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FOREWORD

As you are aware, COVID - 19 is widely spreading across the country, rising beyond 35000 positive
cases in the 14™ week. In order to manage and contain the spread of COVID — 19 any further, both
Centre and State Government and associated departments have come out with Guidelines to be adopted
across the country and in each state.

This book is a compilation of instructions issued by Ministry of Health & Family Welfare, National
Centre for Disease Control & Indian Council of Medical Research of the Government of India and
instructions issued by Public Health Department and Medical Education and Drugs Department of
Government of Maharashtra. All the information provided in this Compendium is available in publicly
available sources.

We hope that this compilation helps Practitioners, Administrators and all people involved in
management of COVID — 19 cases.

The compilation is updated with the relevant information issued till 3" May, 2020. The editorial board
shall be updating this on a regular basis.

We thank you all.
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Form A

NATIONAL CENTRE FOR DISEASE CONTROL
(To be filled for 2019-nCoV Acute Respiratory Disease)

A PATIENT INFORMATION
Date of reporting to health facility: Name of Reporting Health Facility: Date of interview
State Local Patient ID.......cccccveevenrnnee.
Name of interviewer Address of interviewer: Contact Number of interviewer
Name of patient: Age Gender
Case Classification*: Confirmed |:| Suspect |:|
B SOCIODEMOGRAPHC PROFILE
Residency: Indian Non-Indian(name of country).......ccececveeeereereeereeernnenn
Postal Address District Phone number email id
C CLINICAL INFORMATION
1 Patient clinical course
1.1 Date of Onset of symptoms
1.2 Date of first contact with heath facility
1.3 Date of admission
1.4 Outcome (circle): Under treatment/ Discharged/ LAMA/ Died/ Cured 1.5Date of death
1.6 Cause of death(As mentioned on death certificate):
1.7 Was patient ventilated Yes/No
2 Patient Symptoms at admission (tick all reported)
a) | Fever/chills f) Sore throat j) Nausea/Vomiting
b) | General weakness g) Breathlessness k) Headache
c) | Cough h) Diarrhea ) Irritability/confusion
d) | Runny nose i) Pain(circle)muscular, chest, abdominal, joint
e) | Any other, Specify
3 Patient signs at admission: Details of following Signs to be taken from the case sheet if the patient is admitted
a) | Temperature d) Abnormal Lung X-Ray findings (yes/no) | g) Coma(yes/no)
b) | Stridor (yes/ no) e) Tachypnoea(yes/no) h) Seizure(yes/no)
c) Redness of eyes (yes/no) f) Abnormal lung auscultation(yes/no) i) Any other
4 Underlying medical conditions (tick all that apply)
a) | COPD f) Hypertension k) Chronic neurological or neuromuscular disease
b) | Chronic Renal Disease g) Asthma 1) Heart disease
c) Bronchitis h)Pregnancy m) Immunocompromised condition including HIV, TB
(trimester)
d) | Malignancy i) Post-partum(< 6 | n) Any other(mention)
weeks)
e) | Diabetes j)Liver Disease o) None
D EXPOSURE HISTORY
5 Occupation (circle): Student/ Businessman/ Health care worker/Health care lab worker/ animal handler/ any other
(€Y oLTel 1Y) IR,
6 H/O contact with 2019-nCoV case (Circle): Yes/ No
6.1 If yes, then was it any of the following (tick appropriate option)
a) | laboratory confirmed case of 2019- | b) person who is under investigation for 2019-nCoV while that person was ill
nCOV
6.2 If yes to Q. 6, then mention contact setting (tick all that apply)
a) | While taking samples/ other investigations f) Visit to a place where 2019-nCoV cases are treated or sampled
b) | Clinical care of case (among HCW) h) Immigration Staff at Point of Entry
c) Housekeeping (Hospital) i) Others, Specify
d) | Caregiver of the case j) Not known
7 Is patient a member of a cluster of patients with severe acute respiratory illness (e.g., fever and pneumonia requiring
hospitalization) of unknown etiology in which nCoV is being evaluated? (Yes/No)
E TRAVEL HISTORY




8 Have you travelled outside India in the past one month? Yes/ No. If yes then give | 8.1 Date of arrival to India:
date of arrival and fill details from Q. 8.1 onwards else skip to Q.9
8.2 Have you visited China? Yes/No If yes, then fill following columns else skip to Q. 8.3
a) Duration of stay: b) Date of arrival in China: c) Date of departure from China:
d) Did you visit Wuhan (yes/no) e) Any other places visited in China (specify)
f) During your stay, did you visit any animal market? Yes/No
8.3 Details of visit to any other country in past one month:
a) | Duration of stay: Date of arrival: Date of departure:
b) | Duration of stay: Date of arrival: Date of departure:
9 Have you travelled within India in the past one month? Yes/ No. If no, skip to Section F
If yes, details of visit to other places:
a) | Duration of stay: Date of arrival: Date of departure:
b) | Duration of stay: Date of arrival: Date of departure:
c) Duration of stay: Date of arrival: Date of departure:
F LABORATORY INFORMATION (to be obtained from treating physician)
10 Any sample collected for confirmation of 2019-nCoV case (y/n)
a)
b)
c)
Suspect case
A. Patients with acute respiratory illness (fever, cough, breathing difficulty), AND with no other etiology that
fully explains the clinical presentation AND at least one of the following:
e a history of travel to or residence in China in the 14 days prior to symptom onset, or
e patientisahealth care worker who has been working in an environment where severe acute respiratory
infections of unknown etiology are being cared for.
e worked or attended a health care facility where a confirmed case of 2019-nCoV is admitted in the last
14 days
e close contact with a confirmed case of 2019-nCoV in the 14 days prior to illness onset, or
B. A suspect case for whom testing for 2019-nCoV is inconclusive
Confirmed case
A person with laboratory confirmation of 2019-nCoV infection, irrespective of clinical signs and symptoms.
G ENLIST THE CONTACTS** IN THE FOLLOWING FORMAT
S. Name Age Gender Type of contact(Family (f), Contact details
No. community(c), health care facility(h))| (Phone Number)

Contact**

e Health care associated exposure, including providing direct care for 2019-nCoV patients, working with
health care workers infected with 2019-nCoV, visiting patients or staying in the same close environment
of a 2019-nCoV patient. Clinicians should also be alert to the possibility of atypical presentations in

patients who are immunocompromised;

e  Working together in close proximity or sharing the same classroom environment with a with 2019-

nCoV patient
e Traveling together with 2019-nCoV patient in any kind of conveyance
e Living in the same household as a 2019-nCoV patient




Ministry of Health & Family Welfare
Directorate General of Health Services
(EMR Division)

Advisory for Human Resource Management of COVID-19

India reported its 1 case of COVID-19 on 30" January, 2020. It was a travel related case
from Wuhan, China. Since then (as on 29" March, 2020), 979 confirmed cases and 25 deaths have
been reported from 27 States/UTs. Although there is no evidence to widespread community
transmission, 20 existing and 22 potential hotspots have been identified. The containment
measures to break the cycle of transmission and clinical management of those affected would
require large human resource (HR).

Scope of Document

This document provides guidance to the state on the human resource that can be mobilized for
COVID-19 management along with possible role assignments and their training requirements.

A. Human Resource
1. The major areas where enhanced deployment of HR is required:
i.  Surveillance

a. Surveillance activities at grass root level.
b. Supervisory management of containment operations at grass root level.
c. Laboratory testing
d. Collection, collation and dissemination of data.
e. Risk Communication
ii.  Clinical management
a. Clinical management of Suspect/confirmed cases in isolation wards.
b. Critical care management SARI cases in ICUs.
c. Patient transportation and referral
d. Cleaning, disinfection and waste management.
iii.  Management of quarantine, isolation facilities, logistics and supply chain management
iv.  Pyscho Social Care:

2. The HR pooled from various sources will be assigned roles to perform in the above
mentioned areas.

B. Capacity building
i.  Such identified HR needs to be trained online using online training programs developed by
Ministry of Health and Family Welfare (MoHFW).
ii.  These trainings will be designed to suit requirement of each and every section of healthcare
worker involved in the containment operations.



Vi.

Vil.

viii.

These trainings for different target groups shall cover:

a. Field surveillance, contact tracing, data management and reporting

b. Sampling, packaging and shipment of specimen

c. Hospital infection prevention and control including use of appropriate PPEs and
biomedical waste management

d. Clinical case management including ventilator management, critical care
management
Training of managers on managing quarantine and isolation facilities

f. Community based training in Pyscho —social care.

Each State will identify and designate a Nodal officer for Training who will coordinate all
training activities in the State.

MoHFW will conduct trainings of Master trainers of organizationsfrom where field staff is
being deployed. Responsibility of further dissemination will be that of concerned
institution.

The concerned organization will create a database of trained person who will disseminate
and convey the information to all the districts through MoHFW.

For COVID-19 management, the district administration will pool-in the requisite human
resources.

Such pooled human resources would stay in the containment zone till the containment
operations are over

Isolation areas: in addition to training all hospital staff, dentists and AYUSH practitioners
available should also be trained.

Retired doctors and other healthcare professionals should be identified to work in non-
covid areas in hospitals in case of emergencies

C. Suggested numbers of HR

For surveillance activities: Covid Warriors @ 1 per 250 population may be identified and
trained.

Quarantine facilities: these are meant to house asymptomatic cases. The number identified
and trained should be equal to the number of Covid Warriors.

Ventilator use: at least two times the number of ICU beds earmarked for covid-19 patients
should be imparted one day training.

Annexure: Training Resources

























Containment Plan for Large

Outbreaks

Novel Coronavirus Disease 2019
(COVID-19)
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1. INTRODUCTION
1.1  Background

On 31% December 2019, the World Health Organization (WHO) China Country Office was
informed of cases of pneumonia of unknown etiology (unknown cause) detected in Wuhan
City, Hubei Province of China. On 7" January 2020, Chinese authorities identified a new
strain of Coronavirus as the causative agent for the disease. The virus has been renamed by
WHO as SARS-CoV-2 and the disease caused by it as COVID-19. The disease since its first
detection in China has now spread to over 200 countries/territories, with reports of local
transmission happening in more than 160 of these countries/territories. As per WHO (as of 1%
April, 2020), there has been a total of 823626 confirmed cases and 40598 deaths due to
COVID-19 worldwide.

In India, as on 2" April, 2020, 1965 confirmed cases (including 51 foreign nationals) and 50
deaths reported from 29 States/UTs. Large number of cases has been reported from Delhi,
Karnataka, Kerala, Maharashtra, Rajasthan, Tamil Nadu, Telangana and Uttar Pradesh.

1.2. Risk Assessment

COVID-19 was declared a pandemic by WHO on 11 March, 2020. While earlier the focus
of spread was centered on China, it has now shifted to Europe and North America. WHO has
advised countries to take a whole-of-government, whole-of-society approach, built around a
comprehensive strategy to prevent infections, save lives and minimize impact.

In India also, clusters have appeared in multiple States, particularly Kerala, Maharashtra,
Rajasthan, Uttar Pradesh, Delhi, Punjab, Karnataka, Telangana and UT of Ladakh. 211
districts are now reporting COVID-19 cases and the risk of further spread remains very high.

1.3.  Epidemiology

Coronaviruses belong to a large family of viruses, some causing illness in people and others
that circulate among animals, including camels, cats, bats, etc. Rarely, animal corona viruses
may evolve and jump species to infect people and then spread between people as witnessed
during the outbreak of Severe Acute Respiratory Syndrome (SARS, 2003) and Middle East
Respiratory Syndrome (MERS, 2014). The etiologic agent responsible for current outbreak of
SARS-CoV-2 is a novel coronavirus closely related to SARS-Coronavirus.

In humans, the transmission of SARS-CoV-2 can occur via respiratory secretions (directly
through droplets from coughing or sneezing, or indirectly through contaminated objects or
surfaces as well as close contacts). Nosocomial transmission has been described as an
important driver in the epidemiology of SARS and MERS and has also been documented in
COVID-19.

Current estimates of the incubation period of COVID range from 2-14 days, and these
estimates will be refined as more data become available. Most common symptoms
include fever, fatigue, dry cough and breathing difficulty. Upper respiratory tract symptoms

13



like sore throat, rhinorrhoea, and gastrointestinal symptoms like diarrhoea and nausea/
vomiting are seen in about 20% of cases.

Due to paucity of scientific literature based on community based studies, the available data
on host factors is skewed towards cases requiring hospitalization. As per analysis of the
biggest cohort reported by Chinese CDC, about 81% of the cases are mild, 14% require
hospitalization and 5% require ventilator and critical care management. The deaths reported
are mainly among elderly population particularly those with co-morbidities.

At the time of writing this document, many of the crucial epidemiological information
particularly source of infection, mode of transmission, period of infectivity, etc. are still
under investigation.

2. Strategic Approach

India would be following a scenario based approach for the following possible
scenarios:

i.  Travel related case reported in India
ii.  Local transmission of COVID-19
iii.  Large outbreaks amenable to containment
iv.  Wide-spread community Transmission of COVID-19 disease
v. India becomes endemic for COVID-19

2.1.  Strategic Approach for Scenario: “Travel related cases reported from India”

(i) Inter-Ministerial coordination (Group of Ministers, Committee of Secretaries) and
Centre-State co-ordination been established.

(i1) Early detection through universal screening of all International passengers at Points of
Entries (PoEs).

(iii) Surveillance and contact tracing through Integrated Disease Surveillance Programme
(IDSP) for tracking travellers in the community who have travelled from affected
countries.

(iv) Early diagnosis through testing samples of suspect cases.

(v) Buffer stock of Personal Protective Equipment (PPE) maintained.

(vi)Risk communication for creating awareness among public to follow preventive public
health measures.

2.2. Local transmission of COVID-2019 disease

Local transmission will lead to clustering of cases in time and space, epidemiologically
linked to a travel related case or a positive case that has links to a travel related case. The
cluster containment strategy will be:
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Extensive contact tracing and active search for cases in containment zone
Testing all suspect cases and high risk contacts

Isolating all suspect / confirmed cases and providing medical care.
Quarantining contacts

Implementing social distancing measures.

e Intensive risk communication.

2.3 Large outbreaks amenable to containment

The strategy will remain the same as explained in para 2.2 as above but vary in extent
depending upon spread and response to be mounted to contain it. Geographic quarantine and
containment strategy will include:

e Defining the area of operation

e Active surveillance for cases and contacts in the identified geographic zone.

e Expanding laboratory capacity for testing all suspect cases, high risk contacts and
SARI cases.

e Operationalize surge capacities created for isolation (COVID-19 hospitals/fCOVID-19
dedicated blocks) to hospitalize and manage all suspect / confirmed cases.

e Implementation of social distancing measures with strict perimeter control.

e Provide chemoprophylaxis with Hydroxy-chloroquine to all asymptomatic healthcare
workers and asymptomatic household contacts of laboratory confirmed cases.

e Further intensification of risk communication through audio, social and visual media.

3. Scope of this Document

In alignment with strategic approach, this document provides action that needs to be taken for
containing a large outbreak. The actions for mitigation phase will be dealt separately under a
mitigation plan.

4. Objective

The objective of this plan is to stop the chain of transmission thus reducing the morbidity and
mortality due to COVID-109.

5. Containment for large outbreaks through geographic quarantine
5.1  Geographic quarantine

Geographic quarantine (cordon sanitaire) strategy calls for near absolute interruption of
movement of people to and from a relatively large defined geographic area where there is
single large outbreak or multiple foci of local transmission of COVID-19. In simple terms, it
is a barrier erected around the focus of infection.
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Geographic quarantine shall be applicable to such areas reporting large outbreak and/or
multiple clusters of COVID-19 spread over multiple blocks of one or more districts that are
contiguous.

5.2.  Cluster Containment Strategy

The Cluster Containment Strategy would be to contain the disease within a defined
geographic area by early detection of cases, breaking the chain of transmission and thus
preventing its spread to new areas. This would include geographic quarantine, social
distancing measures, enhanced active surveillance, testing all suspected cases, isolation of
cases, quarantine of contacts and risk communication to create awareness among public on
preventive public health measures.

5.3.  Evidence for implementing geographic quarantine

In 2009, during the HIN1 Influenza pandemic it was observed that well connected big cities
with substantive population movement were reporting large number of cases, whereas rural
areas and smaller towns with low population densities and relatively poor road/ rail/ airway
connectivity were reporting only few cases.

The current geographic distribution of COVID-19 mimics the distribution of HIN1 Pandemic
Influenza. This suggests that while the spread of COVID-19 in our population could be high,
it’s unlikely that it will be uniformly affecting all parts of the country. This calls for
differential approach to different regions of the country, while mounting a strong containment
effort in hot spots.

Large scale measures to contain COVID-19 over large territories have been tried in China.
Mathematical modeling studies have suggested that containment might be possible especially
when other public health interventions are combined with an effective social distancing
strategy.

5.4. Factors affecting large outbreak cluster containment

A number of variables determine the success of the containment operations through
geographic quarantine. These are:

Q) Number and size of the cluster/s.

(i) Effectiveness of geographic quarantine.

(i)  How efficiently the virus is transmitting in Indian population, taking into account
environmental factors especially temperature and humidity.

(iv)  Public health response in terms of active case finding, testing of large number of
cases, immediate isolation of suspect and confirmed cases and quarantine of
contacts.

(v) Geographical characteristics of the area (e.g. accessibility, natural boundaries)
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(vi)  Population density and their movement (including migrant population).
(vii)  Ability to ensure basic infrastructure and essential services.

6. Action Plan for Geographic quarantine
6.1. Legal framework

The Central Government /State Government should review the existing legal instruments that
provide legal support to implement the containment plan. Some of the Acts/ Rules for
consideration could be (i) Disaster Management Act (2005) (ii) Epidemic Act (1897) (iii)
Cr.PC and (iv) State Specific Public Health Act.

The Home Ministry has delegated the powers under DM Act, 2005 [ Section 10 sub-section
2 clauses (i) and (1)] to Secretary (Health and Family Welfare) to act in such a way to contain
or control the outbreak. States may invoke the provisions under DM Act,2005 or under the
Epidemic Act,1897 to delegate powers to identified authority to act in such a manner to
control or contain the outbreak.

Indian Penal Code under sections 270 provides power to act against those indulging in spread
of disease. Section 144 of the Code of Criminal Procedure, when invoked, prohibits
gathering of people.

6.1. Institutional mechanisms and Inter-sectoral Co-ordination

At the Union Government level

6.1.1 The Group of Ministers (GoM) under the Chairmanship of Union Health Minister will
be the apex body to take policy decisions. The GoM will have Ministers of External Affairs,
Civil Aviation, Shipping, Pharmaceuticals, Home Ministry and option for co-opting any other
Ministry. The Union Health Minister will have an advisory Group that will advise him on
way forward. The Public Health Working Group under Secretary (H) and Joint Monitoring
Group under DGHS will provide technical inputs.

6.1.2. At the national level, the Cabinet Secretary/ National Crisis Management Committee
(NCMC) / Committee of Secretaries (CoS) will review the situation across the country and
continue to direct the concerned Ministries to implement its directions . The co-ordination
with health and non-health sectors will be managed by NCMC/ CoS, on issues, flagged by
Ministry of Health.

The scale of arrangement within the Ministry of health will be expanded with additional areas
among the core capacities assigned to various officers. If need be, there will be empowered
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group taking decisions for the core areas of work (planning-co-ordination, surveillance,
laboratory support, hospital preparedness, human resource, logistics and data analysis)

At the State level

6.1.3. The Concerned State will activate State Crisis Management Committee or the State
Disaster Management Authority, as the case may be to manage the clusters of COVID-109.

Institutional arrangement at the operational level

6.1.4. District Collector would be the nodal person for all preparedness and response
activities within his jurisdiction. District Collector will hold regular meetings with health
functionaries, DDMA, Revenue, PWD, Forest, Education and Panchayati Raj/ Local Self
Governance Departments where the containment plan will be finalized and operationalized.
These officials will issue directions to their ground level staff in all aspects of preparedness,
control and containment in accordance with the Containment Plan and Guidelines.

District Collector would need to identify key issues (logistics, legal, technical and resources)
and address them for implementing containment operations. He/she will keep ready all
administrative orders for social distancing, restriction of rail/road/air transport, perimeter
control and continuity of essential services.

In addition, a compendium of all the administrative orders required for enforcing the non-
pharmaceutical interventions would be prepared well in advance and kept ready to be
executed during response phase.

6.2.  Trigger for Action

Epidemiological intelligence on increase in the incidence of a COVID-19 cases occurring
within a defined geographic area will be trigger for action. This will be provided by IDSPs
early warning and response (EWAR) system. Routine laboratory based surveillance of SARI
cases is another trigger for action.

6.3. Deployment of Rapid Response Teams (RRT)

Emergency Medical Relief (EMR) division, Ministry of Health and Family Welfare will
deploy the Central Rapid Response Team (RRT) to support and advice the State. The State
will deploy its own State RRT and District RRT.

6.4. Identify area under geographic quarantine

6.4.1 A large outbreak is defined as localized increase in the incidence of a COVID-19
cases occurring within a defined geographic area e.g., in a village, town, or city. This could
also imply progression of a small cluster, earlier noticed for which cluster management action
is under implementation, into multiple clusters.
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6.4.2. Defining containment and buffer zones: The area under geographic quarantine will be
defined. There shall be (i) containment zone, surrounded by (ii) buffer zone.

Boundary for geographic quarantine will be defined based on : (i) geospatial distribution of
each cluster contained within, (ii) largest administrative unit containing all clusters occurring
within a state (with a minimum of 1 district), (iii) feasibility to implement strict interruption
of movement of people, (iv) joint assessment by State and Central RRTSs.

Containment Zone

Buffer Zone

6.4.3. Buffer Zone

The adjoining blocks of the affected district or rural districts of the affected city will be
considered as the buffer zone.

6.4.4 Perimeter

Perimeter of the geographically quarantined will be decided by the State administration based
on criteria defined in Para 6.4.1. Clear entry and exit points will be established. The perimeter
controls that need to be applied is in para 7.4.

7. Surveillance

7.1.  Surveillance in containment zone, including contact listing, tracking and follow up
shall be carried out as detailed in Cluster Containment Plan. Contact tracing shall be as per
IDSP guidelines on the same.

7.2 Precise mapping of the outbreak shall be carried out.

7.3. Passive Surveillance shall be enhanced all throughout the area under geographic

quarantine and districts surrounding it for ILI and SARI cases. All hospitalized patients with
Severe Acute Respiratory IlIness shall also be tested for COVID-109.
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7.4. Perimeter Control

The perimeter control will ensure that there is no unchecked outward movement of
population from the containment zone except for maintaining essential services (including
medical emergencies) and government business continuity. Thermal screening, IEC shall be
carried out at all entry and exit points.

All vehicular movement, movement of public transport and personnel movement will be
stopped. All roads including rural roads connecting the containment zone will be guarded by
Police. For personnel and vehicles requiring regular movement, a pass/ID card may be issued
with details recorded and communicated.

The District administration will post signs and create awareness informing public about the
perimeter control. Health workers posted at the exit point will perform screening (e.g.
interview travelers, measure temperature, record the place and duration of intended visit and
keep complete record of intended place of stay).

Details of all persons moving out of perimeter zone for essential/ emergency services will be
recorded and they will be followed up through IDSP. Those entering such geographically
quarantined areas shall be given a chemo-prophylactic dose of hydroxy-chloroquine. All
vehicles moving out of the perimeter control will be decontaminated with sodium
hypochlorite (1%) solution.

8. Laboratory support
8.1 Designated laboratories

The identified VRDL network laboratories and designated private laboratories nearest to the
affected area, will be further strengthened to test samples. The other available govt.
laboratories and private laboratories (BSL 2 following BSL 3 precautions) shall also be
engaged to collect/ test samples, after ensuring quality assurance by ICMR/VRDL network. If
the number of samples exceeds its surge capacity, samples will be shipped to other nearby
laboratories or to NCDC, Delhi or NIV, Pune or to other ICMR lab networks depending upon
geographic proximity.

All test results should be available within 12-24 hours of sampling. ICMR along with the
State Government will ensure that there are designated agencies for sample transportation to
identified laboratories. The contact number of such courier agencies shall be a part of the
micro-plan.

The designated laboratory will provide daily update (daily and cumulative) to District, State
and Central Control Rooms on:
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i.  No. of samples received

ii.  No. of samples tested
iii.  No. of samples under testing
iv.  No. of positive samples

8.2  Testing criteria

Laboratory/s will undertake testing of: (i) All symptomatic individuals who have undertaken
international travel in the last 14 days (ii) All symptomatic contacts of laboratory confirmed
cases, (iii) All symptomatic health care workers, (iv) All hospitalized patients with SARI and
(v) Asymptomatic direct and high-risk contacts of a confirmed case should be tested once
between day 5 and day 14 of coming in his/her contact.

The testing will continue till 14 days from the date the last confirmed case is declared
negative by laboratory test.

9. Hospital care

All suspect/confirmed COVID-19 cases will be hospitalized and kept in isolation in dedicated
COVID-19 hospitals/hospital blocks. Persons testing positive for COVID-19 will remain
hospitalized till such time as two of their samples are tested negative as per discharge policy.
About 15% of the patients are likely to require hospitalization, and an additional 5 % will
requires ventilator management.

A three tier arrangement for managing suspect/ confirmed cases will be implemented to
decrease burden on the COVID Block/ hospital.

Q) The mild cases will be kept in temporary makeshift hospital facilities by
converting hotels/ hostel/ guest houses/ stadiums near a COVID-19 hospital.
The existing quarantine facility may also be converted. This will be identified near
an existing COVID hospital/ COVID block.

(i) Dedicated COVID-19 hospitals/dedicated blocks in large hospitals will be
identified and operationalized. Moderate to severe cases, who require monitoring
of their clinical status (patients with radiological evidence of pneumonia) will be
admitted to COVID hospital.

(i)  Some of the severe cases may progress respiratory failure and /or progress to
multi-organ failure and hence critical care facility/ dialysis facility/ and Salvage
therapy [Extra Corporeal Membrane Oxygenator (ECMOQO)] facility for managing
the respiratory/renal complications/ multi-organ failure shall be required. If such
facilities are not available in the containment zone, nearest tertiary care facility in
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Government / private sector needs to be identified, that becomes a part of the
micro-plan.

In every hospital fever clinics with triage, holding areas, sampling stations and individual
doctor’s chambers where patients with fever/cough/breathing difficulty will be attended will
be established.

9.1  Surge capacity

Based on the risk assessment, if the situation so warrants ( if data suggests an exponential rise
in the number of cases), the surge capacity of the identified hospitals will be enhanced,
private hospitals will be roped in and sites identified for temporary hospitals will be
operationalized.

Surge capacity will also need enhancement in terms of laboratory testing capacity as detailed
in para 8.1 above.

9.2 Pre-hospital care (ambulance facility)

Ambulances need to be in place for transportation of suspect/confirmed cases. Such
ambulances shall be manned by personnel adequately trained in Infection Prevention and
Control (IPC), use of PPE and protocol that needs to be followed for disinfection of
ambulances (by 1% sodium hypochlorite solution using knapsack sprayers).

For any further guidance Standard Operating Procedure (SOP) for transporting a
suspect/confirmed case of COVID-19 may be referred to (Available at:
https://www.mohfw.gov.in/pdf/StandardOperatingProcedureSOPfortransportingasuspectorco
nfirmedcaseofCOVID19.pdf)

9.3 Infection Prevention Control Practices

Health care associated infections among attending healthcare personnel are well documented
in the current COVID-19 outbreak. There shall be strict adherence to Infection prevention
control (IPC) practices in all health facilities. IPC committees would be formed (if not
already in place. The designated hospitals will ensure that all healthcare staff is trained in
washing of hands, respiratory etiquettes, donning/doffing & proper disposal of PPEs and bio-
medical waste management.

At all times doctors, nurses and para-medics working in the clinical areas will wear three
layered surgical mask and gloves. The medical personnel working in isolation and critical
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care facilities where aerozolisation is anticipated, will wear full complement of PPE
(including N95 masks).

The support staff engaged in cleaning and disinfection will also wear full complement of
PPE. Environmental cleaning should be done twice daily and consist of damp dusting and
floor mopping with Lysol or other phenolic disinfectants and cleaning of commonly touched
surfaces with sodium hypochlorite solution.

Detailed guidelines available MoHFW’s website on (i) Infection prevention and control in
healthcare facilities, (ii) Rational use of Personal Protective Equipment, may be referred to.

All healthcare workers must be advised to self-monitor their health and report any breach in
IPC practices or occurrence of any illness.

10. Clinical management
10.1. Clinical Management

The hospitalized cases may require symptomatic treatment for fever. Paracetamol is the drug
of choice. Suspect cases with co-morbid conditions, if any, will require appropriate
management of co-morbid conditions.

For patients with Severe Acute Respiratory Iliness (SARI), having respiratory distress may
require, pulse oxymetry, oxygen therapy, non-invasive and invasive ventilator therapy.
Detailed guidelines available on MoHFW’s website and updated from time to time, may be
followed.

Doctors managing severe COVID cases may contact AIIMS, Delhi (helpline - 9971876591)
or through tele-medicine network to seek guidance for management of severe cases.

10.2. Discharge Policy

Discharge policy for suspected cases of COVID-19 tested negative will be based on the
clinical assessment of the treating physician. For those tested positive for COVID-19, their
discharge from hospital will be based on consecutive two samples tested negative and the
patient is free from symptoms.

11. Psychosocial support
Quarantine, isolation and being affected by a new disease, all can be very stressful for those

involved and for their family members. Social distancing measures that force one to stay at
home and resulting social isolation can be frustrating. This apart, the healthcare workers
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13.2.1. Quarantine

Quarantine refers to separation of individuals who are not yet ill but have been exposed to
COVID-19 and therefore have a potential to become ill. There will be home quarantine/
facility quarantine of contacts of suspect /confirmed cases. The guideline on home quarantine
available on the website of the Ministry provides detailed guidance on home quarantine.

The contacts advised quarantine will undergo risk profiling. Those above 60 or with co-
morbidities will be shifted to designated quarantine facility. This will help identify early
development of symptoms among them, their testing and shifting to isolation facility under
para 9.

13.2.2. Isolation

Isolation refers to separation of individuals who are ill and suspected or confirmed of
COVID-19. There are various modalities of isolating a patient. Ideally, patients can be
isolated in individual isolation rooms or negative pressure rooms with 12 or more air-changes
per hour.

In resource constrained settings, all positive COVID-19 cases can be cohorted in a ward with
good ventilation. Similarly, all suspect cases should also be cohorted in a separate ward.
However, under no circumstances these cases should be mixed up. The COVID hospital/
COVID block in an identified hospital or the make shift temporary hospitals mentioned under
para 9 will all have separate facilities to keep suspect and confirmed cases.

A minimum distance of 1 meter needs to be maintained between adjacent beds. All such
patients need to wear a triple layer surgical mask at all times.

13.3  Social distancing measures

For the cluster containment, social distancing measures are key interventions to rapidly
curtail the community transmission of COVID-19 by limiting interaction between infected
persons and susceptible hosts. The following measures would be taken:

13.3.1 Closure of schools, colleges and work places

Administrative orders will be issued to close schools, colleges and work places in
containment and buffer zones. Intensive risk communication campaign will be followed to
encourage all persons to stay indoors for an initial period of 28 days, to be extended based on
the risk assessment. Based on the risk assessment and indication of successful containment
operations, an approach of staggered work and market hours may be put into practice.
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13.3.2 Cancellation of mass gatherings

All mass gathering events and meetings in public or private places, in the containment and
buffer zones shall be cancelled / banned till such time as the area is declared to be free of
COVID-19 or the outbreak has increased to such scales to warrant mitigation measures
instead of containment.

13.3.3. Advisory to avoid public places

The public in the containment and buffer zones will be advised to avoid public places and
only, if necessary, for attending to essential services. The administration will ensure supply of
enough triple layer masks to the households in the containment and buffer zones to be
distributed through visiting surveillance teams.

13.3.4. Cancellation of public transport (bus/rail)

There will be prohibition for persons entering the geographic quarantine and on persons
exiting the geographic quarantine zone. To facilitate this, if there are major bus transit hubs
or railway stations in the containment zone, the same would be made dysfunctional
temporarily. Additionally, irrespective of the fact that there is a rail/road transit hub, the
perimeter control will take care of prohibiting people exiting the containment zone including
those using private vehicles and taxies.

As a significant inconvenience is caused to the public by adopting these measures in the
containment zone, State government would proactively engage the community and work with
them to make them understand the benefits of such measures.

13.3.5. Enforcement of Geographic quarantine.

The perimeter control and movement of vehicles within the containment zone will be
prohibited except for those (identified through special passes) earmarked for providing
essential services. Police check-posts at prominent locations will check vehicles and give
necessary guidance by police. Those found defaulting of Government orders will be
prosecuted.

14, Material Logistics

14.1. Personal Protective Equipment

The type of personal protective equipment for different categories of:
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S. No. | Name of the Category of personnel
item
1 PPE Kit, N e Doctors and nurses attending to patients in isolation, 1CU/
95, Mask, critical care facilities of hospitals in the containment zone.
Gloves, o Para-medical staff in the back cabin of ambulance performing
Goggles, cap interventional lifesaving maneuvers.
and shoe e Those working in laboratories or collecting sample
cover)
2 N-95 Mask e Supervisory doctors verifying a suspect case
and gloves « Doctors/nurses attending patients in Screening fever clinics/
respiratory clinics / primary health care facilities
3 Triple Layer e To be used by Field workers doing surveillance work
Surgical mask | e  Staff providing essential services.
e Suspect cases and care giver / by stander of the suspect case
e Security staff.
e« Ambulance drivers

The State Government has to ensure adequate stock of Personal Protective Equipment (PPE).
The quantity required for a containment operation will depend upon the size and extent of the
cluster and the time required for containing it. States will also ensure that the PPE are being
used in accordance with the guidelines on rational use of PPE.

14.2. Transportation

A large number of vehicles will be required for mobilizing the surveillance and supervisory
teams. The vehicles will be pooled from Government departments. The shortfall, if any, will
be met by hiring of vehicles.

14.3. Stay arrangements for the field staff

The field staff brought in for the surveillance activities and that for providing perimeter
control need to be accommodated within the containment zone. Facilities such as schools,
community buildings, etc. will be identified for sheltering. Catering arrangement will have to
be made at these locations.

14.4 Bio-medical waste management
A large quantity of bio-medical waste is expected to be generated from containment zone.

Arrangement would also be required for such bio-medical waste (discarded PPEs, etc.),
preferably by utilizing the bio-medical waste management services at the designated hospital.
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15. Risk communication
15.1 Risk communication material

Risk communication materials [comprising: (i) posters and pamphlets (ii) audio only
material (iii) AV films (prepared by PIB/MoHFW)] will be prepared and kept ready for
targeted roll out in the entire geographic quarantine zone.

15.2 Communication channels
15.2.1 Interpersonal communication

During house to house surveillance, ASHAs/ other community health workers will interact
with the community for: (i) reporting symptomatic cases (ii) contact tracing (iii) information
on preventive public health measures.

15.2.2 Mass communication

Awareness will be created among the community through miking, distribution of pamphlets,
mass SMS and social media. Also use of radio and television (using local channels) will
ensure penetration of health messages in the target community.

15.2.3 Dedicated helpline

A dedicated helpline number will be provided at the Control Room (District Headquarter)
and its number will be widely circulated for providing general population with information
on risks of COVID-19 transmission, the preventive measures required and the need for
prompt reporting to health facilities, availability of essential services and administrative
orders on perimeter control.

15.2.4 Media Management

At the Central level, only Secretary (H) or representative nominated by her shall address the
media. At the State level, only Principal Secretary (H), his/her nominee will speak to the
media. At the District level DM/DC will address the media.

There will be regular press briefings/ press releases to keep media updated on the
developments and avoid stigmatization of affected communities. Every effort shall be made
to address and dispel any misinformation circulating in media including social media.
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16. Information Management
16.1 Control room at State & District Headquarters

A Control Room (if not already in place) shall be set up at State and District headquarters.
This shall be manned by State and District Surveillance Officer (respectively) under which
data managers (deployed from IDSP/ NHM) responsible for collecting, collating and
analyzing data from field and health facilities. Daily situation reports will be put up.

The state will provide aggregate data on daily basis on the following (for the day and
cumulative):
i.  Total number of suspect cases
ii.  Total number of confirmed cases
iii.  Total number of critical cases on ventilator
iv.  Total number of deaths
v.  Total number of contacts under surveillance

16.2  Control Room in the geographic quarantine zone

A Control Room shall be set up inside the geographic quarantine zone to facilitate collection,
collation and dissemination of data from various field units to District and State Control
Rooms. This shall be manned by an epidemiologist under which data managers (deployed
from IDSP/ NHM) will be responsible for collecting, collating and analyzing data from field
and health facilities.

This Control Room will provide daily input to the District Control Room for preparation of
daily situation report.

16.3  Alerting the neighboring Districts/States

The Control Room at State Government Headquarters will alert all neighboring Districts.
There shall be enhanced surveillance in all such Districts for detection of clustering of
symptomatic illness. Awareness will be created in the community for them to report
symptomatic cases/contacts.

Also suitable provisions shall be created for enhancing horizontal communication between
adjacent districts, especially for contact tracing exercise and follow up of persons exiting the
containment zone.
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17. Capacity building

It is expected that in such circumstances, large human resource requirement will be there to
manage: (i) Field activities including surveillance, (ii) Clinical care at hospitals, (iii)
laboratory testing and (iv) support staff to provide support services.

17.1  Training content
Trainings will be designed to suit requirement of each and every section of healthcare worker
involved in the containment operations. These trainings for different target groups shall
cover:
1. Field surveillance, contact tracing, data management and reporting
2. Surveillance at designated exit points from the containment zone
3. Sampling, packaging and shipment of specimen
4. Hospital infection prevention and control including use of appropriate PPEs and bio-
medical waste management
5. Clinical care of suspect and confirmed cases including ventilator management,
critical care management
6. Risk communication to general community and health service providers

17.2  Target trainee population

Various sections of healthcare workforce (including specialist doctors, medical officers,
nurses, ANMs, Block Extension Educators, MHWSs, ASHASs) and workforce from non-health
sector (security personnel, Anganwadi Workers, support staff etc.). Trainings will be tailored
to requirements of each of these sections.

Prepare Training plan and calendar for undertaking training of non-health workers (including
trainee ANM), volunteers from Red Cross, Civil Defence, NCC, NSS, Nehru Yuvak Kendra
volunteers, Panchayati Raj functionaries (rozgar sewaks) on community surveillance (self-
protection, brief questionnaire interview and reporting to supervisors).

Train all available clinical resources (respiratory physicians, anaesthetists, intensivists,
MBBS doctors who have handled ventilators, including DNB and MD students) on clinical
and ventilatory management.

The training resources available at IGOT platform of Gol may be utilized.

The training will be conducted by the RRT a day prior to containment operations are
initiated.

17.3  Replication of training in other Districts

The State Govt. will ensure that unaffected Districts are also trained along the same lines so
as to strengthen the core capacities of their RRTs, doctors, nurses, support staff and non-
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health field formations. These trainings should be accompanied with functional training
exercises like mock-drills.

18.  Financing of containment operations

The fund requirement would be estimated taking into account the scale of operations and
funds will be made available to the district collector from NHM flexi-fund. The SDRF funds
can also be used as per notification issued by Ministry of Home Affairs.

19.  Scaling down of operations

The operations will be scaled down if no secondary laboratory confirmed COVID-19 case is
reported from the geographic quarantine zone for at least four weeks after the last confirmed
test has been isolated and all his contacts have been followed up for 28 days. The
containment operation shall be deemed to be over 28 days from the discharge of last
confirmed case (following negative tests as per discharge policy) from the designated health
facility i.e. when the follow up of hospital contacts will be complete.

The closing of the surveillance for the clusters could be independent of one another provided
there is no geographic continuity between clusters. However the surveillance will continue
for ILI/SARI.

However, if the containment plan is not able to contain the outbreak and large numbers of
cases start appearing, then a decision will need to be taken by State administration to abandon
the containment plan and start on mitigation activities.
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Ministry of Health & Family Welfare
Directorate General of Health Services
EMR Division

Guidance document on appropriate management of suspect/confirmed cases of COVID-19

1. Introduction: Since its first detection in China, Coronavirus Disease 2019 (COVID-19) has
now spread to over 210 countries/territories, with reports of local transmission happening across
the world. As per WHO (as of 7" April, 2020), there has been a total of 12,14,466 confirmed cases
and 67,767 deaths due to COVID-19 worldwide.

In India, as on 7" April, 2020, 4421 confirmed cases and 114 deaths reported from 31States/UTs.

2. Purpose of this document

A series of measures have been taken by both the Central and State Governments to break the chain
of transmission. One among these is to isolate all suspect and confirmed cases of COVID-19.
However, as the number of cases increases, it would be important to appropriately prepare the health
systems and use the existing resources judicially. Available data in India suggests that nearly 70% of
cases affected with COVID-19 either exhibit mild or very mild symptoms. Such cases may not require
admission to COVID-19 blocks/ dedicated COVID-19 hospitals.

It is important to put in place mechanisms for triaging and decisions making for identification of the
appropriate COVID dedicated facility for providing care to COVID-19 patients. The purpose of this
document is to put in place such SOPs to ensure optimal utilization of available resources and thereby
providing appropriate care to all the COVID-19 patients. This will ensure that available hospital beds
capacity is used only for moderate to severe cases of COVID-19. The SOPs specified hereafter also

specify the different types of facilities to be set up for various categories of Covid-19 cases.
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Guiding principles

All the selected facilities must be dedicated for COVID management. Three types of COVID
dedicated facilities are proposed in this document. All 3 types of COVID Dedicated facilities
will have separate ear marked areas for suspect and confirmed cases. Suspect and confirmed
cases should not be allowed to mix under any circumstances.

All suspect cases (irrespective of severity of their disease) will be tested for COVID-19. Further
management of these cases will depend on their (i) clinical status and (ii) result of COVID-19

testing.

All three types of facilities will be linked to the Surveillance team (IDSP)
All these facilities will follow strict infection prevention and control practices

3. Types of COVID Dedicated Facilities: There are three types of COVID Dedicated Facilities —

(1) COVID Care Center (CCC):

1.1

1.2.

1.3.

1.4.

1.5.

The COVID Care Centers shall offer care only for cases that have been clinically assigned as mild
or very mild cases or COVID suspect cases.

The COVID Care Centers are makeshift facilities. These may be set up in hostels, hotels,
schools, stadiums, lodges etc., both public and private. If need be, existing quarantine
facilities could also be converted into COVID Care Centers. Functional hospitals like
CHCs, etc, which may be handling regular, non-COVID cases should be designated as
COVID Care Centers as a last resort. This is important as essential non COVID Medical
services like those for pregnant women, newborns etc, are to be maintained.

Wherever a COVID Care Center is designated for admitting both the confirmed and the suspected
cases, these facilities must have separate areas for suspected and confirmed cases with
preferably separate entry and exit. Suspect and confirmed cases must not be allowed
to mix under any circumstances.

As far as possible, wherever suspect cases are admitted in the COVID Care Center,
preferably individual rooms should be assigned for such cases.

Every Dedicated COVID Care Centre must necessarily be mapped to one or more Dedicated
COVID Health Centres and at least one Dedicated COVID Hospital for referral purpose (details
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(2)

®3)

1.6.

1.7.

given below).

Every Dedicated COVID Care Centre must also have a dedicated Basic Life Support Ambulance
(BLSA) equipped with sufficient oxygen support on 24x7 basis, for ensuring safe transport of a
case to Dedicated higher facilities if the symptoms progress from mild to moderate or severe.
The human resource to man these Care Centre facilities may also be drawn from AYUSH
doctors. Training protocols developed by AIIMS is uploaded on MoHFW website.
Ministry of AYUSH has also carried out training sessions. The State AYUSH Secretary/
Director should be involved in this deployment. State wise details of trained AYUSH

doctors has been shared with the States. Their work can be guided by an Allopathic doctor.

Dedicated COVID Health Centre (DCHC):

2.1.

2.2.

2.3.
2.4.

2.5.
2.6.

2.7.

The Dedicated COVID Health Centre are hospitals that shall offer care for all cases that have been
clinically assigned as moderate.

These should either be a full hospital or a separate block in a hospital with preferably separate
entry\exit/zoning.

Private hospitals may also be designated as COVID Dedicated Health Centres.

Wherever a Dedicated COVID Health Center is designated for admitting both the confirmed and
the suspect cases with moderate symptoms, these hospitals must have separate areas for
suspect and confirmed cases. Suspect and confirmed cases must not be allowed to
mix under any circumstances.

These hospitals would have beds with assured Oxygen support.

Every Dedicated COVID Health Centre must necessarily be mapped to one or more Dedicated
COVID Hospitals.

Every DCHC must also have a dedicated Basic Life Support Ambulance (BLSA) equipped with
sufficient oxygen support for ensuring safe transport of a case to a Dedicated COVID Hospital if

the symptoms progress from moderate to severe.

Dedicated COVID Hospital (DCH):

3.1.

3.2.

The Dedicated COVID Hospitals are hospitals that shall offer comprehensive care primarily for
those who have been clinically assigned as severe.
The Dedicated COVID Hospitals should either be a full hospital or a separate block in a hospital

with preferably separate entry\exit.
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3.3. Private hospitals may also be designated as COVID Dedicated Hospitals.

3.4. These hospitals would have fully equipped ICUs, Ventilators and beds with assured Oxygen
support.

3.5. These hospitals will have separate areas for suspect and confirmed cases. Suspect and
confirmed cases should not be allowed to mix under any circumstances.

3.6. The Dedicated COVID Hospitals would also be referral centers for the Dedicated COVID Health
Centers and the COVID Care Centers.

All these facilities will follow strict infection prevention and control practices.
4. Management of COVID cases
4.1. Assessment of patients:

In addition to patients arriving directly through helpline/ referral to above categories of COVID
dedicated facilities, in field settings during containment operations, the supervisory medical officer

to assess for severity of the case detected and refer to appropriate facility.

States\UTs may identify hospitals with dedicated and separate space and set up Fever Clinics in
such hospitals. The Fever Clinics may also be set up in CHCs, in rural areas subject to availability
of sufficient space to minimize the risk of cross infections. In urban areas, the civil\general
hospitals, Urban CHCs and Municipal Hospitals may also be designated as Fever Clinics. These
could be set up preferably near the main entrance for triage and referral to appropriate COVID
Dedicated Facility. Wherever space allows, a temporary make shift arrangement outside the

facility may be arranged for this triaging.

The medical officer at the fever clinics could identify suspect cases and refer to COVID Care
Centre, Dedicated COVID Health Centre or Dedicated COVID Hospital, depending on the clinical

severity.

4.2 Categorization of patients

Patients may be categorized into three groups and managed in the respective COVID hospitals
— Dedicated COVID Care Centre, dedicated COVID Health Centre and dedicated COVID
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Hospitals.

Group 1: Suspect and confirmed cases clinically assigned as mild and

very mild

Group 2: Suspect and confirmed cases clinically assigned as moderate

Group 3: Suspect and confirmed cases clinically assigned as severe

Group 1: Suspect and confirmed cases clinically assigned as mild and very mild (COVID Care

Centres)

>

Clinical criteria: Cases presenting with fever and/or upper respiratory tract illness (Influenza
Like IlIness, ILI).

These patients will be accommodated in COVID Care Centers.

The patients would be tested for COVID-19 and till such time their results are available they
will remain in the “suspect cases” section of the COVID Care Center preferably in an
individual room.

Those who test positive, will be moved into the “confirmed cases” section of the COVID Care
Center.

If test results are negative, patient will be given symptomatic treatment and be discharged with
advice to follow prescribed medications and preventive health measures as per prescribed
protocols.

If any patient admitted to the COVID Care Center qualifies the clinical criteria for moderate
or severe case, such patient will be shifted to a Dedicated COVID Health Centre or a Dedicated
COVID Hospital.

Apart from medical care the other essential services like food, sanitation, counseling etc. at the
COVID Care Centers will be provided by local administration. Guidelines for quarantine

facilities (available on MoHFW website) may be used for this purpose.

Group 2: Suspect and confirmed cases clinically assigned as moderate (Dedicated COVID
Health Centres)
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» Clinical criteria: Pneumonia with no signs of severe disease (Respiratory Rate 15 to
30/minute, SpO2 90%-94%).
» Such cases will not be referred to COVID Care Centers but instead will be admitted to Dedicated

COVID Health centres.

» It will be manned by allopathic doctors and cases will be monitored on above mentioned
clinical parameters for assessing severity as per treatment protocol (available on MoHFW
website).

» They will be kept in “suspect cases” section of Dedicated COVID Health Centres, till such
time as their results are not available preferably in an individual room.

» Those testing positive shall be shifted to “confirmed cases” section of Dedicated COVID
Health Centre.

» Any patient, for whom the test results are negative, will be shifted to a non-COVID hospital
and will be managed according to clinical assessment. Discharge as per clinical assessment.

> If any patient admitted to the Dedicated COVID Health Center qualifies the clinical criteria

for severe case, such patient will be shifted to a Dedicated COVID Hospital.

Group 3: Suspect and confirmed cases clinically assigned as severe (Dedicated COVID Hospital)

» Clinical criteria: Severe Pneumonia (with respiratory rate >30/minute and/or SpO2 < 90% in
room air) or ARDS or Septic shock

» Such cases will be directly admitted to a Dedicated COVID Hospital’s ICU till such time as test
results are obtained.

> If test results are positive, such patient will remain in COVID-19 ICU and receive treatment as
per standard treatment protocol. Patients testing negative will be managed with adequate

infection prevention and control practices.




Algorithm for isolation of suspect/confirmed cases of COVID-19
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SOP (Standard Operating Procedures) for investigation of a suspected COVID- 19 case
using Case Investigation Form (CIF)

Case investigation is crucial for the disease confirmation and to identify the magnitude of public
health response. All suspected COVID-19 cases notified as per the case definition should be
investigated by a clinician/medical officer within 24 hours of case-notification using the
standardized Case Investigation Form, if it comes under the following case definitions.

COVID-19 Case Definitions
Suspect Case:

A patient with acute respiratory illness (fever and at least one sign/ symptom of respiratory
disease (e.g., cough, shortness of breath) AND a history of travel to or residence in a
country/area or territory reporting local transmission (See NCDC website for updated list) of
COVID-19 disease during the 14 days prior to symptom onset;

OR A patient / health care worker with any acute respiratory illness AND having been in
contact with a confirmed COVID-19 case in the last 14 days prior to onset of symptoms;

OR A patient with severe acute respiratory infection (fever and at least one sign/symptom of
respiratory disease (e.g., cough, shortness of breath) AND requiring hospitalization AND with
no other aetiology that fully explains the clinical presentation;

OR A case for whom testing for COVID-19 is inconclusive

Laboratory Confirmed case: A person with laboratory confirmation of COVID-19 infection,
irrespective of clinical signs and symptoms.

The detailed information of the suspected case along with core variables should be captured in
both pages of the CIF by the investigating officer.

Key components for filling up the Case Investigation Form:
e Fill-up the “Case Investigation Form” (CIF) on both pages during examination

¢ Allot EPID no, a unique identifier for every suspected case that is investigated

* Eg. COV-IND-ST-DIS-YR-Case number

» First 3 character signifies disease, next 3 characters for country code, next 2 for state
code, next 3 for district code, next 2 for year of disease onset and next 4 is the serial
no. of the case in that year in the same district

Ex: First case of Patna Bihar: COV-IND-BI-PAT-20-0001

* DSO should assign this EPID no for every investigated case on CIF.

COVID-19 CIF SOP Page 1 of 3
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* Any errorin the Epid No. may misclassify the cases

A. Complete case identification details including name, age, sex, details of isolation facility, case
classification and status

B. Collect socio demographic details of case like father’s name, address and contact details

C. Take clinical history and examine the suspected COVID-19 case for signs and symptoms

o Date of onset of symptom is the most important date which should be strictly assessed
along with nature of initial symptom (for eg. bodyache/fever/cough
/breathlessness/sore throat etc.)

o Fill-up the health facility contacts after date of onset of symptom. These are the
hospitals/ clinic, case has taken consultation/treatment before getting reported, which
will further help to identify the need to build the capacity

e Capture the signs, symptoms at time of admission

e Capture the underlying medical conditions

D. Exposure history:

e Take significant exposure history of suspected case, to identify the person/area/country
from where case picked up infection

e Explore further contact setting if there is exposure to lab confirmed COVID-19 case
including exposure while taking samples, during travel/clinical care of case/living in
same household/providing services to the same household

e Seek history about occurrence of cluster of patients with severe acute respiratory illness
or COVID-19 at his place of residence/work/neighbourhood

e Explore exposure to mass gathering in past one month before the onset of symptom

E. Travel history:

o Take epidemiologically significant travel history of suspected case for travel outside and
within India for past one month before the onset of symptom

e Patient travel history can be taken in chronologic order starting from one month back from
onset of symptoms

F. Laboratory Information:

e The clinician should decide necessity for collection of clinical specimens for laboratory
testing of cases only after following the case definition as given by the health authorities,
Government of India.

e Appropriate clinical sample need to be collected by laboratory personnel/ health care
worker trained in specimen collection by following all biosafety precautions and using
personal protective equipment (PPEs)

e Clinical samples need to be sent to the designated laboratory by following standard triple
packaging

COVID-19 CIF SOP Page 2 of 3
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e Collect the information on the sample collected including type of sample, name of sample
collection centre, date of sample collection, sample shipment to laboratory and results
¢ Identify and mention the reason for not collecting samples

G. Patients Symptoms:
e Collect hospitalisation history including onset of any complications
H. Public Health Response:

¢ Identify high and low risk contacts

e High-risk contact includes:

e Livesin the same household as the confirmed case.

e Touched body fluids of the confirmed case (respiratory tract secretions, blood,
vomit, saliva, urine, faeces)

e Had direct physical contact with the body of the confirmed case including
physical examination without PPE.

e Touched or cleaned the linens, clothes, or dishes of the confirmed case.

e Anyone in close proximity (within 1 m) of the confirmed case without
precautions.

e Passenger in close proximity (within 1 m) of a conveyance with a symptomatic
person who later tested positive for COVID-19 for more than 6 hours.

e Low-risk contact include:

e Shared the same space (same class for school/worked in same room/similar)
and not having a high-risk exposure to confirmed case of COVID-19.

e Travelled in same environment (bus/train/flight/any mode of transit) but not
having a high-risk exposure.

e Collect the information on number of high risk contacts traced, numbers quarantined,
numbers of these high-risk contacts tested and subsequently turning out positive for
COVID-19

e Collect the information on low risk contacts traced and number of such contacts turning
symptomatic and tested for COVID-19.

Important: Keep the CIF updated with all information including health facilities visited, laboratory
results and public health response

COVID-19 CIF SOP Page 3 of 3
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Model Micro-Plan

Micro Plan for Containing Local Transmission of
Coronavirus Disease (COVID-19)

............ Block, ------------ District,
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Micro-plan for Containing Local Outbreak of COVID-19

Geographic Location: ------ Municipality, ------- Block, ------- District, ------- State
1. Obijective of the micro-plan
To contain the outbreak of COVID-19 in defined geographic area

2. Demographic details (for each district coming under containment and buffer
zones separately, as defined in Section 3)

District details

District area:

District Population:
No of Blocks:

No of Municipalities:

Block Details

Name of Block:
Population:
Number of Villages:

3. Mapping the affected area

The containment zone will be decided by the RRT based on the extent of
cases/contacts listed and mapped by them. However if contact listing/ mapping is
taking time (>12-24 hours), then on arbitrary basis demarcate an area of 3 Kms radius
around the epicenter (the residence of the positive case). This area of 3 km radius will be
the containment zone. If required, based on the mapping of contacts and cases, the
containment zone will be refined.

A buffer zone of an additional 5 Kms radius (7 Kms in rural areas)/administrative
boundary of including neighboring districts/per-urban zone shall also be identified, as
detailed in the cluster containment plan.

3.1  Affected area (Containment Zone — As per Cluster Containment Plan)

Name of the epicentre: Municipality ward/ village:
Number of affected Municipalities /villages:
Number of Villages/ Wards in Containment Zone:
Number of houses in containment zone:
Population in Containment Zone:
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3.2 Buffer Zone — As per Cluster Containment Plan

Number of Municipalities /villages:
Number of Villages/ Wards in Buffer Zone:
Number of houses in Buffer zone
Population in Buffer Zone:

3.3  The containment zone will be divided into sectors with 50 houses each (30 houses
in difficult areas). The sectors will facilitate all activities for containment as described in
the ensuing sections/ paragraphs.

Every confirmed case has to be considered as an epicenter and micro-plan activities
will be done as described above.

Divide the area into sectors. List them with name (of village) and identified nodal officer.

Listing of Sectors

Sector | Name of Sector Nodal Officer Contact number
A
B
C
D
4, Human Resource

4.1. Administrative and Technical Personnel

The District Collector/District Magistrate will be Nodal person for cluster containment in
their respective districts.

S.No | Name Designation Contact Mobile
Number (O)

DM/District Collector

ADM

CDMO

BDO

Block MO

Block AHO

BEE

O NOOOIHAWIN|F-

NHM Block Manager
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State RRT

S. No.

Name

Designation

Contact
Number (O)

Mobile

1

2

3

District RRT

S. No.

Name

Designation

Contact
Number (O)

Mobile

1

2

3

4.2.  Human Resource for operations / field activities

4.2.1 Responsibilities assigned to various functionaries

4.2.1.1 ASHA/ ANM/ Anganwadi worker*:

4.2.1.1.1. Daily house to house visit to:
(i) Search clinically suspect cases.

(ii) Identify contacts of confirmed and suspect cases

(iii) Maintain line list of suspect/ confirmed cases and contacts

(iv) Monitor contacts daily

(v) Inform Supervisory Medical Officer about suspect cases and their contacts

(vi) Create awareness among community about disease prevention, home quarantine, common
signs and symptoms and need for reporting suspect cases by distributing fliers, pamphlets
and also by inter-personal communication.

4.2.1.1.2. Counsel individuals to take precautions to avoid contact with those with

symptoms suggestive of COVID-109.

4.2.1.1.3. Ensure that contacts are on home quarantine use 3 layered surgical masks at all
times. Educate them on proper use and disposal of masks. The team will also educate the
family members about precautions to be taken while taking care of persons under home

quarantine.

* If there is human resource constraint to engage as many ASHA/AWW/ANMs, then
Indian Red Cross society/NDRF/Civil Defence/NSS/NCC volunteers available in the
district shall be engaged after proper briefing on roles and responsibilities and infection,

prevention and control practices.
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4.21.2. LHV/ MPWMW

» Supervisory duty at the village/ block covering the epicenter.
> Daily visit to allocated sectors to oversee and cross-check the activities of
ASHA/Anganwadi workers/ ANM.

Report on real time basis, any person reporting of symptoms of COVID-109.

4.2.1.3. Block Extension Educator and other communication staff

» Public information education and communication campaign targeting schools,
colleges, work place, self-help groups, religious leaders, teachers, postman etc.
» Arrangement of miking.

4.2.1.4. Municipal/ village Panchayat staff / Civil society volunteers

> Create awareness in the community

» Encouraging community to follow frequent hand wash, respiratory etiquettes, self-
monitoring of health and reporting to the health workers about persons in their
vicinity having cough, fever, breathing difficulty.

4.2.1.5. Supervisory Officer

Supervises the field work

Verifies suspect case as per case definition.
Arranging shifting of suspect case to health facility.
Random Check of persons under home quarantine.
Submit daily report to control room

YV YV VYV

4.2.1.6 Block NHM Manager/ any other designate of DM

> Information management with in the containment zone
> Contingency funding of the containment operations
> Managing finances.

4.2.2. Norms for deployment of human resource:

A health care worker (ANM/ ASHA/Anganwadi Worker) will be able to visit 50 houses
in a day (30 in difficult areas).

A supervisory Medical Officer shall be deployed to cover 1000 population.
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4.2.2 Human Resource requirement for field operations

S. Designation of staff Nature of work No. of Mobilized Mobilized from
No. assigned personnel from within | adjoining
deployed for | the District District
containment
operation
.| District Collector or Incident Command
his assignee
2 Central/ State RRT Planning and
operations
3 Sector Medical Supervisory
Officers
4 LHV Intermediate
Supervisory
5 ANM/ ASHA/ Field work
Anganwadi Worker
6 Block Extension IEC
Educator and other
communication staff
7 Municipal/ village Community
Panchayat staff mobilization
Civil society
volunteers
8 NHM -District/ Block | Logistics
Manager Information
Management

Financial management

5. Components of Micro-plan

5.1

5.1.1. Active Surveillance

Surveillance

5.1.1.1.

Constituting Teams for Human Health Surveillance:

Each health worker would cover 50 houses in the sector assigned to them. The listing of
municipality wards/ villages allocated to surveillance teams, their names, name of
supervisors for each team and their contact number is at Annexure-I

511.2.

Assigning Tasks to the Teams

The Medical Officer in-charge will assign tasks as listed in para 4.2.1 to the Supervisory
Officer/ANM/ASHA/Anganwadi Worker.
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During the course of their house to house visit, the ANM/ASHA/Anganwadi Worker will
identify suspect case, if any, as per case definition. The name, age, sex, and the address of
such persons to be recorded on proforma at Annexure-11. The Health worker will
counsel household members to take basic precautions to avoid direct contact with a
suspect case. He / she will provide a mask to the (i) suspect case (till such time he/she is
examined by the supervisory officer).

The concerned ANM/ASHA/Anganwadi Worker will immediately inform his/her
supervisory officer about the suspect case.

5.1.1.3. Role of Supervisory Medical Officer/ LHV

The door to door surveillance will be supervised by Medical Officers/ LHV assigned
sectors within the defined surveillance zone. He/she will also collect data from the health
workers under him/ her, collate and provide the cumulative data to the control room by
4.00 P.M.

He / she will visit any suspect case brought to his/ her notice by the
ANM/ASHA/Anganwadi Worker during their daily house to house visit. He/ she will
immediately call for the ambulance and ensure transfer of the patient to identified
hospital after ensuring on the basic precautions. Details of the registration number of the
ambulance, shifting time to the hospital and contact number will be kept and conveyed to
the Control Room.

Name of | Age Sex | Ambulance | Name of the | Contact Time of
the patient No. driver/ number Shifting
being Paramedic

shifted

5.1.2. Passive Surveillance

All health facilities in the containment and buffer zones will be listed. All such facilities
both in Government and Private sector (including clinic) shall report clinically suspect
cases of COVID-19 to the identified supervisory officer for that sector. Proforma for
reporting suspect COVID-19 cases by health facilities is at Annexure-111.

6 Contact Tracing

The contacts of the laboratory confirmed cases/ suspect cases of COVID-19 will be line-
listed. The Supervisory officer in whose jurisdiction, the laboratory confirmed case/
suspect case falls shall inform the Control Room about all the contacts and their
residential addresses. The control room will in turn inform the supervisory officers of
concerned sectors for surveillance of the contacts.
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These contacts will be tracked by assigned ANM/ASHA/Anganwadi Worker of that
sector and kept under home quarantine for 14 days. They will be monitored for clinically
compatible signs and symptoms of COVID-19 for 28 days in total. If the residential
address of the contact is beyond the containment zone or in adjoining district / State, the
district IDSP will inform the concerned District IDSP.

Detail guidance for contact tracing, quarantine and isolation is given at Annexure —1V.
Proforma for line listing of contacts is at Annexure-V.

7. Laboratory Support

The microbiologist in the Central/State RRT will be responsible for managing laboratory
Support. He/ She will identify nearest VRDL network laboratory for logistic support for
sample collection, packaging and transportation. The doctors manning the isolation
facility will be trained by the RRT and they shall be responsible for sample collection,
packaging and transportation. The sample collection proforma to be attached with the
samples is at Annexure-VI.

Name of the VRDL | Name of Nodal person | Contact number
Laboratory

8. Identified Health Facility

8.1. The Physician in the RRT will visit the nearby hospitals and identify the nearest
hospital best suited for isolation and tertiary care/ medical college best suited for
Ventilator management/ critical care management/ Salvage therapy (ECMO).

Name of the identified | Name and Contact | Name and | Contact details
health facility details of MS contact details of | of Emergency
Nodal officer

The details of the identified facilities will be informed to all the Supervisory Officers
by the NHM District/ Block manager.

All suspect cases of COVID-19 will be admitted to the above identified health
facility. The Supervisory Medical Officer, in whose Jurisdiction the case is reported,
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shall ensure his/ her hospitalization. The hospital will be informed in advance about
the referral case.

Reporting format for health facilities identified for isolation/critical care management
of COVID-19 cases is at Annexure I11.

8.2.  Ambulance facility

There will be earmarked ambulance for the transfer of patients. The drivers will be
trained in infection prevention and control practices and also in disinfection of ambulance
after transporting suspect cases. Drivers of these ambulances will be provided with
appropriate  PPE depending on the risk assessment conducted by district/RRT
epidemiologist.

Date Shift Name of the | Name of the | Contact numbers
driver Paramedic (Driver and
Paramedic)

8:00 AM -
2:00 PM
2.00 PM -
8:00 PM

8.00 PM -
8:00 AM

8.3  Hospital infection prevention and Control

The Microbiologist in the RRT will train the health workers on infection prevention control
practices prior to their field assignment. They will also train the identified field
functionaries on donning and doffing of PPE. The PPEs are to worn as per the risk
assessment for various categories of personnel.

S. No | Name of the item Remarks

1 Full complement of PPE (N | To be used by:
95 Mask, Gloves, Goggles, | ¢ Doctors attending to patients in health
coveralls, headgear, foot facilities in the containment zone and
wear) referral hospital for isolation/ critical

care, where aerosolization can occur (like
intubation,  non-invasive  ventilation,
tracheostomy, and manual ventilation
before intubation, suction etc.)

e Doctors collecting samples.

e EMTSs attending patient in ambulances

o Staff in the laboratories

2 N-95 Mask and gloves e To be used by supervisory doctors

verifying a suspect case
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e Doctors/nurses attending patients in
screening clinics/OPD

3 N-95 mask, gloves e Sanitary workers involved in sanitation
and disinfection activities for COVID-19
cases

4 Triple Layer medical mask/ | To be used by:

examination gloves

field workers,

suspect cases and

care giver / by stander of the suspect case
Ambulance drivers.

All functionaries at the perimeter control.

10.  Logistics

10.1. PPE

All PPE will be used rationally. RRT members will train the identified field
functionaries on donning and doffing of PPE. The PPEs are to worn as per the risk
assessment for various category of personnel.

The following daily log on PPE will be maintained:

S. No. | Name of the item | Opening Nos. used | Closing Remarks
balance for | with in the | balance
the day day

1 PPE Kits

2 N-95 Mask

3 Triple Layer

Surgical mask
4 Gloves
5 Biohazard bags

All PPEs to be disposed of in a Biohazard Bag (yellow). The outer surface will be
disinfected using 1% Sodium Hypochlorite spray.

11.  Communication
Block Extension Educator / or any other designated communication staff will be allocated

the work of public education outreach on COVID-19. Public information education and
communication campaign shall target schools, colleges and work place within the

10
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containment zone. The key messages (including that used for Inter-personal
Communication) have already been conveyed to the States.

The sector wise allocation of BEE their name and contact no. will be listed. Municipal/
Village Panchayat Officers will be allocated sectors with in the surveillance zone for
encouraging and participating in public awareness campaigns and participation. The
rostering of staff for public education outreach is at Annexure-VI1II.

12. Data Management

The Control Room will have data managers (deployed from IDSP/ NHM) responsible for
collecting, collating and analyzing data from field and health facilities. They will work in
3 shifts. Data Collection tools will form Annexure-1X of this document. Output variables
to be generated at micro level on daily basis;

No. of Suspect case of COVID-19

No. of laboratory confirmed case

No. of deaths

No. of contacts line listed:

No. of contacts tracked:

No. of contacts currently under surveillance:

No. of contacts which have exited the follow up period of 28 days:

13. Control Room
The following details will be provided under this head:
Nodal Officer with contact number:
Control Room Number:

14.  Office orders (indicative)

Orders on notification.
Order for taking services of personnel

15. Budgeting (indicative)

S.no Item Unit cost Total cost

1. Transportation

No. of vehicles hired

POL expenditure for Office
vehicles/ ambulances

2. Communication

Cost of printing posters

Hiring personnel for display
of posters

11
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Cost of hiring vehicles for
miking

Advertisement cost :
local dailies

cable network

local TV channels
SMS

Logistics

Three layered surgical mask

N 95 mask

PPE

Contingency Expenditure

12
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Annexures

Annexure No.

Subject

Containment zone: Identified Sectors for surveillance

Data collection tool at field level
Data collection tool at field level (Field Level Data
Compilation Sheet)

Daily Line listing of Patients detected at health facilities

v Recommended guidance for contact tracing, quarantine and
isolation for Coronavirus Disease (COVID-19)

\ Line listing of Contacts

VI Sample collection proforma to be attached with the samples

Vil Transportation arrangement for containment Operation

VI Identified Sectors for Public Education Outreach and rostering
of identified communication staff

IX Daily report of COVID-19 Outbreak

13
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Containment zone: Identified Sectors for surveillance

Annexure-|

Sector

Name of
Municipal
ward/ village

Name of ANM/
ASHA/Anganwadi
Worker

Contact
Number

Name of
Supervisory
Officer

Contact
Number

14
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State & District
Sector
Village allocated:

Data collection tool at field level
(Line listing of suspect cases)

Annexure-11

Name of the field worker Phone:
Name of the Supervisor Phone:
Name of the PHC doctor Phone:
c/o Fever,
Cough,
S.No | Name of patient | Age | Sex Address Difficulty Remarks
in
breathing

Data collection tool at field level (Field Level Data Compilation Sheet)

Total
s Name of Total No. of number of
N6 village population | M | F | Suspect cases | contacts put Remarks
' g surveyed identified under home
guarantine
Total
15
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Annexure-I111

Daily Line listing of Patients detected at health facilities

Symptoms or I
contact with Sample
S.No Name Age | Sex Address taken Remarks
COVID-19
(Y/N)
suspect case
16
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Appendix- IV

Recommended guidance for contact tracing, quarantine and isolation for
Coronavirus Disease (COVID-19):

. Contact Tracing:

a. Contact means a person:

Providing direct care without proper personal protective equipment (PPE)
for COVID-19 patients

Staying in the same close environment of a COVID-19 patient (including
workplace, classroom, household, gatherings).

Traveling together in close proximity (1 m) with a COVID-19 patient in
any kind of conveyance within a 14-day period after the onset of symptoms
in the case under consideration.

b. Each worker or person responsible for contact tracing should:

Enlist all the contacts for tracing along with their names, address and
contact details and submit to the supervisor daily

Daily visit the contact and ask him/her if had developed any fever, cough,
shortness of breath, difficulty in breathing etc.)

Educate contacts and their family members on importance of contact
tracing and home quarantine

Distribute Triple layer surgical masks to the contact and keep sufficient
stock.

Create awareness on symptoms and provide information on self-health
monitoring

Contacts should be informed that if they develop symptoms:

o Immediately wear a triple layer mask and avoid close contact with any
other person.

o Inform concerned health worker who will arrange for medical
examination by supervisory medical officer and transportation to
hospital, if required.

o Provide details on all possible contacts since the time he/she has
developed symptoms and inform health worker

Duration of follow up of contacts would be 28 days from the time of last
contact with a case

17
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1. Active surveillance:

Active surveillance shall be done within containment zone (or 3 Km radius from
the periphery of the affected area)

What has to be done:

Enlist all houses (and persons)

Daily visits to each house and enquire about any person developing any
symptoms (like fever, cough, shortness of breath, difficulty in breathing
etc.)

In case of a person is detected to be developing symptoms of COVID-19,
the same shall be brought to notice of supervisory medical officer

Daily reporting: as per the format (Annexure V)

I11.  Home Quarantine:

Who has to be quarantined: all households and close contacts of a
confirmed and suspect cases are to be home quarantined

Duration of home quarantine: Those being home quarantined need to be
followed up till the time test results of suspect case (whose contacts are
being home quarantined and followed up) comes negative. If the test result
comes positive then all such persons become ‘true’ contacts and have to be
home quarantined for 14 days and followed up for 28 days.

V. Isolation:

Suspect cases detected on active surveillance need to be in isolated in a
room in the house temporarily till the time he/she is examined by the
supervisory medical officer or shifted by the designated ambulance to the
designated health facility.

Following shifting to health facility, place of temporary isolations needs to
be disinfected in accordance with prescribed SOPs by 1% sodium
hypochlorite

18
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Line listing of Contact (Name of Patient):

Appendix V

To be | Symptoma
Date | \nder | tic (Y/N).
S. on surveill If Yes, is Sample Remar
N | Name | Age | Sex | Address | which ’ taken K
0 expose ance _person (Y/N) y
' d (till isolated/re
date) ferred
(Please use separate sheet for contacts of different patients)
19
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Annexure VI

Sample collection proforma to be attached with the samples

ICMR- National Institute of Virology, Pune
Specimen Referral Form for 2019 Novel Coronavirus (2019-nCoV)

INSTRUCTIONS:

o Inform the local / district / state health authorities, especially surveillance officer for firther guidance.
o Seek guidance on requirements for the clinical specimen collection and transport from nodal officer.

®  This form may be filled in and shared with the IDSP and also ICMR-NIV nodal officer in advance.

PERSON DETAILS

Name of patient:

Age:....Years.....Month Gender: Male[ ] Fema\eD

Address:
City: .

Date of hirth: ...... fonnn. A (dd/mm/yyyy)

Mobile/phone:
Email:

State: ..

EXPOSURE HISTORY (2 WEEKS BEFORE THE ONSET OF SYMPTOMS)

Recent stay/travel in area (Wuhan, China):Yes[ | No[_] If yes, stay/travel duration with date

History of visit to wet/seafood market: Yes ] No[J Fromi./efomn t00f o] e
Close contact with confirmed case Yes [] NO[]] Close contact with animal/birds Yes /N
Recent travel to any other country Yes[] NO|:| Travel place: oo
Health care worker working in hospital involved in managing patients YES / NO,
Hospitalization date: ....... A Y- Discharge date: ...... S Y-
CLINICAL SYMPTOMS AND SIGNS
Date of onset of symptoms: ...../......../oce. | First symptom: ..o
Symptoms Yes No Symptoms Yes No Symptoms Yes No Symptoms Yes No
Fever at evaluation["] D Cough |:| [0 Diarrhcea O O abdominal paind [
History of fever OO Breathlessness[ ] []  Nausea [0 O vomiting O O

Sore throat |:| | Body-ache D | Haemaoptysis (| |:|
Chest pain O D Sputum |:| |:| Nasal dischargel] |
Signs Yes No Sign Yes No  Sign Yes No
Wheeze O O stridor |:| O Lower chest indrawing. D
Nasal flaring [ [ Crepitation |:| | Accesary muscle use |:| O
UNDERLYING MEDICAL CONDITIONS
Condition Yes No Condition Yes No  Condition Yes No Condition Yes No
COPD [ O eronchitis O O Diabetes |:| [ Hypertension |:| |:|
Chronic renal disease[ ] [J Malignancy [] | Heart disease [] [ Asthma |
IMMUNOCOMPROMISED CONDITION: YES / NO Other: e
HOSPITALIZATION, TREATMENT AND INVESTIGATION
HOSPITALIZATION date: ....../ .../ eeeeece DIAGNOSIS:
DIFFERENTIAL DIAGNOSIS: ETIOLOGY IDENTIFIED:
ATYPICAL PRESENTATION: YES / NO UNUSUAL / UNEXPECTED COURSE: YES / NO
OUTCOME: Discharge / Death / QUTCOME date:....../......./ ...
Treatment Yes No Treatment Yes No Treatment Yes No Treatment Yes No
Antibiotics O O ventilation [ O Antivirals [ steroids O O
Oxygen O O cear D O Bronchodilators (] O otherece.
Investigation findings: Haematocrit: . ... Hb:........... WBC (leukocyte count): ...........
Differential Leukocyte count: Lymphocytes [%] .... Monocytes (%): .................. Neutrophils (%):.
Basophils (%): ....... .. Eosinophil (%): . ... Platelet (Thrombocyte) count: .. ESR:
Investigation detalls Chest X ray: Yes D No D yes (findings): .. S
Blood culture findings (If any): . rrrerr e Other \nvestlgatlon detalls
SPECIMEN INFORMATION FROM REFERRING AGENCY
Specimen type Collection date | Label Specimen ID Test performed Result
1. BALJETA/ L

OFFICE

2.TS/NPS/NS USE
3. Blood in EDTA ICMR-
4. Acute sera NIV
5 Convalescent —
sera
Name of DOCLOI: vvviiviiecreaeseese e sre e nes e seraees Hospital Name/address: .. e

Phone/mobile number: .. Signature and date: ..........

PLEASE REFER THE CASE DEFINITION CHECKLIST ON PAGE 2. FOR SPECIMEN COLLECTION GUIDELINES, VISIT Www.niv.co.in
For any sharing of information or for any query, contact Dr. Yogesh Gurav Scientist E (020-26006290/26006330). Page 1 of 2
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ICMR- National Institute of Virology, Pune
Specimen Referral Form for 2019 Novel Coronavirus (2019-nCoV)

Name of the patient: ...l Age: ... years........months

Note: Please ensure that the case definition should be strictly followed.
Please encircle the correct response (Yes/No)

CASE DEFINITION

1. Severe Acute Respiratory lliness (SARI), with

¢ history of fever YES / NO

e cough YES / NO

e requiring admission to hospital YES / NO
WITH

* no other etiology explains the clinical presentation YES / NO

(clinicians should also be alert to the possibility of

atypical presentations in patients who are immunocompromised);
AND

any of the following

e Ahistory of travel to Wuhan, Hubei Province China
in the 14 days prior to symptom onset. YES / NO
e the disease occurs in a health care worker
who has been working in an environment where patients with
severe acute respiratory infections are being cared for, without regard to
place of residence or history of travel YES / NO
e the person develops an unusual or unexpected clinical course, especially sudden
deterioration despite appropriate treatment, without regard to place of
residence or history of travel, even if another etiology has been identified that
fully explains the clinical presentation. YES /NO

2. Individuals with acute respiratory illness of any degree of severity who,
within 14 days before onset of illness, had any of the following exposures:
¢ close physical contact with a confirmed case of nCoV infection, while that

patient was symptomatic; YES / NO
¢ a healthcare facility in a country where hospital associated nCoV infections have
been reported,; YES / NO

¢ direct contact with animals (if animal source is identified) in countries where the
nCoV is known to be circulating in animal populations or where human
infections have occurred as a result of presumed zoonotic transmission*.
YES / NO
* To be added once/if animal source is identified as a source of infection

EMAIL ID OF THE HEALTH AUTHORITY (FOR SENDING THE REPORT): ...ccvvuuenriiiiiintiinsrenisiasn s snssansnsinsenanns

Name of DOctor: ..o sinvesir i Hospital Name/address: .....cccociiiiiinieiiinininiennns

Phone/mobile number: ........ccccouveneeneee. Signature and date: .......cccceviiiiieeeiicie e

PLEASE REFER THE CASE DEFINITION CHECKLIST ON PAGE 2. FOR SPECIMEN COLLECTION GUIDELINES, VISIT WWW.hiv.co.in
For any sharing of information or for any query, contact Dr. Yogesh Gurav Scientist E (020-26006230/26006330). Page 2 of 2
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Transportation arrangement for containment Operation

Appendix-VII

Sector

Name of the
Sector

Purpose for
Vehicle
Deployed

Vehicle
Regn.
number

Driver
name

Contact
Number

A

House to house
surveillance

Supervisory
Staff

House to house
surveillance

Supervisory
Staff

House to house
surveillance

Supervisory
Staff

22
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Appendix-VIlI

Identified Sectors for Public Education Outreach and rostering of identified
communication staff
Sector Name of | Name of | Contact | Name  of | Contact
Municipal ward/ | Municipal/ | Number | Supervisory | Number
village Panchayat BEE
staff
23
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Appendix-1X

Cluster Containment

Format for daily report of COVID-19 virus disease

Date :
State: District: Block : Epicentre:
Total No. of Village in the block: No. of affected Municipalty /village:
Population Population surveyed
A) A1l Population Based Information No. of villages/municipality/localities Surveyed(Daily) (Cumulative)
0-3 Km Population from Epicenter

A-2 Morbidity data

‘ ‘Cumulative

Persons with fever / symptoms consistent (only

new Cases) with COVID-19 virus disease ‘ 0-3 Km from Epicenter

B) Hospital based Information: Name of HOSPITAl - c.euiniiniiiiiiiiiiiiiiiiiiiiieieieetiecetsacessessscessnssssesssssssnsansessnses

In patient

Cumulative

Suspect COVID-19 viral disease cases

Laboratory Confirmed case of COVID-19 virus disease

No of deaths (suspected or confirmed)

D) Contact Tracing

Number of contacts under surveillance

E) Laboratory Testing

Number of Samples taken

Number of Samples found Positive

Daily Cumulative Daily

Cumulative
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F) Public Education outreach

No of houses in
0-3 km

No. of houses
Visited

Percentage

Villages covered by Public Education Outreach

G) Monitoring Health Staff

Health personnel deployed in field including
medical officers, Health supervisors/health
workers etc.

disease

Health personnel deployed in field
complaining of Fever/ symptoms
consistent with COVID-19 virus

Hospital staff including Medical Officers, Nurses,
Attendants etc.

virus disease

Hospital staff complaining of Fever/
symptoms consistent with COVID-19

H) Stock Position

Stock to be requisitioned if
Previous days stock at District HQ Consumed for the day Stock at hand( s) any
Item
PPE
N-95 Masks
Triple layer surgical
mask

Note: Daily report to be faxed by 11.00 a.m.

Director NCDC (Fax No: 011-23922677; 011-23921401)

Director EMR ( Fax No: 011- 23061457)

25

Signature DSO

(Name & Desg. Of the reporting officer)

Phone No.
of DSO
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Guidelines for
Quarantine
facilities covib-19

The purpose of this document is to provide interim guidance for
setting up of quarantine facilities
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1.0. Introduction

Quarantine is the separation and restriction of movement or activities of persons
who are not ill but who are believed to have been exposed to infection, for the
purpose of preventing transmission of diseases. Persons are usually quarantined in
their homes, but they may also be quarantined in community-based facilities.

Quarantine can be applied to

e An individual or to a group of persons who are exposed at a large public
gathering or to persons believed exposed on a conveyance during
international travel.

e A wider population- or geographic-level basis.

Examples of this application include the closing of local or community borders or
erection of a barrier around a geographic area (cordon sanitaire) with strict
enforcement to prohibit movement into and out of the area.

The purpose of this document is to provide guidelines for setting up of
guarantine facilities during the current COVID-19 outbreak.

The recommended duration of quarantine for Covid-19 based on available
information is upto 14 days from the time of exposure.

The purpose of quarantine during the current outbreak is to reduce transmission by

e Separating contacts of COVID-19 patients from community

e Monitoring contacts for development of sign and symptoms of COVID-19,
and

e Segregation of COVID-19 suspects, as early as possible from among other
quarantined persons

The scope of this document is to cover the procedures required for

e Physical infrastructure/Functional Services requirement at quarantine
facilities

e Procedure for medical monitoring of contacts, reporting formats

e Protocol for referrals of suspects/ Symptomatics and isolation of
symptomatics if required temporarily

¢ Infection control practices by medical personnel, supporting staffs and
catering staffs etc.
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2.0. Evaluation of potential sites for facility-based
quarantine is important for preparedness planning
(Checklist at Annexure-11).

Requirements for Quarantine facility in a community-based facility is as
under

1. Location:

e preferably placed in the outskirt of the urban/ city area (can be a
hostel/unused health facilities/buildings, etc.)

e away from the people’s reach, crowded and populated area
o well protected and secured (preferably by security personnel/
army)
o preferably should have better approachability to a tertiary hospital
facility having critical care and isolation facility
2. Access considerations
e Parking space including Ambulances etc.
e Ease of access for delivery of food/medical/other supplies
o Differently-abled Friendly facilities (preferably)
3. Ventilation capacity: Well ventilated preferably natural
4. Basic infrastructure/functional requirements:
e Rooms/Dormitory separated from one another may be preferable with
in-house capacity of 5-10 beds/room
e Each bed to be separated 1-2 meters (minimum 1 metre) apart from all
sides.
e Lighting, well-ventilation, heating, electricity, ceiling fan
e Potable water to be available
¢ Functional telephone system for providing communications.
e Support services- fooding, shacks, recreation areas including television
e Laundry services
¢ Sanitation services/Cleaning and House keeping
e Properly covered bins as per BMW may be placed

5. Space requirements for the facility:

e Administrative offices- Main control room/clerical room
e Logistics areas/Pharmaceutical rooms
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e Rest rooms- doctors/nurses/supporting staffs

¢ Clinical examination room/ nursing station / Sampling area
e Laundry facilities (on- or off-site)

e Mess/Meal preparation (on- or off-site)

e Holding area for contaminated waste

e Wash room/Bathroom/Toilet

6. Social support resources/ Recreational areas
e Television and radio / Reading materials/ indoor plays

7. Monitoring the health of contacts: During that period, contacts should be
monitored at least daily for fever and respiratory symptoms.

2.2. Standard operating Procedures: To ensure smooth operation in the
quarantine facility, the standard Operative procedures (SOPs) needs to be framed as

under

e Daily monitoring surveillance using the daily reporting format (annex

1)

e Fever triage/ Isolation

e Case and contact monitoring and response

e Transfers of suspect/symptomatic to designated hospital (through
ambulances)

e Public information

e Provider information (SOPs)

medical personnel (annex 2),

nursing staff (annex 3),

movement of health personnel and support staff (annex 4) and
security staff (annex 5)

Functional flow should be maintained to reduce/minimise the interactions
between quarantine people and healthcare professionals/supporting staffs so
that transmission of disease is prevented and controlled

3.0. Risk assessment of the quarantine facility

The risk level refers to how likely it is that someone in the Quarantine
camp will become infected with corona virus as a result of movements and
activities performed in the Quarantine camp.

Risk assessment includes identification of the biohazard risk precaution
levels, along with its associated activities. The risk level refers to how
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likely it is that someone in the Quarantine camp will become infected with
corona virus as a result of procedures performed in the Quarantine camp.
Areas were sagregated and labeled as:

Low risk areas: Areas having less direct contact with evacuee
suspects such as control room center in the quarantine center,
nursing station and areas of kitchen where food is cooked.

Moderate risk areas: Moderate risk areas are where infectious
aerosols are generated from areas where the suspects were inhabiting
in their bed linen, pillows and nearby clothes; low concentration of
infectious particles. Contaminated surface near the quarantine zones.
High risk areas (containment Quarantine camp): Areas where
direct dealing with the suspects are as under

Medical examination room, sample collection areas( high
concentration of infectious particles while coughing, sneezing, gag
reflex during nasopharangeal & oropharangeal sample collection).
Toilet and bathroom areas, dining areas, areas of bio-waste
collections, segregation and disposal.

Based on risk assessment, areas should be earmarked and infection
prevention control measures to be applied as per MOHFW
guidelines.

4.0 Securing Entry and EXxit points

e Inorder to prevent and control infection in the facility,
strategic points in the facility needs to be identified
including

e The Control room where a person entering inside quarantined
building to get proper awareness and training on infection
control measures,

e A well informed and trained security to check (main entrance
gate of the area) and a guard (24*7) with registers for ins and
outs and a designated nursing officer for checking proper
PPE wear (main entrance gate in the building)

e The international biohazard warning symbol and sign to be
displayed on the doors of the rooms where suspects are kept,
BMW management areas,samples of higher risk groups are
handled

73



e Only authorized & trained persons or those designated in
work areas to permitted to enter the quarantine areas;

e Doors to keep closed at all times preferably
under observation of a guard.

e There should be double door entry was managed with
only one door to be open at a single time.

5.0 . Human resource Deployment: In the quarantine facility, Chief
Medical officer needs to be appointed as In-charge /nodal officer for
overall coordination and supervision of the quarantine center. Services
of General duty medical doctors, Medicine specialists, Pediatrics,
Microbiologist (for diagnostic support and IPC), Psychiatrists &
Psychologists are required for routine examination and relevant clinical
care of the quarantined people. Para-medics including Staff Nurse and
Lab. Technician, Pharmacist need to be posted. Public health specialist
are required for monitoring public health aspects of the facility while
services of clinical microbiologist are required for sample collection,
packaging and infection prevention & control practices. House keeping
staff also need to be deployed.

6.0 Training — Training is the most important and critical part to ensure that all
activities takes place as per established protocol and SOPs, training of health
care professionals and other relevant staffs was undertaken initially.
Training of medical officers on SOPs needs to be followed at Quarantine
centers for daily examination, movements in the facility, infection
prevention control measures and use of PPE Kit etc.

Training of clinicians, laboratory technicians and medics needs to be

undertaken on appropriate sample collection (nasopharyngeal and throat)

and triple layer packaging with cold chain maintenance.

Paramedical staffs i.e., staff nurses; medics, pharmacist etc. needs to be
trained on SOPs to be followed at Quarantine centers and use of PPE Kit. Staff
undertaking the work in Laundry, Mess/Canteen, security and other related
staff i.e., drivers, general duty staff etc. needs to be trained on use of mask,
gloves , cleaning and disinfection procedures and use of PPE kit, etc.

Refresher training or regular direction to all the above staffs needs to be
provided as on need basis. During the quarantine period as and when new staff
was posted, it needs to be ensured that he/she received proper training before
undertaking the work. It is to emphasized that all activities / procedures must
be done under strict monitoring/observations of trained specialists.

7.0 . Daily Clinical Examination and referral - All quarantined people needs to
be examined twice (morning & evening) daily clinically and those requiring



referrals for related symptoms of Corona virus (fever, cough, sore throat,
breathlessness etc.) or any other reason needs to be referred to designated
hospital in ambulance directly with due precautions as per referral SOP.
Ambulances need to be placed in the facility in standby mode for transport
including advanced lifesaving ambulance.

Daily census of the people needs to be undertaken twice a day (ex. Morning 8
am and evening 6 pm).

8.0 Coordination— Chief medical officer needs to supervise and coordinate with
various organizations working with the facility. To ensure all activities take
place according to standard protocol, separate teams were constituted for
various purposes- Supervisory team, admin team, logistic team, referral team,
medicine / equipment team, hygiene sanitation team.

Daily review meetings needs to be conducted under chairmanship of Chief
medical officer to discuss day to day affairs and sort out any issue requiring
attention.

24*7 control room needs to be established at the facility with monitor for
CCTV cameras and speakers at each floor so that quarantined people can be
communicated on routine basis and necessary instructions can be provided.

9.0 Recording and reporting mechanisms- To ensure standardized reporting,
daily reporting formats of suspected cases with symptoms related to corona
virus, no. of cases requiring referral, sample collection status needs to designed
(as per annexure 1). It needs to be sent daily to relevant higher authorities.

10.0 Monitoring and Supervision — Daily monitoring visit needs to be conducted
inside quarantine facility and outside the facility in the surrounding campus by
public health and incharge officers and gaps to be noted. Necessary
corrective actions and preventive actions to be taken by the nodal officer.
Visits also given by senior officers from for regular review.

11.0 Establishment of Infection Prevention Control (IPC) measures — As per risk
assessment was undertaken with respect to probability of infection from possibly
infected quarantine people to health care, other staffs and surrounding areas.
Special map of the facility needs to be prepared to outline the details of movement
of health care and other personnel around the quarantine area and in the building.
It need to be ensured that movement of health care staffs and other personnel to
undertake as per the designed map to prevent and control infections.

Separate fence needs to be raised around the building to prevent entry of animals
especially dogs, monkeys and even birds if possible.

75



Well informed and trained security personnel needs to be deployed all around the
building on 24*7 rotation basis to monitor the facility and to avoid entry of un-
desired persons/animals and even birds for eating any food remains/droppings
inside the area.

To ensure that all health care personnel use PPE as per guidelines, they need to be
properly trained and assisted during wearing of PPE. Separate areas to be
earmarked for PPE Donning and Doffing. Compliance for same to be ensured by
nodal officer.

Separate well informed and trained nursing officers need to be stationed at the
building to regulate the movement of the staffs entering the facility. He/ She
should be assigned the duty that every person entering the facility enters in the
register of all the details on time of name, designation entry/exit. Nursing officer
to ensure that all the persons are labeled while entering the building so that they
can be identified by security staff. At the entrance, two door entries may be
ensured to avoid mixing of quarantine people with health care staff.

It is to be ensured that all the quarantine facility is decontaminated daily (refer to
infection prevention control guidelines) with disinfectants (freshly prepared 1%
hypochlorite, detergent solution) including surface mopping of all the floor,
bathrooms, toilets facility, under side of beds, other related items placed in the
rooms of quarantine people .

A separate cubicle for people developing mild symptoms for temporary
observation (transit room) may be considered so that it will lead to an early
isolation of any symptomatic person and to prevent transmission to other cluster
of groups.

12.0 Lodging, Catering, Laundry and other related activities —Disposable and
pre-packed food to be needs to be served to quarantined people. All the
guarantined people to be kept on separate beds with distance of 1-2 meters
with no bed facing opposite to each other. All Beds were having disposable
bed sheet that should be changed on daily basis. Personal toiletries/ towel/
blanket/ pillow with covers/electric kettle, room heater and water dispenser
may be provided to each person depending on availability.

A separate room needs to be assigned to perform laundry services for cleaning
of all the clothes and other washing related activities. Before laundering, all the
washable items needs to be placed in 1% hypochlorite up to 30 minutes and
later washed in detergent solution.
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13.0 Biomedical waste (BMW) management- To ensure that biomedical
waste management in the facility takes place as per standard guidelines,
separate yellow, red /black bags, foot operating dustbins needs to be kept at
each floor and outside the facility. It is to strictly ensured that Doffing takes
place in the designated area with all the PPE kit including mask, gloves is
properly placed in yellow bags. All the health care workers collecting the
possible infectious material such as food items, PPE kits from yellow bags
should also wear PPE and following the IPC measures. Designated place to
be earmarked outside the building for collection of yellow and black bags.
It should be collected at least twice daily by biomedical waste management
vehicle/any other local established practice.

Site of collection of biomedical waste should be regularly disinfected with
freshly prepared 1% hypochlorite solution. All officials concerned with the
administration and all other health care workers including medical,
paramedical, nursing officers, other paramedical staff and waste handlers
such as safaikarmacharis, attendants & Sanitation attendants needs to be
well oriented to requirements of handling and management of general and
biomedical waste generated at the facility. Steps in the management of
biomedical waste include generation, accumulation, handling, storage,
treatment, transport and disposal as mentioned in the SOP needs to be
followed. Continuous training, monitoring & supervision to monitor the
implementation to be done on daily basis to manage compliance related
issues. All the generated waste from Quarantine facility to be treated as
isolation waste and its disinfection /treatment was strictly monitored by
specialists in the health authorities.

14.0 Logistic management- All logistic to be used in quarantine facility i.e., PPE
, medical equipments i.e. Thermal thermometer, Stethoscope, BP machine etc.,
office logistic, sample collection and packaging material, etc.to purchased in
advance.

Performa needs to be prepared for daily consumption of PPE, triple layer
mask, gloves, etc. and monitored by logistic team on daily basis.

15.0 Information, Education & Communication (IEC) and Psycho-social
support — As on arrival, there might be an obvious sense of psychological fear
and panic among all the quarantine people and some of the involved stakeholders
like health care professionals/staffs including doctors, security personnel etc.. An
interpersonal communication needs to made to all of them one after another in
groups by Psychiatrist team initially and later on with individual counselling
sessions. Quarantine people needs to be explained on Universal infection control

10
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measures , personal protective measures, written instructions on Do’s and Don’ts
in the quarantine zone to be provided to contain and avoid spread of the infection.
Importance of frequent Hand washing specially after touching surfaces like door
handles, stair railings, bed railings, etc. to be instructed for strict compliance.
Everyday quarantine people to be counseled by clinicians regarding day to day
queries. If needed, referral to be made to psychiatrist /psychologist team. If there
is fear in the surrounding community it needs to be addressed.

16.0 Sample collection and packaging — For baseline testing, Samples
(Nasopharyngeal swab and throat swabs) for COVID-19 need to be collected
from all quarantine people & sent with triple layer packaging maintained in

cold chain (2-8°C) to designated laboratory .

Safe collection & handling of specimens in the Quarantine camp needs to be
performed in identified locations as per the SOP. Specimen containers
generally used are viral transport medim (VTM vials containing 3 ml medium)
with falcon tubes (50 ml) as secondary layer of Triple layer packaging system.
Containers needs to be correctly labeled to facilitate proper identification.
Specimen request or specification forms to be placed in separate waterproof
zip pouch envelopes with locking facility and pasted on the outside walls of the
sample transport containers (Performa annexure). Just before the end of the 14
days quarantine period, resampling of nasopharyngeal swabs needs to be done.

17.0 Discharge of quarantine people from Quarantine Facility - The
guarantine people needs to be discharged at the end of 14 days of incubation
period provided samples are negative on resampling. Instructions should be
provided to self-monitor their health at their home (home quarantine) for next
14 days and immediately report to their District Surveillance officer (DSO), in
case of development of symptoms suggestive of COVID-19. Written
instructions were handed over to them individually. The District Surveillance
Units (DSO) and State Surveillance Units (SSO) to be provided with contact
details of the quarantine people to conduct active surveillance for next 14 days
under intimation to the Central Surveillance Unit, IDSP (NCDC).

18.0 Terminal Disinfection and decontamination procedures: Quarantine
facility terminal disinfection procedures to be performed as per guidelines.
Cleaning/ decontamination to be performed using the proper
personal protective equipment (PPE) and adopting three bucket system as
prescribed in the SOP (at attached annexure).

Spraying of 1% sodium hypochlorite working solution (dilution 1:4 from an
initial concentration of 4%) to be done on all the surfaces (protecting electrical
points/appliances). This was followed by cleaning with a neutral detergent that
is used for removing the traces formed by hypochlorite solution. While

11
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cleaning, windows need to be opened in order to protect the health of cleaning
personnel.

All frequently touched areas, such as all accessible surfaces of walls and
windows, the toilet bowl and bathroom surfaces needs to be carefully cleaned.
All textiles (e.g. pillow linens, curtains, etc.) should be first treated with 1%
hypochlorite spray and then, packed and sent to get washed in laundry using a
hot-water cycle (90°C) and adding laundry detergent. 1% hypochlorite solution
should also sprayed in the PPE doffing area and discard area twice a day on
daily basis. Mattresses / pillows after spraying with 1% hypochlorite should be
allowed to get dry (both sides) in bright sunlight for upto 3 hrs each.

12
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DAILY REPORTING FORMAT

(Daily Clinical Examination)

COVID-19

Annex 1

Name of the Centre:

Address:

Centre In Charge:

Contact No:
S.no |Date of Census Clinically [Suggestive  [Other Cases Cumulative  [Cases Cases still  [Census Remarks
eporting  |in the examined [Symptoms [linical feferredto  [cases discharged  pdmitted n the
Centre like fever,  [cases designated  referred to from at Centre
8 cough, and hospital fesignated designated  [designated 8PM)
IAM) breathing hon hospital hospital hospital
difficulty, P019-
other nCoV
respiratory
problems,
etc
M | FM FM F M FM FM FM FM
13
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Annex 2
Standard Operative Producers for medical personnel

There are shift duties of the doctors may be as under
Morning : 800AM to 200 PM
Afternoon:  200PM to 800 PM
Night 800PM to 800 AM (next day)

General instructions for medical doctors from designated hospital (s) for
performing their duty at Quarantine facility may be as under:

a. The name of the duty officers and duty roster for to be
displayed at the control room.

b. Each team to follow the procedure mentioned below:
The resident doctors on duty will report to the centre at
the reporting time and mark attendance in the register.

d. After that, they will go to clinical area to examine the
quarantined people in the centre.

e. The doctors on working duty will team up with medical officers from Quarantine
facility to form a paired team (one from hospital and another from the Quarantine
facility) to examine the cases.

f. They will examine and assess the patients and report to the In-charge of the
Quarantine facility.

g. They will take care of the infection control/protective measures while examining the
persons and follow guidelines placed at the door for safety/infection control
measures.

h. If any symptomatic case/ additional symptoms are observed/ reported, it should be
discussed with the In-charge of the Quarantine facility for referral to the designated
hospital, if required.

i. They will complete examination of all patients and report before 12 noon on the
same day and handover the report to the Office In-charge for onward transmission to
the Ministry.

j. They will not leave till the next relieving team arrived.

k. They will hand over this information to the next relieving team.

I.  They will leave the Quarantine facility with due permission of In-charge of the
Quarantine facility.

m. If any doctor has not reported due to unavoidable circumstances, present available
team will inform to the concerned authority of designated hospital for substitute.

n. In case any patient needs to be transferred due to any eventuality to the referral
centre, senior most doctor will accompany the ALS Ambulance to take care of the
patient till he/she reaches and handed over to the centre.

0. The medical team may take help of psychiatric/ counsellor team if required,
for psychosocial support

p. Team to work in harmony with the Quarantine facility medical team.

0. The senior most doctor on duty from the designated hospital will take
decision of the clinical management.
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Annex 3

Standard Operative Producers for Nursing Officer
(supervisor)

Maintain log of medical professionals/staffs entering/exiting in the quarantine
facility, where the quarantine people are housed.

A designated nursing officer (infection prevention & control nurse) has to ensure that
the incoming officers/ staff to the quarantine building that are wearing appropriate
PPE, and they are aware of universal infection control precautions {hand washing
(alcohol/ sanitizers or soap + water; mask, gloves, PPE).

After this he/she will allow the person to enter.

The PPE doffed off by the outgoing medical professionals needs to be disposed in
the yellow bag and hand sanitization should be ensured after disposing the PPE.
(PPE- donning On / doffing Off enclosed).

Yellow bags containing the infected materials placed in the nearby gate should be
disposed off daily as per the Biomedical Waste Management Rules.

The dustbins should be covered at all times. This should be ensured by Nursing
officer. If required, disinfection has to be done as advised.

Black bags (municipal wastes) - to be disposed after proper packaging daily as per
the Biomedical Waste Management Rules.

Supervise IPC in the facility in coordination with Microbiologist/Clinician

15
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Annex 4

Standard Operative Producers for Movement of Health
Professionals and Support Staff Inside the Quarantine facility

The movements of health professionals are to be monitored at three vital points considering
the control of infection for the prevailing disease-

CONTROL ROOM:

Health professionals and support staff need to be made aware and trained in
correct procedure of wearing mask and gloves.
They need to be trained to follow the infection control measures as instructed
including

o hand washing with soap and water and sanitizing with alcohol-based

sanitizers,

o cough etigquettes,

o donning and doffing of PPE etc.

o before entering the quarantine facility.

Main Gate Security post: To monitor entry of persons/visitors to the facility and ensure that
the personnel should comply with instructions / including wear the mask correctly.

Nursing Station at Quarantine building (ground floor):

1.
2.
3.

Registration of name with time and purpose for entering the building

PPE should be donned here.

Nursing officer will check and ensure strict and correct wearing of PPE
before entering the main quarantine area

After coming out from the main quarantine area, PPE to be doffed properly
and placed in the designated bin for infective material (Yellow bag)

The hands should be sanitized before exiting the quarantine area

Mobile phones are not allowed to be used inside the building

Name of doctors to be written on the PPE with permanent marker for
identification.
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Annexure-5

Standard Operative Producers for Security Personnel at

Quarantine facility

1.

10.

For security purpose, ensure 24 hours manning of the post of the quarantine
facility.

The person manning the area must be trained and instructed to wear mask
and gloves during the duty period.

Instructions for infection control measures like hand washing etc. should be
properly briefed.

Doctors/Nursing staff/supporting staffs/other entering the quarantine area
should wear appropriate PPE before entering the quarantine centers.

Log of those entering/exiting the Quarantine facility should be maintained.
Only those having specific purpose inside the Quarantine facility should be
allowed to enter.

The log should be put up daily to the controlling authority.

Security guard should have a whistle to give signals to people to not
come near the quarantine facility if they do not have any purpose to visit

the Quarantine facility.

He should report immediately to the officer In-charge controlling the
security of the quarantine facility, if anybody does not follow the instructions
as directed.

The security personnel should not leave after completing his shift till his
reliever reports for duty.

The officer In-charge controlling the security of the quarantine facility will
supervise the duty roster and roles and responsibilities of all the personnel

deployed at the quarantine area for smooth functioning.
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Annexure-6

Requirements of Equipment for Quarantine Facility

Daily Consumption for

Collection container for used equipment

Equipment holding 300 persons
Gloves
200
o reusable vinyl or rubber gloves for environmental
cleaning
o latex single-use gloves for clinical care
Hair covers (optional) 1500
Particulate respirators (N95, FFP2, or equivalent) 150
Medical (surgical or procedure) masks 1500
Gowns and aprons (single-use long-sleeved fluid-resistant or [150
reusable non-fluid-resistant gowns )
PPE Kit 130
Alcohol-based hand rub o0
Plain soap (liquid if possible, for washing hands in clean 500
water)
Clean single-use towels (e.g. paper towels) 1500
Sharps containers 0
Appropriate detergent for environmental cleaning and .
disinfectant for disinfection of surfaces, instruments or 20 litres
equipment
Large plastic bags 200
Appropriate clinical waste bags 100
Linen bags P00
200
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Annexure - 7
Human Resource requirement for Quarantine Facility

The requisite human resources at a Quarantine Facility can be divided into two broad
categories:

General Requirements of medical personnel for the facility as under
Medical personnel- ( catering facility of 300 people )

I.  On- Duty Doctors in 6 hours shift of 2 doctors
Il.  Nusring Staff in 6 hours shift of 4 nurses
I1l.  Lab. Technicians in 6 hours shift of 4 technicians

1. Health professionals: (Multi-disciplinary team)

e Medical doctors (Multi-Speciality team)- General duty doctors, Specialists like
Medicine, Paediatrician, Psychiatrist / Psychologist, Public Health specialist,
Microbiologist etc.

e Nursing officers

e Pharmacists

e Paramedics

e Lab. Technicians (preferably)

2. Supporting staffs like Safai Karamchari, Housekeeping, Laundry workers, Cooks, etc.
3. Security staffs
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VII.

VIILL

Annexure- 8

Checklist for screening entry of persons inside the quarantine building

e Only authorised personnel should enter the quarantine facility for carrying out pre-

determined activity. While entering the quarantine facility, it should be ensured that
personnel are wearing the requisite personal protective equipment

o A pre-identified staff should be designated to screen the personnel entering in the

quarantine facility using following check-list.

Is the person entering the quarantine building either doctors/nursing officers/
supporting staffs/ Govt. officials etc. posted or authorized to enter the
quarantine building in the Centre?

Whether the person entering the quarantine building is having duty inside the
building during that time?

Whether the person entering wear protective suit correctly?

Whether the person entering wear N-95 Mask correctly?

Whether the person entering wear goggles correctly?

Whether the person entering wear headgear correctly?

Whether the person entering wear boots correctly?

Whether PPE has no gaps/physical damages which can be a risk in the

disease transmission?

Ifitis ‘YES  in all Qs from 1to 9, then, the person is allowed to enter the
quarantine building.

If any of the Qs is NO, then, to ask for appropriate donning of PPE initially and if not still
then, to contact the concerned officer supervising the

nursing officers and if required, NCDC Team on duty /In-charge of the center.
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Annexure -9
Guidelines for Disinfection of quarantine facility (for COVID-19)

(Refer to NCDC Website for latest updates)

Guidelines for disinfection of quarantine facility (for COVID-19)

Scope: This document aims to provide interim guidance about the environmental cleaning /
decontamination in quarantine camp facilities (e.g. barracks, cubicles in rooms, offices, and toilets, etc.)

where persons with potential exposure to COVID-19 have housed.

The causative agent involved in the current outbreaks of 2019-nCoV acute respiratory disease, the
2019-nCoV (genus: Betacoronavirus), belongs to the family of Coronaviridae, a large family of
enveloped, positive-sense single-stranded RNA viruses. Coronaviruses are transmitted in most instances
through large respiratory droplets and contact transmission, but other modes of transmission have also

been proposed worldwide.

The time of survival and the conditions affecting the 2019-nCoV viability in the environment are
currently unknown. According to studies assessing the environmental stability of other coronaviruses,
the Severe Acute Respiratory Syndrome coronavirus (SARS-CoV) is estimated to survive several days in
the environment and the Middle East Respiratory Syndrome-related coronavirus (MERS-CoV) more than

48 hours at an average room temperature (20°C) on different surfaces [1-3].

Environmental cleaning: Due to the potential survival of the virus in the environment for several days,
the premises and areas potentially contaminated with the 2019-nCoV should be cleaned before their
re-use, using products containing antimicrobial agents known to be effective against coronaviruses.
Although there is lack of specific evidence for their effectiveness against 2019-nCoV virus, cleaning with
water and household detergents and use of common disinfectant products should be sufficient for
general precautionary cleaning. Tests carried out using SARS-CoV showed that sodium hypochlorite is

effective.

These guidelines provide guidance for environmental cleaning in quarantine facilities housing people
exposed/ potential exposure toCOVID-19 and have been adapted based on the Hospital Infection
Prevention and Control guidelines drafted by NCDC in collaboration with WHO and other stakeholders.
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Item/EqUipment Method/ Frocedure

Clinical Area

General clinical areas | Dust mops Sweeping . Sweep with the dust mop or
Mop Cleaning damp mop to remove surface
(No broom will be dust. Sweep under the furniture
Daily mopping and remove dust from corners.

used for sweeping) Gathered dust must be removed

using a hearth brush and shovel.
« The sweep tool should be
cleaned or replaced after use.

Floors (clinical areas) —

daily mopping

Detergent/ « Prepare cleaning solution

sanitizer—hot using  detergent  with

water, sodium warm water

hypochlorite(1%) « Use the three-bucket
technique for mopping the

Three buckets q pp' g .

(one with plain floor, one bucket with plain

with plai water and one with the
water and one .
ith det X detergentsolution.
with detergen . .
. & « First mop the area with the warm

solution; 1
water and detergent solution.

one bucket for . .

di « After mopping clean the mop in

sodium Lo plain water and squeeze it.

hypochlorite(1%) « Repeat this procedure for the
remaining area.

« Mop area again using sodium
hypochlorite 1% after drying the
area.

« In between mopping if solution
or water is dirty change it
frequently.

« Mop the floor starting at the
far corner of the room and
work towards thedoor.

« Clean articles between
cleaning.

Note: Mopping should be done

twice a day

Ceiling and Walls Sweeping tool Damp dusting * Damp dusting with a long
Duster handledtool for the walls and

ceiling done with very little
moisture, just enough to collect
thedust.

e Damp dusting should be done
in straight lines that overlap
one another.

Bowl/ small bucket
of soap solution
Plain water

e Change the mop head/cover when
soiled.
Note: Should be done once a week or
after examining a suspect case
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Doors and door knobs

Isolation room

All clinical areas/
Laboratories/ Wherever
spill care is required

Care of mop Hot water Detergent
Sodium hypochlorite

1%

Damp cloth or Sponge | Thorough washing
squeeze mop
Detergent

Detergent/ Sanitizer— | Terminal cleaning
warm water, sodium
hypochlorite (1%)
Three buckets

(one with plain
water and one

with detergent
solution);

separate bucket for
sodium hypochlorite
(1%)

Sodium hypochlorite
(1%)

Rag piece
Absorbent paper

Blood and body fluid
spill care

Unsterile gloves
Spill care kit
Mop

Hot water
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Clean with hot water and
detergent solution, disinfect it with
sodium hypochlorite and keep for

drying upsidedown.

The doors are to be washed with
a brush, using detergent and
water once a week (on one
defined day); gently apply cloth
to soiled area, taking care not to
remove paint, then wipe with
warm water to remove excess
cleaningagent.

Door knobs and other frequently
touched surfaces should be
cleaned daily.

Before cleaning an isolation
room, liaise with infection
control team for details of any
special requirements. Staff will
be instructed on specific cleaning
procedures required with
reference to

Safety uniform to be worn.

Chemicals or disinfectants to be
used.

Also, if bed screen and shower
screen are to be cleaned or
changed, refer cleaning in
isolation rooms.

Wear non-sterile gloves.

For large spills, cover with
absorbent paper/ rag piece

if any broken glass and sharps,
using a pair of forceps and
gloves, carefully retrieve.Use a
large amount of folded absorbent
paper to collect small glass
splinters. Place the broken items
into the puncture proof sharps
container.

Cover the spill with sodium
hypochlorite(1%)for 10-20
minutes contact time.

Clean up spill and discard into
infectious waste bin, and mop
area with soap and hot water.

Clean the mop and mop area
with 1% sodium hypochlorite.

Wash mop with detergent and
hot water and allow it to dry.
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Stethoscope

BP cuffs and covers

Thermometer

Injection and dressing
trolley

Refrigerators

Area/ltems

Alcohol-based Cleaning » Should be cleaned with detergent
rub/Spirit swab and water.

e Should be wiped with alcohol
based rub/spirit swab before each
patient contact.

Detergent Washing ¢ Cuffsshouldbewipedwithalcohol-

Hot water based disinfectant and regular
laundering is recommended for
the cover.

Detergent and water | Cleaning * Should be stored dry in individual

Alcohol rub Individual holder.

thermometer holder e Clean with detergent and tepid
water and wipe with alcohol rub
in between patient use.

e Storeinindividual holder
inverted.

o Preferably one thermometer for
each patient.

Detergent and water | Cleaning e To be cleaned daily with

Duster Disinfectant detergent and water.

(70% alcohol) * After each use should be wiped
with disinfectant.

Detergent and water | Cleaning (weekly) e Empty the fridge and store

Absorbent paper or
clean cloth

Process

Item/Equipment

thingsappropriately.

« Defrost, decontaminate and clean
with detergent.

e Dryit properly and replace the
things.

* Weekly cleaning is recommended.

Method/ procedure

Lodging area

General cleaning | Detergent and Daily mopping
warm water floors
Mop
Two buckets Clean Thorough
utility gloves washing
Handmops

Damp duster

Lockers, Damp dusting
bles Warm water
::?pro’ard, Detergent
wardrobes, Dry duster
benches, shelves
and cots
Railings Detergent/ Daily dusting
Sanitizer—hotwater,
sodium hypochlorite
24

e Scrub floors with hot water and detergent with using
minimal water. (Do not pour thewater.)

o Clean with plainwater.

o Allow to dry

* Hypochlorite 1% mopping canbe
done.

Note:Recommend general cleaning procedure should

be done twice a day

o Damp dust with warm waterand

detergent.

o Damp dust with warm water and detergent followed
by disinfection with hypochlorite

91



Mirrors and
Glass

Sluice room
Stainless steel/
Any other sink

Pantry furniture

Telephone

Desks

Chairs (Vinyl)

Furniture and
fittings

Bed tables,
bedside lockers

Light switches

1%

Three small
buckets/ or big
bowls

One with plain
water

One with detergent

solution
One for sodium
hypochlorite 1%

Warm water
Detergent water/
cleaning solution
Damp cloth Wiper

Powder cleanser
Detergent powder
Wiper

Cloth

Duster

Warm water
detergent solution
Duster

Damp cloth
Furniture polish

Warm water and
detergent

Warm water and
detergent
Rag piece

Warm water and
detergent
Wiper Duster

Damp cloth (never

Cleaning

Cleaning

Dusting

General cleaning

Dusting

Cleaning

Dusting

Cleaning

Cleaning
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Using warm water and a small quantity of detergent
and using a damp cloth, wipe over the mirror and
surround, then using a dry lint-free cloth, buff the
mirror and glass to a clean dryfinish.

Sinks are to be cleaned witha

powder cleanser.

Firstwetthesink.Sprinkleonalittle powder cleanser and
work around the surface with a cloth, include the
plughole.

Do not use the powder cleanseron

dry sink.

After removing spillage and any stains, flush away with
running water. Wipe down the surface of the sink.

Dampdust

Damp dust with warm waterand
detergent.
Payingspecialattentiontotheear

and mouth piece and dry it properly.

Wipe top sides and draw handles with a damp cloth.
Wooden desks should be cleaned with furniture polish
and buffed to clear glows. Pen holder etc. to be cleaned
ordusted.

Wipe down with warm water and detergent. Remove
any marks under arms and seat. Check fordamage

to stoppers, if stopper require replacement, report to
maintenance department.

Using warm water and detergent, damp dust all
furniture and fittings, including chairs, stools, beds,
tables, cupboards, wardrobes, lockers, trolleys,
benches, shelves and storage racks, waste/ bins, fire
extinguishers, oxygen cylinders, televisions window sills
and dry properly.

Wipe down over bed table. Wipe top and underneath
base and stand, using warm water and detergent. Dry
oncompletion.

Wipe down the bedside. Remove marks from fronts
of draws and sides. Using warm water and detergent,
wash the top to remove any sticky marks anddust.

Light switches to be cleaned of dust, spots and finger
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and over-bed
lights

Curtains

White clothes

Mattress and

pillow covers
(cloth)

Mattress/
Pillow with
rexin cover

Normal/
without
rexin

Water jars

wet)
Detergent
Warm water

Soft clothes Cleaning
Water
Mild soap solution

Sodium Washing
hypochlorite 1%

Tap water

Tap water Washing
Terminal

Sodium Damp dusting

hypochlorite 1% and cleaning

Sunlight Drying in sunlight

Vim powder Soap Cleaning

and water

marks. Clean with a damp cloth (never wet) and
detergent.

e Over-bed lighting to be damp dusted. Clean with warm

water and detergent.

* Clean with water and soap for curtains

e Should be washed under running water and soaked in
1% sodium hypochlorite for 20minutes.
Note: PPE should be worn while washing soiled linen.

e Mattress and pillows should be covered with a
reusable mattress cover.

e It should be changed for each patient and when soiled
sent to the laundry according to schedule.

« If with rexin cover, can be cleaned with 1% sodium
hypochlorite before use for next patient

« |If routine mattress, dry it in bright sunlight for 1-2

days before using for next patient

e Recommended boiled water for drinking
« Water jars should be scrubbed/ cleaned with soap and
water and boiled water before filling withwater.

Toilet pot/
commode

Lid/commode

Toilet floor

Tap

Outside sink

Showers area /
Taps and fittings

Cleanin

Sodium hypochlorite 1%/
Soap powder / long handle angular
brush

Nylon scrubber and soap powder

Soap powder and scrubbing brush/
nylon broom

Nylon scrubber and soap powder

Soap powder and nylon scrubber

Warm water
Detergent powder
Nylon Scrubber
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g of toilets

¢ Inside of toilet pot/commode:

e Scrub with the recommended agents and
the long handle angular brush.

e Outside: Clean with recommended agents;
use a nylon scrubber.

e Wet and scrub with soap powder and the
nylon scrubber inside and outside

e Scrub floor with soap powder and the
scrubbing brush

e Wash with water

e Use sodium hypochloritel% dilution

e Wet and scrub with soap powder and the
nylon scrubber.

e Scrub with the nylon scrubber.

e Thoroughly scrub the floors/tiles with
warm water and detergent

e Wipe over taps and fittings with a damp
cloth and detergent.

e Care should be taken to clean the
underside of taps and fittings.
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Soap dispensers Detergent and water

Note: Dry the floors with a separate drying mop.

27

Taps should be dried aftercleaning

Daily dusting
Should be cleaned weeklywith
detergent and water and dried.
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Annexure- 10

SoPs for Management of Bio-medical Waste (BMW) in the Quarantine
Quarantine facility

“Bio-medical waste" means any waste, which is generated during the surveillance,
monitoring, diagnosis, treatment or immunization of quarantined personnel in health
Quarantine facility. The Bio-medical Waste Management rules are applicable to all persons
who generate, collect, receive, store, transport, treat, dispose, or handle bio medical waste
in any form at the quarantine Quarantine facility.

Management of Hospital/Healthcare/Biomedical waste at the quarantine Quarantine facility
is of utmost concern having global implications and immediate attention. It is documented
that even the general waste generated from Quarantine Quarantine facility is a potential
health hazard to the health care workers, public, flora and fauna of the area.

All officials concerned with the Quarantine facility administration and all other health care
workers including medical, dental, nursing officers, other paramedical staff and waste
handlers such as safai karmacharis, attendants & Sanitation attendants are well oriented to
requirements of handling and management of general and biomedical waste generated at the
Quarantine facility. Steps in the management of biomedical waste include generation,
accumulation, handling, storage, treatment, transport and disposal.

Organogram for Biomedical waste management( ITBP Chhawla):

CMO-Incharge
Quarantinecamp NCDCTeam,

J { i—J Infection control

¥, Quarantine camp
i ITBP

Admin-Incharge, Quarantine camp [TBP

' ;

\V
Nursing team | | Paramedics team | | Sanitationteam
Quarantine Quarantine camp Quarantine camp
camp ITBP ITBP ITBP
\
7
/
SMS water grace
BMW Pvt, Ltd.

Bio-medical waste has been classified in to 4 major categories to improve the segregation
of waste at the source itself:
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Categories Type of Bags Type of Waste Treatment/Disposal
Welhoia Non 1. Donned off PPE Incineration or Plasma
b chlorinated 2. PPE with spill pyrolysis or deep burial*
e plastic, i Sr:oves
: . Shoe covers
) zutoclavable 5. Head Covers
@ ags 6. disposable bed sheets

Non
chlorinated

plastic,

autoclavable
bags

1. Eye protection goggles
2. recyclable materials

like pens

3.plastic water bottles
used by quarantine
people

4, Bed sheets

Autoclaving/microwaving
/hydroclaving and
then sent for recyling

not be sent to landfill

Puncture, leak,

1. sharpwaste including

Auto or Dry Heat

tamper  proof |metals Sterilization
tp' P followed by shredding or
containers mutilation or
encapsulation
Glassware/tubelight/CFL [ Disinfection or
bulbs/LED  used in | @utoclaving,

i tine | microwaving,
quarantine Quaran hydroclaving
facility and then sent for

Cardboard recycling
boxes with blue

coloured

marking

Duties of the Quarantine Quarantine facility Authorities:
1. Provide training to all its health care workers and others involved in handling of bio

medical waste.

2. To provide a safe, ventilated and secured location for storage of segregated BMW
within premises of quarantine Quarantine facility.
3. Provide legal authorization and access to Waste collecting van/vehicle.

Duties of the Bio-medical waste management company (SMS water grace BMW Pvt.

Ltd.):

1. Ensure timely collection (atleast twice daily morning & evening) of BMW from
Quarantine Quarantine facility
2. Handing over of recyclable waste after treatment by autoclaving and incineration to
authorized agencies identified by Government of India.
3. Assist health care facilities in training of workers.
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4. Provide PPE kits and other safety measures to their vehicle driver, collector, helper, safai
karamchari.

5. Issue authorized Identity card to all the persons coming to the Quarantine Quarantine
facilityus.

Treatment and Disposal:

1. Quarantine Quarantine facility does not have an onsite setup for BMW treatment
facilities there it should be taken to their designated BMW facility and treatment/disposal
must be done as per BMW regulations approved in their contract.

2. No untreated bio-medical waste shall be kept stored beyond a period of 48 hours.

3. All the waste (even the general waste) generated from the quarantine Quarantine facility
must be treated as Biomedical waste.

Maintenance of Records:

1. Records in relation to generation, collection, reception, storage, transportation, treatment
and disposal shall be maintained as per rules For 5 years.

Accident Reporting: In case of major accident-intimate immediately and submit a report
within 24 hours to the Quarantine facility incharge(CMO-Incharge ITBP Quarantine
facility).

Implementation:

Efficient implementation of the bio-medical waste management pivots on orientation,
training and

involvement of all the staff in the Quarantine facility. Ensuring proper disposal and
segregation at source is the most important step as this is the limiting factor for most health
care settings. Continuous training, monitoring & supervision to monitor the implementation
must be done on daily basis.

Generation to Disposal process:
1. BMW is collected from various sites in the quarantine facility.

2. All Collected Bags are loaded on to special Bio Medical Waste Trucks/Van and are
transported to BMW management facility for treatment and disposal thereafter.
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Procedure/ Flowchart for Treatment of Biomedical Waste:

MENT PROCEDURE

TEOF /L ANDEILL
FACILTIY
> -

A morsTion I

CONTROL DEVICE

, = [ e e R B
PREcCvYycLER
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Annex 11

Guidelines for Quarantine facility Incharge, Health professionals, Quarantine
people and their family members to guide them with respect to the discharge
from Quarantine facility and follow up action in the community.

A. For the Quarantine facility Incharge & Health Professionals at the
Quarantine facility:

The final sample collection for all the travellers shall be taken up on the
13" and 14 day while being in the facility.

The samples shall be collected and sent to the designated laboratories.

The reports for the same shall be received latest by 16t/17t day in the
facility through ICMR.

Based on the reports a decision can be taken to discharge the travellers.

Discharge shall accordingly, if agreed to, will be done on the 18t day
from the Quarantine facility. Quarantine facility Incharge shall
accordingly intimate the travellers in advance for them to make
arrangement for their onward journey.

A detailed enumeration of the proposed place of stay by the travllers during
the next 14 days will be obtained including contact numbers by the
Quarantine facility Incharge.

The Quarantine facility Incharges will plan dropping the travellers in
either of the locations i.e. ISBT, Railway Station or Airport as per the
preference of the travellers.

B. For the Travellers in the Quarantine facility:

While travelling back home:

e Provide details of your stay for next 14 days including the contact
numbers.

e Obtain list of District and State Surveillance Officers for follow up and
reporting in case of any issue.

e Use triple layer surgical mask (follow correct use and disposal of mask
as briefed during the stay in quarantine centre)

e Follow frequent hand-wash with soap and water or use alcohol based
hand sanitizer.

e Use respiratory etiquettes (use tissue paper/ hand-kerchief to cover
your nose and mouth, turn head away from the person facing of you,
while coughing/ sneezing).

e Monitor your temperature twice daily.
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Retain the aircraft boarding pass/ rail ticket/ details of Journey by taxi
(including contact number of drivers etc)

After reaching home

Avoid crowded places.

Monitor your health for a period of next 14 days (after leaving the
quarantine centre).

Monitor body temperature twice daily.

At all times:

o Maintain personal hygiene

o Wash hands with soap and water frequently or use alcohol
based hand sanitizer.

o Use respiratory etiquettes (use tissue paper/ hand-kerchief to
cover your nose and mouth, turn head away from the person
facing of you, while coughing/ sneezing).

Report to nearest health facility if you develop fever, cough or
difficulty in breathing besides reporting it to the State and District
Surveillance Officer.

Allow attendance by health workers / respond to call received from
Health functionaries. Keep their contact numbers handy.

Inform about your health at the end of 14 days period to the
Healthcare worker and State and District Surveillance Officer.

In case you develop fever, cough or difficulty in breathing any time
after leaving the quarantine Centre (within next 14 days):

Call the nearest health facility or health worker visiting you/ talking to
you besides informing the State and District Surveillance Officer.

An identified care giver (among family members) will only attend to
you. He / she will wear mask and wash hands, every time he/ she
comes in contact with you.

Use surgical triple layer mask immediately on realization of symptoms.
Get admitted to the identified health facility as advised.

The vehicle/ ambulance which was used for transportation also needs
to be disinfected. (Contact the health facility for the disinfection
procedure).

Follow infection prevention and control practices at all times and
places.

If further assistance is required, call Ministry of Health, Government of
India’s Control Room no. +91-11-23978046.
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C. Adbvice to other family members at home:

Wash your hands with soap and water frequently.

If the person (discharged from the quarantine centre) develops symptoms inform
the health worker and also the State and District Surveillance Officer.

In case advised to shift the patient to a health facility:

o Share list of all contacts till date with the treating doctor/ health care
worker and the State and District Surveillance

o Family members to be in home quarantine till either medical examination
rules out novel coronavirus infection or the result

of sample is negative.

o Proper disinfection of bedding/ clothing/ room/ all personal belongings
should be followed with 1% Sodium hypochlorite solution.
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CHECKLIST FOR ESTABLISHING A QUARANTINE CENTER

I. Basic Information:

1) Name of the Quarantine Centre_
2) Address: _

3) Officer In charge:_
4) Email address:

5) Phone Number: _
6) GPS Coordinates:_

Il. Location of quarantine centre

Yes | No
7) Located away from the residential area?

8) Distance to nearby residential area? |
9) Away from an area where gathering expected (Eg: Temples, stadiums, Churches
etc):

[ Yes [ No

. Accessibility to the quarantine centre :

10) How far is it from the nearby airport?

11) How far is from the nearest railway station?

12) How far is the nearest bus station?

13) Is the road to quarantine centre is free from heavy traffic?

14) Is the road to quarantine centre is wide enough to have two vehicles at a time?

[ Yes [ No

15) How far is the nearest tertiary care centre?
16) How far is the nearest District Hospital?

Iv. Facilities & basic amenities at quarantine facility:

17) How many floors are there in the quarantine building?
18) How many rooms available at the quarantine facility?
19) How many numbers of beds in each room at quarantine facility?
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20) What is the distance between beds in the quarantine room?

[ Yes [ No

21) lIs thereis 24*7 supply of electricity at the facility?

[ Yes | No
22) Is there 24*7 supply of water at the facility?

[ Yes [ No
23) Is there air conditioning available?

24) If yes, itis by centralised AC or individual air conditioning in each room?

i. Ifindividual AC ? a: Split b: Window

[ Yes [ No

25) Does window space covers at least 10% of total area?
26) How many windows in each room?

[ Yes [ No
27) Is there exhaust fans in each room?

i. If Yes, how much air exchange rate expressed in cubic feet per minute

(CFM)?
[ Yes | No
28) Is there drainage facility available in each floor? ?
29) Is there any separate sewage line from Quarantine areas?

[ Yes | No
30) Are there separate exit & entry points?

31) Is there availability of 24*7 security services at the quarantine area?
32) Is there any separate door for entry of non-health professionals for
housekeeping, catering?

[ [
33) Yes No

34) Is there any separate washroom facility for each room at the facility?
[ No
35) If not, how many wash rooms per person/area?

[y [N
36) Are the floors washable & easily dried? €s °

[y [N
37) Is the floor mappable? €s °

38) Is there any in-house mess facility available at quarantine area?
39) Is there any separate room/ resting facility for?
i. Doctors
ii. Nurses
iii. Paramedics
iv. Cleaning staffs

v. Linen management

40) What is the Frequency of changing linen in Quarantine rooms?

[y [N
41) Whether disposable of Linen used? €s °

i. If No then, How they are disinfecting & cleaning linen?
ii. How frequently linens changed?
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[ Yes
42) Is there any curtains available in the quarantine rooms/wards?

[ No
i. If yes frequency of changing them?
ii. frequency of disinfecting & cleaning?
43) |s there any policy for disinfecting mattress at quarantine facility?
[ No
44) |s there any written policy for disinfecting beds at quarantine centres?
[ Yes | No

45) If yes, please verify policy and elaborate /

Vl. Infection control practices

Yes
46) |s adequate PPE supply available at the quarantine facility?
[ No
- [ Yes
47) Is there adequate supply of disinfectants at the centre?
[ No
. . L . [ Yes
48) Are the staffs in the facility trained in wearing PPE?
[ No
[ Yes

49) Is there a separate area for donning & doffing PPE?
[ No

50) Is there hand washing facility with soap with dispenser / hand sanitizer available
at donning & doffing areas?

[ Yes [ No

51) If yes, what type of hand rub dispensers are available? (select all applicable
answers)
i. Pocket bottle
ii. Bottle affixed to trolley/tray
iii. Bottle affixed to bed
iv. Wall dispenser
v. Dispenser located on bedside table/trolley

. [ Yes
52) Whether all staff has access to hand rub dispensers? ?

[ No

53) Are hand rub dispensers replaced when empty?
i. Always
ii. Intermittently
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iii. Rarely
iv. Never
v. Not applicable
54) Are posters illustrating handwash technique displayed beside each sink?

[ Yes [ No

55) Is there availability of bleaching solution of different strength available?
% of hypochlorite
solution IYES NO

1%
5%
10%

[ Yes
56) Is there any policy for rodent & pest control management?

[ No

[y [N
57) If yes, is it being implemented & followed? €s °

[ Yes | No
58) Are the staffs trained in infection control practices?

59) Is there a structured curriculum / training module for Infection Control

) [ Yes [ No
Practices? ?

60) What is the Frequency of cleaning of
i. floors of quarantine rooms/wards
ii. Bathrooms
iii. Ambulatory areas
iv. Resting rooms
v. What is the Frequency of cleaning high touch surfaces like door knobs,
bed rails etc?

[ Yes | No
61) Is there any separate sample collection area?

62) Is there is separate thermometer & BP apparatus available at the quarantine
centre?

[ Yes [ No

63) Are there colour coded bags available for BMW management?

64) Is the waste being segregated and disposed as per protocol?

[ No

[ Yes | No
65) Are the sharps being disposed as per protocol?

66) How the food waste is being disposed?
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vil. Recreational facilities

67) Is there provision for mobile phone or internet at the facility?
[ No

68) Are the mobiles phone disinfected?
i. IfYeshow
ii. How frequently

[ Yes [ No
69) Is there any recreational room / area available?

70) Is there any provision for Television or Radio at the quarantine facility?

[ Yes [ No

71) Is there a provision of printed reading materials at the facility?
[ No

i. If Yes how the materials are disposed off?

viil. Human resources & logistics

72) Is there a dedicated Infection nurse for the quarantine facility to monitor IPC
activities?
73) Is there is rotational shift for doctors/nurses/paramedics?
i. If Yes, how many shifts?
ii. Doctorsin each shift
iii. Nurses in each shift
v. Cleaning staffs in each shift

[ Yes
74) Is there any pulmonologists/physician available when it is needed?
[ No
. . ) o [ Yes
75) Is there a phlebotomist/ lab technician available when it is needed?
[ No
I - L . - Yes
76) Is there any availability of clinical psychologist in quarantine facility?
[ No
IX. SOP & policies
Yes

77) s there any guidelines/ inhouse SOP for infection control practices?

[ No
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[ Yes
78) Is there any protocol for limiting the visitors to quarantine area?

[ No
[ Yes | No
79) Is there any written policy for the recreational area? ?
80) Biomedical waste management guidelines 2016 & amendments 2019 available?

[ Yes [ No

81) Does the quarantine health facility in charge aware of National IPC guidelines for

[y [N
healthcare facilities 20207 €s °

[ Yes | No
82) Is there any linen policy available?

83) Is there any SOP for working of doctors, nurses & paramedics at quarantine

[ Y [N
facility? = o> °

84) Is there any protocol for disinfecting ambulance after transporting patient to
isolation centre?

85) Is there any policy for monitoring health of staffs at quarantine area?

86) Is there enough IEC displayed at the quarantine centre?

X. Transporting Patients to Isolation centre

87) Is there any protocol for transfer of patients to tertiary care/transfer of
symptomatic cases to isolation centre?
88) Is there separate ambulance available for transporting patients to isolation

[ Yes [ No
centre?

89) Are the ambulance staff trained in wearing PPE & infection control practices?
90) How far is the Isolation facility from the quarantine centre

40
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3. All hemodialysis units should educate their personnel in hemodialysis units; including
nephrologists, nurses, technicians, other staff and all patients undergoing MHD along with
their care givers about COVID 19

All universal precautions must be strictly followed.

All staff should strictly follow hand hygiene (seven steps) with soap and water for 20 second

before handling any patient and in between two patients. If soap and water are not readily

available, use a hand sanitizer that contains at least 60% alcohol. If hands are visibly soiled
or dirty, they should be first washed with soap and water and then an alcoholic hand rub
used. Avoid touchingyour eyes, nose, and mouth with unwashed hands.

6. Medical and support staff treating infected patients should be monitored for COVID infection
at the dialysis facility and should take necessary action if found infected.

7. Dialysis units should organize healthcare workers shift duties in a way that work of dialysis
unit is not affected.

8. All hemodialysis units should be aware of the testing, triage and notification policy
recommended by the Union Ministry of health and Family welfare and those by State/ UT
Health Departments as well as District health authorities.

9. The dialysis unit staff should be trained for donning and doffing of Personal Protective
Equipment (PPE) to be used for dialysis of COVID-19 positive patients.

10. All staff should be trained for cough etiquette, hand hygiene and proper use and disposal of
mask, gown and eye glassesand the need to protect themselves.

11. All patients on dialysis, suspected of COVID — 19 should be tested with RT — PCR test as per
Government of India protocol.

12. Patients with suspected or positive COVID-19 should be referred to COVID-19 care team as
per local guidelines.

ok

GUIDELINES FOR HEMODIALYSIS

I. For Patients
a. Before Arrival to Dialysis Unit

1. All units should instruct their patients to recognize early symptoms of COVID-19 (recent
onset fever, Sore throat, Cough, recent Shortness of breath/dyspnea, without major inter-
dialytic weight gain, rhinorrhea, myalgia/bodyache, fatigue and Diarrhea)and contact
dialysis staff before coming to dialysis center. The unit needs to make necessary
arrangement for their arrival in the screening area.

2. Patients, who are stable on MHD may be encouraged to come to the unit alone without
any attendant

b. Screening Area
1. We recommend that dialysis unit should have a designated screening area, where patients
can be screened for COVID-19 before allowing them to enter inside dialysis area. Where
this is not possible, patients may wait away from the dialysis unit until they receive
specific instructions from the unit staff.

20f7
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2.

The screening area should have adequate space to implement social distancing between
patients and accompanying persons while waiting for dialysis staff. In screening area,
every patient should be asked about:

= Symptoms suspected of COVID-19 as above.

= History of contact with a diagnosed case of COVID 19

= History of contact with person who has had recent travel to foreign country or from
high COVID-19 prevalence area within our country as notified by the Central and
State/ UT governments respectively.

Patients with symptoms of a respiratory infection should put on a facemask before
entering screening area and keep it on until they leave the dialysis unit. Dialysis unit staff
should make sure an adequate stock of masks is available in screening area to provide to
the patients and accompanying person if necessary.

There should be display of adequate IEC material (posters etc.) about COVID — 19 in the
screening area.

c. Inside Dialysis Unit

1.

Suspected or positive COVID-19 patients should properly wear disposable three-layer
surgical mask throughout dialysis duration.

Patients should wash hands with soap and water for at least 20 seconds, using proper
method of hand washing. If soap and water are not readily available, a hand sanitizer
containing at least 60% alcohol can be used.

Patients should follow cough etiquettes, like coughing or sneezing using the inside of the
elbow or using tissue paper.

Patients should throw used tissues in the trash. The unit should ensure the availability of
plastic lined trash cans appropriately labeled for disposing of used tissues. The trash cans
should be foot operated ideally to prevent hand contact with infective material.

There should be display of adequate IEC material (posters etc.) about COVID — 19 in the
dialysis area.

For Dialysis Staff

a. Screening Area

1.

The unit staff should make sure an adequate stock of masks and sanitizers are available in
screening area to provide to the patients and accompanying person if necessary.

3of7
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b. During Dialysis

1.

It should be ensured that a patient or staff in a unit does not become the source of an
outbreak.

Each dialysis chair/bed should have disposable tissues and waste disposal bins to ensure
adherence to hand and respiratory hygiene, and cough etiquette and appropriate alcohol-
based hand sanitizer within reach of patients and staff.

Dialysis personnel, attendants and caregivers should also wear a three-layer surgical
facemask while they are inside dialysis unit.

Ideally all patients with suspected or positive COVID-19 be dialyzed in isolation. The
isolation ideally be in a separate room with a closed door, but may not be possible in all
units. The next most suitable option is the use of a separate shift, preferably the last of the
day for dialyzing all such patients. This offers the advantage of avoiding long waiting
periods or the need for extensive additional disinfection in between shifts. The next
suitable option is to physically separate areas for proven positive and suspected
cases.Where this is also not possible, we suggest that the positive or suspected patient
may be dialyzed at a row end within the unit ensuring a separation from all other patients
by at least 2 meters.

Staff caring for suspected or proved cases should not look after other patients during the
same shift.

Dialysis staff should use of all personal protective equipment (PPE) for proven or
strongly suspected patients of COVID-19. Isolation gowns should be worn over or
instead of the cover gown (i.e., laboratory coat, gown, or apron with incorporate sleeves)
that is normally worn by hemodialysis personnel. If there are shortages of gowns, they
should be prioritized for initiating and terminating dialysis treatment, manipulating
access needles or catheters, helping the patient into and out of the station, and cleaning
and disinfection of patient care equipment and the dialysis station. Sleeved plastic aprons
may be used in addition to and not in place of the PPE recommended above.

Separating equipments like stethoscopes, thermometers, Oxygen saturation probes and
blood pressure cuffs between patients with appropriate cleaning and disinfection should
be done in between shifts.

Stethoscope diaphragms and tubing should be cleaned with an alcohol-based disinfectant
including hand rubs in between patients. As most NIBP sphygmomanometer cuffs are
now made of rexine they should also be cleaned by alcohol or preferably hypochlorite-
based (1% Sodium Hypochlorite) solutions however the individual manufacturer’s
manuals should be referred to.

Staff using PPE should be careful of the following issues:
40of 7
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= While using PPE, they will not be able to use wash room so prepare accordingly

= After wearing eye shield, moisture appears after some time and visibility may become
an issue. Therefore, machine preparation can be done in non-infected area before
shifting to near the patient

= |f dialysis is to be done bed-side in the hospital, portable RO should be properly
disinfected with hypochlorite (1% Sodium Hypochlorite) solution between use of two
patients

DISINFECTION AND DISPOSAL PRACTICES IN DIALYSIS UNIT

= Bed linen should be changed between shifts and used linen and gowns be placed in a
dedicated container for waste or linen before leaving the dialysis station. Disposable gowns
should be discarded after use. Cloth gowns should be soaked in a 1% hypochlorite solution
for 20 minutes before sluicing and then be transported for laundering after each use.

= Inside dialysis unit, clean and disinfect frequently touched surfaces at least thrice daily and
after every shift. This includes bedside tables and lockers, dialysis machines, door knobs,
light switches, counter tops, handles, desks, phones, keyboards, toilets, faucets, and sinks etc.

= It is recommended that solutions for disinfection be composed either of hypochlorite,
alcohol, formaldehyde or glutaraldehyde for disinfection of surfaces in accordance with the
manufacturer’s instructions. Almost all common disinfectant solutions are effective in killing
the virus on surfaces, the key is effective and frequent cleaning.

= Bleach solution
o Mix 1 liter of Medichlor with 9 liters of water. This solution can be used for upto 24
hours after which it should be discarded and a fresh solution prepared.
o As an alternative 10 Grams of household bleaching powder can be dissolved in a liter of
water and used for a period of 24 hours.

= Alcohol based solutions
= Ensure solution has at least 60% alcohol. Appropriate commercially available solutions
include Aerodosin a mixture of isopropanol, glutaraldehyde and ethanol or lysoformin a
mixture of formaldehyde and glutaraldehyde can be used.

= \Wear unsterile but clean disposable gloves when cleaning and disinfecting surfaces. Gloves
should be discarded after each cleaning. If reusable gloves are used, those gloves should be
dedicated for cleaning and disinfection of surfaces for COVID-19 and should not be used for
other purposes. Clean hands by above method immediately after gloves are removed.

= For soft (porous) surfaces such as carpeted floor, rugs, and drapes, remove visible
contamination if present and clean with appropriate cleaners indicated for use on these
surfaces. After cleaning, launder items as appropriate in accordance with the manufacturer’s
instructions. If possible, launder items using the warmest appropriate water setting for the

items and dry items completely.
50f7
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= Wear disposable gloves when handling dirty laundry from an ill person and then discard after
each use. Do not shake dirty laundry. This will minimize the possibility of dispersing virus
through the air.

= Clean and disinfect clothes buckets or drums according to guidance above for surfaces. If
possible, consider placing a bag liner that is either disposable (can be thrown away) or can be
laundered.

DIALYSIS OF COVID - 19 PATIENT WITH ACUTE KIDNEY
INJURY (AKI)

A small proportion of patients (~5%) of COVID — 19 develops AKI. The disease is usually mild
but a small number may require RRT (Renal Replacement Therapy). In addition, even smaller
proportion of patients with secondary bacterial infection will have septic shock, drug
nephrotoxicity or worsening of existing CKD severe enough to require RRT (Renal Replacement
Therapy).

= |t is suggested that all modalities of RRT may be used for patients with AKI depending on
their clinical status.

= Patient admitted in other ward of the hospital with AKI should be preferably given bed-side
dialysis rather than shifting patient in main dialysis unit.

= |In such situation portable reverse osmosis water in a tank will serve the purpose for the
dialysis.

= If more dialysis is expected in selected area, dialysis machine may be left in the same area for
future dialysis.

= |deally, this procedure should happen in COVID — 19 dedicated hospital/ ward.

CONTINUOUS RENAL REPLACEMENT THERAPY (CRRT)

= CRRT machines are free standing and can function anywhere in the hospital using sterile
bagged replacement fluid and dialysate, but operating costs are high.

OTHER EXTRACORPOREAL THERAPY FOR COVID-19

= Use of cytokine removal therapies with Cytosorb, Oxiris and other similar devices is
unproven and is not recommended except in the context of a clinical trial.

= Cytokine storm associated with elevated levels of IL-6, IL-18 and IFN gamma are associated
with more severe disease and higher mortality. Extracorporeal therapies using high volume
hemofiltration or adsorption to decrease cytokine levels may theoretically be expected to
confer benefit and 1 study of HVHF at 6L/hr showed cytokine reduction and improvement in
SOFA scores in septic patients.
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PERITONEAL DIALYSIS

1. Patients already on CAPD

= Patients who are already receiving peritoneal dialysis (PD) treatment have the relative
advantage over patients who are receiving hospital or satellite-based haemodialysis
treatment as they will not be exposed to hospital environment. This will reduce their
exposure to infection. However, they should arrange their delivery of supply well in time
to avoid missing dialysis exchanges.

= Used dialysis bags and tubing should be properly disposed using 1% hypochlorite
solution first and disposed in a sealed bag. Used dialysis fluid should be drained in the
flush.

2. New patient planned for CAPD
= It will be difficult to maintain a service that can commence new patients on PD, mainly
through a lack of healthcare worker to insert PD catheter and to provide the intensive
training required. Therefore, initiation of new patient should be avoided, unless the
resources are available and the facility is equipped.

3. Acute PD
= Use of acute peritoneal dialysis can be lifesaving and should be used as and when
required and, in the setting, where hemodialysis facility is not available. Health care
worker should use all precautions while initiating acute PD and discard used consumables

properly.

PERSONAL PROTECTIVE EQUIPMENTS (PPE)

Personal protective equipment must be used while dialyzing COVID-19 positive patients.
These include:

= Shoe covers
Gown
Surgical cap or hood
Goggles or eye shields
Mask: Ideally all masks should be N95 respirators with filters. However, as the life of
such masks is approximately 6-8 hours and they can be uncomfortable over a long term
and are also in short supply, they should be prioritized for aerosol generating procedures,
namely intubation, open suction and bronchoscopy. Surgical triple layer masks and cloth
masks can be used as alternatives for all other procedures.
= Surgical gloves.

The correct method of donning and doffing personal protective equipment’s (PPE) can be
viewed on YouTube at https://youtu.be/NrKo2vWJ8m8. However, it is always better to give hands
on training of donning and doffing to staff who is going to handle suspected or positive patients.
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