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Introduction 

• Corona virus disease 2019( COVID-19) Is primarily a respiratory 
disease 

• First described in the city of Wuhan. Province of Hubei in China 

• WHO was alerted to this pneumonia like symptoms caused by the 
novel Corona virus

• Majority of these patient presents with mild disease and 14% 
presents with severe disease.- require hospitalization

• 5% will require intensive care support – which will include ventilatory 
support 



Features of Covid-19 infection



Where did the Corona virus originate from?



diagnosis

• Two methods 
• real Time Reverse Transcriptase Polymerase Chain Reaction (rRT-PCR) of the 

of the Oropharyngeal and Nasopharyngeal swab or sputum- takes 2-4 hours 
turn over - if its positive it indicates active infection

• Immunologic response could be delayed 

• second method is based on 
• Contact history

• Clinical symptoms

• Characteristic X-ray and CT scan findings 



Comparison between SARS, MERS and COVID-19
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Throat swab and Nasopharyngeal swab
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RNA copies in sputum and stool
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Covid-19-severe cases

• severe cases complicated by 
• the acute respiratory distress syndrome (ARDS),
• sepsis and septic shock, multiorgan failure, including acute kidney injury and cardiac 

injury.

• Older age and co-morbid disease have been reported as risk factors for 
death.

• This is highly contagious viral infection 
• with observed significant spread amongst the civilian population
• and within the hospital setting. 

• Health care workers looking after these patients are recognized more
• and more as at increased risk of being infected themselves.





















Protection of staff and patients 

• Protection of negative staff and patients is paramount 

• Stringent measures to limit its spread must be taken promptly

• The Clinix group of hospitals see an array of patient through it 
isolation

• It is very likely therefore that we will see these patients with COVID-
19 and SARS Covid2 



Patient flow

• The flow of suspected or confirmed patients with Covid-19 or SARS 
Covid 2
• Gate entrance screening questionnaire by dedicated teams

• Triaging of all adult patients with undifferentiated severe acute respiratory 
distress

• Grouping of patients into specific clinical categories of mild, moderate and 
severely



Patient Flow 

• The clinical management of admitted COVID-19 patients at DGMAH 
according to their
• clinical category of mild-, moderate- or severe disease

• Algorithms of management
• General critical care principles in managing COVID-19 patients
• Intubation and ventilation protocols for COVID-19 patients at DGMAH
• IPC Recommended Personal Protective Equipment (PPE) for COVID-19 at 

DGMAH
• Disposal of PPE’s
• Medical waste management
• Monitoring of Health Care Workers



Entry points 

• Patients will enter the hospital either as:
• walk-ins

• patients brought in by wheelchair / stretcher / ambulance

• All patients should have initial screening done at their point of entry. 
Screening will identify the following

• 3 groups:
1. Confirmed COVID-19 cases (test done, result known)

2. Suspected COVID-19 cases (PUI)

3. Not Suspected



Screening form



Flow of patients 

• Walking
• Will be directed to a screening area ( tent)

• The screening will be done by the nurse – using a predetermined 
questionnaire

• If the patient is found to be positive then the patient is given a red 
sticker and a mask  and proceed to tent 2 for testing and escorted to 
the isolation area 

• Patient found to be negative on their screening are then given a green 
sticker and allowed on to the premises to attend to their 
appointment 





Suspected Covid-19 cases
• Ideally identified before they  enter the facility

• Given a surgical mask

• Advised on cough etiquette

• Directed to a testing site

• A broad range of differential diagnosis should be entertained

• The patient should be tested 
• Both oropharyngeal and nasopharyngeal swabs should be taken

• Correct label of the specimen

• Storage at 2-8 degrees 

• Mild symptoms can be sent home for quarantine whilst waiting for 
results



Confirmed cases

• Can be managed at home if mild – self isolation

• Supportive oxygen is the mainstay of supportive therapy

• For intubated patients with ARDS-use lung protective ventilation 
strategies 



PPE



PPE

• For majority of COVID-19 patient interactions PPE consists of:
• Gloves
• Mask
• Apron

• When performing aerosol generating procedures such as 
• Taking swabs
• Intubation
• Nasal surgery
• Endoscopy
• ENT procedures
• Ophthalmology  procedures 
• Neurosurgical procedures

N95 respirator
Eye protection



Precautions 



SEQUENCE OF DONNING 

GOW-GOWN
MAS-MASK
GOG-GOGGLES
GLO- GLOVES 



Sequence of taking off PPE

Pnemonic : GLO GOG GOW MAS
GLO- GLOVES
GOG-GOGGLES
GOW –GOWN
MAS-MASK
WAS –WASH THE HANDS 



Alternative way of removing PPE



De-Isolation 

• Mid symptoms – may be deisolated after 14 days after the onset of 
symptoms- PCR test may not be necessary  

• Severe disease – 14 after becoming stable (supplemental oxygen is 
discontinued) 





Airborne Infection Isolation Requirement (AIIR)
Ventilation- ensure >12 air changes/hour
Good mixing and directional air flow
Clean air introduced near the health 
worker whilst exhaust air removed near 
the patient
Negative pressure ; generated when 
exhaust air exceeds supply air
Room must be sealed except gap under 
the door
Exhaust ductwork integrity; exclude leaks
If we use circulating air system, then we 
must use High Efficiency Particulate 
air(HEPA) filter
Anteroom- provide air lock  between the 
Airborne infection Isolation and the 
corridor 



Airborne infection isolation operating theatre 

• Operations should be performed in Airborne Infection Isolation room

• Operating theatre may be converted to Airborne Infection Isolation 
(AII) by installing negative pressure and sealing the room

• Regular inspection by engineers is required to maintain the integrity 
of an isolation theatre. 

•



guidelines on the usage of isolation theatres 

• Designate an infection control team for development of guidelines 

• monitoring staff adherence 

• revising protocols as the situation is updated 

• set criteria for the use of isolation theatre and workflow on how to initiate 

• Dedicate staff to ensuring pressure of the isolation room meets criteria for airborne infection control
Ensure timely notification of all anaesthesiologists, nurses, assistants, and surgeons involved in the 

operation        Specify personal protection equipment required in the theatre
Specify designated equipment, including disposable ones, for confirmed cases
Put up signs on the doors to notify staff, and minimise traffic in and out of an isolation room
Utilise the AIIR for recovery of extubated patients to minimise unnecessary contact with staff or other 

patients  Identify/establish protocols for decontamination of the room after a suspected or confirmed case 



Patient transfer 

• Avoid transfer if possible

• Surgical mask must be given to patients to avoid droplet spread

• Apply low setting oxygen setting to maintain oxygenation whilst 
avoiding aerosol droplet 

• Health care worker involved in the transfer must wear PPE

• Plan the route and phone ahead of transfer

• Avoid transfer of the patient through recovery and the rest of the 
hospital

• Otherwise partition the other patient from the infected patients 



List of anaesthetic and surgical procedures that 
are considered aerosol generatin



List of anaesthetic and surgical procedures that 
are considered aerosol generation 



Induction 
• Minimise number of people in room during induction 

• Intubate by experienced practitioner to reduce attempts and time, consider double gloving 

• Preoxygenate with minimal gas flow possible i.e. less than 6L per min, ensure good seal with 
facemask 

• Give fentanyl slowly, in small aliquots if required to reduce coughing 

• Utilise rapid sequence induction to reduce the need for mask-ventilation 

• Maintain airway patency, ensure onset of paralysis before performing intubation, to avoid 
coughing 

• Usetwo-handgriptooptimisesealifmask-
ventilationbecomesnecessary.Askforassistancewithbagging,whileutilisingthe 

• lowest flows. Give small tidal volumes. 

• Start positive pressure ventilation only after the cuff of the endotracheal tube is inflated 

• Remove outer gloves after intubation if using the double glove technique to reduce 
environmental contamination 

• Use pre-cut tape to secure endotracheal tube 

• Confirm tube position by observing bilateral chest rise or ultrasound, as auscultation may be 
difficult due to personal 

• protective equipment(15). 

• Perform hand hygiene 



Preoperative assessment of patients at risk of COVID-19. 



Covid-19 

• Its highly infectious by droplets and touching contaminated  surfaces

• There is no established fecal oral route transmission but there has 
been viral shedding in the stools  

• Its reproductive rate Ro ( number of individuals infected by a 
confirmed case) Ro>1
• Ro>1 = highly infectious

• Ro<1 = not highly infectious 

• The reproductive rate of Covid-19 is currently 2-2,3 = this indicates a 
growing epidemic





Flow diagram for a COVID-19 



Thank you


