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1 Background  

1.1 Context 

 

The Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) is a new virus that had not been 

previously identified in humans and therefore no population-level immunity exists. This virus belongs to 

the coronaviridae family grouped together in 1968 due to existence of crown-like appearances on their 

cell membrane. The virus is highly transmissible by way of droplet infections attacking the respiratory, 

intestinal and brain tissues. Infection from SARS-CoV-2 results in coronavirus disease (COVID-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 SARS-CoV-2 on 7 January 2020 by the Chinese 

government. The reservoir host for the virus, however, remains unknown. In 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 of COVID-19, including fever, myalgia, and fatigue might be confused with malaria 

and other febrile infections. This non-specific presentation can lead to challenges in early clinical 

diagnosis and management. These features of COVID-19 and the previous experiences of Ebola Virus 

Disease (EVD) outbreaks, for example, point to the need for malaria-endemic countries to consider 

preventive measures against not only the COVID-19 threat but also its likely impact on existing malaria 

control efforts. 

While most people with COVID-19 develop mild or uncomplicated illness, 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, reflect supportive care 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 provision of supportive care to delay progression and management of severe 

disease and co-morbidities. This care will be contextualized in Ugandaôs health systems.  

The Case Management Pillar incorporates approaches to provide optimized care for all patients, 

especially the seriously ill, and minimize the impact of the epidemic on health systems, social services, 

and economic activity by slowing and stopping transmission, particularly within the health system. . 

1.2 Objectives of the Guidelines   

1. To provide guidance on clinical management of the COVID-19 cases in context of existing 

infectious diseases including Nutritional and Psycho-social Support .  

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

management of COVID-19 cases in context of existing Infectious diseases.  

3. To detail the measures necessary to protect hospital staff, patients and visitors/caregivers.  

4. To provide guidance on the management of other disease conditions and patient groups such 

as pregnant and breastfeeding women. 
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Note: This set of guidelines is not intended to override the clinical decisions that will be made by 

clinicians providing individualized patient care. 

1.3 Target Audience  

The document is meant for all Health workers in public and private facilities at all levels of service 

delivery.  

1.4 Clinical Signs and symptoms of COVID-19.  

The following symptoms are compatible with COVID-19 disease fever, cough, myalgia or 

fatigue, shortness of breath, sore throat and headache 

Other symptoms may include: flu-like symptoms, diarrhea and nausea, muscle ache, pneumonia 

and Acute Respiratory Distress Syndrome (ARDS), renal failure, pericarditis and Disseminated 

Intravascular Coagulation (DIC). 

It is important to note that COVID-19 patients may be asymptomatic and therefore it is important 

that all health workers observe strict Infection Prevention and Control (IPC) measures for all 

patients 

1.5 Case definition 

In order to enhance surveillance, early case detection, and management for COVID-19, the 

following case definitions have been developed. As 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 transmission 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 summarizes the suspect, probable, and confirmed case 

definitions, as well as defining who should be considered a contact, adapted from WHO guidelines. 
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Table 1.1: COVID -19 Case Definitions 

Suspect case (sporadic or 

cluster transmission 

pattern)  

A. Any person with acute respiratory illness (temperature greater than 37.5 C and at least one 

sign/symptom of respiratory illness such as cough, shortness of breath) AND no other 

cause that fully explains the clinical presentation AND history of travel in last 14 days 

before onset to area reporting local transmission of COVID-19.  

OR 

B. Any person with acute respiratory illness (temperature greater than 37.5 C and at least one 

sign/symptom of respiratory illness such as cough, shortness of breath) AND no other 

cause that fully explains the clinical presentation AND requiring hospitalization 

OR 

C. Any person with acute respiratory illness (temperature greater than 37.5 C and at least one 

sign/symptom of respiratory illness such as cough, shortness of breath) AND contact with 

a confirmed or probable COVID-19 case in last 14 days before symptoms 

 

Suspect case (community 

transmission pattern) 

Any person or groups of persons with flu-like symptoms such as fever, running nose, 

sneezing, cough, sore throat and difficulty in breathing. 

Probable case A. A suspect case for whom testing for COVID-19 is inconclusive 

OR 

B. A suspect case for whom testing could not be performed for any reason. 

Confirmed case A person with laboratory confirmation of COVID-19 infection, irrespective of clinical signs 

and symptoms. 

Contact Any person who experienced any one of the following exposures during the 2 days before and 

the 14 days after the onset of symptoms of a probable or confirmed case:  

1. Face-to-face contact with a probable or confirmed case within 2 meter and for more 

than 15 minutes;  

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

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

proper personal protective equipment 

Note: for confirmed asymptomatic cases, the period of contact is measured as the 2 days 

before through the 14 days after the date on which the sample was taken which led to 

confirmation. 

WHO. Global surveillance for COVID-19 caused by human infection with COVID-19 virus. Interim guidance. 20 March 
2020 
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2.0 COVID-19 Screening and Triage  

Triage should follow one of the following three flow diagrams depending on whether Uganda 

continues to only have sporadic or cluster transmission, whether community transmission is 

occurring, and whether the case is identified in the community.  While Uganda aims to contain the 

outbreak and isolate cases within a hospital setting, thresholds have been set to triage cases 

according to need. Both clinical condition and facility isolation capacity will determine whether 

or not a suspect case will be admitted to an isolation unit within a health facility, admitted to a 

designated isolation unit outside a health facility, or advised to self-isolate at home. 

Threshold 1: When more than 60% of the health facility bed capacity dedicated to COVID-19 is 

still available and care for other conditions can still occur.   

¶ All cases will be managed in isolation units at COVID19-designated health facilities 

including Mulago NRH, Entebbe hospital, all RRH, designated private facilities, and 

selected district hospitals and HCIVs.  

Threshold 2: When more than 60% of the health facility bed capacity dedicated to COVID-19 is 

used up by the COVID19 confirmed and/or suspect cases and/or is causing a major disruption of 

essential medical services.  

¶ Isolation in health facility for severe COVID19 confirmed or suspect cases, and those at 

higher risk of developing severe disease or complications due to co-morbidities. 

¶ Isolation in other designated COVID19 non-health care facility sites (e.g. schools, 

churches, stadium, gymnasiums, hotels or tents) for non-severe COVID19 confirmed or 

suspect cases   

Threshold 3: When the health facilities and other designated isolation sites are overwhelmed.  

¶ Isolation in health facility for severe COVID19 confirmed or suspect cases. 

¶ Isolation in other designated COVID19 non-health care facility sites (e.g. schools, 

churches, stadium, gymnasiums, hotels or tents) for non-severe COVID19 confirmed or 

suspect cases at higher risk of developing severe disease or complications due to co-

morbidities who need closer monitoring. 

¶ Isolation at home for COVID19 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 high-risk 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 transmission can be found in Annex.  
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2.1 COVID-19 Screening and Triage process at the health facility 

 

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 which could mimic COVID, ascertain whether suspect 

case definition is met, and protect other patients and staff from potential exposure to COVID-19.  

At presentation to a facility, any individual with symptoms of acute respiratory infection (flu-like 

symptoms such 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 area and be provided with PPE per 

guidance in annex 2.0  
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2.2 Prioritizing hospital admission among COVID-19 suspect and confirmed cases 

 
Given that the vast majority (~80%) of COVID cases are mild, it is critical that the health facility 

inpatient isolation and high-level care beds are prioritized for those with severe disease, and those 

who are most likely to develop severe disease or complications due to comorbidities. Data from 

other countries demonstrates that ~14% will require oxygen therapy and ~5% will require intensive 

care unit treatment including mechanical ventilation. Furthermore, bed capacity and staff need to 

be preserved in order to maintain quality care for non-COVID patients. Designating entire sections 

of a health facility solely to the treatment of the COVID-19 cases could reduce the potential 

transmission of COVID-19 to non-cases within the health facility. 

 

In the event that suspect and/or confirmed cases overwhelm the capacity 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 disease or 

complications 

Å Rapid breathing: >30 per minute 

(adult/child>5y); Ó 40 breaths per minute for 

children 1-5 years, Ó50 breaths per minute for 

children 2-11months.   

Å Difficult breathing and/or chest in drawing 

Å Persistent high fever for 3 or more days   

Å Disorientation 

Å Lethargy (excessive weakness, tiredness) 

Å Seizures or convulsions 

Å Sunken eyes or other signs of severe dehydration 

Å Inability to drink or eat 

 

Å Age < 1 year 

Å Age > 65 years 

Å Heart conditions such as history of heart 

attack or stroke  

Å Diabetes  

Å Sickle cell disease 

Å Cancer patients whether or not on 

chemotherapy 

Å Advanced liver disease  

Å Person living with HIV 

Å Lung diseases (e.g. asthma, TB, COPD)  

Å Kidney disease  

Å Severe Acute Malnutrition  

 

2.3 Maintaining a high level of suspicion for COVID-19 among inpatients admitted for other 

reasons 

Early in the outbreak, clinicians must maintain a high level of suspicion for COVID-19 when there 

is a compatible presentation and inquire about any epidemiologic links since this may be an early 

sign of introduction to the healthcare facility. Identification of ARI clusters in inpatients within a 

healthcare facility might suggest healthcare-associated COVID-19 transmission. With increased 

community transmission the likelihood of missing patients with COVID-19 at triage becomes 

more likely as does the likelihood of healthcare-associated transmission. Thus, routine 

assessment on the ward for individuals with COVID -related symptoms is critical, and 

immediate transfer to the isolation unit is necessary to avoid rapid spread. 
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2.4 Routine screening triage of health 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. Establish a plan to remind or prompt HCWs to 

self-assess for symptoms consistent with COVID-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 been released. 

2.5 Limiting entry of caregivers  

Caregivers are critical to the wellbeing of admitted patients. Yet they can also introduce COVID-

19 into the hospital setting and are at risk of acquiring it. In order to strike a balance, it is 

recommended that caregiversô entry is avoided if possible or limited to one caregiver (with the 

required PPE) of the admitted patient at any given time. The caregiver is actively screened for 

symptoms of acute respiratory infection Any caregiver with symptoms should go through the 

triage algorithm.  

3.0 IPC including Personal Protective Equipment (PPE) for COVID-19 

Infection Prevention and Control (IPC) is a critical and integral part of clinical management of 

patients. Standard precautions should always be applied in all areas of health care facilities. 

Standard precautions include hand hygiene and use of PPE to avoid direct contact with patientsô 

blood, body fluids, secretions (including respiratory secretions) and non-intact skin. 

 

 Standard precautions also include prevention of needle-stick or sharps injury; safe waste 

management; cleaning and disinfection of equipment; and cleaning of the environment. 

 

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 precautions ï droplet, contact and airborne precautions ï 

whenever applicable for suspected cases of COVID-19 infection.  

4. Implement administrative controls ï all healthcare facilities must ensure that they have an 

IPC programme, their healthcare workers are correctly trained on basic IPC procedures and 

able to implement standard and droplet precautions.  

5. Use environmental controls such as adequate spatial separation of patients, ventilation 

requirements and appropriate cleaning of the facility environment.  

Suspect cases of COVID-19 should be isolated, or at least separated by 2m,  from other patients. 

They should be instructed to wear at least medical or cloth   mask and practice appropriate hand 

hygiene. If possible, dedicated toilet facilities should be made available.  

 

Confirmed cases should be admitted to a designated isolation facility or room. The room should 

be well ventilated, have low transit and secure.  

Health workers supporting triage, attending to patients with respiratory symptoms, or caring for 

known cases require additional personnel protective equipment in addition to standard precaution.  
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For more details on the different IPC measures and the PPEs in differ ent scenarios refer to 

Annex 2. 

 

3.1 Personal Protective 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 frequent 

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 points 

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:  
 

Level 3 
(Patient Contact, no risk of 

aerosols) 

¶ Collection of respiratory samples 
¶ Transfer of Suspect/confirmed 

patients 
¶ Cleaners*  
¶ Caring for patients with suspected or 

confirmed COVID-19 with no aerosol 

risk 
¶ Visitors to the patient care area 
¶ Laboratory personnel 
 

Facial protection, Gown, gloves(x2) , 

medical mask , Gum boots for tasks 

that involve contact with 

suspect/confirmed COVID-19 patients 

without an aerosol generating 

procedures.   

Level 4 
(Risk of Aerosols with or 

without patient Contact)  

Aerosol generating procedures on a 

suspect or confirmed COVDI-19 patient 

such as: 
¶ bronchoscopy 
¶ tracheal intubation 
¶ pressure on the chest during 

cardiopulmonary  resuscitation may 

induce production of aerosol 
¶ Collection/induction of sputum 
¶ Airway Suctioning  
¶ Passage of a nasogastric tube 

 

Similar to level 3, the only difference 

being the N95 mask.   
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4.0 Clinical Management of COVID-19 

The goal in 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 reducing morbidity and mortality.  

Adjuvant therapy and support should be given, refer to the treatment 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 inpatient capacity be insufficient. 

Moderate cases: This refers to cases that present as pneumonia without a need for oxygen.  
Severe cases require hospital level interventions including oxygen therapy. In a situation where bed 

capacity is limited, priority should be given 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 dependence or Intensive 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 communication and widespread messaging are key to successful case management. 

4.1. Potential therapeutics for treating COVID-19 

There is currently no therapeutic with proven effectiveness for COVID-19. Treatment is mainly 

supportive and may vary depending on resources 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 being no clear therapies identified for COVID-19 to date, several potential therapies have 

been evaluated in patients with COVID-19 in settings outside of Uganda. Importantly, there are ongoing 

Randomised Clinical Trials (RCT) in different countries but results are pending.  

As a result, it is unclear whether any of these therapies have any benefit or whether they can instead be 

harmful to patients with COVID-19. As well, the Uganda Ministry of Health is planning to conduct similar 

RCTs and further information will be availed when they start.  

In addition to plans for COVID-19-related RCTs, the Uganda Ministry of Health is also considering the 

administration of potential therapeutics for COVID-19 under the umbrella of the Monitored Emergency 

Use of Unregistered Interventions (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 emergencies. Ultimately, the evidence 

generated from these Ugandan and other similar global initiatives will inform the treatment of patients 

with COVID-19 in Uganda. 

This current version of the guidelines includes recommendation for use of existing therapeutics for novel 

indications to directly target SARS-CoV-2 (e.g., hydroxychloroquine) and existing adjunctive therapeutics 

with potential anti-oxidant, anti-inflammatory and immunomodulatory effects (e.g., vitamin C, thiamine, 

ȊƛƴŎ ŀƴŘ άǎǘŀǘƛƴǎέύΦ  

The table ( Annex 3.1 ) provides a summary of selected therapeutics with uncertainty regarding the level 

ƻŦ ǇƻǘŜƴǘƛŀƭ ōŜƴŜŦƛǘǎ ŀƴŘ ǇƻǘŜƴǘƛŀƭ ǎƛŘŜ ŜŦŦŜŎǘǎΦ Lǘ ƛƴŎƭǳŘŜǎ ƛƴŦƻǊƳŀǘƛƻƴ ǿƛǘƘ ǊŜǎǇŜŎǘ ǘƻ ǘƘŜ ǘƘŜǊŀǇŜǳǘƛŎΩǎ 
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recommended dosage, indication, potential benefit, potential side 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 should not be administered at all. As it becomes available, new evidence regarding the 

safety and efficacy of potential therapeutics for COVID-19 will be added to this table in future versions 

of the guidelines.   

 

4.2: Clinical Management of Confirmed COVID-19 Patient 
This table summarizes some key aspect in management, refer to annex 3.0 for the risk categorization and 

more details on monitoring and treatment. 

 

 

 

 

 

 

 

 



  

 
 

Table 4.2: CLINICAL MANAGEMENT OF  CONFIRMED COVID -19 PATIENT 

DISEASE 

PRESENTATION  

SYMPTOMS (DIAGNOSTIC 

CRITERIA)  

TREATMENT  

Mild COVID -19  Patients may be asymptomatic or 

present with uncomplicated upper 

respiratory tract viral infection, may 

have non-specific symptoms such as 

fever, cough, sore throat, nasal 

congestion, malaise, headache, muscle 

pain or malaise.   

The elderly and immunosuppressed 

may present with atypical symptoms.  

These patients do not have any signs of 

dehydration, sepsis or shortness of 

breath. 

The Isolation is necessary to contain virus transmission refer to section 2.0  

-  Ensure appropriate IPC practices to contain and mitigate transmission 

Supportive   

If fever Ó38 C, give Paracetamol 1gm three times a day for 3 days   

Treatment for Adults and Children > 12 years 

- Only If ECG and Electrolytes (Magnesium and Potassium) are normal, Start Tabs 

Hydroxychloroquine 400mg twice a day for 1day then 200mg twice a day for 4 days.  

- Tabs Vitamin C 500mg twice a day for 14 days. 

 

CHIDLREN < 12 years  

Supportive Therapy  days Supportive care 
If fever Ó38 C, give Paracetamol 10 ï 15mg/Kg , three times a day for 3 days   

- Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start tabs 

Hydroxychloroquine 6.5mg/kg twice a day for1day then 3.2mg/kg twice a day for 4 

days. 

-  Tabs Vitamin C ;  

        1 month to 4 years ï 125-250 mg daily in one or two divided  doses  

        5-12 years ï 250 - 500mg in one ïtwo divided doses  

Moderate COVID -19  

- Pneumonia  

Patient with pneumonia and no signs of 

severe pneumonia. 

 

Child with non-severe pneumonia has 

cough or difficulty breathing + fast 

breathing: fast breathing (in 
breaths/min): <2 months, Ó60; 2ï11 

months, Ó50; 1ï5 years, Ó40 and no 

signs of severe pneumonia 

  

Adults have chest pain, fast breathing 

of 20 breath per minute or more but 

have normal SpO2 in room air. There 

may signs on Chest x-ray 

ADULTS AND CHILDREN > 12 YEARS  

¶ Start tabs Azithromycin 500mg once daily for 5 days 

¶ OR Tabs Amoxicillin 500mg TDS for 1 week 

¶ Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start tabs 

Hydroxychloroquine 400mg twice a day for1day then 200mg twice a day for 4 days. 

¶ Tabs Vitamin C 500mg twice a day for 14 days 

¶ Tabs Zinc 20mg once daily for 14 days 

CHIDREN < 12 years  

< 5 years  

Give oral amoxicillin dispersible tabs (DT) 40 mg/kg every 12 hours for 5 days  

- 2 - 12 months 250 mg (1 tab) every 12 hours for 5 days 

- 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 
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Above 5 years  

- Amoxicillin 500 mg-1 g every 8 hours for 5 days 

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

Preferably use dispersible tablets in younger children 

-Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start tabs 

Hydroxychloroquine 6.5mg/kg twice a day for1day then 3.2mg/kg twice a day for 4 

days. 

-  Tabs Vitamin C ;  

1 month to 4 years ï 125-250 mg daily in one or two divided  doses  

5-12 years ï 250 - 500mg in one ïtwo divided doses  

 

Monitoring for Mild 

and Moderate  

-Temperature, mental state, heart 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/min, 

severe respiratory distress, or SpO2 

<90% on room air. 

 

Child:   with cough or difficulty in 

breathing, plus at least one of the 

following: central cyanosis or SpO2 

<90%; severe respiratory distress (e.g. 

grunting, very severe chest in drawing); 

signs of pneumonia with a general 

danger sign: inability to breastfeed or 
drink, lethargy or unconsciousness, or 

convulsions. 

Other signs of pneumonia in children 

may be present: chest in drawing, fast 

breathing (in breaths/min) : <2 months, 

Ó60; 2ï11 months, Ó50; 1ï5 years, 

Ó40.2  

ADULTS and CHIDLREN >12 YEARS  

¶ Immediately give oxygen therapy if hypoxemia (SPO2 <92% on room air). Target SPO2 

>92%-96%.  Refer to annex 3.0 for more details  

¶ Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start/continue 

tabs hydroxychloroquine 400mg twice a day for1day then 200mg twice a day for 4 days 

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

¶ Start tabs Augmentin 625mg twice a day for 7 days if the patient is able to take orally   OR 

IV Ceftriaxone 2g once a day for 7 days  

(Augmentin or Ceftriaxone may be changed as guided by culture and sensitivity results) 

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

¶ Tabs Zinc 20 mg daily for 14 days 

 

CHILDREN < 12 years 

Give intravenous ampicillin (or benzyl penicillin) and gentamicin 

Å Ampicillin 50 mg/kg IV every 6 h for at least 5 days. 

Å 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 imaging 

can exclude complications. 

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

Preferably use dispersible tablets in younger children 

-Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start tabs 

Hydroxychloroquine 6.5mg/kg twice a day for1day then 3.2mg/kg twice a day for 4 

days. 

-  Tabs Vitamin C ;  

1 month to 4 years ï 125-250 mg daily in one or two divided  doses  

5-12 years ï 250 - 500mg in one ïtwo divided doses  

 
 

- Sepsis  Adults:  life-threatening organ 

dysfunction caused by a dysregulated 

host response to suspected or proven 

infection, with organ dysfunction*.  

Signs of organ dysfunction include: 

altered mental status, difficult or fast 

breathing, low oxygen saturation, 

reduced urine output, fast heart rate, 

weak pulse, cold extremities or low 

blood pressure, skin mottling, or 

laboratory evidence of coagulopathy, 

thrombocytopenia, acidosis, high 

lactate or hyperbilirubinemia. 

Children:  suspected or proven 

infection and Ó2 Systemic 

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 than 20 

breaths per minute or arterial carbon 

dioxide tension (PaCO2) of less than 32 

mm Hg, Abnormal white blood cell 

count (>12,000/µL or < 4,000/µL or 

A: ADULTS:  

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

¶ 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  

¶ Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Continue/start 

Tabs hydroxychloroquine 400mg twice a day for1day then 200mg twice a day for 4 Days 

¶ Tabs Azithromycin 500mg once daily for 5 days 

¶ Tabs Vitamin C 500mg   via nasogastric tube (NGT).  

¶ Tabs Zinc 20mg daily for 7 days or more 

B: CHILDREN<12  

¶ Start the child immediately on antibiotics. 

¶ Give IV ampicillin at 50 mg/kg every 6 h plus IV gentamicin 7.5 mg/kg once a day for 7ï

10 days; alternatively, give ceftriaxone at 80ï100 mg/kg IV once daily over 30ï60 min for 

7ï10 days. 

When staphylococcal infection is strongly suspected, give flucloxacillin at 50 mg/kg every 6 h 

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

The therapy should be modified 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 dispersible tablets in younger children 
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>10% immature [band] forms) of which 

one must be abnormal temperature or 

white blood cell count. 

-Only If ECG and Electrolytes (Magnesium and Potassium) are normal,Start tabs 

Hydroxychloroquine 6.5mg/kg twice a day for1day then 3.2mg/kg twice a day for 4 

days. 

- Tabs Vitamin C ;  

1 month to 4 years ï 125-250 mg daily in one or two divided  doses  

5-12 years ï 250 - 500mg in one ïtwo divided doses  

 

 

 

Monitoring for Severe  

Oxygen saturation (hourly, if stable 2-4 hrly), heart rate, respiratory rate, respiratory distress, blood pressure, ACVPU (alert, confused, responsive to verbal or 

pressure stimuli, unconscious) 2-4 hrly, blood sugar 8hrly or more frequently if abnormal, urine output.  

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

Å Do RT- PCR when patient is better- at least fever free for 3 days since onset of severe disease. If test is positive, repeat after 7 days. 
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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 of accessory muscles of 

respiration 

- Cyanosis (very severe)  

 

 

 

 

 

 

 

 

 

 

Management of ARDS needs to be done in an intensive care unit setting with appropriate 

facility and medical expertise. 

A: Recognize severe hypoxemic respiratory failure when a patient with respiratory 

distress is failing standard oxygen therapy. 

¶ This may manifest as patients continuing to have increased work of breathing or hypoxemia 

even when oxygen is delivered via a face mask with reservoir bag (flow rates of 10-15 

L/min, which is typically the minimum flow required to maintain bag inflation; FiO2 0.60-

0.95). 

 

B:  IF trained and experienced provider (anesthesiologist / critical care specialist) is 

present, endotracheal intubation should be performed IMMEDIATELY  using airborne 

precautions. 

¶ Due to the fact that patients with ARDS, especially young children or those who are 

obese or pregnant, may de-saturate quickly during intubation, there is need to take 

precaution before intubation. Pre-oxygenate with 100% FiO2 for 5 minutes, via a face 

mask with reservoir bag, bag-valve mask* , HFNO*, or NIV* prior to a rapid sequence 

intubation. (*requires airborne precautions) 

 

C: Implement mechanical ventilation using lower tidal volumes (4ï8 ml/kg predicted body 

weight, PBW) and lower inspiratory pressures (plateau pressure <30 cmH2O). 

D: In patients with severe ARDS, prone ventilation for >12 hours per day is recommended 

and application of prone ventilation is strongly recommended for adult and pediatric patients 

with severe ARDS. REQUIRES sufficient human resources and expertise to be performed 

safely 

E: Use of a conservative fluid management strategy for ARDS patients without tissue hypo 

perfusion is strongly recommended to shorten the duration of ventilation. 

NOTE:  

¶ High-flow nasal oxygen (HFNO) or non-invasive ventilation (NIV) should only be used in 

selected patients with hypoxemic respiratory failure. The risk of treatment failure is high in 

patients with COVID-19 treated with NIV, and patients treated with either HFNO or NIV 

should be closely monitored for clinical deterioration. 
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Septic shock ADULTS ;  

Persisting hypotension despite volume 

resuscitation, requiring vasopressors to 

maintain MAP Ó65 mmHg and serum 

lactate level >2 mmol/L. 

 

CHIDLREN : The presence of all 

three clinical criteria required to  

diagnose shock: 

- delayed capillary refill > 3 sec, 

AND 

- cold extremities, and 

- weak and fast pulse. 

- or, frank hypotension (age-

related SBP or MAP 

 

- Start IV infusion of norepinephrine (4mg in 50mls of normal saline) at 12micrograms/min 

and titrate to effect, maintain at 2-4mcg/min. IV epinephrine (adrenaline 2mg in 50mls of 

Normal saline) can be used as an alternative or second line vasopressor. 

-  Epinephrine infusion at 5-15mcg/min can be added to norepinephrine in case of refractory 

shock.  

- If no response to vasopressor therapy consider ECHO to assess cardiac function or add 

dobutamine (250mg in 50mls of Normal saline) at 2-20mcg/kg/min.  

 

Age  SBP 

< 1 month <50 

1-12 months  <70 

1-12 years  70 + ( 2x age )  

>12years  < 90 
 

Monitoring for Critically ill ;   
Å Clinician monitoring (availability of a doctor or nurse at all times) 

Å Continuous monitoring of ECG, blood pressure, SPO2, capnography and temperature.  

Å Review the test results daily or whenever necessary 

Å Do RT- PCR when patient is better- at least fever free for 3 days since onset of critical illness. If test is positive, repeat after 7 days 

Adjunctive  Therapy for critically ill COVID -19 patients  

- Continue/start tabs hydroxychloroquine 400mg twice a day for1day then 200mg twice a day for 4 Days 

- Tabs Azithromycin 500mg once daily for 5 days 

- IV Piperacillin + Tazobactam 4.5gms 8hrly for 5-7 days 

       (antibiotics may be changed as guided by culture and sensitivity results or PCT) 

- Tabs Vitamin C 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 sepsis induced coagulopathy (SIC) score Ó4, D-

Dimer > 6 fold of upper limit of normal, cytokine storm syndrome, multi-organ failure. If contraindicated, use pneumatic compression devices  
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- IV fluids should be given conservatively as per ICU protocols or as per discretion of clinician if presence of dehydration. (Total IV fluid + NGT should total 

2.5L/24 hours if no dehydration)  

- Start atorvastatin 40mg once daily or  rosuvastatin 20mg once a day if known cardiovascular disease  or diabetes (do not give if creatine phosphokinase (CPK) 

Ó 500 OR ALT >x3 upper 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 be exercised in patients with SARI especially in 

resource-limited setting where ventilation is not available. If there is no response to fluid loading and signs of volume overload appear), then reduce or 

discontinue fluid administration. 

3- If fever (Ó380C), give IV Paracetamol 1gm x 3 a day for maximum 3 days then tablets if still required   

Do not give NSAIDS (Ibuprofen, Aspirin, Indomethacin, Piroxicam etc.) 



  

 
 

4.3 Prevention of COVID-19 complications in critically ill Patients  

Anticipated Outcome Intervention 

Reduce days of 

invasive mechanical 

ventilation 

- Use weaning protocols that include daily assessment for readiness to breath spontaneously 

- Minimize continuous or intermittent sedation targeting specific titration endpoints (light sedation unless contraindicated) or with 

daily interruption of continuous sedative infusions 

Reduce incidence of 

ventilator associated 

pneumonia 

- Oral intubation is preferred to nasal intubation in adolescents and adults 

- Keep patient in semi-recumbent position (head of bed elevation 30-40 degrees) 

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

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

- Change heat moisture exchanger when it malfunctions, when soiled or every 5-7 days 

Reduce incidence of 

venous 

thromboembolism 

- Use pharmacological prophylaxis (low molecular-weight heparin or heparin 5000 units subcutaneously once or twice daily in 

adolescents and adults without contraindications. For those with contraindications, use mechanical prophylaxis (intermittent 

pneumatic compression devices) 

Reduce incidence of 

catheter related 

bloodstream infection 

- Use a checklist with completion verified by a real-time observer as reminder of each step needed for sterile insertion and as a 

daily reminder to remove catheter if no longer needed 

Reduce incidence of 

stress ulcers and 

gastrointestinal (GI) 

bleeding 

- Give early enteral nutrition (within 25-48 hours of admission 

- Administer histamine-2 receptor blocker or proton pump inhibitors n patients with risk for GI bleeding. Risk factors for 

gastrointestinal bleeding include mechanical ventilation for >48 hours, coagulopathy, renal replacement therapy, liver disease, 

multiple comorbidities and higher organ failure scores 
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4.4 Discharge criteria for COVID-19 infection 
 

 

 

Case category 

 

 

 

Time to perform Discharge PCR1 

 

 

 

Time to perform Discharge PCR2 

 

Action required 

Asymptomatic 

cases 

At 14 days after initial confirmed 

laboratory tests 
24-72 hours after Discharge PCR1 Discharge if both tests are negative 

Mild 

symptomatic 

cases 

At 14 days after symptoms onset 24-72 hours after Discharge PCR1 Discharge if both tests are negative 

Severe 

Symptomatic 

Cases 

1. At 14 days after symptoms onset 

AND 

2. Patient has been fever free for 72 

hours (without antipyretics). 

3. Patientôs respiratory symptoms 
have markedly improved. 

24-72 hours after Discharge PCR1 

Discharge if both tests are negative 

PLUS 

Patient is fever free for 72 hours (without anti-

pyretics) 

Patientôs respiratory symptoms have markedly 

improved. 

 

Note 

¶ Patients who Test positive at either the Discharge PCR1 or Discharge PCR2, should continue with isolation.  

o And a 3rd repeat test (discharge PCR3) should take place 7 days later (to make 21 days in total), followed by a 4th repeat test 

(discharge PCR4) at 24-72 hours later. If the patient tests negative on both Discharge PCR3 and Discharge PCR4 tests, he/she should 

be discharged.  

¶ If the patient tests positive on Discharge PCR3 or Discharge PCR4, he/she should continue in isolation for another 7 days (to make 28 days in 

total), at the end of which another two consecutive PCR tests will be performed. If the patient tests negative in two consecutive PCR tests 

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 to return to the health facility in case any symptoms return.  

Psychosocial Support should continue for as long as needed.  

5.0 Management of COVID-19 in designated locations outside of health facilities.  

Cases may come to the attention of VHTs, 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 of symptoms.   

The number of confirmed COVID-19 non-severe cases may overwhelm the health facilities 

capacity to isolate (thresholds 2 and 3 above). As a part of the plan for surge capacity, other 

designated facilities can be used for diagnostic evaluation and treatment of COVID-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). These sites may be used to 

manage non-severe, non-high risk cases, and could be turned into health facility overflow sites for 

higher-risk patients currently with mild disease should the need arise.  Potential sites will be 

designated by the district task force as guided by the National Task Force. 

5.1 Guiding principles for other COVID-19 designated isolation sites.  

The designated site should meet the following minimum requirements; 

1. Proximity to a health facility with readily available transport  

2. Ability to monitor case progression i.e. Human resources in a recommended ratio of 100 

patients: 1 health team (A nurse and a nursing aid) and Logistics.  

3. Transport plan in case of disease progression  

4. Access to running water, toilets and bathrooms  

5. Provision of food 

6. Security personnel 

7. Psychosocial support for the patients 

5.2 Isolation and monitoring while in other designated COVID-19 facilities or at home. 

Educate the patient on COVID-19 transmission, IPC measures, and provide guidance on home 

isolation should the patient not be in a position to get to the facility (appendix 10). If the patient is 

likely to stay home, it should be advised that: 

- There should be NO person in the patientôs household in a high-risk group  

- The patient should be placed in a separate room if at all possible 

- 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 have immediate 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 cross-ventilation 

- Soap (or other hand-hygiene products) should be available 

Monitor the patient for danger signs (Section 2.2). If any develop, transfer to the nearest Health 

Facility with critical care capability. Refer to annex for more guidance. 
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6.0 Patient transportation guidelines 
Patient preparation for transport. 

- Patient escorts will only be allowed if the patient is a minor, advanced pregnancy or unable to 

provide any specific details e.g. psychiatric patients. Escorts must wear a surgical facemask. 

- Ensure 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 in the 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 of at least 1 meter 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 close doors 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/clearing 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 (where possible). 

- 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 hygiene and instructed on proper cough etiquette practices.   

Step 2: Determine the clinical presentation AND risk for aerosolization.  

Clinical presentation:  

¶ Stable: Ambulatory patients presenting with mild symptoms only (e.g. no decreased LOC, 

walking, intermittent coughing and mild dyspnea)  

¶ Unstable: Non-ambulatory patients with moderate to severe symptoms (e.g. decreased LOC, 

stretcher required, persistent coughing, require ventilatory support) 

¶ You may use the COVID-19 Severity Scoring Tool (AFEM). (See ANNEXURE D) to 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).  
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Risk for aerosolization:  

 

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

patient presents clinically stable.  

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

and/or patient present clinically unstable.  

¶ 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.  

Á To decrease droplet generation, providers should consider metered dose inhalers instead of 

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

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

compartment exhaust vent on high during transport.     

Patient disposition.  

a. Mild /  moderate cases (or AFEM tool score 1 ς 4, Annexure C): 
Patients not requiring supplemental oxygen. 

Á Can be transported to treatment center with Ambulance type B.  

b. Severe cases (or AFEM tool score 5 ς 7, Annexure C):  
Patients requiring supplemental oxygen (but no ventilatory support).  

Á Should be transported to the appropriate treatment centre as advised by the medical 

control officer (MCO). The Dispatcher should telephonically connect the ECP to the 

MCO.  

c. Critical cases (or AFEM tool score 8+, Annexure C): 

Patients requiring supplemental oxygen and ventilatory support. 

Á Should be transported to a dedicated COVID-19 Intensive Care Unit such as Mulago 

National Referral Hospital as advised by the MCO. The Dispatcher should telephonically 

connect the ECP to the MCO.   

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

and answer additional questions. 

Á Keep patient and relatives calm at all times. Gently explain to patient and his/her 

relatives that he/she meets the initial criteria for COVID-19 testing. 

Low risk: High risk: 

When no aerosolizing procedures are 

anticipated. 

When aerosolizing procedures are anticipated. These include; 

BVMR ventilation, oropharyngeal suctioning, endotracheal 

intubation, nebulizer treatment, Continuous Positive Airway 

Pressure (CPAP), Bi-phasic Positive Airway Pressure 9BiPAP), 

Cardiopulmonary Resuscitation (CPR) 
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Annex 1.0: Health facility triage algorithm for COVID19 under conditions of community transmission 

 

 

 

 

 

 

 

 

 

 

 

 

NO 

NO to 

ALL 

YES to at least 1 

YES 

NO 

Patient enters health facility grounds 
 

YES 
Danger signs*?  

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

Low risk for 

COVID-19:  

Direct to facility 

for further 

management 

 

ADMIT FOR ISOLATION 

Prioritize for admission to 

isolation ward  

with critical care capability 

 

 SUSPECT CASE  

High risk for development of 

serious illness or complications 

 

*Danger signs:  

Å Rapid breathing:  

>30 per min (adult/child>5y) 

>40 per min (child 1-5y) 

>50 per min (child<1y) 

Å Difficult breathing and/or 

chest indrawing 

Å Persistent high fever for 3 or 

more days   

Å Disorientation, seizures or 

convulsions 

Å Lethargy (excessive weakness, 

tiredness) 

Å Sunken eyes or other signs of 

severe dehydration 

Å Inability to drink or eat 

 

 Stabilize  
(oxygen if available) 

in a designated 

isolation area  

Collect samples for:  

¶ COVID-19  

¶ Malaria RDT (if fever)  

 

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) 

 

1. Is the temperature T>37.5oC? 

2. Have you had a fever? 

3. Do you have symptoms such as cough, shortness of breath, 

muscle aches, weakness, sore throat, or headache?  

 

Wash or sanitize hands 
Take temperature (if infrared or axillary thermometer available) 

 
 



  

 
 

 

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 entry of the patient to hospital (typically the 

Emergency Department). Standard precautions should always be routinely applied in all areas of health care facilities. Standard precautions include:   

¶ Hand hygiene;  

¶ Use of PPE to avoid direct contact with patientsô blood, body fluids, secretions (including respiratory secretions) and non-intact skin.  

¶ Prevention of needle-stick or sharps injury;  

¶ Safe waste management;  

¶ Cleaning and disinfection of equipment;  

Cleaning of the environment. 

Infection prevention and control measures for patients with suspected or confirmed COVID -19  at the health facility 

a) At triage area: 

¶ Give suspect patient a medical mask and direct patient to separate area, an isolation room if available.   

¶ Keep at least 2 meter distance between suspected patients and other patients.  

¶ Instruct all patients to cover nose and mouth during coughing or sneezing with tissue or flexed elbow for others.  

¶ Perform hand hygiene after contact with respiratory secretions 

 

b) Applying droplet precautions: 

Droplet precautions prevent large droplet transmission of respiratory viruses.  

¶ Use a medical mask if working with in 2 meters of the patient.  

¶ For suspect cases, place patients in single rooms if available or separate patients by 2m spatial separation. 

¶ 1 m is accepted for confirmed cases incases  space is limited  

¶  When providing care in close contact with a patient with respiratory symptoms (e.g. coughing or sneezing), use eye protection (face-mask or goggles).  

¶ Limit patient movement within the institution and ensure that patients wear medical masks when outside their rooms. 

c) Applying contact precautions 

Droplet and contact precautions prevent direct or indirect transmission from contact with contaminated surfaces or equipment (i.e. contact with contaminated 

oxygen tubing / interfaces).  

¶ Use PPE (medical mask, eye protection, gloves and gown) when entering room and appropriately remove PPE when leaving. If possible, use either 

disposable or dedicated equipment (e.g. stethoscopes, blood pressure cuffs and thermometers).  

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

¶ Ensure that health care workers refrain from touching their eyes, nose, and mouth with potentially contaminated gloved or ungloved hands.  
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¶ Avoid contaminating environmental surfaces that are not directly related to patient care (e.g. door handles and light switches).  

¶ Ensure adequate room ventilation.  

¶ Avoid movement of patients or transport.  

¶ Perform hand hygiene. 

d) Apply airborne precautions when performing an aerosol generating procedure 

¶ Ensure that healthcare workers performing aerosol-generating procedures (i.e. open suctioning of respiratory tract, intubation, bronchoscopy, 

cardiopulmonary resuscitation) use PPE, including gloves, long-sleeved gowns, eye protection and fit-tested particulate respirators (N95 or equivalent, or 

higher level of protection).  

¶ Whenever possible, use adequately ventilated single rooms when performing aerosol-generating procedures.  

¶ Avoid the presence of unnecessary individuals in the room. Care for the patient in the same type of room after mechanical ventilation commences. 
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Annex 2.1 Recommended Personal Protective Equipment for COVID-19.   

These guidelines are informed by WHO guidance on PPEs for COVID-19 and institutional experiences in US and the UK.  

 PPE Characteristics and how to Use 

1 Eye protection (goggles/Face 

Shield ) 

 

- Face shield or goggles can be used  

- Should adequately protect the healthcare workers conjunctival mucous membranes from splashes  

- Normal reading glasses are not acceptable as PPE for eye protection so a face shield with anti-fog 

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 and face shield can be decontaminated and reused.  

2 Mouth and nose protection  

(surgical \ Medical face mask) 

 

- Healthcare workers must cover the mouth and nose to avoid body fluid splashes and droplet spread.  

- Medical-surgical mask should be fluid-resistant. 

-The mask should be removed safely and disposed appropriately when soiled to avoid transmissions. 

3 Gloves  

 

- Correctly sized latex or nitrile examination gloves should be used to protect hands against both direct 

and indirect contact.  

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

need sterile gloves.  

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

-Hand washing/rubbing should be done before and after putting on gloves.  

-Double gloving technique should be utilized for all contact with patient under investigation for 

COVID-19 or patients with confirmed COVID-19. 

 

4 Body protection (gowns)  - Long-sleeved water-resistant gowns should be used.  

- Non water resistant gowns such as Cotton can be used if the resistant gowns arenôt available.  

-This PPE does not need to be sterile, unless used in a sterile environment (e.g. operating room).  
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- If the COVID-19 status of the patient is not known (suspect), the gown should be safely removed and 

disposed of between patients to prevent nosocomial spread.  

5 Apron 

 

 

 

- Single-use plastic aprons can be used on top of the non-water-resistant gown to provide extra 

protection to the front part of the body in case of soiling.  

 

6 Respiratory protection (N95 or 

FFP2)  

 
 

 

- The respirator protects from the inhalation of small airborne droplets and particles.  

- Given that the fitting of different types of respirator will vary for each user, the respirator will require 

a fitting test in order to find the best match of PPE to user.  

- A respirator should always be used when performing aerosol-generating procedures in a COVID-19 

patient.  

- The mask should be removed safely and disposed appropriately when soiled to avoid transmissions. 

- Extended use should not extend beyond a day to reduce risk of transmissions.  

- Hand washing/rubbing is required in case the outside surface is touched. 

 

7 Heavy-duty rubber gloves 

 
 

 

- Cleaners, laundry workers and healthcare workers when handling infectious waste should wear heavy 

duty rubber gloves over nitrile gloves.  

- Movement of human remains or performing environmental cleaning activities also requires the use of 

heavy-duty rubber gloves.  

 

 Boots - All Clinical staff, cleaners and visitors entering designated isolation units for COVID-19 should 

wear gumboots 

- Gumboots should be disinfected in a footbath before exiting the patient care area. Gumboots 

should not be taken home. 
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Closed shoes are recommended in the rest of the healthcare settings as part of standard precautions 

 ¶ Before exiting isolation area, 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 single-use PPE such as Gloves, masks, gowns and aprons  

¶ Remove PPE under supervision of a trained buddy.   
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Annex 2.2: Rational Use of PPE 
This were adopted in guidance from WHO https://apps.who.int/iris/bitstream/handle/10665/331498/WHO-2019-nCoV-IPCPPE_use-2020.2-

eng.pdf 

Setting Target personnel or 

patients   

Activity  Type of PPE or procedure 

Healthcare facilities  

Inpatient facilities   

Patient room  

   

   

   

Healthcare workers 

 

 

  

Providing direct care to COVID-19 

patients.  

  

   

Medical mask  

Gown  

Gloves  

Eye protection (goggles or face shield).  

Gum boots  

Aerosol-generating procedures 

performed on COVID-19 patients.  

Respirator N95 or FFP2 standard, or equivalent.  

Gown  

Gloves  

Eye protection  

Apron  

Cleaners Entering the room of COVID-19 

patients.  

Medical mask  

Gown  

Heavy duty gloves  

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

Gum Boots  

Visitors Entering the room of a COVID-19 

patient   

Medical mask  

Gown  

Gloves  

Eye protection (goggles or face shield).  

Gum boots / Shoe covers 

Other areas of patient 

transit (e.g., wards, 

corridors).  

All staff, including 

healthcare workers.  

Any activity that does not involve 

contact with COVID-19 patients.  

No PPE required  

https://apps.who.int/iris/bitstream/handle/10665/331498/WHO-2019-nCoV-IPCPPE_use-2020.2-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/331498/WHO-2019-nCoV-IPCPPE_use-2020.2-eng.pdf
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Triage  

   

   

Healthcare workers   

  

Preliminary screening not 

involving direct contact 

Maintain spatial distance of at least 2 m.  

Medical mask  

Patients with 

respiratory 

symptoms.  

Any   Maintain spatial distance of at least 2 m.  

Provide medical or Cloth mask   to the patient ( if tolerated )  

Patients without 

respiratory 

symptoms.  

Any   Maintain spatial distance of at least 2 m.  

No PPE required  

Laboratory  Lab technician  Collection and Manipulation  

respiratory samples.  

Medical mask  

Gown  

Gloves  

Eye protection (if risk of splash)  

Administrative areas  All staff, including 

healthcare workers.  

Administrative tasks that do not 

involve contact with COVID-19 

patients.  

No PPE required  

 

Outpatient facilities   

Consultation room  

   

 

 

 

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 medical or cloth mask (if tolerated.) 

Patients without respiratory 

symptoms.  

Any   No PPE required  
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Cleaners 

After and between 

consultations with patients 

with respiratory 

symptoms.  

Medical mask  

Gown  

Heavy duty gloves  

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

Gum Boots 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 area 

away from others; if this is not feasible, ensure spatial distance of at 

least 2 m from other patients.  

Patients without respiratory 

symptoms.  

Any No PPE required 

Administrative areas  All staff, including 

healthcare workers.  

Administrative tasks   No PPE required 

Triage  

   

Healthcare workers Preliminary screening not 

involving direct contact.  

Maintain spatial distance of at least 2 m.  

Provide medical or Cloth mask   to the patient ( if tolerated ) 

Patients with respiratory 

symptoms.  

Any   Maintain spatial distance of at least 2 m.  

Provide medical or Cloth mask   to the patient ( if tolerated ) 

Patients without respiratory 

symptoms.  

Any  Maintain spatial distance of at least 2 m.  

No PPE required 

 

Community   

Home  

 

Patients with respiratory 

symptoms.  

Any  Maintain spatial distance of at least 2 m.  

Provide medical mask if tolerated,  

Caregiver Entering the patientôs 

room, but not providing 

direct care or assistance.  

Medical mask  
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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 a COVID-19 

patient at home  

Medical mask   

Gown  

Gloves  

Eye protection   

Shoe covers  

Public areas (e.g., 

schools, shopping 

malls, train stations).  

Individuals without 

respiratory symptoms  

Any   Maintain spatial distance of at least 2 m.  

No PPE required   

 

Points of entry   

Administrative areas   All staff  Any   No PPE required  

Screening area  

   

   

Staff First screening (temperature measurement) not 

involving direct contact 

Maintain spatial distance of at least 2 m.  

No PPE required  

Staff Second screening (i.e., interviewing passengers 

with fever for clinical symptoms suggestive of 

COVID-19 disease and travel history).  

Medical mask  

Gloves  

Cleaners Cleaning the area where passengers with fever 

are being screened.  

Medical mask  

Gown  

Heavy duty gloves Eye protection (if risk of splash from 

organic material or chemicals).  

Boots or closed work shoes  

Temporary isolation 

area  

   

Staff Entering the isolation area, but not providing 

direct assistance.  

Maintain spatial distance of at least  2  m.  

Medical mask  

Gloves  
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Staff, 

healthcare 

workers 

Assisting passenger being transported to a 

healthcare facility.  

Medical mask  

Gown  

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 

transfer  

vehicle  

   

Healthcare 

workers  

Transporting suspected COVID-19 patients 

to the referral healthcare facility.  

Medical mask  

Gowns Gloves  
Eye protection  

Driver  

   

Involved only in driving the patient with 

suspected COVID-19 disease and the driverôs 

compartment is separated from the  

COVID-19 patient.  

Maintain spatial distance of at least 2 m.  

No PPE required  

Assisting with loading or unloading patient with 

suspected COVID-19 disease.  

Medical mask  

Gowns Gloves  

Eye protection  

No direct contact with patient with suspected 

COVID-19, but no separation between driverôs 

and patientôs compartments.  

Medical mask  

  

Patient with 

suspected 

COVID-19 

disease.  

Transport to the referral healthcare facility.  Medical mask if tolerated  
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Cleaners  Cleaning after and between transports of patients 

with suspected COVID-19 disease to the referral 

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 of enrolment [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] 

CLINICAL INCLUSION CRITERIA  

Proven or suspected infection with pathogen of Public Health Interest Yδes δ No 

One or more   | A history of self-reported feverishness or measured fever of Ó 38oC Yδes  δ No 

of these | Cough Yδes  δ No 

during this | Dyspnoea (shortness of breath) OR Tachypnoea* Yδes  δ No 

illness | Sore throat Yδes  δ No 

* respiratory rate Ó50 breaths/min for <1 year; Ó40 for 1-4 years; Ó30 for 5-12 years; Ó20 for Ó13 years 

 

DEMOGRAPHICS  

Sex   δ Male  δ Female  δ Not specified  Date of birth  [_D_][_D_]/[_M_][_M_]/[_Y_][_Y_][_Y_][_Y_] If 

date of birth is unknown, record: Age [  ][  ]years OR [_ ][ _]months 

Healthcare Worker? Yes  No  Unknown Pregnant?   δ Yes   δ No  δ Unknown   Nδ/A If 

yes: Gestational weeks assessment [ _][ _] weeks 

 

DATE OF ONSET AND ADMISSION VITAL SIGNS (first available data at presentation/admission) 

Symptom onset (date of first/earliest symptom) [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] 

Admission date at this facility [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] Temperature [  ][ 

  ].[   ]°C Heart rate [ _][ _][_ ]beats/min Respiratory rate [  ][ 

 ]breaths/min 

BP [  ] [  ] [  ](systolic) [    _][  ][  ](diastolic) mmHg Severe dehydration Yes No 

Unknown 

 

Oxygen saturation: [    ][    ][__]% on room air oxygen therapy Unknown A V P U (circle one) 

Glasgow Coma Score (GCS /15) [  ][  ] Malnutrition Yes No Unknown 

Mid -upper arm circumference [_    ][_   ][_   ]mm Height: [    _] [    _] [    _]cm Weight: [_ ][_ ][___]kg 

 

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

Chronic cardiac disease 

(not hypertension) 

Ã Yes No

 Unk 

Diabetes Ã Yes No

 Unk 

Hypertension Ã Yes No

 Unk 

Current smoking Ã Yes No

 Unk 

Chronic pulmonary disease Ã Yes No

 Unk 

Tuberculosis Ã Yes No

 Unk 

Asthma Ã Yes No

 Unk 

Cancer  Ã Yes No

 Unk 

Chronic kidney disease Ã Yes No

 Unk 

Other Ã Yes No

 Unk 

Chronic liver disease Ã Yes No

 Unk 

If yes, specify: _   Ã  

  Chronic neurological 

disorder  

 Yes No

 Unk  

 

HIV Yes-on ART Yes-not on ART No Unknown 

 

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

admission? 

 



  

pg. 45  

SIGNS AND SYMPTOMS ON ADMISSION (Unk = Unknown) 

History of fever  Ã Yes No Unk Lower chest wall 

indrawing 

 Ã Yes   No

 Unk 

Cough  Ã Yes No Unk Headache.  Ã Yes   No

 Unk 

with sputum production Ã Yes No Unk Altered 

consciousness/confusion 

Ã Yes   No

 Unk 

with haemoptysis  Ã Yes No Unk Seizures  Ã Yes   No

 Unk 

Sore throat  Ã Yes No Unk Abdominal pain  Ã Yes   No

 Unk 

Runny nose 

(rhinorrhoea). 

 Ã Yes No Unk Vomiting / Nausea  Ã Yes   No

 Unk 

Wheezing  Ã Yes No Unk Diarrhoea  Ã Yes   No

 Unk 

Chest pain.  Ã Yes No Unk Conjunctivitis  Ã Yes   No

 Unk 

Muscle aches 

(myalgia) 

 Ã Yes No Unk Skin rash  Ã Yes   No

 Unk 

Joint pain (arthralgia).  Ã Yes No Unk Skin ulcers  Ã Yes   No

 Unk 

Fatigue / Malaise  Ã Yes No Unk Lymphadenopathy  Ã Yes   No

 Unk 

   Shortness of breath .    Yes   No  Unk

  

Bleeding 

(Haemorrhage). 

 Ã Yes   No

 Unk 

   Inability to walk    Yes   No  Unk

  

    If bleeding: specify site(s):     

Other Yes   No   Unk  If yes, specify:    

MEDICATION  Is the patient CURRENTLY receiving any of the following? 

Oral/ fluids? Yes No  Unknown Intravenous fluids? Yes No Unknown 

For Intravenous fluids, if yes. Crystalloids Yes No Colloids? Yes No 

Antiviral?   Yes No Unknown If yes: Ribavirin Lopinavir/Ritonavir Neuraminidase inhibitor 

 

Corticosteroid?   Yes No Unknown If yes, route: Oral Intravenous  Inhaled 

If yes, Dexamethsaone? Yes No Methyprednisolone? Yes No Hydrocortisone/ Other? Yes 

No 

 

Antibiotic?   Yes No Unknown Antifungal agent? Yes No Unknown 

Antimalarial agent?   Yes No Unknown If yes, specify:  _  

ART      TLD   TLE   PI  Other  specify  _  _ 

Anti -TB drugs  Yes No Unknown 

Experimental agent?   Yes No Unknown  If yes, specify:   _ Non-steroidal 

anti-inflammatory (NSAID) Yes No Unknown 

Angiotensin converting enzyme inhibitors (ACE inhibitors) Yes No Unknown 

Angiotensin II receptor blockers (ARBs) Yes No Unknown 

SUPPORTIVE CARE Is the patient CURRENTLY receiving any of the following? 
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ICU or High Dependency Unit admission? Yes No Unknown 

Oxygen therapy?  Yes   No   Unknown If yes, complete all below 

O2 flow: 1-5 L/min 6-10 L/min 11-15 L/min >15 L/min Unknown (document worst value of the 

day) 

Source of oxygen: Piped Cylinder Concentrator Unknown 

Interface: Nasal prongs HF nasal cannula Mask Mask with reservoir CPAP/NIV mask Unknown 

Non-invasive ventilation? (e.g.BIPAP/CPAP) Yes No N/A If yes worst pressure support 

requiredéécm H2o 

Invasive ventilation (Any)? Yes  No  Unknown Inotropes/vasopressors? Yes No Unknown 

If yes, worst SPO2/FiO2 ratio of day 

Blood gas done? Yes No 

Insert worst values of day pHé.. PaO2ééPCO2ééééHCO3éé.. 

Extracorporeal (ECMO) support? Yes   No   Unknown Prone position? Yes No  Unknown 

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

Parameter Value* Not 

done 

Parameter Value* Not 

done 

Haemoglobin (g/L)   Creatinine (ɛmol/L)   

WBC count (x109/L)   Sodium (mEq/L)   

Haematocrit (%)   Potassium (mEq/L)   

Platelets (x109/L)   Procalcitonin (ng/mL)   

APTT/APTR   CRP (mg/L)   

PT (seconds)   LDH (U/L)   

INR   Creatine kinase (U/L)   

ALT/SGPT (U/L)   Troponin (ng/mL)   

Total bilirubin 

(µmol/L) 

  ESR (mm/hr)   

AST/SGOT (U/L)   D-dimer (mg/L)   

Urea (BUN) (mmol/L)   Ferritin (ng/mL)   

Lactate (mmol/L)   IL-6 (pg/mL)   
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MODULE 2: follow-up (frequency of completion determined by available resources) 

Date of follow up [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] 

VITAL SIGNS (record most abnormal value between 00:00 to 24:00) 

Temperature [  ][  ].[  ]°C Heart rate [    _][    _][_    ]beats per min  Respiratory 

rate [  ][  ]breaths/min BP [  ] [  ] [   ](systolic) [    _][  ][  ](diastolic) mmHg

 Severe dehydration Yes No Unknown  GCS/15 [  ][  ] Digital Capillary refill 

time> 2s Yes No 

Oxygen saturation [_   ][  ][  ]% on  room air  oxygen therapy   Unknown A V P U (circle 

one) 

DAILY CLINICAL FEATURES (Unk = Unknown) 

Cough 

and sputum production 

Sore throat. 

Chest pain Shortness of 

breath Confusion 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Seizures 

Vomiting / Nausea Diarrhoea 

Conjunctivitis Myalgia 

Other, specify:  _ 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

Ã Yes No Unk 

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

Parameter Value* Not 

done 

Parameter Value* Not 

done 

Haemoglobin (g/L)   Creatinine (ɛmol/L)   

WBC count (x109/L)   Sodium (mEq/L)   

Haematocrit (%)   Potassium (mEq/L)   

Platelets (x109/L)   Procalcitonin (ng/mL)   

APTT/APTR   CRP (mg/L)   

PT (seconds)   LDH (U/L)   

INR   Creatine kinase (U/L)   

ALT/SGPT (U/L)   Troponin (ng/mL)   

Total bilirubin 

(µmol/L) 

  ESR (mm/hr)   

AST/SGOT (U/L)   D-dimer (mg/L)   

Urea (BUN) (mmol/L)   Ferritin (ng/mL)   

Lactate (mmol/L)   IL-6 (pg/mL)   

MEDICATION  Is the patient CURRENTLY receiving any of the following? 

Oral/ fluids? Yes No  Unknown Intravenous fluids? Yes No Unknown 

For Intravenous fluids, if yes. Crystalloids Yes No Colloids? Yes No 

Antiviral?   Yes No Unknown If yes: Ribavirin Lopinavir/Ritonavir Neuraminidase inhibitor 

Immunomodulators ? Hydroxychloroquine ? Yes No Chloroquine? Yes No Azithromycin Yes 

No 

Given in combination? Yes No If yes, Which combination? 

Any additional supplements given? Zinc Yes No Selenium Yes No Other? Please specify 

 

Corticosteroid?   Yes No Unknown If yes, route: Oral Intravenous  Inhaled 

If yes, Dexamethsaone? Yes No Methyprednisolone? Yes No Hydrocortisone/ Other? Yes 

No 

Antibiotic?   Yes No Unknown   Antifungal agent? Yes No Unknown  

ART      TLD   TLE   PI  Other  specify  _  _ 

Anti -TB drugs  Yes No Unknown 

Antimalarial agent?   Yes No Unknown If yes, specify:     Experimental agent?   

Yes No Unknown  If yes, specify:  _ 

Non-steroidal anti-inflammatory (NSAID) Yes No Unknown 

Angiotensin converting enzyme inhibitors (ACE inhibitors) Yes No Unknown 

Angiotensin II receptor blockers (ARBs) Yes No Unknown 
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SUPPORTIVE CARE Is the patient CURRENTLY receiving any of the following? 

 

 

 

 

 

  

ICU or High Dependency Unit admission? Yes No Unknown 

Date of ICU/HDU admission [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] Unknown 

ICU/HDU discharge date [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] Not discharged yet 

Unknown 

 

Oxygen therapy?  Yes   No   Unknown If yes, complete all below 

 

O2 flow: 1-5 L/min 6-10 L/min 11-15 L/min >15 L/min Unknown (document worst value of the 

day) 

Source of oxygen: Piped Cylinder Concentrator Unknown 

Interface: Nasal prongs HF nasal cannula Mask Mask with reservoir CPAP/NIV mask Unknown 

Non-invasive ventilation? (e.g.BIPAP/CPAP) Yes No N/A. 

 If yes Worst pressure support requiredéécm H2o 

Invasive ventilation (Any)? Yes  No  Unknown Inotropes/vasopressors? Yes No Unknown 

If yes, worst SPO2/FiO2 ratio of day 

Blood gas done? Yes No 

Insert worst values of day pHé.. PaO2ééPCO2ééééHCO3éé.. 

Extracorporeal (ECMO) support? Yes  No  Unknown  Prone position? Yes No  

Unknown Renal replacement therapy (RRT) or dialysis? Yes No Unknown 



  

 
 

 

PARTICIPANT ID I  I I  I I  I I  I I  I -- I  I I  I I  I I  I 

MODULE 3: complete at discharge/death 

DIAGNOSTIC/PATHOGEN TESTING  

Chest X-Ray   Yes  No Unknown If Yes: infiltrates present? Yes No Unknown 

Was pathogen testing done during this illness episode? Yes  No  Unknown If yes, complete all below: 

Coronavirus: Pδositive  δ Negative  δ Not done   If positive: MδERS-CoV   δ SARS-CoV-2   δ Other _  

  Other respiratory pathogen: δ Positive  δ Negative δ Not done If positive, specify     

     Falciparum malaria: Pδositive δ Negative δ Not done Non-falciparum malaria: 

Pδositive δ Negative δ Not done 

HIV: Pδositive δ Negative δ Not done 

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

Shock Ã Yes Ã No Ã Unknown Bacteraemia Ã Yes Ã No Ã Unknow

n 

Seizure Ã Yes Ã No Ã Unknown Bleeding Ã Yes Ã No Ã Unknow

n 

Meningitis/Encephalitis Ã Yes Ã No Ã Unknown Endocarditis Ã Yes Ã No Ã Unknow

n 

Anaemia Ã Yes Ã No Ã Unknown Myocarditis/Pericarditis Ã Yes Ã No Ã Unknow

n 

Cardiac arrhythmia Ã Yes Ã No Ã Unknown Acute renal injury Ã Yes Ã No Ã Unknow

n 

Cardiac arrest Ã Yes Ã No Ã Unknown Pancreatitis Ã Yes Ã No Ã Unknow

n 

Pneumonia Ã Yes Ã No Ã Unknown Liver dysfunction Ã Yes Ã No Ã Unknow

n 

Bronchiolitis Ã Yes Ã No Ã Unknown Cardiomyopathy Ã Yes Ã No Ã Unknow

n 

Acute Respiratory Distress 

Syndrome 

Ã Yes Ã No Ã Unknown Other 

If Yes, specify 

Ã Yes Ã No Ã Unknow

n 

MEDICATION: While hospitalized or at discharge, were any of the following administered? 

Oral/ fluids? Yes No  Unknown Intravenous fluids? Yes No Unknown 

For Intravenous fluids, if yes. Crystalloids Yes No Colloids? Yes No 

Antiviral?   Yes No Unknown If yes: Ribavirin Lopinavir/Ritonavir Neuraminidase inhibitor 

 

Corticosteroid?   Yes No Unknown If yes, route: Oral Intravenous  Inhaled 

If yes, Dexamethasone? Yes No Methyprednisolone? Yes No Hydrocortisone/ Other? Yes No 

I  Antifungal agent?   Yes No Unknown If yes, specify:       

ART      TLD   TLE   PI  Other  specify  _  _ 

Anti -TB drugs  Yes No Unknown 

Antimalarial agent?   Yes No Unknown  If yes, specify:   _ Experimental agent?   

Yes No Unknown  If yes, specify:    _ 

Non-steroidal anti-inflammatory (NSAID) Yes  No Unknown If yes, specify:    
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SUPPORTIVE CARE: At ANY time during hospitalisation, did the patient receive/undergo: 

ICU or High Dependency Unit admission? Yes No Unknown 

Oxygen therapy?  Yes   No   Unknown If yes, complete all below 

O2 flow: 1-5 L/min 6-10 L/min 11-15 L/min >15 L/min Unknown (document worst value of the day) 

Source of oxygen: Piped Cylinder Concentrator Unknown 

Interface: Nasal prongs HF nasal cannula Mask Mask with reservoir CPAP/NIV mask Unknown 

Non-invasive ventilation? (e.g.BIPAP/CPAP) Yes No N/A If yes Worst pressure support requiredéécm 

H2o 

Invasive ventilation (Any)? Yes  No  Unknown Inotropes/vasopressors? Yes No Unknown 

If yes, worst SPO2/FiO2 ratio of day 

Blood gas done? Yes No 

Insert worst values of day pHé.. PaO2ééPCO2ééééHCO3éé.. 

Extracorporeal (ECMO) support? Yes  No  Unknown If yes, total duration:   days Prone 

position? Yes   No   Unknown If yes, total duration:  days 

Renal replacement therapy (RRT) or dialysis? Yes No Unknown 

Inotropes/vasopressors? Yes  No  Unknown If yes, total duration:  _days 

OUTCOME  

Outcome: δ Discharged alive δ Hospitalized δ Transfer to other facility δ Death δ Palliative discharge δUnknown 

Outcome date: [_D_][_D_]/[_M_][_M_]/[_2_][_0_][_Y_][_Y_] Uδnknown 

If Discharged alive: Ability to self-care at discharge versus before illness: Same as before illness Worse 

Ã Better δ Unknown 

 

      



  

 
 

      

CATEGORIES OF COVID -19 DISEASE SEVERITY BASED ON SYMPTOMS/SIGNS & INVESTIGATIONS  

Note which of these factors are present in the patient 

       

CATEGORY 1 

CATEGORY 2 CATEGORY 3 Danger signs CATEGORY 4 

[ ] Asymptomatic 

OR 

[ ] Fever  

[ ] Dry Cough 

[ ] Sore throat 

[ ] Nasal 

Congestion 

[ ] Headache 

[ ] Malaise 

[ ] Muscle pain 

 

 

Any factor(s) in category 1 

PLUS Pneumonia with no 

need for oxygen 

[ ] Chest pain 

[ ] Difficulty in breathing 

[ ] Respiratory rate   

     >24breaths/min 

[ ] Productive cough 

[ ] ±Infiltrates/consolidation  

     on CXR/lung ultrasound 

[ ] SPO2 Ó92% on room air 

 

Severe pneumonia/disease  with 

need for Oxygen 

[ ] Respiratory rate >30b/min 

[ ] Respiratory distress 

[ ] Heart rate >110 beats/min 

[ ] SPO2 Ò92% on room air 

[ ] Infiltrates/consolidation  

      on CXR/lung ultrasound 

[ ] Systolic BP <90mmHg 

[ ] Temperature Ó 380C 

[ ]Confused, responds to  

    Verbal stimuli, responds to  

    Pressure stimuli 

[ ] Obstructed or absent breathing 

[ ] Severe respiratory distress  

     (inability to talk, use of   accessory muscles of 

      respiration, flaring of alae- nasi, respiratory rate >30  

      breaths/min, refractory hypoxemia (SPO2 <92% on  

      O2)                   

[ ] Blue discoloration of mucous  membranes (cyanosis) 

[ ] Refractory shock (systolic <90mmHg) 

[ ] Unconscious/ unresponsive 

[ ] Convulsions 

[ ] Modified NEWS2 score Ó7   

    

 

[   ] Manage as Mild  disease if asymptomatic or presence of at least one factor in Category 1 

[   ] Manage as Moderate disease if presence of at least one Category 2 factors 

[   ] Manage as Severe disease if presence of at least one Category 3  

[   ] Manage as Critically ill  if presence of at least one Category 4 factors 

  

 The laboratory results below when available, show the severity or Prognosis of the patient 

[ ] D-dimer >1000ng/ml 

[ ] CPK > x2 upper limit of normal 

[ ] CRP >100 

[ ] Elevated troponin x3 upper limit of normal 

 

 

 

 

[ ] LDH >245 U/L >0.5 (if available)    

[ ] Lactate Ó2mmol/L 

[ ] Absolute lymphocyte Count <0.8 

[ ] Ferritin >300 ug/L 

[ ] Procalcitonin (PCT) 

 

 

 



  

 
 

Annex 3.1 Summary of the Possible Therapeutics 
Therapeutic Dosage Recommended 

indication 

Potential benefit Potential side 

effects 

Minimum level of monitoring required to 

administer therapeutic* 

Hydroxychloroquine 

(HQ) (+/- 

azithromycin) 

400mg 

twice a 

day 

(x1d), 

then 

200mg 

twice a 

day (x4 

d) 

Mild, 

moderate, 

severe, 

critically ill 

cases (See 

Annex 3.0) 

Initial low-quality 

studies suggest 

potentially improved 

outcomes, decreased 

viral replication and 

shedding.  

 

An increasing number 

of studies, however, 

report conflicting 

results and concern for 

adverse events.  

 

High quality RCTs 

currently underway. 

Retinopathy 

 

Q-T interval 

prolongation (Q-T 

interval prolongation 

can lead to Torsades 

de pointes and life-

threatening 

ventricular 

dysrhythmias) 

 

Hypoglycemia 

(severe)  

 

Agranulocytosis; 

anemia; 

pancytopenia 

Baseline electrocardiogram (ECG); baseline 

laboratory testing to include K+, Mg+, glucose, 

renal function tests (BUN/ creatinine) and FBC; 

baseline and daily review of ophthalmologic 

symptoms 

 

If Q-T prolongation observed on ECG, avoid 

other medicines that cause Q-T prolongation 

(including azithromycin).  

 

If lab result shows that patient is hypoglycemic, 

hypomagnesemic or hypo-/hyper-kalemic, do not 

administer HQ unless glucose, Mg+ and/or K+ 

are normalized. Mg+ and K+ abnormalities can 

increase risk for life-threatening ventricular 

dysrhythmias and can be worsened in presence of 

acute kidney injury. 

 

Intravenous Vitamin 

C (ascorbic acid) 

1.5g q6h 

(x4d) 

Critically ill 

cases (See 

Annex 3.0) 

No known direct 

benefit for COVID-19. 

 

Potential vascular 

benefits (prevention of 

micrcocirculatory flow 

dysfunction; agonist 

for endogenous 

cathecholamine 

receptors; preservation 

of endothelial barriers)  

 

A Phase II RCT 

(CITRIS-ALI) 

evaluated intravenous 

Hemolysis in 

patients with G6PD 

deficiency 

 

Increased risk of 

acute oxalate 

nephropathy in 

patients with history 

of renal disease, 

history of oxalate 

kidney stones, 

geriatric patients and 

pediatric patients < 

2yo 

Baseline and  daily CBC and renal function tests 

(BUN; creatinine) 

 

If abnormal kidney function, avoid use of 

intravenous vitamin C. 
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vitamin C on 

ventilated ICU 

patients with 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. Similar 

findings have not been 

reported in recent 

RCTs evaluating 

intravenous vitamin C 

in patients with sepsis.  

ñStatinsò (e.g., 

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 COVID-19.  

Given that patients 

with underlying (or 

high risk for) 

cardiovascular disease 

and diabetes appear to 

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., AST 

and ALT) and CPK 

 

Do not give if creatine phosphokinase (CPK) Ó 

500 OR ALT >X3 upper limit of normal  
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Annex 3.2 NATIO NAL COVID -19 PATIENT MANAGEMENT  

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

The score is to aid the clinician in monitoring the admitted COVID-19 patients.  

Physiological 

parameter 

SCORE 

3 2 1 0 1 2 3 

Respiration rate 

(per minute) 
< 8   9 - 11  12- 20    21 - 24  җ25  

SpO2 < 91 92 - 93  94 - 95  җ96        

Air or Oxygen   Oxygen   Air       

Systolic BP (mm 

Hg) 
< 90 91 - 100 101 - 110 111 ς 219*     > 220 

Pulse (per 

minute) 
< 40   41 ς 50**  51 ς 90 91 - 110 111 - 130 > 131 

Consciousness       Alert     CVPU1 

Temperature (0C) < 35.0   25.1 - 36.0 36.1 - 38.0 38.1 - 39.0 > 39.1   

 *Systolic BP >160mmHg alert the physician, ** Pulse rate < 50 beats/min alert the physician 
1CVPU- Confused, Verbal response, Pain response, Unconscious 
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CLINICAL RESPONSE TO THE NEWS2 TRIGGER THRESHOLDS  

NEWS2 SCORE Frequency of monitoring Clinical response 

0 Minimum 12 hourly continuous monitoring 

Total 1-4 Minimum 4-6 hourly 
¶ Inform the RN who must assess the patient.  
¶ RN decides whether increased frequency of monitoring and or 

escalation of care is required 

3 in single 

parameter 
Minimum 1 hourly ¶ RN to inform the medical team caring for the patient, who will 

review and decide whether escalation of care is necessary 

Total 5 or more 

Urgent response 

threshold 

Minimum 1 hourly 

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

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

¶ Provide clinical care in an environment with monitoring 
facilities. 

¶ Consider transfer to a facility with ICU level care 

Total 7 or more 

Emergency 

response 

threshold 

continuous monitoring of 

vital signs 

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

¶ Emergency assessment by the ICURT.  
¶ Clinical care in an environment with monitoring facilities. 

NB: For systolic BP >160mmHg alert the physician, pulse rate < 50beats/min alert 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 health-care waste management is fundamental for the provision of quality, people-centered 

care, protecting patient 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 is no evidence at the time of developing these guidelines that direct, unprotected human 

contact during the handling of health care waste has resulted in the transmission of the COVID-19 

virus therefore necessary IPC Precautions should be observed.  

All health care waste produced during the care of COVID 19 patients should be collected safely 

in designated containers and bags, treated, and then safely disposed of or treated, or both, 

preferably onsite. See below for different types of wastes.  

Categories of Waste  

 

 

 

 

This is the total waste stream from health care service delivery or research facilities 
and includes both potential risk and non-risk waste materials.  
  
This is waste with a potential to cause harm to both humans and the environment if 
exposed or improperly 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 non-hazardous waste. However, this can 
cause a nuisance or create breeding sites of disease vectors 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 because they 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.  

IŜŀƭǘƘ /ŀǊŜ 
²ŀǎǘŜ όI/²ύ 
 

IŀȊŀǊŘƻǳǎ 
IŜŀƭǘƘ /ŀǊŜ 
²ŀǎǘŜ 

  
bƻƴπƘŀȊŀǊŘƻǳǎ 
²ŀǎǘŜ 
 

 
 
LƴŦŜŎǘƛƻǳǎ  
 
tŀǘƘƻƭƻƎƛŎŀƭ  
 

{ƘŀǊǇǎ  
 

 

tƘŀǊƳŀŎŜǳǘƛŎŀƭǎ 




















































































