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Abstract
The coronavirus disease 2019 (COVID-19) pandemic 
resulted in an enormous influx of seriously ill patients in the 
hospitals worldwide. After its initial impact in Asia, Europe 
also suffered greatly. Caring for COVID-19 patients whist 
maintaining treatment for patients with other conditions 
was a complex planning and management challenge. A 
series of interventions has been implemented to increase 
hospital capacity in response to the pandemic. Hospital 
provision interventions included the purchase of equip-
ment, the establishment of additional hospital facilities and 
the redeployment of staff and other resources. Ensuring safe 
and high quality care to both COVID-19 patients and those 
with other conditions was a crucial aspect of the Belgian 
response in this current health crisis.
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1 | INTRODUCTION

The COVID-19 pandemic resulted in an enormous influx of seriously ill patients in the hospitals worldwide. The pandemic 
is unique because of its scale, the speed of its spread, the lack of data and the importance of media coverage. 1,2

Also in Belgium the pressure on acute hospitals, residential and primary care was disastrously high. Despite the 
strict measures taken by the Federal Government in the first wave from March 2020 till June 2020, the country faced 
a second wave COVID-19 patients in the hospitals in the autumn of 2020. The number of intensive care patients 

Louis Van Slambrouck and Johan Hellings authors contributed equally to the work.

Int J Health Plann Mgmt. 2022;37:604–609. © 2021 John Wiley & Sons Ltd.wileyonlinelibrary.com/journal/hpm

https://orcid.org/0000-0001-9759-1465
https://orcid.org/0000-0001-7453-8944


605

peaked at 1474 patients on 9 November 2020 with a maximum capacity of 2000 ICU beds for COVID patients. 3 
These were the highest numbers since the beginning of the COVID-19 pandemic. Resulting in a second national 
lockdown.

AZ Delta is a superregional general hospital with 1403 hospital beds of which 64 ICU beds over four campuses 
and part of a network with two other hospitals, in the Flemish part of Belgium. As the third largest hospital in Belgium, 
our hospital was hit hard. Just like all other hospitals, AZ Delta faced many new challenges and issues associated with 
the outbreak. Especially in terms of bed capacity, protective equipment, staff and most important a major movement 
operation to a new hospital building.

2 | HOSPITAL POLICY

According to Belgian law it was mandatory for each hospital to set up an emergency plan and coordination cell. The 
procedures of this emergency plan required the approval of the mayor and the Minister of Health (The Royal Decree 
of 23 October 1964). Unlike others, the hospital's Chief Executive Officer (CEO) deliberately passed on the leadership 
of this coordination cell to the Chief Medical Officer (CMO). The CEO and the CMO have a solid tradition of working 
together as a team, together with the other members of the board of directors. It was, certainly in the beginning of 
the crisis, important to create a direct line from the CMO towards the physicians and from the Chief Nursing Officer 
(CNO) towards the nurses and other staff. In a context of uncertainty it is important to communicate directly and to 
stimulate interaction. They could fully focus on the operations and handling the different challenges. The CEO was 
present in all the crisis team meetings, so he stayed well informed, but also in the position to reflect from a “helicop-
ter” perspective. Such a broader perspective is important to prevent tunnel vision. By empowering the CMO and the 
CNO the CEO chose for an explicit team approach in handling the crisis, supported by daily briefings and reflections.

3 | IN SEARCH OF CAPACITY

Like other hospitals, we were forced to act quickly, the rapid creation of additional beds and the challenges of local 
overflow, sometimes exceeding trained available ICU staffing and resource capacity. By order of the Federal Govern-
ment a series of interventions has been implemented to increase hospital capacity in response to the pandemic. On 2 
November 2020, Belgium switched over to phase 2B. This means that 60% of intensive care beds should be reserved 
for COVID patients. In addition, 6 times as many beds should be kept free for COVID-patients in non-intensive wards. 
In addition, 15% additional intensive care beds should be created. Finally, 25% additional intensive care beds should 
be created.

Hospital provision interventions included the purchase of equipment, the establishment of additional hospital 
facilities and the redeployment of staff and other resources.

We used the capability of our multicampus model to separate the flow of COVID patients from the non-COVID 
patients. As a result, the rehabilitation campus remained for the most part COVID-free. Additionally, all COVID 
patients in need of intensive care were centralised on the new main campus where the latest high-tech care facilities 
are available. This allowed our healthcare professionals to standardize the treatment and care of COVID-patients to 
the extent possible.

The other two peripheral campuses were organised in such a way to provide sufficient space for COVID patients. 
Throughout the hospital campuses, nursing wards became full isolation wards. In addition, there were a number of 
pre-cohort wards as intermediate stations for patients with unknown PCR. The nursing units that remained COVID-
free were confronted with unknown pathologies and patient populations.
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Together with experts in the field and academics our hospital provided extensive training and education for both 
physicians and nurses in collaboration with our own unique training model developed within the ‘AZ Delta academy’ 
to ensure that care is provided in the safest and highest quality way possible.

We also had to reorganise our operating theatre and recovery facilities to cope with the influx of patients. This 
gave us room for an extra 20 ICU required COVID beds.

This all was accompanied by the relocation of the nursing staff and physicians of other departments. Healthcare 
workers were pushed to their limits and are required to treat more patients at the same time. As we know from the 
RN4CAST study an increase in nurses' workload increases the likelihood of inpatient hospital deaths. 4 This makes us 
face a serious dangerous multifactorial problem.

One of the most far-reaching interventions to free up bed capacity was the restriction of non-urgent elective 
surgery in March 2020. Just when we thought it could not get any worse, we were forced to completely restrict all 
elective surgery in the second wave (August 2020). AZ Delta was one of the few hospitals in Belgium that had to 
postpone oncological surgery for about a week in the heat of the moment. At that moment 216 COVID-patients were 
hospitalized in our hospital, with 42 critically ill patients at the intensive care unit.

These decisions were taken in close cooperation with all physicians, managers, hospital board, other involved 
healthcare providers in the hospital and the government. Although this model was the only feasible solution in this 
urgent situation. Taccone et al. 2020 rightly points out that mortality of critically ill COVID-19 patients could be 
influenced by organizational factors that different health care systems had to face during this first phase of the 
pandemic. 5

In the meantime, plans are being made to restart the delayed care in a safe manner and to minimise collateral 
damage for our patients.

Fortunately, our hospital has never had a shortage of hospital beds. However, the opposite did happen. Some 
regions and hospitals in Belgium were confronted with a shortage of beds, including hospitals within our own hospital 
network. These patients were distributed among other hospitals, including AZ Delta. To ensure that the possible allo-
cation of patients takes place in a structured manner, a distribution plan was drawn up by the Government. Hospitals 
that reached their capacity in terms of CODIV-19 patients could transfer patients to other hospitals that still had 
available beds. Either the hospital arranged this itself within its own network or region, or requested a transfer from 
the Patient Evacuation Coordination Centre (PECC). The PECC looked at which hospitals beds were available and 
arranged the transfer. AZ Delta has never refused patients (COVID or non-COVID) or never transferred them to 
neighbouring hospitals.

There is no “magic number” to indicate when a health care system may be overwhelmed, but the numbers speak 
for themselves. Health system resilience can be defined as the capacity of health actors, institutions, and populations 
to prepare for and effectively respond to crisis, to maintain core functions when a crisis hits and informed by lessons 
learnt during the crisis to reorganize if conditions require it. 6 We can always make more space, but creating the 
manpower to take care of our patients is the dilemma. 7 Ensuring safe and timely care to both COVID-19 patients and 
those with other conditions was a crucial aspect.

4 | THE USE OF DATA AND ELECTRONIC HEALTH RECORD

The use of an integrated electronic health record offered us enormous advantages. Together with a team of IT experts, 
physicians and other professionals, we managed to set up teleconsultations pretty quickly in the first wave (March 
2020), integrated in the electronic patient health record. Telehealth offers capabilities for remote screening, care and 
treatment, and assists monitoring, surveillance, detection, prevention, and mitigation of the impacts on healthcare 
indirectly related to COVID-19. As a result, our physicians were able to assess whether a hospital visit was necessary. 
This appeared to be a solution to offer contact-free continuity of care. Meanwhile, opportunities were being explored 
to make telehealth part of our standard care.
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In addition, the electronic patient record allowed us to collect a great deal of data. On the one hand, it was very 
important for the crisis cell and the infection prevention team to monitor the situation in the hospital closely and to 
act proactively. On the other hand it gave us the opportunity to keep everyone in the hospital informed of the current 
situation in a transparent way. In this way, the COVID-dashboard was also kept up to date. The dashboards gave us 
information about the number of patients admitted at the current time, the number of patients in intensive care, 
the number of deaths, the new diagnosis of the previous day and the number of patients from the previous week. In 
addition, it was possible to check the geographical origin of the patients. At last, the government's distribution plan 
applied to the hospital and hospitals in the network and the bed occupancy rate were also visible. To provide real-
time information, the dashboards were updated every hour. Together with infection data of the region simulation 
models were made to predict the bed capacity (ward and ICU) needed in the coming weeks.

It is remarkable that despite the fact that AZ Delta was severely affected, we kept our clinical activities organized 
and guarantee high-quality and safe care for both COVID patients, non-COVID patients and healthcare professionals. 
Moreover, thanks to the electronic patient record, motivated and conscientious healthcare professionals we were 
able to collect, analyse and process an abundance of data outside an academic setting. Resulting in national and 
international scientific publications. 8–13 In this way, we tried to make our scientific contribution as a Belgian reference 
hospital to the worldwide fight against the virus.

5 | ENSURING THE COMMITMENT OF THE HOSPITAL STAFF

Since the beginning of 2015, the hospital went through many transitions. This started with the merger of two local 
hospitals. Shortly afterwards, a new merger followed (2017). Thereafter the integrated electronic patient record went 
live (2018).

Just before the first wave, the move to the brand new, high-tech hospital campus was planned, but for structural 
reasons it was postponed until spring 2020. COVID threw a spanner in the works. After thorough safety evaluation, 
a special COVID protocol and government approval, it was finally decided to continue the hospital movement in June 
2020.

The changes in recent years have ensured that our staff can deal with transitions, but of course this also has an 
important downside. Among other things, this can lead to physical exhaustion and a high incidence of severe psycho-
logical burnout amongst physicians, nurses, physiotherapist and other staff. 14 Moreover, we must not underestimate 
the impact on nursing and medical students. 15,16

A major bottleneck to this operational health care changes as a result of the pandemic and the major transitions 
was ensuring the commitment of the hospital staff.

The move and the pandemic initially had an overwhelming effect on the hospital. As a result, attention for 
the mental well-being of our care providers unfortunately disappeared into the background. Even though COVID 
confronted us more than ever with suffering and death.

Some emergency signals from nurses, physicians and others, and the results published by Vanhaecht et  al. 
2020 have woken us up. 14 It was remarkable that healthcare professionals mainly sought support from colleagues. 
However, it remains crucial to also provide professional support. Therefore a crisis support team was set up. The 
support team is a group of psychologists with special expertise and confidants of the hospital. The team was present 
on the field and offered low-threshold professional support. In addition, a telephone line was opened that was avail-
able 24/7 to all staff members in the hospital. In the internal communications the importance of taking care for each 
other was underlined. The CEO, CMO and CNO visited the COVID-19 wards and ICUs on a regular basis, listening, 
encouraging and talking with staff, creating opportunities to reflect and to speak up.
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6 | COMMUNITY BASED HEALTHCARE

In addition to hospitals, general practitioners' offices, residential care, pharmacies, home care nurses, midwives, family 
care services and other primary care organizations also faced major challenges. Therefore, as a reference hospital, AZ 
Delta played a pioneering role. Investments were made in triage, testing and supporting general practitioners' offices. 
Collaboration with the local government, other hospitals, firms and other healthcare organizations can be helpful to 
ensure allocation of patients with adequate supplies, materials and available trained personnel. 17

For each primary care zone, a HUB-hospital was chosen with sufficient capacity for storing vaccines at −70°C 
to −80°C. AZ Delta was chosen as one of the 13 hospitals in the Flanders part of Belgium on the basis of capacity, 
possibilities for handling the vaccines and location of the hospital. The team of hospital pharmacists played a key role 
for the vaccination of hospital staff and distribution to the residential care and vaccination centres around the area. 
In addition, the hospital also played an important role in providing well-trained staff to the vaccination centres. These 
healthcare professionals were responsible for training volunteers and administering the vaccines to the population. 
Through smooth cooperation with all of the above, we were able to deal with the virus at the local level.

7 | CONCLUSION

Since the beginning of the COVID19 pandemic in March 2020, all hospitals around the world have been facing 
major issues and challenges. It was a challenging time in AZ Delta, but we learnt a lot as described in this case report. 
Investing in a team approach and partnership, with direct lines towards our physicians and our nurses for handling 
the crisis paid off. They are the heroes and they disserve our respect and gratitude. Listening to and supporting 
staff is therefore of outmost importance and so investing in their good health and resilience is needed. Flexibility 
of hospital capacity depends largely on the flexibility and clinical competencies of physicians and nurses. Gathering 
data and analysing them creates new clinical and managerial perspectives. The importance of information, internal 
and external communication cannot be overestimated. The crisis was an opportunity to reinforce our collaboration 
with external stakeholders. In doing so, we created a stimulating new spirit in our hospital, serving the community. 
It is necessary to invest more in stock for medication and protection equipment. Overall a more proactive approach 
towards crisis management in hospitals is advised.
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