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1 INTRODUCTION

The Corona virus disease 2019 (CGMPepidemic can affect us in one way or another, and
the recent severe outbreaks in several countries and the unpteblility of this epidemic will
essentially require advance preparedness for optimum care in the health sector. With this in
view, it becamenecessaryo developa clinicalpracticeguideline(CPGdn clinicalmanagement

of COVID-19 patients. Howeverthis CPG will be reviewed and revised based on further

evidence as the disease situatiprogresses.

Experiencdrom Wuhanthe capitalcity of Hubeiprovincein centralChinathe epicenterof this
epidemic where the majority of patients and deaths rejgor was the basis of this guideline.
Preliminaryevidencefrom COVIEL9 casessuggesthat transmissiorduringthe earlyphaseof

illness also seems to contribute to overall transmission dynamics; therefore, isolation of more
severely ill patients at théime of presentation to healthcare facilities alone will not be
adequate. As the epidemic unfolds, it has become apparent that mild cases are common in
COVIBEL9 epidemic. Patients with mild disease manifestations will be missed unless a more
sensitive surgillance system is put in place, and these patients might spread the disease
silently, similar to influenza. However, more critical and-tifeeatening disease has been
observedamongold agegroupsespeciallyith co-morbidities.Therefore garlycasedetection,
promptisolationof ill people,appropriateandtimely managemenbf patients,comprehensive
contract tracing and immediate quarantine of all possible contacts will minimize widespread
communitytransmissiorandwill helpto mitigateany majoroutbreaksituationandassociated

mortality.

This provisional CPG will be useful in early detection and management of suspected and
confirmedcasesof COVID19,andto developthe capacityof the health sectorto be prepared

for any eventuality witrsuspected and confirmed COVI1Boutbreaks.
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1.1 Clinical case definitions of CO\AI®

The presentecommendation is to isolate and test all clinically suspected cases of AOVID

infected patients.

The present recommendation is to isolate and test all clinically suspected cases ofI®0VID

infected patients.

All confirmed cases should be transferrex National Institute of Infectious Diseases (IDH)
until further notice. Base Hospital Welikanda recently developed as an additional dedicated

COVIBEL9 treatment facility could also be contacted if and when necessary.

Clinically Suspected Case:

A. A peron with ACUTE RESPIRATORY ILLNESS (with Cough, SOB, Sore throat) with a histor
of FEVER (at any point of time during this illness), returning to Sri Lanka from ANY COUNTRY
within the last 14 days.

OR

B. A person with acute respiratory illness (with Cough, SOB, Sore tiN#&)having been in
closecontact* with a confirmed or suspected COVID case during the last 14 days prior to
onset of symptoms;
* Closecontact: A person staying in an enclosed environment for >15 minutes (e.g. same
household/workplace/social gatherings/travelling in same vehid®R who had direct
physical contact.

OR

C. A patient with acute pneumonia (not explainable by any other aetiology)rdégss of

travel or contact history as decided by the treating Consultant.

OR

D. A person with ACUTE RESPIRATORY ILLNESS (with Cough, SOB, Sore throat) with a histc
of FEVER (at any point of time during this illness), wittstary of travel to or residence in a
location designated as an area of high transmission of CO¥isease during the 14 days

prior to symptom onset.
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OR

E. A patient with fever and imespiratory distres§ as evident by RR>30 per minute, SpO2
<90% atroom air, regardless of travel or contact history as decided by the treating
Consultant
*All patients withrespiratory distresshould receive the usual standards of care in keeping
with known aetiology in a designated triage area in the ETU or designated respiratory unit.
Management of these patientshould NOT be delayed undany circumstance pending

the test result.

Confirmedcase:
A person with laboratory confirmation of COVIB infection, irrespective of clinical signs

and symptoms

1.2 Disposition of cases

1.2.1 Disposition ofsuspected cases

All patients fitting to the above suspected case definitions (A, B, C, or D) should be admitted
and transferred by ambulance to the closest designated hospital (refer updates on the list of
designated hospitals) for confirmatory testing and managements $hould be done only
after stabilizing the patient and in prior consultation with the respective designated hospital,

adhering to necessary infection prevention and control (IPC) precautions.

In case of E, patient should be managed in the same hospitaample for the PCR test
obtained and sent (not the patient) to the designated laboratories. Once the result is
available, if positive, the patient (once stable) can be transferred to a designated -Q@VID

treatment center.
1.2.2 Disposition of a confirmed case

All confirmed patients should be transferred to National Institute of Infectious Diseases (IDH)

with necessary precautions.

THESE INSTRUCTIONS ARE TO BE APPLIED IN ALL HOSPITALS
INCLUDING THOSE IN THE PRIVATE SECTOR
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1.3 Assess severity, resuscitate if necessary and patient disposition by first contact doctor

A suspected COWI® patient can present in one of several ways to a health care facility or a
general practice. A person presenting for screening purposes withtbowtimild symptoms,
apersonwith earlyrespiratorysymptomsanda personwith pneumoniawith acuterespiratory
distress, where all three groups having had a travel or contact history. Ideally, treatment
centers should have clear sign posting so thatigpected COVDO patient will go straight to

a predetermined room (isolation room) for further evaluation and treatment. Suspected
patientsshouldbe providedwith amedicalmask.Thereshouldbe a designatedmedicalofficer

who will assess the patientybtaking history of symptoms, travel and contact and screen
whether suchpatientsfit into the clinicalcasedefinition. Thosewho fit into the suspectectase
definition and who may need hospital admission will be referred to the nearest designated
health care institution for confirmatory testing and management (list of hospitals and
designated laboratories annexed). Screening doctors should take necessary precautions by
wearing standard personal protective equipment (PPE) i.e. standard medical maskallspos
gloves and apron. This system is especially applicable in a situation when there is established

communityleveldiseasdransmissioror significannumberof patientsarescreenedoutinely.

Of those who are screened and found to have no symptoralsiding family contacts should

be advised on selfolation by staying indoors for 14 days (incubation period) in a-well
ventilated room separate from the rest of the household. Such individuals should be advised
to use separate toilet, or clean sharedilet regularly and use separate towels and not to
entertain visitors. They should seek advice regularly on further management from the

designated sentinel hospital and area public health staff if they develop clinical symptoms.

Initial data from COVHR9 transmission areas suggest that the patients display approximately
three proportions of severity- 80% having mild symptoms, 15% severe disease, 5% critically
unwell. Those with severe disease or critically unwell patients should be given emergency
treatment at the initial treatment center and transported to the designated sentinel hospital.
Patients fitting the suspected case definition should be tested for CQY i the designated
laboratoryassignedor eachsentinelhospital. A criticallyill patient seenat a hospitalETU~xho

mightbe resuscitatedbut subsequentlyitting to COVIBL9 suspectediefinition basedon the
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history should be isolated in a separate area in ETU until transfer facilities are made available.

Hospital ambul ance or Suwasariya’ service

sentinel hospital and the vehicle used for transportsugh patients should be disinfected at

the receiving end.

Reception and
Triage Section

\d \ 4 l

No travel/Contact Travel history or Travel or contact Clinical
History contact history to a history with > management at

' corona patient with symptoms Designated hospital

i no symptoms l

v

If develop symptoms v Temporary isolation
Review Notify to MOH for (waiting area until
home quarantine transfer)
for 14 days l
Clinical Management/Notify

!

Transfer to health
facility forisolation,
confirmation and
management

Figure 1: Primary care assessmensugpected Covitl9 patient
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2 PREPARING DOCTORS FOR ASSESSMENTEDH S

Current corona virus (COVHED19) infection may present with mild, moderate, or severe

illness. Severe illness includes severe pneumonia, ARDS, sepsis andslsegkic Early

recognitionof suspectedgatientsallowfor timely initiation of infection preventionand control
(IPCmneasures.

Key action points:

T

= =2 =_ =

Adesignatedareain the hospital shouldbe identified awayfrom the main OPDto screen
patients.

Thisshould be at the entrance to the facility, away from patient waitirgeas.

Clear sign posts should direct the patient to tisa.

A medical mask should be provided to the patient immediately at the desigaated

The medical officer at the screeningea should obtain a brief history (including contact
and travel history) and conduct a brief examination (pulse, respiratory rate, oxygen
saturation).

Any patient who fits in to the definition of COVID suspect should be admitted to a pre
designated iskation area (room oward).

Thepatientshouldbe clinicallyassessedndcategorizedaccordingo the table below. This

tool is intended to be used at the screening centre to decide on the levaref

Level of severity (one or more )
Parameter : _
Mild Moderate Severe (Critical)
1. Resp. Rate (RR/min) 12-20 20-30 > 30
2. Heart Rate (HR/min) <100 100-120 > 120
3. @ Saturation—on room air > 04 90-94 <90
(% by Pulse Oxymeter)
Level of care Isolation Isolation area | Designated
area with isolation area with
resuscitation critical care
facilities facilities
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1 The patient should be stabilized and necessary investigations done according to severity
and clinicalndications.

1 Once stabilized, the patient should be transferreddoybulance to the closest designated
hospital (see Annexure for the list of designated hospitals) for confirmatory testing and
management.

1 Thetransfershouldbe doneafterinformingthe respectivehospital,adheringnecessaryPC

precautions.

Natural History of COVIEL9 (with limited evidence available globall

1 At diagnosisapprox. 80% are mild; 15% severe; 5% cr
' Progressionapprox. 1015% of mild/moderate cases become se\
approx. 1520% of severe become critical
f Average times
- From exposure to symptom onset i68lays;
- Fromsymptomonsetto recoveryfor mild caseds2 weeksand3 —6 weeks
for severecases;
- From symptoms onset to death isweeks
1 Trueasymptomaticinfection is unknown (probably velgw)

M Childrentendto have milder disease thadults

Figure 2: Brief natural history of COMI®
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3 DIAGNOSINGOVID19

3.1 Laboratory diagnosis a£OVIB19

Indications
Testingor COVIBL9isindicatedonlyfor the patientswho arebelonggto casedefinitionissued
by the Ministry of Health. Please refer the latest guidelines issued by the Ministry of Health.

Testing for COVHDI for screening purpose is nmeicommended.

Test method
Detection of COVHR9 (SARS) virus RNA by real time ffCR.

Detection of viral antigen and detection of IgM/ IgG antibodies against COAADus by raid

immuno-chromatographic test (ICT) is not recommended at present.

Sample collection

Type of the samples is depending on the clinical presentation of the patients.

Patient with mild upper respiratory tract infection, nasopharyngeal or oropharyngeal swabs in
Viral Transport Medium (VTM) is preferred or use a sterile,-prakf, screwcap container

with VTM for sputum.

In patients with more severe respiratory diseagendotracheal aspirate or bronchoalveolar

lavage collected in VTM.
Tissue from biopsies or autopsy including those from the lungs in VTM

Ensurdghat HealthCareworkers(HCWsyho collectspecimenshouldfollow the standardand

precautions and shouldse the recommendeBPE.

Perform procedures in an adequately ventilated room and should follow the steps of donning
and doffing of PPE.

Perform hand hygiene before and after contact with the patient and his or her surroundings

and after PPE removal.

Specimen should be labelled properly.
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Transport of samples to the laboratory

Sample should be transported to testing laboratory as soon as possible with ice (4°C). If any

delay, can be stored at refrigerator (4°C) up to 48 hours. Ddreete.

Ensure that personnel who transport specimens are trained in safe handling practices and spill

decontamination procedures.

Sample should be transported tinple packageto ensure the requirements in the national or

international regulations for ta transport of dangerous goods (infectious substances).

State the full name, age, travel history, clinical symptoms and the type of specimen of the

suspected case clearly on the accompanying request form.
Notify the laboratory as soon as possible that #pecimen is being transported.

PPE is not necessary for people who transport specimens in the triple package.

Description of Triple package

Primary receptacle Should be a waterproof, leghroof receptacle containing th
specimen and receptacle should b&apped with absorben
material to absorb all fluid in case of breakage. Prefer:
plastic container.

Secondary receptacle | Should be a durable, waterproof, legkoof receptacle to
enclose and protect the primary receptacle(s). Preferg
styrofoam container. Ice packs should be placed in betws
primary and secondary receptacles.

Outer package Container which the secondary receptacle is placed. Prefe
cardboard box.

3.2 Infection prevention and control (IPGheasures

1 Initiate IPC at thg@oint of entry of the patient to health cafacility.

1 Suspected COWD® patients should be given a mask and directed to separat

1 Keep at least 1 m distance between suspegatients.

1 Instruct all patients to cover nose and mouth during coughingnaezing with tissue or

flexed elbow and perform hand hygiene after contact with respiraseigretions.
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1 Standard precautions should always be applied in all areas of health care facilities. That is
hand hygiene, the use of persor@abtective equipment (PPE) when in indirect and direct
contact with patients’ bl ood, body fl uids
norrintact skin. Prevention of needigick or sharps injury; safe waste management;
cleaning and disinfean of equipment; and cleaning of teavironment.

1 Additional precautions (e.g. droplet, contact, or airborne)racired.

1 IPC measures should be adhered to atimlés.

Healthcare facility management

Managing patient placement

1 If possible place COVID suspected patients in singteoms
1 Maintain at least imeter distance between ghlatients

1 Avoid putting more than one patient in a single hosyed

1 Have alcohol based hand rub or soap and water haadhing stations readipvailable
1 Keep dedicate@quipment for the patient e.g. stethoscope, &bparatus

Managing the environment

1 Limitmovementof patientswithin the healthcarefacility to reducespreadof infection

1 Ifapatientneedsto be movede.g.forimagingtransferout of hospital,planahead:all staff
and visitors who will come into direct contact with the patient should WeRE

1 Perform regular environment cleaning and disinfectidnnexureb)

1 Maintain good ventilation. If possible open doors aniddows

Managing visitors
1 Limit thenumber of visitors pepatient

9 All visitors should wed?PE

For healthcare workers
1 At the point of entry /triage- medicalmask
1 Collecting respiratory specimengoggles/face shield, preferably® Mask, gown (long

sleeves)gloves
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1 Caring for a suspected patieAnon-aerosol generating proceduregoggles/face shield,
gown, gloves, medical mask®bmask
1 Caring for a confirmed patiertnon-aerosol generating proceduregoggles/face shield,

gown, gloves, M5 mask

1 Caring for a pigent (confirmed or suspected)with aerosol generating procedures
goggles/face shield, gown, gloves, N&8pirator

1 Transporiof apatient (confirmedor suspected}-goggles/faceshield,medicalmask,gown,
gloves

1 Donottouchyoureyesnoseor mouthwith glovesor barehandsuntil properhandhygiene
has beemerformed.

1 PPE s should be changed between use and for each patient. Dispose in a waste bin with lid
and wash hands thoroughly. Anything single use cannot be re usteritized.

1 Hand hygiene-Use an alcohol based hand rub or wash hands with soapvatet
Before touching gatient
Before engaging in clean/aseppimcedures
After body fluid exposuréask
After touching gatient
After touching patiensurroundings

AlsoseeAnnexure5 on Guidanceon the rational useof personalprotective equipment (PPE)
in hospitals in the context of COViD9disease
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4 CLINICAMANAGEMENT

4.1 COVID 19 confirmed cases or COVID 19 suspected patients

1. Mild, no pneumonia-
To be managed in an isolation area (COVID 19 confirmed cases ncanafed

together)

Monitoring of pulse, respiratory rate and saturati@dinimum of twice a day or as
clinicallyindicated)

Observe for evidence ofeterioration.
High risk patients may require more frequent monitoring (eg: Age more than 50 yrs/
diabetes/ cardiovascular diseases/ otleamorbidities)

Therapiesg anti pyretcs or fever, supportivéherapy

2. Those with evidence @gheumonia
To be managed in the designated ward/area for COVI@afiénts/suspects

3. Pneumonia with ARDS, Sepsis/Septic Shock and-ong#ifailure.

Mild Diseasec no need for supplemental oxygen
Moderate Disease; requires oxygen

Severe Disease See section on critical care in Chapter

Obtain blood for basic haematology, biochemistry, ECBaychest (use portable X Ray if

facilities are available)
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Therapies
Oxygenmaintainsaturation>94%yiasupplementabxygen.)Usedisposablesingleuse
oxygen delivery devices (nasal prongs, simple massak, venturdevices)

HFENO (High Flow Nasal Oxygenn those with respiratory failure, but unabldo
ventilate. Should be done with the health care personnel in PPE with N95 mask as this
is an aerosol generating procedure

NIV (Non InvasiveVentilation) - In those with respiratory failure, but unabi®
ventilate. Should be done with the health care personel in PPE with N95 mask as this is
an aerosol generating procedure

Identify patients co morbid conditions (IHD, DM, HT) and agaaccordingly
IV fluids—useconservativelyAggressivdluid resuscitationwill worsenoxygenation

Duel infectionc Infectionswith another pathogen in addition to COVID 19. Eg Dengue,

Influenza. A positive COVID 19 does not rule out other infegtion

There is no place for systemic corticosteroids, unless the patient has an asthma/ COPD

exacerbation.

Limited evidence suggests to avoid rsteroidal antiinflammatory drugs (NSAIDs) such as

Ibuprofen in patients with COVAL®.

4.2 Discharge criteria
When patient is clinicaliyell
Fever free for more than 72s.
Two (2) negative PCR more than 24 hrs apart (preference smample)
On discharge patients should follow strict home isolation for minimum of 3 weeks, as
preliminary evidence suggest vitiedding may bprolonged

This information will be updated regularly, based on additional evidence.
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5 MANAGEMENT OF CRITICALLY ILL PATIENTS WITEBCOVID

Patient is considered critically ill when he/ she show signs of multiple atgsfunctions and
likely to die. Prioritizing and triaging patients who will be benefitted by ICU admission is of

paramount importance while taking measures to increase the surge capacity for ICU.

5.1 Criteria for ICU admission to the dedicated ICU

1. Confirmed patients with COVID

AND
2. Acute and potentially reversible organ dysfunction poorly responding to initial

resuscitation
a. Severe respiratory failure or intubated ( SPEIO; ratio <200)
b. Refractory circulatory shock ( SBP < 90 mmHg, Lacthte >
C. More than single orgafailure

AND
3. Patient has adequate physiological reserves to survive critical illness eg; good

baseline organ functions without significant chrocwemorbidities

AND
4. Goals of ICU admission are definedy; for full escalation afrgan supports,

limited escalation for 48ours

5.2 Referral and decision for ICabdmission

1. Anyphysiciaror experiencedmemberof the treatingteammayrefer patientsto
designated ICU for admission of critically ill COVIpati@nts.

2. In addition, nursing staff, or members of the outreach/medical emergelj
team where one exists, may need to alert the ICU medical staff direct
circumstances of unusuatgency.

3. Consultant ircharge of the ICU or experienced member of the ICU team sh
carefully assess the patients trajectory and agree with the referring tean
admit only those who will be potentially salvageable/ benefited byc®

4. The referring team shall maintain responsibility for the patient up to admis
to ICU, and shall remain respsible for ongoing management if admission

refused ordeferred.
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5.3 Discharging patients frorhCU

» Patientstepdown/dischargefrom the ICUto aHDUor ward hasto be carefully
and rapidly planed as the demand for bed will resgponentially leading tg
collapse of all the critical care services.

Every patient should be daily assessed in ABCDE order to prodep#igcalate
as they get better. Descalation plan should be reviewed at least twice a
in-order to liberate patientdrom life sustaining measures early.
Patientssteppeddownfrom ICU/HDWhouldbe sendbackto aseparatecubicle
in the cohortareafor COVIL9 confirmedcasesassomeof them maystill shed
the virus at the time of thdischarge.

* Those who are witimultiple comorbidities and poor physiological reserves
unable to show expected progress during jaietermined ICU trial (eg; for 4
hours) should be either stepped down or not for further escalation in cas

further deterioration.

* Deceasegbatientswith COVIL9: Referto the chapteron disposabf deceased

5.4 Increasing ICU surge capacity

1. CreatecohortlICUdor COVIBL9 patients(areasseparatedrom the restof the ICUbeds
to minimize risk of irfhospitaltransmission).

2. Organizeatriageareawhere patientscouldreceivemechanicalentilationif necessary
in every hospital to support critically ill patients with suspected C&@lhfection,
pending the final result of diagnostests.

3. Establish local protocols for triage of patients wiéispiratory symptoms, to test them
rapidly,and,dependingon the diagnosisto allocatethem to the appropriatecohort.

4. Ensure that adequate personal protective equipment (PPE) for health personnel is
available, with the organization of adequate supplydadistribution along with
adequate training of all personnel at riskaointagion.

5. Report every positive or suspected critically ill COYDpatient to the regional
coordinatingcenter.

6. Take immediate measures to convert nfumctioning ICU bedsvailable

7. Postpone or cancel neargent procedures and potentially convert some surgical

theatres as critical carareas.

Provisional Guidelines for Clinical M@ement of COVIDI, Min. of Health, Sri Lanka (March 20 Pagel4d



8. CreatenewICUbedsand madeavailablewithin few daysto accountfor at least10%of
the expected cases of COVIDirdf@ction.

9. Patients suspected of having severe / critical symptoms of GO¥IBhould be
resuscitated on admission in an isolated area of the respective OPD/ETU/ED with
facilities for potential escalation to ventilator support (NIV/HFNC/ portable ventijato
Those patients should be either subjected to prompt PCR testing if available onsite or
transferred to a sentinel hospital designated for COV8DPCR testing after informing

the respectivenospital.

5.5 Receiving critically ill patients (suspectedbnfirmed having COVID 19) to ICU

1. Isolation; Health care staff receiving patients should be wearing appropriate PPE.
Patientsshouldbe admittedto isolationroom/ cohortisolationwith negativepressure
ventilation, ifavailable.

2. Assessment Patient should be assessed according to the ABCDE order, however
thorough and repeated clinical examination is not advised to minimize the exposure.
Immediateconnectionof patientto multiparamonitor, urgentportable chestX-rayand
arterialbloodgasanalysissusefulto confirmthe severityof physiologicatierangement
and workingdiagnosis.

3. Maintain oxygenation;Initiate oxygentherapyat 6L/minandtitrate flow ratesto reach
target Sp@= 9 0 % -pregnam adults and SpQ -952% in pregnant patients. If
the patientremainsdistressedwith highwork of breathing,hypoxaemiar in refractory
shock, early invasive mechanical ventilation is advised over a trial ofnnasive
ventilation or high flow nasal oxygdmerapy.

4. Hemodynamic resuscitation Prompt intravenous access should be established and
those who are in circulatory shock (as evidenced by hypotension, oliguria, cold
peripheries) should be resuscitated with crystalloid boluses. Consider noradrenalin,
early as thef i r st l i ne vasopressor to achieve
managemenisadvisedn patientswith or without acuterespiratorydistresssyndrome
(ARDS).

5. Empiricantimicrobialsinitial empirictherapywith neuraminidasenhibitorscouldbe if
thereisconcernthat the patientmight haveinfluenza pneumonigEmpiricalntibiotics

shouldbe consideredearlyin patientswith evidenceof secondarybacterialinfection.
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6. Steroids;are not indicated in COVAD® infections unless, there enother clearcut

indication for steroid (e.g. coronavirus plus asthma exacerbation, refractory septic

shock with escalating vasopressoipport).

7. Invasive lines Consider insertion of arterial catheter and ultrasound guided central

venous catheter earlyrothose who present with circulatory shock. Those who may

potentially need prone ventilation due to rapid deterioration or acute kidney injury

would need a tdlumen vascular catheter instead of central venous catheter for

potential renal replacemertherapy.

8. Escalation plan under st and -idrbédd cqnditiori(s¢ tot tailer the o

management of critical illness and appreciate the prognosis. Communicate proactively

with patientsandfamiliesandprovidesupportandprognostianformation. Understand

the patient’ s val ues -sstathingnterneemntiens.e nc e s

9. Enteral nutrition; should be established earlidowever, one should be cautious when

r ec

a critically ill may potentially need endotracheal intubation or remains in severe shock.

Theglycaemic target of 14080 mg/dL is recommended for criticallypgitients.

Criticallyill patientswith COVIOL9 canbe are broadlycategorizedasacuterespiratorydistress

syndrome (ARDS) or sepsis/ septic shock depending on the predominant phgsiolog

derangement. However, these conditions mayeoast in most of the cases that are critically

5.5.1 Endotracheal Intubation
1. This represents a high risk for transmission to healtheanders.

2. Airborne precautions (N95 masks) are indicated glaiith face shield and full contact
precautions.
3. Minimize personnel in the intubating room during thecedure.

4. Endotrachealntubation, whichexposeshe medicalprofessionafor COVII19,shouldonly

be attempted by an airway competent doctor. It aslvised to wear full PPE and take

precautions asollows.

a) Employrapidsequenceanductionto minimizecontacttime with the patient.

b) Pre oxygenate with-Circuit/ Dcircuit and tight fitting face mask / two handed grip to

minimize leak. Avoid bagging teduce aerosalisation
c) Use of videolaryngoscopy may avoid placing the operator's face close patikat.
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d) Attach aviral filterto the bagvalve masloefore the procedure, if possible. This should
reduce the spread of viral particlesit of the endotracheal tube following intubation
(or during bagmask ventilation if that isequired)

e) Attach to the ventilator immediately post intubation and do not use positive pressure
until cuffinflated.

f) Usecapnographyr predeterminedlengthto deade the placementof ETtube to avert
the need for clinicaéxamination.

g) Ensure meticulous removal, placement and discard of equipment useBRIBd.

5. Noninvasive ventilation If NIV is applied in case if invasive ventilation is not available;
nonvented NV mask (orenasal interface) with dual limb circuit should be used with
minimal leak around thenask.

6. High flow oxygen devicand single limb NIV with vented mask is discouraged to minimize
aerosolisation. However, low flows -B® L/min may beonsidered.

7. Lung protective mechanical ventilator strateg{refer to management of ARDS) and
ventilator care bundle (head end elevated, sgibtic suction, daily sedation interval,
spontaneous breathing trials, gastric ulcer prophylaxis and VTE prophylaxis) should be

applied to minimize the complications of invasieatilation.

5.6 Acute Respiratory Distress Syndrome (ARDS) associated with CKQVID
Acuterespiratorydistresssyndromedenotesa predominantoxygenatiorfailure characterized

by acute diffuse, inflammatory lung injury, leading to increased pulmonary vascular
permeability increasedungweight,andlossof aeratedlungtissue Diagnosi®f ARD$s made

based on t her “2&rliZ2a™Ber |l i n

ARDS diagnosticriteria

1. Onset within 1 week of signs of tiimess

2. Bilateralopacitiesconsistentwith pulmonaryedemamustbe presentand maybe detected
on CT or chestadiograph

3. P/F (Pa@ FiQ) ratio <300mmHg with a minimum of 5 cra0HPEEP aron-ventilated

4. Respiratory failure inot fully explained byardiac failure or fluidverload.

ARDS associated with COVID 19 is categorized according to the degree of oxygenation failure,

which has implications on therapeutic approach as follows;
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Mild ARDS: 200 mmHg <RI < 300 mmPBEERP wot hCEODAdPnoR S5 cn
ventilated)

Moderate ARDS: 100 mmHg < P& <200 mmHg wi t hO, &B@&P =5
ventilated)

Severe ARDS: PdEO;< 100 mmHg wi d0hornénlvdnttated)5 ¢ mH

When Pa@is not available, SpFiG;< 315 s BOSgieckiding in Aerentilated

patients)

Management ofARDS

Invasive mechanical ventilation moderate to severe ARDS (PF < 200) patients will
essentially need mechanical ventilatory support to maintain oxygenation and ventilation.
AsNIVandhighflow nasaloxygentherapyis controversiadueto highriskof aerosolisation,
timely invasive mechanical ventilation may benefit both the patient and the health care
staff.

Lung protective ventilator strategyemains the mainstay of delivering ventilatibrerapy.
Every patient who receives MV should be set goalsliasvs;

a. Tidal volumes <-8 ml/Kg

PEEP titrated to Fi@target moderate PEBP

Plateau pressure < 30 cr®i (Driving Pressure < 18 cpdH
SpQ88-92% (permissivaypoxia)

Permissive hypercapmea to maintain pH ¥.25

©® oo o

Adequate sedation and muscle paralysis 48 hours) is advised for those who are on
escalating supports from mechanie@ntilator.

Humidification should be essentially applied and closed suction devices should be used to
prevent frequent ventilator disconnections (avoid decruitment of the lung as well as
aerosolisation).

Bacterial and viral filtersshould be applied during mechanigahtilation.

Nebulizationshould be used only whesssential.

Restrictive fluid strategy patients should be assessed for fluid responsiveness employing
multiple parameters and intravenous fluids should be limited unless there is circulatory

shock.
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1 Prone ventilation (annexure); early prone ventilation for 20 hours or more should be
considered for those who are deteriorating with PF < 150 (severe ARDS). However, it is
crucial to exclude other causes of sudden hypoxaemia (e.g. pneumothorax, lung collapse)
before attempting proneventilation.

1 Percutaneous dilated tracheostomyyould behelpful to minimize the need for sedatives
and early weaning. However, too early tracheostomy or transfer of patient to theatre for
tracheostomy and bronchoscopy during percutaneous procedures may expose others
unnecessarily.

1 ECMOcenters, if available sluld be alerted early for those who are having refractory
hypoxaemia even after trial of prornventilation.

1 Early mobilization those who are mechanically ventilated for more than 24 hours should
be carefully assessed and started on chest and pimsiotherapy in order to prevent ICU
acquiredweakness.

1 Weaning progress should be assessed using regular ABGs and CXR to wean ventilator
supports and liberate patients from the mechanical ventilation. It may be appropriate to
wean patients and extubatearly to NIVor high flow nasal oxygen in order to reduce the
complications of prolongedentilation.

1 Communication;do not use personal mobile phones during duty hours. Availability of a
dedicated smart phone and intercom facilities in cohort or triage I€ important to

improve communication and to prevent frequent stafbvements.

5.7 Sepsis and septic shock
Sepsis denotes the predominant failure in perfusion, associated with dysregulated host

immune response to COVID 19 infection leading talifeatening organ dysfunction.

In septic shock, persisting hypotension (MAP < 65 mmHg) or serum lactate level >2 mmol/L is

seen despite adequate volume resuscitation.

5.7.1 Management of circulatoryshock

Circulatory shock is a |Hareatening situatio characterized by alteration inssue oxygen

delivery and/or capacity to use oxygermiving rise to tissue dysoxia. Exploration of tyyge &
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cause of shockequires a consideration of broad differentials and thorough evaluation. Septic

shock,aform of distributive shock,sthe commonestorm of circulatoryshockamongpatients

with COVID 19 infection admitted to critical care. However, some patients will have

components of more than one type (mixskock).

1. Fluid responsivenessas thekey to guide resuscitation should be assessed in sepsis and
other types of shock. Multiple parameters e.g. MAP, UOP, lactate level, base deficit, should
be incorporated to improve the accuracyassessment.

2. Resuscitation goals /end pointshould be defied e.g. fluid balance, CVP, IVC collapsibility
for the haemodynamicesuscitation

1 In caseof shock,hemodynamiaesuscitatiormeasureshouldbe adoptedimmediately,and
the establishednanagemengoalsshouldbereachedasquicklyaspossible(ideallyfirst 3h).

1 The first step in hemodynamic resuscitation is to quickly reach and maintain minimum
acceptable tissue perfusion pressure (PP), defineal hst 65mmHg

1 OncePPhasbeensecuredthe tissuedysoxiashouldbe corrected,definedasthe restoration
of normal global hypoxia tissue marker valu8svQx T /{@r Sv@ 6 5 %) , laetated / o r
levels

3. Fluid therapy in critically ill takes four phas8&SD.

1 Salvage phasérapid boluses within minutg@docuses on achieving a BP and cardiac output
within minutes,compatiblewith immediatesurvivalandperforminglifesavingorocedureso
treat the underlying cause shock.

9 Optimization phase (fluid challenges within houysfocuses on promoting cellular2O
availability and monitoring cardiac outpumixed venous oxygen saturation (SyCand
lactatelevels.

1 Stabilizationphase(maintenancdluids) focuseson preventingorgandysfunction evenafter
hemodynamic stability has been achieved. This phase typically last from halangsto

1 De-escalation phasddiuretics/HD)Yocuses on weaning the patient from vasoactive agents

and providing treatments to help achieve a negative thathnce.

One need to carefully assess the phase of fluid therapy to determine whether patient needs
fluid loading, maintenance or fluid removal to improve vital organ perfusibrs important to
rememberthat somepatientsmaypresentduringoptimizationor stabilizationphaseandother
mightrevertbackto initial stagegequiringescalatiorof haemodynamicsupportsduringlatter

part of theillness.
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5.8 Renal replacement therap{RRT)

Acute kidney injury is defined by thecute rise of serum creatinine or rapid onset oliguria
overwhelming the renal capacity to handle the solute and volume load. It is estimated that
approximately20%of the criticallyill patientswith COVIL9infectionmayprogressedo acute

kidneyinjury.

1. Availability of RRTIt is essential that renal replacement therapy eg; CRRT or HD should be
available onsite in the institutions, where critically ill COVID 19 cases are admitted.
Otherwise the highrisktransfersfor RRTat anotherhospitalis not justifiableconsideringhe
relatively poor outcome of patients with KI and the riskotioers.

2. Indications for RRTRRT specially the continuous renal replacement therapy is not only
resource but labor intensive. Therefore, CRRT has to be reservpdtients with favorable
outcomes. RRT has to be considered in patients with progressive multiorgan failure not
limited to those who develop AMiith

a) Refractoryacidosis

b) Refractoryhyperkalaemia
c) Refractory fluidbverload
d) Uraemiccomplications

VascularaccessRight internal jugular line has to be used as the first line for vascular access

and always chest X ray should be examined for the vascath position before starting RRT.

3. SLEDI(sustained low efficiency daily dialysis) which is more affordable assl lebor
intensive should be attempted over CRRT in those with AKI even dependent on vasoactive
medications.

4. CRR™ose(volumebased)is 20-25 ml/Kg/h. CRRTs lesslikelyto be successfulvhenthe ICU
staff is not well trained as therapy delivery shoald/ays be titrated and continued without
interruption for 4872hours.

5. Circuit life whenever CRRT is started, principle challenge is to extend the circuit life. Circuit
life in CRRT is mainly affected by vascath position, blood flow rate, ultrafiltratioin
anticoagulation.

6. De-escalation CRRT can be switched as the patient improves (better solute control,
resumptionof urine output and haemodynamigtability)initially to SLEDRnd subsequently

to HD ifneeded.

Provisional Guidelines for Clinical Mgeaent of COVHD9, Min. of Health, Sri Lanka (March 20 Page21



5.9 Staffwellbeing

Medical staff will be under both physical and psychological pressure, while facing this
potentially largescale infectious publibealth event. Therefore early measures to address
burn-out would ensurebetter serviceis beingdeliveredduringthis difficult periodandkeeping

the staffsafe.

1. Keeppreparedandto mobilizeadditionalstaff (doctors,nursesandsupportstaffywhenthe
crisis isescalating

2. Trainstaff on donning,doffing, proneventilationand communicatiormodesregularly.

3. Limit andminimizeextendedduty hoursmorethan 24 hours.( Maynot beableto givel:1l
care)

4. Make sure staff gets an adequate rest, meals, toietd sleep for which dedicated areas
should badentified

5. Screen staff regularly for symptoms of COVID 19 or d@thesses

6. Arrange communication means to contact family and friends on rebakis.

7. Hospital security staff should be available to be dertielp deal with uncooperative
patients.

8. Leisure activities and training on how to relax may be arranged to help staff rettass.

9. Psychological counselors regularly visited the rest area to listen to difficulties or stories
encountered by staff at wég, and provide suppogccordingly.

100Avoi d patients vi sSIClt ors at any time insi

KEY POINTS to be considered in ICU |

1 stigma among sta
f IPC protocols
1 specific procedures

1 therapeutic approache

See Annexure for the LIST ORUGS AND EQUIPMENT FOR MANAGEMENT OF CRITICALLY
ILL PATIENTS WITH COY8D
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6 MANAGING HIGIRISKPATIENTS

6.1 COVIDBL9 inpregnancy
Pregnant women do not appear to be more susceptible to the consequences of corona virus
than the geneal population. There is no evidence that the virus can pass to the baby during

pregnancy.

As a precautionary approach pregnant women with suspected or confirmed €QViihen
they go into labour are being advised to attend an obstetric unit with spstiediver with
isolationfacilities.Atthe momentthereisno evidencehat the viruscanbe carriedin the breast
milk. Therefore penefitsof breastfeedingutweighanypotentialriskof transmissiorof corona

virus through breasmilk.

Pregnantvomenwith suspectedprobable,or confirmedCOVIBL9,includingwomenwho may
need to spend time in isolation, should have access to obstetric, foetal medicine and neonatal
care,aswell asmental healthandpsychosociasupport,with facilitiesto carefor anymaternal

and/or neonatakcomplications.
Mode of birth should be based on obstetric indications.

Please note that this information is subjected to further evidence based with more experience.

6.2 Care for older patients witltCOVIB19
Overall mortalityreported as appox. 1-2% of infected personshile the case fatality among

hospitalized patients is reportedly around 15%.

Table: Who is at risk of dying from COXD

Age (yrs) No. of Deaths %
0-9 years 0 0
10-19 1in 500 0.2
20-29 1in 500 0.2
30-39 1in 500 0.2
40-49 1in 250 0.4
50-59 1in76 1.3
60-69 1 in 27 3.6 Highrisk
70-79 1lin12 8.0
80+ years 1in6 15

Provisional Guidelines for Clinical Mgeaent of COVHD9, Min. of Health, Sri Lanka (March 20 Page23



Older adults (above 50 years of age) with serious medical conditions e.g. heart disease,

diabetes, lungdisease are at higher risk to become very sick from the CO¥finfections.

Suspected/Probable (awaiting diagnosis) cases of CEGMIDOwho are probably in self
isolation),if facedwith amedical/surgicalor obstetricsemergencyshouldbe first assesed for
COVID 19 infection and concurrently transferred/ referred to the relevant specialty clinic/
unit immediatelyfor appropriatecare.Necessararrangementshouldbe madein the clinic/

ward to attended to them immediately/ as a priority basiditait their waitingtime.
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7 AUTOPSY PRACTICE AND DISPOSAL OBMIEFAD

COVIDBL19 related deaths could be categorized arbitrarily into 4 groups:

Cateqgory |
Death followingconfirmed Corona Viral Infection (COVID)

* Method of disposal

- Aninquest is not required.

- Minimum handling.

- Viewing of the body only by close relative/s is allowed in adasignated area in hospital.

- No embalming/No autopsy (medidegal or pathological). The body cannot be taken
home.

- Place the body in a body bag and seal.

- Body should not be viewed after sealing.

- Funeral undertaker should place sealed body bag in a coffin for transportation (coffin
should be preferably sealed)

- The body should be cremated within 24 hours (preferably witHl2 hours).

In case of deatloccurring in the ward /ICU /ETU:
1 Only use designated body bags or a suitable alternative.
1 The dead body should be handled by the attending staff and put in the body bag and
kept in a predesignated place.
1 If the death occurred in ICU, the body should be removed from the machines and

placed in a pradesignated area.

Supervision of disposal should be done by MOH/ PHI along with area police.

Cateqgory I

Death following suspected Corona Viral Infectiondeaivg laboratory confirmation)

e Method of disposal

- Aningquest may be required.

- Minimum handling.
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- External examination only.
- Nasal swab, throat swabs, tracheal aspirate and femoral blood sample (centrifuged) to be
collected to be sent for analysis.
- Viewing of the body only by close relative/s is allowed in a-dasignated area in
hospital.
- Place the body in a body bag and seal after external examination.
- Body should not be viewed after sealing.
- No embalming. The body cannot be taken home.
- Funeal undertaker should place sealed body bag in a coffin for transportation (coffin
should be preferably sealed).
- The body should be cremated within 24 hours.
- Clinicians and JMO should try to trace the report as early as passible
Alf COVIEL9 become positie: should be cremated as in categorly
Alf COVIP19 is excluded: to handle as category IV

Alf the report is not available within 24 hours: cremation.

In case of death occurring in the ward /ICU /ETU:

* Only use designated body bags or a suitable alternative.

» The dead body should be handled by the attending staff and put in the body bag and kept in
a predesignated place.

* If the death occurred in ICU, the body should be removed from the machines and placed in a

pre-designated area.

Supervision of disposal of the body should be done by MOH/ PHI along with area police.

Cateqgory I
Death following possible Corona Virdidetion with suggestive history and clinical findings

* Method of disposal

- Aninquest may be required.

- Minimum handling.

- External examination only.

- Nasal swab, throat swabs, tracheal aspirate and femoral blood sample (centrifuged) to be

collected to be sent for analysis.
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- Viewing of the body only by close relative/s is allowed in ad@ggnated area in hospital.
- Place the body in a body bag andikafter external examination.
- Body should not be viewed after sealing.
- No embalming. The body cannot be taken home.
- Funeral undertaker should place sealed body bag in a coffin for transportation (coffin should
be preferably sealed).
- The body should be cremated within 24 hours.
- JMO should try to trace the report as early as possible
A If COVIEL9 become positiveshould be handled as categoty
A If COVIP19 is excluded: to handle as category IV

A If the report is not available within 2dours: cremation

In case of death ocurring in the ward /ICU /ETU:

» Only use designated body bags or a suitable alternative.

» The dead body should be handled by the attending staff and put in the body bag and kept in
a pre-designated place.

* If the death @curred in ICU, the body should be removed from the machines and placed in a

pre-designated area.

Supervision of disposal of the body should be done by MOH/ PHI along with area police.

Cateqgory IV

Death due to pneumonia unlikely to be due to coronaMinfection

* Method of disposal

- Aningquest may be required. Better not to open all body cavities.

- Nasal swab, throat swabs, tracheal aspirate and femoral blood sample (centrifuge) to be
collected to be sent for analysis.

- If necessary, perform a true cut lung biopsy.

Routine disposal can be recommended (this has to be dealt on case by case basis by JMO).
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DEATH OF FOREIGN NATION®#Io®ing diagnosed Corona Viral Infection

- Disposal is same as categoly

- The hospital authority should inform the Ministry of Health officials to contact the relevant

embassy for the cremation in Sri Lanka.

DEATH OF FOREIGN NATIONALS due to other unnatural causes (e.g. RTA) with possibl

exposure to COVIA9

- Disposal same asategory ll/category Ill However, an inquest is required. (An external
examination or a limited autopsy may be performed).

- Hospital authority should inform the Ministry of Health officials to contact the relevant

embassy for the cremation in Sri Lanka.

In case of anguspected criminalityof COVIEL9 infected patient under category |, 1l or+An
inquest is required. A partial or full autopsy may have to be performed with necessary IPC on a
case by case basis by Consultant JIMO.

Sample dispatch to depiated laboratory Please refer to Chapter 3 and annexure 1.

Supervision of disposal should be done by MOH/ PHI along with area police.

The post mortem handlinghould be done by the senimnost JMOwith the senior morgue

attendants in category I, Il or IlI.

In category I, Il and IlI

1 The body should never be washed under any circumstance.
1 The body has to be placed irsealed body bag and a coffin.
1 Exclusive cremation.

1 The disposal of bodiesust be monitored by police, MOH and PHI.
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8 OUTBREAK RESPONSE PLANRIGGRITALS

This is an Interim plan for Institutional management of CGMnfection.

Activate hospitaDperation Cellwhich is an integral component dfsaster management plan

already in place in the health care institutions.

Key functional areas of the operation cell:

1. Should Update the hospital administration and clinical staff on the guidelines provided,
share essential elements of local daily sitoatieport.

2. Provide continuous risk communication and technical information to the health staff
(especiallyhealth educationto health staff) onthe infectioncontrolmeasurego minimize
the institutional spread of COVID.

3. Continuous assessment of tlavailability of PPE, face masks and hand sanitizers in the
institution.

4. Ensurghe availabilityof guidelineson properutilization of suchitemsby the hospitalstaff.

5. Coordinate with the national and regional Medical Supplies Division through the régiona
epidemiologist (RE) and collect the adequate amount of gants.

6. Maintain an inventory with dedicated storage facility and ensure continuous availability
supply of suclitems.

7. In case of impending scarcity, coordinate with district focal pointmtimduce approved
alternativeequipment.

8. Continuous situation analysis and make necessary amendments to institutional
preparedness activities based on varying local and international epiceesmnarios.

9. Ensure availability of transport (ambulandatility of COVID 19 suspected patient to the
identified health facility for isolation, confirmation and management. Educate the
ambulance driver and helper on appropriate measures durargsportation.

10. Measuresshouldbetakento establishingpf handwashingfacilitiesat the hospitalentrance
and OPD. Continuous monitoring of adherence to such practices among staff and hospital

attendees.
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11. Strengtherthe informationhubto communicatehe informationon the hospitalattendees
with travel history to the relevant MOOH for 14 days quarantine procedure. Information
on daily update on the suspected/isolated/and or transferred patients to the regional
epidemiologist and areslOOH.

12. Any other emergency activity where collective decision makingasssary

Human resource:
Technical team and the supportive staff for the coordination cell should be appointed by the

head of the institution.

Technical team:

1 Multi-disciplinary expert team composed of Consultant microbiologist/ Physician or any
representative from the clinical team; e.g. Respiratory Physician, Intensivist, Virologist
based on the availability (for overall technigaidance)

1 MO public health (for overall coordination with internal and distagthorities)

1 Hospitalmatron of nursein charge(for assistancén monitoringandsupervisiorof hospital
infection controlactivities)

1 Infection control unit-medical officer and nursinafficer

Supportive staff:

Accountant.

Administrativeofficer.

Divisionapharmacist.

RMO who has an eerience with logistimanagement.
Twodevelopmentofficers(onefor surveillanceand other for information management).
Transporbfficer.

Office assistanc(SKS)

= =/ =2 =2 A2 A

Logistics:
Ensure the continuous availability of basic requirements such as phlggiatibn, internet

facilities, computers, printers and multiedia equipment which are already in place.
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ANNEXURES

ANNEXURE- List of designated hospitals and laboratories (DGHS letter)
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ANNEXURE -4.ist ofequipment and drugs for management of critically ill patients with COMI®

A

Infection control
1.

o

PPE; N95 masks, surgical masks,

overalls, wisersggoggals
Parasafe (high level disinfectants

70% alcohol and TCL (low level

disinfectants)

Hand washstations
Hand wastsolutions
Handrubs

Monitoring devices

No ok wdhpE

Multiparamonitors
Pulseoxymeters
Thermometerginfra-red)
Uribags

ABGanalyser
Glucometers
PortableX-ray

Organ suppordevices

© 0o N Ok wDdDRE

ICU ventilators ( 1 pdyed)
Portable ventilators ( per 5beds)
HFNC machines witditcessories
Infusionpumps

CRRMmachines
Haemodialysisnachine
Syringepumps

Pneumatic compressiatevices
Feeding pumpéNG)

Consumables

© o NN E

Endotracheal tubes ( sizes8/5)
HMEs

Breathing circuitsdisposable
Bacterial andviral filers forventilator
Closed suction devices feentilator
Suction apparatus with Yankieandle
Nasogastric tubes ( 1B6 FG)
Urinary catheters (148 FG)

Uribags

10. Syringes (b0 cc)
11. Cannulae ( 1422G)

12. Central venous catheters (2®cm)
13. Tri-lumen vascath ( 1520cm)

14. CRRT solutions (Duo$e?)

15. CRRT kits (machispecific)

16. Haemodialysers ( highux)

17. Dialyser solutions ( ? bicablased)

. Drugs(lV)

Fentanylvials
Morphinevials
Propofol1%
Midazolam
Rocuronium
Suxamethonium
Atracurium
Vacuronium
Glycopyrolate

. Adrenalinvials

. Noradrenalinvials

. Atropinevials

. Dobutaminvials

. Vasopressinials

. Ephedrinevials

. Antibiotics

. Insulin(Actrapid)

. AmiodaronlV

. Amiodaron oral

. Thiaminevials

. Ranitidinevials

. Enoxaparin

. Haparin vials

. Haloperidol

. KCL( pottacium chloridg

. MgS0O4

. Crystalloides (saline, RL, dextrds@%o)

. Lignocair2%

. Nebuliser solutionsgalbutamol)

© e NGO~ ODNPE
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ANNEXURE-Ruick risk assessment check list for first contact level

Age: <50yrs ] 1.Has come from ] Comorbidities
abroad(ANY COUNTRY] 1 COPD O
50-70 O | within 14 days priorto  Hypertension O
onset ofsymptoms T IHD M|
> 70 I:I 1 DM ]
2. Had contacts witra 1 Chronic renalailure  []
confirmed case of O f Chronic Livebiseases []
COVID19 1 Pregnancy O
1 Other
Presentingcomplaints Clinical Assessment
Symptoms Duration Mild Moderate | Severe
1 Fever 0 1 Pulserate <100 100-120 >120
1 Cough 0O
R 12-20 20-30 >30
 Breathlessness [] I Resprate
1 Other, 9 Ozsaturation | >94 90-94 <90
Page- 1

Provisionaluidelines for Clinical Management of COVS




ANNEXURE4Public instruction flow chart for hospitals receiving suspected COYD

patients

1T A person

with a

recent

foredaygn travel

1 A person who has been alose contacwith a confirmed or suspected COVID 19

infected patient (Close contach person staying in an enclosed environment e.g.:

same house hold/workplace/social gatherings/travelling in saatecle)

Symptom
S

1 Fever
1 Cough
9 Breathless atest

Positive Symptoms

v Wear a facamask
immediately

v Go to the nearest health
care facility (if possible,
avoid publictransport)

v Inform the designated
Medical Officer regarding
foreign travel/contact and
symptoms

Provisionaluidelines for Clinical Management of COVS

Negative Symptoms

v Seltisolation for 14days
v Inform areaMOH

If symptoms
occur

Page- 2
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ANNEXURE HSuidance on use of PPE

Guidance on the rational use of personal protective equipment (PPE) in
hospitals in the context of COVID-19 disease

The rational use of PPE is a key measure to protect healthcare workers and prevent transmission of
COVID-19 in healthcare settings.

This document outlines the recommendations for the rational use of PPE in hospitals in the current
context,

In addition to using the appropriate PPE, frequent hand hygiene and respiratory hygiene should always
be performed. Healthcare workers should discard PPE in an appropriate waste container after use and
perform hand hygiene before donning and after doffing of PPE.

Setting Target Activity Type of PPE or procedure
personnel or
patients
Healthcare facilities
Triage* Healthcare Preliminary screening not | Maintain spatial distance
workers invoiving direct contact. of atleast 1 m.
Surgical mask
Patients with | Any activity Maintain spatial distance
respiratory of atleast I m.
symptoms. Provide surgical mask.
Patients Any activity No PPE required
without
respiratory
symptoms
Waiting areas  until | Suspected Any activity Provide surgical mask
transfer (in hospitals | cases of
where inpatient facilities | COVID 19 Immediately move the
are not available and patient to an isolation
patients awaiting room or separate area
transfer to designated away from others; if this is
hospitals) not feasible, ensure spatial
distance of at least Im
from other patients.
Areas of patient transit | All staff, | Any activity that does not | No PPE required
(e.g., wards, corridors) * including invoive contact with
healthcare COVID-19 patients.
workers.
All staff, | If involved in patient | Surgical mask or and
including transfer gloves
healthcare
workers.

! {Have a designated route for the transport of patients within the hospital. Before transporting the patient,
inform the destination unit of the patient’s transfer. Make arrangements to clear the route of transport within
the hospital (making announcement over the public address system or through staff). Make sure the patient is
given a surgical mask.

ll"':;l': Mi try of Health — 571 Lanka-15-03-2020
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COVID-19 patient

Administrative areas All staff, | Administrative tasks that | No PPE required
including do not involve contact
healthcare with COVID-19 patients.
workers.
Ambulance or transfer | Healthcare Transporting suspected | Surgical mask or NIOSH
vehicle* workers COVID-19 patients in the | approved N95 mask
same compartment of | Fluid resistant gowns
the ambulance to the | Gloves
referral healthcare | Eye protection
facility.
Driver Involved only in driving | Maintain spatial distance
the patient with | of atleast 1 m.
suspected COVID-19 | No PPE regquired
disease and the driver’s
compartment is
separated from the

Assisting with loading or
unloading patient with
suspected CoviD-19
disease.

Surgical mask or NIOSH
approved N95 mask

Fluid resistant gowns
Gloves

Eye protection

No direct contact with
patient with suspected

COVID-18, but no
separation between
driver's and patient’s

compartments

Surgical mask

Patient with

Transport to the referral

Surgical mask

suspected healthcare facility.

CoviD-19

disease.

Cleaners Cleaning after and | Surgical mask

between transports of

Fluid resistant gown

patients with suspected | Heavy duty gloves
COVID-19 disease to the | Eye protection

referral healthcare | Boots or closed work
facility. shoes

* Always use ambulances with two compartments (separate driver's area), if available.

3I::-3~ Mi
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1. Display a signage to direct patients with a recent travel history to countries/areas with COVID
19 within 14 days or with a contact history with someone who had travelled to such an area
and developed symptoms or a person suspected/diagnosed with COVID 19

2. Display these signage in all the main languages at the entrance to the hospital building

3. Use a checklist to identify suspected cases of COVID 19 during the triage of patients. Inquire
the following:

a. Travel history
b. Respiratory symptoms
c. Contact history

4. Refrain from performing a detailed clinical examination of suspected patients in the triage
area unless medically indicated

5. Healthcare workers can wear the same PPE for a shift in the triage area

Page- 5
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ANNEXURE-@Mlinistry circular on COVID 19 treatmentiCQ/CQ

-
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Ministry of Health & Indigenous Medical Services

Recommendations on Specific treatment for COVID 19: (25 March 2020)

The COVID-19 Clinical Management Expert Committee, appointed by the Ministry of Health has
given the following recommdations to be implemented.

Prophylaxis:

Chemoprophylaxis is not recommended at present as currently there is no evidence of benefit.
We strongly recommend 14 day quarantine for those who have a significant exposure.

Treatment:
e Treatment is indicated for all patients with PCR- confirmed COVID-19 (age 18 years
and above) regardless of the severity.
s Following drugs are recommended in the absence of contraindications
Chloroquine (CQ) - 500 mg twice daily 10 days
ar

| Hydroxychloroquine (HCQ) - 200 mg twise daily 10 days

In those with contraindications for either CQ or HCQ consider therapy with Azithromycin 500 mg
once daily for 5 days, only in the presence of pneumonia.

CQ/HCQ are not contraindicated in pregnancy and lactation

385, geis DO DB8etoe BB B, amie® 10. 385, ummsssad G uEGEHL &l AL O i Gamgby 10,
385. Rev. Baddegama Wimalawansa Thero Mawatha. Colombo 14. Sri Lanka.
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o Treatment with CQ/HCQ is not advocated for;

a. those suspected with COVID 19
b. those awaiting confirmation of COVID 19
c. those negative for COVID 19 -PCR

Treatment is not recommend for those aged less than 18 years, as the existing data is limited, and
the disease severity is low.

Treatment with ACE inhibitors and ARBs

There is cutrently no evidence for discontinuation of ACE inhibitors and ARB in those with
confirmed COVID 19.

S
&v . .
Dr. Anil Jasinghe : Director General of Health Setvices

Director General of Health Services Ministry of Health, Nutrition & Indigenous Medicine
"Suwasiripaya"
Secretary of Health  Director (MS) 395, Rev, Baddegama Wimalawansa Thero Mawetha,
DDG (MS) Chief Epidemiologist Colombo 10.
DDG (LS) All PDHS/RDHS
DDG (PHS) 1 &I All Heads of Hospitals

385, gels Rdedm® BRgbon £8 0o, emie® 10. 385, amndsssd iU LSBsEL alboaums C5CIT WTMSMS, GEmpby 10,
385. Rev. Baddegzama Wimalawansa Thero Mawatha. Colombo 10. Sri Lanka.
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