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Foreword

COVID-19 no doubt is the biggest health challenge faced by our generation of medical
community worldwide. This has posed serious threats to the human health, welfare of
the people and states, and the economic cycles everywhere around the globe. This has
also stimulated and provided a challenge to the minds of people devoted to their
profession and humanity. Theses challenges warrant a bigger, concerted, scientificand
organized response from the professionalsinvolved in the fight against the enemy.
Amidst the gloom and despair of death and helplessness ushered in by this
unparalleled tragedy of modern days, the equally impressive resolve of the health care
providersisthe source of hope and pride for the common man.

The gloomy picture also has hidden in it the tremendous opportunities for good work,
creating role models and leaving indelible prints in history. The initial brunt of the
tragedy will no doubt be born by the health care providers. It is no secret that we
cannot boast of the most ideal and sizeable health infrastructure; this makes it
mandatory to use our meager resources effectively. The safety of our health care
providersis of the utmostimportance

This handbook prepared by the Children’s Hospital Lahore under the dynamic
leadership of Prof Masood Sadiq is a vivid example of the realization of this inherent
responsibility of the profession.

I hope it will help the treating physicians everywhere and the principles outlined here
will help the physicians in controlling the progression of the disease and saving lives.
Such efforts have a worth much more than any worldly treasures.
| congratulate the staff of Children’s hospital and Institute of Child Health

PROF. MAHMOOD SHAUKAT
FRCS

Former Vice Chancellor UHS
Chairman CEAG
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Preface

The medical profession has never confronted a situation like this in the recent history
of mankind. COVID-19 pandemic, which started from Wuhan, China in December
2019, has become an international human crisis. More than 200 thousand people have
died sofar, all over the world and millions have been infected with this deadly virus.
The government of Pakistan reacted in time and has already taken necessary measures
to prevent the spread of this virus to overcome this crisis. We need to interrupt the
human-to-human transmission, as no definitive treatment is yet available. Serious
consideration should be given regarding contact not only with other people but alsoin
handling objects present at public places. Healthcare providers, who are our heroes,
being the most vulnerable part of the society since they are in close contact with the
patients being admitted in the hospital, need to be educated in this aspect.

Children are not the face of this pandemic but they risk being among its biggest victims
by socioeconomic impacts and mitigation measures. Following guidelines have been
prepared by a panel of senior experts of The Children's Hospital and Institute of Child
Health, Lahore, especially for COVID-19 in children and SOPs for health care providers
working at all levels, in general. The recommendations of Corona Expert Advisory
Group (CEAG), government of Punjab, have also been incorporated. This is an evolving
document and current guidelines are based on what is know today and updates will be
incorporated regularly.

PROF. MUHAMMAD SALEEM PROF. MASOOD SADIQ TI
FCPS, MME-HPE MRCP (UK), FRCP (Ed), FRCPCH
Medical Director DEAN




Contributors

1. Prof. Masood Sadiq, Dean, Member Corona Expert Advisory Group
2, Prof. Muhammad Saleem, MD, Professor of Pediatric Surgery

3. Prof. Nisar Ahmed, Professor of Pediatric Hematology

4, Prof. Muhammad Yasin Alvi, Professor of Pediatrics

5. Prof. Junaid Rashid, Professor of Pediatrics

6. Prof. Nabila Talat, Professor of Pediatric Surgery

7. Prof. Abdul Latif Sami, Professor of Pediatric Orthopedics

8. Prof. Aizza Zafar, Professor of Pediatric Microbiology

9. Prof. Khawaja Ahmed Irfan Waheed, Professor of Neonatology
10. Dr. Attia Bari, Associate Professor Pediatrics

1. Dr. Abid Ali Qureshi, Associate Professor Pediatric Radiology

12. Dr. Farhana Shahzad, Associate Professor Immunology

13. Dr. Muhammad Nasir Rana, Associate Professor Pediatrics

14. Dr. Igbal Bano, Associate Professor Pediatric Pulmonology

15. Dr. Khalida Aamir, Senior Consultant Pediatrician

16. Dr. Muhammad Sarwar, Assistant Professor Paediatric Intensive Care
17. Dr. Nighat Sultana, Assistant Professor Paediatric Intensive Care
18. Dr. Saira Usman, Assistant Professor Pediatric Anesthesia

19. Dr.' Imran Hashim, Assistant Professor Paediatric Surgery

20. Dr. Javed Igbal Khan, Assistant Professor Paediatric Surgery

21. Dr. Jamaal Butt, Senior Registrar Pediatric Surgery

22. Mr. Shaukat Mustafa, chief Pharmacist

23. Mrs. Humaira Javed, Technologist, PhD Scholar Microbiology




@)

ontents

| Chapter | __ Topic | Page |
W Background 5-8
1.1: Etiology, 1.2: Epidemiology 5
1.3: Pathogenesis, 1.4: Clinical Features 6
1.5: Clinical Classification and D/D 7.8
I case Definition of COVID 19 9-12
2.1: Suspected, 2.2: Probable, 9
2.3: Confirmed, 2.4: Contact, 2.5: Screening 10-12
I Diagnosis 13-16
3.1: Laboratory Confirmation 13-15
3.2: Laboratory Examination 16
3.3: Radiological Examination 16
I Pediatric Patient Management 17-25
4.1: Algorithm Pediatric patient 17
4.2: Management of mild, moderate, severe cases 18-19
4.3: Warning signals for severe and critically severe types 20
4.4: Acute respiratory distress syndrome (ARDS). 20-22
4.5: Discharge criteria& Management algorithm 23-24
- Newborn 25-28
5.1: Definitions 25
5.2: Management Algorithm 26-27
5.3:Guidelines on feeding and care of neonate by mother 28
I standard Operating Procedures for Covid-19 Patients 29-31
6.1: General Principles, 6.2: SOPs of A Model Quarantine 29-30
6.3: & 6.4: Isolation room and Isolation ward 6.5: HDU 31
A surgical Protocols 32-36
7.1: Surgical patients in the ward 32
7.2: Guidelines for Operation Theater and Algorithm 32-35
7.3: Staff safety guidelines 36
7.4: Waste management 36
- safety Guidelines for Health Care Providers 37-44
8.1: Protocols PPE for healthcare providers 37-38
8.2: Personal Protective Equipment’s 39-40
8.3: Hand Washing Techniques 41
8.4: Donning and Doffing Method 42-44
I Essential Precautions for Frontline Healthcare Staff 45-46
9.1: Advice to Healthcare Personnel. 45
9.2: Protocols for Protection at Returning Home 46
T 1infection Control Protocols For COVID-19 48-48
T Guidelines for imaging COVID-19 patients 49-50
PRI Home Quarantine Instructions 51-52
I Guidelines for Health Care Worker in Corona Ward 53-55
IEVH Burial protocols: Guideline for burial 56-57
[ REFERENCES 58-63
; I




Chapter 1

BACKGROUND
Introduction
Coronaviruses are pathogens that infect both humans & animals. At the end 0f 2019, a
novel corona virus was identified as the cause of pneumonia cases in Wuhan, Hubei
province of China."® On January 30" 2020, the WHO declared the outbreak to be a
public health emergency of International concern (PHEIC). In February 2020, the WHO
designated the disease COVID-19, which stands for Corona virus disease 2019 and on
March 11" it, was declared as pandemic.
Children of all ages appear to be susceptible to COVID-19 with no significant gender
difference.’ The disease however, is less prevalent and less severe in pediatric age
group as compared to adults. The disease is even very rare in neonates, as only few
cases have been reported in this age group.
1.1: Etiology: SARS-COV-2
The etiologic agent, which was initially given the name '2019 novel corona virus' (2019-
nCoV) and later renamed on February 11, 2020 as 'severe acute respiratory syndrome
corona virus 2(SARS-CoV2) are enveloped, positive single-stranded large RNA viruses
that infect humans, but also a wide range of animals.”® Due to the presence of
projections on their surface, which resembles solar corona, the virus was named as
Corona virus (Latin corona=crown). The virus primarily infects adults, rarely children
and very rarely neonates as only few cases have been reported in literature.™
1.2: Epidemiology
Modes of Transmission:
According to the current evidence, COVID-19 virus is primarily transmitted between
people through respiratory droplets and contact routes.”” Droplet transmission occurs
when a person is in in close contact (within 1 m) with someone who has respiratory
symptoms (e.g., coughing or sneezing) and may also occur through fomites in the
immediate environment around the infected person. These droplets are too heavy to
hang in the air. They quickly fall on floors or surfaces. Infection can also occur if a
person touches aninfected surface and then touches his or her eyes, nose, or mouth.
Airborne transmission (particles <5um in diameter) may also be possible in
specific circumstances in which procedures or treatments that generate aerosols are
performed; i.e., endotracheal intubation, bronchoscopy, open suctioning/
nebulization, tracheostomy, and cardiopulmonary resuscitation.’
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There have been no reports of vertical transmission or feco-oral transmission of the
COVID-19virus to date.

Infectivity period:

The mean incubation period is 5 days (range: 2-14 days) with potential of
asymptomatic transmission.”® The infectivity period is uncertain (10-20 days). The
transmission is more likely during early stage of infection and viral shedding is variable
depending upon the severity of infection (range 8 to 37 days). Viral RNA levels appear
to be higher soon after onset of symptoms as compared to later part of the illness.
Similarly, the detection of viral RNA does not necessarily indicate presence of
infectious virus.

1.3: Pathogenesis:

The lungs are the organs most affected by COVID-19 because virus accesses the host
cells via ACE 2 receptor, which is most abundant in type 2 alveolar cells. The virus uses
special surface glycoprotein called a “spike” to connect to ACE 2 and enter the host
cells. The virus smothers the host cells by reproducing COVID-19 virus within it. Cells in
children's lungs express this receptor less than those in adult lungs. This may be one
reason why the infection affects children less severely.

The main pathogenesis of COVID-19 infection as a respiratory system targeting virus
was severe pneumonia, RNAemia, combined with the incidence of ground-glass
opacities, and acute cardiacinjury."” One proposed disease mechanism in severe cases
is a 'cytokine storm.' Cytokines cause direct tissue damage, recruitment of neutrophils
to tissues, and other pro-inflammatory effects and this damage can lead to Acute
Respiratory Distress Syndrome. Significantly high blood levels of cytokines and
chemokines were noted in patients with COVID-19 infection that included IL-6, IL-1j,
IL-1RA, IL-7, IL-8, IL-9, IL-10, basic FGF2, GCSF, GMCSF, IFNy, IP-10, MCP1, MIP1qa,
MIP1B, PDGFB, TNFa, and VEGFA. Some of the severe cases have shown high levels of
pro-inflammatory cytokines including IL-2, IL-7, IL-10, GCSF, IP10, MCP1, MIP1a, and
TNFa that are reasoned to promote disease severity."""

1.4: Clinical Features:

The median age of all patients in the largest pediatric series (2143 patients) published
so far was 7 years (Interquartile range: 2-13 years). Among those patients, 1213 cases
(56.6 %) were boys and there was no statistically significant difference in the number
of pediatric patients between boys and girls.’

The main symptoms in children are fever, flu like illness (nasal obstruction, runny
nose), dry cough, myalgia and fatigue. Some children only present with low to
moderate grade fever in their entire course of disease, and Bisome do not show fever at

1-4
all.
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Some children present with atypical symptoms, such as vomiting, diarrhea and other
gastrointestinal discomfort, or only exhibited drowsiness and respiratory distress."

In severe cases, severe respiratory distress and/or hypoxemia may appear within one
week after onset. BlSome of them rapidly deteriorate to acute respiratory distress
syndrome (ARDS), septic shock, refractory metabolic acidosis, coagulation

dysfunction, and multiple organ failure.
1.5: Clinical Classification, Complication & Differential Diagnosis

The severity of COVID-19 is defined based on the clinical features, laboratory testing
and chest X-ray imaging:

1,13

Asymptomatic Symptomatic
Mild Moderate Severe Critical
Absence of any Non-specific Pneumonia with Severe Signs of
signs and symptoms like fever and dry respiratory respiratory
symptom fever, cough, cough with fast distress failure
consistent with sore throat, breathing requiring
COVID-19 runny nose, (according to age | O, saturation mechanical
sneezing and group) <92% in room air | ventilation
myalgia
Radiological Presence of any | ARDS
Congestion of evidence of of the danger
the pharynx and | ppneumonia signs Shock
no auscultatory (convulsion,
abnormalities No hypoxemia drowsiness, Multi organ
refusal to feed) failure

COVID-19is less severe in pediatric age group except infant under one year of age and
children with serious underlying conditions.
asymptomatic or mild, 40% of cases are moderate, 5% of cases are severe and <1%

have critical disease.”

Complications:

*

*

1,14

Respiratory: ARDS, respiratory failure

*  Cardiovascular: Cardiomyopathy

Arrhythmias, shock

Renal: Acute kidney injury

* Neurological: GB Syndrome

Thromboembolic: Pulmonary embolism, acute stroke

In children 55% of all cases are




Differential Diagnosis:
It is important to differentiate COVID-19 from other common illnesses with similar

symptoms.

Symptoms  Coronavirus Cold Flu Seasonal Allergies
Symptoms range from Gradual onset Abrupt onset of symptoms Symptoms may improve or worsen
mild to severe of symptoms depending on environment

Common Common Sometimes
Sometimes Sometimes Sometimes Common
Common (usually dry) Mild Common (usually dry) Common
No Common No Common
Sometimes Common Common No
Rare Common Sometimes Common
Sometimes Common Sometimes No
Rare No Sometimes in Children No
Sometimes Rare Common Sometimes
In moderate to .
Rare Rare Sometimes
servere cases




Chapter 2

CASE DEFINITION

2.1:Suspect Case

The possibility of COVID-19 should be considered primarily in children with fever,

cough and/ or respiratory distress and any one of the epidemiological history criteria.

@ Travel or residence history in communities with documented COVID-19 positive
cases within 14 days before the onset of illness.

@ History of contact with COVID-19 infected persons (positive for nucleic acid
detection) within 14 days before the onset of illness.

@ History of contact with the patients presenting with fever or respiratory
symptoms, who travel in other communities with documented COVID-19
positive cases within 14 days before the onset of illness.

@ Clustering onset (2 or more cases of fever and/or respiratory symptoms within 2
weeks in small areas such as home, office, school class, etc. )&

OR

A patient with severe acute respiratory illness requiring hospitalization in the absence

of an alternative diagnosis that fully explains the clinical presentation and/or the

patient has an underlying chronic medical condition*.

*(Cyanotic congenital heart disease, chronic lung disease, chronic kidney disease,

chronic liver disease, on immunosuppressive treatment or an immune compromised

state e.g., post-transplant)

While making a final diagnosis of a suspect case of COVID-19, it is very important that

the clinician takes a good history and uses his/her clinical judgment, as in the presence

of pandemics there is a high chance of false 'suspects'. Co-infections may be more
common in children.

In adults with COVID-19, imaging features of pneumonia and CBC findings are also

taken as clinical manifestation to suspect COVID-19, while in children these are of little

help in diagnosis at initial stage of illness. Using such modalities will contaminate the
imaging areas unnecessarily. Standard indications of a CBC and chest X-ray shall be

followed as given in the management algorithm (Page: 17).

2.2:Probable Case

: A suspect case in whom COVID-19 PCR is negative but there is strong clinical

suspicion, OR

Asuspect case in whom testing could not be performed for any reason.
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2.3: Confirmed Case.
Suspected cases with one of the following etiology or serological evidence can be
identified as confirmed cases

o Real-time (RT)-PCR detection is positive for COVID-19 nucleic acid.

o The viral gene identified by gene sequencing which is highly homologous with
known COVID-19.

o The COVID-19- specific IgM and IgG antibodies are tested positive. The titer of
COVID-19 specific IgG antibody is 4 times higher in recovery period than that in
acute phase.

2.4: Definition of Contact.
Acontactisaperson who experienced any one of the following exposures:

1. Face-to-face contact with a probable or confirmed case within 1 meter distance

and for more than 15 minutes.

2. Direct physical contact with a probable or confirmed case.

3. Direct care for a patient with probable or confirmed COVID-19 disease without

using proper personal protective equipment.

4. Apersonlivinginthe same household with a COVID-19 case

2.5:Screening
Thefirst screening of all patients shall be done at OPD and ER gates.
Healthcare providers deputed at the OPD and emergency gates shall:

o Taketemperature of every patient.

o Askrelevant history of travel or contact

o History of fever, persistent cough or breathing difficulty.

If history is positive, the patient is to be sent to fever clinic/ corona desk for further
management (designated triage).
A.OutDoor:

1. Separate room near entrance may be allocated where all patients with signs and
symptoms of fever and respiratory infection shall be filtered.

2. Attending personnelshall be provided with adequate PPEs.

3. A proper mechanical distance between the attending physician and a suspected
patientisto be assured.

4. Aproperhistory & evaluationisto be done.

5. A patient, once suspected as having COVID-19, shall be shifted to the isolation
room/ward. (See patient shifting policy)
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B.Emergency Room

1

As in the present phase there is a suspicion of free viral circulation in the
community, CMO, trauma doctors and nurses directly attending the patients shall
be provided with N95 masks for safety.

2. There shall be a designated room/area within the emergency with provision of full

PPEs to handle any COVID-19 suspect child presenting in a very sick condition and
needing resuscitation. This room shall also serve the purpose for isolating any
patient that is missed as “Corona suspect” during initial assessment and
discovered later during further evaluation in the emergency. Once initial
mandatory resuscitation is done, patient shall be shifted to corona isolation unit
with all precautions.

C. Hospital Indoors:

1.
2.

One patient one attendant policy shall be followed.
All health care professionals shall be provided with masks or PPE as per
WHO/CEAG recommendation.

D. Patient Shifting Policy

1.

2.

11

The route of shifting a corona suspect/confirmed patient shall be isolated, pre-
defined and away from the routine movement of other patients.

In case, the Corona isolation facility is distant from the presenting counters of the
hospital OPD & emergency, an index patient should be shifted in an equipped
ambulance with the driver wearing the protective gear.

The on-duty team in the Corona isolation ward shall be informed beforehand so
that they are ready to receive the patient in full protective gear, and it is advisable
that the previously taken patient history is re-evaluated. After shifting is
complete, the emergency isolation room shall undergo disinfection.




Triage Algorithm

TRIAGE FOR CORONA WARD

T

CMO MO OPD

l l

SUSPECTED PATIENT

l

SHIFT TO FEVER CLINIC/ TRIAGE

SHIFT TO CORONA ISOLATION IF NOT SUSPECTED
WARD
NP SWAB AND FOLLOW SHIFT TO RELEVANT WARD
CLINICAL ALGORITHM
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Chapter 3

DIAGNOSIS

3.1: Laboratory Confirmation
Suspected cases should be immediately isolated and tested for COVID-19.
3.1.1:Real-Time Reverse Transcriptase (RT)-PCR

Sampling: By a trained health care staff with appropriate PPE and strict isolation

15-18

precautions.

Specimen: Nasopharyngeal Swab- Insert a swab into nostril parallel to the palate.
Swab should reach depth equal to distance from nostrils to outer opening of the ear.
Leave swab in place for several seconds to absorb secretions. Slowly remove swab
while rotating it.

Use only synthetic fiber swabs with plastic shafts. Place swabs immediately into sterile
tubes containing 2-3 mL of viral transport media. If a delay in testing or shipping is
expected, store specimens at-20°C ( preferably at-70°C or below )

*A lower respiratory tract aspirate or Broncho alveolar lavage can also be collected in
children receiving invasive mechanical ventilation.

Nasopharyngeal swab must be collected as shown in the diagram below:
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Although considered as “gold standard”, the sensitivity and specificity of PCR is not
100%. In a study of 107 specimens from 205 patients (age 5-67 years), detection
results by (RT)-PCR for COVID-19, were as under;"”

Corona testing Positivity rates-Journal of

American Medical Association (JAMA)

SI No | Type of specimen Positive %
1 | Bronchoalveolar lavage fluid 93 %
2 | Fibrobronchoscope brush biopsy 46 %
3 | Sputum 72%
4 | Nasal swabs 63 %
5 | Pharyngeal swabs 32%
6 | Feces 29 %
7 | Blood 1%
8 | Urine 0%

3.1.2: Serology

While IgM/1gG serological tests alone may not be enough to diagnose COVID-19,
they can be a valuable diagnostic tool when combined with RT-PCR." If PCR test is
negative and 5 days have passed after the onset of symptoms proceed with IgM
serology (ELISA/RDT).

BCR for Suspesched case of COVME-19

[ 1 L

Repeat PCR | Covid-19 Cowid-1%

afterd8-T2hrs | | | Megative ; Positive
= I_|
| | Serologyfor Confirmad
[ M COVID-19Case
Ighd Positive | IgM Negative
Confirmed Mo Active
COVID-19 Case | Infaction

*Can perfarm
seralogy for g6 te
_ | Check Immune Status
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Asshowninfigure below, the serological tests are recommended, on patients at least 3

days after the onset of symptoms or 7-10 days after infection with the virus.
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The table below shows the clinical interpretation of all possible scenarios that can be

encountered when testing a patient with both RT-qPCR and an IgM/IgG serological

test.17,18

15

Test results

Clinical Significance

RT-gPCR IgM 1gG

+ - - | Patient may be in the window Period of infection.

+ + - | Patient may be in the early stage of infection.

+ + + | Patients is in the active phase of infection.

+ - + | Patient may be in the late or recurrent stage of infection.

- + - | Patient may be in the early stage of infection. RT-qPCR result may be false-negative.

- - + | Patient may have had a past infection, and has recovered.

- + + | Patient may be in the recovery stage of an infection, or the RT-qPCR result may be false-negative.
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3.2: Laboratory Examination *
CBC: In the early stages of the disease, peripheral WBC count is normal or decreased
and the lymphocyte count is decreased. The platelet count may be low as well. In
severe cases peripheral blood lymphocytes progressively decrease.

Acute Phase Reactants: Most patients have elevated CRP and ESR.

Serum Electrolytes and Renal Function Tests: These may be normal but are deranged
in critical patients.

Liver Function Test: Elevated liver enzymes (ALT, AST) are observed in up to 1/3"
patients and need to be monitored.

In severe and critically ill patient, D-dimer and serum lactate increases & PT/APTT may
be prolonged. Lactate dehydrogenase (LDH) may increase and is a predictive factor for
early recognition of lung injury. Pro-calcitonin may be normal in initial stages but
elevatedin severe and critically ill patients and reflect bacterial co-infection.

Serum Ferritin elevation indicates cytokine storm syndrome or organ damage.

Arterial Blood gases in severe and critically ill patients.

3.3: Radiographic findings

Chest Radiographs: Chest X-ray may be normal in early or mild disease

As the disease progresses, multiple small
patchy shadows and interstitial changes appear,
which are more obvious in the periphery of the
lung.

Consolidation and ground glass opacities with
bilateral, peripheral and lower zone distribution
can be therein moderate to severe disease. "

In severe cases, pulmonary consolidation may
(Mild bilateral perihilar
streakiness with no a
air space pacification)

occur. Pleural effusionis rare.

Chest CT scan:
Finding on chest CT include ground glass opacity in 33%, local patchy shadowing in
19%, bilateral patchy shadowing in 12% and interstitial abnormalities in 01% of the
patients.””CT is very sensitive but not used for screening purposes.

iy

Ground Glass Opacities

16




Chapter 4

PEDIATRIC PATIENT MANAGEMENT
4.1: Algorithm Pediatric Patient
The algorithm below shows a comprehensive scheme for the management of children

presenting to a health care facility:

ALGORITHM FOR PEDIATRIC AGE GROUP COVID-19

Point of entry: Healthcare facility
Fever Clinic/ OPD and Emergency

SUSPECTED CASE OF CORONA VIRUS

The possibility of COVID-19 should be considered primarily in patients with fever, cough and/ or respiratory distress AND
Any one of the epidemiological history criteria:
. Travel or residence history of communities with documented COVID -19 positive cases within 14 days before the onset of illness.
. History of contact with COVID -19-infected persons (positive for nucleic acid detection) within 14 days before the onset of iline ss.
. History of contact with the patients presenting with fever or respiratory symptoms, who travel in other communities with

documented COVID-19 positive cases within 14 days before the onset of illness.
. Clustering onset (2 or more cases of fever and/or r espiratory symptoms within 2 weeks in small areas such as home, office,

school class, etc.)

OR

A patient with severe acute respiratory illness requiring hospitalization in the absence of an alternative diagnosis that ful
explains the clinical presentation and/or the patient has an underlying chronic medical condition*.

i

REGISTRATION
Nasopharyngeal /Oropharyngeal Swab for
PCR

|

ly

i

Stable Patient I

¥

v

Admit in HDU [ecrposive | | pcriegame |
CBC with NLR*, CRP/ESR,
Chest X-ray

v

PCR Positive

PCR Negative

Empiric Antibiotics
Supportive management

0z saturation, Vitals Monitoring

1.
2.

Isolation at Govt. Facility
Screening of all close contacts

Manage according to Patient’s Condition

| Move out of Corona Facility &

Careful use of I/V fluids
Oxygen inhalation

**Sick Patient Criteria
Any one of the following

If patient gets sick**, advise to report to
hospital for admission repeat PCR

|

Respiratory rate more than (WHO ARI Criteria)
a.  Birth - 02 months > 60/Min
b. 02 months -.01 year > 50/Min
c. 01-05years>40/Min

PCR Positive

'

PCR Negative

d. >05years >30/Min
SPO: less than 94% in room air
Altered state of consciousness
Signs of end organ failure
Septic Shock
Hypotension

LW

Nouswn

ARDS (clinical or radiological evidence)

Stable Patient Criteria
Low grade fever
Cough
Body aches
Flu
Sore throat

Without tachypnea or respiratory distress

Go home therapy : Self isolation, Rest, Monitor temperature, Antipyretics, Oral Fluids, Hand Washing, No Steroids and No Ibuprofen

*NLR (Increased Neutrophil: Lymphocytic count ratio, 3.13 cutoff values)

*(Cyanotic  congenital heart disease, Chronic lung disease, Chronic  kidney disease, Chronic liver disease,

on immunosuppressive treatment or an immunocompromised state e.g., post -transplant)
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4.2: Management as per severity:*"*
Asymptomatic: No medications

Monitoring for symptoms and disease progression
* Routinevitalsincluding temperature, respiratory rate and heart rate
Mild disease: Oral medication

* Antipyretics: Paracetamol-SOS, Avoid NSAIDS

Antihistamine-Cetirizine

Normal saline nasal drops
*  Oralhydration
Moderate disease: May need parenteral medication

* Antipyretics: Paracetamol-SOS, Avoid NSAIDS

* 0O, inhalation

* I/Vfluids

* |I/Vantibiotics: for secondary bacterial infection

* (Ceftriaxone plus Co-Amoxiclav)

* Antibiotics may be stepped up if clinical condition warrants
Severe and Critical Disease:
General Management:

Airway, breathing, circulation.

Fluid and electrolytes balance should be maintained.
*  Vital signs and oxygen saturation should be closely monitored.&
Effective oxygen therapy measures should be given in time, including nasal
cannula, mask oxygen and high-flow nasal cannula oxygen therapy with target
Sp02>94%.
Empiric antibiotics: Since the clinical features of severe COVID-19 may be difficult
to distinguish from bacterial pneumonia, so an empiric treatment for community
acquired pneumonia (CAP) is rational when the diagnosis is uncertain.
o Procalcitonin level may be used to differentiate between viral (<0.25
ng/ml) and bacterial pneumonia (>0.25 ng/ml)
o First line Antibiotics: Inj. Ceftriaxone — 50-100 mg/kg/day, Inj. Co-
Amoxiclav-90mg/kg/day.
o May escalate antibiotics if deteriorates or another organism suspected

Inhaled medications:
o Avoid nebulized medication to minimize the risk of aerosolization.
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o Inhaled medications shall be administered by MDI (Metered Dose Inhaler),
where & when required.

Corticosteroid should be avoided in common type of infection. However, its use
may be considered in patients with rapidly deteriorating chest imaging,
occurrence of ARDS, with obvious toxic symptoms, encephalitis or
encephalopathy, hemophagocytic syndrome and other serious complications like
septicshock. [
Inotropic support when indicated
Mechanical ventilation (See section on Mechanical Ventilation)

Specific Therapy: Several treatments are being evaluated (primarily for adults) but

19

their use for COVID-19 cases remains mainly investigational.
Antivirals:
Remdesivir
@ A nucleotide analogue that inhibits viral RNA polymerase. It has activity
against COVID-19 in vitro and related corona viruses both in vitro and animal
studies.”

S

Compassionate use of remdesivir is available for children.”
Dose: 5mg/kgIVloading dose: 2.5 mg/kg OD for 2-9 days
@ Adverse effects: Deranged liver enzyme, gastro paresis and rectal bleeding

LSS

Convalescent Plasma:

@ Use of convalescent plasma has been described for patients with severe or
life threatening COVID-19. The patients had decreased severity score,
decreased NP viral load and improved oxygenation by 12 days after
transfusion.”

@ FDAis also facilitating the evaluation of hyper immune globulin for patients
with COVID-19.”

Hydroxychloroquine/ Chloroquine:

@ Itprevents SARS-CoV-2 from binding to target cells.

@ There is insufficient data for use of HCQ/ Chloroquine in the treatment of
COVID-19, so the patients should be referred to clinical trials whenever
possible. When used toxicity (prolonged QTc) should be monitored closely.

@ Dose: Hydroxychloroquine:10 mg/kg max 600 mg BID Day 1, then 3
mg/kg/dose max 200 mg TID for 3 days.

@ Adverse effects: Prolongation of QTc, retinopathy, serum glucose fluctuation




4. IL-6 pathway inhibitors:

Tocilizumab:
@ Itbindsto IL-6 receptors and inhibits cytokine storm
@ Indicated in patients with critical disease and high level of IL-6.%

@ Dose: 12mg/kg IV stat, max dose 400 mg, additional dose may be considered
12 hours afterinitial dose
@ Adverse effects: Anemia, gastric perforation, hepaticinjury
5. Combined use of HCQ & Azithromycin:
@ Both HCQ and Azithromycin are associated with QTc prolongation and
combined use may potentiate the adverse effect and should be avoided.
The optimal approach to treatment of COVID-19 is uncertain. No therapy has clearly
proven to be effective. There are no well-controlled data supporting the use of any of
these agents and their efficacy and safety for COVID-19 are largely unknown.
4.3: Warningsignals for severe and critical disease:

Increasing respiratory rate
*  Poormental responsiveness and drowsiness
Rapidincreasein D-dimers, procalcitonin and serum lactate levels
* Imaging showing bilateral or multi-lobe infiltration and pleural effusion; or
pulmonary lesions progressing rapidly in a short time
4.4: Acuterespiratory distress syndrome (ARDS):
Onset: 1 week after a known clinical insult or worsening respiratory symptoms.
Chest imaging (radiograph, CT scan, or lung ultrasound): bilateral opacities and
bilateral ground glass appearance suggestive of ARDS.
Oxygenation impairment in children:’

Calculated by PaO./FiO.x 100 (Normal > 350).

301-350- NoARDS

251-300 - Mild ARDS

150—-250- Moderate ARDS

<150-Severe ARDS
Management of critical COVID-19 ARDS:

* Itis advisable to recognize severe hypoxemic respiratory failure early, and if
hypoxemia persists despite high flow oxygen (via face mask with flow rate 10-
15 L/min) then mechanical ventilation is indicated.”

In order to reduce the risk of aerosol generation and spread of infection, use
of High Flow Nasal Oxygenation (HFNO) & Non-invasive ventilation (NIV) is

notrecommended where there is no facility of 'Negative Pressure Rooms'.
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Mechanical Ventilation:

29-31

Shouldideally be done in a negative pressure room (if possible)

Remember that your personal protection is the priority. All team involved
must use level Il PPE and shall be experienced in donning and doffing of PPE.
Pre oxygenate for 5 minutes with 100% O, to avoid manual ventilation

Ensure filter between face mask and bag

Intubate and confirm - avoid stethoscope - EtCO, (End tidal CO,) and
examination of chest are contradicting

Start MV —usefilter, inline suction, try not to disconnect from ventilator

Initial Ventilator settings:

Mode: Preferably PC-CMV or PC-SIMV

FiO2: Start with 100 %, taper rapidly to 40% maintain saturation > 94%

Pressure Control (PC): Start with 20, titrate to maintain tidal volumes between 5-8
ml/kg. In severe ARDS maintain tidal volume between 3-6 ml/kg.

Respiratory Rate (RR): Age appropriate.

Peak end expiratory pressure (PEEP): Start with 5cmH,0 and can be increased to 10 to
15cmH,0

wnN R
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Implement mechanical ventilation using lower tidal volumes (4-8 mL/kg
predicted body weight) and lower inspiratory pressures (plateau pressure
<30cmH,0)*

Tidal volumes should be adapted to disease severity: 3—6 ml/kg in the case of
poor respiratory system compliance, and 5—-8 ml/kg with better preserved
compliance.

Application of prone ventilation is strongly recommended for pediatric
patients with severe ARDS

Monitoring: pH goal is normally 7.25-7.45;

If pH >7.45, decrease respiratory rate

If pH 7.15-7.30, thenincrease respiratory rate until pH >7.30

If pH still <7.15, perform the following:

Increase tidal volume by 1 ml/kg

Deep sedation

Continuous paralysis

Prone ventilation

Optimization of oxygenation parameters

1)

2)

Minimize oxygen toxicity: (PEEP and FiO, drive oxygenation)

The goalis to deliver a partial pressure of oxygen to perfuse tissues
PEEP Optimization.

If FiO, requirementis >60 % increase PEEP

Refractory Hypoxemia: If patient is hypoxic (Pa0,<75) despite PEEP optimization and
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Pa0,/FiO, ratio <150 then perform the following:




Optimize volume status by diuresis

Deep sedation

Initiate continuous paralysis (atracurium)
Initiate prone ventilation

Prone Ventilation:

Severe ARDS (<36 hours from onset)

Prone within 12 hours of FiO,>75%

Prone >16 hours per 24 hrs. Supine >4 hours per 24 hours

The only absolute contraindications are spinal cord injury, open chest or
abdomen, and unstable airway.

Weaning from ventilator: Goal is to wean from ventilator, as soon as possible to

prevent complications.

All patients with improving or stable respiratory disease
FiO,<40%, PEEP <5 with Sp0O,>93%

Hemodynamically stable

Assess patient's readiness for weaning at least once daily

1. Considertemporary cessation of sedatives

Patient should on pressure support ventilation with minimum settings (e.g.
PIP/PEEP <10/5).

A daily spontaneous breathing trial (SBT) should be given, but may be
discontinued if the patient develops:

Evidence of increased work of breathing with RR >30/min

Hypoxia (Sp0,<92%)

Hemodynamicinstability

Extubation: Consider extubation if patient meets the following criteria:

Breathing spontaneously.

Able to follow commands.

Intact cough and able to protect airway.

Requiring airway suctioning for secretion after 2hours.
FiO0,<40% at the time of extubation.

Optimization of volume status prior to extubation.

Failure of weaning: Standard factors shall be looked for (respiratory, cardiac,

neuromuscular, neuropsychological, and metabolic) and addressed appropriately.

Sedation & Analgesia: Dexmedetomidine (0.2 to 01mcg/kg/hour) is preferred first

line. Fentanyl (2-5 mcg/kg/hour) is preferred for short term or in severe renal

dysfunction.
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Morphine (20to 40 mcg/kg/hour): Itis used as 2™ line but use should be cautious
in renal dysfunction and hemodynamicinstability.
Neuromuscular blockade: Always check for tube placement before giving
neuromuscular blockade:

1) Atracurium (0.2to 0.6 mg/kg)

2) Cis-atracurium (0.15 mg/kg)
ECMO Therapy should be considered when mechanical ventilation, blood purification,
and other means are ineffective, and cardiopulmonary failure occurs which is difficult
to correct.
4.5: Discharge Criteria

@ Afebrile for>03 days without use of antipyretics

@ Improved respiratory symptoms with improved radiological evidence of
pneumonia.
Two negative NPS for PCRin arow 24 hours apart.
If 1" PCRis positive then:
Two negative NPS for PCRin arow, 24 hours apart.

LS R SY

3rd test: after 24 hours of 2nd if it's negative.
To declare negative, two PCRs, 24 hours apart are required.
If necessary, home isolation for 14 days is suggested after
discharge.
@ Insymptomatic patients repeat NPS should be taken at a minimum of 7 days
after the 1" positive RT-PCR who clinically improve earlier.
@ In asymptomatic patients it should be taken after 10 days of 1" positive RT-
PCR.
Instructions at Discharge:
* Continue 14 days of isolation management & health monitoring.
Wear mask and observe hand hygiene.
Livein asingle room with good ventilation.
Reduce close contact with family members.
Eat separately.

Avoid outdoor activities.
Follow up visit: After2-4 weeks.
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Protocol for Children Admitted with COVID-19

Stabie

| Asympiametic
02 saturntion - pormal in oo asr
RR =30min ~ Child - =3 years

R <40insin - Chald - 1-5 years o modicaiion
| RR =50vmin - Child - 2 m -] year
SYMPTOMATIC
Mitd Moderate Severe Critical
Fever, cough, flu Fast brenthing Hespuratory distreis Respirmory filure
N fast brenthing Ral.lmh.\j,u.'ulml&urrnf qum|, requirmng Mechanical
pRCUmIL Ventilntson, Shook, MOOS

|

| Oy st <92% in roam air

| =11

l

CRC | CRC, EXSR, CRP ClC, ESRACRP CBC, ESRACRP, ALT,
CRF | ALT, 8, RFT ALT, &, RFT, FT SE, RFT, LDH, FT
| CXR APTT, AlGs, CXR, APTT, ARG, ECG, CXR,
| (ECG, Ferritin, LI- if D-dimer, Ferritin,
indicared} Lactare Provaleitonin,
Blood coltare, CT scom
chest
o Monitering a Monitoring o Manitaring o Manitoring
(heal medicarion | Infectable medication Injectable medicanion Injectabie medicanion
Paracetamol- 505 | €3 inhalatson High Mow nasal Mechanical vemtilation
No NSAIDS | 1Y fluids IV fhuids {Judicions) IV fluich { Judicious)
Amtihistamine-Cetirizane | | Cefirmnong Ceftrimone Inotropac suppon
| Co-Amoxyclny | ¥ancomycin Meroponem
[ aneomyein
ey add aniihiotic | May escalate snishiotic My escalate antibiotic Antiviral
MEONITERING: | ANTIBSOTICS: IMISES:
o Viml Signs | May escalute sniibiotics io o Cefirizxons: 75 mpleg’d BD
o s salurafion | Migropenem or Tazobactame= o CosAmoyclay-Sk mp"k;.‘w:[ DS
o Repent lahs according io | Piperacillin in place of Ceftrinnone o Meropenum: 45-60 mg'kgd TDS
worsening of condition : & chaldren wath severe disease o Vancomycin: -ﬁnﬁﬂrni."hp'llTDS
o Tarobactum: 90 meke/'dose TDS
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Chapter 5

NEWBORN
5.1: Definitions
Suspected COVID-19 Neonate:*
1. Neonate born to a mother with history of COVID-19, 14 days before delivery
and 28 days after delivery. OR
2. Neonate with history of exposure to persons (mother, family members,
visitors, attendant etc.) with confirmed or suspected COVID-19.
Probable COVID-19 neonate:
1. Asuspected neonate for whom testing for the COVID-19 virusisinconclusive.
OR
2. A suspected neonate for whom testing could not be performed for any
reason.
Confirmed COVID-19 neonate:
1. Respiratory tract or blood specimens tested by real-time fluorescence PCR
(RT-PCR) is positive for COVID-19 nucleic acid.
2. Virus gene sequencing of the respiratory tract or blood specimens that is
highly homologous to known COVID-19 specimens.
Suggestive clinical features in the neonate: Clinical findings, especially premature
infants, are not specific. Therefore, it is necessary to closely monitor vital signs,
respiratory symptoms and Gl symptoms.
Temperature instability (hyper or hypothermia)
Tachypnea, grunting, nasal flaring
Apnea
Cough
Tachycardia
Poorfeeding
Lethargy

Gl symptoms like vomiting, diarrhea, abdominal distension
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5.2: Neonatal Patient Management
NICU COVID ALGORITHM

Infant Born to PUIl/confirmed COVID-19 mother
All Infants born to mothers with confirmed 1D-19 should be considered PUIs with “low probability risk”
. CDC recommends temporar and benefits of temporary separation should

ed with mother b and neonatology providers
Transmission after birth via contact with respiratory secretions is

be discu
concern

Symptomatic or meets other NICU

adm

Transported to NICU via
CLOSED transporter, admit
to negative pressure room

(N4E31B).

Care per NICU airborne

precaution guidelines

INFANT TESTING for PUI or
confirmed COVID-19
mothers

Mother COVID-19 NEGATIVE
e No need for infant test
» Discontinue droplet/contact
precautions
* May co-locate when mom's
transmission precautions end
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Temporary separation per
CDC Guidelines and/or
mother unwell

Infant placed in negative
pressure room* with
neonatology /pediatric team
support

» Airborne/Droplet/contact
precautions

* Monitor for symptoms

* Discuss feeding options with
parent(s)

#Visitation limited to ONE well
support person/other parent.

household contact of

appropriate

Mother COVID-19 POSITIVE

® Peds ID consult

® At 24 hours, send one swab (OP
THEN NP) in viral transport media

(consultation with lab)
® Repeat swab at 48 hours

Additional testing as per Peds ID

Asymptomatic

Co-location (“rooming in”) in
accordance with mother’s
wishes or when unavoidable
after parental counseling of

Infant remains in L&D
negative pressure room*

» Airborne/Droplet/contact
precautions

= Monitor for symptoms

® Physical barriers (isolette, curtain)
to keep infant > 6 feet from mother|

» Healthy parent/caregiver should
assist with cares with appropriate
PPE

= If no other healthy adult, mother to
mask and practice HH prior to
feeding and cares




MANAGEMENT APPROACH FOR COVID-19 IN NEONATES

Neonates presenting in Neonatal Emergency

(Annex-Il)

* Nurse to fill screening proforma for all neonates

* Doctor to examine the patient
(PPE-Il level precautions to be followed)

i
1
.
.
;

| COVID-19 not suspected ld——b COVID-19 Suspected

!

Manage as per routine unit guidelines | * Admit in COVID-19 quarantine ward

* Give level-lll prevention
* Start supportive treatment

Asymptomatic Symptomatic

* CBC « CBC
« CRP * CRP
* PCR for COVID-19 virus * ABG
|
PCR negative for le—L | PCR positive for * PCR for COVID-19 virus
COVID-19 virus COVID-19 virus * Chest x-ray/lung US
* LFTs
1 * RFTs
Manage as per routine * Abdominal US
unit guidelines
PCR negative for |4 »| PCR positive for
h 4 COVID-19 virus COVID-19 virus
« Continue quarantine l l
« Continue level-lll prevention
+ Continue supportive treatment Manage as per routine « Continue quarantine
 Discharge after 2 upper airway unit guidelines « Continue level-lll prevention

swabs PCRs, taken 24 hours
apart are negative for COVID-19
virus.
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= Continue supportive treatment
* Watch & treat complications
* Involve multidisciplinary team
» Discharge after:
oNormal body temp for >3 days
olmprovement in symptoms
olmproving chest x-ray
o 2 upper & lower alrway swabs &
secretions PCRs, taken 24 hours apart
are negative for COVID-19 virus.




5.3: Guidelines on feeding and care of neonate by mother having COVID-19:
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Currently, there is no evidence for vertical transmission of virus to neonates
in women who develop COVID-19 in late pregnancy.”*

In addition, evidence does not support presence of COVID- 19 virus in breast
milk of these mothers.

However, postnatal transmission through infective air borne droplets poses a
risk of transmission.

Benefits of breast-feeding outweigh any potential risks of transmission of the
virus through breast milk.

The risks and benefits of breast feeding, including the risk of holding the baby
by the mother and required infection prevention & control (IPC) measures
should be discussed with her.

Neonates born to mothers with suspected, probable or confirmed COVID-19
infection, can be fed according to standard infant feeding guidelines, while
applying necessary precautions for IPC.

The mother should continue to breast feed if she so desires, but taking due

precautions of hand washing and use of mask around the baby.




Chapter 6

STANDARD OPERATING PROCEDURES

6.1: General Principles

The Govt. of Punjab SHCME nominated a “Corona Expert Advisory Group-CEAG” on
18th March 2020. The CEAG in its meeting held on 23" March 2020, gave following
recommendations:”

The Hospital/Biomedical waste will be strictly managed as per Hospital
Waste Management Rules, 2014.

All the international travelers (except from Africa) will be sent to quarantine
facilities and will be retained there for 14 days.

Registration & Testing (PCR) will be done for all suspected cases.

All hospitals equipped with HDUs will receive suspected patients from the
general public. These will be registered, screened and examined at Triage/
Filter Desks. If any patient falls within the Case Definition above, he/she will
be admitted to the Isolation Room. Samples from all patients, thus admitted,
shall be obtained in the prescribed manner by a trained official and sent to
the Laboratory for PCR test.

Any patient who tests Positive for Covid-19, he/she will be isolated in a
Government facility for next 14 days; will be provided Quarantine
Instructions, shifted to isolation ward/HDU as required in case of any medical
complication and deteriorationin clinical signs.

Any person, who is contacted after being traced because he/she returned
recently from any other country where Covid-19 has reported, showing signs
and symptoms of corona disease, shall be shifted to nearby quarantine
facility and tested for the disease.

Quarantine:

An area that separates and restricts the movement of people who were
exposed to a contagious disease to see if they become sick. These people may
have been exposed to a disease and do not know it, or they may have the
disease but do not show symptoms.

Isolation:
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An area used to separate sick people suffering from a contagious disease from
people who are not sick.




6.2: SOP of a Model Quarantine Facility
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Oneroomforone person. Nocommon halls.

Facility of distribution of meals to individual rooms by dedicated personnel
observingall PPE.

Appropriate facilities for hand washing/hand hygiene will be provided.
Registration and Screening (as per case definition) will be done at these
facilities.

Testing (PCR) will be done for all symptomatic people at Quarantine. Samples
will be collected, labeled and transported to designate laboratories by staff of
Rescue 1122.

Once the test comes positive, these cases will be shifted to COVID-19
ward/HDUs for further management.

Dedicated ambulance of 1122 to be made available for the sole purpose of
transportation of patients form quarantine toisolation at hospitals.
Staff of the ambulance will observe all PPE.

Waste generated at quarantine facilities will be segregated, collected,
transported and disposed of as per Hospital Waste Management Rules 2014.
Non-critical patient-care equipment (e.g. stethoscope, thermometer, blood
pressure cuff and sphygmomanometer) to the individuals will be provided.
Adequate equipment/items required for cleaning/disinfection will be
provided forindividual room.

Thorough daily cleaning of each room will be ensured as per infection control
SOP's.

The room attendants will ensure use of proper PPE for contacting and
attendingtheinmate.

No visitors/family members from outside will be allowed inside this
quarantine facility.

Psychologist will be available for necessary counseling.

All the Hospitals will establish a Triage/Filter Clinic for self-reporting patients.
The Desks established will segregate/isolate the patients on the basis of
symptoms, history of contact/travel and will be guided accordingly.

The Committee further recommended establishing Isolation Rooms,
Isolation Wards and High Dependency Units in the dedicated
buildings/blocks of all public sector hospitals.




6.3:Isolation Rooms

1.

All the conditions mentioned for Model Quarantine Facility will be applicable
forIsolation rooms.

The guidelines for the use of PPE will be followed strictly.

All the patients with symptoms (as per Case Definition), and positive
contact/travel history will be kept in the Isolation and will be managed
symptomatically.

Samples for PCR testing will be obtained and sent at the Day 1 and the patient
will be kept till the result of PCR.

In case of test positive the patient will either stay in room or be shifted to
Isolation Ward as required.

In case of developing respiratory distress or any other life-theatre
complication or on the basis of clinical assessment, the patient will be shifted
to High Dependency Unit (HDU).

Hospital Administration will ensure the implementation of all hospital safety
protocols for cross infection control and barrier the transmission for
minimizing the risk.

6.4:Isolation Ward

1.

This facility will be preferably located away or completely isolated from the
main hospital building, having separate entry and exit and preferably near to
theisolation rooms.

Only the (PCR) Test Positive patients will be shifted/ kept here.

Once the facility is occupied to 50% of the capacity, the patients will be shifted
to dedicated facilities (as declared) by the department.

Stable patients, not requiring any supportive treatment would stay here.

In Case any patient gets unstable, develops shortness of breath or advised so
by the clinical consultant will be shifted to HDU.

6.5: High Dependency Unit (HDU)
As per already given instructions by this Department, HDU will be equipped with all

facilities for the management of unstable patients. HDU will be equipped with
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Ventilator

Cardiac monitor

Oxygen

Resuscitation equipment
Lifesaving drugs

Disposables

Portable X-rays & Ultrasound




Chapter 7

SURGICALPROTOCOLS DURING CORONA PANDEMIC
Inview of the Global Public Health Emergency, COVID-19 (Corona Virus Pandemic), the
following guidelines for surgical patients has been prepared and will be kept under

review on ongoing basis.

7.1:

7.2:
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Guidelines for the Surgical Patients in Wards:

There will be strictly one patient on each bed.

There will be one accompanied attendant only.

Relevant history from attendant will be taken regarding fever, cough, respiratory
distress, flu and any epidemiological criteria. If suspect; will be referred back with
precautionto corona desk.

Surgeries should be classified and elective and semi-elective surgeries should be
deferred till pandemicis there.***

Any suspected/confirmed case will not be scheduled for elective surgery at any
cost.

Emergency and urgent cases will be given top priority during pandemic.
There will be minimum number of the patient's attendants in the ward and
attendants will be educated about cross infection.

The stay of patients will be kept as short as possible.

Daily disinfection of floor and hardware as per SOP of all OT's will be ensured with
minimum contact time of 10 minutes every time between the cases.

Separate spaces will be dedicated in wards, ICU and other areas for suspected
cases/confirmed if needed but preferably shifted to corona isolation room if
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available.

Single use or dedicated equipment (stethoscope, BP cuff and thermometer) will
be used with proper care and after sterilization.

If equipment needs to be shared it will be cleaned and disinfected/sterilized
between usages for different patients.

Healthcare worker who are transporting patients will perform strict hand hygiene
and protective measures as recommended.

SOP'S for Operation Theatre

Screening willbe done at entrance of OT.

If patient is having fever >100.4°F, persistent cough or respiratory distress, flu and
any epidemiological criteria, will not be scheduled for surgery and will be referred

to Corona desk.
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All Health Care Workers will wear provided disposable surgical face mask and
necessary equipment as per CEAG recommendation.

Healthcare providers will wear a disposable surgical mask and use hand
sanitizers all the time.

Alcohol based sanitizers will be used in each operating room for personal
hygiene.

All OT tables and surfaces will be cleaned with alcohol-based liquids/ bleach
(1:5 dilution) after each use and minimum contact time 10 minutes.

Patients will be allowed to come one by one for pre-operative assessment.
Laparoscopic surgery, elective GIT endoscopy, bronchoscopy, and
laryngoscopy should be deferred during pandemic.

N-95/FFP2/KN95/FFP3 Masks and full PPE as recommended by CEAG will be
used for all known or suspected cases of COVID-19, if emergency surgery is
indicated but elective surgery will be deferred.

There will be separate designated O.R and PICU room/area or in isolation
room/isolation ward/HDU for confirmed or suspected COVID-19 cases.

The number of staff members present in OT for intubation/extubation will be
limited to reduce the risk of encounter with the patients having mark on
thumb.

High quality HME filter between ETT and the reservoir bag will be ensured.

Theatre shoes willremainin theatre




ALGORITHM COVID-19
GUIDELINES FOR OPERATION THEATER

Point of Entry in Operation Theatre

Screening at OT Entrance

Suspected Case of COVID-19/ Contact

No fever, cough or epidemiological

Fever >100.4 °F or Persistent cough, respiratory L
criteria

distress and one epidemiological criterion

All patients to come for pre op
Defer Surgery

: assessment one by one
Refer patient to Corona Desk

All Health care workers will

l wear masks
Alcohol based sanitizers to be
If Surgery is unavoidable in suspected used in each operating room
or confirmed COVID-19 patient
Surgery will be performed with full PPE - Limit the number of health
by both anesthesia personals and care professionals in OT to
surgery peop|e_ reduce exposure

There will be a designated separate OT
and Pediatric ICU room reserved for
Corona patients

High quality HME filters to be
ensured between ETT and
reservoir bag

’ I




Intercollegiate General Surgery Guidance COVID-19
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7.3: Staff Safety Guidelines

Anesthesia personal/Aerosol dealing personnel will take level llI, protection
during surgery by wearing N95/KN95/FFP2/FFP3 mask, full PPE, and
protective shield duringintubation. *"*

Everyonein Operation Theatre/wards/ICU will maintain strict hand hygiene.
Staff will wear a three-ply surgical mask all the time in routine theatre.

Staff will wear disposable gloves before touching a patient or patient's

surrounding with use of hand sanitizer/disinfectant.

Minimum standard surgical dress during surgery

All operations including emergency or elective should be performed if
needed. The surgery/anesthesia staff should wear disposable surgical
gowns/or PPE (provided from hospital) disposable surgical cap, at least
disposable three-ply surgical masks and protective shoe cover impermeable
to water (polythene).

If splash of any material is suspected during operation, goggles and
protective shield should be worn.

Staff will wash hands properly before leaving the operation
theatre/wards/ICU.

Staff will inform if anyone is having flu, fever or contact with a traveler from

abroadto corona desk.

7.4: Hospital/Theatre waste
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All the waste will be disposed of as per waste management rules 2014."




Chapter 8

SAFETY GUIDELINES REGARDING PPE
8.1:Safety levels for healthcare workers: “*

Safety levels Protective level Protective equipment
General OPD - Disposable Surgical mask
Level-I - General emergency - Surgical gowns/cap
Pre-examination Triage - Disposable Examination gloves

Sanitizer /soup with water

General triage by CMO - Disposable cap
Level-II - General ward - Surgical gown
Short stay area - Disposable Surgical mask
Regular labor room and operation - Disposable latex gloves
theater - Sanitizer /soup with water
Triage center for COVID -19 Full Personal Protective
Isolation ward/treatment area for Equipment
COVID -19 - Disposable cap
HDU/ICU for COVID -19 - N-95/KN-95/FFP2/FFP3
Level-II1 - Radiological imaging of preferably with
suspected/confirmed cases of respirator mask
COVID -19 - Disposable latex long gloves
Cleaning of surgical/interventional - Tyvek suit
equipment - Goggles
Sample collection and laboratory - Protective glass shield
for COVID-19 - Long shoes and shoe cover

Labor room and theater if a
suspected/confirmed case of
COVID-19 is being

managed/operated

Note:

1.  All staff at healthcare facility must wear surgical mask and do proper hand
wash with soap and water more than 20 second.

2. All staff working in outpatient department of infectious disease and
respiratory disease and endoscopy department like gastrointestinal
endoscopy, bronchoscopy, laryngoscopy etc. must wear medical protective
mask (N-95/KN-95/FFP2/FFP3 mask).
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1.  Staff must wear a protective glass face shield/screen while taking respiratory
sample from suspected/confirmed cases of COVID-19.

2.  Life of medical protective masks like N-95 is 8 days if worn for 8 hours in a day
with 2 hoursinterval, if does not get wet/soiled and used by the same person.

3. Surgical mask s disposable and may be used continuously for 6 hours if does

not get wet/soiled.

HEALTH FACILITIES

PATIENT ROOM

TRIAGE

LABORATORY

ADMINISTRATIVE
AREAS
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TARGET PERSONNEL

Health care workers

ACTIVITY

Providing direct care to
COVID-19 patients in
Isolation or HDU

TYPE OF PPE’S

Disposable cap

Disposable Latex Gloves
N95/KN95/FFP2 Mask

Tyvek suit

Eye Protection goggles or face
shield

Cleaners/Sweeper/Ward Boy

Cleaner entering the
COVID-confirmed

patient room

Disposable cap & shoe cover
Disposable Gloves
N95/KN95/FFP2 Mask

Tyvek suit

Eye Protection goggles or face
shield

Cleaner not entering
the room

Gloves
N95/KN95/FFP2 mask & cap
Surgical Gown

Attendant (mother/father)

Staying in the room
with a COVID-19 child

Gloves

N95 mask&disposablecap
Surgical Gown

Soap with water/ Sanitizer

CMO/MO fever clinic

Preliminary screening
not involving direct
contact

Maintain social distance of at
least 1 m.

Disposable examination Gloves
N95/KN95/FFP2 mask & Cap
Surgical Gown

Soap with water/ Sanitizer

Patients with respiratory symptoms

Any

Maintain social distance of at
least 1 m.

Provide medical mask to the
patient

Soap with water/ Sanitizer

Patients without respiratory
symptoms

Any

No PPE’s required

Lab Technician/designated health

worker

Manipulation of
respiratory samples

N95/KN95/FFP2 Mask
Gown

Gloves

Eye protection by goggles

All Staff, Including healthcare
workers

Administration tasks
that do not involve
contact with COVID-19
patients.

Disposable surgical mask
Soap with water/ Hand
Sanitizer




8.2:SOP's for Healthcare Workers at The Children's Hospital, Lahore.
8.2.1 Personal Protective Equipment (PPE)

COVID-19
Safe PPE

Fluid

Resistant

Surgical
Mask

Gloves

Disposable
Apron

HE. Eya ::hc!lmh b

General contact with Aerosol

i or sispocted Ponerng
B NI




Personal Protective Items: g

‘4 .

‘: J'

E‘ﬂ.

—

Gown Full Body Suit / Tyvek Suit

¥ Layered MedicalSusgical Mask NE5 Mk N95 Respirates

~ N

AN




8.3: Hand Washing Techniques

RUB HANDS FOR HAND HYGIENE! WASH HANDS WHEN VISIBLY SOILED
E} Duration of the entire procedure: 20-30 scconds

Appty a palmfd of the product in & cupped hand, covering all sufaces; Piits hardts pien 10 paikin;

Fiigh!l palm ower baft dorsum with Palm 1o palm with lingers intedaced; Backs al fingers Lo opposing paims

interlaced fingers and vice versa

wilh firgers intertocked;

Lik

Ratatianal nubshing af ksft thumb Rotational rublxing, backwands and Onca dry, your hands are safs.
clasped in right palm and vice versas  forwards with clasped fingars of right
hard i left palm and Wce v
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8.4: Donning and Doffing Method
A. Putting on PPE (Donning)

SEQUEMCE FOR PUTTING ON
PERSOMNAL PROTECTIVE EQUIPMENT (PPE)

Tha typa of PPE usod will vary based on tha level of precasibons required, such ns standard and contact, droghot or
airbaime infection malation proceutam. The proceduns o puttng on snd remaving PPE hould be tmbored {0 tho spacific
wvpe ol PPE

1. GOWN € RV

g LN e, Koo
* Fully cover torso from neck to kneas, arms A W S o o /
ta end of wrists, and wrap around the back } i F'u.‘j, T I!
» Fasten in back of neck and waist ne | b
| I i 1l
2. MASK OR RESPIRATOR
» Secure ties or elastic bands at middle &
of head and neck i)
* Fitflexible band ta nose bridge i 11 e
)
« Fitsnug to face and below chin S )
* Fit-check respirator
3. GOGGLES OR FACE SHIELD - o
* Place over face and eyes and adjust to fit | % T?-I r :_

4. GLOVES

'y
* Extend to cover wrist of isolation gown g

USE SAFEWORK PRACTICESTO PROTECT YOURSELF
AND LIMITTHE SPREAD OF CONTAMINATION
* Keap hands away frem facn

+ Lim# surfaces wuched
* Change gloves when tom or heavily contaminatod —fé cDC
= Parfpim hand hygista

- I




B: Safe Removal of PPE (Doffing)

HOWTO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE)
EXAMPLE 1

Thadw afo i wabty
pobenbindy infecbous materinf He
wurn. Aomiue thi ruspiraies aftey losding th

1. GLOVES

« Ditsids of goves are contmminated|

i
= Mok movad gl in ghovad e

Sicdu drgur o unglovss whilnl femmisn g glove Bl weel snd
paal off seain gl e ired glo

* Digranf gigvem i an miectises® wels gonts me

2 GDG’G LES OR FACE SHIELD

Chrtside of gapgles or fscn shinkd are contasinsedl
1 et Pl [t Comt minatnd duing gugghe o facn whill el
inmsuhalely 1‘ru\.|l'fllll' hEnis an wizohol: ha s i s

& Pemuova goggled o Tace whisld bom e heck By Gfng fand besd o
Har pissan

& | iha nem i reussbie, placs o dusigneces Fecepiarie for
reEncesung dthonsise, desard i1 m mlecinus® waste comismeEr

3. GOWN

® Lo frosr and @esin e Contemesiag!
| o Randy ||r\-|| § o el ||||-.LI i gy
) Wgd o

rtamrabag

11 Tomact your body

2 dia s, bt hing inside ol gran soly
= Turn gewy

# [Foid @r g 0 W lundes nd disoand in an esEnnuL” Wil conenar

4. MASK OR RESPIRATOR

Foafil of miai maparsind b oomeminebed

QD NOT TOWUCH!
IR}

e 101, and Fomaye o Aol iouch

« Oizgant in an mfgctinus® wesie ¢ omtamni

5. WASH HANDS OR USE AN y
ALCOHOL-BASED HAND SANITIZER ~J OR I0€
IMMEDIATELY AFTER REMOVING il
ALL PPE —y g

Bt rlyenoas wasle cancaine by used w dispusa ol FPE ihai o goiertialy - im =il
commnnnled el Elshi s bin

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS

BECOME CONTAMINATED AND IMMEDIATELY AFTER
REMOVING ALL PPE

. I




HOWTO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE)
EXAMPLE 2

£ mucous memhreses vsh potnatally
I wom. Remove the resgmior sitme

1. GOWN AND GLOVES

* fiwen el el alesven and the ouseds af glave ae
o

* |lyaw hands

et taneg gown ar 3iova remmal

ik of e g alzosel - hasd

o fraipiha g in i o wnd pal Sy Pram o body &
Wit b i, Eoeching oubsido ol gawn oaly with plovad
raids

= While remaving b qowe, old or roll the gewn irsida-out il
b bondie

o g you ara rmoving Bie gawn, posl off yoar gloves. 5 thi
sieTe e, gy tuching the maite of the gloves asd gown wiit
yoar bare hands. Faca tee gown md gioes ma i idectieur®
WELTH i P!

2, GOGGLES OR FACE SHIELD

o Duitsads of pogoies of Recs et i am coolsmeaied|
o

* |l yaw hange got cantamingtad duriag goggle or face shield remival. )
TETHRE AL WHER OUT AL OF URE 80 AIZ0%0i-D ke hasd sanmer

o Rernai googhes arlace shild bon £ v ikmg baad band ard
o toaching e ¥ ol ol e HH g 1 o nce shiskd

o |1 the iem g equnabin, plice = disspratad nocegtachs lr
mpaeysing Dthamise, doscwd o e mlecioa” wise contura

3. MASK OR RESPIRATOR

o Fiosl of misksseapraled i

¢ otarmitned — DM NT TOUCH L = B s 7
|| yaw hang qet o3 i RIpIWO rEmey _ M — - 1 T
Tt Ay w wie bt alconel-besad haed sanibm gl Filil
* [raap battem tes of slastics of the m B8k S, een e aray o ( f _."I

& |

i naxp, ared e withead iouching e frem
* Discard in g0 infuciinos® wasie cortane

4, WASH HANDS OR USE AN

ALCOHOL-BASED HAND SANITIZER —_
IMMEDIATELY AFTER REMOVING NG s\
ALL PPE e “q‘

.
B efoctipoy mue coctieve esad g dapoe of FRE tad @ potee sl h T

withvwiled v th Fagk wiod

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS [ )
BECOME CONTAMINATED AND IMMEDIATELY AFTER ‘ _{f_ hC

REMOVING ALL PPE




Chapter 9

ESSENTIAL PRECAUTIONS FOR HEALTHCARE STAFF

9.1: Advice to Healthcare Personnel

1.

10.
11.

12.

13.

14.

15.

16.
17.

18.

45

Stop wearing wrist watches, rings, or bracelets.

Stop bringing computer, handbags and wallets to hospital. Just a credit card
and some currency notes may be enough.

Clean your eyeglasses, business card, pen and mobile phones before starting
work and before going home.

If possible, use the spare rooms in the hospital, and wear (Scrub) in the
hospital, when you arrive at work, and replace it with your clothes before
leaving.

Try to observe the recommended social distancing with each other during
duty hours.

Wear your area-specific recommended safety gears strictly during working
hours.

Do frequent hand washing and make use of sanitizers, before, during & after
patientcare.

Wash your handsto the elbows before leaving the hospital.

Frequently clean steering wheel, door handle of car/ bike.

Leave the drivinglicense inthe car.

At home, leave mobile phone case/back cover in car and just carry your cell
phone without any covering to your house.

Clean your car keys with antiseptic solution on arriving at hospital and just
before leaving.

No phones, remote, I-pads on beds at home and even duty rooms in hospital.
Avoid putting mobile on the bed, whether at home or shift room.

If work clothes are not available from the hospital, bring the work clothes
withyouinacleanbag.

Leave work shoesin the car or outside the home.

Wash your work clothes (with hot water if possible) and don't mix them with
the other clothes

Take shower as soon as you arrive home, before meeting or touching any of
your family members. Try to keep away from the elder/old family members
staying with you.




19. Nutrition: Prefer protein rich diet, citrus fruits, dry fruits, and multivitamins

toincrease immunity.

9.2: Protocols for Protection at Returning Home

When you return
home, try not to
touch anything

Disinfect your
pet's paws if you
take him out for

keys, otc. ina
box at the
entrance

Wash your phoneo
and glasses with
soap and water
or alcohol

Take off your
gloves carefully,
throw them away
and wash your
hands

Take off
your shoos

Take off your

outer clothing
and put it in a
laundry bag

Shower or If you
can't, wash all
exposed arsas
well

Clean the surfacos
of what you have
brought from the
outside with
bleach bofors
storing

Remembaer that
itis not possible
1o do a total
disinfoction,

the objective is to
roduce tho risk
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Chapter 10

INFECTION CONTROL PROTOCOLS FOR COVID-19""

Corona suspect or confirmed patients require isolation due to highly transmissible
nature of Covid-19 virus. These guidelines are intended to apply to all medical staff
(consultants, junior doctors, staff nurses, support staff) attending the patient within
the Corona Unit.

10.1: Generalrules

Theserules are to be followed by all the team members and include:

* Implementation of "Standard Precautions"

* Additional "Transmission-Based Precautions" are for patients known or
suspected to be infected by epidemiologically important pathogens spread by
airborne or droplet transmission or by contact with dry skin or contaminated
surfaces.

10.2: Standard Precautions
Standard Precautions apply to all those Healthcare workers who contact with:

* Respiratory secretions

* Blood

*  Allbodyfluids, secretions, and excretions

*  Non-intact skinand

*  Mucous membranes

These Precautionsinclude the following:

o Health care providers must follow hand washing and antisepsis (hand hygiene)
before donning PPE can be used before and after touching patient OR his/her
surroundings OR any of the secretions or fluids.

Do not wear watches or jewelry.
Do not use nail polish.
Healthcare worker must wear personal protective equipment while entering
Corona Ward as protocol provided.
Sanitize hands and change gloves between patients.
Healthcare Personal must handle patient care equipment properly.
Where possible, use disposable items.
Disinfection of the instrument will be done before using for next patient
according tothe protocol provided to Head Nurse.

v I
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Soiled linen will be packed in a double bag, in another yellow bag, sealed by
sanitary staff and marked as highly infectious.

It will be handed over to waste management unit to transfer it to CSSD/
Incinerator.

They should prevent needle stick/sharp injuries.

Head nurse and support staff are responsible to keep Environment clean and
spills-management as per IC protocols

Every member of the team s responsible for appropriately handling of waste.
Treat every type of specimen as highly infectious and every room should be
provided with a pedal operated close bin to dispose it off in Yellow bags.

Head Nurse will collaborate with waste management department for the
safe transportation of infectious waste to the incinerator where it will be
immediately incinerated.

The surfaces in patient care areas including washrooms will be disinfected at
the beginning of the shift by the ward boy on duty as guided by infection
control team under the supervision of on Duty Head nurse.

Contact time for disinfection: It must be minimum 10 minutes.

Head nurse will be responsible for maintaining the stock of disinfectants,
sanitizers, liquid soap and PPE.

Use of mobiles must strictly be prohibited in patient care areas.

No Healthcare Personal should carry bags laptops, tablets in this area.

Food for the patient must be provided in disposable packs.

No food should be left open in the ward.

When leaving, wash your hands up to elbow thoroughly after doffing PPE and
sanitize your belongings

10.3: Transmission-Based Precautions: (Aerosol & Contact)
The following precautions need to be taken:

(0]
o
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Place patientinasingle room.

The air should be discharged to the outdoors and specially be filtered before
itiscirculatedinthe room.

Keep doorsclosed.

Anyone who enters the room must wear a medical mask and if he is going to
perform some respiratory procedure, he must wear N-95 respirator.

Limit the movement of the staff members.

Keep the minimum number of staff to avoid cross contamination.

Alist of all disinfectant solutions approved for used with COVID-19 is available
on the following link: https://www.epa.gov/pesticide-registration/list-n-
disinfectants-use-against-sars-cov-2*




Chapter 11

GUIDELINES FOR IMAGING COVID-19 PATIENTS "
11.1: General Precautions

* Limit attendants/visitors to the department

* Minimum staff and patients should only access scanning areas.

* Pregnant staff will not be assigned to work with known/suspected COVID-19
patients.

11.2: PPE and Isolation precautions
* Include protective gowns, gloves, and goggles (preferably).
* N95 maskis required to prevent aerosol transmission.
11.3 Patient transfers to and from the department

* Patients must not be shifted to department unless absolutely necessary.

*In event of transfer, radiology department must be pre-informed so that
adequate arrangements can be made.

11.4: Patient must wear a surgical mask

* Healthcare staff needs to wear PPE during patient transfer.

* Patients with COVID-19 should be shifted directly to the scanners or procedure
room and should ideally be scheduled at the end of the list if clinically possible.

* Patient transfer routes in and out of the department/scan rooms should be
earmarked beforehand for ease of transfers.

* Use of portable x-ray is highly recommended in emergency rooms /isolation
rooms ratherthan patient transfer to the radiology department.

* Ultrasound facility should be reserved for critically sick patient and decision to
be made in consultation with Radiology team considering the risk vs. benefit
outcome; keepingin mind the outcome in management of the patient.

* Adesignated ultrasound machine should be dedicated for COVID-19 patients.

* Departmental x-rays and ultrasounds to be discussed with consultant and
performed on a separate ultrasound machine.

11.5:CT scanning

* CT scan facility should be reserved for critically sick patient and decision to be
made in consultation with Radiology team considering the risk vs. benefit
outcome; keepingin mind the outcome in management of the patient.
ideally a dedicated CT is required be designated for all patients with COVID-19, to
prevent cross-contamination to other patients.

. I




Dedicated radiographers should be staffed in this scanner.
* Appropriate PPE and Decontamination kits/equipment must be available outside
andinside the scanner suites.
11.6: Post exposure de-contamination

All sheets gowns used must be discarded as per infection control policy.

Preferably disposable sheets should be used.
* If disable sheets not available then these sheets should be sent for sterilization in
designated sealed waterproof or alginate bags.
Appropriate disinfectant solution spray (which include quaternary ammonium,
sodium hypochlorite, hydrogen peroxide and alcohol-based compounds) should
be used to cover all contact surfaces of the scanners, work stations/desks,
keyboards and monitorsinstrument trolleys.
If a radiological instrument like X-ray or ultra sound machine is required for
patient's investigation, it should be thoroughly disinfected (as per protocol
provided) before leaving the ward to avoid transmission of virus.
Contact time of disinfection: Appropriate concentration and contact times of the
surface disinfectant should be used. Minimum recommended time is 10
minutes.
All PPE must be discarded appropriately in designated bins and discarded as per

infection control protocols.

0 I




Chapter 12

HOME QUARANTINE INSTRUCTIONS *"*°
12.1:InSuspected Cases

Restrict the mobility to your room for 14 days and minimize contact with
family members and other people.

Drink plenty of water.

In case of fever: Syrup Paracetamol 10-15 mg/kg/dose (6-8 Hourly, as per
requirement)

After sneezing or coughing: Wash your hands frequently with soap for at
least 20 seconds.

Keep wearing face maskall the time.

Visit hospital in case of not feeling well.

12.2: Stay at Home guidance for households

Criteria and guidance applied as:

51

Dayoneis the first day of symptoms.

The 14-day period starts from the day when the first person in the house
becameill.

If you live with others and you are the first in the household to have
symptoms of corona virus, then you must stay at home for 7 days. If anyone
else in the household starts displaying symptoms, they should stay at home
for 7 days from when their symptoms appeared, regardless of what day they
areoninthe original 14-day isolation period.

Household members, who remain well, stay in self-isolation for 14 days due
to maximum incubation period, calculated from day 1 of first symptomatic
person.

Household members do not need to restart the clock if other members

become symptomatic during the 14 days self-isolation.




{ 2% World Health
8.5 Organization

la

Wash hands with soap and
water regularly, espacially:

after coughing or sneezing

before, during and after
you prepane food

bafore eating

after using the tailat

before and alter caring
for the ill persan

when hands are visibly
dirty

Home care for people with
suspected or confirmed COVID-19

ir family

Avold unnecessary exposute to the
Il persan and avoid sharing items.
-such as eating utensils, dishes,
drinks and towels.

When cowghing or sneezing. cover mouth and
nese with flexed elbow or use a8 disposable
tissue and discard immeadiately aftar use.

EPI'WIN  wwwwha.inticovid-19
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Maonitor everyona's haalth for symptoms
such as fever, cough and [ difficult
breathing appear, call your health care
facility immadiately




Chapter 13

GUIDELINES FORHCW IN CORONA AREA
13.1: Guidelines for health care worker in corona ward

(Doctors, Nurses, support staff)
1.

46,51,52

Doctor on duty should stay in ward and not allowed to go out during duty
hours. Avoid the presence of unnecessary individuals in the room.

Duty nurse should continuously monitor the patient.

During the critical situation of patient, doctor on duty willimmediately attend
the patientin full PPE.

The duty doctor should take history, conduct examination and prescribe

medicine for each new patient & inform consultant on call.

5. Doctorondutyshould do NP Swabimmediately after admission.

9.

Ensure that health care workers refrain from touching their eyes, nose and
mouth with potentially contaminated gloved or ungloved hands.

Consultant on call will do one round in 24 hours and on call senior registrar
will be there for 24 hours with doctor on duty

All IV & oral medicines should be given on time by nurse on duty and she will
dosamplingif required.

On duty support staff should stay in corona ward for 24 hours

13.2: Preventive measure for patients and attendants of corona
isolation ward.”
1. Patients must wear surgical mask.

53
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Only one attendant (mother / father) will be allowed to stay with patient.
Attendant should wear N95 mask covering it with surgical mask.

During coughing and sneezing, patients should cover mouth with tissue
paper or coughinside their elbow.

All waste of patients should be disposed of in labeled dustbins.

Patientsin the ward should maintain social distancing.

If admitted patient is positive without symptoms, he / she should bring daily
necessities (clothes, dry food, tissue papers, utensils etc.) with him / her.
Hospital administrative authority will provide daily food & water but if patient
wishes to bring their food from home, they should follow hospital protocols.




10.

11.

12.

13.3:

13.4:

During admission in ward, it is necessary to wash hands for 20 seconds
frequently. Especially after changing cloths and nappies of sick children and
after bedding and cleaning of room.
Duty staff nurses will administer IV + oral medication in every shift & if
required, take sample also.
Consultant on call will do one round in 24 hours and on-call senior
registrar will be there for 24 hours with doctor on duty.
Doctor, nurse and support staff will be in ward for 24 hours as per duty
roster.
Discontinuation of isolation and Precautionary measures at
discharge:*
Isolation precautions can be discontinued once all the following conditions
have been met
Resolution of fever without the use of antipyretics.
Improvementin respiratory symptoms (e.g., cough, shortness of breath).
Two consecutive negative PCR tests collected 24 hours apart.
Repeat PCRtesting should be done 5 days after resolution of the symptoms.
If the patient is still positive, a repeat sample should be obtained 5 days later.
Patients, who are asymptomatic, should have repeat testing 7 days from the
first test sent.
When patient is to be discharged, he/she should first be given a bath with
clothes changed.
After being discharged the patient is to be sent home in the hospital's special
ambulance.
After reaching home, leave shoes outside for few hours and remove all
clothesand wash them in hot water with Dettol and should take bath also.
Procedures for handling bodies of deceased suspected or

confirmed COVID - 19 patients:*”

1.
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Staff PPE: The staff must make sure they are fully protected by wearing work
clothes, disposable surgical caps, disposable gloves and thick rubber gloves
with long sleeves, medical disposable protective clothing, medical protective
masks (N95), protective face shields, work shoes or rubber boots, waterproof
boot covers, waterproof aprons or waterproofisolation gowns, etc.

Corpse care: Fill all openings or wounds the patient may have, such as mouth,
nose, ears, anus and tracheotomy openings, by using cotton balls or gauze
dipped in 3000-5000 mg/L chlorine-containing disinfectant or 0.5%




3.

5.

Wrapping: Wrap the corpse with a double-layer cloth sheet soaked with
disinfectant, and pack it into a double-layer, sealed, leak-proof corpse
wrapping sheet/burial bags soaked with chlorine containing disinfectant.

The body shall be transferred by the staff in the isolation ward of the hospital
via the contaminated area to the special elevator, out of the ward and then
directly transported to a specified location by a special vehicle as soon as
possible.

Perform final disinfection of the ward and the elevator.

13.5: Prevention of COVID-19 in school going children:"""’

Currently there is no vaccine available to prevent corona virus disease 2019 (COVID-

19). The best way to prevent COVID-19 is to avoid being exposed to this virus.

We can limit the transmission of virus by taking everyday preventive measures by:
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1.

Staying at home when sick. Do not send the sick child to school/anywhere
outside home.

Care giver and a child should wear a face mask only if the child has symptoms
particularly when you/your child are around other people (e.g., sharing a
room or vehicle) and before you/your child enter a healthcare provider's
office/facility

Covering mouth and nose with flexed elbow or tissue when coughing or
sneezing. Dispose of used tissue instantly in closed bin.

Washing hands often with soap and water or a sanitizer whichever is available
Avoid touching your eyes, nose, and mouth with unwashed hands.

Cleaning frequently high-touched surfaces (tables, doorknobs, light
switches, counter tops, handles, desks, phones, keyboards, toilets, faucets,
sinks etc.) by detergents and disinfectants.

Avoid going to crowded places like shopping malls, restaurants, public parks

etc.




Chapter 14

BURIALPROTOCOL “**

Burial Protocol of Deceased died due to COVID-19 Infection Infection
Burial Protocols for Deceased body died due to COVID-12 Infected Infection

Before starting any procedurne, the family mus! be fully informed abowt the burial process. Formal
agreamant and consant from i Temily should be laken.

1, Pricr to departure

Team shoukd be comprissd of:
a. 4 maembars, wearing full FPE Tor Tield situation
b. 1 sprayer, wearing full FRPE for field sibuation
& 1 iechhical superssar, nol waarnng PPE
Disinleran preparat an

Diganbactan salutions mus! be prapand Sar the same day
a unﬁ%mlamuu&mmmnﬂ iy e e, dminlagtion of object and surlaces

b, Imparmiakia, v-'irl FriniLm icknass 400 microns with 4 handle and able 1 hoid 100-125
kilos {200-250 Ibs) body bag should be avadable

& Fad hand hygiens alcabal-based hand fd solulion with supply of clean rumning wabar, saap and
iowels Or chiorine salution 0.05% should be svailable

d. Pumnﬂ Protectre Equmﬂt(P‘PE] includng one par of desposable gloves, one pair of beavy-
duty g i sl (e g Tywek suil) + mpemaable plastic apron, goggles and
masi for face projection and rubber boats or shoss with punCHne-resistant soles and disposabie
ovarshoes should b available

e. For disinfection, one hand sprayer, one back sprayer, Leak-proal and punciure nesistand shasmps
container, two Wak-pros! nfectous washs bags: one fof disposable material (Sesbruction) snd
ong for musable materials (disindection) should be o aliabe

I Pricr jo deparhire the team leader must Bael e burial team sboul how o conduct 8 busial
Acconding 1o partcular religicus ard social baliefs

A Arrival:

a. Greet the family and offer your condolenoss. The siafl should not be wearnng PPE upon arrval
b. idenbfy the femsly members who will be participating in the bunal ruals.
© erity that the grave is dug. if not then send selecied peopke io dig the grave at the cemelery o
at the area identified by the famiy
d, Adry ablusian can be parformed by & Muslim membar ol the burial leam an ha deceased patisnt
pafore or after Being placed in the body Bag. This process lakes aboul 1-2 minubes.
Dry shlwtion

Tha hand of the Musim Bural feam meamber carmyng owl the dry ablubon (in PPE), sofly sirikes Sheir
hands-on clean sand or slions and then gantly passes over the hands and then the face of the deceasesd
This symizalicaly represents the ablutian
@, The decsased pabient is shrowded by wiapping in a plain while cofion sheet before being placed
A iha body Dag Th shioud should be onotied a1 both ands
b. If thene mre femake members of the Burial leam, they should shroud deceased female patient
|prior 1o placing in @ body bag

2. Put on all Personal Protectiee Equipment (PPE)

&, Locals the rcom for the body of the decaased patient; open the windows and doors for aptimal
highi and vantilatian

b, Igenlify with (he family, the rooms and anneces (Bathroom, loiet) that were used by the
deceassd pabeni as they need 10 be cleaned and dsinfected

o Puton all parsonal pratective equipment (PPE) by bunal management team in the pressnos of
the farmiy

4. Placesmasnd of thes body in e body bag

@, Enler inio the housa with at easi 2 persons of the burial beam.
b. Labomdory-Epidemiclogy team collects a post-moriem sample for confinmation

: I
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¢. Place the body bag along the body and open it; at least two persons should take the body by
arms and legs and place it in body bag and close it
d. Disinfect the outer side of the body bag by spraying over the surface of the body bag with a
suitable disinfectant (e.g., 0.5% chlorine solution)
5. Sanitize family’s environment

a. Clean with clean water and detergent and then disinfect with a suitable disinfectant (e.g., 0.5%
chlorine solution) all rooms of the house that were possibly infected by the deceased patient.
Special focus should be given to areas soiled by blood, nasal secretions, sputum, urine, stool
and vomit.

b. Clean with water and detergent all objects possibly infected by the deceased patient; then
disinfect with a chlorine solution 0.5%.

c. Collect any sharps that might have been used on the patient and dispose them in a leak-proof
and puncture resistant container.

6. Remove PPE, manage waste and perform hand hygiene

a. Disinfect boots without removing them

b. Remove apron: Untie the apron, remove it and discard into infectious waste bag for disinfection.
Wash outer gloves

c. Remove outer gloves, Wash inner gloves

d. Remove coverall: Take Hood off , Pull zip down ,Wash inner gloves ,Remove coverall suit, from

inside, peeling it off , Dispose the coverall suit in the infectious waste bag for destruction , Wash

inner gloves

Remove goggles from behind; Place it in a waste bag for disinfection. Wash inner gloves

Remove mask from behind Place it in waste bag for destruction Wash inner gloves

g. Remove inner gloves: Grasp the outer edge of the 1st glove and peel it off. Hold the 1st glove
in the gloved hand and drag a bare finger under the 2nd glove. Remove 2nd glove from the
inside, creating a "bag" for both gloves and throw it in waste bag for disposal. Wash hands

h. Recover the single-use PPE in an appropriate waste bag, prepared by the supervisor. The bag
will be closed and disinfected and there after brought for incarnation at hospital.

B ]

7. Transport the body bag from the house to the cemetery

a. Distribute disposable gloves to the family members who will carry the coffin

b. The Body Bag is placed in rear of car usually the head towards the front.

c. No family member should sit in the car cabin; only the burial management team, without PPE
can sit in the car cabin

d. The other participants of the funeral will follow on foot.

8. Placement of body bag into the grave

a. Manually carry body bag to the grave by the carriers wearing disposable gloves.

b. Place strings/ropes for lowering the body bag into the grave. The body bag is placed on the
ropes. Slowly lower the body bag into the grave, either with ropes or with individuals wearing
gloves who stepped into the graves

c. Place the body bag into the grave

9. Burial at the cemetery: engaging community for prayers

a. Family members and their assistants should be allowed to close the grave

b. Special attention should be given to the first shovel of earth; in general, this is done carefully
around the head area Family members should be allowed to close the grave

c. Place identification on the grave i.e name of the deceased and the date

d. Place disposable gloves in an infectious waste bag. The car used for the funerals needs to be
cleaned and disinfected (especially the rear)

e. Burial team to attend funeral and offer condolences

f. All members involved in the funeral process should wash hands with disinfectant after the burial
(using chlorine solution 0.05% or alcohol-based hand-rub).

10. Return to the Hospital

a. Organize the incineration of the single-use equipment at the hospital.

b. The reusable equipment is again disinfected and dried

c. The post-mortem samples are sent to the laboratory team

d. At the end of the working day, before going back home, each team member should take off
rubber boots and disinfect them with 0.5% chlorine solution.

Rubber boots should be kept at the hospital.

Any problems detected should be reported

bl ]
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