
temporarily for 2 weeks in the middle of the COVID-19 pandemic peak season. The move was inevitable and had to be carried out at short notice.

Aim: Whether our ED had analyzed all the risks prior to making this transfer? Did the planning take in to consideration all the risks involved and discussed the 
mitigation plan? Was there any serious untoward incidents directly related with this move?

Methods: We analyzed all the preparatory meetings, flow processes, protocols, number of ED patients transferred and safety related incidents during this period. 

Outcomes: Moving an ED is a laborious process which has to be carried out in an appropriate time frame with adequate preparedness and appropriate risk  
management.
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Introduction
KFSH&RC ED had to relocate itself in the middle of the COVID-19 

crisis, due to pressing reasons. It had to transfer its services to a smaller 
satellite unit (SU), couple of miles away from the parent hospital.

Intra hospital transfer of Emergency department (ED) within the 
same building carries a huge risk but when the new location is physically 
away, the risk gets multiplied. In the midst of a COVID-19 crisis, it was 
like lowering the guards against a tsunami [1].

The deadly COVID-19 crisis was reaching its peak during the first 
wave, when the highly vulnerable front end ED staff were given the 
herculean task of relocating the whole department, while continuing to 
provide the emergency services.

KFSH&RC ED protocols from delivery of life support to sitting 
arrangements in the ED waiting room had just been made COVID-19 
compliant, when the decision to relocate the ED within two weeks was 
announced [2].

The ED staff had to go back to the drawing board and brainstorm 
a strategy for this new challenge, which could not have come at a more 
difficult time. The courageous staff despite the ongoing battle with 
COVID-19 took this new challenge head on.

We wanted to highlight the risks posed around this move and the 
counter measures, which made this move possible, in a short frame of 
time.

Risk assessment

The SU had to function as the main receiving site. Main ED at 
KFSH&RC was to stay partly operational to look after existing admitted/

boarded patients and to receive patients from the SU, who needed 
admission under a speciality. No new patients were to be accepted at 
the KFSH&RC site, as the triage was not operational. 

There was a total of 14 planning and preparation management 
meetings over the 2 weeks period prior to ED relocation. Potential risks 
around this move were classified as follows:

Risk to patients

Morbidity and mortality: Whilst delay in transferring an ED 
resuscitated patient to an appropriate clinical environment increases 
mortality, adding journey time increases that risk further [3]. 
KFSH&RC emergency department treats a very sick group of patients, 
as the hospital is the main provider of cancer and transplant services. 
Majority of its patients belong to Canadian Triage & assessment score 
(CTAS) category 3 and 2 (high acuity patients) and need close nursing 
care. Transferring these patients back to the main KFSH&RC ED, after 
initial resuscitation at the satellite unit was going be challenging. 

Inappropriate allocation of clinical space: Translocation of 
patients to a less clinically equipped environment can happen during 
transfers. This contributes to patients morbidity.
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Risk to the department

Poor risk management strategies: Just thinking everything will 
happen exactly as planned, is a fallacy. Unpredictable events catch the 
planners, even in well thought through processes. Less time spent in 
thinking, preparation and rehearsals is waiting for failure to happen [7].

The satellite location may not be conducive to provision of full 
tertiary care ED: If the recipient unit is not purpose built, it may not be 
able to cater the needs of a large tertiary care centre. The lay out may not 
encourage streaming and smooth flow of patients.

Integration with local teams: The local ED staff may not be geared 
up to help and manage a full blown tertiary care set up. This may make 
integration difficult with the local teams in the satellite unit [7].

Poor patient experience: Patients may not like the quality of care 
at the new site, added journey time and clinical interaction within the 
new environment. This can undermine departmental credibility. The 
hospital may loose patients as their expectations are not met in the new 
unit [8]. 

Poor communication: The staff while busy adapting to the 
new environment may not be able to provide the necessary clinical 
communication required by the patient. The patient relations team may 
not be as readily available to solve patient experience issues.

Lack of implementation of quality measures: New environment 
comes with new safety and quality issues, which may not come to light 
immediately. Unless the teams are experienced and have foreseen the 
issues, there is likely to be compromise on quality and lowering of the 
care standards [9].

Risks posed by COVID-19

The highly contagious and deadly COVID-19 taught care providers 
preventative measures, which seemed the only way to contain the 
disease. These measures inducted a behavioural change in KFSH&RC 
staff, which took a lot of time and motivation. Keeping them 
implemented at the new site was akin to climbing a mountain. There 
was certainly a risk of lack of adherence to the preventative measures 
hence the following threats were possible [10].

Transfer and spread of infection to patients and staff: KFSH&RC 
had multiple checks and barriers to stop COVID-19 intrusion. Clinical 
guards at doors of ED checking temperatures, protective screens at 
registration desks, pre-triage screening etc. All measures needed to be 
replicated, which could prove a serious challenge.

Loss of staff due to acquiring COVID-19 disease: That was a real 
threat due to staff ’s inadvertent lack of compliance with preventative 
measures at the new location. Lack of workforce translates not only in 
deterioration in the level of patient care but also is stressful for other 
staff, who envisage that happening to them as well.

Safety risk for patients during transport from the main site: The 
patient carriage from the satellite unit to KFSH&RC ED was bound to 
break the shields, due to repeated manoeuvring of the patients. The 
already sick patient population can succumb due to additional clinical 
insults [11].

Mitigation strategies

Planning: The satellite ED unit was a newly built standard ED, 
which had been acquired by KFSH to move some of its services 
(including ambulatory ED patients), in a stepwise manner. Moving 

Lack of specialities onsite: KFSH&RC is highly sub-specialised 
and ED is backed up by all specialities on site. The new satellite location 
only had limited in house speciality presence. Delay in speciality input 
slows down patient care. 

Things done in a rush: A short time frame for transfer leads to a 
multitude of problems including less skilled staff transferring patients, 
untimely transportation and inadequate preparation at the recipient 
unit. Lack of accompanying documentation can be the last nail in the 
coffin.

Cumbersome for the patients to travel: The ambulatory patients 
who arrive using their own means of transport to KFSH&RC may find 
it cumbersome to travel to a satellite unit. They may go untreated and 
return back later, clinically deteriorated. 

Lack of integrated patient information and computer (ICS): The 
patient clinical documentation at both sites could not be integrated. 
The patients’ previous electronic medical records at the main site were 
not retrievable at the satellite location.

Risks to staff

Incomplete orientation and training: Due to short time frame, all 
the staff may not be able to visit the new unit in advance. This lack of in 
house acquaintance can be a huge risk to patients and staff [4].

Inability to cope in the new environment: The staff abilities, skills 
and strengths may not fully unlock in the new environment, especially 
if the environment is unfamiliar. Even with full capability put in place, 
there can be significant issues to adjust within a new environment. 

Poor morale: Poorly oriented staff carry a low morale, which can 
lead to decrease in productivity. That consequentially has an effect on 
patient care delivery.

Unable to contribute: Lack of staff preparedness and proactive 
involvement in such moves can create a feeling of not being valued and 
discourages staff engagement in future endeavours.

Staff sustainability: The staff recruitment and particularly retention 
becomes a challenge when they feel less protected and exposed to health 
risk. Making them work in unsafer environment could be a recipe for 
unsustainable workforce.

Underestimation of risk: Some staff can be totally unaware of the 
risks acquired from a new working environment. They can be a risk to 
themselves, other staff and patients. These staff normally would have 
worked in supervised roles, which becomes difficult during sudden 
moves.

Lack of team working: Involving all stakeholders and repetitive 
brain storming sessions closes most doors to risk intrusion and 
avoid flaws in strategies. Lack of team consultation and inability to 
communicate important decisions can quickly expose staff to risk [5].

Postponement of care: Inadequate staff deployment can happen 
with ad hoc work on two sites, which leads to delay and deferment of 
important tasks.

Lack of clear documentation: The lack of contemporaneous 
clinical notes can put the staff at risk of criticism, disciplinary action, 
litigation and risk of losing their job. The paper based documentation 
can be very fragile during major translocations but even a complete 
paperless system can crash, if prior threats have not been pre-empted 
[6]. 
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Figure 2. EMS flow at Aldara Hospital

Figure 1. Aldarah Consultation and Admission Flow
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Figure 3. OBGYN Patient Flow at ALDARA 20 weeks and above

Figure 4. Patient Flow Cat 4 and 5
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all the operational activity of KFSH&RC ED during peak COVID-19 
period was not part of the initial plan. 

When the crunch time came, a swift action plan was generated after 
involving all the stakeholders, which included clinical staff, ambulance 
services, nursing and management. The plan included a staged move of 
the operations, within the limited frame of time [12].

Training: Staff were subjected to paper exercises, quick drills about 
patient transfer especially for patients deteriorating on route. 

Orientation: The visit to the new unit was encouraged for all staff 
before the planned move time. Staff were give relaxation from their 
clinical duties to help them acquaint with the new site.

Drills: Joint simulation exercises were carried out by the clinical 
staff and local teams at the new site in a short space of time.

Flow charts/Pathways/Protocols: There were clear patient flows for 
different patient clinical scenarios. The available services at the new site 
were utilised through pathways e.g the maternity services were utilised 
to fast track women in imminent labour to the local labour and delivery 
suite [13]. A total of 9 flow processes were created (Figures 1-4).

Protocols for ST segment elevation myocardial infarction (STEMI 
code) and Stroke (stroke code) were revisited with inclusion of patient 
transfer from the satellite unit to main site without affecting the target 
treatment time.

Regular management meetings between the stakeholders: 
KFSH&RC management and local management at the SU worked 
tirelessly to carve out safe working environment for the patients and 
staff. Daily audit of the clinical flows was carried and lessons were 
learnt. On site presence of managers was ensured to provide immediate 
solutions to unseen issues.

Patient awareness and provision of shuttle service between the 
two sites: Regular patient awareness was carried out by the patient 
relation department directing them to appropriate locations. The 
front end security and ED reception staff were constantly engaged in 
signposting patients to satellite location, who presented to the main ED 
site. Shuttle service was also provided for the patients between the two 
sites.

Provision of speciality representatives on the satellite location: 
Whilst all the specialities could not be available on the satellite site, 
acute specialities (e.g internal medicine, cardiology) provided their 
representatives to be based in the SU for urgent response to ED patient 
consults [14].

Pharmacy provision: Patients discharged from the ED had 
provision of their take home prescriptions dispensed from the 
pharmacy on site.

Nursing contributory process

Regular participation of the nurse leaders in the daily executive 
meeting to brainstorm strategies. ED head nurse split her time equally 
at two sites, with support from her assistants.

Mobilisation of a critical mass of nursing staff from KFSH&RC to 
SU, whilst maintaining a balance at two sites.

Senior nursing staff formed an adequate proportion of the daily 
workforce to provide orientation & support to their juniors.

Mobilisation of equipment appropriately between two sites and 
ensuring functionality of the equipment at SU. 

Appropriate allocation and gearing up of rooms at the new location 
for running codes, provision of treatment, secondary triage etc.

Communication channels between nurses and physicians were 
made robust between two sites. There were dedicated phone lines/
pagers to summon urgent support.

Daily huddles were arranged at both sites for staff support and also 
to address any issues found in previous shifts. These huddles were also 
a source of educating staff about newer arrangements.

The senior nurses worked hand in hand with the physicians to 
create patient flow processes. Daily audits were also done to check 
adherence [15]. 

Ambulance contributory processes

Specific challenges

 - 24 hrs coverage at two sites and maintaining a 30 minutes’ response 
time.

 - Staff awareness about the new flow processes and familiarisation 
with the new ambulance parking and receiving areas.

 - Appropriate deployment of ambulance vehicles, equipment and 
supplies at two sites to cope with the increase in service demand.

 - Twenty four hours paramedics availability as part of the Medical 
Emergency Team (MET) during emergency codes.

 - Communication challenges between different stakeholders at the SU 
and KFSH&RC.

Steps taken to overcome the challenges 
 - Patient transfers from SU to KFSH were prioritised to consistently hit 

the 30 minutes target. One ambulance was also kept on site at the SU 
at all times.

 - Daily data report for ambulance response times and number of transfers 
was published.

 - One paramedic at SU was made part of the MET to assure appropriate 
response to all codes. This paramedic was also responsible for daily 
orientation of the the other ambulance personnel attending the new site. 

 - An assigned paramedic also worked closely with the charge nurse at SU 
to ensure smooth patient flow during ambulance transfers

 - Ambulance representatives joined the regular staff meetings/huddles to 
understand any additional areas of improvement[16].

Top Tips for transfer of patients from ED were distributed to 
staff

•	 Don’t be complacent – most of the transfers will go absolutely 
fine. Invest time in planning and preparation to avoid nightmare 
scenarios

•	 Optimise the patient. Follow the guidelines and ambulance transfer 
criteria.

•	 Package the patient, before you leave the ED bed space.

•	 Anticipate problems (e.g accidental extubation) – simulate these in 
your mind, make a plan and share it with your team.

•	 Prepare the recipient team at your destination.

•	 Choose the right team to go with the patient – those who can deal 
with the likely eventualities.
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Review of safety related incidents: There was only one safety 
related incident recorded in the ED of the SU, which was classed as 
minor and was satisfactorily addressed. 

Recommendations
Although we did not encounter any significant issues during this 

process but ED relocation should be a very carefully planned and 
well thought through process. A detailed insight in safety planning, 
preparedness and unforeseen operational risks should be at the 
hierarchy of such moves. Ample time should be invested for carving a 
big translocation move.
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