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The objectives of this document are:

w To provide guidance on clinical management of @@VIBL19 infection
w To povide a protocol on the practical steps to deal with COlAzases
w To cetail the maasures necessary to protect hospital staff, patients and visitors

w This guideline inot intended to override the clinical decisiorthat will be made by clinicians
providing individualized patient care.

w This guideline will be updated as more information bemes available.

w Corona viruss a large family of viruses that cause iliness in humans and animals

w In people,Coronaviruscan cause illness ranging in severity from the common cold to
Pneumonia and Severe Acute Regjary lliness

w Corona viruss one of seven typesf known human coronaviruses. SARS COV?2 like the MERS
and SARS coronaviruses, likely evolved from a virus previously found in animals

wrhe estimated is unkrown and currentlyconsidered to b up to 14 days
post exposure.

Suspected COVHIO case is defined as:

1. Please refer to the local health authority websites for updated information on local case
definition.

MOHAP, DoH, &A and DHA

Confirmed COVIR9is defined as:

A person with confirmed positive COVID testpositive SARS COFLRpy an approved
laboratory.
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Clinial Findings and Complications

Some patients with initially mild symptoms may progress over the couisddys from symptom
onset.

Clinical SymptomsSgns and symptoms include

Fever

Gough

Myalgia or fatigue
Shortnessof breath
Sore throat

Runny nose
Diarrhoeaand nausea
Muscle ache
Headache

Pneumonia and\RDS
Loss of sense of smell
Renal failure, pericarditiand Disseminated Intravascul@oaguhtion

= =2 4 4 8 8 5 4 -5 -5 -9 -9

Complications:

1 Severe Pneumonia

1 Acute Respiratory Failure and ARDS

1 AcuteRenal failure

1 Disseminated intravascular coagulation
1 Sepsis or septic shock

High-risk group

Age above 60 years old

Smoker

Cardiovascular disease

Diabetes

Hypertension

Immune deficiencyand or suppression ( HIV/AIDS, ldegn steroid therapy, postiransplant
cases, chemotherapy, immune modulator therapy)

1 Preexisting pulmonary diseasguncontrolled Asthma, COPD, bronchiectasis)

1 Other chronic disease such as chronic kyldiseaseChronic Respiratory diseas®ickle
OStft XSioo

=A =4 =8 -8 -4 A

Baseline Investigations

Chemistry and Haematology:

1. Completeblood count and differential

2. Renal function anélectrolytes

3. Serum Glucos@HbA1df diabetic)

4. Liver Function test including Liver enzymes

National Guidelines for Clinical Management and Treatment of GO¥(Mesion 2 April, 4th2020) Pageb of 51
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5. CRP

6. procalcitonin

7. G6PD (if treatment with chloroquine is being considered)
8. LDH

9. Coagulation profile

10. Ferritin

11. D-dimer

12. Troponin & creatinine kinase (CK)

13. HIV Ag/Ab

14. Pregnancy test in women of chiltbaring age

Microbiology:
SARS CO\PLR on following sartgs
1. Deep respiratory samples (sputum or deep tracheal aspirtejver respiratory tract infection

2. Nasopharyngeal Aspirate/Swab and oropharyngeal s{shbuld usenon-cotton flocked swab)
if upper respiratory tract infection

Staff should be trained oBSample collection

3. For intubated patients, obtain deep tracheal aspirate for:

a) SARE0V2 PCR
b) Atypical PCR panilavailable(Mycoplasma, chlamydia, legionella)
c) Respiratory viral panel
d) Other investigations to consider if the aetiology of the severe pnaumis not identified:
i.Legionella urinary antigen
ii.Mycoplasma titres
iii.AFB stain/cultur&d uberculosigulture and PCR
iv.Opportunistic pathogens in immunocompromised patients

All specimens should be regarded as potentially infectipasad HCWs who collect, oatrsport
clinical specimens should adhere rigorously to standard precautions to minimize the possibility of
exposure to pathogens.

Radiology

Ensure infection control measure are takes if patient is transferred to radiology or any other department
outsidethe isolation room

1. CXR

2. Chest CT scadhRCT or nenontrasted CT scan)nsandatory for all highisk group @atients
admitted to hospitals and for patients with rapidly progressing illness. ConSitleranchest
while waiting CVOID19 PCR report as a diatio modality to guide early treatment and in
patients with clinical features of pneumonia and normal chest X ray.
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(when mobilising patient ensure infection control measures are followed during and after
transport)

Cardiac investigations:
3. ECG
4. TransthoacicEchaardiogrampro-BNR Troponin T and GKB if clinically indicated

Othertests

If and whenclinically indicatedas per clinicatonditionand judgment of managing physician.

Fill notification form and patient under westigation (PUI) form

Governmental Facilities:

Send the samples to their dedicated virology laboratory.

Private Facilities:

Fill appropriate documentse.gL Y F SOU A 2dza 5AaSIFasS wSTSHBYyOS§

GaAdaOStftlyS2dza wSl dapcopy of EgiNdé EDr pseporecypyd: vy A SR

Send samples after informing the laboratoryemchdistrict

Abu Dhabi Sheikh Khalifa Medical City

Dubat Latifa Hospital

Northern Emirates Al Qassimi Hospital, Sharjah

Approved private laboratories

Transport of the respiratory secretions sample to thérence laboratorgf your district, using
doublepacking system at-8°C temperature.

Trained personnel following safe handling practices should transport specimen

TAll suspected or confirmed cases should have the Patient under Investigatitisl) Form Filled
(Appendix 11) and submitted to concerned Public Health Authority

9 Adopt test and treat all positive ases regardless of clinical presentation.

1ttt O2YyFANNSR OlFasSa akKz2dZ R 6S GNBIFIISRX |

1 All positive cases to be assessed, if fitting criteria for institutional isolation, can be isolated at

designated isolation blading, with full instructions and to inform PH/PHC/OPD for follow up

If patient's condition deteriorates, they will be transferred to the nearest healthcare facility for

further assessment and management.

1 Admit patients with stable moderate illness andipats with mild illness and risk factors to

hospitals/isolation facilities and follow active treatment pathway according to the clinical data. If

patient's condition deteriorates, upgrade level of care.
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1 Admit all severe and critically ill patients to hdsgs and once their condition stabilizes,
they can be transferred to lower levels of care areas.

ffAdmitall patients with COVID19 infection to single roowith good ventilation and separate
toilet, unless aerosol generating procedures is anticipated thenroom with Negative Pressure
Ventilation.

K1f hospital capacitys full, positive COVID 19 cases can be cohontettie same roomprovided
there is 6 feet distance between the patients.

fImplement standard, contact ardroplet precautions whenever comg in contact with positive
cases.Appendix l)Unlessaerosol generating procedure then, airborpeecaution

TFollow recommended active managemeatan for patients with moderate to seveikness.

*Suspected caself admitted need to be in a single room with droplet precautionnless
aerosol generating procedure then, airborne precaution.

Clinical Scenario Decision

No symptoms 1 COVID1%estingis not indicated

Not meeting case definition { Reassure and discharge

Meeting case definition 1 Collect sample for labasedSARS Co\PCR on Respiratory
samples

1 Fillrequired forms

1 Respiratory Panel testsindicated

1 Baseline work up and chest X ray are indicated

1 If thereis evidence of an alternate diagnosis and the patient is
stable;less likely to be COVIDJ#hd manage accordingly
however,it does not rule out coinfection with COVID

1 Admission or discharge bases on clinical stability

1 If discharged, quarantine untiésults are out

1 If first COVID19 test is Positive, follow Positive cases
management pathway

1 If first COVID19 test is Negative, aslishical presentation and
investigation is suggestive of COMI® repeatSARS Co\PCR

National Guidelines for Clinical Management and Treatment of GO¥(Mesion 2 April, 4th2020) Page8 of 51
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1 Treat all positive cases of COVID regardless of clinical presentation.

1 ApplyStandard Precautions, Contact Precautions, BrapletPrecautions with eye protection
shouldalwaysbe used when caring for the patient

1 If asymptomatic or mild symptoms can be cared for in single room with good ventilation and
droplet precaution Negative pressure roonere not required unless aerosol generating
procedures.

1 Clinical management includes prompt implementation of recommended iivieprevention
and control measures and supportive management of complications, including advanced organ
support if indicated.

1 No specific treatment for COVID19 infection is currently appr@seept chloroquine, please
see table below

Give sipplementaloxygen therapy, as needed.

Use onservative fluid management, if possible.

Give enpiric antimicrobials as indicated.

DO NOT routinely give systemic corticosteroids for treatment of viral pneumonia or ARDS.
Closdy monitor patientsfor signs of clinical deteration.

o O O o o o

Address canorbid condition(s).

1 There are currently no antiviral druggproved other than choloroquine/hydroxychloroquine,
and convalescent sera from patients who recovered CVOID19 infection and had a sustained
antibody responséo treat patients with COVID19 infection.

1 Decision to initiate/stop/modify antiviral medication should always be made after consultation
with Infectious Disease Physician.

1 If the patient is admitted to a private hospital and Active traant is indicated, please ctact

the Public Health and Health Regulatiamgoncerned Emirate/Health Authority

fiBaseline tests should be done prior to treatment initiation for all patients.
TRepeat PCR test afterdays of therapy initiation.

fRepeatblood tests every 72 hours and imagieneryweek, earlier itlinically indicatedyhile on
treatment.

9 Repeat more frequently in critically ill patierifsndicated
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Recommended monitoring parameters for Drug Therapanagement

0CBC, Renal Profile and extended electrolytéa+,K+,Mg++,Ca++ Phosphate), Uric Acid, Hepati
Profile,Serum Amylase, Serum Lipase, Coagulation pyofile

0G6PD test baseline

oBlood glucose in patients witbhloroquineor hydroxychloroquinefrequentblood glucose monitoring
is required indiabetic patientsasrisk of hypoglycaemia is higfmay requireadjusting Insulinor other
diabetic medications dosing)

ECG Monitoring

PerformBaseline ECGn every patientand may repeat every 24 tBours for patients
suspected to have QT prolongation, or high risk for QT prolongation i.e.

1 Elderly patients

1 Patients with any of electrolytes imbalance (Hypokalaemia, Hypomagnesemia,
Hypophosphatemia, Hypocalcaemia etc.)

1 History of cardiac arrhythmia

1 On concurrent QTc prolonging drugs (Fluoroquinolones, Macrolides, Azoles, Ivabradine, Anti
emetics, Antidepressant, Antipsychotics, Antiarrhythmic éfosoid theseand any otherQT
prolonging drugsn patient on COVIBL9 treatment)

1 Resource for QT prohgngdrugs and related topics below websste

o www.gtdrugs.org

o https://crediblemeds.org/ndfalist/  (QTFactors.org)

Table:Prognostic Factors & Markers for Sene COVIEL9 Disease

Epidemiological Category 1 Vital signs Category 2 LabsCategory 3

Age > 55 Respiratory rate>24 D-dimer>1000 ng/mL
breaths/min

Preexisting pulmonary disease | Heart rate > 125 beats/min | CPK>twice upper limit of normal

Chronic kidey disease SpO2 <90% on ambient air | CRP>100

Diabetes with A1c>7.6% LDH>245 U/L

History of hypertension Elevated troponin

History of Cardiovascular disease Admission absolute lymphocyte
count<0.8

Use of biologics Ferritin>300 ug/L

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) PagelOof 51
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History of tansplant or other
immunosuppression

All patients with HIV (regardless ¢
CD4 count)

TreatmentOptions:
1 The various treatment options including regimens are provided in thlite consideration

1 Suggested treatment duration %7 days for mild cses 7-10 days for moderate casesd 10-
14 days for severe pneumonitically ill.

1 Any druginduced side effect to be managed accordingly

1 Rule out pregnancyefore startingFavipiravir Favipiraviris absolutely contraindicated in
pregnang.
 GetlnfonBR O2yaSyid FNRY LI GASYd F2NJ GNBIFGYSy
then his family member /guardian

Table 1: Proposed Therapeutic Regimens for Adults
f'Chloroquine dose is according to Chloroquine PhosphatéN€zilt on Chloroquine Base

fForpatients having renal or hepatic impairment, consult individual drug monograph for
additional monitoring or dose adjustment.

1* Chloroquine dose is according to Chloroquine Phosphate salt NOT on Chloroquine Base

fBaseline Monitoring parameters and early imgtion of treatment is highly advisable

Suspected cases qualifying for possible therapy:
Typicalclinical pregntation with supportinglaboratory andimagingtests

Clinical Suggested Medications
Presentation
Clinical Dosing & frequency nméioned is for normal Renal & Hepatic Functions

Presentation | For Moderate to severe Hepatic Impairment & or severe Renal impairment, Drug interact
(Consult individual drug monograph for additional monitoring or dose adjustment)

Contact No Post exposure Prophylaxis is indicated for the time being
Suspiciorof
COoVvIB19
Symptomatic treatment
URTI without
pneumonia
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Suspiciorof
COVIB19

Moderate to

Symptomatic treatmerPLUEmpirical treatment

Empiricaincluding:

severe Symptamatic without pneumonia:
Chloroquine phosphat&00 mg  bid for (5 day§R Hydroxychloroquind00 mg bid Loading on day
followed by maintenance of 200 mg bid for (5 days).
Symptomatic with pneumonia
Chloroquine phosphat&00 mg bid for (5 day§)R Hydoxychloroquine400 mg bid Loading on day 1
followed by maintenance of 200 mg bid for (5 dagsdl LopinavirRitonavir (200/ 50 mg) 2 tablets
PO BID

Confirmed Hydroxychloroquind0Omg BID x2 doses, then 200mg PO BID for 5 days

COVID19 OR

Asymptomatic Chbroquine Phosphat®00 mg PO BID for 5 days

Confirmed Hydroxychloroquind00Omg BID x2 doses, then 200mg PO BID. Preferentially give with fog

COVID19 OR

Mild symptoms Chlorayuine Phosphaté00 mg PO BID preferentially give with food

For 57 days | However, itadiological evidence of Pneumorfd{ENreat as pneumonia

Qonfirmed

COVID19 Hydroxychloroquind00mg PO BID x2 doses, followed by 200mg PO BID

+Favipiravit600mgPO BID on Dayien 600 mg PO TIDofn day 2813

OR
Chloroquine Phosphate 500 mg PO BID + Favipiéirig PO BID on dayl, then 600 mg
TID from day2

OR
LopinavitRitonavin200/ 50 mg) 2 tablets PO BIB-Hydroxychloroquinet00 mg po BID X 2
doses, then 200 mg PO BHhdrnatively Chloroquine 500 mg PO BID X 2 ddskswed by
250 mg PO BID)

OR
Hydroxychloroquind0Omg PO BID x2 doses, followed by 200mg P®A3ithromycin
500mg PO OD on Day1 then 250 mg PO OD for 4atheegk criteria for this combination an
close monitoring)

National Guidelines for Clinical Management and Treatment of GO¥ (Mesion 2 April, 4th2020)
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Confirmed
CovVID19

Pneumonia
For 714 chys

Confirmed
COVID19

Severe
Pneumonia
[Critically ILL
patients
For14-21days

Hydroxychloroquind00mg poBID, then 200mg po B#EFavipiravit600 mg PO BID on day|
then 600 mg PO TID from dal#!° Camostat200 mg PO TID

OR
Chloroquine Phosphate 500 mg PO BID + Favipié@irtg PO BID on dayl, then 600 mg
TID from day2 Camosta00 mg PO TID

OR
LopinavifRitonavin200/ 50 mg) 2 tablets PO BIB-Hydroxychloroquiné00 mg po BID X 2
doses, then 200 mg PO BID (alternati@ioroquine 500 mg PO BID X 2 doses, followed
250 mg POBID)Camostat 200 mg PO TID

OR

Remdesiv 200 mg IV on day 1, followed by 100 mgdify8.15]

Hydroxychloroquind00mgPOX 2 doses followed by 200mg po BIEavipiravit600 mg PO
BID on day 1, then 600 mg PO TID from da@amosta00 mg PO TID

[The addition oKaletra (LopinawRitanavir 20060) 2 tablets PO BID to the aboregyimen
maybe oncase by case basis per decisioprimaryteam according to benefits vs risks i.e.
Hepatotoxicity & other side effects]

OR
Remdesivi00 mg IV on day 1, followegt h00 mg IV dail§*®!

Preferred approackhould be tcstart other COVHR9 drugs Do not rush to start Interfergn
Y2YAG2NI LI GASYd F2N) a/&8d21AyS {G2NXY & A
for 2 dosesn rare cases8dose can b considered after thorough evaluation of patient
response & condition by primary team for risk of side effects vs benefits.

(If patient is in early ARDS and Possible Cytokine 8soper criteria set below in
Tocilizumab protocol and may be a candidateTocilizumabTHEN Dblot Start Interferon
as high risk of potential side effects concurrently with two Immune modulating drugs (i.
Tocilizumab, Interferon).

1 If patient is already on Interferafiscontinue ifIf considering use of Tocilizumab)

1 At least 2448 hrs gap after last dose of regular interferon, and

 Atleast3p RIF&&a 3IF LI FFGSNI Qt S3ef GSR
lifeb before starting Tocilizumab.

1 Do Not use or restathterferon therapy in patient whreceived Toilizumab

LyasS

Possible use of Convalescent sera

Dosing of Interferon if to be used in individual rare cases not all ICU patients

(The addition of Interferon to be discussed between ID & Primary team)
Betainterferon 1b 0.25 mg SuD on alternatie days for total of & dosed®! (10-14 days) or
Pegylated Interferon180 microgram once weekly for 2 weeks
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For ICU patients consider empirical antibiotics if bacterimifeotion is suspected

B0.17)s approved drug for meditase in Japan for more than 10 years in other
indications likeChronic PancreatitisPost surgery reflux esophagit{Specific dosing regimen
information for COVIE19 Not yet available the doses suggested in the guidelines are based on
extrapolation fran approved dosing regimens for above mentioned other indications.)

1 According to research in Germany on SRR&us of COVHD9 attack on Lung cells in
laboratory setting showed that Camostat Mesylate inhibited TMPRSS 2 partially & resulted in ~

50 % blakage of attack through ACE2 receptors pathwiay. 2 T ¥ Y I yy -G®¥W2 Celf &> { !

OYGNEB 5SLISYRA& 2y !/9H FYR ¢atw{{H YR L& .f
Cell (2020), https://doi.org/10.1016/j.cell.2020.02.052.
1 As per their recommendain the drug should be tried in clinical studi§geffmann etal

18I In the open label French study of COMBDPatients of the totaB6 patients, 16
were in control arm20 were in treatment arm (Hydroxychloroquine).
Among hydroxychloroquin&reated patientssix patientsreceived azithromycin (500mg on dayl

followed by 250mg per day, the next four days)pi@vent bacterial supeinfedion under daily

electrocardiogram control(Antiviral effect of Azithromycin either Invitro or-Wvo data for COVID

19 Virus is unknown at this point in time)

The authors of this study conclude that combination therapy led to greater viral load reducti
compared to monotherapy with hydroxychloroquine. However, more patients receiving
hydroxychloroquine monotherapy had higher baseline viral burden (estimated by cycle threshold
values). When limiting the analysis to those with comparable baseline tyelehold values,
combination therapy with hydroxychloroquine and azithromycin led to a similar proportion of
negative testing by day 6 compared to hydroxychloroquine monotherapy.

*=Note: Addition ofAzithromycinis conditionalon

L If patient is suspectedthave Bacterial Gimfection AND

b Patient isnot on any other QT prolonging druggther than choloroquiné
hydroxycholoroquine or

b No risk for QTc prolongation as per ECG Monitoring criteria mentioned above in
Monitoring part Gtrict monitoring for QT pilongationto be done, if Azithromycin is to
be used)

b Dosing of Azithromycin 500 on Dayl, then 250 mg once danydgys)

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Pageldof 51
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Is investigational drug for compassionate use. It may require approval from regulator,
Hospital Ethics committee fapecific patient casglnformed consent from patient explaining to
patient its investigational drug, risks vs benefits need to be explained)

(Do Not Use Suf) formulation prefilled syringes, autoinjectors to prepare 1V Solutidss? only
Commercial product specific for IV hse
Background:
In patients with COVHD9 infection with a serious course, there is a picture of pneumonia that can
rapidly lead to respiratory failure. Tledderly and immunosuppressed subjects are at greatest risk
of evolving towards a serious picture of ARDS.
Although immuneinflammatory therapy is not routinely recommended@®VIB19 Pneumonia,
in consideration of the picture of CRS and of the anatomioplagical findings of pulmonary
edema and formation of hyaline membranes, a temporally targeted therapeutic approach
accompanied by adequate Ventilation support may be of benefit in patients with severe
pneumonia who develops AREPS
Tocilizumab for Cytale Release syndrome (CRS):
It is FDA approved drug for treatment of CRS due to (Chimeric antig@alt therapy):
Tocilizumab For severely ill ICU patients with GO¥Pheumoni&’- 1522.23]
Severe Form of Diseagé]: Adults who meet any onef the following:
Shortness of breath, RR > 30 breaths/minute;
Oxygen saturation < 93% at rest
Arterial oxygen partial pressure (PaO2)/ fraction of inspired oxygen (FiO2) < 300mmHg
(ImmHg=0.133kPa).
Step 13
Grade 1 mild reaction
Grade Z; moderatereaction, fever, need for IVF (not hypotension), mild oxygen requirement

Grade 3; severe, liver test dysfunction, kidney injury, IVF for resuscitation, low dose vasopressor,
supplemental oxygen (high flow, BIiPAP, CPAP)
Grade £ life threatening, mecanical ventilation, high dose vasopressors

Step2: Determine Treatment Interventi6f

Grade Ic No treatment with Tocilizumab

Grade Z; send for serum{&

Grade 3; send for serum 16; consider tocilizumab, if no effect can repeat x 2 more dd&ddsaart; if
no response, consider low dose corticosteroids

Grade 4; send for serum 16; consider tocilizumab as Grade 3; consider corticosteroids

Indication criteria for Use of Tocilizumats!

[} Extensive and bilateral lung disease and severghgtiénts with elevated H6 level (> 40 pg/
ml), alternatively High levels ofdimer and / or CRP/ or ferritin and / or fibrinogen progressively
increasing.

3 Worsening of respiratory exchanges such as to requireineasive or invasive support from
ventilation

Laboratory Parameters also supportive of cytokine st6fm
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Serumltc X0 E dzLJLISNJ y2NX I f AYAd
Ferritin >300 ug/L (or surrogate)

with doubling within 24 hours

Ferritin >600 ug/L at presentation

and LDH >250 U/L

Elevated Edimer (>1 mg/L)

TocilizumaliExclusion Criteria &fatientst’:1524]

0 Active TB

0 AST / ALT valudsgher than 5 times the normal levels.

o Neutrophil value lower than 500 cells / nim

o Platelets value lower than 50,000 cells /fim

o Complicated diverticulitis or intestinal perforation

Skn infection in progress (e.g. dermohypodermatitis not controlled by antibiotic therapy)
0 Immunosuppressive antejection therapy

Adult Tocilizumab Dosing Reginieti-1]

(Need to Send 46 levelprior to giving first dose of Tocilizumab

The initial @se should be 8mg/kg, withthe usualdose 400mg

2"d infusion 812 hours after the first dose. If partial or incomplete clinical response POSSIBLE third
infusion 812 hrs aftethe second dos¢Maximum 3 doses)

In morbidly obese patients (Maximum do$ealculated by mg per Kepsis, iS00 mg/dose)

Administration: Dilute in 100 ml of 0.9 % saline, allow diluted solution to reach room
temperature, infuse over 60 minutes usidgdicated line(Do Not infuse if opaque particles or
discoloration visible sae)

3 After 2448hrs from the last dose repeat@LLevel & or EDimer, CRP, Ferritin, LDH

FollowConvalescent senarotocol if available at your facility

T C2NJ t I SRALI (N €xselhlsis aftéransul@tiodwith IS Plyysician and concerned
speciality

1 Consideration of antiviral therapy in combination with Chloroquine should be based on patient
condition, safety profile and preference of the patient and treating team.

 Getinformed2y aSyid FNRBY LI GASYyG F2NJ GNBIFGYSyd 27
then his family member /guardian

9* Chloroquine dose is according to Chloroquine Phosphate salt NOT on Chloroquine Base
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In Paediatric ICUf patient isin early ARDS and Possililytokine Stormas per criteria set in
Tocilizumab protocol and may be a candidate for TocilizumglEN DdNot Start Interferoras

high risk of potential serious side effects concurrently with two Immune modulating drugs (i.e.
Tocilizumab, Interferon).

Interferon shouldnot be routine option for all PICU patientdn very rare caselsased on
thorough evaluation of serious risks vs benefity Intensivist with ID, may be used. (For
Interferon dosing check Lexicomp for general dosing according to indiydtiaht need, if need
any adjustment or not)

oPreferred approactshould be tostart other COVIEL9 drugs Do not rush to start Interferor),
Y2YAG2NI LI GASYd F2NJ a/ed21AyS {G2N)Y aAT GQ
2 dosesin rare case 39dose may be considered after thorough evaluation of pdtiesponse to
Tocilizumak& condition by primary team with ID for risk of serious side effects vs benefits.

1 If patient is already on Interferon discontinue(itf considering use of Tocilizumab
1 At least 2448 hrs gap after last dose of regular interferon, and

by RA

q Atleast3p RIF&a 3 L) I FGSNI Qt STt SR Ly SEINFFFSINR yE

before starting Tocilizumab.
1 Do Notuse orrestart Interferon therapy in patient whoeceved Tocilizumab

Clinical Suggested Medicationor paediatrics)

Presentation

Confirmed Follow the below recommendations

COoVID 19

Drug General dosing

Hydroxychloroquine| Loading Dose:0 mg/kg PO (Maximum 400 mg per dp8ID X 2 doses

Sulfatel10.20.21] followed by

(Per Oral) Maintenance3 mg/kg PO (maximum 200 mg per dose) BID
Hydroxychloroquingnay have advantage ové&hloroquine in
Pneumonia Cases in pediatriabge to less drug interactiopotential
with LopinavirRitonavir.

Chloroquine Chloroquine Loading dose Day QBe3 mg/kg Once (Maximum 500 m

Phosplate [10:11] per dose)

Dose based on Maintenance dose from day twab mg/kg once daily (250 mg per day

Chloroquine

Phosphate salt NOT (Chloroquine Phosphate Normal doseBi3 mg/kg/day. However due t
on Chloroquine Bas( interaction between LopinaviRitonavir & Chloroquine the maintenan
dose is reduced to 5 mg/kg /day (maximum 250 per day) from Day?2

Lopinavir/Ritonavir | Weight-directed dosing (Children and Adolescents) (Per oral)
[7,10] <15 kg: Lopinavir 12 mg/3 mg /kg/dose PO twice daily

15 to 40 kg: Lopinavir 10 mg/2.5 mg/kg/dose PO twice daily
>40 kg: Lopinavir 400 mg/100 mg PO twice daily
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Favipiravir
(Avigan)200
mg Tablet
per oral

Favipiravirdosingid y LJ- G A Sy (& x ovHR &Y 29/SIAKEK (2 Fx M sH]S

10-15 kg

Loading Dose: One tablet PO TID for One ¢fagpximum600 mg/day)

Maintenance from Day2 One tablet PO (200 mg) gAMH&If Tablet
(100 mg) PO gPM (maximum 300 mg/day)

16-21 kg

Loading Dose: Two tablets PO TID f@ne day(maximum 1200
mg/day)

Maintenance fromDay2: One Tablet PO TID ( maximum 600 mg/day

22-35 kg

Loading DoseFour tablets PO BID f@ne day(maximum 1600 mg/day
Maintenance from Day2: Two Tablets PO BID (maximum800mg/)da

36-45 kg

Loading Dose: Five tablets PO BID f@ne day(maximum 2000
mg/day)

Maintenance from Day2Three tablets PO BID (maximum1200 mg/da

4555 kg

Loading Dose: Six tablets PO BID f@me day(maximum2400 mg/day)
Maintenance from Day2:Four tablets PO gAM hree tablets PO qPM
(maximum 1400mg/day)

>55 kg Adult dosing for COWI® Loading dosé600 mg po BID X 2 doses, followed by

T[The addition of KaletrgLopinavifRitonavir for a patient who is alreadyp Hydroxychlorogime and Favipiravir combination
therapy should be orcase by case bas#s per decision of ID & primary team according to benefits vs risks i.e. Hepatotoxicity
& other side effects]

Tocilizumab use in PICU patients: URestricted to Intensivist & ID only AND COWpostive
patients with severe ARDS after failing or not qualifying for first line treatments.

3 Need to send for H6 Level before starting therapy with Tocilizumab

Step 124

Grade 1¢ mild reaction

Grade 2¢ moderate reaction, fever, need for IVF (not hygesion), mild oxygen requirement

Grade 3¢ severe, liver test dysfunction, kidney injury, IVF for resuscitation, low dose vasopressor,
supplemental oxygen (high flow, BIiPAP, CPAP)

Grade 4 life threatening, mechanical ventilation, high dose vasopresso

Step2: Determine Treatment InterventioRs!

Grade 1c No treatment with Tocilizumab

Grade 2¢ send for serum H6

Grade 3¢ send for serum H6; consider tocilizumab, if no effect can repeat x 2 more doses Q8H ap
no response, consider lawse corticosteroids

Grade 4¢ send for serum 1B; consider tocilizumab as Grade 3; consider corticosteroids

Severe Form of Disease in Childrgf): Children who meet any one of the following:

o Show shortness of breath (2 months old, RR 60 times/min;
0 2~12 months old, RR50 times/min;

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Pagel8of 51
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o 1~5 years old, RR40 times/min; except the effects of fever and crying;
0 Oxygen saturation <92% at rest.

Labored breathing (wheezing, flaring of nostrils, three concave sign), cyanosis, intermittent apnea.

0 Lethargy, conulsions.
o Refusal to eat or difficulty feeding; signs of dehydration.

Critical form of Diseasdleeting any of the following criteria:
[} Respiratory failure occurs and mechanical ventilation is required, Shock,
3 Combined failure of other organs that requsréCU monitoring

Indication criteria for Use of Tocilizumdh®23:28]

Extensive and bilateral lung disease and severely ill patients with elevateével
Alternatively, High levels ofdimer and / or CRP/ or ferritin and / or fibrinogen progrestiv
increasing.

Worsening of respiratory exchanges such as to requireineasive or invasive support from
ventilation

Laboratory Parameters also supportive of cytokine stol#

The inflammatory markers criteria should be in contektl-6 along withother markers
mentioned below

Serum IE6 > 10 x upper normal limit

Ferritin >300 ug/L (or surrogate)

with doubling within 24 hours

Ferritin >600 ug/L at presentation

and LDH >250 U/L

Elevated Edimer (>1 mg/L)

High CRP

= =4 -8 48 -8 -4 -9

Tocilizumab Exclusion Criteria Bfatient: 1524
o Active TB
0 AST / ALT valudsgher than 5 times the normal levels.
o Neutrophil value lower than 500 cells / nim
o Platelets value lower than 50,000 cells /rfhim
o Complicated diverticulitis or intestinal perforation
Skin infection in progreqe.g. dermohypodermatitis not controlled by antibiotic therapy)
o Immunosuppressive antejection therapy

Tocilizumab Paediatric dosing regime@ytokine Release Syndrome (CRS) due to chimeric antigen
receptor T-Cell Therapy, Severe or lifareatening [1%(Round to nearest 200 mghpased on actual
body weight)
2 S A 3K {112 mg/kg/dose]x 3 IV infusion
2 S A 3 K 8 mglkg/dose (aximum 400 mg per dose) x 1 IV infusion
Can use Tocilizumab for 2 dosiesrare cases'3dose may be required.

(The decision to repeat the siag must be thoroughly evaluated in view of clinical improvement
and benefits vs potential hamn2"dosenot earlier than8-12hrs after the ¥ dose &

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Pagel9of 51
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Administration: Dilute in 200 ml of 0.9 % saline, allow diluted solution to reach room
temperature, inftse over 60 minutes usirdgedicated line(Do Not infuse if opaque particles or
discoloration visible same)

After 2448hrs from the last dose repeat@.Level & or EDimer, CRP, Ferritin, LDH.

QELX FylFdA2y F2NJ /It Odzf | (A 29in @addiattioS | FA LIA NI GA NJ

Use of Favipiravit®2lo | @A 31 y O Ly mw# SRAVF lERNRAROA T S K AKsiichx m n |
y2 R2aAYy3A AYF2NX¥YIGA2Y REGE T @FAEFOES FNBY |y
COVIBL19.Dosing regimens were deriveddesl on Pharmacokinetic simulation & allometric dosing
method from the doses used in Ebdlaal [19]in 12 childrenx M H Y 2 Y &body weight | 3 S
X M NPk 3

Adult patients Favipiravi(Avigan) COVHDO Dosing isss tharEbola dosinge.(COVIBL9

Loadng dose is 50% less ,maintenance dose 25% less compared to Ebola Loading & maintenance
dose) based on almost similar scale it is plausible to adopt the same strategy in children for dose
reduction as well for the safety reasons and hence C@¥9lBosingg SNB | R2 LJi SR ¥ 2 NJ

Pregnant patient

In Pregnant Patientsnanagemenbf COVIEL9 Case by case basis with ID Consultation and
obstetrician

Medication Safety Information
Drug Use Management of COVID Patients

Follow the basigrincipleofa S R A CFrsfT® $lo Harm"

COVID19 patients are often witlunderlying diseases receiving multiple types of dragsisk for
adverse effects.

The following is expected froevery healthcare giver to ensure safety of treatment options

{Strict compliarceto Labs, ECG monitoring Parameters (mentioned in this guideline)
1Side Effects Monitoringorompt action accordingly
fCheck for Drug interaction & if dose adjustment requivdten patient is on COVAI® drugs.

Nursing monitoring Parameters:

R For anypotential side effects YR Ay F2N)XY a5 2y 5dzié& a

3 Strict Monitoring of Glucose, Hypoglycaemia especially in diabetic or NPO, Insulin & Diabetic
medications dose adjustment may be required case on cases basis

3 Monitor sign of arrhythmia, immediately inform MD

Rule of out Pregnancy in women of childbearing age before starfiagyipiravir It isabsolutely
contraindicated in pregnang.

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Page20of 51
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Favipiravir isdistributed in SpermsMale patientsmust avoidunprotected intercourse or sex with
pregnant women for 4 weekafter stopping favipiravir

1 Check for any potential drug interaction if patient is on any other medication or being started
while on COVIRY9 treatment

1 Awvoid concurrent use of Macrolides, and other QT prolonging drugs in patient with chloroquine
therapy if pssible

1 Keep monitoring patient clinically for any early sign of potential drug adverse effect and take

prompt action to assess the patient regimen and manage accordingly

1 When administerindravipiravirto lactating women instruct to stop lactating.

(Themajor metabolite of Favipiravir, a hydroxylated form, was found to be distributed in breast
milk.)

1 " InLexicomp Drug information source: It mentiongpascautionnot Contraindicationfor
G6PDdeficiency Although themanufacturer's labelling recommends hydroxychloroquiee
used with caution in patients with G6PD deficiedcye to a potential for haemolytic anaemia,
there is limited data to support this risk. Many experts consider hydroxychloroquine, when
given in usal therapeutic doses to WHO Class Il and Ill G6PD deficient patients, to probably be
safe (Cappellini 2008; Glader 2017; Luzzatto 2016; Youngster 2010). Safety in Class | G6PD
deficiency (ie, severe form of the deficiency associated with chronic hemahgimia) is
generally unknown (Glader 2017). In a retrospective chart review, no incidence of hemolytic
anemia was found among the 11 patients identified with G6PD deficiency receiving
hydroxychloroquine therapy, despite >700 months of exposure (all patipte African
American and located in the US) (Mohammad 20kvaddition, the ACR Rheumatology
guidelinesdo not mention the need to evaluate G6Rels prior to initiation of therapy
(Singh 2016).

1 So,if used, exercise cautions anabnitor closely fo any early sign of Hemolytic anemia &

manage accordingly

O ynamMTMTY ¢KS hLISNIesa2y /[/SYUiSNE 5SLI NLYSYI

h

o ynnmMMMMmMY aAyAadNB hT ISIfTGK 'YR t NE@Syaz2y

oynnonHY 5dzoFA | SFHfGdK ! dziK2NAGe@
LT @2dz NS FROAASR (2 NBLR2NI &2dz2MSKNPRE (RA
0SF2NBE tSI@Ay3 K2YS FyR Llzi 2y I FI 0SS Ylalo
TtfSIFrasS R2 y20 KSaAdGlraS Ay O2yidl Osy3a KSIFf (K
National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Page21of 51



UNITED ARAB EMIRATE! ('q.'."_) v \ i lld il "6‘%’"
;I INITED ARAB EMIRATES \—3>f"°v$ i alld s o AT ?iﬁ

MINISTRY OF HEALTH & PREVENTION e DEPARTMENT OF HEALTH
GOVERNMENT OF DUBAI DUBAI HEALTH AUTHORITY

/I hxL5mMd NBIFNRAYI @2dzNESEF 2NJ 20KSNJ FIYAfte
If you think that the situation is senrs, please contact the Ambulance Service and they will attend

you immediately whenever needed

L if COVID19 PCR test from nasopharyngeal sample or lower respiratory sample is positive,
repeatsamplesafter 5 dayg andevery 72 hourshereatfter.
b Once a sample becomes negative, colbdteér 24 hours

b Patient can be discharged once they have
0 2 consecutive Negative tests for COVID 19 that are more than 24 hours apart
o Patient is afebrile for more than 3 days and
o Paient has minimal respiratory symptoms and
0 Pulmonary imaging (CXR/ HRCT) shows significant improvement

b Discharged patients to be seen in the clinic in the hospital after 2 weeks, unless patient
develops respiratory symptoms to attend earlier.

L If asymptonatic at2 weeks, no more follow up

b All patients after discharge should be qaatined at home for 14 dayfsom discharge date
andinstructions andjquarantine undertakingo be given to the patientrad documented in
medical record

b Notify Public health/Previtive medicineat discharge

Enhance early recognition of suspected cases by:

A Visual triage at the entry point of the healthcare facility, early identification of all patients
with acute respiratory iliness (ARI).

1 Visual triage station should be placed at the entry point of Alieand any entry point

1 Attendedby a trained nurse or nurse assistaBtaff should be trained on appropriate egtions
to ask as well as actions based on findings and updated case definition

1 Post visual alert signage to enhance sefforting by symptomaticpatients.
1 Provide enough supply of surgical masks & hand hygiene sanitizersAitbem.

1 All identified aate respiratory infection (ARI) patients should be offered to
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1 Weara surgical mask, if they can tolerate it, and should be asked to perform hand hygiene.

1 All contacts of suspected patients should also be offered to wear a sunggsd and should be
askedto perform hand hygiene.

1 Do not allow suspecte@OVID1thto common areas with other patients.

1 Place suspecte@OVID1$ a dedicated waiting area with at least 3 feet and preferably 6 feet
distance between them.

1 Screen all patients walking into th®E&or symptoms of acute respiratory illness (ARI) using
the COVIEL9 visual triage form below.

fPerform Infection Control Risk Assessment in triage.

TAll healthcare workers entering theseams should be trained on proper use of RiPEfit
tested in order to use N9RAppendix I)

T Ensure that patients and visitors receive education about the precautions being used; the
duration of precautions; the prevention of transmission of infection thess; and use of
appropriate PPE.

T Ensure that front line staff as well as other staff at risks i.e. radiology, respiratory therapist;
cleaning staff receive training on COVID19 preventative strategies.

The mode of transmission of COVID 19 remains unknown

General recommendatios

Hand hygiene: adherence to WHO steps and moments
Ensure availability and Proper use of PPE.
Follow Respiratory Hygiene Practices:

Offer a medical mask f@uspected cases of COVID 19 for those who can tolerate it.

O O =2 -—a -a

Educate patient and relatives about cough and sneeze etiquette ie. Cover nose and mouth
during coughing or sneezing with tissue or flexed elbow for others.

0 Avoid touching your eyes, mouth or nose.
o Post visual aid for cough etiquette, hand hygiene and symptoms to report early.

1 Risk assessment is critical for all activities, i.e. assess each health care activity and determine
the personal protective equipment (PPE) that is needed for adequate protect
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For suspected cases:
Patients to be placed in a single room with its own toilet.

Practisedroplet and contact precautions for suspected cases

fWear a surgical méaseye protection i.e. goggles or a face shield, gloves and impermeable gown.
T Practiceairborneprecautions for aerosejienerating procedure@near fit tested N95 mask) as
(bronchoscopygppensuction, nebulizationsputum inductionambubaggingntubation and

extubation, BIPARCPRand autopsy

For confirmed cases:

T Place patient in airborne infection isolatiomom if available, otherwise in a single room with good
ventilation.

11f a negative pressure room is needied aerosol generation procedurésit not available, arrange
to transfer the patient to a hospitalith AlIR capabilityor put the patient ira single room and place
air disinfectant(Plasma air or Portable HEPA filterjhe room, next toLJl (i A i&sdi Q a

1Avoid the presence of unnecessary individuals in the room.

fPractice airborne precautions for aerosmnerating procedures

1 Note that high risk patients may present with mild symptoms but are at high risk of
deterioration.

PPE should be available where and when it is indicated in the correct size and sufficient quantity

1 Ensure all staff wear a fiested N95 mask, eye protection i.e. goggles or a &ueld, gloves
headcover and impermeable gown

1 Designate staff who will be responsible for caring for suspected or known €O\fi&tients.
Ensure they are trained on the infection prevention and control recommendations for
COVIBL9 and proper use ofgrsonal protective equipment.

1 All health care provideshouldwear and remove the PPE safely

1 If there is concern and/or breach of PPE during patient care, leave the patient care area when
safe to do so and properly remove and change the PPE and repogtdur direct line manager
and infection control Practitioner/unit

T Minimize the time spent and entry to the patient room by cohorting the task together

1 All PPE should be used for certain task with certain patient and should be removed and
discarded befag leaving the patient room except N95 will be removed immediately outside
patient room

1 In case of shortage of PPE, refer to WHO and CDC guidelines for extended use/reuse of PPE

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Page24 of 51



UNITED ARAB EMIRATE! ('q.'."_) v \ i lld il "6‘%’"
;I INITED ARAB EMIRATES \—3>f"°v$ i alld s o AT ?iﬁ

MINISTRY OF HEALTH & PREVENTION e DEPARTMENT OF HEALTH
GOVERNMENT OF DUBAI DUBAI HEALTH AUTHORITY

TWhen possible use disposable devices or equipment.

11f disposables devices and equipment not an option, dedicate devices or equipment to a single
patient

11f dedicated devices or equipment is not available, clean and disinfect the shared equipment
before using it for other patients with approved disinfectardimtainng product contact time

1 Approved disinfectant for COVID 19: quatary ammoniumcompoundssodium
hypochloriteand 70% alcohol wipes

1 Avoid the movement and transport of patients out of the isolation room or amdass
medically necessary.

1 The use of designated portablery, ultrasound, echocardiogram and other important
diagnostic machines is recommended when possible.

1 If transport is unavoidable, the following should be observed:

o Patients should wear a suogl mask during movement to contain secretions.
o Use routes of transport that minimize exposures of staff, other patients, and visitors.

o Notify the receiving area of the patient's diagnosis and necessary precautions before the

patient's arrival.

o Ensurehat healthcare workers (HCWSs) who are transporting patients wear appropriate PPE if

they will participate in direct patient care and perform hand hygiene afterward.

0 Area used by the patienwheelchairto be cleaned appropriately F G SNJ LI GA Sy (i Qa

1 Inform the other facility about referring a suspectednfirmed case

1 Callambulance and inform about the case being suspefciaafirmed COVID 19, which will be
transferredin designated ambulance

1 If hospital ambulace used ensure that ambulance will be cleaned and disinfected lased
hospital guide

1 If ambulance personnel will come in contact with the patient, they should wear appropriate
PPE.
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1 Dedicate HCWs and limit the number of persons pnégethe room to the absolute minimum
NEIljdzA NEBR FT2NJ 0KS LI GASyidQa OFNB | yR &dzJJ2 NI
Limit visitors entering the room to the minimum necessary.

Keeplog sheetof all persons coming in contact with tisespected/confirmedCOVID 19
patients

1 Exclude immunoconmpmised, pregnant, nocompetent staff from the care of
suspected/confirmed COVID 19 patients

1 Ensurehat environmental cleaning and disinfection procedures are followed consistently and
correctly

1 Increa® frequency of cleaning by housekeeping in patient care areas especially high touch
surfaces (door handle, call bell, patient side rails ...etc.)

1 Isolation areas should have their own cleaning supplies that are separate from clean patient
care areas andra keptin or near isolation area

1 Responsible housekeeping staff should be trained and educated with regard to cleaning
method and technique, donning and doffing of PPE, spill management, dealing with occupational
exposure ...etc.)

1 Cleaners/housekeeping shld wear appropriate PPE when cleaning an isolation room or area

1 All waste from the isolation area is considered contaminated and should be disposed of
following your facilities methods for contaminated wasige Virkon or sodium hypochlorite for
regularcleaning while patient is in the isolation room.

1 After patient is discharged, use terminal cleaning with fumigatuith accelerated hydrogen
peroxide 6% or usgVC, time and cycles adjusted per room size and shape.

Refer to the facility guidelingdrotocolfor waste management, to be dealiith asinfectious
material

National Guidelines for Clinical Management and Treatment of GO/ (Mesion 2 April, 4th2020) Page26 of 51



4 ==,
(I, Bl UNITED ARAB EMIRATES {:}>§ i lldg b

Ml MINISTRY OF HEALTH & PREVENTION - v (e i imalld oo DEPARTMENT OF HEALTH JFA

GOVERNMENT OF DUBAI DUBAI HEALTH AUTHORITY

Managing Suspected /Confirmed case in Operation Theater

U Postpone elective operations immiadiely.

Only emergency or medically necessary surgery should be performed

U Designate a specific operating theater for all COlA@ases. This room should be out of
high-traffic areas and be completely emptied of all ressential materials. When an
anteroom is available, this should be used as an area for donning and doffing of personal
protective equipment and exchange of equipment, medications and materials for the case.

c:

U Use of personal protective equipment is recommended by the Centers for DiseaselCon
for every operative procedure performed on a patient with confirmed Ca\ihfection
or a patient where there is suspicion for infection.

U NO95 respirators or respirators that offer a higher level of protection should be used when
Performing or present for, an aerosolgenerating procedure (e.g. OR patient intubation) in
COVIBL19 or suspected infected patient.

U All traffic in and out of the operating theater should be minimized. A runner or support
staff should be dedicated to the Operating theater t@yide all materials needed
throughout the case with exchanges performed using a material exchange cart placed
immediately outside of the room or in the anteroom.

U Procedures should be performed by senior and experienced staff to minimize procedure
time.

Performing intubation and/or extubation in Operating Room (OR):

U Ideally intubate patients in aAirborne Infection Isolation Rooml]) room and then
transfer them to the positive pressure OR (once intubated they are considered low risk
because it is a clodesystem). Also consider transferring the patient to an All room for
extubation.

U If not possible, a portable higéfficiency particulate air (HEPA) filtration unit may be used
08 LRaAGA2yAy3d GKS dzyAdG ySIENI GKS LI GASY(Q3

U switching the portal# unit off during the surgical procedure.

U Only essential personnel wearing respiratory protection, such as an N95 respirator or
PAPR, should be in the OR when intubation and extubation occur

U ! ol OGSNREFE FAEGSNI GKFO FAEGSNE LI NIA
daK2dzZ R 0S LXIFEOSR 2y (GKS LI GASYydQa FySai
expiratory side of the circuit. The entire circuit should be dehafter the surgery is
completed

After the procedure
U the patient should be recovered in the operating theatre with dedicated staff until they can

be transferred to an isolation room on the ward or in the intensive care unit.

U Adequate air exchanges shduccur before environmental services enters the room for
cleaning. With 180 air exchanges it will be around 30 minutes.
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1 Although no postmortem transmission of COVID 19 has been documented, deceased bodies
theoreticaly may pose a risk when handled by untrained personnel.

Preparing and packing the body for transfer from a patient room to mortuary

U The health worker attending to the dead body should follow standard precaution such as
perform hand hygiene, ensure propese of PPE (water resistant apron, goggles, N95
mask, gloves).

U All tubes drains,and catheters on the dead body should be removed. Any puncture holes
or wounds (resulting from removal of catheter, drains, tubes, or otherwise) should be
contained with dessing.

U Keep both the movement and handling of the body to a minimum;
U There is no need to disinfect the body before transfer to the mortuary area

U Place patient in leakroof plastic body bag (Cadaver bags) and those handling the body at
this point shaild use PPE (surgical mask, clean gloves, and isolation gown).

U If the family of the patient wishes to view the body at the time of removal from the
isolation room or area, they may be allowed to do so with the applicatidtafidard
Precautions and shodlwash hands thoroughly with soap and water after the viewing.

U Give the family clear instructiongot to touch, kissor hug the body,Adults >60 years and
immunosuppressed persons should not directly interact with the body

U a2 NBdzSQa adil Tned abdkit2nfzitibus siafus df tfiefdadsdsed, risk of infection
and appropriate precautions required before transferring the patient to mortuary and
should be well trained on standard precaution and infection control measure.

U Limit the number of Mortuangtaff handling COVID dead body to limit the exposure

U No special transport equipment or vehicle is requirg€be trolley carrying the body must
be disinfected after transmission with approved disinfectant (with 1% Hypochlorite
solution, quarterly ammoniunchloride ...etc)

U Dead bodies should be stored in cold chambers maintained at approxind&eely
U The mortuary must be kept clean. Environmental surfaces, instruments and transport
trolleys should be properly disinfected

U Preparing and transferring theddy from mortuary to Graveyard
U The body is prepared for burial in mortuary department of the healthcare facility as its
forbidden to transport it to the home and it is only allowed to move it to public washing
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placeswith trained and competent people withppropriate equipment taleal with the
dead bodies of infectious diseases.

U Limit the number of people washing the body

U All personal performing the body washould be competent angdhould wear appropriate
PPE (gloves, mask, gown and face shield) anddliooroughly wash their hands with
soap and water when finished

U Instruct the family to avoid large gathering at the burial ground it should limited to close
family contacts

U The belongings of the deceased person do not need to be burned or otherwsesedsof.
However, they should be handled with gloves and cleaned with a detergent followed by
disinfection with a solution of at least 70% ethanol or 0.1% (1000 ppm) bleach, Clothing
and other fabric belonging to the deceased should be machine washedwaitin water at
cnbonc/ omnabmpncCO YR flFdzyRNE RSGSNBSY

U After removing the body, the mortuary fridge, door, handles and floor should be cleaned
with approved disinfectant such as 1% Hypochlorite solution

U The vehicle, after the transfer of the body mustdecontaminated

A Develop a database containing infisation forall suspected/confirmed case who were/are
assessed at your facility.

A Develop a database containing information for all healthcare workers and visitors that were in
contact /caringfor the confirmed cases of COVID 19

A Develop an emergency response plans to provide surge capacity, the plan should include human
resources; staffed beds, ICU andn-ICUbeds; critical equipment, supplies and other resources,
includinged NI ljdzZl yGAGASEAE 2F LISNER2Y It LINRPGSOGAOBS S|
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This Guidance is for Screening, Risk Assessment, Active Management and Return to Work Policy
on Occupational Exposure tBatients with Coronavirus Disease

1 This guidance is based on currently available data about C®IRecommendations will
be updated as more information becomes available

1 The guidelines cover Screening, Risk Assessment post exposure, Active management an
Return to Work policy for Health Care Providers (HCP).

1 Recommendations regarding which HCP are restricted from work may not anticipate every
potential exposure scenario and will be updated according to new information emerging.

1 Healthcare facilities shad have dow threshold for evaluating symptoms and testing
symptomatic HCPparticularly those who fall into theigh- and medium riskcategories
described in this guidance.

1 Healthcare facilities, in consultation with public health authorities, shosklalinical
judgement as well as the principles outlined in this guidance to assign risk and determine
need for work restrictions.

1 Currently, this guidance applies to HCP with potential exposure in a healthcare setting to
patients with confirmed COWAID9. However, HCP exposures could involve a PUI who is
awaiting testing.Implementation of monitoring and work restrictions described in this
guidance could be applied to HCP exposed to a PUI if test results for the PUI are not
expected to return within 48 t@2 hours. A record of HCP exposed to a PUI should be
maintained and HCP should be encouraged to performrsetiitoring while awaiting test
results. If the results will be delayed more than 72 hours or the patient is positive for
COVIELY, then the monibring and work restrictions described in this document should be
followed.

1 Healthcare facilities should have a low threshold for screening staff inrtsklareas like
Emergency rooms, Primary Healthcare Centers and Isolation facilities. In addition,
immediate triage pathway (clinical examination and testing) should be implemented for
HCP falling under High and Medium risk exposure as will be detailed below in this
guidance.

1 Healthcare facilities should use clinical judgement as well as the principlé@seolith this
guidance to assign risk and determine need for work restrictions.

1 Asymptomatic HCP who have had an exposure to COVID19 patients will be allowed to
continue to work in case of severe staff shortage that is affecting smooth daily workflow
and dter consultation and approval from direct line manager and Occupational Health
Clinics or other designated clinics in each Health Authority or Facility.

1 This guidance does not cover Community Exposure or Trakaéd Exposure in HCP.
Please refer to raefted Public Health Policies and procedures in this regard.

1 Atthe time of preparing this document, decision will be made can be made using a test
based strategy. Testing guidance is based upon limited information and is subject to
change as more informatiobecomes available.
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Definitionsrelated to Occupational Health for Healthcare workers

Selfmonitoring: HCP should monitor themselves for fever by taking their temperature twice a day
and remain alert for respiratory symptoms (e.g., cough, shortnesseaith, sore throat,

headache). Anyone on seffonitoring should be provided a plan for whom to contact if they
develop fever or respiratory symptoms during the salbnitoring period to determine whether
medical evaluation is needed.

Active monitoring: Thefacility or the local public health authority assumes responsibility for
establishing regular daily follow up of potentially exposed HCP in High or Medium risk category to
assess for the presence of fever and/or active respiratory symptoms. Mode of coicatian

may include telephone calls, mobile Apps or any electrbamed means of communication. This

can be delegated to facility occupational health clinics, infection control offices or other
designated teams/clinics at the discretion of hospitals awél Health Care Authorities.

SelfMonitoring with delegated supervision:in a healthcare setting means HCP perform-self
Y2YAUZ2NRY3I gAGK 20SNRAIKG o6& GKSANI KSIFf OGKOF NF
office. On days HCP are scheduledvbrk, healthcare facilities could consider measuring

temperature and assessing symptoms prior to starting wétkernatively, a facility may consider

having HCP report temperature and absence of symptoms to occupational health prior to starting
work. Mode of communication may include telephone calls, mobile Apps or any electraséed

means of communication.

Close contact:for healthcare exposures is defined as follows: a) being within approximately 6 feet
(2 meters), of a person with COVID for aprolonged period of time (such as caring for or visiting
the patient; or sitting within 6 feet of the patient in a healthcare waiting area or room); or b)
having unprotected direct contact with infectious secretions or excretions of the patient (e.g.,
being coughed on, touching used tissues with a bare hands.

9 Data are limited for definitions of close contact.

Factors for consideration include
1 the duration of exposure (e.g., longer exposure time likely increases exposure risk)
1 clinical symptoms of the pignt (e.g., coughing likely increases exposure risk)
1 whether the patient was wearing a facemask (which can efficiently block respiratory

secretions from contaminating others and the environment)

PPE used by personnel

whether aerosoigenerating proceduresere performed.

= =
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Defining Exposure Risk Category

Highrisk exposures:refer to HCP who have had prolonged close contact with patients with
COVIBEL9 who were not wearing a facemask while HCP nose and mouth were exposed to material
potentially infectiots with the virus causing COVID.

Medium-risk exposures:include HCP who had prolonged close contact with patients with GOVID
19 who were wearing a facemask while HCP nose and mouth were exposed to material potentially
infectious with the virus causingOVIBL9.

HCP who were wearing a gown, gloves, eye protection and a facemask (instead of N95) during an
aerosolgenerating procedure would be considered to have a mediisk exposure.lf an
aerosolgenerating procedure had not been performed, they Wbhave been considered low

risk.

Lowrrisk exposuresrefer to brief interactions with patients with COVID or prolonged close

contact with patients who were wearing a facemask for source control while HCP were wearing a
facemask or respirator. Use ofe protection, in addition to a facemask or respirator would

further lower the risk of exposure. HCP not using all recommended PPE who have only brief
interactions with a patient regardless of whether patient was wearing a facemask are considered

low risk.Examples of brief interactions includbrief conversation at a triage desk; briefly
SYGSNAYy3a | LI GASYd NRB2Y odzi y20 KIFIZAy3d RANBOI
secretions/excretions; entering the patient room immediately after the patiens wescharged.

No identifiable risk exposure HCP who walk by a patient or who have no direct contact with the
patient or their secretions/excretions and no entry into the patient room are considered to have
no identifiable risk. HCP falling in this categdo not require monitoring or restriction from work.

A- Screening Recommendations:

1 In view of increasing risk of COVID19 acquisition in healthcare settings and in the
community, it is recommended to perform regular screenjegery 24 weeks)or HCP
working in front lines who come into frequent and incidentally-protected exposure to
CVOID19 positive cases.

1 This includes staff in Emergency Rooms, Isolation units/facilities, Institutional Quarantine
facilities, Intensive care Units and Primary Healthcamet€'s and virology labs processing
COVID19 samples.

B- Risk Assessment

1 While body fluids other than respiratory secretions have not been clearly implicated in
transmission of COVADO, unprotected contact with other body fluids, including blood,
stool, vamit, and urine, might put HCP at risk of COY&Proper adherence to currently
recommended infection control practices, including all recommended PPE, should protect
HCP having prolonged close contact with patients infected with GO/ID

1 HCP with no dect patient contact and no entry into active patient management areas who
adhere to routine safety precautions do not have a risk of exposure to COMI®., they
have no identifiable risk and should not be tested routinely).
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1 HCP in any of the risk exqure categories who develop signs or symptoms compatible with
COVIBL9 must contact their established point of contact (public health authorities or their
FLOAtAGEQAa 200dzLJ GA2ylf KSIFEGK Of AYAOO T2\

G Active Maragement

1 HCP in the highor mediumrisk categoryshould undergo
o restriction from work in any healthcare settipgeferablyuntil 14 days (may be

reduced to 7 days in case of staff shortagigr their last exposure and quarantine
at home for the samegriod
test for COVIEL9 by SARS CoV2 PCR
active monitoring for fever and symptoms related to COY8D
o If they develop any fever (measured temperature > 38 degrees OR respiratory

symptoms consistent with COVID, they should immediately salolate and

notify their line manager and healthcare facility promptly to be retested

o O

1 HCP in the lowrisk categoryshould

o Perform selmonitoring with delegated supervision until 14 days after the last
potential exposure.

o Asymptomatic HCP in this category are notriestd from work.

o They should check their temperature twice daily and remain alert for respiratory
symptoms consistent with COVID.

o They should ensure they are afebrile and asymptomatic before leaving home and
reporting for work. If they do not have fewv or respiratory symptoms, they may
report to work.

o If they develop fever (measured temperatur&8 degrees or subjective fever) OR
respiratory symptoms they should immediately selblate and notify their line
manager and their healthcare facilitygmptly.

o On days HCP are scheduled to work, healthcare facilities could consider measuring
temperature and assessing symptoms prior to starting work.

o Should wear mask all the time and ensure contact and droplet precautions while
dealing with others

D- Returnto Work Criteria for HCP with Confirmeal Suspected COV4DO

9 Decisions about return to work for HCP with confirmed or suspected C®»/4Dbould be
made in the context of local circumstances, risk stratification of degree of potential
exposure and work kEd/nature in that particular care area in healthcare facility.

1 Un+justified restriction of HCP from work can lead to increased workload on remaining
team members, increased risk of medical errors and delayed patient care and discharge
process. It can aldead to breaches in Infection Control measures by exposing reduced
numbers of HCP to increasing number of patients.

1 The HCP should still report temperature and absence of symptoms each day prior to
starting work.

1 The HCP should wear a facemask andtpadrequent and adequate Hand Hygiene during
working hours.

1 If HCP develop even mild symptoms consistent with CQ9]Ehey must cease patient
care activities, notify their line manager/Infection Control office immediately
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1 If signs/symptoms are reporteduring working hours: HCP should attend Occupational
Health clinic (or equivalent) during working hours and ED after working hours.

1 HCP will be Patient Under Investigation (PUI) and appropriate work up as per pathway will
be initiated.

At the time of peparing this document, decision can be made using aliased strategy

Epidemiologic Risk Classification' for Asymptomatic Healthcare Personnel Following Exposure to Patients with Coronavirus
Disease (COVID-19) or their Secretions/Excretions in a Healthcare Setting, and their Associated Monitoring and Work
Restriction Recommendations

Recommended Monitoring for COVID-
Work Restrictions for
Epidemiologic risk factors Exposure category 19 (until 14 days after last potential
Asymptomatic HCP
exposure)

Prolonged close contact with a COVID-19 patient who was wearing a facemask (i.e., source control)

HCP PPE: None Medium Active Exclude from work for 14

days after last exposure

HCP PPE: Not wearing a facemask or Medium Active Exclude from work for 14
respirator days after last exposure
HCP PPE: Not wearing eye protection Low Self with delegated supervision None

HCP PPE: Not wearing gown or gloves? Low Self with delegated supervision None

HCP PPE: Wearing all recommended PPE Low Self with delegated supervision None

(except wearing a facemask instead of a

respirator)
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Epidemiologic Risk Classification' for Asymptomatic Healthcare Personnel Following Exposure to Patients with Coronavirus
Disease (COVID-19) or their Secretions/Excretions in a Healthcare Setting, and their Associated Monitoring and Work
Restriction Recommendations

Recommended Monitoring for COVID-

. . I . 3 Work Restrictions for
Epidemiologic risk factors Exposure category | 19 (until 14 days after last potential

Asymptomatic HCP
exposure)

Prolonged close contact with a COVID-19 patient who was not wearing a facemask (i.e., no source control)

HCP PPE: None

Active Exclude from work for 14
days after last exposure

HCP PPE: Not wearing a facemask or - Active Exclude from work for 14
Medium
‘Low

respirator days after last exposure

HCP PPE: Not wearing eye protection® Active Exclude from work for 14

days after last exposure

HCP PPE: Not wearing gown or gloves®2 ‘Self with delegated supervision None

HCP PPE: Wearing all recommended PPE Low Self with delegated supervision None
(except wearing a facemask instead of a

respirator)®

HCP=healthcare personnel; PPE=personal protective equipment

2The risk category for these rows would be elevated by one level if HCP had extensive body contact with the patients (e.g., rolling the patient).
bThe risk category for these rows would be elevated by one level if HCP performed or were present for a procedure likely to generate higher
concentrations of respiratory secretions or aerosols (e.g., cardiopulmonary resuscitation, intubation, extubation, bronchoscopy, nebulizer therapy,
sputum induction). For example, HCP who were wearing a gown, gloves, eye protection and a facemask (instead of a respirator) during an aerosol-
generating procedure would be considered to have a medium-risk exposure.

Exclude from work until

Resolution of fever without the use Antipyretiaad
Improvement in respiratory symptoms (e.g., cough, shortness of breztial),
Negativeresults:at least two consecutive nasopharyngeal swab specimens
O2tft SOUSR xHun K2dzNE I LI Nleveaitil@ssithah 142 T ( 6 2
days(in case of staff shortage)

o All test results should be final before isolation is ended and the HCP is allowed to
resumeduties.
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TABLE 2: Aerosol generating procedures

Aerosol generating procedures putting HCP at Higkk exposure category gratients with
COVID-19 when the healthcare providerso eyes, n

Cardiopulmonary resuscitatio
Intubation

Extubation

Ambu Bagging
Bronchoscopy

Upper Gl endoscopy

Dental Procedures

Nebulizer therapy

Sputum induction

=4 =4 =4 -8 _8_9_9_°_2

Flowchart on the Management of Healthcare Workers Exposure to COVID 19

Attachment 2: Flowchart on the Management of Health care provider’s Exposure to Coronavirus Disease (COVID 19).

Note: This Flowchart is applicable only to HCPs that have provided direct care to a confirmed case of COVID 19. Exposure risk assessment
must be conducted by the facility’s Infection Control Practitioner, using Attachment 1.

HCP Exposure to Confirmed
COVID 19 Case

\

Level of
Risk
Low- | Medium/ High
\J v
No work resriction, Stop providing care for
Continue duty patient

v Yes ¢

Self-monitoring for Perform test and initiate

symptoms for 14 days quarantine for 7-14
from the last day of days
exposure

\

Seek medical
Confirm with the infection

. i evaluation and follow
Symptomatic 5 R:\i:::::i::‘e:;%al control in the hospital and ﬁzzrt:‘m vjith the physician advice
(Symptoms apear) ~ -Yes—> T > infection control expert at N Cova 19
9 CQHCA Department v\
NO Report back to work after
17 minimum of 7 days with 2
% consecutive negative tests >
Continue working 24hrs apart
and follow precaution No.

for COVID 19

High-risk exposures:HCP who have had prolonged close contact withpatients with COVID-19 who were not wearing a facemaskwhile HCP
nose and mouth were exposedto material potentially infectious with the virus causing COVID-19.

Medium-risk exposures:HCP who had prolonged close contact withpatients with COVID-19 who were wearing a facemaskwhile HCP nose and
mouth were exposedto material potentially infectious with the virus causing COVID-19.

Low-risk exposures:brief interactions with patients with COVID-19 or prolonged close contact withpatients who were wearing a facemaskfor
source controlwhile HCP were wearing a facemask or respirator.

* quarantine Ideally for 14 days, but if staff shortage may reduce to at least7 days
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Appendix I: Proper Use of PPE

COVID-19 Personal Protective Equipment (PPE)

for Healthcare Personnel

LB TY Facemask

Face shield «s+ssse=+ R Face shield +ssssssess

or goggles M -------- N95 or higher respirator orgoggles [N Fheeeennn. Facemask
When respirators are not N95 or higher
available, use the best respirators are preferred
available alternative, like a but facemasks are an
facemask. acceptable alternative.

One Pair ««seeeesss ‘ ' ONe Pair «seseeeess ‘ \ '
of clean, of clean, A

non-sterile non-sterile
gloves gloves

---------- Isolation gown sees=====Isolation gown
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Step

Coaching Sequence

Observed

1. Hand Hygiene

. Perform hand hygienéollowing WHO

steps.

[

Perform a user seal Check

2. Gown . Fully cover torso from neck to kneg
arms to end of wrists, and wrap aroun
the back
Fastengown by tying at the waist.

3. N95Mask . Cup the respirator ityour hand with the

. Position the respirator under your ch

. While continuing to holdhe respirator

. Using both hands, mold the nosepiece

. PERFORM A USER SEAL CHECK:

nosepiece at fingertips, allowing th
head straps to hang freely below hand

with the nosepiece up while holding th
respirator in place, pull the top stra
over your head.

firmly in place, pull the bottom stra
over your head and position it belo
your ears. Untwist the straps. Positig
the respirator low on your nose.

the shape of your nose by pushit
inward while mowng your fingertips
down both sides of the nosepiece.

Place both hands completely over ti
respirator, being careful not to distur
the position, and exhale sharply. If &
leaks around your nose, adjust tt
nosepiece as described step 5. If air
leaks at respirator edges, adjust tl
straps back along the sides of your he

O O O o0 od

[l

4. Face Shield

. Place over face and eyes and adjust tc

fit.
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