THE REPUBLIC OF UGANDA

MINISTRY OF HEALTH

National Guidelines for
Management of COVID-19

APRIL, 2020




ACKNOWLEDGMENT

Uganda has a robust health sector developmplant hat seeks to, among oth
movement towards Universal Health Coverage with essential health and related services needed
for promotion of a .[Aheadalthbfyepopulation s centrdltothe sosoe | i f ¢

economic develoment of the country Unfortunately, he COVID-19 pandemigsignificantly
threatens to undermine and derail the gains the country has achieved in improving the health and
sociateconomic development of Uganda.

To ensurethat the countryrespond adequatelyand mitigates the impact of tHeOVID-19
pardemic, the Nhistry of Health (MOH) embarked on the&levelopment oftheseguidelines
through a consultative, participatory and transparent process thathinvolvement ofall
stakeholders. Thidocumenwill be usal in response to thEeOVID-19 and is the fst pragmatic

step by the MoH in providing technical leadership in aligning and standardizing national and
district management a€OVID-19 suspe&d, probableand confirmed cases. These guidelines
should be used by all health care providers in Uganda, including those working in the public and
private sector.

The Ministry of Health would like to express its sincere appreciatidaadership of the Case
Management pillanWHO, UNICEF, UNHCR, CDC, USAID, IDILast Mile Health anall key
stakeholders anpartnerswho supported the development oéseguidelines

Dr. HenryG. Mwebesa
DIRECTOR GENERAL - HEALTH SERVICE S
MINISTRY OF HEALTH



Contents

3 (0] 1)/ 1.0 I TP PP RRRPPPPPPPRPPPPN 5
I 2 T T3 (o T (o 10 o SRR 6
R O G0 T3 S PP 6
1.2 Objectives Of the GUIAEIINES. ..........uviiiiiei e e e 6
1.3 TArgEt AUGIEICE ...ttt ettt e e sttt e e e et e e e e e e bbb et e e e e sanbb b e e e e e e e nnnbneeeeas 7
1.4 Clinical Signs and symptoms Of COMID............cccuiiiiiiiiiiieeicee e 7
1.5 CaSE AEFINILION. ... ..uiiiiieiiete e e e e e e e e e e e e e e e e s n e e e e e ann 7
2.0 COVIELO SCreening And THAGE. ... ..uueieeiiereeeeeeeeeitteee e e e et e e e s st e e e s st r e e e e s annbereaaeeeannnenes 9
2.1 COVIEL9 Screening and Triage process at the health facility...........cccovvevveeiii, 10
2.2 Prioritizing hospital admissiamong COVHD9 suspect and confirmed cases..........ccccc.....e. 12

2.3 Maintaining a high level of suspicion for COY8among inpatients admitted father reasond 2

2.4 Routine screening triage of health care Workers...........cccooviiiiieeiiiiii e 13
2.5 Limiting €Nntry Of CArE@QIVEIS........ccciiiiiiieee ettt e e e e e e e e e e e e e e ee s e e s e naanes 13
3.0 IPC including Personal Protective Equipment (PPE) for QAVID..........c..oooooeeiiiririiiieenn, 13
3.1 Personal ProteCtive EQUIPIMEINL.......coiiiiiiiiiie et et e e e s e e e e e e 14
4.0 Clinical Management of COMIB............ccociiiiiieeeeee e e e e e e e e e e e e 15
4.1. Potential therapeutics for treating COMID...........coiviiiiiiiiiii e, 15
4.2: Clinical Management of Confirmed COWVEIPAtieNt...........cooeeiiiiiiiiieeeeeee e 16
4.3 Prevention of COVAD® complications in critically atientS............cccco i 23
4.4 Discharge criteria for COWVIB INfECHION. .......uuuiiiiiiiiiiie e 24
4.5 Recommendation for fOHOW Up..........cooiiiiiiiiiciee e e e 25
5.0 Management of COVI® in designated locations outside of health facilities...........ccccccceee.... 25
5.1 Guiding principles for other COVID designated isolation Sites............cccccvvviiiiiieeeieiieeeeeenn. 25
5.2 Isolatim and monitoring while in other designated COM Dfacilities or at home................... 25
6.0 Patient transportation QUIAEINES..........coooiiiiiiicc e 26
ANNEXES. ..ottt ettt e e e e e e e e e et e ettt bt bbb e e e e aaaeee e et arb s 28
ANNEX 1.0t e e e s e e e s 29
Annex 2.0: Infection and Prevention Control PractiCes.............couuiiiiiieiiiiiiieeee e 29
Annex 2.1 Recommended Personal Protective Equipment for CIVID............cccoccivieeeennne 31
Annex 2.2: Rational USe Of PRE...........ciiiiii et 38
Annex 3.1 Summary of the Possible TherapeuLiCS.........cvvvviiiiieiiii e, 53
ANNEX 4.0, e e e e et er e et e e e e e e e Y



COVIBLO WaSte MaNAQEMEINT.......cciieiiii e eeeei e e e et e e e e e e e e et e e e e e et r e e e e eaaan e e e e eeaaaeeeeeennnns 57
Annex 5.0: Safe and Dignified Burial of a Patient Who Has Died From Suspected or Confirmed COVID

S TSP P PP PPRPPUPP PR 59
[O{@XVAT K @o] o1 = ox I 1S3 1] 0 To TN o o o PSRN 59
COVIBL9 CoNtaCt FOHOW UBOIMML......ciiiiiiiiiiie ettt e s e 60
Annex 6.0 Institutional QUAIANTINE..........uuuiiiiiiiiiie e e e e e e e e e e e e e s e e e e e snnnnes 61
Annex 7.0 Community Triage Algorithm for VHT and/or disttipteillance team......................... 63
Annex 7.1 Guidance on Isolating and Monitoring patients at home................cccoiviiiiiiiiiieeenen. 65
Annex 7.2 General Guidelines for Noraditional Isolation Facilities.............ccccooeviiveeeiiiiiiiennen. 66

Annex 8.0 Guidelines for Thealagement Of Pregnant, Breastfeeding Women, And Infants In The

CONEEXE OF COVHAO.....ceiiiiie ettt e e e e e e e e e 67
Annex 9.0 Uganda Ministry Of Hea@fllovid19 Infection Prevention And Control Guidance For HIV/TB
SEIVICES DBIIVELY... ..o e e e e e e e e e e e e e e e e e e e e s s e e e e ntarerrrrraneees 71

Annex 10: Standard Operating Procedures for NotriCare for Hospitalized COVID Patients.....76
Annex 11. Guidelines On Providing Mental Health And Psychosocial During €8adiemic Response

...................................................................................................................................................... 88
ANNEX 11 : AMBULANCE TRANSPORT & PATIENT CARE.FQRM........cccooe, 92
ANNEX 11.2: AMBULANCE DECONTAMINATION PROTOCQL......cccoeiiiiiiiiiieee 95



Acronyms

ARDS Acute Respiratory Distress Syndrome
BP Blood Pressure

COVID-19 Coronavirudisease

CRP C-reactive protein

CVv Central Venous

FiO, Fraction of InspiredDxygen

HFENO High Flow Nasal Oxygen

ICU Intensive Care Unit

IPC Infection Prevention and Control

v Intravenous

LFT Liver Function Test

MERS Middle East Respiratory Syndrome
PCR Polymerase&Chain Reaction

PEEP Positive EndExpiratory Pressure
PHEIC Public Emergency of International Concern
PPE Personal Protective Equipment

RR Respiratory rate

SARS Severe Acute Respiratory Syndrome
SOP Standard Operating Procedure

SpG Oxygen saturation



1 Background
1.1 Context

The Severe Acute Respiratory Syndrome Coronavirus 2 (SB&RE2) is a new virus that had not been
previously identified in humans and therefore no populdéeel immunity exists. This virus belongs to
the coronaviridae family grouped togethed B68 due to existence of crovike appearances on their

cell membrane. The virus is highly transmissible by way of droplet infections attacking the respiratory,
intestinal and brain tissues. Infection from SARSV-2 results in coronavirus diseaseqVID-19)

which manifests along a spectrum ranging from mild to severe symptoms; in severe cases, death can
occur due to complication from the disease.

The seafood and animal market in Wuhan, China was implicated as the origin for the current outbreak of
COVID-19. The World Health Organization (WHO) was notified of this outbreak on 31 December 2019
and the causative agent was subsequently identified as-EAR2 on 7 January 2020 by the Chinese
government. The reservoir host for the virus, however, remainowumknn view of the rapid spread, the
WHO upgraded the status of the outbreak to a Public Health Event of International Concern (PHEIC) on
30 January 2020 and announced it as a pandemic on 11 March 2020.

The early symptoms d€€OVID-19, including fever, yalgia, and fatigue might be confused with malaria
and other febrile infections. This napecific presentation can lead to challenges in early clinical
diagnosis and management. These featur€OdfID-19 and the previous experiences of Ebola Virus
Disea®g (EVD) outbreaks, for example, point to the need for ma&wdemic countries to consider
preventive measures against not only@@VID-19 threat but also its likely impact on existing malaria
control efforts.

While most people witicOVID-19 develop md or uncomplicated iliness, approximately 14% develop
severe disease requiring hospitalization and oxygen support and 5% require admission to an intensive care
unit.

These guidelines are developed in the absence of definitive cure and vaccine, rgflativeugare as

the mainstay to case management and are informed by review of available evidence and recommendations
from other public health entities, including the WHO interim guidance document. Care will be to improve
patient outcomes through provisiohsupportive care to delay progression and management of severe
diseaseandemor bi di ti es. This care wil!/ be contextuali z

The Case Management Pillar incorporates approaches to provide optimized care for all patients,
espeally the seriously ill, and minimize the impact of the epidemic on health systems, social services,
and economic activity by slowing and stopping transmission, p&tlg within the health system. .

1.2 Objectivesof the Guidelines

1. To provide guidancen clinical management of tHeéOVID-19 cases in context of existing
infectious diseases including Nutritional and Psysboial Support .

2. To provide a standardized package and pathway that will support timely decision making for

managementf COVID-19 cases in context of existihgfectious diseases.

To detail the measures necessary to protect hospital staff, patients and visitors/caregiver

4. To provide guidance on the management of other disease conditions and patiensgcbup
aspregnant and breastfeeding women
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Note: This set ofguidelinesis not intended to override the clinical decisions that will be made by
clinicians providing indvzidualized patient care.

1.3 Target Audience
The document is meant for all Healtlorkers in publiand privatdacilities atall levels ofservice
delivery.

1.4 Clinical Signs and symptonts COVID-19.
The following symptoms are compatible Wifl©VID-19 disease fever, cough, myalgia or
fatigue, shortness of breath, sore throat and headache

Other symptoms may include: flike symptoms, diarrhea and nausea, muscle ache, pneumonia
and Acute Respiratory Qiress Syndrome (ARDS), renal failure, pericarditis and Disseminated
Intravascular Coagulation (DIC).

It is important to note th&@OVID-19 patients may be asymptomatic and therefore it is important
that all health workers observe strict Infection Prevengiod Control (IPC) measures for all
patients

1.5 Case definition

In order to enhance surveillance, early case detecind management fa€COVID-19, the
following case definitions have been develop&d of March 2020, Uganda is in a situation of
having sporadic cases (one or more cases, imported or locally detected). In the event that Uganda
moves to a scenario of community transmission (situation in which large numbers of cases are not
linkable to tansmission chains, multiple unrelated clusters are identified in several areas of the
country, or there are large numbers of cases from sentinel lab surveillance sites), the suspect case
definition would change. The table below summaribessuspect, ptmable, and confirmed case
definitions, as well as defimg who should be considered a contact, adapted from WHO guidelines.



Table 1.1: COVID -19 Case Definitions

Suspect casé¢sporadic or
cluster transmission
pattern)

A. Any person with acute respiratory illness (temperagweaterthad 7. 5 C and
sign/symptom of respiratory illness such as cough, shortness of breath) AND no ot
cause that fully explains the dlixal presentation AND history of travel in last 14 days
before onset to area repogitocal transmission d€OVID-19.

OR

B. Any person with acute respiratory illness (temperagweaiterthad 7. 5 C and
sign/symptom of respiratory illness suah cough, shortness of breath) AND no other
cause that fully explains the clinical presentation Afdfuiring hospitalization

OR

C. Any person with acute respiratory illness (temperagpeaterthad 7. 5 C and
sign/symptom of respiratory illness such as cough, shortness of breath) AND conta
a confirmed or probablEOVID-19 case in last 14 days before symptoms

Suspect case (community
transmission pattern)

Any person or groups ofgpsons with fldlike symptoms such as fever, running nose,
sneezing, cough, sore throat and difficulty in breathing.

Probable case

A. A suspect case for whom testing f@®VID-19 is inconclusive
OR
B. A suspect case for whom testing could nopédormed for any reason.

Confirmed case

A person with laboratory confirmation GOVID-19 infection, irrespective of clinical signs
and symptoms.

Contact

Any person who experienced any one of the following exposures during the 2 days bef
the 14 a@ys after the onset of symptoms of a probable or confirmed case:

1. Faceto-face contact with a plbable or confirmed case withinn2eter and for more
than 15 minutes;
Direct physical contact with a probable or confirmed case;
Direct care for a patient with probable or confirn@@VID-19 disease without using
proper personal protective equipment
Note: for confirmed asymptomatic cases, the period of contact is measured as the 2 da|
before through the 14 days after the date on which the sample was taken which led to
confirmation.

2.
3.

WHO. Global surveillance fa€OVID-19 caused by human infection wloVID-19 virus. Interim guidance. 20 March

2020




2.0COVID-19 Screening andriage

Triage should follow one of the followinthreeflow diagrams depending on whether Uganda
continues to only have sporadic cluster transmission, whether community transmission is
occurring and whether the case is identified in the commuiinile Uganda aims to contain the
outbreak and isolate as within a hospital setting, thresholds have been set to triage cases
according to need. dh clinical condition and facility isolation capacity will determine whether

or not a suspect case will be admitted to an isolation unit within a health fadiytted to a
designated isolation unit outsiddrealth facility, or advised to seolate at home.

Threshold 1 Whenmore than 60% of the healthcility bed capacitgledicated taCOVID-19 is
still available anatare for other conditions can still occur
1 All cases will be manageth isolation unitsat COVID19-designated health facilities
including Mulago NRH, Entebbe hospital, all RRH, designated private facilities, and
seleceddistrict hospitals and HCIVs.

Threshold 2 Whenmore than 60% of thieealth facility bed capacity dedicated@®VID-19 is
used up bythe COVID19 confirmed and/or suspect cases and/causing a major disruption of
essential medical serviee
1 Isolation in health facility for sever@OVID19 confirmed or suspect cases, and those at
higher risk of developing severe disease or complications duenmududities.
1 Isolation in other dsignatedCOVID19 nonhealth care facilitysites (e.g. schoos,
churches, stadium, gymnasigniotek or terts) for nonsevereCOVID19 confirmed or
suspect cases

Threshold 3: When thehealth facilities andbtherdesignated isolation sites are overwhelmed.

1 Isolation in health facility for seve@OVID19 confirmed or suspect cases.

1 Isolation in other degnated COVID19 nonhealth care facility sitese(g. schools,
churches, stadium, gymnasiums, hotels or tents) forseerreCOVID19 confirmed or
suspect cases at higher risk of developing severe disease or complications due to co
morbidities who need cles monitoring.

1 Isolation at home foCOVID19 confirmed or suspect cases at low risk of developing
complications, live in home that have space and amenities for home isolation (based on
checklist) and do not have higisk individuals in their households.

Specific guidance on requirements for an isolation space for confirmed and suspected cases, and
appropriate use of PPE to minimize risk of droplet transonissan be found iknnex.



2.1 COVID-19 Screening and Triage process at the héatihty

COVID-19 triage aims to recognize patients with acute respiratory infection (ARI) at first point of
contact with the health care system in order to identify severe symptoms to allow for rapid action,
rule-out other common causes of symptoms wismhld mimicCOVID, ascertain whether suspect
case definition is met, and protect other patients and staff from potential expoS@Q¥iD-19.

At presentation to a facility, any individual with symptoms of acute respiratory infectielik@lu
symptoms gch as fever, cough, difficulty in breathing, muscle ache, running nose, sneezing, and
sore throat) should be directed to a designated area away from other patients. A small team of
health care workers should be assigned to staff the triage ardaeg@nadvided with PPE per
guidance in annek.0

10



Health facility triage algorithm for COVID-19

under conditions of no community transmission

Patient enters health facility grounds

y

Low risk for Take temperature (if infrared or axillary thermometer available)

Wash or sanitize hands

Refer for institutional
quarantine (where
available) or provided
guidance on self-
quarantine (where
institutional quarantine
is not available)

COVID-19:
Direct to facility
for further ;
management :
Quarantine

v

In the last 14 days,

Have you had contact with a known or probable coronavirus case?
Have you traveled out of the country?

YES to at least 1

Is the temperature T>37.5°C?

Have you had a fever?

Do you have symptoms such as cough, shortness of breath,
weakness, muscle aches, sore throat, or headache?

lYES to at least 1

*Danger signs:
*  Rapid breathing:
>30 per min (adult/child>5y)

SUSPECT CASE
v

>50 per min (child<ly)

and direct to designated triage area

Stabilize
(oxygen if available)
in a designated
isolation area

11

Provide a medical mask to the patient |i  >30per min (child 1-5y)

*  Difficult breathing and/or
chest indrawing

*  Persistent high fever for 3 or

Danger signs*? more days

* Disorientation, seizures or
convulsions

* Lethargy (excessive weakness,

Collect samples for:

NO

Y

ADMIT FOR ISOLATION

Admit for isolation to hospital,
another designated facility (if
available), or home (case-by-
case basis; must have ability

for close follow-up)

v

e (COVID-19
e Malaria RDT (if fever)

v

*  Sunken eyes or other signs of
severe dehydration
* Inability to drink or eat

L}
L}
1
L}
L}
L}
1
i tiredness)
L}
1
1
1
L}
1
1
L}
L}

High risk for development of

serious illness or complications

YES

ADMIT FOR ISOLATION

Prioritize for admission to
isolation ward in hospital
with critical care capability




2.2 Prioritizing hospital admission amo@PVID-19 suspect and confirmed cases

Given that the vast majoriy-80%)of COVID cases are mild, it is critical that the health facility
inpatient isolation and higlevel care beds are prioritized for those with severe disease, and those
who are most likely to develop severe disease or complications due to comortidditeesrom

other countries demonstrates that ~14% will require oxygen therapy and ~5% will require intensive
care unit treatment including mechanical ventilatiarthermore, bed capacity and staff need to

be preserved in order to maintain quality care for8@WVID patients Designating entire sections

of a health facility solely to the treatment of t8©VID-19 cases could reduce the potential
transmission o€0OVID-19 to noncases within the health facility.

In the event that suspect and/or confirmed cases overwheloapacity of the hospital (space or
human resource), individuals with any danger signs or who have any of the conditions listed
should, be prioritized for hospital admission

If any ONE danger sign or listed comorbidity, prioritize for hospital admission

Danger signs High risk of developing severe diseasar

complications

A

Too oo Too Too Too To Do

Rapid breathing: >30 per minute
(adult/child>5y);040 breaths per minute for
children 15 years(60 breaths per minute for
children 211months.

Difficult breathing and/or chest in drawing
Persistent high fever for 3 or more days
Disorientation

Lethargy (excessive weakness, tiredness)
Seizures or convulsions

Sunken eyes or other signs of severe dehydre
Inability to drink or eat

Age < 1 year

Age > 65years

Heart conditions such as history of heart
attack or stroke

Diabetes

Sickle cell disease

Cancer patients whether or not on
chemotherapy

Advanced liver disease

Person living with HIV

Lung diseases (e.g. asthma, TB, COPD)
Kidney disease

Severe Acute Malnutrition

ToJo T To To  DooTo I I Do

2.3 Maintaining a high level of suspicidaor COVID-19 among inpatientadmitted for other

reasons

Early in the outbreak liniciansmustmaintain a high level of suspicion f&OVID-19 when there

is a compatiblgresentation and inquire about any epidemiologic links since this may be an early
sign of introduction to the healthcare facilitgientification of ARI clustersn inpatientswithin a
healthcare facility might suggest healthcassociatedCOVID-19 transmnssion With increased
community transmission the likelihood of missing patients \@MVID-19 at triage becomes
more likely as does the likelihood of healthcassociated transmission. Thusyutine
assessment on the ward for individuals withCOVID -related symptoms is critical] and
immediate transfer to the isolation unit is necessary to avoid rapid spread

12



2.4 Routinescreeningdriage ofhealth care workers

Given the close contact of HCW with patients on a daily basis, HCWs are high risk for becoming
cases, particularly in the community transmission scenario. Enhancing identification of ill HCWs,
therefore, is necessary to minimize transmission. Establi&dmatg remind or prompt HCWs to
self-assess for symptoms consistent viii@VI1D-19. HCW should be actively screened at the
beginning of their shift with temperature measurement and symptom checklist, tested if
symptomatic, and isolated until results have ben released

2.5 Limiting entry ofcaregivers

Caregivers are critical to the wellbeing of admitted patients. Yet they can also int@OWiB-
19 into the hospital settingnd are at risk of acquiring. itn order to strike a balance, it is
recommended it caregiver§ entry is avoided if possibler limited to one caregiver (with the
required PPE) of the admitted patient at any given time. The caregigetively screeed for
symptoms of acute respiratory infectidmy caregiver with symptoms should go through the
triage algorithm.

3.0IPC includingPersonaProtective Equipment (PREor COVID-19

Infection Prevention andControl (IPC)is a critical and integral part of clinical management of
patients. Standard precautions should alwlagsappliedin all areas of health care facilities.
Standard precautions include hand hygianduse of PPE to avoid direct contact wmghat i ent s 0
blood body fluids, secretions (including respiratory secretions) andmaat skin.

Standard precautions also include prevention of nestdlle or sharps injury; safe waste
management; cleaning and disinfection of equipment; and cleaning of the envitonmen

For COVID-19, which is transmitted by droplets, five key IPC strategies should be employed to
reduce or prevent transmission in health care setting:

1. Ensure triage, early recognition, and source control (isolation) of patients with suspected
COVID-19 infection.

2. Apply standard precautions for all patients at all times.

3. Implement empiric additional precautionsdroplet, contact and airborne precautiéons
whenever applicable for suspected casés@Y¥1D-19 infection.

4. Implement administrative controlsall healthcare facilities must ensure that they have an
IPC programme, their healthcare workers are correctly trained on basic IPC procedures and
able toimplement standard and droplet precautions.

5. Use environmental controls such as adequate spatial separation of patients, ventilation
requirements and appropriate cleaning of the facility environment.

Suspectcasesof COVID-19 should be isolated, or laist separateloy 2m, from other patients.
They should be instructed to wear at leasdical or cloth mask and practice appropridtand
hygiene. If possiblededicated toilet facilities should be made available.

Confirmed casesshould be admittedta designatedsolationfacility or room. The room should
be well ventilated, have low transit and secure.

Health workers supportingtriage attending to patients with respiratory symptoms, or caring for
known cases requirditional personnel protective equipmanaddition to standard precaution

13



For more details on the different IPC measuresind the PPEsin differ ent scenarios refer to

Annex 2.

3.1 PersondProtective Equipment

Level

Setting

PPE

Level 1( No Interaction with
Patients)

In the community such as administrative
areas, cafeterias, and in the community|
Staff are encouraged to observe social
distancing recommendations and frequg
hand hygiene practices.

No PPE Home clothes/ scrubs with
closed shoes.

Level 2
(Patient Interaction without
Contact

Screening at entry points

Ambulance drivers

Symptomatic patients at screening poin
and during transit

Medical mask needed for droplet
precautions when talking to patients.
It is important that staff do not touch
patients or patient belongings when in
this posture:

Level3
(Patient Contact, no risk of
aerosols)

1 Collection of respiratory samples

1 Transfer of Suspect/confirmed
patients

1 Cleaners*

9 Caring for patients witkuspected or

confirmed COVID19 with no aerosol
risk

9 Visitors to the patient care area

91 Laboratory personnel

Facial protection, Gown,glovegx2) ,
medical mask, Gum bootsfor tasks
that involve contact with
suspect/confirmed COVI19 patients
without an @&rosol generating
procedures.

Level4
(Risk of Aerosols with or
without patient Contact)

Aerosol generating procedures on a

suspect or confirmed COVHI9 patient

such as:

1 bronchoscopy

9 tracheal intubation

1 pressure on the chest during
cardiopulmonary resuscitation may
induce production of aerosol

1 Collection/induction of sputum

1 Airway Suctioning

i Passage of a nasogastric tube

Similar to level 3, the only difference
being theN95 mask.

14




4.0 Clinical Management o€OVID-19

The goalin clinical management of cases is to reduce morbidity and mortality while minimizing the risk
of transmission to uninfected contacts. Early identification of patients who are severely ill and require
hospital or ICU admission will be essential in reduaimgybidity and mortality.

Adjuvant therapy and support should be given, refer to #agntrent protocol in annex 3.0

Mild cases: This includes asymptomatic cases or Patients with uncomplicated upper respiratory tract viral
infection. These may have nonspecific symptoms as described in table 4.2 below. These cases could be
managed outside of the hospital should irpatapacity be insufficient.

Moderate casesThis refers to cases that present as pneumonia without a need for oxygen.

Severe casegequire hospital level interventions including oxygen therapy. In a situation where bed
capacity is limited, priority shouldebgiven to cases with severe disease or those likely to develop severe
disease or complications (see table in section 2.2).

Critically ill patients; these are patients who present with a danger sign(s). These should be managed in
either High depadence olntensive care units.

Regardless of the severity of the illness, isolation of cases, implementation of IPC measures, and contact
tracing within facilities, communities, and households is critical to minimize onward transmission of the
virus. Risk commuriation and widespread messaging are key to successful case management.

4.1.Potentialtherageuticsfor treatingCOVID-19

There is currently no therapeutic with proven effectiveness for C&¥9I0reatment is mainly
supportive and may vary depending on rastes available (see annex 3.0). At a minimum, patients
should have frequent monitoring to evaluate for progression of disease and availability of oxygen to
help support moderate to severe patients from worsening to a critical stage.

Despite there beingmclear therapies identified for COVID to date, several potential therapies have
been evaluated in patients with COVID in settings outside of Uganda. Importantlyere are ongoing
RandomisedClinical Trials (RCT) in different countries but resuttspanding.

As a result, it is unclear whether any of these therapies have any benefit or whether they can instead be
harmful to patients with COVHD9. As well, the Uganda Ministry of Health is planning to conduct similar
RCTs and further information Wie availed when they start.

In addition to plans for COVU®»-related RCTSs, the Uganda Ministry of Health is also considering the
administration of potential therapeutics for COVIB under the umbrella of the Monitored Emergency

Use of Unregistered Iatventions (MEURI) framework. MEURI is a mechanism established by the World
Health Organization whereby an ethical protocol can be developed to evaluate either novel therapeutics
or novel indications of existing therapeutics during public health emergsntikimately, the evidence
generated from these Ugandan and other similar global initiatives will inform the treatment of patients
with COVIEL9 in Uganda.

This current version of the guidelines includes recommendation for use of existing therapeutiosdbr
indications to directly target SARR\2 (e.g., hydroxychloroquine) and existing adjunctive therapeutics
with potential antioxidant, antiinflammatory and immunomodulatory effects (e.g., vitamin C, thiamine,
TAYyO YR aadliArayatdoo

Thetable ( Annex3.1 )provides a summary of selected therapeutics with uncertainty regarding the level

2F LRGOGSYGAlrt o0SySFTAtua yR LRGSYGAlrt aARS STF¥SOdGao
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recommended dosage, indication, potential benefit, potensigle effects and minimum level of

monitoring required to be able to administer these therapeutics at a given health facility. If the
minimum level of monitoring required for safe administration cannot be achieved at a health facility, the
therapeutic shoid not be administered at all. As it becomes available, new evidence regarding the
safety and efficacy of potential therapeutics for CO¥eDwill be added to this table in future versions

of the guidelines.

4.2: Clinical Management of Confirmé&zOVID-19 Patient
This table summarizes some key aspect in management, raferdr 3.Gor the risk categorization and
more details on monitoring and treatment.

Confirmed case or Probable case

Y

Hospitalise

TRIAGE >

A 4

| ! I

Asymptomatic or Presence of at least one Presence of at least one Presence of at least one
Presence of at least Category 2 factor Category 3/4 factor Category 5 factor
one Category 1 (Pneumonia with no (Severe Pneumonia
symptom need for oxygen) with need for oxygen)
Treat as Treat as Treat as Treat as
MILD COVID-19 MODERATE SEVERE CRITICALLY ILL
COVID-19 COVID-19 COVID-19

16



Table 4.2: CLINICAL MANAGEMENT OF CONFIRMED COVID-19 PATIENT

DISEASE SYMPTOMS (DIAGNOSTIC TREATMENT
PRESENTATION CRITERIA)
Mild COVID-19 Patientanay be asymptomatic or The Isolation is necessary to contain virus transmissiorefer to section 2.0

presentvith uncomplicatedipper
respiratory tract viral infection, may
have norspecific symptoms such as
fever, cough, sore throat, nasal
congestion, malaise, headache, mus
pain or malaise.

The elderly and immunosuppressed
may present with atypical symptoms.
These patientdo not have any signs o
dehydration, sepsis or shortness of
breath.

- Ensure appropriate IPC practices to contain and mitigate transmission

Supportive

| f f e C,give REa8e®amol 1gm three times a day for 3 days

Treatment for Adults and Children > 12 years

- Only If ECG and Electrolytes (Magnesium and Potassium) are normalStartTabs
Hydroxychloroquine 400mg twice a day fbday then 200mg twice a day for 4 days

- TabsVitamin C 500mg twice a day for 14 days

CHIDLREN < 12 years
Supportive Therapy days Supportiveare
| f f e C,agive RDaBeBamol 10 15mg/Kg ,three times a day for 3 days
- Only If ECG and Electrolytes (Magnesium and Potassium) are normgbtart tabs
Hydroxychloroquine 6.5mg/kg twice a day forlday then 3.2mg/kg twice a day
days
- Tabs Vitamin C;
1 month to 4 yeark 125250 mg daily in one or two divided doses
5-12 yeard 250- 500mg in oné two divided doses

Moderate COVID -19
- Pneumonia

Patient with pneumonia and no signs
severe pneumonia.

Child with nonsevere pneumoniaas
cough or difficulty breathing + fast
breathing: fast breathing (in
breaths/ min):il¥2
mont hsi5 OQ65e0ar si, O
signs of severe pneumonia

Adults have chest pain, fast breathing
of 20 breath per minute or more but
have normaBp0O2 in room air. There

may signs on Chestpay

ADULTS AND CHILDREN > 12 YEARS
1 Start tabs Azithromycin 500mg once daily for 5 days
1 OR Tabs Amoxicillin 500mg TDS for 1 week
1 Only If ECG and Electrolytes (Magnesium and Potassium) are normégbtart tabs
Hydroxychloroquine 400mg twice a day forlday then 200mg twice a day for 4 day
I Tabs Vitamin C 500mg twice a day for 14 days
9 Tabs Zinc 20mg once daily for 14 days
CHIDREN < 12 years
< 5years
Give oral amoxgillin dispersible tabs (DT) 4thg/kg every 12hours for 5 days
- 2- 12 months 250 mg (1 tab) every 12 hours fdags
- 1-3 years 500 mg (2 tabs) every 12 hours for 5 days
- 3-5 years 750 mg (3 tabs) every 12 hours for 5 days




Above 5 years

- Amoxicillin 500 mg1 g every 8 hours for 5 days

-Tabs Zihc 20mg once daily for 14 days( < 6 months 10 mg once daily for 14 days )
Preferably use dispelde tablets in younger children

-Only If ECG and Electrolytes (Magnesium and Potassium) are normgbtart tabs
Hydroxychloroquine 6.5mg/kg twice a dayrlday then 3.2mg/kg twice a day for 4
days.

- Tabs Vitamin C

1 month to 4 years 125250 mg daily in one or two divided doses

5-12 yeard 250- 500mg in oné two divided doses

Monitoring for Mild
and Moderate

-Temperature, mental stateeart rate, respiratory rate, blood pressure at least 2 to 3 times a day
-Review the laboratory and imaging results done at baseline and repeat if indicated or clinical deterioration

- Do RT-PCR test at day 14 and 16

Severe COVID-19

- Severe Pneumonia

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

Child: with cough or difficulty in
breathing, plus at least one oéth
following: central cyanosis or SpO2
<90%; severe respiratory distress (e.{
grunting, very severe chest in drawing
signs of pneumonia with a general
danger sign: inability to breastfeed or
drink, lethargy or unconsciousness, o
convulsions.

Other signof pneumonia in children
may be present: chest in drawing, fas
breathing (in breaths/min) : <2 month|
060i112mont isyearsQ5 Q
040. 2

ADULTS and CHIDLREN >12 YEARS

1 Immediatelygive oxygen therapy if hypoxemia (SP€92% on room air). Target SRO
>92%96%. Refer to annex 3f0r more details

1 Only If ECG and Electrolytes (Magnesium and Potassium) are normébtart/continue
tabs hydroxychloroquine 400mg twice a day forlday tlfgfn®) twice a day for 4 days

9 Start/continue tabs Azithromycin 500mg once a daily for 5 days

1 Start tabs Augmentin 625mg twice a day for 7 days if the patient is able to take GRlly
IV Ceftriaxone 2g once a day for 7 days

(Augmentin or Ceftriaxone mayelrhanged as guided by culture and sensitivity results)

I Tabs vitamin C 500mg three times a day for 14 days

9 Tabs Zinc 20 mg daily for 14 days

CHILDREN < 12 years
Give intravenous ampicillin (or benzyl penicillin) and gentamicin
A Ampicillin 50 mgkg IV every 6 h for at least 5 days.
A Gentamicin 7.5 mg/kg IM or IV once a day for at least 5 days.
If not better ;
- Ceftriaxone 1 g IV or IM every 24 hours
- Child: 50 mg/kg per dose (max: 1 g)
Adjuctive Therapy
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The diagnosis is clinical; chest imagir]
can exclude complications.

-Tabs Zinc 20mg once daily for 14 days( < 6 months 10 mg once daily for 14 days )
Preferably use dispelde tablets in younger children

-Only If ECG and Electrolytes (Magnesium and Potassium) are normgbtart tabs
Hydroxychloroquine 6.5mg/kg twice a dayiday then 3.2mg/kg twice a day for 4
days.

- Tabs Vitamin C

1 month to 4 yeark 125250 mg daily in one or two divided doses

5-12 years 250- 500mg in oné two divided doses

Sepsis

Adults: life-threatening organ

dysfunction caused by gstegulated
host response to suspected or prover
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 02
Inflammatory Response Syndrome
(SIRS) criteria Fever of more than
38°C or less than 36°C , Heart rate of
more than 90 beats per minute,
Respiratory rate of more th&0
breaths per minute or arterial carbon
dioxide tension (PaCfpof less than 32
mm Hg, Abnormal white blood cell

count (>12,000/uL or < 4,000/uL or

A: ADULTS:
Give empirical IV antimicrobials within the first hour. This is crucially important.

1 Give Ceftriaxone (1 gram daily IV)OR ampicillin 2 grams every 6 hours plus
gentamicin 7.0 mg/kg IV every 24 hours.
Adjunctive Therapy

1 Only If ECG and Electrolytes (Magnesium and Potassium) are normgContinue/sart
Tabs hydroxychloroquine 400mg twice a day forlday then 200mg twice a day for 4 D
Tabs Azithromycin 500mg once daily for 5 days
Tabs Vitamin C500mg via nasogastric tube (NGT).
Tabs Zinc20mg daily for 7 days or more

B: CHILDREN<12

ENE

1 Start the child immediately on antibiotics.

1 Give IV ampicillin at 50 mg/kg every 6 h plus IV gentamicin 7.5 mg/kg once a day for|
10 days; alternatively, give ceftriaxone at 800 mg/kg IV once daily oved0i 60 min for
71 10 days.

When staphylococcal infection is strongly suspected, give flucloxacillin at 50 mg/kg every

IV plus IV gentamicin at 7.5 mg/kg once a day.

The therapy should be maodified according to culture and sensitivity results.

Adjuctive Therapy

-Tabs Zinc 20mg once daily for 14 days( < 6 months 10 mg once daily for 14 days )

Preferably use dispelde tablets in younger children
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>10% immature [band] form)f which | -Only If ECG and Electrolytes (Magnesium and Potassium) are normaBtart tabs

one must be abnormal temperature o| Hydroxychloroquine 6.5mg/kg twice a day forlday then 3.2mg/kg twice a day for -
white blood cell count. days.

- Tabs Vitamin C

1 month to 4 yeark 125250 mg daily in one or twdivided doses

5-12 years 250- 500mg in oné two divided doses

Monitoring for Severe
Oxygen saturation (hourly, if stable2hrly), heart rate, respiratory rate, respiratory distress, blood pressure, ACVPU (alert, confused, responsive to verba
pressure stimuli, unconsciousyarly, blood sugar 8hrly or more frequently if abnormahel output.

A Review the laboratory and imaging results done at baseline and repeat if indicated or If clinical deterioration

A Do RT- PCR when patient is betteat least fever free for 3 days since onset of severe disease. If test is positive flepeaays
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Critically ill COVID -

19

Acute Respiratory
Distress Syndrome
(ARDS)

Patient continues to show the
following signs despite receiving
maximum oxygen flow rate using a
face mask with a reservoir bag.

Rapid progression of severe
respiratory distress:

Severe shortness of breath
Inability to complete full sentences
Tachypnoea

Use ofaccessory muscles of
respiration

Cyanosiqvery severg

Management of ARDS needs to be done in an intensive camit setting with appropriate
facility and medical expertise.

A: Recognize severe hypoxemic respiratory failure when patient with respiratory

distress is failing standard oxygen therapy.

1 This may manifest ggatients continuing to have increased work of breathing or hypoxi
even when oxygen is delivered via a face mask with reservoir bag (flow rated 5f 10
L/min, which is typically the minimum flow required to maintain bag inflation; FiO2-0.€
0.95).

B: IF trained and experienced provider (anesthesiologist / critical care specialisy
present,endotracheal intubation should beperformed IMMEDIATELY usingairborne
precautions.

1 Due to the fact thagatients with ARDS, especially young children or those who are
obese or pregnant, may-daturate quickly during intubation, there is need to take
precaution before intubation. Pogygenate with 100% FiO2 forrhinutes, via a face
mask with reservoir bag, baglve mask, HFNO*, or NIV* prior to a rapid sequence
intubation.(*requires airborne precautions)

C: Implement mechanical ventilation using lower tidal volumes (48 ml/kg predicted body
weight, PBW) and laver inspiratory pressures (plateau pressure <30 cmH20).

D: In patients with severe ARDS, prone ventilation for >12 hours per day is recommende|
and application of prone ventilation is strongly recommended for adulpaditric patients
with severe ARDSREQUIRESsufficient human resources and expertise to be performed
safely

E: Use of a conservative fluid management strategy for ARDS patients without tissue hyy
perfusion is strongly recommendedo shorten the duration of ventilation.

NOTE:

1 High-flow nasal oxygen (HFNO) or neinvasive ventilation (NIV) should only be used ir
selected patients with hypoxemic respiratory failure. The risk of treafaikme is high in
patients withCOVID-19 treated with NIV, and patients treated with eithieiNO or NIV
should be closely monitored for clinical deterioration
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Septic shock

ADULTS ;

Persisting hypotension despite volum
resuscitation, requiring vasopressors
mai ntain MAP 065
lactate level >2 mmol/L.

CHIDLREN : Thepresence of all

three clinical criteria required to

diagnose shock:

- delayed capillary refill > 3ec,
AND

- cold extremities, and

- weak and fast pulse.

- or, frank hypotension (age
related SBP or MAP

Start IV infusion of norepinephrine (4mg in 50misn@irmal saline) at 12micrograms/min
and titrate to effect, maintain at4tncg/min. IV epinephrine (adrenaline 2mg in 50mls of
Normal saline) can be used as an alternative or second line vasopressor.

Epinephrine infusion at-35mcg/min can be added to norepinephrine in case of refract

shock.

If no response to vasopressor therapy consider ECHO to assess cardiac function or g
dobutamine (250mg in 50mls of Normal saline) &0ncg/kg/min.

Age SBP
< 1 month <50
1-12 months <70
1-12 years 70 + (2x age)
>12years <90

Too To T T

Monitoring for Critically ill ;

Clinician monitoring (availability of a doctor or nurse at all times)

Continuous monitoring of ECG, blood pressure, SPO2, capnography and temperature.
Review the test results daily or whenever necessary
Do RT- PCR when patient is better at least fever free for 3 days since onset of critical illness. If testpssitive, repeat after 7 days

Adjunctive Therapy for critically ill COVID -19 patients

- Tabs Azithromycin 500mg once daily for 5 days

- IV Piperacillin + Tazohctam 4.5gms 8hrly for-B days
(antibiotics may be changed as guided by culture and sensitivity results or PCT)

- Tabs VitaminC 500mg via nasogastric tube (NGT

- IV Thiamine 200mg 12hrly for 7 days then change to tabs via NGT if still required

- Tabs Zinc 20mg daily for 7 days or more

- Subcutaneous low molecular weight heparin 40mg (adjust for obese patients) twice daily for 7 days or more if sepsisagilged ¢ h y
Dimer > 6 fold of upper limit of normal, cytokine storm syndrome, rargan failure. If contraindicated, use pneumatic compression devices

Continue/start tabs hydroxychloroquine 400mg twice a day forlday then 200mg twice a day for 4 Days

(S C)
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- IV fluids should be given conservatively as per ICU protocols or as per discretionicibalifi presence of dehydration. (Total IV fluid + NGT should total
2.5L/24 hours if no dehydration)

- Start atorvastatin 40mg once dailly rosuvastatin 20mg once a day if known cardiovascular disease or digloetes give if creatine phosphokinaseGPK)
O 500 OR ALT >x3 wupper limit of normal)

CAUTION!
1-Do not use hypotonic crystalloids, starches, or gelatins for resuscitation.
2- Fluid resuscitation may lead to volume overload, including respiratory failure and caution should bexercised in patients with SARI especially in
resourcelimited setting where ventilation is not available. If there is no response to fluid loading and signs of volume overload epp), then reduce or
discontinue fluid administration.
31 f f eve rgivg\ORad@t@mol 1gm x 3 a day for maximum 3 days then tablets if still required
Do not give NSAIDS (lbuprofen, Aspirin, Indomethacin, Piroxicam etc.)
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4.3 Prevention ofCOVID-19 complicationsn critically ill Patients

Anticipated Outcome

Intervention

Reduce days o - Use weaning protocols that include daily assessment for readiness to breath spontaneously
invasive  mechanicg - Minimize continuous or intermittent sedation targeting specific titration endpbgitsgedation unless contraindicated) or w
ventilation daily interruption of continuous sedative infusions
Reduce incidence ¢ - Oralintubation is preferred to nasal intubation in adolescents and adults
ventilator associate| - Keep patient irsemirecumbent position (hdaf bed elevation 3@0 degrees)
pneumonia - 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 sdd@etbged but not routine
- Change heat moisture exchanger when it malfunctions, when soiled or eXelgys
Reduce incidence d - Use pharmacological prophylaxis (low molecutegight heparin or heparin 5000 units subcutaneously onteice daily in
venous adolescents and adults without contraindications. For those with contraindications, use mechanical prophylaxis (in
thromboembolism pneumatic compression devices)
Reduce incidence ¢ - Use a checklist wittompletion verified by a redime observer as reminder of each step needed for sterile insertion a
catheter relate( daily reminder to remove catheter if no longer needed
bloodstream infection
Reduce incidence d - Give early enteral nutrdn (within 2548 hours of admission
stress ulcers an - Administer histamine€ receptor blocker or proton pump inhibitors n patients with risk for Gl bleeding. Risk factg

gastrointestinal (GlI)

bleeding

gastrointestinal bleeding include mechanical ventilation for >48 hours, coagulopathy, renameplaiherapy, liver diseas
multiple comorbidities and higher organ failure scores




4.4 Discharge criteria fo€OVID-19 infection

Case category

Time to perform Discharge PCR1

Time to perform Discharge PCR2

Action required

Asymptomatic At 14 daysatter initial confirmed 24-72 hours after Discharge PCR1] Discharge if both tests are negative
cases laboratory tests
Mild
symptomatic At 14 daysafter symptoms onset | 24-72 hours after Discharge PCR1] Discharge if both tests@anegative
cases
1. At 14 daysafter symptoms onset Discharge if %)Egtse sts anegative
Severe . AND Patient is fever free for 72 hours (without ant
. 2. Patient has been fever free for 7, . :
Symptomatic : : . 24-72 hours after Discharge PCR1] pyretics)
hours (without antipyretics). , R .
Cases : N Patientodos respirator
3. Patientds resp improved
have markedly improved. P '
Note

i Patients who Test positive @ther the Discharge PCR1 @ischarge PCR2, should continue with isolation.
o And a ¥ repeat test (discharge PCR3) should take place 7 days later (to make 21 days in total), follow€ddpeatdest
(discharge PCR4) at 242 hours later. If the patient tests negative on badtibarge PCR3 and Discharge PCRA4 tests, he/she sh

be discharged.

1 If the patient tests positive on Discharge PCR3 or Discharge PCR4, he/she should continue in isolation for another Mmalkg28&alays in
total), at the end of which another two censtive PCR tests will be performed. If the patient tests negative in two consecutive PCR te

he/she should be discharged.

This guidance is subject to change should testing supplies become limited or new data becomes available
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4.5 Recommendation for follow up

Patients should be followed up one week after discharge, preferably by phone. The patient
should be cautioned teturnto the health facility in case any symptoms return.

Psychoscial Support should continue for as long as needed.

5.0 Management o£OVID-19in designated locations outside of health facilities

Cases may come to the attention of VHTSs, district surveillance teams, or other community
members. The algorithm in Appendix xx provides a guide for lay providers and surveillance
officers to identify suspect cases and act according to the severity oosyspt

The number of confirmedCOVID-19 nonseverecases may overwhelm the health facilities
capacity to isolate (thresholds 2 and 3 abowe)a part of the plan fosurge capacitypther
designatedacilities can be used for diagnostic evaluation andtiment ofCOVID-19.

There is a need for a plan to identify and support secondary isolation sites such as community
facilities (e.g. schools, churches, stadium, gymnasium, hotel or tent). Thesaatég used to
manage nossevere, nothigh risk cases,ral could be turned into health facility overflow sites for
higherrisk patients currently with mild disease should the need arise. Potentialviitbe
designated by the district task force as guided by the National Task Force.

5.1 Guiding principles footherCOVID-19 designatedsolation sites.

The designatedite shouldmeetthe following minimum requirements;

1. Proximityto ahealth facilitywith readily available transport

2. Ability to monitor case progressiore. Human resources1 a recommended ratio of 100
patients: 1 health team (A nurse antuesing aid) andLogistics

Transport plan in case dfsease progression

Access to running water, toilets and bathrooms

Provision of food

Security personnel

7. Psychosocial support féihe patients

o g s W

5.2 Isolation and monitoring whilm other designate@OVID-19 facilities or at home

Educate the patient 08OVID-19 transmissionlPC measurs, and provide guidance®n home
isolationshould the patient ndse in a position tget to the facilitappendix 1D If the patient is

likely to stay home, it should be advised that:

- ThereshouldbBlOper son i n the paghrigkigoups househol d
- The patient should be placed in a separate room if posdlible

- Preferably the patient should have a separate bath room and toilet from the rest of the family.
- There should be a designated adult caregiver

- A health facility should be within 2 hours reach.

- The patient or caregiver should hawenediate access to a functioning telephone

- A source of clean water should be readily available

- The patients should have access to separate toilet/pit latrine if possible

- The home should have a door and a window for adequate\engkation

- Soap (or othehandhygiene products) should be available

Monitor the patient fodanger signgSection2.2). If any develop,transfer to the nearest Health
Facility with critical care capabilityRefer to annex for morguidance.
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6.0 Paienttransportation guidelines
Patient preparation for transport.

- Patient escorts will only be allowed if the patient is a minor, advanced pregnhancy or unable to
provide any specific details e.g. psychiatric patients. Escorts must wear a surgical facemask.

- Ensue that the exit route to the ambulance is cleared of obstacles.

- Inform driver of PUI status, mobility and to don surgical facemask.

- Escort patient to ambulance and load him/her, maintaining social distancing (where possible).
Place patient as far back ihe ambulance as possible.

- Avoid contact with the patient as far as possible. Direct contact with a suspect or confirmed case
should be limited to the least number of personnel possible.

- Personnel not in appropriate PPE should maintain a distance odistt lemeter from the patient

and should wear gloves to guard against infectious agents on the surfaces of objects close to the

patient.

- Ensure that all windows of the ambulance remain closed until decontamination commences.

- The driver should open and ckdoors for the ECPs and patient at scene and at receiving
facility.

- The driver should follow appropriate doffing. S/he must dispose of all PPE prior to entering the
driver compartment in order to avoid soiling.

- The driver should help with preparing/cleagi access route for delivering patient from
ambulance to receiving area in the hospital.

Patient Assessment and Disposition.

Step 1:

Place the surgical face mask and gloves in front of the patient and show them how to apply it to
themselves (wher@ossible).

If they require additional oxygen, the patient should apply the NPO2 cannula first, then the surgical
face mask (N95 is not required) and finally the gloves and tissues for secretion control. Patients
should be encouraged to practice hand hygieand instructed on proper cough etiquette practices.

Step 2 Determine the clinical presentation AND risk for aerosolization.

Clinical presentation

26

1 Stable: Ambulatory patients presenting with mild symptoms only (e.g. no decreased LOC,
walking, internittent coughing and mild dyspnea)

1 Unstable: Norambulatory patients with moderate to severe symptoms (e.g. decreased LOC,
stretcher required, persistent coughing, require ventilatory support)

1 You may use the COVID Severity Scoring Tool (AFENSeANNEXURE)Qo assess severity.
This tool was developed to inform and not replace clinical decision making in a low resource
setting. The tool makes use of basic patient assessments to inform clinical management and
patient disposition (receiving facility)



Risk for aerosolization:

Low risk: High risk:

When no aerosolizing procedures are | When aerosolizing procedures are anticipated. These include;
anticipated. BVMR ventilation, oropharyngeal suctioning, endotracheal

intubation, nebulizer treatment, Coirtuous Positive Airway
Pressure (CPAP);itiasic Positive Airway Pressure 9BiPAP),
Cardiopulmonary Resuscitation (CPR)

1 Low risk PPE are recommended when no aerosolizing procedures are anticipated and/or the

patient presents clinically stable.

9 High risk PPE are recommended for patient in which aerosolizing procedures are anticipated

and/or patient present clinically unstéh

91 Providers must exercise caution when performing aerosolizing procedures and perform them

only if and when medically necessary. It is important to keep procedures for respiratory support
up to date with current guidelines.

A To decrease droplet generati, providers should consider metered dose inhalers instead of

nebulizers and use a BVM or ventilator with a HEPA filter on the exhalation port.

A If performing aerosol generating procedures, providers should consider having the patient

compartment exhaustent on high during transport.

Patient disposition.

a.

A

b.
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Mild / moderate casegor AFEM tool score & 4, Annexure C):
Patientsnot requiring supplementabxygen.
Can be transported to treatment center with Ambulance type B.

Severecaseqor AFEM tool score § 7, Annexure C):
Patientsrequiring supplementaloxygen(but no ventilatory support).

Should betransportedto the appropriate treatment centre as advised by the medical
control officer (MCO). The Dispatcher should telephonically connect the ECP to the
MCO.

Criticalcaseqor AFEM tool scor&+, Annexure Q.

Patientsrequiring supplementaloxygenand ventilatory support.

Should be transported to a dedicated COVIBEL9 Intensive Care Unit such as Mulago

National Referral Hospitals advised by the MCO. The Dispatcher should telephonically

connect the ECP to the MCO.

A Await contact from dispatcher.You may be required to repeat the case definition
andansweradditionalquestions.

A Keeppatient and relatives calm at all times. Gently explainto patient and his/her
relativesthat he/she meets the initiatriteriafor COVIBL9 testing.
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Annex 1.0 Health facility triage algorithm forlCOVID9under conditions of communitytransmission

Patient enters health facility grounds

Wash or sanitize hands

Take temperature (if infrared or axillary thermometvailable)

Direct to facility

management

Low risk for

COVIEL9: NO to

ALL

for further

l

Is the temperature T>37°€?
Have you had a fever?

Do you have symptoms such as cough, shortness of breatt
muscle aches, weakness, sore throat, or headache?

YES to at least 1

SUSPECT CASE

A

Provide a medical mask to the patient
and direct to designated triage area

(oxygen if available)

Stabilize

in a designated
isolation area

Danger signs*?

Collect samples for:

NO

ADMIT FOR ISOLATIO

Admit for isolation to hospital,
another designated facility (if
available), or home (cadey-
case basis; must have ability|

for close followup)

v

1 COVIRL9
1 Malaria RDT (if fever)

v

High risk for development of
serious illness actomplications

YES

ADMIT FOR ISOLATIO

Prioritize for admission to
isolation ward
with critical care capability

*Danger signs

A Rapid breathing:

>30 per min (adult/child>5y)
>40 per min (child -by)

>50 per min (child<ly)
Difficult breathing and/or
chest indrawing

Persistent high fever for 3 or
more days

Disorientation, seizures or
convulsions

Lethargy (excessive weakne
tiredness)

Sunken eyes or other signs o
severe dehydration

Inability to drink or eat




Annex 2.0: Infection and Prevention Control Practices

Standard IPC precautions for all staff

IPC is a critical and integral part of clinical management of patients and should be initiated at the point of entatiefthte pospital (typically the
Emergency Department). Standard precautions should always be routinely applied in all araltis cditesfacilitiesStandard precautions include:

1 Hand hygiene;

T Use of PPE to avoid direct contact with patientsointactskimd, body f|
1 Prevention of needistick or sharps injury;

1 Sak waste management;

1 Cleaning and disinfection of equipment;

Cleaning of the environment.

Infection prevention and control measures for patients with suspected or confirme@OVID -19 at the health facility

a) At triage area:
1 Give suspect patient a medical mask and direct patient to separate area, an isolatibavaitable.
1 Keep at leas? meter distance between suspected patients and other patients
1 Instruct all patients to cover nose and mouth during coughing orisgeeith tissue or flexed elbow for others.
1 Perform hand hygiene after contact with respiratory secretions

b) Applying droplet precautions:

Droplet precautions prevent large droplet transmission of respiratory viruses.

Use a medical maskvborking with in 2 meters of the patient.

For suspect cases, plgeatients in single roonmitavailable or separate patients by &patial separation.

1 m is accepted for confirmed cases incases space is limited

When providing care in close contact with a patieith wespiratory symptoms (e.g. coughing or sneezing), use eye protectiom@éaker goggles)

Limit patient movement within the institution ardsure that patients wea medical masks when outside their rooms.

c) Applying contact precautions

Droplet arl contact precautions prevent direct or indirect transmission from contact with contaminated surfaces or equipmeat{iveititopntaminated

oxygen tubing / interfaces).

1 Use PPE (medical mask, eye protection, gloves and gown) when entering roappeomatiatelyremove PPE when leaving. If possible, use either
disposable or dedicated equipment (e.g. stethoscopes, blood pressure cuffs and thermometers).

1 If equipment needs to be shared among patients, clean and disinfect between each patient use.

1 Ensure that health care workers refrain from touching their eyes, nose, and mouth with potentially contaminated gldegddhands.
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Avoid contaminating erironmental surfaces that are not directly related to patient care (e.dhatalles and light switches).
Ensure adequate room ventilation.
Avoid movement of patients or transport.
Perform hand hygiene.
Apply airborne precautions whenperforming an aerosol generating procedure
Ensure that healthcare workers performing aergsakrating procedurdise. open suctioning of respiratory tract, intubation, bronchoscopy,
cardiopulmonary resuscitation) use PPE, including gloves, lostpevedyowns, eye protection and-fit.sted particulate respirators (N95 or equivalent,
higher level of protection).
Whenever possible, use adequately ventilated single rooms when performing-genesating procedures.
Avoid the presence of unnecessamnyiwiduals in the room. Care for the patient in the same type of room after mechanical ventilation commences.

R T ]
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Annex2.1 Recommended Personal Protective Equiprf@enCOVID-19.
These guidelines are informed by WHO guidance on PPE3@&MD-19 and institutional experiences in US and the UK.

PPE

Characteristics and how to Use

Eye protection (gogglésace
Shield)

y
& =

- Face shield or goggles can be used

- Should adequately protect the healthcare workers conjunoiivedus membranes from splashes
- Normal reading glasses are not acceptable as PPE for eye protection so a face shieldfagth an
should be worn over the glasses or goggles big enough to cover the glasses

- Goggles must fit comfortably and securely;

- Depending on the type of goggles aadd shieldtcan bedecontaminatedndreused.

Mouth and nose protection
(surgical\ Medicalface mask)

- Healthcare workers must cover the mouth and nose to avoid body fluid splashes and droplet <
- Medicalsurgicalmask should be fluidesistant.
-The mask should be removed safely dispposed appropriatelyhensoiled toavoid transmissions.

Gloves

I - y : % - )
. e %)

- Correctly sized latex or nitrile examination gloves should be used to protect hands against bot
and indirect contact.

- A new pair of gloves should be used for each patient. Remember that for invasive procedures
need sterile gloves.

- DO NOT touch eyes, nose or mouth areas with gloved hands.

-Hand washinglibbing shoulde done before and after putting on gloves.

-Double gloving techniqushould be utilized for all contact with patient under investigation for
COVID-19 or patients with confirmed COVHDO.

Body protection (gowns)

- Long-sleeved wateresistant gownshould be used.
-Non water resistant gowns such as Cotton
-This PPE does not need to be sterile, unless used in a sterile environment (e.g. operating roon
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- If the COVID-19 statusof thepatient isnotknown (suspet), the gown should be safely removed &
disposed of between patients to prevent nosocomial spread.

5
- Singleuseplastic aprons cabeused on top of the nemwater-resistant gown to providextra
protectionto the front part of théodyin case ofoiling.
6 | Respiratory protection (N95 or
FFP2 - The respirator protects from the inhalation of small airborne droplets and particles.
s N - Given that the fitting of different types of respirator will vary for each user, the respirator will re
¥ > a fitting test in order to find the best match of PPE to user.
_ Qﬁ' - A respirator should always be used when performing aegeswrating procedusean aCOVID-19
*< patient.
- The mask should be removed safely and disposed appropriately when soiled to avoid transmi
- Extended use should not extend beyond a day to reduce risk of transmissions.
- Hand washing/rubbing is required in case theidatsurface is touched.
7 | Heavyduty rubber gloves

1l

- Cleaners, laundry workers and healthcare workers \whadling infectious waste shoulkar heavy
duty rubber gloves over nitrile gloves.

- Movement of human remains or performing environmental cleaning activities also requires the
heavyduty rubber gloves.

Boots

- All Clinical staff, cleaners and visitors entering designated isolation units for CQYIghould
weargumboots

- Gumboots should be disinfected in a footbath before exiting the patient care area. Gumb
should not be taken home.

36



— T Closed shoes are recommended in the rest of the healthcare settings as part of standard preca

Before exiting isolation &a, carefully remove PPE and dispose in waste containers in a designated doffing area.
Place reusable equipment in bin for decontamination such as Face shields, Goggles and Heavy Duty gloves.
Do not recycle any singtase PPE such &loves,masksgowns and aprons

Remove PPE undeupervision of a trained buddy.
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Annex2.2:Rational Use of PPE
This were adopted in guidance from WHi@ps://apps.who.int/iris/bitstream/handle/10665/331498N20D3nCoV-IPCPPE_us€020.2

eng.pdf

Setting

Target personneir
patients

Activity

Type of PPE or procedure

Healthcare facilities

Inpatient facilities

Patient room

Healthcare worker,

Providing direct care t€OVID-19
patients.

Medical mask

Gown

Gloves

Eye protection (goggles or face shield).
Gum boots

Aerosolgenerating procedures
performed orCOVID-19 patients

Respirator N95 or FFP2 standard, or equivalent.
Gown

Gloves

Eye protection

Apron

Cleaners

Entering the room o€OVID-19
patients.

Medical mask

Gown

Heavy duty gloves

Eye protection (if risk of splash from organic material or chemicals
GumBoots

Visitors

Entering the room of @0VID-19
patient

Medical mask

Gown

Gloves

Eye protection (goggles or face shield).
Gum boots / Shoe covers

Other areas of patien
transit (e.g., wards,
corridors).

All staff, including
healthcare workers

Any activity that does not involve
contact withCOVID-19 patients.

No PPE required
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Triage Healthcare workerg Preliminary screening not Maintainspatial distance of at leasti2
involving direct contact Medical mask
Patients with Any Maintain spatial distance of &ast 2m.
respiratory Provide medicabr Cloth mask to the patient ( if tolerated )
symptoms.
Patients without Any Maintain spatial distance of at leastn2
respiratory No PPE required
symptoms.
Laboratory Lab technician Collection andVianipulation Medical mask

respiratory samples

Gown
Gloves
Eye protection (if risk of splash)

Administrative areas

All staff, including
healthcare workers

Administrative tasks that do not
involve contact wittCOVID-19
patients.

No PPE required

Outpatient facilities

Consultation room
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Healthcare workers

Physical examination of
patient with respiratory
symptoms.

Medical mask
Gown

Gloves

Eye protection

Physical examination of
patients without
respiratory symptoms.

PPE according to standard precautions and risk assessment.

Patients with respiratory
symptoms.

Any

Provide medicabr clothmask(if tolerated)

Patients without respirato
symptoms.

Any

No PPE required




Cleaners

After and between
consultations with patien
with respiratory
symptoms.

Medical mask

Gown

Heavy duty gloves

Eye protection (if risk of splash from organic material or chemicals
GumBoots or closed work shoes

Waiting room

Patients with respiratory
symptoms.

Any

Provide medical mask if tolerated.

Immediately move the patient to an isolation room or separate areg
away from others; if this is not feasible, ensure spatial distance of &
least2 m from other patients.

Patients without respirato
symptoms.

Any

No PPE required

Administrative areas

All staff, including
healthcare workers.

Administrative tasks

No PPE required
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room, but not providing

direct care or assistance

Triage Healthcare workers | Preliminary screening ng Maintain spatial distance of at le@smn.
involving directcontact | Provide medical or Cloth mask to the patient ( if tolerated )
Patients with respiratory | Any Maintain spatial distance of at le@3ain.
symptoms. Provide medical or Cloth mask to the patient ( if tolerated )
Patients without respirato| Any Maintain spatial distance of at le@sm.
symptoms. No PPE required
Community
Home Patients with respiratory | Any Maintain spatial distance of at le&smn.
symptoms. Provide medical mask if tolerated
Caregiver Entering t h|Medial mask




Caregiver

Providing direct care or
when handling stool,
urine or waste from
COVID-19 patient being
cared for at home.

Gloves
Medical mask
Apron (if risk of splash)

Healthcare workers

Providing direct care or
assistance to @0VID-19
patient at home

Medical mask
Gown

Gloves

Eye protection
Shoe covers

Public areas (e.qg.,
schools, shopping
malls, train stations).

Individuals without
respiratory symptoms

Any

Maintain spatial distance of at le@&sin.
No PPE required

Points of entry

area

direct assistance.

Administrative areas| All staff Any No PPE required
Screening area Staff First screening (temperature measurement) i Maintain spatial distance of at le@sm.
involving direct contact No PPE required
Staff Second screening (i.e., interviewing passeng( Medical mask
with fever for clinical symptoms suggestive of| Gloves
COVID-19 disease and travel history).
Cleaners | Cleaning the area where passengers with fev] Medical mask
are being screened. Gown
Heavy duty gloves Eye protection (if risk of splash from
organic material or chemicals).
Boots or closed work shoes
Temporary isolation Staff Entering the isolation area, but not providing | Maintain spatial distance of at lea®dtm.

Medical mask
Gloves
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Staff,

Assisting passenger being transported to a

Medical mask
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healthcare | healthcare facility. Gown
workers Gloves
Eye protection
Cleaners Cleaning isolation area Medical mask
Gown
Heavy duty gloves
Eye protection (if risk of splash from organic material or
chemicals).
Boots or closed work shoes
Ambulance or Healthcare Transporting suspect€tiOVID-19 patients Medical mask
transfer workers to the referral healthcare facility. Gowns Gloves
vehicle Eye protection
Driver Involved only in driving the patient with Maintain spatial distance of at le&am.
suspecte€OVID-19 di sease a1 NoPPErequired
compartment is separated from the
COVID-19 patient.
Assisting with loading or unloading patient wil Medical mask
suspecteOVID-19 disease. Gowns Gloves
Eye protection
No direct contact with patient with suspected | Medical mask
COVID-19, but no separ 8
and patientds compar
Patient with | Transport to the referral healthcare facility. | Medical mask if tolerated
suspected
COVID-19
disease.




Cleaners

Cleaning after and between transports of pati
with suspecte€€OVID-19 disease to the referr,
healthcare facility.

Medical mask

Gown

Heavy duty gloves

Eye protection (if risk of splash from organic material or
chemicals).

Boots or closed work shoes
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Date ofenrolmentf D I D VIM I M I 210 YIY]
CLINICAL INCLUSION CRITERIA
Proven or suspected infection with pathogen of Public Health Interest Yes® No

One or more | Ahistoryofselfr eport ed feverishness oP Yané NG
of these I Cough?® Yes 3 No

during this | Dyspnoea (shortness of breath) OR Tachypnoe&*Yes 8 No

illness | Sore throat % Yes 3 No

* respiratory rate O50 b4r eyaetahrss/:-in POn3yOk efrosr< 1509 6 ¢

DEMOGRAPHICS

Sex % Male ® Female® Not specifiedDate ofbirth [ D I D /I M I M V[ Y I Y I Y I Y TIf
date of birth is unknown, recordge [ 1 Jyears OR [ ][ _]months

Healthcare Worker? OYes [ONo OUnknown  Pregnant? 9 Yes 8 No 8 Unknown 3 N/A If
yves: Gestational weeks assessmént][ ] weeks

DATE OF ONSET AND ADMISSION VITAL SIGNS (first available data at presentation/admission)
Symptom onsef(date of first/earliest symptorf)D [ D /[ M I M 1/[ 2 [ O JL Y I Y]
Admission date at this facility[ D [ D /[ M I M 1/[ 2 ][ 0 J[ Y 1 Y ] Temperature [ 1
LI I°C__ Heartrate [ ][ ][ ]beats/minRespiratory rate [ 1
]breaths/min
BP[ 11 11 ](systolic) [ ][ 1 ](diastolic) mmHg  Severe dehydration1Yes[INo
OUnknown

Oxygen saturation:[ I 1 1% onOroom airCJoxygen therapy!Unknown AV P U (circle one)
Glasgow Coma ScordGCS /15) [ 1[ ] Malnutrition OYes[ONo OUnknown
Mid -upper arm circumference[ [ ][ ImmHeight: [ 1[  1[ JcmWeight: [ 1 [ __ 1kg

CO-MORBIDITIES (existing prior to admission) (Unk = Unknown)

Chronic cardiac disease AYes [ONo |Diabetes AYes [ONo
(not hypertension) Unk HUnk
Hypertension AYes [(ONo  [Current smoking AYes [ONo
OUnk OUnk
Chronic pulmonary disease A Yes [ONo [Tuberculosis AYes [ONo
OUnk OUnk
Asthma AYes ONo |Cancer AYes [No
JUnk HUnk
Chronic kKidney disease AYes ONo  [Other AYes [ONo
OUnk OUnk
Chronic liver disease AYes ONo |If yes, specify: A
OUnk
Chronic neurological oYes UNo
disorder OUnk

HIV  0OYeson ARTOYesnoton ART [ONo OUnknown

PRE-ADMISSION & CHRONIC MEDICATION Any medication in the last 14 days prior to
admission?

pg.44



SIGNS AND SYMPTOMS ON ADMISSION (Unk = Unknown)

Inability to walk gY_es [ONo 0OUnk| If bleeding: specify site(s):

History of fever AYesONo OUnk |Lower chest wall AYes [INo
indrawing OUnk

Cough AYes[No OUnk |Headache. AYes [ONo
OUnk

with sputum production AYes[INo OUnk |Altered AYes [INo
consciousness/confusion OUnk

with haemoptysis AYes[No OUnk |Seizures AYes [INo
HUnk

Sore throat AYes[No OUnk |Abdominal pain AYes [INo
OUnk

Runny nose AYes[ONo OUnk [Vomiting / Nausea AYes [ONo
(rhinorrhoea). OUnk

Wheezing AYes[INo JUnk |Diarrhoea AYes [INo
OUnk

Chest pain. AYesNo OUnk |Conjunctivitis AYes [No
HUnk

Muscle aches AYes[No OUnk [SKkin rash AYes [INo
(myalgia) OUnk

Joint pain (arthralgia) AYes[INo [DUnk [Skin ulcers AYes [INo
OUnk

Fatigue / Malaise AYes([INo UUnk |Lymphadenopathy AYes [INo
OUnk

Shortness of breatt oYes ONo OUnk[Bleeding AYes [ONo
(Haemorrhage). HUnk

OtherOYes [ONo OUnk If ves,_specifv:

MEDICATION Is the patient CURRENTLY receiving any of the following?

Oral/ fluids? OYes[1No [0 Unknown

Intravenous fluids? O0Yes [ONo DUnknown

For Intravenous fluids, if yes. CrystalloidsCYes [INo Colloids?0Yes JNo

Antiviral? OYes ONo OUnknownIf yves: ORibavirin OLopinavir/Ritonavird Neuraminidase inhibitor

Corticosteroid? [0Yes[INo 0Unknown

If ves, route:[0Oral OIntravenousInhaled

If yes, Dexamethsaone?0Yes OONo Methyprednisolone?ZZ 0Yes ONo Hydrocortisone/ Other?00Yes

ONo

Antibiotic? OYes[ONo OUnknown

Antifungal agent? OYes ONo OUnknown

Antimalarial agent? [1Yes[INo [JUnknown If yes, specify:

ART [0 TLD O TLE [0 Pl Other OOspecify

Anti -TB drugs [OYesONo OUnknown

Experimental agent? [1Yes[INo JUnknown If yes, specify: Non-steroidal

anti-inflammatory (NSAID) O0Yes[ONo O0Unknown

Angiotensin Il receptor blockers (ARBs)OYes ONo OUnknown

Angiotensin converting enzyme inhibitors (ACE inhibitors) JYes [ONo O Unknown

SUPPORTIVE CARE

Is the patient CURRENTLY receiving any of the following?
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ICU or High Dependency Unit admissionZ1Yes[INo 00Unknown

Oxygen therapy? 0O0Yes [ONo 0 Unknown If yes, complete all below
02 flow: 01-5 L/min 06-10 L/min011-15 L/min 0>15 L/min DUnknown (document worst value of the
day)

Source of oxygenOPipedOCylinder DConcentratoflUnknown

Interface: ONasal prong$!HF nasal cannulalMask D Mask with reservoitlCPAP/NIV masklUnknown

Non-invasive ventilation?(e.q.BIPAP/CPAP)IYes [INo LIN/A If yes worst pressure support

requi redéécm H2o0

Invasive ventilation (Any)? CYes 0ONo 0 Unknown Inotropes/vasopressors?1Yes [ONo O0Unknowr
If ves, worst SPQ/FiO» ratio of day

Blood gas done71Yes[ONo

I nsert worst val yeésPOek édépCpéde.... PaO

Extracorporeal (ECMO) support? Yes [INo [ Unknown Prone position?0Yes [INo [ Unknown

LABORATORY RESULTS ON ADMISSION (*record units if different from those listed)

Parameter \Value* Not |Parameter Value* INot
done done

Haemoglobin (g/L) I Creatinin ]
WBC count (x109/L) Im Sodium (mEQq/L) I}
Haematocrit (%) [y Potassium (mEQ/L) I
Platelets (x109/L) Im Procalcitonin (ng/mlL I
APTT/APTR ] CRP (mg/L) ]
PT (seconds) Im LDH (U/L) ]
INR 0 Creatine kinase (U/l| 0
ALT/SGPT (U/L) ] Troponin (ng/mL) 0
Total bilirubin 0 ESR (mm/hr) 0
(Lmol/L)

AST/SGOT (U/L) Im D-dimer (mg/L) ]
Urea (BUN) (mmol/L 0 Ferritin (ng/mL) 0
Lactate (mmol/L) Im IL-6 (pg/mL) Im
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MODULE 2: follow-up (frequency of completion determined by available resources)

Date of followup[ D I D /[ MU M2 0N YTY]

VITAL SIGNS (record most abnormal value between 00:00 to 24:00)
Temperature [ 1L 1.[ 1°C  Heartrate[ ][ ][ ]beats per min Respiratory
rate [ ][ Jbreaths/mirBP [ 11 11 J(systolic) [ ][ 1L ](diastolic) mmHg
Severe dehydrationdYes ONo OUnknown GCS/15] 1 ] Digital Capillary refill
time> 2sllYes[INoO
Oxygen saturation][ ][ ][ 1% on O room aird oxygen therapy OUnknown A V P U (circle
one)
DAILY CLINICAL FEATURES (Unk = Unknown)
Cough AYeslONo [OUnk [Seizures AYesONo [OUnk
and sputum production | AYesLINo [Unk [Vomiting / Nausea Diarrhoea | A YesLINo [Unk
Sore throat. AYeslONo [OUnk [Conjunctivitis Myalgia AYeslONo [OUnk
Chest pain Shortness of | A YesLINo [Unk |Other, specify: AYeslUNo [Unk
breath Confusion AYeslUNo [Unk AYeslUNo [Unk
AYes[ONo [Unk AYeslONo [OUnk
LABORATORY RESULTS (*record units if different from those listed)
Parameter Value* Not |Parameter Value* INot
done done
Haemoglobin (g/L) Im Creatinin I}
WBC count (x109/L) [y Sodium (mEQg/L) [y
Haematocrit (%) Im Potassium (mEg/L) I
Platelets (x109/L) 0 Procalcitonin (ng/ml 0
APTT/APTR ] CRP (mg/L) ]
PT (seconds) 0 LDH (U/L) 0
INR a Creatine kinase (U/l| a
ALT/SGPT (U/L) 0 Troponin (ng/mL) 0
Total bilirubin 0 ESR (mm/hr) 0
(umol/L)
AST/SGOT (U/L) ] D-dimer (mg/L) ]
Urea (BUN) (mmol/L ] Ferritin (ng/mL) ]
Lactate (mmol/L) 0 IL-6 (pg/mL 0
MEDICATION Is the patient CURRENTLY receiving any of the following?
Oral/ fluids? OYes[ONo [0 Unknown Intravenous fluids? [1Yes [INo [JUnknown
For Intravenous fluids, if yes. Crystalloids0Yes ONo Colloids?0Yes ONo
Antiviral? _OYes[INo JUnknownlf yes: [IRibavirin Lopinavir/RitonavirllNeuraminidase inhibitor
Immunomodulators ? Hydroxychloroquine? [Yes [INo Chloroquine?]Yes[1No Azithromycin(lYes
[ONo
Given in combination? LYes[INo If yes, Which combination?
Any additional supplements given? ZintlYes[INo SeleniumlYes[INo Other? Please specify
Corticosteroid? [Yes[INo Unknown If yes, route:[1Oral OlIntravenousInhaled
If vyes, Dexamethsaone?1Yes [ONo Methyprednisolone?]1Yes LINo Hydrocortisone/ Other?LIYes
ONo
Antibiotic? [OYes[INo JUnknown Antifungal agent? OYes ONo OUnknown
ART [ TLD O TLE 0PI Other OUspecify
Anti-TB drugs [0YesONo OUnknown
Antimalarial agent? OYes[ONo OUnknown If yes, specify: Experimental agent?
OYes[No JUnknown If yes, speify:
Non-steroidal anti-inflammatory (NSAID) OYesONo OUnknown
Angiotensin converting enzyme inhibitors (ACE inhibitors) OYes [ONo OUnknown
Angiotensin Il receptor blockers (ARBs)LYes [INo LJUnknown
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SUPPORTIVE CARE Is the patient CURRENTLY receiving anyf the following?

ICU or High Dependency Unit admissionZ1Yes ONo OJUnknown

Date of ICU/HDU admission[ D [ D /I M LM /[ 2 1L O JL. Y_ILY DUnknown
ICU/HDU dischargedate [ D I D /I M I M [ 2 1L 0 1 Y_ILY ] LONotdischarged yet
OUnknown

Oxygen therapy? OYes ONo O Unknown If yes, complete all below

02 flow: 01-5 L/min 06-10 L/min011-15 L/min 0>15 L/min JUnknown (document worst value of the
day)

Source ofoxygen [OPipedl]Cylinder 0ConcentratoflUnknown

Interface: [ONasal prong$!HF nasal cannulaMask OMask with reservoiflCPAP/NIV maskilUnknown
Non-invasive ventilation?(e.q.BIPAP/CPAP)Yes [INo LIN/A.

| f yes Worst pressure support requiredéécm H
Invasive ventilation (Any)? OYes [ONo [0 Unknown Inotropes/vasopressors?IYes [1No [JUnknown
If ves, worst SPO/FiO» ratio of day

Blood gas done?]Yes[INo

I nsert worst val yessPegEédaéapiCppé.... PaO

Extracorporeal (ECMO) support? [Yes [INo [IUnknown Prone position?Yes [INo [J
UnknownRenal replacement therapy (RRT) or dialysis?2]Yes [INo LlUnknown
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PARTICIPANTID | 11 1 1 1 -1 11 11 1 |
MODULE 3: complete at discharge/death
DIAGNOSTIC/PATHOGEN TESTING

Chest X-Ray [OYes ONo OUnknown If Yes: infiltrates present? OYes ONo OUnknown
Was pathogen testing done during this illness episodé?Yes [INo [JUnknown If yes, complete all belov

Coronavirus: 9 Positive © Negative 3 Not done If positive: ¢ MERS CoV % SARSCoV-2 8 Other
Other respiratory pathogen: 2 Positive 3 Negative® Not done If positive, specify
Falciparum malaria: 3 Positive? Negative?® Not doneNon-falciparum malaria:
0 Positived Negative® Not done
HIV: % Positive® Negative? Not done

COMPLICATIONS: At any time during hospitalisation did the patient experience:

Shock AYes ANo A Unknown |Bacteraemia AYes ANo A Unknow
n
Seizure AYes ANo A Unknown Bleeding AYes ANo A Unknow
n
Meningitis/Encephalitis AYes ANo A Unknown Endocarditis AYes ANo A Unknow
n
Anaemia AYes ANo A Unknown |Myocarditis/Pericarditis A Yes A No A Unknow
n
Cardiac arrhythmia AYes ANo A Unknown |Acute renal injury AYes ANo A Unknow
n
Cardiac arrest AYes ANo A Unknown Pancreatitis AYes ANo A Unknow
n
Pneumonia AYes ANo A Unknown |Liver dysfunction AYes ANo A Unknow
n
Bronchiolitis AYes ANo A Unknown |Cardiomyopathy AYes ANo A Unknow
n
Acute Respiratory Distress AYes ANo A Unknown |Other AYes ANo A Unknow
Syndrome If Yes, specify n
MEDICATION: While hospitalized or at discharge, were any of the following administerec®
Oral/ fluids? OYes[No O Unknown Intravenous fluids? LYes [ONo D Unknown

For Intravenous fluids, if yes. Crystalloidsd0Yes ONo Colloids?dYesONo
Antiviral?  OYes[ONo OUnknownIf yes: [O0Ribavirin OLopinavir/RitonavirflNeuraminidase inhibitor

Corticosteroid? [Yes[INo Unknown If yes, route:[]Oral OlIntravenousInhaled

If yes, Dexamethasone?dYes [ONo MethyprednisoloneZI0Yes [ONo Hydrocortisone/ Other?00Yes [ONo
| Antifungal agent? [Yes[No OUnknown If yes, specify:

ART [ TLD OTLE O Pl Other OOspecify

Anti -TB drugs [0Yes[ONo JUnknown

Antimalarial agent? OYes ONo OUnknown If yes, specify: Experimental agent?
OYesONo LJUnknown If yes, specify:

Non-steroidal anti-inflammatory (NSAID) OYes ONo OUnknown If ves, specify:




SUPPORTIVE CARE: At ANY time during hospitalisation, did the patient receive/undergo:

ICU or High Dependency Unit admission?Z]Yes [INo JUnknown

Oxygen therapy? O0Yes [ONo [0 Unknown If yes, complete all below

02 flow: [01-5 L/min 06-10 L/min[011-15 L/min 0>15 L/min OJUnknown (document worst value of the day)
Source of oxygenPipedLICylinder lConcentratoi]Unknown

Interface: [ONasal prong$!/HF nasal cannulaMask 0 Mask with reservoiflCPAP/NIV maskiJUnknown
Non-invasive ventilation?(e.q.BIPAP/CPAPLYesONo[ON/ A | f ves Wor st press
H20

Invasive ventilation (Any)? Yes [INo [0 Unknown Inotropes/vasopressors?1Yes [INo [JUnknown

If yes, worst SPQ/FiO» ratio of day

Blood gas done?]Yes [INo

|l nsert worst val uééP @k édaidCeHée.. .. PaoO

Extracorporeal (ECMO) support? 0Yes [OINo [TUnknown If yes, total duration: daysProne
position? Yes [INo [ Unknownlf yes, total duration: days

Renal replacement therapy (RRT) or dialysis7IYes [INo [DUnknown

Inotropes/vasopressors?lYes [INo [0Unknown If yes, total duration: days

OUTCOME

Outcome:® Discharged alivé Hospitalized® Transfer to other facility Death® Palliative dischargé Unknowr
Outcome date:] D I D V[ M I M1 21 0]J Y IY 13 Unknown
If Discharged alive: Ability to self-care at discharge versus before illnessi Sameas before illnes§Worse

A Better® Unknown
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CATEGORIES OF COVID-19 DISEASE SEVERITY BASED ON SYMPTOMS/SIGNS & INVESTIGATIONS
Note which of these factors are present in the patient

[ ] Dry Cough
[ ] Sore throat

[ ] Chest pain
[ ] Difficulty in breathing

[ ] Nasal [ ] Respiratory rate
Congestion >24breaths/min

[ ] Headache [ ] Productive cough

[ ] Malaise [ ] zInfiltrates/consolidation

[ ] Muscle pain on CXR/lung ultrasound

[ ] SPO2 092

[ ] Respiratory distress
[ ] Heart rate >110 beats/min
[ ] SPO2 092%
[ ] Infiltrates/consolidation
on CXR/lung ultrasound
[ ] Systolic BP <90mmHg
[ ] TempéQ at ur |
[ ]Confused, responds to
Verbal stimuli, responds to
Pressure stimuli

CATEGORY 2 CATEGORY 3 Danger signs CATEGORY 4
CATEGORY 1
[ ] Asymptomatic| Any factor(s) in category 1 | Severe pneumonia/disease witl [ ] Obstructed or absent breathing
OR PLUS Pneumonia with no | need for Oxygen [ ] Severe respiratory distress
[ ] Fever need for oxygen [ ] Respiratory rate >30b/min (inability to talk, use of accessory muscles of

respiration, flaring of alaanasi, respiratory rate >3
breaths/min, refractory hypoxemia (SP<®2% on
0)

[ ] Blue discoloration of mucous membranes (cyano

[ ] Refractory shock (systolic <90mmHg)

[ 1 Unconscious/ unresponsive

[ ] Convulsions

[I[Modi fi ed o

NEWS2 score

[ ]
[ ]
[ ]
[ ]

Manage adild disease if asymptomatar presence of at least one factoQategory 1
Manage adloderate disease if presence of at least @aegory 2factors
Manage as$evere diseas# presence of at least o@ategory 3

Manage a<ritically ill if presence of at least o@ategory 4factors

The laboratory results below when available, show the severity or Prognosis of the patient
[ ] LDH >245 U/L >0.5 (if available)

[ ] D-dimer>1000ng/ml

[ ] CPK > x2 upper limit of normal

[] CRP >100

[ ] Elevated troponin x3 upper limit of normal

[ ]

Lactat e

O2mmol / L

[ ] Absolute lymphocyte Count <0.8
[ ] Ferritin >300 ug/L
[ ] Procalcitonin (PCT)




Annex 3.1 Summary of the Possible Therapeutics

Therapeutic Dosage | Recommended| Potential benefit Potential side Minimum level of monitoring required to
indication effects administer therapeutic*
Hydroxychloroquine| 400mg Mild, Initial low-quality Retinopathy Baseline electrocardiogram (ECG); baseline
(HQ) (++ twice a | moderate, studies suggest laboratoy testing to include K+, Mg+, glucose,
azithromycin) day severe, potentially improved | Q-T interval renal function tests (BUN/ creatinine) and FBC
(x1d), critically ill outcomes, decreased| prolongation (QT baseline and daily review of ophthalmologic
then cases (See viral replication and | interval prolongatior] symptoms
200mg Annex 3.0) shedding. can leada Torsades
twice a de pointes and life | If Q-T prolongation observed on ECG, avoid
day (x4 An increasing number| threatening other medicines that causeTQrolongation
d) of studies, however, | ventricular (including azithromycin).
report conflicting dysrhythmias)
results and concern fc If lab result shows that patient is hypoglycemig
adverse events. Hypoglycemia hypomagnesemic or hyphyperkalemic, do not
(severe) administer HQ unless glucose, Mg+ and/or K+
High quality RCTs are normalized. Mg+ and K+ abnormalities ca
currently underway. | Agranulocytosis; increase risk for lifghreatening ventricular
anemia; dysrhythmias and can bersened in presence
pancytopenia acute kidney injury.
Intravenous Vitamin| 1.5gqg6h | Critically ill No known direct Hemolysis in Baseline anddaily CBC and renal function tests
C (ascorbic acid) (x4d) cases (See benefit for COVID19. | patients with G6PD | (BUN; creatinine)
Annex 3.0) deficiency

Potential vascular
benefits (prevention o
micrcocirculatory flow
dysfunction; agonist
for endogenous
cathecholamine

receptors; preservatio

of endothelial barriers

A Phase Il RCT
(CITRIS-ALI)

evaluated intravenous

Increased risk of
acute oxalate
nephropathy in
patients with history
of renal disease,
history of oxalate
kidney stones,
geriatric patients an
pediatric patients <
2yo

If abnormal kidney function, avoid use of
intravenous vitamin C.




vitamin C on
ventilated ICU
patients vith sepsis
induced acute lung
injury. No benefit with
respect to primary
outcome of change in
organ failure, but
significant early
reduction in mortality
(secondary endpoint)
was observed. Similaf
findings have not bee
reported in recent
RCTs evaluating
intravenous vitamin C
in patients with sepsis

AiStatinso
atorvastatin or
rosuvastatin)

Atorvasta
tin: 40mg
qd (x1
mo)

OR

Rosuvast
atin
(20mg qd
(x1 mo)

Severe or
critically ill
cases with
known
cardiovascular
disease or
diabetes (See
Annex 3.0)

No known direct
benefit for COVID19.
Given that patients
with underlying (or
high risk for)
cardiovascular diseas
and diabetes appear {
have worse prognosis
with COVID-19,
continuation of statins
in patients already
taking them may be
beneficial.

Common: Diarrhea,
arthralgia, myalgia,
UTI,
nasopharyngitis
Serious:
transaminitis; liver
failure;
rhabdomyolysis

Baseline and weekly transaminases (e.g., AS’|
and ALT) and CPK

Do not give i f creati.i
500 OR ALT >X3 upper limit of normal
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Annex 3.2NATIO NAL COVID-19 PATIENT MANAGEMENT

THE MODIFIED NEWS2 SCORE( National Early Warning Score (NEWS)

The score is to aid the clinician in monitoring the admi@&V1D-19 patients.

_ _ SCORE
Physiological
parameter
3 2 1 0 1 2 3
Resplr.atlon rate <8 9-11 12-20 21-24 H25
(per minute)
SpQ <91 92-93 94-95 *26
Air or Oxygen _ Oxygen Alr
?Sto“c BP(MM | 90 | 91-100 | 101-110 | 111c 219" >220
Pulse (per <40 41 50 51¢ 90 91-110 | 111-130 | >131
minute)
Consciousness Alert CvPUY
TemperatureC) | <35.0 25.1-36.0 | 36.1-38.0 | 38.1-39.0 | >39.1

*Systolic BP >16@GnmHg alert the physician, ** Pulse rate < 50beats/minalert the physician
1CVPU- Confused, Verbal response, Pain response, Unconscious
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CLINICAL RESPONSE TO THE NEWS2 TRIGGER THRESHOLDS

NEWS2 SCORE

Frequency omonitoring

Clinical response

0 Minimum 12 hourly continuous monitoring
o 71 Inform the RNwho must assess the patient.
Total 1-4 Minimum 46 hourly | ¢ RN decides whether increased frequency of monitoring and
escalation of care is required
3in single Minimum 1 hourly 1 RN to inform the medical team caring for the patient, who wil
parameter review and decide whether escalation of care is necessary

Total 5 or more
Urgent response
threshold

Minimum 1 hourly

1 RN to immediately inform the medical team caring for the
patient.

1 RN to request urgent assessment by the physician or team w
core competencies in the care of the acutely ill patient.

1 Provide clinical care in an environment with monitoring
facilities.

1 Consider transfer to a facility with ICU level care

Total 7 or more
Emergency
response
threshold

continuous monitoring of
vital signs

1 MO to immediately inform the medical team caring for the
patient - this should be at least a specialist.

1 Emergency assessment by the ICURT.

1 Clinical care in an environment with monitoring facilities.

NB: For systolic BP >160nmHg alert the physician, pulse rate < Bbeats/minalert the physician
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Annex 4.0

COVID-19 Waste Management
Safe management of health care waste

Waste management is the collection, handling, treatment, transportation, processing, recycling or
disposal, and monitoring of waste materials.

Safe healtkcare waste management is fundamental for the provision of quality, peoypkred
care, protectingatient and staff safety and safeguarding the environment.

Best practices for safely managing health care waste should be followed, including assigning
responsibility and sufficient human and material resources to dispose of such waste safely.

There isno evidenceat the time of developing these guideliribat direct, unprotected human
contact during the handling of health care waste has resulted in the transmissicd@¥tbe19
virus thereforenecessary IPC Precautions should be observed.

All health are waste produced during the careC@VID 19 patients should be collected safely
in designated containers and bags, treated, and then safely disposed of or treated, or both,
preferably onsiteSee below for different types of wastes.

Categories of Waste

This is the total waste stream from health care service delivery or research facilit
and includes both potential risk and noisk waste materials.

This is waste with a potential to cause harm to both humans and the environment if
exposed or impropdy handled or disposed of. Approximately 20% of all HCW is
estimated to be hazardous and 1% is estimated to be sharps waste.

The largest component of HCW (80%) is-hamardous waste. However, this can
cause a nuisance or create breeding sites of diseastors like flies and rats. It
includes domestic waste, office or compound sweepings and wrappings, and
containers of medicines.

Has living organisms in it that are capable of causing disease.

These are parts of the human body that are removed bsedbey are diseased,
usually for identifying the cause of disease.

These are objects that can penetrate skin easily and include needle/syringes.

Related to manufacturing, dispensing, and disposing of unusable medicines and
consumables.
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