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To the Editor,
the spread of coronavirus disease 2019 (COV-

ID-19) has had a deep impact on the Italian Healthcare 
system with the need of a prompt and deep structural 
and environmental reorganization of the Emergency 
Departments (ED) to avoid the collapse of the entire 
system. As a consequence, COVID-19 has dramati-
cally and rapidly changed the working routine in the 
EDs with the born of new roles and skills, in order to 
manage both the great influx of patients and to avoid 
the spread of the infection within the so called “clean 
area” (1, 2, 3). It is clear that all the emergency workers 
have carried a huge responsibility in this pandemic, not 
only for the management of COVID-19 patients, but 
more importantly, to prevent the spread of COVID-19 
(4). Worldwide countries have respondend different-
ly to the virus outbreak. Italy has fight hard against 
COVID-19 since the begininning of the Italian epi-
demic on 21st February 2020. On 8th-9th March 2020 
a national decree instituted a containment zone, the 
so called “Red zone”, concerning the most affected ar-
eas in three regions of the Northern Italy, Lombardia, 
Emilia-Romagna and Veneto. Restrictive measures 
included lockdown, social distancing and encouraging 
employees to work from home. On 11st March 2020 
the Italian Prime Minister estabilished the national 
lockdown and the WHO declared the novel SARS-
CoV-2 outbreak a pandemic (5).

As recently reported by Maniscalco et al. (6) 
COVID-19 had a deep impact on the organization of 
the “Guglielmo da Saliceto” hospital in Piacenza, one 
of the Italian epicenters of COVID-19 epidemic. Our 

hospital is the main hospital with a hub-and-spoke or-
ganization, a Radiology Department and an Intensive 
Care Unit (ICU) for all the inhabitants of Piacenza and 
the surrounding four valleys - Val Nure, Val d’Arda, 
Val Tidone, Val Trebbia (for a total of 287172 inhabit-
ants at 2019). For this reason, our hospital has wickly 
become a COVID-19 hospital with a great effort for 
the Emergency Department (ED). The dramatic and 
difficult situation with the high wave of critically ill 
patients affected by acute respiratory failure admitted 
to our Emergency Room during the first month of the 
Italian epidemic (2284 COVID-19 patients from 21st 
February to 21st March 2020), and the limited chance 
of being admitted to ICU has pushed us to change our 
working organization and develop a strategy to avoid 
our complete collapse with catastrophic consequences 
(2). We promptly increased the number of emergency 
clinicians, moved away the Traumatology and Ortho-
pedics Department in another local building in Pia-
cenza (6), and designed a disaster plan. We divided the 
ED into seven areas (Figure 1): two areas for patients 
with acute respiratory failure who required non inva-
sive ventilation (CPAP/NIV) or who were candidates 
for intubation, waiting to be hospitalized in the ICU 
or the Emergency Medicine (area 3A and 3B, total 
28 beds), one for patients with mild symptoms who 
required oxygen therapy (area 2, 12 beds), and one 
for patients without respiratory failure (area 1). We 
turned our Observation Unit into a Subintensive Care 
Ward for patients hospitalized for ARDS who needed 
CPAP/NIV (IOU, 13 beds), and we created a “tempo-
rary COVID-19 ward” of 40 beds (area 4) for patients 
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waiting for admission to two COVID-19 hospitals lo-
cated in Castel San Giovanni (128 beds) and Fioren-
zuola d’Arda (61 beds), and the Military Hospital, set 
up in Piacenza for COVID-19 disaster (40 beds). In 
addition, a “free COVID-19 first aid station” (Ad-
vanced Medical Facility) has been arranged outside 
the hospital, in front of the entry of the ED, to en-
sure a “free COVID-19 way”. Each area, including the 
Advanced Medical Facility, had a dedicated medical 
staff made by an emergency clinician and 1 or 2 expert 
nurses, and an ultrasound workstation (7). The area 4 
had also an extra medical team of 2 clinicians and 2 
non-expert nurses. Before being admitted to the ED, 
all the patients had been firstly evaluated by a triage 
nurse (Figure 1, PRE-TRIAGE), who divided the pa-
tients according the presence/absence of COVID-19 
symptoms (clinical and epidemiological criteria) into 
two pathways: COVID-19 or free COVID-19. In the 
triage area (Figure 1, TRIAGE) an expert nurse drove 
the correct flux of suspected COVID-19 patients 
through the different 6 areas according to the severity 
of the respiratory symptoms.  Two bed managers fur-
thermore handled all the patients’ hospitalization and 
transfer 7/7 days and 12/24 hours.

We tried to provide the highest possible level of 
care to all the patients, being aware of our limited re-
sources. In such a disaster situation with more patients 
requiring mechanical ventilation than the number of 
available ventilators, we shared every decision-making 
process between us and intensivists, avoinding a sin-
gle person decision, and we created a palliative care 
unit (PCU) for end-stage patients (12 beds powered 
by a team of palliative care specialists and surgeons). 
We tried to give better chances to those patients who 
have the highest probability to benefit from intensive 
care. Instead, in presence of poor prognosis in patients 
with older age and severe comorbidities or end-stage 
diseases, based on the Italian Society for Anaesthesia, 
Analgesia, Resuscitation and Intensive Care (Società 
Italiana di Anestesia Analgesia Rianimazione e Tera-
pia Intensiva, SIAARTI) document (8), we shared the 
decision with intensivists not to intubate the patient, 
but to treat symptoms such as pain, secretions and 
dyspnoea using continuous palliative sedation starting 
from the ED and to admit immediately the patient to 
the PCU. We always informed the patients’ families 
when patients took a turn for the worse and/or die, 
and in presence of refractory suffering, we shared with 

Figure 1. Emergency Department’s planimetry at the time of CoVID-19 outbreak
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the patient’s family the decision to start continuous 
palliative sedation based on morphine for pain and 
dyspnoea, midazolam for agitation, haloperidol for 
delirium, and scopolamine for secretions (Italian Law 
219/2017 art. 2). The weight of this decision hurted us 
terribly, particularly because of the lack of the patient’s 
family, that is paramount in this context.

We believe that in complex situations such as 
COVID-19 pandemic, there is not a unique best way 
to manage the disaster. We strongly suggest to main-
tain flexibility and proactivity in the process of problem 
solving, to coordinate all the efforts avoiding energy 
loss and waste, to strictly and strongly collaborate with 
intensivists and palliative care specialists to ensure the 
best strategy for each patient avoiding over- and un-
dertreatment. Every hospital should develop a project 
in respond to maxiemergencies, as COVID-19 pan-
demic has been, in order to support all the emergency 
clinicians to ensure the best possible management for 
all patients, including intensive care and on the oppo-
site end, high-quality palliative care. 
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