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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.
























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.




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




(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.




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




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)




» 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

Suspect cases directly reporting to COVID

dedicated facility.

Suspect COVID-19 Case

'

Screening at Fever Clinics

Y

I ;

Mild and very mild Moderate

(Pneumonia with no signs of severe
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v v
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patient becomes
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Ministry of Health & Family Welfare
Directorate General of Health Services
EMR Division

Guidelines to be followed on detection of suspect/confirmed COVID-19 case in a non-
COVID Health Facility

1. Background

There have been some instances of hospitals having closed down as few health care workers
(HCW) working there turned out to be positive for COVID -19. Also some non-COVID health
facilities have reported confirmation of COVID-19, in patients admitted for unrelated/non-
respiratory illness, causing undue apprehension among healthcare workers, sometimes
leading to impaired functionality of such hospitals.

Although Ministry of Health & Family Welfare has issued comprehensive guidance to
prevent occurrence of Hospital Acquired Infection (HAI) in health facilities, the practice of
universal precautions might still be lacking in many of our hospitals. A COVID-19 case with
mild/asymptomatic/atypical presentation may go undetected and inadvertently transmit
the infection to other patients and healthcare workers, putting these individuals at risk of
contracting disease and compromise the functionality of the healthcare facility.

2. Purpose of document

This document aims to provide guidance on action to be taken on detection of
suspect/confirmed COVID-19 case in a healthcare facility.

3. Scope

This document in intended for both (i) COVID-19 healthcare facilities (public and private)
which are already receiving or preparing to receive suspected or confirmed COVID-19
patients as well as (ii) Non-COVID healthcare facilities.

4. Institutional arrangement

The Hospital Infection Control Committee (HICC) has well-defined composition, roles and
responsibilities. This committee is responsible for establishing a mechanism for reporting of
development of symptoms suggestive of COVID-19 in HCW. These include surveillance for
fever/cough/breathing difficulty through either self-reporting or active and passive
screening at the beginning of their shift. The Committee will also monitor patients (who
have been admitted for non-COVID illness) for development of unexplained
fever/cough/breathing difficulty during their stay.

HICC will ensure that existing IPC guidelines against such high risk situations must be
audited, updated and reiterated to all HCW. Further, all IPC guidelines will be strictly



adhered to and followed at all times. As a matter of abundant precautions for hospitals
located in proximity/catering to COVID-19 containment zone/s it might be desirable to treat
all patients as suspect COVID-19 case until proven otherwise and exercise standard care.

Whenever a non-COVID patient or any healthcare workers is suspected to have COVID like
symptoms/tests positive for COVID-19, the HICC will come into action, investigate the
matter and suggest further course of action as described below.

4.1 Action to be taken on detection of COVID -19 case in non-COVID health facility

When a positive COVID-19 patient is identified in a health care facility, not designated as
COVID-19 isolation facility:

e Inform the local health authorities about the case

e Assess the clinical status of the patient prior to referral to a designated COVID facility

e The patient should be immediately isolated to another room (if currently being managed
in a shared ward/room). If the clinical condition permits, such patients should be
masked and only a dedicated healthcare worker should attend this case, following due
precautions.

e If the clinical status of the case permits, transfer such case to a COVID-19 isolation
facility (Dedicated COVID Health Centre or dedicated COVID Hospital), informing the
facility beforehand about the transfer, as per his/her clinical status, test results (if
available), with information to local health authority. Complete case records of such
patients must be made available to the receiving hospital.

e Follow appropriate standard precautions while transporting the patient

e This should be followed by disinfection procedures at the facility and the ambulance

e All contacts of this patient (other patients being managed in the same room or ward,
healthcare workers who have attended to him/her, support staff who may have come in
close contact, caretaker/visitors etc.) should be quarantined and followed up for 14
days. Their details must also be shared with the local health authorities.

e All close contacts (other HCWs and supportive staff) of the confirmed case should be put
on Hydroxychloroquine chemoprophylaxis for a period of 7 weeks, keeping in mind the
contraindications of HCQ.

e If a healthcare worker is suspected to have contacted the disease, the following
additional action needs to be performed.

4.2 When a suspect/confirmed COVID-19 HCW is identified

e HCWs developing respiratory symptoms (e.g. fever, cough, shortness of breath) should
be considered suspected case of COVID-19.

e He/she should immediately put on a facemask, inform his supervisor and HICC. He/she
should be isolated and arrangement must be made to immediately to refer such a HCW



to COVID-19 designated hospital (if not already working in such a facility) for isolation
and further management.

e He/she should be immediately taken off the roster

e Rapidly risk stratify other HCWs and other patients that might have been exposed to the
suspect HCW and put them under quarantine and follow up for 14 days (or earlier if the
test result of a suspect case turns out negative). Their details must also be shared with
the local health authorities.

e All close contacts (other HCW and supportive staff) of the confirmed case should be put
on Hydroxychloroquine chemoprophylaxis for a period of 7 weeks, keeping in mind the
contraindications of the HCQ.

e All health facilities (HCF) must have a staffing plan in place including a contingency
plan for such an event to maintain continuity of operations. E.g. staff in HCF can be
divided into groups to work on rotation basis every 14 days and a group of back up
staff which is pooled in case some high risk exposure/HCW with suspected COVID-19
infection is detected.

e Ensure that the disinfection procedures are strictly followed.

Once a suspect/confirmed case is detected in a healthcare facility, standard procedure of
rapid isolation, contact listing and tracking disinfection will follow with no need to shut
down the whole facility.

5. Decision on further /continued use of non-COVID facilities where a single/multiple
COVID-19 case has been reported

The likely scenarios could be:

- Socio-demographic reasons:
a) Hospital’s catchment area is a large cluster of COVID-19.
b) Catchment area is having a population which has a large number of vulnerable
individuals having multiple co-morbid condition, poor nutritional status and/or
having individuals not able to practice social distancing e.g. slum clusters.

- Internal Administrative Reasons:
a) The health facility is not up to the mark in IPC practices.
b) Non-fulfiiment of guidelines regarding triaging of patients in the outpatient
department and emergency.

Based on the scope of the cluster and degree to which the hospital has been affected (HCW
patients, and HCW contacts), degree of the risk to the patients visiting the hospital such as
those with chronic diseases etc. the decision can be made based on a risk assessment to:
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L Government of India
‘;nfa. Department of Health and Family Welfare
Ministry of Health & Family Welfare
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PREETI SUDAN

Secretary D.O. No.Z-20015/127/2019-ME.I(Pt.I)
Dated: 20" April, 2020

Dear Colleague,

Doctors and Health Professionals are at the forefront in the fight
against COVID-19. Their efforts and spirit is being widely acclaimed at all
levels. The skills and spirit of service amongst these professionals places
them in a unique position to save people from this disease.

2. It is of utmost importance that adequate measures are taken for
ensuring their safety. In this regard , several measures have already been
taken from time to time. These are annexed with this letter (Annexure-1).
The same may be widely disseminated amongst all the doctors and health
professionals in all the government and private hospitals/medical colleges in

your State for their information.
frrrnn
Yours ;i}m,

(Priﬁ@an)

Additional Chief Secretary/Principal Secretary/Secretary (Health/Medical
Education) of all States/UTs.

Encls: As above.

Tele : (O) 011-23061863, Fax : 011-23061252, E-mail : secyhfw@nic.in
Room No. 156, A-Wing, Nirman Bhavan, New Delhi-110011
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MEASURES UNDERTAKEN TO ENSURE SAFETY OF HEALTH WORKERS
DRAFTED FOR COVID-19 SERVICES

Doctors and Health Professionals are at the forefront in the fight against COVID-19.
Their efforts and spirit is being widely acclaimed at all levels. The skills and spirit of
service amongst these professionals places them in a unique position to save people
from this disease.

2. It is of utmost importance that adequate measures are taken for ensuring their
safety. In this regard, several measures have already been taken from time to time.

Some of these measures are enumerated below:

Human Resources

1. Various cadres of personnel and volunteers across sectors and departments that
can also be involved in not only COVID related work but also for ensuring
maintenance of other essential medical services have been identified. The
respective roles of these cadres have also been mapped. An advisory in this
regard was issued and is available on the website of the Ministry at
https:/www.mohfw.gov.in/pdf/EssentialservicesduringCOVID19updated0411201 pdf.

2. An Empowered Group (Group 4) has been set up at the National level for

augmenting human resource and capacity building. This Group is working on
HR and capacity building and has considered the data base of all personnel. This
data base is being shared with the States to help them mobilise these cadres and
volunteers. A portal with data base of such cadres is also being created.

3. An SoP for allocation of Residents/PG Students and Nursing Students as part of
hospital management of COVID-19 has also been issued and placed on the
website at https:/www.mohfw.gov.in/pdf/COVID19SOPfordoctorsandnurses.pdf.

Medical safety:

1. Department of Health Research (DHR)y Indian Council for Medical Research
(ICMR) has recommended the use of hydroxy-chloroquine for prophylaxis of
SARS-CoV-2 infection for high risk population including all asymptomatic

healthcare workers involved in the care of suspected or confirmed cases of
COVID-19

Measures for safety of health workers during CoVID-19 Page 1 of 5
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Nearly 511 lakh PPEs have been supplied to various States/Central Hospitals by
the Central Government, which have added to the initial stock of 2.75 lakhs

available with States. The Ministry has also supplied 30.32 lakh N95 masks to
States which is over and above the initial stock of 16.67 lakh N95 masks with
them. Since there were no domestic manufacturers of PPEs in the country, the
MoHFW in collaboration with Ministry of Textiles worked to encourage
domestic production. More than 50 domestic manufacturers have cleared quality
tests so far and orders for nearly 1 crore PPEs have been placed with them.

Healthcare workers are also being tested for COVID-19, who examined a
confirmed case without adequate protection or who are symptomatic.
A high level multi-disciplinary team has been deputed to assist States in Cluster

containment plan and ICU & Ventilator management.

Staffing guidelines and timely payments:

Guidance note released by MoHFW mandates timely payments for frontlines
workers such as ASHAs and service providers including those requisitioned
from outside of government sector. The same is available on the website of the
Ministry at
https:/www.mohfw.gov.in/pdf/EssentialservicesduringCOVID19updated0411201.pdf

Psychological Support:

1.

A dedicated toll-free helpline-08046110007, for providing psycho-social support
for health care workers has been created by using suitable professionals
including psychiatry department residents.

Health professionals are being encouraged to practice stress management
techniques. Training modules have been designed in this regard and available at
the website of the Ministry.

Training/Capacity Building:

1.

To build the capacities of human resources including the medical manpower

who help managing patients in hospitals; as well as non-medical personnel, front

Measures for safety of health workers during CoVID-19 Page 2 of §
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line workers, who may be involved in non-medical duties such as logistics,
surveillance etc., for COVID-19 management, an ‘Advisory for Human Resource
Management of COVID-19' has been prepared providing guidance to States/UTs
on the human resources that can be mobilized for COVID-19 management along

with possible role assignments and their training requirements.

. The Training Resources for medical and non-medical personnel on infection

prevention and control, clinical management including ventilation, logistics etc.
is being updated regularly and is available on the website of Ministry of Health

& Family Welfare. State Government and institutions are also being encouraged

to conduct required training by mobilizing necessary resources.

. Online training and webinars for Physicians and Nursing personnel is being
conducted by AIIMS, Delhi/ INC on management of patients with COVID-19 and

Septic Shock, ventilation strategy, management of aerosol generating medical
procedures, infection and prevention control practices, psychological care of

patients etc. A total of 6 lakh views have been recorded as on 20.04.2020. The

AIIMS webinars can be accessed at
https:/www.youtube.com/channel/UCIhIpgBIENbKtsWsVkOP_vg

. MoHFW has finalized and issued several guidelines and training material for on
MoHFW website, such as:

a. Frontline health workers including ASHA, ANM and Anganwadi
Workers

Pocket book for frontline health workers

=

Facilitator’s guide for trainers of frontline workers

SOPs for transporting a suspect/ confirmed case of COVID-19
Guidelines for disinfection of public places
Guidelines for COVID waste disposal

Advisory to start rapid antibody-based blood test for COVID-19
Guidelines for specimen collection, packaging and transport for SARS-
CoV-2

i. Guidelines for COVID-19 testing in private labs in India

j. Guidelines for rational use of PPE

@R ™0 oo
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k. Guidelines for setting up of isolation facility/ wards

l. Guidelines for management of Severe Acute Respiratory Infection (SARI)
in COVID-19 patients

m. Guidelines for infection prevention and control in healthcare facilities

Guidelines for use of IEC for general health facilities and designated
hospitals

P

0. Training of incident response system- Basic and Intermediate
p. Guidelines for quarantine facilities

. The Integrated Government Online Training (GOT)- Diksha platform of the
government has been utilised to ensure that uniform trainings can be conducted
for healthcare professionals across the country. These can be accessed at
https:/igot.gov.in/igot/.

. All health care workers including frontline workers are being trained in standard
protocols for Infection Prevention Control and advised consistently to adhere to
guidelines issued for infection prevention, personal protection and physical
distancing norms, for facility level care, outreach visits or home-based care.
. Currently, there are 12 courses in different languages which have been uploaded
under the MoHFW tab on the website including courses on topics like-
a. Basics of COVID-19
Quarantine and isolation
Infection prevention through PPE
Psychological care of patients with COVID-19
Infection prevention and control
Laboratory sample collection and testing
Clinical management of COVID-19
Management of COVID-19
ICU Care and Ventilation Management

5@ >0 o0 o
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. Courses are updated based on evolving guidelines, and newer content on diverse
topics are being uploaded on the platform on everyday basis. Each course
content is being uniquely designed, mapped and aligned to the requirements of
various categories of professionals, such as Doctors, Nurses, AYUSH, Allied and
Healthcare Professionals, Frontline line workers as well as non-health Volunteers.
. Till date, more than 1.77 lakh enrollments have been made for various programs
on the platform which comprises more than 95,000 unique candidates. All the

Measures for safety of health workers during CoVID-19 Page 4 of 5
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10.

11

12.

key stakeholders such as State Governments, statutory bodies, professional
associations, among others are being encouraged to disseminate the information
at various levels.

State Government and institutions are also being encouraged to conduct required
training by mobilizing necessary resources.

A dashboard is also being prepared, for mapping all available workforce, the
trainees and volunteers, trainings undertaken by different bodies to enable a
more robust communication channel.

Life Insurance Cover:

Under the Pradhan Mantri Gareeb Kalyan Package, the Government has
announced an Accidental insurance cover of Rs 50 Lakhs for 2212 lakh
healthcare workers who may be drafted for services for COVID-19 patients. The
Scheme covers loss of life due to COVID 19 and accidental death on account of
COVID 19 related duty. The scheme has been sanctioned and premium paid to
the insurance company.

Under the scheme, claimant of any person providing services for CoVID-19 can
claim the compensation if the service provider sustains loss of life due to COVID
19 and accidental death on account of COVID -19 related duty.

The insurance is free for the beneficiaries and the premium has been paid by the
Government for these beneficiaries.

Measures for safety of health workers during CoVID-19 Page 5 of 5
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Ministry of Health and Family Welfare
Directorate General of Health Services
[Emergency Medical Relief]

Novel Coronavirus Disease 2019 (COVID-19): Guidelines on rational use of Personal Protective

Equipment
1. About this guideline

This guideline is for health care workers and others working in points of entries (POESs), quarantine
centers, hospital, laboratory and primary health care / community settings. The guideline uses setting
approach to guide on the type of personal protective equipment to be used in different settings.

2. Introduction

Coronaviruses are a large family of viruses, some causing illness in people and others that circulate
among animals, including camels, cats and bats. Rarely, animal coronaviruses can evolve and infect
people and then spread between people such as has been seen with MERS and SARS.

The outbreak of Novel coronavirus disease (now named COVID-19) was initially noticed from a
seafood market in Wuhan city in Hubei Province of China in mid-December, 2019, has spread to
more than 185 countries/territories worldwide including India.

The causative agent for COVID-19, earlier termed provisionally as novel Coronavirus has been
officially named as SARS-CoV-2.

3. Mode of transmission

There is clear evidence of human-to-human transmission of SARS-CoV-2. It is thought to be
transmitted mainly through respiratory droplets that get generated when people cough, sneeze, or
exhale. SARS-CoV-2 also gets transmitted by touching, by direct touch and through contaminated
surfaces or objects and then touching their own mouth, nose, or possibly their eyes. Healthcare
associated infection by SARS-CoV-2 virus has been documented among healthcare workers in many
countries.

The people most at risk of COVID-19 infection are those who are in close contact with a
suspect/confirmed COVID-19 patient or who care for such patients.

4. Personal Protective Equipment (PPE)

Personal Protective Equipments (PPEs) are protective gears designed to safeguard the health of
workers by minimizing the exposure to a biological agent.

4.1 Components of PPE

Components of PPE are goggles, face-shield, mask, gloves, coverall/gowns (with or without aprons),
head cover and shoe cover. Each component and rationale for its use is given in the following
paragraphs:
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4.1.1 Face shield and goggles

Contamination of mucous membranes of the eyes, nose and mouth is likely in a scenario of droplets
generated by cough, sneeze of an infected person or during aerosol generating procedures carried out
in a clinical setting. Inadvertently touching the eyes/nose/mouth with a contaminated hand is another
likely scenario. Hence protection of the mucous membranes of the eyes/nose/mouth by using face
shields/ goggles is an integral part of standard and contact precautions. The flexible frame of
goggles should provide good seal with the skin of the face, covering the eyes and the surrounding
areas and even accommaodating for prescription glasses.

4.1.2 Masks

Respiratory viruses that includes Coronaviruses target mainly the upper and lower respiratory tracts.
Hence protecting the airway from the particulate matter generated by droplets / aerosols prevents
human infection. Contamination of mucous membranes of the mouth and nose by infective droplets
or through a contaminated hand also allows the virus to enter the host. Hence the droplet
precautions/airborne precautions using masks are crucial while dealing with a suspect or confirmed
case of COVID-19/performing aerosol generating procedures.

Masks are of different types. The type of mask to be used is related to particular risk profile of the
category of personnel and his/her work. There are two types of masks which are recommended for
various categories of personnel working in hospital or community settings, depending upon the work
environment:

1. Triple layer medical mask
2. N-95 Respirator mask

4.1.2.1 Triple layer medical mask

A triple layer medical mask is a disposable mask, fluid-resistant, provide protection to the wearer
from droplets of infectious material emitted during coughing/sneezing/talking.

4.1.2.2. N-95 Respirator mask

An N-95 respirator mask is a respiratory protective device with high filtration efficiency to airborne
particles. To provide the requisite air seal to the wearer, such masks are designed to achieve a very
close facial fit.

Such mask should have high fluid resistance, good breathability (preferably with an expiratory
valve), clearly identifiable internal and external faces, duckbill/cup-shaped structured design that
does not collapse against the mouth.

If correctly worn, the filtration capacity of these masks exceeds those of triple layer medical masks.
Since these provide a much tighter air seal than triple layer medical masks, they are designed to
protect the wearer from inhaling airborne particles.

41.3 Gloves

When a person touches an object/surface contaminated by COVID-19 infected person, and then
touches his own eyes, nose, or mouth, he may get exposed to the virus. Although this is not thought
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to be a predominant mode of transmission, care should be exercised while handling objects/surface
potentially contaminated by suspect/confirmed cases of COVID-19.

Nitrile gloves are preferred over latex gloves because they resist chemicals, including certain
disinfectants such as chlorine. There is a high rate of allergies to latex and contact allergic dermatitis
among health workers. However, if nitrile gloves are not available, latex gloves can be used. Non-
powdered gloves are preferred to powdered gloves.

41.4 Coverall/Gowns

Coverall/gowns are designed to protect torso of healthcare providers from exposure to virus.
Although coveralls typically provide 360-degree protection because they are designed to cover the
whole body, including back and lower legs and sometimes head and feet as well, the design of
medical/isolation gowns do not provide continuous whole-body protection (e.g., possible openings in
the back, coverage to the mid-calf only).

By using appropriate protective clothing, it is possible to create a barrier to eliminate or reduce
contact and droplet exposure, both known to transmit COVID-19, thus protecting healthcare
workers working in close proximity (within 1 meter) of suspect/confirmed COVID-19 cases or their
secretions.

Coveralls and gowns are deemed equally acceptable as there is a lack of comparative evidence to
show whether one is more effective than the other in reducing transmission to health workers.
Gowns are considerably easier to put on and for removal. An apron can also be worn over the gown
for the entire time the health worker is in the treatment area. Coveralls/gowns have stringent
standards that extend from preventing exposure to biologically contaminated solid particles to
protecting from chemical hazards.

415 Shoe covers

Shoe covers should be made up of impermeable fabric to be used over shoes to facilitate personal
protection and decontamination.

4.1.6. Head covers

Coveralls usually cover the head. Those using gowns, should use a head cover that covers the head
and neck while providing clinical care for patients. Hair and hair extensions should fit inside the
head cover.

The specifications for all the PPEs are at Annexure-A.
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5. Rational use of PPE

The PPEs are to be used based on the risk profile of the health care worker. The document describes
the PPEs to be used in different settings.

5.1. Point of Entry
S. No. | Setting Activity Risk Recommended Remarks
PPE
1 Health Desk Provide Low risk | Triple layer medical | Minimum distance
information to mask of one meter needs
travellers to be maintained.
Gloves
2 Immigration Provide services Low risk | Triple layer medical | Minimum distance
counters, to the passengers mask of one meter needs
customs and to be maintained.
airport security Gloves
3 Temperature Record Low risk | Triple layer medical
recording Temperature with mask
station hand held thermal
recorder. Gloves
4 Holding area/ Interview & Moderate | N-95 masks
Isolation Clinical Risk
facility of examination by Gloves
APHO/ PHO doctors/ nurses
5 Isolation Clinical Moderate | N-95 masks
facility of management Risk
APHO (doctors, nurses) Gloves
Attending to High risk | Full complement of | When aerosol
severely ill PPE generating
passenger procedures are
anticipated
5 Sanitary staff Cleaning Moderate | N-95 mask
frequently risk
touched surfaces/ Gloves
Floor/ cleaning
linen
6 Administrative | Providing No risk No PPE No contact with
staff administrative patients of COVID-
support 19. They should not

venture into areas
where suspect
COVID-19 cases are
being managed.
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5.2. Hospital Setting

5.2.1. Out Patient Department (Respiratory Clinic / Separate screening area)”

S. No | Setting Activity Risk Recommended Remarks
PPE
1 Triage area Triaging patients | Moderate | N 95 mask Patients get masked.
risk
Provide triple Gloves
layer mask to
patient.
2 Screening area | Provide Moderate | N-95 mask
help desk/ information to risk
Registration patients Gloves
counter
3 Temperature Record Moderate | N 95 mask
recording temperature with | Risk
station hand held thermal Gloves
recorder
4 Holding area/ Nurses / Moderate | N 95 mask Minimum distance
waiting area paramedic Risk of one meter needs
interacting with Gloves to be maintained.
patients
5 Doctors Clinical Moderate | N 95 mask No aerosol
chamber management Risk generating
(doctors, nurses) Gloves procedures should
be allowed.
6 Sanitary staff Cleaning Moderate | N-95 mask
frequently risk
touched surfaces/ Gloves
Floor/ cleaning
linen
7 Visitors Support in Low risk | Triple layer medical | No other visitors

accompanying
young children

and elderlies

navigating various
service areas

mask

should be allowed to
accompany patients

in OPD settings. The
visitors thus allowed
should practice hand
hygiene

# All hospitals should identify a separate triage and holding area for patients with Influenza like
illness. If there is no triage area / holding area for patients due to resource constraints, such hospitals

will follow the above guidance for general OPD.

5.2.2. In-patient Services
S. No. | Setting Activity Risk Recommended Remarks
PPE

1 Individual Clinical Moderate | N 95 mask Patient masked.
isolation rooms/ | management risk Gloves Patients stable. No
cohorted aerosol generating
isolation rooms activity.

2 ICU/ Critical Critical care High risk | Full complement of | Aerosol generating
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care management PPE activities performed.
3 ICU /critical Dead body High risk | Full complement of
care packing PPE
4 ICU/ Critical Dead body Low Risk | Triple Layer medical
care transport to mask
mortuary
Gloves
5 Sanitation Cleaning Moderate | N-95 mask
frequently risk
touched surfaces/ Gloves
floor/ changing
linen
6 Other Non- Attending to Risk as PPE as per hospital No possibility of
CovID infectious and per infection prevention | exposure to COVID
treatment areas | non-infectious assessed | control practices. patients. They
of hospital patients profile of should not venture
patients into COVID-19
treatment areas.
7 Caretaker Taking care of the | Low risk | Triple layer medical | The caretaker thus
accompanying admitted patient mask allowed should
the admitted practice hand
patient hygiene, maintain a
distance of 1 meter
5.2.3. Emergency Department
S.No | Setting Activity Risk Recommended Remarks
PPE
1 Emergency Attending Moderate | N 95 mask When aerosol
emergency cases | risk generating
Gloves procedures are
anticipated
2 Attending to High risk | Full complement of | Aerosol generating
severely ill PPE activities performed.
patients of SARI
5.2.4. Pre-hospital (Ambulance) Services
S. No. | Setting Activity Risk Recommended Remarks
PPE
1 Ambulance Transporting Moderate | N-95 mask
Transfer to patients not on risk
designated any assisted Gloves
hospital ventilation
Management of High risk | Full complement of | When aerosol
SARI patient PPE generating
while transporting procedures are
anticipated
Driving the Low risk | Triple layer medical | Driver helps in
ambulance mask shifting patients to

Gloves

the emergency
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5.2.5. Other Supportive/ Ancillary Services

S. No. | Setting Activity Risk Recommended Remarks
PPE
1. Laboratory Sample collection | High risk | Full complement
and transportation of PPE
Sample testing High risk | Full complement
of PPE
2 Mortuary Dead body Moderate | N 95 mask No aerosol generating
handling Risk Gloves procedures should be
allowed.
No embalming.
While performing | High Risk | Full complement No post-mortem
autopsy of PPE unless until specified.
3 Sanitation Cleaning Moderate | N-95 mask
frequently risk
touched surfaces/ Gloves
Floor/ cleaning
linen in COVID
treatment areas
4 CSSD/Laundry | Handling linen of | Moderate | N-95 mask
COVID patients risk
Gloves
5 Other Administrative No risk No PPE No possibility of
supportive Financial exposure to COVID
services Engineering patients. They should
Security, etc. not venture into
COVID-19 treatment
areas.
5.3. Health Workers in Community Setting
S. No. | Setting Activity Risk Recommended Remarks
PPE
1 ASHAS/ Field Surveillance | Low Risk | Triple layer mask Maintain distance of
Anganwadi one meter.
and other field Gloves Surveillance team to
staff carry adequate triple
layer masks to
distribute to suspect
cases detected on
field surveillance
2 Doctors at Field surveillance | Medium N 95 mask
supervisory Clinical risk
level examination. Gloves.

conducting field
investigation
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5.4 Quarantine facility
S. No. | Setting Activity Risk Recommended Remarks
PPE
1 Persons being Low Risk | Triple layer mask
guarantined
2 Healthcare staff | Health monitoring | Low Risk | Triple layer mask
working at and temperature
guarantine recording Gloves
facility
Clinical Moderate | N-95 masks
examination of Risk
symptomatic Gloves
persons
3 Support staff Low Risk | Triple layer mask
Gloves
55 Home Quarantine
S. No. | Setting Activity Risk Recommended Remarks
PPE
1 Persons being Low Risk | Triple layer mask
guarantined
2 Designated Taking care of Low Risk | Gloves While cleaning
family member | person being commonly touched
quarantined surfaces or handling
soiled linen
3 Other family No Risk No PPE required Maintain a distance

of at least 1 meter
from person under
home quarantine.
Senior citizens in the
household should
stay away from such
persons under home
guarantine.

Points to remember while using PPE

1.

2.

PPEs are not alternative to basic preventive public health measures such as hand
hygiene, respiratory etiquettes which must be followed at all times.
Always (if possible) maintain a distance of at least
contacts/suspect/confirmed COVID-19 cases

Always follow the laid down protocol for disposing off PPEs as detailed in infection
prevention and control guideline available on website of MoHFW.

1 meter from
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Annexure A

Personal Protection Equipment (PPE) -Specifications

(for Contact & Airborneprecautions)

1 PPE Kit

1.1 Gloves
= Nitrile
= Non-sterile
= Powder free

Outer gloves preferably reach mid-forearm (minimum 280 mm total length)
Different sizes (6.5 &7)
Quality compliant with the below standards, or equivalent:

a. EU standarddirective 93/42/EEC Class |, EN 455

b. EU standard directive 89/686/EEC Category Ill, EN 374

c. ANSI/SEA 105-2011

d. ASTM D6319-10

1.2 Coverall (medium and large)*

Impermeable to blood and body fluids
Single use
Avoid culturally unacceptable colors e.g. black
Lightcolorsare preferable to better detect possible contamination
Thumb/fingerloopstoanchorsleevesinplace
Quality compliant with following standard
a. Meets or exceeds 1ISO 16603 class 3 exposure pressure, or equivalent

1.3 Goggles

With transparent glasses, zero power, well fitting, covered from all sides with
elastic band/oradjustable holder.
Good seal with the skin of the face

Flexible frame to easily fit all face contours without too much pressure

Covers the eyes and the surrounding areas and accommodates for prescription glasses
Fog and scratch resistant

Adjustable band to secure firmly so as not to become loose during clinical activity
Indirect venting to reduce fogging

May be re-usable (provided appropriate arrangements for decontamination are in
place) or disposable
Quality compliant with the below standards, or equivalent:

a. EU standard directive 86/686/EEC, EN 166/2002
b. ANSI/SEA 787.1-2010
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1.4, N-95 Masks

Shapethatwill notcollapse easily

High filtration efficiency

Good breathability, with expiratory valve

Quality compliant with standards for medical N95 respirator:
a. NIOSHN95, EN 149 FFP2, or equivalent

Fluid resistance: minimum 80 mmHg pressure based on ASTM F1862, ISO 226009,

or equivalent
Quality compliant with standards for particulate respirator that can be worn with

full- face shield

1.5. Shoe Covers
Made up of the same fabric as of coverall
Should cover the entire shoe and reach above ankles

1.6. Face Shield

Made of clear plastic and provides good visibility to both the wearer and the patient
Adjustable band to attach firmly around the head and fit snuggly against the forehead

Fog resistant (preferable)
Completely covers the sides and length of the face

May be re-usable (made of material which can be cleaned and disinfected)
or disposable
Quality compliant with the below standards, or equivalent:

a. EU standard directive 86/686/EEC, EN 166/2002
b. ANSI/SEA 7Z87.1-2010

3. Triple Layer Medical Mask
Three layered medical mask of non-woven material with nose piece, having
filter efficiency of 99% for 3 micron particlesize.

a.

4, Gloves
Nitrile
Non-sterile

ISI specifications orequivalent

Powder free

Outer gloves preferably reach mid-forearm (minimum 280mm total length)
Different sizes (6.5 &7)

Quality compliant with the below standards, or equivalent:

1.

2
3.
4

EU standard directive 93/42/EEC Class I, EN 455

EU standard directive 89/686/EEC Category Ill, EN 374
ANSI/SEA 105-2011

ASTM D6319-10
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. | _specificati

1) Impermeable

2) Leak proof

3) Air sealed

4) Double sealed

5) Disposable

6) Opaque

7) White

8) U shape with Zip

9) 4/6 grips

10) Size: 2.2 x 1.2 Mts

11) Standards:
a) 1SO 16602:2007
b) 1SO 16603:2004

c) 1S016604:2004
d) ISO/DIS 22611:2003

All items to be supplied need to be accompanied with certificate of analysis from national/
international organizations/labs indicating conformity to standards

All items: Expiry 5 years

* Due to scarcity of coveralls, and risk versus benefit, that as an emergency temporary measure in
larger public interest, in present given circumstances, the fabric that cleared/passed ‘Synthetic
Blood Penetration Resistance Test” (ISO 16603) and the garment that passed ‘Resistance to
penetration by biologically contaminated solid particles (ISO 22612:2005) may be considered as the
benchmark specification to manufacture Coveralls.” The Coveralls should be taped at the seams to
prevent fluid/droplets/aerosol entry.

The test for these two standards (ISO 16603 and ISO 22612:2005), which can be performed in
Indian laboratories are as per WHO Disease Commodity Package (Version 4.0)
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Ministry of Health and Family Welfare
Directorate General of Health Services
[Emergency Medical Relief]

Novel Coronavirus Disease 2019 (COVID-19): Additional guidelines on rational use of Personal
Protective Equipment (setting approach for Health functionaries working in non-COVID areas)

1.

About this guideline

This guideline is for health care workers and others working in Non COVID hospitals and Non-
COVID treatment areas of a hospital which has a COVID block. These guidelines are in continuation

of guidelines

issued previously on

‘Rational

use of Personal

Protective Equipment’

(https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf).  This

guideline uses “settings” approach to guide on the type of personal protective equipment to be used
in different settings.

2. Rational use of PPE for Non COVID hospitals and Non-COVID treatment areas of a hospital

which has a COVID block

The PPEs are to be used based on the risk profile of the health care worker. The document describes
the PPEs to be used in different settings.

2.1.  Out Patient Department
S.No. | Setting Activity Risk Recommended Remarks
PPE
1 Help desk/ Provide Mild risk | = Triple layer Physical distancing
Registration information to medical mask to be followed at all
counter patients = Latex examination | times
gloves
2 Doctors Clinical Mild risk | = Triple layer No aerosol
chamber management medical mask generating
= Latex examination | procedures should
gloves be allowed.
3 Chamber of Clinical Moderate | = N-95 mask Aerosol generating
Dental/ENT management risk * Goggles procedures
doctors/ » Latex examination | anticipated.
Ophthalmology gloves
doctors
+ face shield Face shield, when a
splash of body fluid
is expected
4 Pre- anesthetic | Pre-anesthetic Moderate | = N-95 mask * Only
check-up clinic | check-up risk * Goggles* recommended when
» Latex examination | close examination of
gloves oral cavity/dentures
is to be done
5 Pharmacy Distribution of Mild risk | = Triple layer Frequent use of hand
counter drugs medical mask sanitizer is advised

= [atex examination
gloves

over gloves.

Page 1 of 4
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Sanitary staff

Cleaning
frequently
touched surfaces/
Floor

Mild risk

Triple layer
medical mask
Latex examination
gloves

#All hospitals should identify a separate triage and holding area for patients with Influenza like illness
so that suspect COVID cases are triaged and managed away from the main out-patient department.

2.2. In-patient Department (Non-COVID Hospital &Non-COVID treatment areas of a hospital which

has a COVID block)
S.No. | Setting Activity Risk Recommended Remarks
PPE
1 Ward/individual | Clinical Mild risk | = Triple layer Patients stable. No
rooms management medical mask aerosol generating
= Latex examination | activity.
gloves
2 ICU/ Critical Critical care Moderate | = N-95 mask Aerosol generating
care management risk * Goggles activities performed.
= Nitrile
examination
gloves
+Face shield Face shield, when a
splash of body fluid
is expected
3 Ward/ICU Dead body Low Risk | = Triple Layer
/critical care packing medical mask
= Latex examination
gloves
4 Ward/ICU/ Dead body Low Risk | = Triple Layer
Critical care transport to medical mask
(Non-COVID) mortuary = Latex examination
gloves
5 Labor room Intra-partum care | Moderate | = Triple Layer Patient to be masked
Risk medical mask in the Labor room
» Face shield
= Sterile latex
gloves
N-95 mask* *If the pregnant
woman is a resident
of containment zone
6 Operation Performing Moderate | = Triple Layer Already OT staff
Theater surgery, Risk medical mask shall be wearing
administering = Face shield (-
general wherever feasible)
anaesthesia = Sterile latex

gloves
+ Goggles For personnel
involved in aerosol
generating
procedures
Page 2 of 4
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N-95 mask*

*If the person being
operated upon is a
resident of
containment zone

7 Sanitation Cleaning Low Risk | = Triple Layer
frequently medical mask
touched surfaces/ = [atex examination
floor/ changing gloves
linen
2.3. Emergency Department (Non-COVID)
S.No. | Setting Activity Risk Recommended Remarks
PPE
1 Emergency Attending Mild risk | = Triple Layer No aerosol
emergency cases medical mask generating
» Latex examination | procedures are
gloves allowed
2 Attending to High risk | = Full complement
severely ill of PPE (N-95
patients while mask, coverall,
performing goggle, Nitrile
aerosol generating examination
procedure gloves, shoe
cover)
2.4. Other Supportive/ Ancillary Services
S.No. | Setting Activity Risk Recommended Remarks
PPE
1. Routine Sample collection | Mild risk | = Triple layer
Laboratory and transportation medical mask
and testing of = Latex
routine (non- examination
respiratory) gloves
samples
Respiratory Moderate | = N-95 mask
samples risk = Latex
examination
gloves
2 Radio- Imaging services, Mild risk | = Triple layer
diagnosis, blood bank services medical mask
Blood bank, etc. = Latex
etc. examination
gloves
3 CSSD/Laundry | Handling linen Mild risk | = Triple layer
medical mask
= Latex
examination
Page 3 of 4

31



gloves
4 Other Administrative Lowrisk | = Face cover ** Engineering and
supportive Financial dietary service
services incl. Engineering®* and personnel visiting
Kitchen dietary** treatment areas will
services,etc. wear personal
protective gears
appropriate to that
area

2.5. Pre-hospital (Ambulance) Services

S.No. | Setting Activity Risk Recommended Remarks
PPE
1 Ambulance Transporting Lowrisk | = Triple layer
Transfer to patients not on medical mask
designated any assisted = [atex examination
hospital ventilation gloves
Management of High risk | = Full complement While performing
SARI patient of PPE (N-95 aerosol generating
mask, coverall, procedure
goggle, latex
examination
gloves, shoe
cover)
Driving the Lowrisk | = Triple layer Driver helps in
ambulance medical mask shifting patients to
= Latex examination | the emergency
gloves

Points to remember while using PPE

—

Standard precaution to be followed at all times

2. PPEs are not alternative to basic preventive public health measures such ashand hygiene,
respiratory etiquettes which must be followed at all times.

3. Always follow the laid down protocol for disposing off PPEs as detailed in infection

prevention and control guideline available on website of MoHFW.

In addition, patients and their attendants to be encouraged to put on face cover.

In case a COVID-19 patient is detected in such Non-COVID Health facility, the MoHFW guidelines
for the same has to be followed (Available at:
https://www.mohfw.gov.in/pdf/Guidelinestobefollowedondetectionofsuspectorconfirmed COVID19ca

se.pdf)

Page 4 of 4
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Guidelines for screening centres and isolation facilities in
hospitals

Fundamental principles of isolation are (i) Standard precautions (ii)
droplet precautions (iii) airborne precautions and (iv) contact
precautions. An isolation facility needs to follow these precautions to
ensure that the hospital is not a source of infection to the hospital patients
with in and the community. A brief note on each of these precautions is
at Annexure-I.

All hospitals indented to screen and admit patients with influenza HIN1
should conform to these guidelines. Identified hospitals would have a
separate screening area to screen outdoor patients and an isolation
facility to admit those requiring indoor treatment. For clarity, these
guidelines are in six parts: (i) Generic Guidelines (ii) Guidelines for pre
hospital care (iii) Guidelines for the screening centre (iv) Guidelines for
isolation facility and (v) Guidelines for critical care (vi) Mortuary care.

(i) Generic guidance

» Standard Precautions to be followed at all patient care areas : hand
hygiene, Gloves and use of personal protective equipment (PPE) to
avoid direct contact with patient's blood, body fluids, secretions
and non-intact skin, prevention of needle stick/sharp injury and
cleaning and disinfection of the environment and equipment.

» Droplet precautions to be followed when caring for patients with
influenza AHIN1 (masks, respirators and eye shield) in isolation
facilities.

« Airborne and Contact Precautions should complement Standard
Precautions while managing case of Pandemic influenza AHINL1 in
critical care facilities.

« Hospitals should been following the hospital waste management
protocols as per the hospital waste management rules.

» Dead body should be handled using full cover of PPE.
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(i) Guidelines for Pre Hospital Care

e All identified hospitals to have advanced life support
ambulance.

o Designated paramedic and driver for the ambulance

e The ambulance staff should follow standard precautions while
handling the patient and airborne precautions if aerosol
generating procedures are done.

o Triple layer surgical masks should be available and worn during
transport

e As far as possible the movements should be restricted.

e During transport, optimize the vehicle’s ventilation to
increase the volume of air exchange (e.g. opening the
windows). When possible, use vehicles that have separate
driver and patient compartments.

e Aerosol generating procedures to be avoided to the extent
possible.

» Disinfect the ambulance after shifting patient.

» Notify the receiving facility as soon as possible before arrival that
a patient.

(iii) Guidelines for setting up Screening Centre

Purpose of the Screening Centre is to:

e Attend to patients of influenza like illness in a separate area as
to avoid these patients further infecting other patients in Out
Patient Department.

e To facilitate implementing standard and droplet precautions
e To triage the patients

e Collect samples.
The screening area would have:
e A waiting area of about 2000 sq feet to accommodate 50-100 patients

e Preferably stand alone building with separate entry.
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Well ventilated to ensure frequent air changes. If air-conditioned, then
independent from central air conditioning. Exhaust air to be filtered
through HEPA filter (desirable).

Patient’s seating to have at least one meter clearance on all sides.
Avoid overcrowding of patients.

Will have cabins for registration, clinical examination chambers,
sample collection rooms and drug distribution centre.

The waiting area should be adequately cleaned and disinfected.
Source control (e.g. use of tissues, handkerchiefs, piece of cloth or
triple layer surgical masks to cover nose and mouth ) of the patient in
the waiting room when coughing or sneezing, and hand hygiene after
contact with respiratory secretions.

Facility for hand wash. / Wash rooms etc

Guidelines for setting up isolation facility / ward
Patients should be housed in single rooms, whenever possible.

However, if sufficient single rooms are not available, beds could be
put with a spatial separation of at least 1 m (3 feet) from one another.

To create a 10 bed facility, a minimum space of 2000 sq feet area is
required clearly segregated from other patient-care areas.

There should be double door entry with changing room and nursing
station. Enough PPE should be available in the changing room with
waste disposal bins to collect used PPEs.

Place a puncture-proof container for sharps disposal inside the
isolation room/area.

Keep the patient’s personal belongings to a minimum. Keep water
pitchers and cups, tissue wipes, and all items necessary for attending to
personal hygiene within the patient’s reach.

Non-critical patient-care equipment (e.g. stethoscope, thermometer,
blood pressure cuff, and sphygmomanometer) should be dedicated to
the patient, if possible. Any patient-care equipment that is required for
use by other patients should be thoroughly cleaned and disinfected
before use.

Dedicated hand washes and wash room facilities.

If room is air-conditioned, ensure 12 air changes/ hour and filtering
of exhaust air. A negative pressure in isolation rooms is desirable for
patients requiring aerosolization procedures (intubation, suction
nebulisation) . These rooms may have stand alone air-conditioning.
These areas should not be a part of the central air-conditioning.
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V)

If air-conditioning is not available negative pressure could also be
created through putting up 3-4 exhaust fans driving air out of the
room.

In District hospital, where there is sufficient space, natural ventilation
may be followed. Such isolation facility should have large windows
on opposite walls of the room allowing a natural unidirectional flow
and air changes. The principle of natural ventilation is to allow and
enhance the flow of outdoor air by natural forces such as wind and
thermal buoyancy forces from one opening to another to achieve the
desirable air change per hour.

Avoid sharing of equipment, but if unavoidable, ensure that reusable
equipment is appropriately disinfected between patients.

Ensure regular cleaning and proper disinfection of common areas, and
adequate hand hygiene by patients, visitors and care givers.

Visitors to the isolation facility should be restricted. For unavoidable
entries, they should use PPE according to the hospital guidance, and
should be instructed on its proper use and in hand hygiene practices
prior to entry into the isolation room/area.

Doctors, nurses and paramedics posted to isolation facility need to be
dedicated and not to be allowed to work in other patient-care areas.

Consider having designated portable X-ray equipment
Corridors with frequent patient transport should be well-ventilated.

All health staff involved in patient care should be well trained in the
use of PPE.

A telephone or other method of communication should be set up in
the isolation room/area to enable patients or family members/visitors
to communicate with nurses.

Guidlines for Critical Care facility

At least one identified hospital may have a 10 bed dedicated intensive
care facility at State Capital.

The critical care facility requires to follow all the guidelines as
mentioned above for infection control.

Also have than or equal to 12 air changes and maintain negative
pressure of 40 psi.
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e Should have dedicated equipments. It should also have additional

(Vi)

equipments to ventilate at least 10 patients manually.

A telephone or other method of communication should be set up in
the isolation room/area to enable patients or family members/visitors
to communicate with nurses inside the facility.

Would have an information board outside to update relatives on the
clinical status.

Mortuary care

Mortuary staff should apply Standard Precautions i.e. perform proper
hand hygiene and use appropriate PPE (use of gown, gloves, facial
protection if there is a risk of splashes from patient's body
fluids/secretions onto staff's body and face).

Embalming, if required should be conducted according to usual
procedures, subject to local regulations/legislation.

Hygienic preparation of the deceased (e.g. cleaning of body, tidying of
hair, etc) also may be done using standard precautions.
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Annexure-|

Fundamentals of Isolation Precautions

1. Standard Precautions

Use Standard Precautions, or the equivalent, for the care of all
patients. The standard precautions are:

1.1 Hand washing

Wash hands after touching blood, body fluids, secretions,
excretions, and contaminated items, whether or not gloves are
worn. Wash hands immediately after gloves are removed,
between patient contacts, and when otherwise indicated to avoid
transfer of microorganisms to other patients or environments. It
may be necessary to wash hands between tasks and procedures
on the same patient to prevent cross-contamination of different
body sites.

1.2 Gloves

Wear gloves (clean, non-sterile gloves are adequate) when
touching blood, body fluids, secretions, excretions, and
contaminated items. Put on clean gloves just before touching
mucous membranes and non- intact skin. Change gloves between
tasks and procedures on the same patient after contact with
material that may contain a high concentration of
microorganisms. Remove gloves promptly after use, before
touching non contaminated items and environmental surfaces,
and before going to another patient, and wash hands immediately
to avoid transfer of microorganisms to other patients or
environments.

1.3 Mask, Eye Protection, Face Shield

Wear a mask and eye protection or a face shield to protect
mucous membranes of the eyes, nose, and mouth during
procedures and patient-care activities that are likely to generate
splashes or sprays of blood, body fluids, secretions, and
excretions.
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1.4 Gown

Wear a gown (a clean, non sterile gown is adequate) to protect
skin and to prevent soiling of clothing during procedures and
patient-care activities that are likely to generate splashes or
sprays of blood, body fluids, secretions, or excretions. Select a
gown that is appropriate for the activity and amount of fluid
likely to be encountered. Remove a soiled gown as promptly as
possible, and wash hands to avoid transfer of microorganisms to
other patients or environments.

1.5 Patient- Care Equipment

Handle used patient-care equipment soiled with blood, body
fluids, secretions, and excretions in a manner that prevents skin
and mucous membrane exposures, contamination of clothing, and
transfer of microorganisms to other patients and environments.
Ensure that reusable equipment is not used for the care of another
patient until it has been cleaned and reprocessed appropriately.
Ensure that single-use items are discarded properly.

1.6 Environmental Control

Ensure that the hospital has adequate procedures for the routine
care, cleaning, and disinfection of environmental surfaces, beds,
bed rails, bedside equipment, and other frequently touched
surfaces and ensure that these procedures are being followed.

1.7 Linen

Handle, transport, and process used linen soiled with blood, body
fluids, secretions, and excretions in a manner that prevents skin
and mucous membrane exposures and contamination of clothing,
and that avoids transfer of microorganisms to other patients and
environments.

39



1.8 Occupational Health and Blood borne Pathogens

Take care to prevent injuries when using needles, scalpels, and
other sharp instruments or devices; when handling sharp
instruments after procedures; when cleaning used instruments;
and when disposing of used needles. Never recap used needles,
or otherwise manipulate them using both hands, or use any other
technique that involves directing the point of a needle toward any
part of the body; rather, use either a one-handed "scoop"
technique or a mechanical device designed for holding the needle
sheath. Do not remove used needles from disposable syringes by
hand, and do not bend, break, or otherwise manipulate used
needles by hand. Place used disposable syringes and needles,
scalpel blades, and other sharp items in appropriate puncture-
resistant containers, which are located as close as practical to the
area in which the items were used, and place reusable syringes
and needles in a puncture-resistant container for transport to the
reprocessing area. Use mouthpieces, resuscitation bags, or other
ventilation devices as an alternative to mouth-to-mouth
resuscitation methods in areas where the need for resuscitation is
predictable.

1.9 Patient Placement

Place a patient who contaminates the environment or who does
not (or cannot be expected to) assist in maintaining appropriate
hygiene or environmental control in a private room. If a private
room is not available, consult with infection control professionals
regarding patient placement or other alternatives.

2. Airborne Precautions

In addition to Standard Precautions, use Airborne Precautions, or
the equivalent, for patients known or suspected to be infected
with microorganisms transmitted by airborne droplet nuclei
(small-particle residue {5 um or smaller in size} of evaporated
droplets containing microorganisms that remain suspended in the
air and that can be dispersed widely by air currents within a room
or over a long distance).
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2.1 Patient Placement.

Place the patient in a private room that has (1) monitored
negative air pressure in relation to the surrounding area, (2) 12 air
changes per hour, and (3) appropriate discharge of air outdoors or
monitored high-efficiency filtration of room air before the air is
circulated to other areas in the hospital. (23) Keep the room door
closed and the patient in the room. When a private room is not
available, place the patient in a room with a patient who has
active infection with the same microorganism, unless otherwise
recommended, (23) but with no other infection. When a private
room is not available and cohorting is not desirable, consultation
with infection control professionals is advised before patient
placement.

2.2 Respiratory Protection

Wear respiratory protection (three layered surgical mask / N 95
respirator) when entering the room of a patient.

2.3 Patient Transport

Limit the movement and transport of the patient from the room to
essential purposes only. If transport or movement is necessary,
minimize patient dispersal of droplet nuclei by placing a surgical
mask on the patient, if possible.

3. Droplet Precautions

In addition to Standard Precautions, use droplet precautions, or
the equivalent for a patient known or suspected to be infected
with microorganisms transmitted by droplets (large-particle
droplets {larger than 5 um in size} that can be generated by the
patient during coughing, sneezing, talking, or the performance of
procedures).

3.1 Patient Placement

Place the patient in a private room. When a private room is not
available, place the patient in a room with a patient(s) who has
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active infection with the same microorganism but with no other
infection (cohorting). When a private room is not available and
cohorting is not achievable, maintain spatial separation of at least
3 ft between the infected patient and other patients and visitors.
Special air handling and ventilation are not necessary, and the
door may remain open.

3.2 Mask

In addition to standard precautions, wear a mask when working
within 3 ft of the patient. (Logistically, some hospitals may want
to implement the wearing of a mask to enter the room.)

3.3 Patient Transport

Limit the movement and transport of the patient from the room to
essential purposes only. If transport or movement is necessary,
minimize patient dispersal of droplets by masking the patient, if
possible.

4. Contact Precautions

In addition to Standard Precautions, use Contact Precautions, or
the equivalent, for specified patients known or suspected to be
infected or colonized with epidemiologically important
microorganisms that can be transmitted by direct contact with the
patient (hand or skin-to-skin contact that occurs when performing
patient-care activities that require touching the patient's dry skin)
or indirect contact (touching) with environmental surfaces or
patient-care items in the patient's environment.

4.1 Patient Placement

Place the patient in a private room. When a private room is not
available, place the patient in a room with a patient(s), who has
active infection with the same microorganism but with no other
infection (cohorting).

— 10 —
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4.2 Gloves and Hand Washing

In addition to wearing gloves as outlined under Standard
Precautions, wear gloves (clean, non-sterile gloves are adequate)
when entering the room. During the course of providing care for
a patient, change gloves after having contact with infective
material that may contain high concentrations of microorganisms
(fecal material and wound drainage). Remove gloves before
leaving the patient's environment and wash hands immediately
with an antimicrobial agent or a waterless antiseptic agent. After
glove removal and hand-washing, ensure that hands do not touch
potentially contaminated environmental surfaces or items in the
patient's room to avoid transfer of microorganisms to other
patients or environments.

4.3 Gown

In addition to wearing a gown as outlined under Standard
Precautions, wear a gown (a clean, non-sterile gown is adequate)
when entering the room if you anticipate that your clothing will
have substantial contact with the patient, environmental surfaces,
or items in the patient's room.

4.4 Patient Transport

Limit the movement and transport of the patient from the room to
essential purposes only. If the patient is transported out of the
room, ensure that precautions are maintained to minimize the risk
of transmission of microorganisms to other patients and
contamination of environmental surfaces or equipment.

4.5 Patient-Care Equipment

When possible, dedicate the use of non critical patient-care
equipment to a single patient (or cohort of patients infected or
colonized with the pathogen requiring precautions) to avoid
sharing between patients. If use of common equipment or items
IS unavoidable, then adequately clean and disinfect them before
use for another patient.

— 11—
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MINISTRY OF HEALTH AND FAMILY WELFARE

Detailed Guidelines for Infection Prevention Control for suspected
cases of 2019-nCoV Acute Respiratory Disease

Clinical triage includes early recognition and immediate placement of patients in

separate area from other patients (source control). Triaging Station-Offer mask, follow

hand hygiene and respiratory etiquettes. Minimize the waiting time at triage station. A

self-declaration form should be filled up for all suspected cases reporting to the hospital.

All individuals, including family members, visitors and HCWs should apply standard,

contact and droplet precautions. Place patients in adequately ventilated single rooms.

When single rooms are not available, cohort patients suspected of 2019-nCoV acute

respiratory disease together with minimum distance between two patients to be 1 meter.

IPC strategies to prevent or limit infection transmission in health-care settings include

the following:

o 0ok~ w DN

. Standard Precautions

1.1 Hand hygiene

1.2 Respiratory hygiene

1.3 Personal protective equipment (PPE)

Additional Precautions

Bio Medical waste management

Laundry management

Sample collection, storage and transportation

Monitor health of HCWs providing care to cases of 2019-nCoV
Acute Respiratory Disease

Hospital Disinfection (Environmental)
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1.1 Hand Hygiene
Moments of Hand Hygiene

Pt ome o a Em  owmw w a,

-

Steps of Hand Hygiene

Hand-washing technique
with soap and water

ol s

Wat hands Rub hands pnlm Rub back of each hand
with water m cover dl to palm with palm of other hand
hand surfaces with fingers interlaced

FleS P\ N

Rub palm to palm with Rub with back of fingers  Rub each thumb dasped Rub tips of fingers n

fingers Interlaced 1o opposing palms with in opposite hand using a opposite palm in a
fingers interlocked rotational movement circular motion
9 10 " 12 g
Rub each wrist with Rinse hands Use elbow to Dry thoroughly with
opposite hand with water turn off tap a single-use towel

Hand washing should take
15-30 seq s
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1.2 Respiratory Hygiene

Offer a medical/surgical mask for suspected 2019-nCoV acute respiratory

disease case for those who can tolerate it.

Cover nose and mouth during coughing or sneezing with tissue or flexed elbow

for others.

Perform hand hygiene after contact with respiratory secretions.

1.3 Personal Protective Equipment (PPE)

PPE includes shoe cover, gown, mask, eye protection & gloves.

Shoe cover should always be worn before entering the patient care area

(Isolation ward etc.).

If gowns are not fluid resistant, use a waterproof apron for procedures with

expected high fluid volumes that might penetrate the gown.

Donning & Doffing procedures should be diligently & carefully followed as given

below.

PPE

1. GOWN

» Fully cover torso from neck to knees, arms
to end of wrists, and wrap around the back

= Fasten in back of neck and waist

SEQUENCE FOR PUTTING ON
PERSONAL PROTECTIVE EQUIPMENT (PPE)

bt

2. MASK OR RESPIRATOR

« Secure ties or elgstic bands at middle
of head and neck

= Fit flexible band to nase bridge
« Fit snug to face and below chin
+ Fit-check respirator

& &,

3. GOGGLES OR FACE SHIELD

= Place over face and eyes and adjust to fit Q

4. GLOVES

» Extend to cover wrist of isolation gown

USE SAFEWORK PRACTICESTO PROTECT YOURSELF
AND LIMIT THE SPREAD OF CONTAMINATION

Keep hands away from face
Limit surfaces touched
Change gloves when torn

or heavily contaminated

Perform Hand Hygiene
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HOW TO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE)

EXAMPLE 1

There are a variety of ways to safely remove FPE without contaminating your clothing, skin, or mucous membranes with
potentiaily infectious matenals. Here is one example. Remove all PPE before exiting the patient room except a respirator, if
wom. Remove the respirator after loaving the patient room and closing the door. Remove PPE inthe following sequence:

1. GLOVES

« (uside of gloves are tontaminated!

s I yourhands get contaminated during glove removal, immediately
wash your hantis or ese an alcobni-base d hand samitzer

» Using a gloved hand, grasp the palm ares of the other gloved hang
and peel off first glove

* Hoid remived glave in gloved hand

+  Shide fingers of ungloved hand under remaining glove atwrist and
peel off second glove pver first glove

¢ Discardgioves n i wasle container

2. GOGGLES OR FACE SHIELD

« Dutside of goygles or face shield are contaminated!

s | your hands el contaminatied dunng goggle or fac e shield removal,
immediately wish vour hands or use an alc ohel-ba sed hand sanitizes

+ Remove gogoles or face shield from the back by ifing he ad band or
BET PIECES

= I the ttem s reusa ble, place in designated recepiacie for
reproce ssayy. Othenvise, discard in 3 wasts ¢ onlainer

3. GOWN

« Gown front and sieeves are contaminate gt

» I your binds get contaminated during poive removal immedately
wash your hands or use analcobol-base d haod sanitizer

«  Unfasten gows tes, taking cire that sleeve s don't contactyour body
when resching for ies

» Pull powwn sway from neck and showid ers, touching inside of gown only

s Turn govr inside out

s Foidor roll inte 2 bundie and Hiscard oo waste costaine:

4. MASK OR RESPIRATOR

« Front of mask/respitater is contaminated — DO NOT TGUCH!

s I your hands gét contaminated durng maskrespirator removal,
anmed! ety wash your hands or us&an alc ohiol-based hand sandizer

+ (Grasp bottom ties or elastics of the maskirespirator, then the ohes at
the top, and remove weth oot touching the frond

« Discardina waste ¢ ontaisee

5. WASH HANDS OR USE AN
ALCOHOL-BASED HAND SANITIZER
IMMEDIATELY AFTER REMOVING
ALL PPE

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS BECOME
CONTAMINATED AND IMMEDIATELY AFTER REMOVING ALL PPE

49



2. Additional precautions
Cohort HCWs to exclusively care for cases to reduce the risk of spreading
transmission.

Place patient beds at least 1m apatrt;

Perform procedures in an adequately ventilated room; i.e. at least natural
ventilation with at least 160 I/s/patient air flow or negative pressure rooms with at
least 12 air changes per hour (ACH) and controlled direction of air flow when
using mechanical ventilation
Limit the number of persons present in the room to the absolute minimum
required for the patient’s care and support.
Use either single use disposable equipment or dedicated equipment (e.qg.
stethoscopes, blood pressure cuffs and thermometers). If equipment needs to be
shared among patients, clean and disinfect between each patient use (e.g. ethyl
alcohol 70%);
Refrain from touching eyes, nose or mouth with potentially contaminated hands;
Some aerosol generating procedures have been associated with increased
risk of transmission of coronaviruses such as tracheal intubation, non-invasive
ventilation, tracheotomy, cardiopulmonary resuscitation, manual ventilation
before intubation and bronchoscopy. Ensure that HCWs performing aerosol-
generating procedures use PPE with particulate respirator at least as protective
as a NIOSH-certified N95, EU FFP2 or equivalent. When putting on a disposable
particulate respirator, always perform the seal-check. Note that if the wearer has
facial hear (beard) this can prevent a proper respirator fit.
Avoid the movement and transport of patients out of the room or area unless
medically necessary.
Use designated portable X-ray equipment and/or other important diagnostic
equipment.
If transport is required, use pre-determined transport routes to minimize
exposures to staff, other patients and visitors and apply medical mask to patient;
Ensure that HCWs who are transporting patients wear appropriate PPE as
described in this section and perform hand hygiene;
Notify the receiving area of necessary precautions as soon as possible before

the patient’s arrival;
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Routinely clean and disinfect patient-contact surfaces;
Limit the number of HCWs, family members and visitors in contact with a patient
with suspected 2019 nCoV- Acute Respiratory Disease;
Maintain a record of all persons entering the patient’s room including all staff and
visitors.
Duration of contact and droplet precautions for 2019 nCoV- Acute Respiratory
Disease Standard precautions should always be applied at all times. Additional
contact and droplet precautions should continue until the patient is

asymptomatic.

3. Bio Medical Waste Management from suspected case of nCoV

Bio medical waste generated must be segregated at source and discarded as per
biomedical waste management Rules 2016 (amendment 2018,2019)

4. Laundry

All soiled clothing bedding and linen should be gathered without creating much
motion / fluffing.

Do not shake sheets when removing them from the bed.

Always perform hand hygiene after handling soiled laundry items.
Laundry should be disinfected in freshly prepared 1% bleach and then
transported to laundry in tightly sealed and labeled plastic bag.

5. Sample collection, storage and transportation

Collection and handling of laboratory specimens from patients with suspected
2019 nCoV- Acute Respiratory Disease. All specimens collected for laboratory
investigations should be regarded as potentially infectious, and HCWs who
collect, or transport clinical specimens should adhere rigorously to Standard
Precautions to minimize the possibility of exposure to pathogens.

Ensure that HCWs who collect specimens use appropriate PPE (eye protection,

medical mask, long-sleeved gown, gloves).
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If the specimen is collected under aerosol generating procedure, personnel
should wear a particulate respirator at least as protective as a NIOSH-certified
N95, EU FFP2 or equivalent

Ensure that all personnel who transport specimens are trained in safe handling
practices and spill decontamination procedures (As per Hospital Policy).

Samples to be collected:

Nasopharyngeal swab / Nasal Swabs — 2

Throat Swab

Before collecting the samples, it requires to be ensured that neck is in extended
position. Nasopharyngeal swab will be collected with the per nasal swab
provided in the kit, after taking out the swab it is passed along the floor of nasal
cavity and left there for about five second and transferred into VTM and
transported to the designated lab at 4 degree Celsius as soon as possible (same
day).

For collection of samples from throat area the other sterilized swab is swabbed
over the tonsillar area and posterior pharyngeal wall and finally transferred into
VTM and stored and transported to the designated lab at 4 degree Celsius as
soon as possible (same day).

Other respiratory material like endotracheal aspirated / broncheo-alveolar lavage
in patients with more severe respiratory disease can also be collected and
transported in the same way.

Place specimens for transport in leak-proof specimen bags /Zip lock pouch
(secondary container) with the patient’s label on the specimen container (primary
container), and a clearly written laboratory request form.

Ensure that health-care facility laboratories adhere to appropriate biosafety
practices and transport requirements according to the type of organism being
handled.

Deliver all specimens by hand whenever possible.

Document patients full name, age / date of birth of suspected 2019-nCoV case of
potential concern clearly on the accompanying laboratory request form.

Notify the laboratory as soon as possible that the specimen is being transported.
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6. Monitor health of HCWs providing care to cases of 2019-
nCoV Acute Respiratory Disease
HCWs and housekeeping staff providing care to cases of 2019-nCoV acute
respiratory diseases cases shall be monitored daily for development of any
symptoms as per the suspect case definition including charting of their
temperature twice daily for 14 days after last exposure. If they develop any
symptoms then standard protocol laid down for management of suspect case of

2019-nCoV acute respiratory disease shall be followed.

7. Hospital Disinfection (Environmental)

Environmental surfaces or objects contaminated with blood, other body fluids,
secretions or excretions should be cleaned and disinfected using standard
hospital detergents/disinfectants e.g. freshly prepared 1%Sodium Hypochlorite
or5% Lysol. Spray the surface with 0.5% to 1% solution of Sodium Hypochlorite.
The contact period of the chemical with the surface should be min. of 30 Minutes.
Disinfect all external surfaces of specimen containers thoroughly (using an
effective disinfectant) prior to transport. E.g. Sodium hypochlorite at 1%, 500 ppm
available chlorine (i.e. 1:100 dilution of household bleach at initial concentration
of 5%) or5%Lys
Environmental surfaces or objects contaminated with blood, other body fluids,
secretions or excretions should be cleaned and disinfected using standard
hospital detergents/disinfectants e.g. freshly prepared 1%Sodium Hypochlorite
or5% Lysol
Do not spray (i.e. fog) occupied or unoccupied clinical areas with disinfectant.
This is a potentially dangerous practice that has no proven disease control
benefit.
Wear gloves, gown, mask and closed shoes (e.g. boots) when cleaning the
environment and handling infectious waste. Cleaning heavily soiled surfaces
(e.g. soiled with vomit or blood) increases the risk of splashes. On these
occasions, facial protection should be worn in addition to gloves, gown and
closed, resistant shoes. Wear gloves, gown, closed shoes and goggles/facial

protection, when handling liquid infectious waste (e.g. any secretion or excretion
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Ministry of Health & Family Welfare

2019-nCoV Acute Respiratory Disease Prevention and Control Guidelines

Ambulance Transfer

When a suspect case of 2019 nCoV- Acute Respiratory Disease patient has to

be transported, the following precautions should be taken by ambulance personnel

accompanying the patient:

On arrival to the healthcare facility from where the patient is to be transferred

A. Decontaminate hands (alcohol gel/rub) (Fig 1, 2)
B. Don Personal Protective Equipment (PPE): (Fig 3)

A patient requiring Aerosol Generating Precaution: N95 mask with respirator,
gloves, long sleeved fluid repellent gown and goggles (Annexure donning PPE)

C. Inform the hospital of the admission/transfer of a potentially infectious

person

Before leaving the house/healthcare facility

Request patient to wear a surgical mask (if tolerated) and advise on Respiratory
Hygiene and Cough Etiquette

A patient with suspected or confirmed 2019 nCoV- Acute Respiratory Disease
should not travel with other patients

In ambulance

Remove gloves, decontaminate hands and put on new gloves before touching
the patient and before a clean or aseptic procedure, if required. Wearing gloves
does not replace hand hygiene.

Use single use or single patient use medical equipment where possible

Use disposable linen if available
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Arrival to the referral hospital

Before the patient leaves the ambulance ensure arrangements are in place for
receipt of the patient

Transfer patient to the care of hospital staff

After transfer of patient remove PPE (Fig 4)

Perform hand hygiene

Before ambulance is used again

Cleaning and disinfecting (PPE as outlined above should be worn while
cleaning)

Surfaces (stretcher, chair, door handles etc) should be cleaned with a freshly
prepared 1% hypochlorite solution or equivalent

Laundry

Place reusable blankets in a bag, then put into a laundry bag and send for
laundering clearly labelling it so that person in the laundry wears appropriate
PPE before handling or autoclaves it before opening.

Medical equipment

Follow manufacturer’s instructions for cleaning/disinfecting reusable equipment
(see guidelines)

Management of waste

All masks and any waste contaminated with blood or body fluid (including
respiratory secretions) should be disposed of as infectious waste in yellow bag

Management of sharps — per Standard Precautions
Management of spillages of blood and body fluids — per Standard
Precautions

In the ambulance, if the driver's chamber is not separate, driver should also use PPE.
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Fig 1 Hand Hygiene: Moments of Hand Hygiene
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Fig 2 Steps of Hand Hygiene

Hand-washing technique
with soap and water

1 2 3
~
Wet hands Apply enough soap Rub hands palm Rub back of each hand
with water to cover all to palm with palm of other hand

hand surfaces with fingers interlaced

FA—F NI §

Rub palm to palm with Rub with back of fingers  Rub each thumb cdasped Rub tips of fingers in

fingers interlaced to opposing palms with in opposite hand using a opposite palm in a
fingers interlocked rotational movement circular motion
[9 W 10 11 12 i
Rub each wrist with Rinse hands Use elbow to Dry thoroughly with
opposite hand with water turn off tap a single-use towel

5O
Hand washing should take
15-30 seconds

Steps 3-9 are same while using hand rub
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Fig 3 Donning procedures should be diligently & carefully followed as given below.

SEQUENCE FOR PUTTING ON
PERSONAL PROTECTIVE EQUIPMENT (PPE)

The type of PPE used will very based on the level of precautions required, such as stendard and contact, droplet or
sirbarne infection isolation precautions. The procedurs for putting on and removing PPE should be tailorad to the specific
type of FPE.

1. GOWN

* Fully cover torso from neck te knees, arms
to end of wrists, and wrap around the back

= Fasten in back of neck and waist

2. MASK OR RESPIRATOR

= Secure ties or elastic bands at middle
of head and neck

* Fitflexible band to nose bridge

= Fit snug to face and below chin
= Fit-check respirator

3. GOGGLES OR FACE SHIELD

* Place over face and eyes and adjust o fit

4. GLOVES

* Extend to cover wrist of isolation gown

USE SAFEWORK PRACTICES TO PROTECT YOURSELF
AND LIMIT THE SPREAD OF CONTAMINATION

e Keep hands away from face

e Limit surfaces touched

e Change gloves when torn or heavily contaminated
e Perform Hand Hygiene
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Fig 4: Doffing procedures should be diligently & carefully followed as given below:

HOW TO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE)

EXAMPLE 1

There are a variety of ways to safely remove PPE without contaminating your clothing, skin, or mucous membranes with
potentially infectious matenals. Here is one example. Remove all PPE before exiting the patient room except a respirator, if
wom. Remove the respirator after leaving the patient room and closing the door. Remove PPE inthe following sequence:

1. GLOVES

« Qutside of gloves are contaminated!

» |f your hands get contaminated during glove remonval, immediately
svash your hands or use analcohol-based hand sanitwer

« Using a gloved hand, grasp the paim area of the other gloved hand
and peel off first glove

* Hoid removed glove in gloved hand

» Siide fingers of ungloved hand under remaining glove atwrnst and
peel off second glove vver first glove

« Discard gloves m awasle container

2 GOGGLES OR FACE SHIELD

Dutside of gogples or face shield are contamnated!

* I your hands get contaminated during goggle or face shield removal,
immedi ately wash your hands or use an alcobiol -based hand sanitizer

* Remove goggles or face shield from the back by ifting head band or
ear pieces

o | the item 15 reusa ble, place in designated receptacie for
reprocessing. Dthenvise, discard ina waste container

3 GOWN

Gown front and sleeves are contaminated!

* | your hands get contaminated durng gown removal, immediately
wash your hands or use an alcobol-based hand satitzer

* Unfasten gown ties, taking care that sleeve s don’t contactyour body
when reaching forties

* Pull gown away fromneck and shoulders, touching inside of gown only

* Ture gown nside out

* Foldor roll into a bundie and discard ima waste container

4. MASK OR RESPIRATOR

o Front of mask/respirator is contammated — DO NOT TOUCH!

* |f your hands get contaminated durmg mask/frespirator removal,
mmed stety wash your hands or use an alcohol-ba sed hand santizer

* Grasp bottom tiesor elastics of the maskirespirator, then the ones at
the top, and remove without tou ching the front

* Discardin a waste container

5. WASH HANDS OR USE AN
ALCOHOL-BASED HAND SANITIZER
IMMEDIATELY AFTER REMOVING
ALL PPE

._d_\—;o.,
1

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS BECOME CONTAMINATED
AND IMMEDIATELY AFTER REMOVING ALL PPE

References : Dr Ram Manohar Lohia Hospital, New Delhi-110001
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in COVID-19 Pandemic
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PREFACE

These infection prevention and control considerations are for healthcare facilities
providing obstetric care for pregnant patients with confirmed novel coronavirus disease
(COVID-19) or pregnant Persons Under Investigation (PUI) in obstetric healthcare
settings including obstetrical triage, labour and delivery, recovery and inpatient
postpartum settings.

These considerations are based upon the limited evidence available to date about
transmission of the virus that causes COVID-19, and knowledge of other viruses that
cause severe respiratory illness including influenza, severe acute respiratory syndrome
coronavirus (SARS-CoV), and Middle East Respiratory Syndrome coronavirus (MERS-
CoV). The approaches outlined below are intentionally cautious until additional data
become available to refine recommendations for prevention of person-to-person
transmission in inpatient obstetric care settings.

These recommendations are adapted based on guidelines from international
agencies like CDC, ACOG, RCOG, FOGSI and Lancet publications. However, they are
simplified and made user friendly for Indian context. This guidance is prepared
considering resources in our government health settings.

Page |1]|
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Guidance for Management of Pregnant Women
in COVID-19 Pandemic

Obstetric units should take into consideration:

Appropriate isolation of pregnant patients who have confirmed COVID-19
or are Persons Under Investigations

Basic and refresher training for all healthcare personnel to include correct
adherence to infection control practices, Personal Protective Equipment
(PPE) use and handling (preferably by a video presentation)

Sufficient and appropriate PPE supplies positioned at all points of care

Processes to protect new-borns from risk of COVID-19
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1.

11

1.2

1.3

Introduction
Effect of COVID-19 on Pregnancy

Pregnant women do not appear more likely to contract the infection than the
general population. However, pregnancy itself alters the body's immune system and
response to viral infections in general, which can occasionally be related to more
severe symptoms and this will be the same for COVID-19.

Reported cases of COVID-19 pneumonia in pregnancy are milder and with good
recovery.

In other types of coronavirus infection (SARS, MERS), the risks to the mother appear
to increase in particular during the last trimester of pregnancy. There are case
reports of preterm birth in women with COVID-19 but it is unclear whether the
preterm birth was always iatrogenic, or whether some were spontaneous.

Pregnant women with heart disease are at highest risk (congenital or acquired).

The coronavirus epidemic increases the risk of perinatal anxiety and depression, as
well as domestic violence. It is critically important that support for women and
families is strengthened as far as possible; that women are asked about mental
health at every contact

Transmission

With regard to vertical transmission (transmission from mother to baby antenatally
or intrapartum), emerging evidence now suggests that vertical transmission is
probable, although the proportion of pregnancies affected and the significance to
the neonate has yet to be determined.

At present, there are no recorded cases of vaginal secretions being tested positive
for COVID-109.

At present, there are no recorded cases of breast milk being tested positive for
COVID-19.

Effect on Foetus

There are currently no data suggesting an increased risk of miscarriage or early
pregnancy loss in relation to COVID-19.

There is no evidence currently that the virus is teratogenic. Long term data is
awaited.

COVID-19 infection is currently not an indication for Medical Termination of
Pregnancy.
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2.

General Guidelines for Obstetric Health Care Providers

Ob-gyns and other health care practitioners should contact their local and/or state
health department for guidance on testing persons under investigation and should
follow the national protocol.

Health care practitioners should immediately notify infection control personnel at
their health care facility and their local or state health department in the event of a
PUI for COVID-109.

A registry for all women admitted to with confirmed COVID-19 infection in
pregnancy should be maintained. Maternal and neonatal records including
outcome should be completed in detail and preserved for analysis in future.

Health care providers should create a plan to address the possibility of a decreased
health care workforce, potential shortage of personal protective equipment, limited
isolation rooms, and should maximize the use of telehealth across as many aspects
of prenatal care as possible.

Each facility should consider their appropriate space and staffing needs to prevent
transmission of the virus that causes COVID-109.

Pregnant women should be advised to increase their social distancing to reduce the
risk of infection and practice hand hygiene.

Health care practitioners should promptly notify infection control personnel at their
facility of the anticipated arrival of a pregnant patient who has confirmed COVID-19
or is a PUI so that infection control measures can be kept in place.

Intrapartum services should be provided in a way that is safe, with reference to
minimum staffing requirements and the ability to provide emergency obstetric,
anaesthetic and neonatal care where indicated.

A single, asymptomatic birth partner should be permitted to stay with the woman,
at a minimum, through pregnancy and birth. Visitors should be instructed to wear
appropriate PPE, including gown, gloves, face mask, and eye protection.

Women should be met at the maternity unit entrance by staff wearing appropriate
PPE and be provided with a surgical face mask. The face mask should not be
removed until the woman is isolated in a suitable room.

Staff providing care should take Personal Protective Equipment (PPE) precautions as
per national guidance.
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3. Specific Obstetric Management Considerations
3.1 Maedical History

For all pregnant women obtain the following information:

e A detailed travel history

e History of exposure to people with symptoms of COVID-19
e Symptoms of COVID-19

e Coming from hot spot area

e Immunocompromised conditions

3.2 Information to be shared with pregnant women

Pregnant women should be informed as follows:

If you are infected with COVID-19 you are still most
likely to have no symptoms or a mild illness from
which you will make a full recovery.

It you develop more severe symptoms or your
recovery is delayed, this may be a sign that you are
developing a more significant chest infection that
requires enhanced care; you should contact your
Jnaternity care team immediately.

There may be a need to reduce the number of
antenatal visits you have. However, do not reduce
your number of visits without agreeing first with

your maternity team.
\J

3.3 Do’s and Don’ts for Obstetric care providers in COVID-19 Pandemic

e If a woman meets criteria for COVID-19 testing, she should be tested. Until test
results are available, she should be treated as though she has confirmed COVID-19.

¢ Do not delay obstetric management in order to test for COVID-19.

e Elective procedures like induction of labour for indications that are not strictly
necessary, routine growth scans not for a strict guidance-based indication and
routine investigations should be reduced to minimum at discretion of care provider.

e If ultrasound equipment is used, it should be decontaminated after use.
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Management of COVID-19 in Pregnancy

Flowchart for Management in Pregnant Women (Adapted from Lancet)

Pregnant women with SARS-CoV-2 exposure

- Travelled to an affected country within the previous 14 days

- Close contact with a confirmed case of COVID-19 (i.e, <1 metre for »15 minutes, living together, direct contact with body fluids)

\

v

CLINICAL EXAMINATION + RT-PCR (SARS-CoV-2) on deep nasopharyngeal and pharyngeal samples

\l’

ASYMPTOMATIC
No isolation rooms

Y

MONITORING at home
(T® + Respiratory symptoms)

v \’

SARS-CoV-2 SARS-CoV-2
NEGATIVE POSITIVE*
Isolation at home for 14 days
If delivery:
- Breastfeeding as per guidelines
- Mother isolated from newborn
until viral shedding clears
A4 ¥
Stop USG Fetal surveillance:
Monitoring Growth + Doppler / 2 weeks
A

RECOVERY

* PROTECTIVE GEAR

Contact and Airborne additional measures
- FFP2 or N95 mask

- Gloves

- Gown

- Eye protection

¥

SYMPTOMATIC
Fever =38°C AND respiratory symptoms

Y
MONITORING AT HOSPITAL
Isolated room prefer with negative pressure (IRNF)

- Protective gear” for visitors / health personnel
- Delivery and neonatal procedure equipment on site

v v

SARS-CoV-2 SARS-CoV-2
NEGATIVE POSITIVE*

) 4
Isolation at home 14 days
+ Clinical self-monitoring

If symptoms persist:
RETEST (possible false negative)

HOSPITALISATION IN A TERTIARY CENTER

Maternal surveillance:
+T° HR, BR RR (3-4x/day)
+ Chest imaging (high resolution CT-scan or X-ray)

Fetal:

+ FHR (1x/day)

+ Fetal maturation by Betamethasone injection
depending on maternal status (until 34 to 37 WG)

+ IV Antibiotics treatment (depending local protocol)

INTENSIVE CARE UNIT ADMISSION (Quick SOFA Score)

More than 1 following criteria:
- Systolic blood pressure <100mmHg

- Respiratory rate =22
- Glasgow conscious score <15

SEVERE FAILURE CRITERIA (consider cesarean delivery)
- SEPTIC SHOCK

- ACUTE ORGAN FAILURE
- FETAL DISTRESS

DELIVERY

Before 24 WG
if severe maternal illness, consider MTP (if legal)

After 24 WG

- On site / IRNP

- Vaginal delivery (induction of labor + instrumental delivery
when possible unless severe failure criteria)

- Early clamping of umbilical cord and deaning of newborn

- Newborn monitoring in IRNP

- SARS-CoV-2 RT-PCR of the newborn

- Breastfeeding with due precautions and considerations

- Mother isolated from newborn until viral shedding resolves
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4.2 Antenatal Care

e Women should be advised to attend routine antenatal care, tailored to minimum, at
the discretion of the maternal care provider at 12, 20, 28 and 36 weeks of gestation,
unless they meet current self-isolation criteria.

e For women who have had symptoms, appointments can be deferred until 7 days
after the start of symptoms, unless symptoms (aside from persistent cough)
become severe. Foetal Kick count to be maintained.

e If needed to visit health centre, should take own transport or call 108, informing the
ambulance staff about her status.

e For women who are self-quarantined because someone in their household has
possible symptoms of COVID-19, appointments should be deferred for 14 days.

e Any woman who has a routine appointment delayed for more than 3 weeks should
be contacted. (In rural areas ANMs/ASHAs can contact by telephone/ routine
household visits with PPE).

e Even if a woman has previously tested negative for COVID-19, if she presents with
symptoms again, COVID-19 should be suspected.

e Referral to antenatal ultrasound services for foetal growth surveillance is
recommended after 14 days following the resolution of acute illness.

Note:
e The service providers can assess the feasibility of isolation for the patient at home,
especially if in slums/small households, else she could be admitted in hospital or

quarantine facility.

e Also, self-quarantine for close contacts of the pregnant patient tested positive for 14
days.

e Whether she has attended ANC clinic in the last 14 days before testing, if so self-
quarantine of the service providers.

o If a woman tests positive, she should be advised to deliver at least at an FRU
(Rural/SDH), preferably a tertiary facility anticipating the complications during delivery.
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4.3

Intrapartum Care

Once settled in an isolation room, a full maternal and foetal assessment should be
conducted to include:

Assessment of the severity of COVID-19 symptoms, which should follow a multi-
disciplinary team approach including an infectious diseases or medical specialist.

Delivery should be preferably at tertiary care centre.

Maternal observations including temperature, respiratory rate & oxygen saturations.
Confirmation of the onset of labour, as per standard care.

Electronic foetal monitoring using cardiotocograph (CTG).

Hourly oxygen saturation during labour.

Care in Labour

Aim to keep oxygen saturation >94%, titrating oxygen therapy accordingly.

If the woman has signs of sepsis, investigate and treat as per guidance on sepsis in
pregnancy, but also consider active COVID-19 as a cause of sepsis and investigate
according to guidance.

Continuous electronic foetal monitoring in labour is recommended.

There is currently no evidence to favour one mode of birth over another. Mode of
birth should not be influenced by the presence of COVID-19, unless the woman'’s
respiratory condition demands urgent delivery.

There is no evidence that epidural or spinal analgesia or anaesthesia is
contraindicated in the presence of coronaviruses. Epidural analgesia should
therefore be recommended in labour to women with suspected/confirmed COVID-
19 to minimise the need for general anaesthesia if urgent delivery is needed.

In case of deterioration in the woman'’s symptoms, make an individual assessment
regarding the risks and benefits of continuing the labour, versus emergency
caesarean birth if this is likely to assist efforts to resuscitate the mother.

When caesarean birth or other operative procedure is advised, it should be done
after wearing PPE.

An individualised decision should be made regarding shortening the length of the
second stage of labour with elective instrumental birth in a symptomatic woman
who is becoming exhausted or hypoxic.
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4.5 Management of Patients with COVID-19 Admitted to Critical Care

Particular considerations for pregnant women are:

e Hourly observations, monitoring both the absolute values and the trends.
e Titrate oxygen to keep saturations >94%.
e Hourly respiratory rate looking for the rate and trends:

e Young fit women can compensate for deterioration in respiratory function and are
able to maintain normal oxygen saturations before they suddenly decompensate.
So, a rise in the respiratory rate, even if the saturations are normal, may indicate
deterioration in respiratory function and should be managed by starting or
increasing oxygen.

e Radiographic investigations should be performed as for the non-pregnant adult;
this includes chest X-ray and CT of the chest. Chest imaging, especially CT chest, is
essential for the evaluation of the patient with COVID-19 and should be performed
when indicated, and not delayed due to foetal concerns. Abdominal shielding can
be used to protect the foetus as per normal protocols.

e Consider additional investigations to rule out differential diagnoses, e.g. ECG, CTPA
as appropriate, echocardiogram. Do not assume all pyrexia is due to COVID-19 and
also perform full sepsis screening.

e Consider bacterial infection if the white blood cell count is raised (lymphocytes
usually normal or low with COVID-19) and commence antibiotics.

e Apply caution with IV fluid management. Try boluses in volumes of 250-500mls and
then assess for fluid overload before proceeding with further fluid resuscitation.

e The frequency and suitability of foetal heart rate monitoring should be considered
on an individual basis, taking into consideration the gestational age of the foetus
and the maternal condition. If urgent delivery is indicated for foetal reasons, birth
should be expedited as normal, as long as the maternal condition is stable.
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4.6 Postnatal Management

It is unknown whether new-borns with COVID-19 are at increased risk for severe
complications. Transmission after birth via contact with infectious respiratory secretions
is a concern. Facilities should consider temporarily separating (e.g. separate rooms) the
mother who has confirmed COVID-19 or is a PUL, from her baby until the mother’s
transmission-based precautions are discontinued.

Considerations below for temporary separation:

e The risks and benefits of temporary separation of the mother from her baby should
be discussed with the mother by the healthcare team.

e A separate isolation room should be available for the infant while they remain a PUL

e The decision to discontinue temporary separation of the mother from her baby
should be made on a case-by-case basis in consultation with clinicians, infection
prevention and control specialists, and public health officials. Decision should take
into account disease severity, illness signs and symptoms, and results of laboratory
testing for virus that causes COVID-19, SARS-CoV-2 of mother and neonate.

e If colocation (sometimes referred to as “rooming in”) of the new-born with
his/her ill mother in the same hospital room occurs in accordance with the mother’s
wishes or is unavoidable due to facility limitations, facilities should consider
implementing measures to reduce exposure of the new-born to the virus that
causes COVID-109.

e Consider using engineering controls like physical barriers (e.g., a curtain between
the mother and new-born) and keeping the new-born >6 feet away from the ill
mother.

e If no other healthy adult is present in the room to care for the new-born, a mother
who has confirmed COVID-19 or is a PUI should put on a facemask and practice
hand hygienel before each feeding or other close contact with her new-born. The
facemask should remain in place during contact with the new-born. These practices
should continue while the mother is on transmission-based precautions in a
healthcare facility.
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4.10 Anaesthesia and Advice regarding Personal Protective Equipment for
Caesarean Birth

e The level of PPE required by healthcare professionals caring for a woman with
COVID-19 undergoing a caesarean birth should be determined based on the risk of
requiring a general anaesthetic.

e Intubation for general anaesthesia (GA) is an aerosol-generating procedure (AGP).
This significantly increases risk of transmission of coronavirus to the attending staff.

e Regional anaesthesia (spinal, epidural or CSE) is not an AGP.

e For the minority of caesarean births where GA is planned from the outset, all staff in
theatre should wear full PPE, including a filtering face piece level 3 (FFP3) mask. The
scrub team should scrub and don PPE before the GA is commenced.

e For a non-urgent caesarean birth where regional anaesthesia is planned, the risk of
requiring GA is very small. In this situation, all staff not required for siting of the
regional anaesthetic should stay outside theatre until the block is effective. All staff
in theatre should then don PPE with a fluid-resistant surgical mask (FRSM) and eye
protection (to prevent against droplet or fomite spread of the virus).

e In the small proportion of cases in which regional anaesthesia cannot be
successfully achieved, and GA is required, the scrub team should enter the theatre,
scrub and don full PPE, including an FFP3 mask, before the GA is commenced.

e If the risk of requiring conversion to GA is considered significant, the theatre team
should scrub and don full PPE, including an FFP3 mask, before the procedure is
commenced. An example is a woman whose epidural has been suboptimal during
labour, which is ‘topped-up’ for an emergency caesarean birth.

e If the risk of requiring conversion to GA is considered low, the theatre team should
scrub and don PPE with an FRSM with eye protection. Examples include a woman
whose epidural has been working well during labour and has been 'topped-up’ for
an emergency caesarean birth or a woman with a newly sited spinal anaesthetic that
was inserted without difficulty and became effective in the expected timeframe.

4.11 Hand Hygiene

e Hand hygiene includes use of alcohol-based hand sanitizer that contains 60% to
95% alcohol before and after all patient contact, contact with potentially infectious
material, and before putting on and upon removal of PPE, including gloves.

e It can also be performed by washing with soap and water for at least 20 seconds.

e If hands are visibly soiled, use soap and water before returning to alcohol-based
hand sanitizer.
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4.12 Personal Protection Equipment for Management of Suspected/Confirmed
Patient of COVID-19

Respiratory protection

e Triple layered surgical mask.

e NO95 facemasks.

e These are needed when performing an aerosol-generating procedure or in an area
where neonates are being provided respiratory support by CPAP device/ventilator.

Eye protection
e Goggles (will not be usable by those using vision glasses) or face shield.

Body protection

e Long-sleeved water-resistant complete gown including head and shoe cover. A
single piece head to toe water resistant body cover will be ideal for attending
resuscitation in delivery room or OT.

e Hand protection

e  Well-fitting gloves.

Use of Personal Protective Equipment

e Steps in Wearing PPE (Donning)

« Before wearing the PPE for managing a suspected or confirmed COVID-19)
case, proper hand hygiene should be performed. The gown should be
donned first. )

<
« The mask or respirator should be put on next and properly adjusted to fit;
remember to fit check the respirator.

« The goggles or face shield should be donned next and the gloves are\
donned last.

N
 Keep in mind, the combination of PPE used, and therefore the sequence for

donning, will be determined by the precautions that need to be taken.

e Steps in Removing PPE (Doffing)

Wearing the PPE correctly will protect the healthcare worker from contamination. After
the patient has been examined or desired procedure is performed, the removal of the
PPE is a critical and important step that needs to be carefully carried out in order to
avoid self-contamination because the PPE could by now be contaminated.
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*The gloves are removed first because they are considered a heavily contaminated
item. Use of alcohol-based hand disinfectant should be considered before removing
the gloves. Dispose of the gloves in a biohazard bin.

gloves should be worn to further continue doffing procedure. Using a new pair of
gloves will prevent selfcontamination. Unbuttoning of the backside of the gown
performed by an assistant. Removal of gown to be performed by grabbing the
back side of the gown and pulling it away from the body. Single-use gowns can
now be disposed of; reusable gowns have to be placed in a bag or container for

«After the removal of gloves, hand hygiene should be performed, and a new pair T
disinfection.

«After the gown, the goggles should be removed and either disposed if they are
single-use, or placed in a bag or container for disinfection. In order to remove the
goggles, a finger should be placed under the textile elastic strap in the back of the
head and the goggles taken off. Touching the front part of the goggles, which can
be contaminated, should be avoided. If goggles with temples are used, they should
be removed as per manufacturer’'s recommendations.

respirator/mask, a finger or thumb should be placed under the straps in the bac
and the respirator taken off. The respirator (or the surgical mask) should be
disposed of after removal. It is important to avoid touching the respirator/mask

*The respirator/ mask should be removed next. In order to remove thj
k
with the gloves (except for the straps) during its removal.

The last PPE items that should be removed are the new set of gloves that were worn
after disposal of the contaminated gloves. Use of alcohol-based solution should be
considered before removing the gloves. The gloves should be removed Dispose of
the gloves in a biohazard bin.

«After glove removal, hand hygiene should be performed.

e
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Guidelines for Liver Transplantation and COVID-19 infection

These guidelines have been prepared by Liver Transplant Society of India (LTSI). In view of rapidly
changing scenario of COVID-19 infection in India, these guidelines may be revised/updated
accordingly.

Covid-19 is caused by the novel coronavirus named Severe Acute Respiratory Syndrome
Coronavirus-2 (SARS-CoV2) that emerged in Hubei, Wuhan province of China in December 2019. It
has now been declared as Global Pandemic. Immunocompromised patients are at a greater risk and
there is an immediate need of guidelines for liver transplantation in India, both in deceased donor
Liver Transplant (DDLT) and living donor Liver Transplant (LDLT) Centres. Also, health care
transmissions of COVID-19 have occurred and given the potential for greater infectivity, strict
isolation precautions should be followed for anyone with suspected SARS-CoV 2.

Guidelines for issues specific to Liver Transplant

A. Status of doing Liver Transplant

1. With the currently available knowledge, it is likely that the COVID---19 pandemic in
India is going to be prolonged. This is likely to have an impact on the patients who are in
need of liver transplants in the country. As the current situation is not ideal for liver
transplantation, it should be done cautiously in selected situations.

2. Acute liver failure (ALF) - can be done as usual after medical therapy has failed.

3. Acute-on-Chronic Liver Failure (ACLF with organ failure) - decision for transplantation
should be based on individual’s centre’s discretion

B. Deceased donor Liver Transplant (DDLT)
1. Elective DDLT should be done only if donor is COVID-19 negative (both RT-PCR and
Serologic test negative).

C. Living donor liver transplant (LDLT)

1. The current situation is not appropriate for routine living donor liver transplant
activity. Transplants for Acute Liver failure as well for Acute on Chronic liver failure
with organ failure can be done. For other cases, the urgency of liver transplants to be
decided by the individual centers on case-to-case basis.

D. Testing for COVID-19
1. All donors and recipients must undergo testing for COVID-19 as per the national
guidelines. Liver transplant should only be carried out if both donor and recipient test
negative (both serology and RT-PCR). The timing of the tests should be immediately
before the transplant operation. One set of tests (RT-PCR) was deemed mandatory, but
a second set of tests would be desirable if transplant is not being carried out
immediately.

E. Positive COVID-19 Test Pre-Transplant
1. If donor / recipient test positive, then the transplant should be put on hold.
Subsequently, it can be carried out if they test negative on 2 consecutive tests, and are
declared clear of the COVID-19 infection.
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Positive COVID-19 Test post-Transplant:

1. Should the donor or the recipient test positive for COVID-19 post-transplant, treatment
including Hydroxychloroquine may be offered after consultation with the infectious
disease team. Cardiac workup especially QTc interval is vital. The decision regarding
immunosuppressive therapy was left to the individual centers with options of either
withholding in cases of severe infection/pneumonia versus reducing the doses in
asymptomatic cases.

. Personal Protective Gear (PPE):
1. The transplant operation should be carried out with full personal protective gear as
specified by the hospital guidelines.

. Consent:

1. Consent for transplant during the COVID-19 pandemic should clearly mention the
possible impact of COVID-19 on the transplant, including false negative rates of the
current tests, and the risks of acquiring the infection during their hospital stay/visits.

Donor surgery:
1. One should avoid minimally invasive surgery and prefer open surgeries during the
pandemic in keeping with general guidelines for surgeries during this period.

Follow up post-transplant

1. Patients should follow up with their respective centres as usual. All routine follow up
visits to be done online via telemedicine

2. However, those patients with post-transplant emergencies should attend hospital as
usual

. Care of sick recipients on waitist
1. The management of recipients for various medical complications to be continued in the
hospital, including ICU admissions

Prophylactic medications for COVID-19
1. Atpresent, there is no recommendation for prophylactic medications or vaccinations for
transplant patients

. Advisory for transplant recipients for COVID-19
1. All transplant recipients should be sent an advisory from the respective transplant
centre regarding various do’s and don’ts for prevention of COVID-19 infection

. Testing of Transplant Professionals
1. This should be done selectively if there has been a positive case of COVID-19 in the
concern hospital.
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Guidelines on Clinical management of severe acute respiratory illness (SARI) in
suspect/confirmed novel coronavirus (nCoV) cases

Coronaviruses are respiratory viruses and broadly distributed in humans and other mammals. Some
causing illness in people and others that circulate among animals, including camels, cats and bats.
Rarely, animal corona viruses can evolve and infect people and then spread between people such as
has been seen with MERS and SARS. Although most human coronavirus infections are mild, the
epidemics of the severe acute respiratory syndrome coronavirus (SARS-CoV) and Middle East
respiratory syndrome coronavirus (MERS-CoV), have caused more than 10000 cumulative cases in
the past two decades, with mortality rates of 10% for SARS-CoV and 37% for MERS-CoV.
The current outbreak was initially noticed in a seafood market in Wuhan city in Hubei Province of
China on 12th December, 2019 and has spread across China and many countries.

Purpose and scope of document

This document is intended for clinicians taking care of hospitalised adult and paediatric patients with
severe acute respiratory infection (SARI) when an nCoV infection is suspected. It is not meant to
replace clinical judgment or specialist consultation but rather to strengthen clinical management of
these patients and provide to up-to-date guidance. Best practices for SARI including IPC and
optimized supportive care for severely ill patients are essential.

This document aims to provide clinicians with updated interim guidance on timely, effective, and safe
supportive management of patients with nCoV and SARI, particularly those with critical illness. The
recommendations in this document are derived from WHO publications.

A. Triage: Early recognition of patients with SARI associated with nCoV infection.

The purpose of triage is to recognize and sort all patients with SARI at first point of contact with
health care system (such as the emergency department). Consider nCOV as a possible etiology of
SARI under certain conditions (see Table 1). Triage patients and start emergency treatments based
based on disease severity.

Table 1: Definitions of patients with SARI, suspected of nCoV*

SARI An ARI with history of fever or measured temperature >38 C° and cough;
onset within the last ~10 days; and requiring hospitalization. However, the
absence of fever does NOT exclude viral infection.

Surveillance case 1. Severe acute respiratory infection (SARI) in a person, with history of
definitions for fever and cough requiring admission to hospital, with no other etiology
nCoV* that fully explains the clinical presentation' (clinicians should also be

alert to the possibility of atypical presentations in patients who are
immunocompromised);

AND any of the following:

a) A history of travel to Wuhan, Hubei Province China in the 14
days prior to symptom onset; or

b) 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; or

c) 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

2. A person with acute respiratory illness of any degree of severity who,
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within 14 days before onset of illness, had any of the following
exposures:
a) close physical contact? with a confirmed case of nCoV infection,
while that patient was symptomatic; or
b) a healthcare facility in a country where hospital-associated nCoV
infections have been reported;

* see https://mohfw.gov.in/media/disease-alerts for latest case definition

1- Testing should be according to local guidance for management of community-acquired pneumonia. Examples of other
etiologies include Streptococcus pneumoniae, Haemophilus influenza type B, Legionella pneumophila, other recognized
primary bacterial pneumonias, influenza viruses, and respiratory syncytial virus.

2- Close contact is defined as:

e Health care associated exposure, including providing direct care for nCoV patients, working with health care

workers infected with nCoV, visiting patients or staying in the same close environment of a nCoV patient

e  Working together in close proximity or sharing the same classroom environment with a with nCoV patient

e  Traveling together with nCoV patient in any kind of conveyance

e  Living in the same household as a nCoV patient
The epidemiological link may have occurred within a 14-day period before or after the onset of illness in the case under
consideration

Novel Coronavirus may present with mild, moderate, or severe illness; the latter includes severe
pneumonia, ARDS, sepsis and septic shock. Early recognition of suspected patients allows for timely
initiation of IPC (see Table 2). Early identification of those with severe manifestations (see Table 2)
allows for immediate optimized supportive care treatments and safe, rapid admission (or referral) to
intensive care unit according to institutional or national protocols. For those with mild illness,
hospitalization may not be required unless there is concern for rapid deterioration. All patients
discharged home should be instructed to return to hospital if they develop any worsening of illness.

Table 2: Clinical syndromes associated with nCoV infection

Uncomplicated | Patients with uncomplicated upper respiratory tract viral infection, may have non-
illness specific symptoms such as fever, cough, sore throat, nasal congestion, malaise,
headache, muscle pain or malaise. The elderly and immunosuppressed may present
with atypical symptoms. These patients do not have any signs of dehydration,
sepsis or shortness of breath

Mild Patient with pneumonia and no signs of severe pneumonia.

pneumonia Child with non-severe pneumonia has cough or difficulty breathing + fast
breathing: fast breathing (in breaths/min): <2 months, >60; 2—11 months, >50; 1-5
years, >40 and no signs of severe pneumonia

Severe Adolescent or adult: fever or suspected respiratory infection, plus one of
pneumonia respiratory rate >30 breaths/min, severe respiratory distress, or SpO2 <90% on
room air

Child with cough or difficulty in breathing, plus at least one of the following:
central cyanosis or SpO2 <90%; severe respiratory distress (e.g. grunting, very
severe chest indrawing); signs of pneumonia with a general danger sign: inability
to breastfeed or drink, lethargy or unconsciousness, or convulsions. Other signs of
pneumonia may be present: chest indrawing, fast breathing (in breaths/min): <2
months, >60; 2-11 months, >50; 1-5 years, >40. The diagnosis is clinical; chest
imaging can exclude complications.

Acute Onset: new or worsening respiratory symptoms within one week of known clinical
Respiratory insult.

Distress Chest imaging (radiograph, CT scan, or lung ultrasound): bilateral opacities,
Syndrome not fully explained by effusions, lobar or lung collapse, or nodules.
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Origin of oedema: respiratory failure not fully explained by cardiac failure or fluid

overload. Need objective assessment (e.g. echocardiography) to exclude

hydrostatic cause of oedema if no risk factor present.

Oxygenation (adults):

e Mild ARDS: 200 mmHg < PaO2/FiO2 < 300 mmHg (with PEEP or CPAP >5
cm H;0, or non-ventilated)

e Moderate ARDS: 100 mmHg < PaO2/FiO2 <200 mmHg with PEEP >5 cm
H0, or non-ventilated)

e Severe ARDS: PaO2/FiO2 < 100 mmHg with PEEP >5 cmH2O, or non-
ventilated)

e When PaO; is not available, SpO2/FiO, <315 suggests ARDS (including in
non-ventilated patients)

Oxygenation (children; note Ol = Oxygenation Index and OSI = Oxygenation

Index using SpO2)

e Bilevel NIV or CPAP >5 cmH2O via full face mask: PaO2/FiO, <300 mmHg
or SpO,/Fi0; <264

e Mild ARDS (invasively ventilated): 4 <OI <8 or 5<0OSI<7.5

e Moderate ARDS (invasively ventilated): 8 <OI <16 or 7.5 <OSI<12.3

e Severe ARDS (invasively ventilated): Ol > 16 or OSI > 12.3

Sepsis

Adults: life-threatening organ dysfunction caused by a dysregulated host response
to suspected or proven infection, with organ dysfunction. Signs of organ
dysfunction include: altered mental status, difficult or fast breathing, low oxygen
saturation, reduced urine output, fast heart rate, weak pulse, cold extremities or low
blood pressure, skin mottling, or laboratory evidence of coagulopathy,
thrombocytopenia, acidosis, high lactate or hyperbilirubinemia.

Children: suspected or proven infection and >2 SIRS criteria, of which one must
be abnormal temperature or white blood cell

count

Septic
shock

Adults: persisting hypotension despite volume resuscitation, requiring
vasopressors to maintain MAP >65 mmHg and serum lactate level >2 mmol/L
Children: any hypotension (SBP <5th centile or >2 SD below normal for age) or
2-3 of the following: altered mental state; tachycardia or bradycardia (HR <90 bpm
or >160 bpm in infants and HR <70 bpm or >150 bpm in children); prolonged
capillary refill (>2 sec) or warm vasodilation with bounding pulses; tachypnea;
mottled skin or petechial or purpuric rash; increased lactate; oliguria; hyperthermia
or hypothermia

B. Immediate implementation of appropriate IPC measures

IPC is a critical and integral part of clinical management of patients and should be initiated at the
point of entry of the patient to hospital (typically the Emergency Department). Standard precautions
should always be routinely applied in all areas of health care facilities. Standard precautions include
hand hygiene; use of PPE to avoid direct contact with patients’ blood, body fluids, secretions
(including respiratory secretions) and non-intact skin. Standard precautions also include prevention of
needle-stick or sharps injury; safe waste management; cleaning and disinfection of equipment; and
cleaning of the environment.

Table 3: How to implement infection prevention and control measures for patients with suspected or
confirmed nCoV infection

At triage

e Give suspect patient a medical mask and direct patient to separate area, an
isolation room if available. Keep at least 1meter distance between suspected
patients and other patients. Instruct all patients to cover nose and mouth
during coughing or sneezing with tissue or flexed elbow for others. Perform
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hand hygiene after contact with respiratory secretions

Apply droplet
precautions

Droplet precautions prevent large droplet transmission of respiratory viruses.
Use a medical mask if working within 1-2 metres of the patient. Place patients
in single rooms, or group together those with the same etiological diagnosis.
If an etiological diagnosis is not possible, group patients with similar clinical
diagnosis and based on epidemiological risk factors, with a spatial separation.
When providing care in close contact with a patient with respiratory
symptoms (e.g. coughing or sneezing), use eye protection (face-mask or
goggles), because sprays of secretions may occur. Limit patient movement
within the institution and ensure that patients wear medical masks when
outside their rooms

Apply contact
precautions

Droplet and contact precautions prevent direct or indirect transmission from
contact with contaminated surfaces or equipment (i.e. contact with
contaminated oxygen tubing/interfaces). Use PPE (medical mask, eye
protection, gloves and gown) when entering room and remove PPE when
leaving. If possible, use either disposable or dedicated equipment (e.g.
stethoscopes, blood pressure cuffs and thermometers). If equipment needs to
be shared among patients, clean and disinfect between each patient use.
Ensure that health care workers refrain from touching their eyes, nose, and
mouth with potentially contaminated gloved or ungloved hands. Avoid
contaminating environmental surfaces that are not directly related to patient
care (e.g. door handles and light switches). Ensure adequate room ventilation.
Avoid movement of patients or transport. Perform hand hygiene

Apply airborne
precautions
when
performing an
aerosol
generating
procedure

Ensure that healthcare workers performing aerosol-generating procedures (i.e.
open suctioning of respiratory tract, intubation, bronchoscopy,
cardiopulmonary resuscitation) use PPE, including gloves, long-sleeved
gowns, eye protection, and fit-tested particulate respirators (N95 or
equivalent, or higher level of protection). (The scheduled fit test should not be
confused with user seal check before each use.) Whenever possible, use
adequately ventilated single rooms when performing aerosol-generating

procedures, meaning negative pressure rooms with minimum of 12 air
changes per hour or at least 160 litres/second/patient in facilities with natural
ventilation. Avoid the presence of unnecessary individuals in the room. Care
for the patient in the same type of room after mechanical ventilation
commences

Abbreviations: ARI, acute respiratory infection; PPE, personal protective equipment

C.

Early supportive therapy and monitoring

Give supplemental oxygen therapy immediately to patients with SARI and respiratory distress,
hypoxaemia, or shock: Initiate oxygen therapy at 5 L/min and titrate flow rates to reach target
SpO2 >90% in non-pregnant adults and SpO, >92-95 % in pregnant patients. Children with
emergency signs (obstructed or absent breathing, severe respiratory distress, central cyanosis,
shock, coma or convulsions) should receive oxygen therapy during resuscitation to target SpO.
>94%; otherwise, the target SpO: is >90%. All areas where patients with SARI are cared for
should be equipped with pulse oximeters, functioning oxygen systems and disposable, single-use,
oxygen-delivering interfaces (nasal cannula, simple face mask, and mask with reservoir bag). Use
contact precautions when handling contaminated oxygen interfaces of patients with nCoV
infection

Use conservative fluid management in patients with SARI when there is no evidence of shock:
Patients with SARI should be treated cautiously with intravenous fluids, because aggressive fluid
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e Use appropriate PPE for specimen collection (droplet and contact precautions for URT
specimens; airborne precautions for LRT specimens). When collecting URT samples, use viral
swabs (sterile Dacron or rayon, not cotton) and viral transport media. Do not sample the nostrils
or tonsils. In a patient with suspected novel coronavirus, especially with pneumonia or severe
illness, a single URT sample does not exclude the diagnosis, and additional URT and LRT
samples are recommended. LRT (vs. URT) samples are more likely to be positive and for a longer
period. Clinicians may elect to collect only LRT samples when these are readily available (for
example, in mechanically ventilated patients). Sputum induction should be avoided due to
increased risk of increasing aerosol transmission.

Dual infections with other respiratory viral infections have been found in SARS and MERS cases. At
this stage we need detailed microbiologic studies in all suspected cases. Both URT and LRT
specimens can tested for other respiratory viruses, such as influenza A and B (including zoonotic
influenza A), respiratory syncytial virus, parainfluenza viruses, rhinoviruses, adenoviruses,
enteroviruses (e.g. EVD68), human metapneumovirus, and endemic human coronaviruses (i.e. HKU1,
0OC43, NL63, and 229E). LRT specimens can also be tested for bacterial pathogens, including
Legionella pneumophila

In hospitalized patients with confirmed nCoV infection, repeat URT and LRT samples should be
collected to demonstrate viral clearance. The frequency of specimen collection will depend on local
circumstances but should be at least every 2 to 4 days until there are two consecutive negative results
(both URT and LRT samples if both are collected) in a clinically recovered patient at least 24 hours
apart. If local infection control practice requires two negative results before removal of droplet
precautions, specimens may be collected as often as daily

E. Management of hypoxemic respiratory failure and ARDS

Recognize severe hypoxemic respiratory failure when a patient with respiratory distress is failing
standard oxygen therapy. Patients may continue to have increased work of breathing or hypoxemia
even when oxygen is delivered via a face mask with reservoir bag (flow rates of 10-15 L/min, which
is typically the minimum flow required to maintain bag inflation; FiO, 0.60-0.95). Hypoxemic
respiratory failure in ARDS commonly results from intrapulmonary ventilation-perfusion mismatch or
shunt and usually requires mechanical ventilation

High-flow nasal oxygen (HFNO) or non-invasive ventilation (NIV) should only be used in selected
patients with hypoxemic respiratory failure. The risk of treatment failure is high in patients with
MERS treated with NIV, and patients treated with either HFNO or NIV should be closely monitored
for clinical deterioration. HFNO systems can deliver 60 L/min of gas flow and FiO, up to 1.0;
paediatric circuits generally only handle up to 15 L/min, and many children will require an adult
circuit to deliver adequate flow. Compared to standard oxygen therapy, HFNO reduces the need for
intubation. Patients with hypercapnia (exacerbation of obstructive lung disease, cardiogenic
pulmonary oedema), hemodynamic instability, multi-organ failure, or abnormal mental status should
generally not receive HFNO, although emerging data suggest that HFNO may be safe in patients with
mild-moderate and non-worsening hypercapnia.25 Patients receiving HFNO should be in a monitored
setting and cared for by experienced personnel capable of endotracheal intubation in case the patient
acutely deteriorates or does not improve after a short trial (about 1 hr). Evidence-based guidelines on
HFNO do not exist, and reports on HFNO in MERS patients are limited.
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NIV guidelines make no recommendation on use in hypoxemic respiratory failure (apart from
cardiogenic pulmonary oedema and post-operative respiratory failure) or pandemic viral illness
(referring to studies of SARS and pandemic influenza). Risks include delayed intubation, large tidal
volumes, and injurious transpulmonary pressures. Limited data suggest a high failure rate when
MERS patients receive NIV. Patients receiving a trial of NIV should be in a monitored setting and
cared for by experienced personnel capable of endotracheal intubation in case the patient acutely
deteriorates or does not improve after a short trial (about 1 hr). Patients with hemodynamic instability,
multiorgan failure, or abnormal mental status should not receive NIV.

Recent publications suggest that newer HFNO and NIV systems with good interface fitting do not
create widespread dispersion of exhaled air and therefore should be associated with low risk of
airborne transmission.

Endotracheal intubation should be performed by a trained and experienced provider using airborne
precautions. Patients with ARDS, especially young children or those who are obese or pregnant, may
desaturate quickly during intubation. Pre-oxygenate with 100% FiO, for 5 minutes, via a face mask
with reservoir bag, bag-valve mask, HFNO, or NIV. Rapid sequence intubation is appropriate after an
airway assessment that identifies no signs of difficult intubation.

Implement mechanical ventilation using lower tidal volumes (4-8 ml/kg predicted body weight,
PBW) and lower inspiratory pressures (plateau pressure <30 cmH;0). This is a strong
recommendation from a clinical guideline for patients with ARDS, and is suggested for patients with
sepsis-induced respiratory failure who do not meet ARDS criteria. The initial tidal volume is 6 ml/kg
PBW; tidal volume up to 8 ml/kg PBW is allowed if undesirable side effects occur (e.g.
dyssynchrony, pH <7.15). Hypercapnia is permitted if meeting the pH goal of 7.30-7.45. Ventilator
protocols are available. The use of deep sedation may be required to control respiratory drive and
achieve tidal volume targets. Although high driving pressure (plateau pressure—PEEP) may more
accurately predict increased mortality in ARDS compared to high tidal volume or plateau pressure,
RCTs of ventilation strategies that target driving pressure are not currently available.

In patients with severe ARDS, prone ventilation for >12 hours per day is recommended. Application
of prone ventilation is strongly recommended for adult and paediatric patients with severe ARDS but
requires sufficient human resources and expertise to be performed safely.

Use a conservative fluid management strategy for ARDS patients without tissue hypoperfusion.

In patients with moderate or severe ARDS, higher PEEP instead of lower PEEP is suggested. PEEP
titration requires consideration of benefits (reducing atelectrauma and improving alveolar recruitment)
vs. risks (end-inspiratory overdistension leading to lung injury and higher pulmonary vascular
resistance). Tables are available to guide PEEP titration based on the FiO; required to maintain SpO..
A related intervention of recruitment manoeuvres (RMs) is delivered as episodic periods of high
continuous positive airway pressure [30—40 cm H,O], progressive incremental increases in

PEEP with constant driving pressure, or high driving pressure; considerations of benefits vs. risks are
similar. Higher PEEP and RMs were both conditionally recommended in a clinical practice guideline.
For PEEP, the guideline considered an individual patient data meta-analysis of 3 RCTs. However, a
subsequent RCT of high PEEP and prolonged high-pressure RMs showed harm, suggesting that the
protocol in this RCT should be avoided. Monitoring of patients to identify those who respond to the
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initial application of higher PEEP or a different RM protocol, and stopping these interventions in non-
responders, is suggested.

In patients with moderate-severe ARDS (PaO./FiO, <150), neuromuscular blockade by continuous
infusion should not be routinely used. One trial found that this strategy improved survival in patients
with severe ARDS (PaO2/FiO2 <150) without causing significant weakness, but results of a recent
larger trial found that use of neuromuscular blockage with high PEEP strategy was not associated with
survival when compared to a light sedation strategy without neuromuscular blockade. Continuous
neuromuscular blockade may still be considered in patients with ARDS in certain situations:
ventilator dyssnchony despite sedation, such that tidal volume limitation cannot be reliably achieved;
or refractory hypoxemia or hypercapnia.

In settings with access to expertise in extracorporeal life support (ECLS), consider referral of patients
with refractory hypoxemia despite lung protective ventilation. A recent guideline made no
recommendation about ECLS in patients with ARDS. Since then, an RCT of ECLS for patients with
ARDS was stopped early and found no statistically significant difference in the primary outcome of
60-day mortality between ECLS and standard medical management (including prone positioning and
neuromuscular blockade). However, ECLS was associated with a reduced risk of the composite
outcome of mortality and crossover to ECLS, and a post hoc Bayesian analysis of this RCT showed
that ECLS is very likely to reduce mortality across a range of prior assumptions. In patients with
MERS-CoV infection, ECLS vs. conventional treatment was associated with reduced mortality in a
cohort study. ECLS should only be offered in expert centres with a sufficient case volume to maintain
expertise and that can apply the IPC measures required for nCoV patients

Avoid disconnecting the patient from the ventilator, which results in loss of PEEP and
atelectasis. Use in-line catheters for airway suctioning and clamp endotracheal tube when
disconnection is required (for example, transfer to a transport ventilator)

F. Management of septic shock

Recognize septic shock in adults when infection is suspected or confirmed AND vasopressors are
needed to maintain mean arterial pressure (MAP) >65 mmHg AND lactate is >2 mmol/L, in absence
of hypovolemia. Recognize septic shock in children with any hypotension (systolic blood pressure
[SBP] <5th centile or >2 SD below normal for age) or 2-3 of the following: altered mental state;
tachycardia or bradycardia (HR <90 bpm or >160 bpm in infants and HR <70 bpm or >150 bpm in
children); prolonged capillary refill (>2 sec) or warm vasodilation with bounding pulses; tachypnea;
mottled skin or petechial or purpuric rash; increased lactate; oliguria; hyperthermia or hypothermia.

In the absence of a lactate measurement, use MAP and clinical signs of perfusion to define shock.
Standard care includes early recognition and the following treatments within 1 hour of recognition:
antimicrobial therapy and fluid loading and vasopressors for hypotension. The use of central venous
and arterial catheters should be based on resource availability and individual patient needs. Detailed
guidelines are available for the management of septic shock in adults and children.

In resuscitation from septic shock in adults, give at least 30 ml/kg of isotonic crystalloid in adults in
the first 3 hours. In resuscitation from septic shock in children in well-resourced settings, give 20
ml/kg as a rapid bolus and up to 40-60 ml/kg in the first 1 hr.
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Do not use hypotonic crystalloids, starches, or gelatins for resuscitation.

Fluid resuscitation may lead to volume overload, including respiratory failure. If there is no response
to fluid loading and signs of volume overload appear (for example, jugular venous distension,
crackles on lung auscultation, pulmonary oedema on imaging, or hepatomegaly in children), then
reduce or discontinue fluid administration. This step is particularly important where mechanical
ventilation is not available. Alternate fluid regimens are suggested when caring for children in
resource-limited settings.

Crystalloids include normal saline and Ringer’s lactate. Determine need for additional fluid boluses
(250-1000 ml in adults or 10-20 ml/kg in children) based on clinical response and improvement of
perfusion targets. Perfusion targets include MAP (>65 mmHg or age-appropriate targets in children),
urine output (>0.5 ml/kg/hr in adults, 1 ml/kg/hr in children), and improvement of skin mottling,
capillary refill, level of consciousness, and lactate. Consider dynamic indices of volume
responsiveness to guide volume administration beyond initial resuscitation based on local resources
and experience. These indices include passive leg raises, fluid challenges with serial stroke volume
measurements, or variations in systolic pressure, pulse pressure, inferior vena cava size, or stroke
volume in response to changes in intrathoracic pressure during mechanical ventilation.

Starches are associated with an increased risk of death and acute kidney injury vs. crystalloids. The
effects of gelatins are less clear, but they are more expensive than cyrstalloids. Hypotonic (vs.
isotonic) solutions are less effective at increasing intravascular volume. Surviving Sepsis also
suggests albumin for resuscitation when patients require substantial amounts of crystalloids, but this
conditional recommendation is based on low-quality evidence.

Administer vasopressors when shock persists during or after fluid resuscitation. The initial
blood pressure target is MAP >65 mmHg in adults and age-appropriate targets in children.

If central venous catheters are not available, vasopressors can be given through a peripheral 1V, but
use a large vein and closely monitor for signs of extravasation and local tissue necrosis. If
extravasation occurs, stop infusion. Vasopressors can also be administered through intraosseous
needles.

If signs of poor perfusion and cardiac dysfunction persist despite achieving MAP target with fluids
and vasopressors, consider an inotrope such as dobutamine

Vasopressors (i.e. norepinephrine, epinephrine, vasopressin, and dopamine) are most safely given
through a central venous catheter at a strictly controlled rate, but it is also possible to safely
administer them via peripheral vein and intraosseous needle. Monitor blood pressure frequently and
titrate the vasopressor to the minimum dose necessary to maintain perfusion and prevent side effects.
Norepinephrine is considered first-line in adult patients; epinephrine or vasopressin can be added to
achieve the MAP target. Because of the risk of tachyarrhythmia, reserve dopamine for selected
patients with low risk of tachyarrhythmia or those with bradycardia. In children with cold shock
(more common), epinephrine is considered first-line, while norepinephrine is used in patients with
warm shock (less common).
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G. Prevention of complications

Implement the following interventions (Table 4) to prevent complications associated with critical
illness. These interventions are based on Surviving Sepsis or other guidelines, and are generally
limited to feasible recommendations based on high quality evidence.

Table 4: Prevention of complications

Anticipated Interventions

Outcome

Reduce days of e Use weaning protocols that include daily assessment for readiness to breathe
invasive spontaneously

mechanical ¢ Minimize continuous or intermittent sedation, targeting specific titration
ventilation endpoints (light sedation unless contraindicated) or with daily interruption

of continuous sedative infusions

Reduce incidence
of ventilator
associated
pneumonia

Oral intubation is preferable to nasal intubation in adolescents and adults
Keep patient in semi-recumbent position (head of bed elevation 30-45°)

Use a closed suctioning system; periodically drain and discard condensate in
tubing

Use a new ventilator circuit for each patient; once patient is ventilated,
change circuit if it is soiled or damaged but not routinely

Change heat moisture exchanger when it malfunctions, when soiled, or
every 57 days

Reduce incidence
of venous
thromboembolism

Use pharmacological prophylaxis (low molecular-weight heparin [preferred
if available] or heparin 5000 units subcutaneously twice daily) in
adolescents and adults without contraindications. For those with
contraindications, use mechanical prophylaxis (intermittent pneumatic
compression devices).

Reduce incidence
of catheter related
bloodstream
infection

Use a checklist with completion verified by a real-time observer as reminder
of each step needed for sterile insertion and as a daily reminder to remove
catheter if no longer needed

Reduce incidence
of pressure
ulcers

Turn patient every two hours

Reduce incidence
of stress ulcers
and
gastrointestinal
bleeding

Give early enteral nutrition (within 24-48 hours of admission)

Administer histamine-2 receptor blockers or proton-pump inhibitors in
patients with risk factors for Gl bleeding. Risk factors for gastrointestinal
bleeding include mechanical ventilation for >48 hours, coagulopathy, renal
replacement

therapy, liver disease, multiple comorbidities, and higher organ failure score

Reduce incidence
of ICU-related
weakness

Actively mobilize the patient early in the course of illness when safe to do
o)

H. Specific anti-Novel-CoV treatments and clinical research

There is no current evidence from RCTs to recommend any specific anti-nCoV treatment for patients
with suspected or confirmed nCoV. Unlicensed treatments should be administered only in the context
of ethically-approved clinical trials or the Monitored Emergency Use of Unregistered Interventions
Framework (MEURI), with strict monitoring.
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All hospitals identified to screen and admit patients with 2019 nCoV- Acute Respiratory

GUIDELINES FOR SCREENING CENTRES

Disease should conform to these guidelines. ldentified hospitals would have a

separate screening area to screen outdoor patients and an isolation facility to admit

those requiring indoor treatment.

For clarity, these guidelines are in six parts:

(i)

(ii)
(iii)
(iv)
(v)
(vi)

Gener

Generic Guidelines

Guidelines for pre hospital care
Guidelines for the screening centre
Guidelines for isolation facility
Guidelines for critical care

Mortuary care.

ic guidelines

Standard Precautions to be followed at all patient care areas: hand hygiene,
gloves and use of personal protective equipment (PPE) to avoid direct contact
with patient’s blood, body fluids, secretions and non-intact skin, prevention of
needle stick/sharp injury and cleaning and disinfection of the environment and
equipment.

Droplet precautions to be followed when caring for patients with 2019 nCoV-
Acute Respiratory Disease (masks, respirators and eye shield) in isolation
facilities.

Airborne and Contact Precautions should complement Standard Precautions
while managing case of 2019 nCoV- Acute Respiratory Disease in critical care
facilities.

Hospitals should follow the hospital waste management protocols as per the
hospital waste management rules.

Dead body should be handled using full cover of PPE.

Guidelines for Pre Hospital Care

All identified hospitals to have advanced life support ambulance.

Designated paramedic and driver for the ambulance.

93



The ambulance staff should follow standard precautions while handling the
patient and airborne precautions if aerosol generating procedures are done.
Triple layer surgical masks should be available and worn during transport.

As far as possible the movements should be restricted.

During transport, optimize the vehicle’s ventilation to increase the volume of air
exchange (e.g. opening the windows). When possible, use vehicles that have
separate driver and patient compartments.

Aerosol generating procedures to be avoided to the extent possible.

Disinfect the ambulance after shifting patient.

Notify the receiving facility as soon as possible.

Guidelines for setting up Screening Centre

Purpose of the Screening Centre is to:

Attend to patients of 2019 nCoV- Acute Respiratory Disease in a separate area
so as to avoid these patients further infecting other patients in Out Patient
Department.

Facilitate implementing standard and droplet precautions.

Triage the patients.

Collect samples.

The screening area should have:

A waiting area of about 2000 sq feet to accommodate 50-100 patients.
Preferably standalone building with separate entry.

Well ventilated to ensure frequent air changes. If airconditioned, then
independent from central air conditioning. Exhaust air to be filtered through
HEPA filter (desirable).

Patient’s seating to have at least one metre clearance on all sides.

Avoid overcrowding of patients.

Will have cabins for registration, clinical examination chambers, sample
collection rooms and drug distribution centre.

The waiting area should be adequately cleaned and disinfected.

Source control (e.g. use of tissues, handkerchiefs, piece of cloth or triple layer

surgical masks to cover nose and mouth) of the patient in the waiting room
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when coughing or sneezing, and hand hygiene after contact with respiratory
secretions.

Facility for hand wash/ Wash rooms etc.

Guidelines for setting up isolation facility/ ward

Patients should be housed in single rooms, whenever possible.

However, if sufficient single rooms are not available, beds could be put with a
spatial separation of at least 1 meter (3 feet) from one another.

To create a 10 bed facility, a minimum space of 2000 sq feet area clearly
segregated from other patientcare areas is required.

There should be double door entry with changing room and nursing station.
Enough PPE should be available in the changing room with waste disposal bins
to collect used PPEs.

Place a puncture-proof container for sharps disposal inside the isolation
room/area.

Keep the patient’s personal belongings to a minimum. Keep water pitchers and
cups, tissue wipes, and all items necessary for attending to personal hygiene
within the patient’s reach.

Non-critical patient-care equipment (e.g. stethoscope, thermometer, blood
pressure cuff, and sphygmomanometer) should be dedicated to the patient, if
possible. Any patient-care equipment that is required for use by other patients
should be thoroughly cleaned and disinfected before use.

Dedicated hand washes and wash room facilities.

If room is air-conditioned, ensure 12 air changes/ hour and filtering of exhaust
air. A negative pressure in isolation rooms is desirable for patients requiring
aerosolization procedures (intubation, suction nebulisation). These rooms may
have stand alone air-conditioning. These areas should not be a part of the
central air-conditioning.

If air-conditioning is not available negative pressure could also be created
through putting up 3-4 exhaust fans driving air out of the room.

In district hospital, where there is sufficient space, natural ventilation may be
followed. Such isolation facility should have large windows on opposite walls of

the room allowing a natural unidirectional flow and air changes. The principle
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of natural ventilation is to allow and enhance the flow of outdoor air by natural
forces such as wind and thermal buoyancy forces from one opening to another
to achieve the desirable air change per hour.

Avoid sharing of equipment, but if unavoidable, ensure that reusable equipment
is appropriately disinfected between patients.

Ensure regular cleaning and proper disinfection of common areas, and
adequate hand hygiene by patients, visitors and care givers.

Visitors to the isolation facility should be restricted. For unavoidable
entries, they should use PPE according to the hospital guidance, and should
be instructed on its proper use and in hand hygiene practices prior to entry into
the isolation room/area.

Doctors, nurses and paramedics posted to isolation facility need to be
dedicated and not allowed to work in other patient-care areas.

Consider having designated portable X-ray equipment.

Corridors with frequent patient transport should be well-ventilated.

All health staff involved in patient care should be well trained in the use of PPE.
A telephone or other method of communication should be set up in the isolation
room/area to enable patients or family members/visitors to communicate with

nurses.

Guidelines for Critical Care facility

At least one identified hospital may have a 10 bed dedicated intensive care
facility at state capital.

The critical care facility is required to follow all the guidelines as mentioned
above for infection control.

Also more than or equal to 12 air changes and maintain negative pressure of
40 psi.

Should have dedicated equipments. It should also have additional equipments
to ventilate at least 10 patients manually.

A telephone or other method of communication should be set up in the isolation
room/area to enable patients or family members/visitors to communicate with

nurses inside the facility.
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Would have an information board outside to update relatives on the clinical
status.

Mortuary care

Mortuary staff should apply standard precautions i.e. perform proper hand
hygiene and use appropriate PPE (use of gown, gloves, facial protection if there
is a risk of splashes from patient’s body fluids/secretions onto staff’'s body and
face).

Embalming, if required should be conducted according to usual procedures,
subject to local regulations/legislation.

Hygienic preparation of the deceased (e.g. cleaning of body, tidying of hair, etc)

also may be done using standard precautions.

GUIDELINES FOR THE USE OF MASKS
Types of mask: Specification for Triple Layer Surgical Mask and N-95 Respirator

Mask

The correct procedure of wearing triple layer surgical mask:

Unfold the pleats, make sure that they are facing down.

Place over nose, mouth and chin.

Fit flexible nose piece over nose bridge.

Secure with tie strings (upper string to be tied on top of head above the ears —
lower string at the back of the neck).

Ensure there are no gaps on either side of the mask, adjust to fit.

Do not let the mask hanging from the neck.

Change the mask after six hours or as soon as they become wet.

Disposable masks are never to be reused and should be disposed off.

While removing the mask great care must be taken not to touch the potentially
infected outer surface of the mask.

To remove mask first untie the tie-string below and then the tie string above

and handle the mask using the upper strings.

Disposal of used masks: Used mask should be considered as potentially infected

medical waste:
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In the hospital setting it should be disposed off in the identified infectious waste
disposal bag/container.

In community settings where medical waste management protocol cannot be
practiced, it may be disposed off either by burning or deep burial.

During home care, patients and contacts using triple layer mask should first
disinfect used mask with ordinary bleach solution or sodium hypochlorite
solution and/or quaternary ammonium household disinfectant and then dispose

off either by burning or deep burial.
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COVID-19 - GUIDELINES FOR DEATH CERTIFICATION AND CODING

1. PURPOSE OF THE DOCUMENT

This document describes certification and classification (coding) of deaths related to COVID-19. The
primary goal is to identify all deaths due to COVID-109.

A simplified section specifically addresses the persons that fill in the medical certificate of cause of
death. It should be distributed to certifiers separate from the coding instructions.

2. DEFINITION FOR DEATHS DUE TO COVID-19

A death due to COVID-19 is defined for surveillance purposes as a death resulting from a clinically
compatible illness, in a probable or confirmed COVID-19 case, unless there is a clear alternative
cause of death that cannot be related to COVID disease (e.g. trauma). There should be no period of
complete recovery from COVID-19 between illness and death.

A death due to COVID-19 may not be attributed to another disease (e.g. cancer) and should be

counted independently of preexisting conditions that are suspected of triggering a severe course of
COVID-19.

3. GUIDELINES FOR CERTIFYING COVID-19 AS A CAUSE OF DEATH

In view of COVID-19 it is important to record and report deaths due to COVID-19 in a uniform way.
A- RECORDING COVID-19 ON THE MEDICAL CERTIFICATE OF CAUSE OF DEATH

COVID-19 should be recorded on the medical certificate of cause of death for ALL decedents where
the disease caused, or is assumed to have caused, or contributed to death.

B- TERMINOLOGY
The use of official terminology, COVID-19, should be used for all certification of this cause of death.

As there are many types of coronaviruses, it is recommended not to use “coronavirus” in place of
COVID-19. This helps to reduce uncertainty for the classification or coding and to correctly monitor
these deaths.
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C- CHAIN OF EVENTS

Specification of the causal sequence leading to death in Part 1 of the certificate is important. For
example, in cases when COVID-19 causes pneumonia and fatal respiratory distress, both pneumonia
and respiratory distress should be included, along with COVID-19, in Part 1. Certifiers should include
as much detail as possible based on their knowledge of the case, as from medical records, or about
laboratory testing.

Here, on the International Form of Medical Certificate of Cause of Death, is an example of how to
certify this chain of events for deaths due to COVID-19 in Part 1:

Frame A: Medical data: Part 1 and 2

1 Time interval from onset
. . Cause of death
Report disease or condition to death
directly leading to death on line a ) )
a Acute respiratory distress syndrome 2 days
Report chain of events in due to @
order (if applicable) b Pneumonia 10 days
State the underlying cause on the @ c 14 days

COVID-19 (gest positive)

lowest used line
s

nderlyin f death
2 Other significant conditions contributing to death (time Unde ying cause o dea

intervals can be included in brackets after the condition)

Manner of death:

== Disease — Assault = Could not be determined
= Accident = Legal intervention — Pending investigation
= Intentional self harm = War = Unknown

Note: This is a typical course with a certificate that has been filled in correctly. Please remember to
indicate whether the virus causing COVID-19 had been identified in the defunct.

D- COMORBIDITIES

There is increasing evidence that people with existing chronic conditions or compromised immune
systems due to disability are at higher risk of death due to COVID-19. Chronic conditions may be
non-communicable diseases such as coronary artery disease, chronic obstructive pulmonary disease
(COPD), and diabetes or disabilities. If the decedent had existing chronic conditions, such as these,
they should be reported in Part 2 of the medical certificate of cause of death.

102
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Here, on the International Form of Medical Certificate of Cause of Death, are examples of how to
certify this chain of events for deaths due to COVID-19 in Part 1, with comorbidities reported in

Part 2:

Frame A: Medical data: Part 1 and 2

1
Report disease or condition
directly leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the

<
<

Cause of death Time interval from onset
to death
a Acute respiratory distress syndrome 2 days
b . 10 d
Pneumonia ays
12
¢ Suspected COVID-19 days

lowest used line N
L
Underlying cause of death ﬂ/

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

Coronary artery disease [5 years], Type 2 diabetes [14 Years], Chronic
obstructive pulmonary disease [8 years]

Manner of death:
== Disease = Assault = Could not be determined
= Accident — Legal intervention

— Pending investigation

= Intentional self harm

= War

= Unknown

Note: This is a typical course with a certificate that is filled in correctly. COVID-19 cases may have
comorbidity. The comorbidity is recorded in Part 2.

Frame A: Medical data: Part 1 and 2

1
Report disease or condition
directly leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

<
<

=

Cause of death Time interval from onset
to death
a Acute respiratory distress syndrome 2 days
b Pneumonia 10 days
¢ | covip-19 10 days
/

L—
Underlying cause of death !‘r“/

Manner of death:

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

Cerebral palsy [10 Years]

== Disease

= Assault

= Could not be determined

= Accident

— Legal intervention

— Pending investigation

= Intentional self harm

= War

= Unknown

Note: This is a typical course with a certificate that has been filled in correctly. COVID-19 cases may
have comorbidity. The comorbidity is recorded in Part 2.
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E- OTHER EXAMPLES

Frame A: Medical data: Part 1 and 2

1 Cause of death Time interval from
Report disease or condition directly onset to death
leading to death on line a
a Respiratory failure 2 days
Report chain of events in due to @
order (if applicable) b Preumonia 8 days
State the underlying cause on the @ 12 d
lowest used liney £ 2 ¢ Pregnancy complicated by COVID-19 2ys

%

Underlying cause of death
2 Othg eath (time
interva ondition)
Manner of death:
== Disease = Assault — Could not be determined
= Accident — Legal intervention — Pending investigation
— Intentional self harm = War — Unknown
For women, was the deceased pregnant? == Yes = No = Unknown
= At time of death — Within 42 days before the death
— Between 43 days up to | year before death = Unknown
Did the pregnancy contribute to the death? = Yes | — No | — Unknown

Note: This is a typical course with a certificate is filled in correctly. In case of a pregnancy,
puerperium or birth leading to death in conjunction with COVID-19, please record the sequence of
events as usual, and remember to enter the additional detail for pregnancies in frame B of the
certificate of cause of death.

Frame A: Medical data: Part 1 and 2

1 Time interval from
. .. . Cause of death
Report disease or condition directly onset to death

leading to death on line a

3 days

a . .
Acute respiratory distress syndrome
Report chain of events in due to

order (if applicable) b One week

COVID-19
State the underlying cause on the @ c w

lowest used line
6 d

2 Other significant conditions contributing to death (time HIV disease [5 years]
intervals can be included in brackets after the condition)

Underlying cause of death

Manner of death:

== Disease — Assault = Could not be determined
= Accident = Legal intervention — Pending investigation
— Intentional self harm = War = Unknown

Note: This is a typical course with a certificate that is filled in correctly. The certifier has identified
HIV disease as contributing to the death and recorded it in Part 2.
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The examples below show recording of cases where death may have been influenced by
COVID-19, but death was caused by another disease or an accident.

Frame A: Medical data: Part 1 and 2

1
Report disease or condition directly
leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

Cause of death

Time interval from
onset to death

e,

<.

<r

Manner of death:

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

Hypovolaemic shock 1 day
1
Aortic dissection day
Motor vehicle accident\ 2 days
Underlying cause of death
COVID-19
= 3

= Disease X
= AccidentN ]

= Could not be determin

— Legal intervention

— Pending investigatio

= Intentiona‘llself harm

= War

= Unknown

Note: Persons with COVID-19 may die of other diseases or accidents, such cases are not deaths due
to COVID-19 and should not be certified as such. In case you think that COVID-19 aggravated the
consequences of the accident, you may report COVID-19 in Part 2. Please remember to indicate the
manner of death and record in part 1 the exact kind of an incident or other external cause.

Frame A: Medical data: Part 1 and 2

1
Report disease or condition directly
leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

Time interval from

Cause of death onset to death
Heart failure 1 day
5 days

Myocardial infarction ~—__
N

P
el

Underlying cause of death

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

COVID-19

Manner of deagh; "
== Disease ) u

= Assault

= Could not be determine

= Accident

= Legal intervention

— Pending investigatio

= Intentional self harm

= War

= Unknown

Note: Persons with COVID-19 may die due to other conditions such as myocardial infarction. Such
cases are not deaths due to COVID-19 and should not be certified as such.
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assumed to be an error, since changes at the national level will lead to data that are less comparable
to data from other countries, and thus less useful for analysis.

A manual plausibility check is recommended for certificates where COVID-19 is reported, in
particular for certificates where COVID-19 was reported but not selected as the underlying cause of
death for statistical tabulation.

B- CHAIN OF EVENTS

Here, on the International Form of Medical Certificate of Cause of Death, is an example of how to
code this chain of events and select the underlying cause of death for deaths due to COVID-19 in

Part 1:

Frame A: Medical data: Part 1 and 2

1
Report disease or condition
directly leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

<
<

C

Cause of death Time interval from onset
to death
a Acute respiratory distress syndrome J80 | 2 days
b Pneumonia J18.9 10 days
.. 14
¢ COVID-19 (test positive) U07.1 days
d

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

Underlying cause of death

Manner of death:
== Disease = Assault = Could not be determined
— Accident — Legal intervention — Pending investigation

= Intentional self harm

= War

= Unknown

Note: Select COVID-19 as underlying cause of death. Step SP3 applies as causes have been reported
on more than one line in Part 1 and the condition reported first on the lowest used line (COVID-19)
can cause all the conditions, pneumonia (J18.9) and acute respiratory distress syndrome (J80),
mentioned on the lines above. [See ICD-10 2016 and later, VVolume 2, Section 4.2.1].
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C- COMORBIDITIES

Here, on the International Form of Medical Certificate of Cause of Death, are examples of how to
code this chain of events and select the underlying cause of death for deaths due to COVID-19 in
Part 1, with comorbidities reported in Part 2:

Frame A: Medical data: Part 1 and 2

1 Cause of death Time interval from onset
Report disease or condition to death
directly leading to death on line a . .
a Acute respiratory distress syndrome J80 | 2 days
Report chain of events in due to @
order (if applicable) b | pheumonia 8o | 10days
State the undfzrlylng cause on the i c Suspected COVID-19 U07.2 12 days
lowest used Jine A =

Underlying cause of death
2 Other sig (time Coronary artery disease [5 years], Type 2 diabetes [14 Years], Chronic obstructive
intervals can be included in brackets after the condition)

pulmonary disease [8 years] 125.1,E11.9, J44.9
Manner of death:
== Disease = Assault = Could not be determined
= Accident = Legal intervention = Pending investigation
= Intentional self harm = War = Unknown

Note: Code all entries in Part 1 and 2, and in this example select COVID-19, specified as suspected
(the case has virus not confirmed) as underlying cause of death. Step SP3 applies as causes have been
reported on more than one line in Part 1 and the condition reported first on the lowest used line
(COVID-19) can cause all the conditions, pneumonia (J18.9) and acute respiratory distress syndrome
(J80), mentioned on the lines above. [See ICD-10 2016 and later, Volume 2, Section 4.2.1].

Frame A: Medical data: Part 1 and 2

1 Cause of death Time interval from onset
Report disease or condition to death
directly leading to death on line a . .
a Acute respiratory distress syndrome J80 2 days
Report chain of events in due to @
order (if applicable) b | pncumonia Jigo | 10days
i @ 10 d
State the ur‘lc‘igrlylng cause on the C/ COVID-19 Uo7.1 ays
1 l/
Underlying cause of death é d
2 Ofther significant conditions contributing to death (time | Cerebral palsy [10 Years] G80.9

intervals can be included in brackets after the condition)

Manner of death:

== Disease = Assault = Could not be determined
— Accident — Legal intervention — Pending investigation
— Intentional self harm = War = Unknown

Note: Code all entries in Part 1 and 2, and in this example select COVID-19 as underlying cause of
death (the case probably has been tested positive). Step SP3 applies as causes have been reported on
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more than one line in Part 1 and the condition reported first on the lowest used line (COVID-19) can
cause all the conditions, pneumonia (J18.9) and acute respiratory distress syndrome (J80), mentioned

on the lines above. [See ICD-10 2016 and later, Volume 2, Section 4.2.1].

D- OTHER EXAMPLES

Frame A: Medical data: Part 1 and 2

1
Report disease or condition directly
leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

-
<

>

Cause of death

Time interval
from onset to
death

a Respiratory failure Code both, 099.5 and J96.9 | 2 days
® | Pneomonia Code both, 099.5 and J18.9 | &9
c 12 days

Pregnancy complicated by COVID-19

Code both, 098.5 and U07.1

2 Other significant conditi

Underlying cause of death

intervals can be included in Brackets alter the condition)

Manner of death:
== Disease = Assault = Could not be determined
= Accident = Legal intervention = Pending investigation

= Intentional self harm

= War

= Unknown

For women, was the deceased pregnant?

== YeS

= No = Unknown

== At time of death

— Within 42 days before the death

— Between 43 days up to | year before death

= Unknown

Did the pregnancy contribute to the death?

= Yes

|.=.N0

| = Unknown

Note: Code all entries in Part 1 and 2, and in this example select other viral diseases complicating
pregnancy, childbirth and the puerperium (098.5) as underlying cause of death. Step SP3 applies as
causes have been reported on more than one line in Part 1 and the condition reported first on the

lowest used line (other viral diseases complicating pregnancy, childbirth and the puerperium) can

cause all the conditions, pneumonia (099.5 and J18.9) and acute respiratory distress syndrome (099.5
and J80), mentioned on the lines above. [See ICD-10 2016 and later, Volume 2, Section 4.2.1]. Use

additional code to retain COVID-19. [See ICD-10 2016 and later, Volume 2, Section 4.2.8 Special
instructions on maternal mortality (Step M4)].
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Frame A: Medical data: Part 1 and 2

1

Report disease or condition directly
leading to death on line a

Cause of death

Time interval from
onset to death

=

a Acute respiratory distress syndrome J80 3 days
Report chain of events in due to
order (if applicable) b | COVID-19 U071 One week
St .
w|  Underlying cause of death I j ¢ | HIV disease B4 | O Years

d

2 Other significant conditions contributing to death (time
intervals can be included in brackets after the condition)

Manner of death:
== Disease = Assault = Could not be determined
= Accident = Legal intervention

= Pending investigation

= Intentional self harm

= War

= Unknown

Note: The certifier should have added the HIV disease as a comorbidity in Part 2 of the certificate,
however the selection rules of ICD allow to identify COVID-19 as underlying cause of death.
(COVID-19) is reported in a sequence ending with a terminal condition (Acute respiratory distress
syndrome due to COVID-19). Mortality coding rule step SP4 applies as causes have been reported
on more than one line in Part 1 and the condition reported first on the lowest used line (HIV disease)
cannot cause all the conditions. [See ICD-10 2016 and later, Volume 2, Section 4.2.1].

Frame A: Medical data: Part 1 and 2

1

Report disease or condition directly
leading to death on line a

Report chain of events in due to
order (if applicable)

State the underlying cause on the
lowest used line

2

Underlying cause of death

intervals can be included in brackets after the condition)

Time interval from
Gz aitgein onset to death
@ a Hypovolaemic shock T79.4 | 1day
@ b Aortic dissection $25.0 | 1 day
¢ Motor vehicle accident VE89.2 2 days
d
to death (time COVID-19 Uo07.1
-

Manner of death: T [

4\ 1
— Disease T ‘ UASMt — Could not be determine,
= Accident!§ S ‘ ’ 1_ — Legal intervention = Pending investigatio
= Intentionatself harm = War = Unknown

Note: Code all entries in Part 1 and 2, and in this example select motor vehicle accident (V89.2) as
underlying cause of death. Step SP3 applies as causes have been reported on more than one line in
Part 1 and the condition reported first on the lowest used line, motor vehicle accident (\V89.2), can
cause all the conditions, traumatic aortic dissection (S25.0) and traumatic hypovolemic shock
(T79.4), mentioned on the lines above. [See ICD-10 2016 and later, Volume 2, Section 4.2.1].
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5. ANNEX

Examples of terms used by certifiers to describe COVID-19 and that can be coded as synonyms of
COVID-19:
COVID Positive
Coronavirus Pneumonia
COVID negative
COVID-19 Infection
Sars-Cov-2 Infection (Coronavirus Two Infection)
COVID-19 Coronavirus
Infection — COVID-19 (Coroner Informed)
Hospital Acquired Pneumonia - COVID-Positive
COVID-19 possible - tested negative
Corona Virus two infection (SARS-Cov-2)
Corona Virus Pneumonia (COVID-19)
Coronavirus-Two Infection
Novel coronavirus

14
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Expert Guidelines for Dialysis centers in Covid-19 Pandemic Dated:-
08/04/2020

1) Each and every dialysis units/centers should follow revised guidelines for
dialysis of Covid-19 patients, which is issued by Government of India,
Ministry of Health & Family Welfare.

2) Patients on Dialysis require repeated dialysis (3- 4 times in a week). This is
life- saving procedures for these patients. In the view of lockdown across the
state it has become difficult for these patients to travel to their dialysis
centers. The Committee suggested that, the patients along with one or
maximum 2 family members should be allowed to travel to their dialysis
centers by either Public Transport like bus, auto and taxi or by their own
transport, if they are carrying their previous medical records or hospital
records and valid ID Proof. The same to be communicated to the concerned
authorities like Police, BEST, MSRTC and RTO etc.

3) Doctors, Nursing Staff, Technicians and other staff working in dialysis
center should take necessary precautionary measures as per guidelines issued
by Government of India.

4) All Staff working in a dialysis center should take prophylaxis of
Hydroxychloroquine (HCQ) as per the guidelines issued by the Director (2)
Health Services, Pune

5) The Staff attending the dialysis of patients who are covid-19 positive have to
use PPE during the procedure.

6) While dialysing the patients, the history of patients should be taken for
covid-19 contact and all health care workers should follow universal
precautions as per GOI guideline. The following specific history relevant to
covid as follows. '

a) Travel to or residing in an area in the preceding 21 days, where Covid-19
transmission is occurring

b) Travel to or from a high-risk area in preceding 21 days.

¢) Direct contact with known or suspected case of covid-19 in the preceding
21 days.

d) Confirmed Diagnosis of covid-19 in the last 28 days.

e) Fever (>38 C or 100.3 F or subjective fever) in last 21 days.

f) Malaise or flu like symptoms,+/- myalgias in last 21 days.

g) Cough in last 21 days.

h) Shortness of breath not due to fluid overload in last 21 days.

A patient who answers yes to any of the points from a to h, must be tested
for Covid -19. Such patient’s dialysis should be preferably be deferred until
the report is available. Such a patient should ideally be dialysed in a corner

Scannea witn vamsear



bed in the last shift. If the symptoms persist, covid-19 test should be
repeated.

7) As far as possible the distance between two dialysis chair/bed should not be

less than 1 meter.

8) Cleanliness including toilets, urinals and bathrooms of dialysis centers should
be followed as per GOI guidelines.

9) There are approximately 5% Covid-19 positive patients who can develop
Acute Kidney injury (AKI) and will need renal replacement therapy. Also
there may be Chronic Kidney Disease (CKD) Stage -5D patients on regular
dialysis who may get infected by covid-19. In both of the above cases
hemodialysis machine can be installed with a small portable RO plant which
will help these patients in their need of dialysis at a covid-19 ICU or ward.

10) If any staff or any patient of dialysis center is found positive for Covid-19,
then this dialysis center should be closed for one day (24 hours) and the
center should be completely fumigated. If fumigation not possible, thorough
surface cleaning with 1% sodium hypochlorite. All the patients & staff of
concerned dialysis center must be tested for Covid-19. For staff and patients
who are covid-19 negative, the dialysis center should restart dialysis. Staff
who is Covid-19 Positive should be quarantined. Patient who is Covid-19
positive should be referred to covid center for quarantine and dialysis
should be done in covid center or patient can be quarantined in an isolation
area and can be dialysed in that isolation area.

a) Once dialysis is restarted after 24 hours break and fumigation, staff
and patients of above dialysis center must be closely monitored for
any symptom suggestive of covid-19.

b) Those who develop symptoms will be tested again for covid-19.

11)In case the load is high for particular dialysis center, the duration of dialysis
can be reduced from 4 hours to 3 hours and for patient who are on dialysis 3
times in a week the frequency can be reduced to twice a week, these patients
should be advised to restrict the liquid intake and can be put on loop
diuretics in high dose if they have urine output. The patients should also be
guided to cut down on food items which are high in potassium. Also the
protein intake should be reduced when dialysis duration & frequency is
reduced. It is to be noted that not every patient may be able to tolerate
reduced duration and frequency of dialysis. Therefore, changes in dialysis
prescription should be individualized.
12) Those patients who are on peritoneal dialysis should continue with same

modality of dialysis.

Scdrnnea witn vamaatan
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COVID-19 Prepared ness Document
AlIMS, New Delhi
Version 1.1 21" April, 2020
CHAPTER 4: INFECTION CONTROL AND PREVENTION MEASURES

Patients suspected of having COVID-19 infection should be shifted to the isolation facility / designated
COVID areas from the triage area as soon as possible. The HCP should be handling the patients after

donning appropriate PPE according to their level of exposure as described in appendix IV.

Hand hygiene
i.  HCP should perform hand hygiene using alcohol-based hand rub (minimum 20 seconds) or by
washing with soap and water (minimum 40 seconds). If hands are visibly soiled, use soap and
water for hand wash.
ii. Performed before and after using bathroom, before, during and after preparing food, before and
after eating /drinking, after coughing, blowing or sneezing, after touching garbage, after touching

mask or soiled PPE.

iii. Foot operated sanitizers should be put outside elevators, OPDs, screening areas, ICUs andwards.

How to Handwash?

WASH HANDS WHEN VISIBLY SDILED! OTHERWISE, USE HANDRUB
. Duration of the entire procedure: 43-60 seconds

® T 8

Wl hands with waler; Apgsty enough soap 1D cover Fub hards paim Lo palmg

i hand puraces;
FUght pam over iell dorsum with Paim 10 palm wilh fingors inlerlaced;  Bagks of bagers o opposing palms
Interaced fngars and vice weaa with finges intedocked,

S 5

Rotational nbdng, backwards and Rinse hands wilh woler:

FRololional rubbing of el thumb
clasped In right paim and vics vena mmmm “mngu
(9] 10

~ /

Una lowol 12 lum off (aucet; Your hands ans maw sals.

Figure 3: Hand hygiene technique (WHO)
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Mask etiquette

COVID-19 Preparedness Document

AlIMS, New Delhi
Version 1.1

21" April, 2020

If masks are worn, appropriate use and disposal is essential to ensure they are effective and to avoid any

71°P a'g'e

increase in risk of transmission associated with the incorrect use and disposal of masks.

Place mask carefully to cover mouth and nose and tie securely to minimize any gaps between
the face and the mask

While in use, avoid touching the mask

Remove the mask by using appropriate technique (i.e. do not touch the front but remove the
lace from behind)

After removal or whenever you inadvertently touch a used mask, clean hands by using an

alcohol-based hand rub for 20 seconds or soap and water if visibly soiled for 40 seconds
Replace masks with a new clean, dry mask as soon as they become damp/humid

Do not re-use single-use masks

Discard single-use masks after each use and dispose-off them immediately uponremoval

For N95 respirators adequate fit check must be performed after wearing. CDC recommends the

following hairstyles styles for male HCP suitable for wearing N-95 respirators

Figure 4: Facial hairstyles compatible with mask (CDC)
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Steps of donning PPE (Steps may vary depending on the kit used):
Donning of the PPE must be performed in designated area.

1. Remove home clothes, jewelry, watches, electronic etc. and wear clean hospital scrubs

2 Wash hands with soap and water

3. Wear shoe covers - tie lace in front of the shin

4 Wear first set of gloves — should be smaller than second pair, comfortable size, can be sterile or
unsterile

5, Gown — wear a ciean disposable non-permeabie gown, arm sleeves of gown should cover the gloves

at the wrists, tie the lace behind snuggly without wrapping all around the waist. Decontaminate the
gown if it becomes soiled. Remove gown only in designated doffing area and discard the gown before
leaving patient care area

7. Wear the N-95 respirator — cup the mask in hand, place the lower strap behind the neck passing
below ears , then place the upper strap over back of head passing above ear. Check for snug fit of
mask. There should be no more than minimal air leak from sides

8. Wear eye piece = adjust the strap according to required size, open the ports at upper end to prevent
fogging while wearing, upper end N-95 mask should be covered by eye piece

9. Wear the hood — hood should lay over the gown without leaving any openspace.

10. Wear 2nd pair of the gloves — should be of larger size than 1st pair, should cover free end of arms of
gown. Change gloves if they become torn or heavily contaminated. Remove and discard gloves when
leaving the patient room or care area, and immediately perform hand hygiene

12. Gown fitness check: Take help of companion for fitness check.

Steps of doffing PPE:
Doffing to be performed only in the designated area, check for any leak or soiling in PPE before doffing. If any,
disinfect the area before doffing. Doffing room should have two chairs, one labelled “dirty” and the other

“clean”. All the PPE must be discarded as per routine protocol for handling biomedical waste. Hand hygiene

MUST be performed after every step.

1. Disinfect the hands wearing gloves by following hand hygiene procedure.
2. Remove shoe covers only by touching the outer surface, and perform hand hygiene.
g|Page
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COVID-19 Preparedness Document
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" Version 1.1 21" April, 2020
Nemove auter gloves and perform hand bygiene

Remove hond and perfarm hand hygiene

Remaove gown slowly by hoiding the gown at the waist and pullling. Without touching the outer
Mrface, remove with a rofing inside ot techeague Perform hand hygiene again,

Remove eye jeece by Modding tre strags, ang perinem hand hypens

Remove v gitves and gericem hand Pygiene

Wear another par of sterile furateriie gloves

&
A
B
1

Fapmmidie Peash = Do bl tonth evpinied iuptare af mash Birtt rermcve iQuer 3203 of Mgk, remove
TRk MGl wpiet SIap 9 2 thow 30 steady gace (38 15 Aot geveT IR daranals)

i1 Hit Gune clipan Chait and theam yone thoet with sicapal ywabs

i1 Riermitvire Rt P of gover 0 perlorm basd ygiene

if vy tesatk iy gramedl o PPL ahilie Caving fon eferted paterty carieig MCPS shonld i quar antiow e sogeadix
"!
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SEQUENCE FOR pUTTIN
PERSONAL Pumm Jay

'E(IY-M EQUIPMENT (pPE)

& TR pewed gF ce - 3 i ek aE sbendand sad canswnl droplan o
Wi Rotin alanne e satums PR sanevad Akh o s kil
how R R e EERatna Tre wecaiure b puiug o sndl remawng PEE F00e o tedneed 15 (e spmiil

1. GOWN

P = — &
* Fulty convne toerpe b o Rk 15 bneed asms
W e of wears, and g P rraurdl e Bash

- ‘ﬂi‘-.’?v"‘ ™ benrly gif et b miel awmvel

2 MASK OR RESPIRATOR
¢ Datare ek o sdapliy Lands &t sandie
wf Yarpd wnf et

¢ T Genitie hond o movs Svilige

¢ N sty % 500 and belaae glin

o Bt gt d vosgue eaee

3. GOGGLES OR FACE SHIELD

' n o bu
* Flarw gves Tate snd eves sndl sdiunt 42 S g * Tl
25 R ; ; L \-e:‘

4. GLOVES &

s Tattnnd 20 Conay st of aaalelion gose

_. . - e it EnES . X 7. 2 W o ,.‘ *‘tﬁ
USE SAVE WORK PRACTICES TO PROTECT YOURSE
_:r:.:'.‘n LAY THE SPREAD OF cmmuujnw |

Figwe § Seguesde of dumping PPE (CDC)
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