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Introduction

e 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

Risk factors
- NMale gender
= Comorbidities, e.g.: Hypertension, diabetes, cerebral vascular disease, cardiovascular disease

Symptoms and signs
Asymptomatic™

Fewver

Fatigue

Dry cough

My algia

Dyspnoea

Others: diarrhoea and nausea

Investigation
Blood tests:
= Lymphopenia
Leucocytosis
Neutrophilia
Elevated lactate dehydrogenase
Prolonged INR
maging:
Chest X-ray: consolidation
CT thorax: bilateral distribution of patchy shadows and ground glass opacity

Complications

= Shock

= Acute respiratory distress syndrome (ARDS)
= Arrhythmia

- Acute renal injury




Where did the Corona virus originate from?
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diagnosis

e 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
e Contact history
* Clinical symptoms
* Characteristic X-ray and CT scan findings



Comparison between SARS, MERS and COVID-19

Virus subgroup
Secondary infection
Pattern of transmission

Infectious period

Reproductive number (Rp)

Total number of cases
worldwide

Incubation period

Case fatality rate

B-coronavirus

In hospital

Sustained human to human
transmission, occasional
superspreading events*

Upon onset of symptoms

8096

1-4 days
9.6%

B-coronavirus

In hospital

Cannot sustain human to
human transmission
beyond a few generations

Upon onset of symptoms

<1
2494

2-14 days
34.4%

B-coronavirus

Close clusters

Sustained human to human
transmission, especially
in close contacts, family
clusters.

Able to transmit despite
being asymptomatic or
with mild symptoms.

Higher viral load after
symptoms onset.

2-3

>200,000**

3-7 up to 14 days
2.3%




The first million cases of Covid-19
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Number of patients with a sample
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Covid-19-severe cases

e severe cases complicated by
* the acute respiratory distress syndrome (ARDS),

* sepsis and septic shock, multiorgan failure, including acute kidney injury and cardiac
injury.

. ((j)lde}: age and co-morbid disease have been reported as risk factors for
eath.

* 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
e and more as at increased risk of being infected themselves.



SA’'s SARS-CoV-2 epidemic -3
Trends IN new cases
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Covid-19 cases - SA vs UK
SA’s expected vs actual trajectory
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Country level epidemic trajectories
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SA’s SARS-CoV-2 epidemic - 2
Trends INn cumulative cases
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So what’s next?

Unlikely scenario Likely scenario
Delayed exponential curve

.
.
.
-
ey
-
-
-
.,
-
e,
.
-
-
-

-

-
-
-

LOCKDOWN IMPACT _ Precflcted_lockdown
India has enforced a 21 day lockdown that will end on April 15. How im paCt in dia a nd Wu h an

much will this bring down the infection count?

— FOTECAS t —e— Data Lockdown

Single hard lockgdc

0

y y & A
.r/ H I/
P India i Wuhan
May B3 May 27 Jun 10 .__//

& CAPRISA

£
g 2

g 5

Infected Indmidualy




The 3 waves of the SA epidemic

Expected situation

\J

Actual situation
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SA’s epidemic trajectory is unique...
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health

Are we missing cases due to low or declining testing coverage?

Are there missing cases in poor communities due to skewed
higher private lab testing??

Is the reduction genuine and due to the interventions in SA’s
Covid-19 response?
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SA’s SARS-CoV-2 epidemic - 1

Cumulative number of cases
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Stages of SA’s

Stage 1:

COVID-19 response

Stage 6: Medical care

Stage 8: Vigilance
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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
e 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



11.1 Screening Form A

GAUTENG PROVINCE

MEFUBLNC OF SORTTHH AFmNCA,

DR GEORGE MIUKHARI ACADEMIC HOSPITAL -
EMERGENCY DEPARTMENT

Patient™ s Name and Suarmame:

Patient™s 1D /Jf Hospital File Number:

Patient™ s contact number:

Coronavirus (COWVID 2019) Screening Questionnaire for WAL K IN PATIENTS

3 Do you have ANY of the following symptorms:
E 1. Cough N == NO
g 2. Sore Throat W NO
= 3. Shortness of breath YES NO
s 4 Fewver YES NO
| I
Yes to ANY No o ALL

4

Gave patient a standard surgical mmask and o escort thhem to TEMNT 2
for testing. (Altermative to isolation room in Emergency Department. )

i P

— Check for othher
Doctor in thhe Emergency Departimment to Yes 1o ANY risic fact o
contact NICD hotiine and manage patent as — _—_
. : I

In the past 149 days. have wvowu had s ches=t infection AND | YES | NO
P ANY ome of the following:
=§ L Have you had contsact withh any person who has beaen desagnmnosed YES NO
<> wwith nmnowvel corons wvirus nfection (COVID-19)
c.f = Have yowu fravellaed out of the country ™= YES NO
o=
=. Have you had contsasct withh any personmn who haas tavelled out of
k=
= the cowuwntry = YES NO
- - Have youwu worlkced in. or sttended = heaith car=e facility whesrse
patients with COWID-19 infections were being tresasted™ (includes YES NO
ealth cars workers, admianastratnes St =red SupDeort st ke claeansrs)




Flow of patients

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

* The screening will be done by the nurse — using a predetermined
guestionnaire

* 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



I DGMAH COVID-19 Screening & Wor kflow for Unscheduled Visits
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Suspected Covid-19 cases

* |deally identified before they enter the facility

* Given a surgical mask

e 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

e Can be managed at home if mild — self isolation
e Supportive oxygen is the mainstay of supportive therapy

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






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

Standard precaution

Hand hygiene

Use of personal protective equipment
Respiratory hygiene, cough etiquette
Prevent sharps/needles injury

Waste management

Cleaning and disinfection

Contact precaution

Clean gloves with direct contact
Safe removal of gowns and gloves
Hand hygiene after removing PPE

Equipment for single patient use or disinfect if
shared between patients

Avoid touching face eyes or mouth

Standard

Droplet precaution
Wear medical mask within 1m from patient

Put patients in rooms with similar risk factor,
separated by at least 1Tm

Minimise transportation outside designated room
Hand hygiene after removing PPE

Airborne precaution

Respirator required in patient isolation facilities,
perform positive and negative seal test

AlIR requires at least 12 air changes per hour
Limit movement of patient out of AlIR

Ensure patient on surgical mask if outside room
Perform hand hygiene after removing PPE



SEQUENCE OF DONNING

1. GOWN

* Fully cover torso from neck to knees, arms
to end of wrists, and wrap around the back

e Fasten in back of neck and waist

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

2. MASK OR RESPIRATOR

Secure ties or elastic bands at middle
of head and neck

* Fit flexible band to nose bridge
* Fit snug to face and below chin
* Fit-check respirator

3. GOGGLES OR FACE SHIELD

* Place over face and eyes and adjust to fit

4. GLOVES



1.

Sequence of taking off PPE

GLOVES

Outside of gloves are contaminated!

If your hands get contaminated during glove removal, immediately
wash your hands or use an alcohol-based hand sanitizer

Using a gloved hand, grasp the palm area of the other gloved hand
and peel off first glove

Hold removed glove in gloved hand

Slide fingers of ungloved hand under remaining glove at wrist and
peel off second glove over first glove

Discard gloves in a waste container

. GOGGLES OR FACE SHIELD

Outside of goggles or face shield are contaminated!

If your hands get contaminated during goggle or face shield removal,
immediately wash your hands or use an alcohol-based hand sanitizer
Remove goggles or face shield from the back by lifting head band or
ear pieces

If the item is reusable, place in designated receptacle for
reprocessing. Otherwise, discard in a waste container

. GOWN

Gown front and sleeves are contaminated!

If your hands get contaminated during gown removal, immediately
wash your hands or use an alcohol-based hand sanitizer

Unfasten gown ties, taking care that sleeves don't contact your body
when reaching for ties

Pull gown away from neck and shoulders, touching inside of gown only
Turn gown inside out
Fold or roll into a bundle and discard in a waste container

4.

MASK OR RESPIRATOR

Front of mask/respirator is contaminated — DO NOT TOUCH!

Pnemonic : GLO GOG GOW MAS
GLO- GLOVES

GOG-GOGGLES

GOW -GOWN

MAS-MASK

WAS -WASH THE HANDS



Alternative way of removing PPE

Here is another way to safely remove PPE without contaminating your clothing, skin, or mucous membranes with potentially
infectious materials. Remove all PPE before exiting the patient room except a respirator, if worn. Remove the respirator after
leaving the patient room and closing the door. Remove PPE in the following sequence:

. GOWN AND GLOVES

e Gown front and sleeves and the outside of gloves are
contaminated!

e |f your hands get contaminated during gown or glove removal,
immediately wash your hands or use an alcohol-based hand
sanitizer

e Grasp the gown in the front and pull away from your body so
that the ties break, touching outside of gown only with gloved
hands

e While removing the gown, fold or roll the gown inside-out into
a bundle

* Asyou are removing the gown, peel off your gloves at the
same time, only touching the inside of the gloves and gown
with your bare hands. Place the gown and gloves into a waste
container

=3

= 7




De-lsolation

* 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)



Can J Aanesth/J Can Aanesth
https://doi.org/10.1007/s1 2630020016174

What we do when a COVID-19 patient needs an operation:
operating room preparation and guidance

Check for
updates

Lian Kah Ti. MIBBS, MivMled. FAMS - Lin Stella Ang, MIBEBES, MiMed, FANWNZCA., EDIC -
Theng VWai Foong, MIBBS, MiMed - Bryvan Su Wei WNWg, MIBBS, FIRC A

Management of COVID-19 Cases in OR

: i Anesthesiologist & OR Technician
For patients fro
or patients from Nurse In Charge ' - [ OR nurse | - Anesthesia nurse

Isolation wards /ICU :
({To give 30 minutes
grace time for ward

Don full PPE and/or PAPR Nurse ensures adequate PAPR

|
|
i
- |
Place infection control tags on doors available and functioning ' Don full PPE and
i

L
'
nurses to send patient : Actlvale team and close corridor doors : \A : .
to OR) . i Prepare OR accordingly v prepare OR accordingly
Woard/ICU nurse to 1 v l . ! ' Don full PPE and PAPR
activate Security ! Place equipment on PPE trolley ' Scrub nurse to scrub up and prepare trolley y ¥ os
1 . i - v Assist in
i Deploy staff & pass key to controlled | . Obtain required consumables, drugs and ' Lovient positioning
4 drugs v ‘ Toa ot g .
i 5 2. 'Circulating nurse to pass all additional consumables/ !new pen from_m!eztu(::_ and intubation "°"°Y
e —— i Fill Vlr:‘:"2lSG ! instruments to Runner (before patient enters OR) {ininduction room) i
ina e .
i v '
Phase ; Handover pouch to OR runner with . - Place drug tray and airway adjuncts i

on respective designated trolley
SISl WoN. S theiound Sece oo **Refrain from entering the induction/ prep room unless absolutely necessary

to receive the pre-op patient '

= Mobile phone
= PPE cupboard key
= (Card access

i
i . b4
the following :- : L 4 ' Park patient’s trolley in Ante room after transfer
: '
’
)
'

i Unused consumables /drugs placed in,OR intra-op MUST be thrown away. ! Wipe patient’s trolley
INTRA-OPERATIVE Fldceanyrequestec items ona "0”€Y ' {especially siderai
Phase : : into Ante room i < Contact OR runner if require any other items. Retrieve requested items from Ante Room
: Facilitate transfer of patient post-operatively via designated access door (Patient will be recovered in OR) e
| = Circulating nurse and runner to send patient back to Isolation ward ( Activate Security 30 mins prior to discharge ) :
.| = Circulating nurse and Anaesthetist to send patient back to [CU (Activate Security 30 mins prior to transfer ) f
POST-OPERATIVE | ° : | » S e AT 1+ Balance all controlled drug entries beforq'
Phase i i et t e | S 1 patient leaves OR -
f : t= Throw all pens used
' : '+ Replace new cling wrap for all anaesthetu:
i i : monitors/laptops '
: : -
: d emoval of PPE and PAPR :
: chlor-d«?n. Floor, all Furniture surfaces including, OR tables, stools, etc {teims 1o rerove - Gowns, gloves | cap & shoe =
Virex 256: PAPR !n.An_tzmmte 2 e °°“‘R
‘| Mikrozid: Computer screens and Medical equipment **Airing of OR after case is NOT required ** items to remove outside Ante room s ”m '"':95",6,088’. o el : I'I:: p.an" p' HA: i
: Alcohol wipes: Goggles ] EOPLCB
FOLLOW UP : Receive pouch from OR runner T- Return pouch to NM In Charge / = Instrument sets send directly to Sterile Supply Unit | Place used PAPR on designated trolley for !
, ™ Ensure completeness of items - On Call Charge Nurse ®= Return CD key to Nurse In Charge . proper disinfection. Charge PAPR batteries :
Phase - : = pPerform telephone handover with ward nurse

Replenish supplies and prepare OR in readiness. All personnel MUST SHOWER after case



Airborne Infection Isolation Requirement (AlIR)

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

ISOLATION I zs0crm Negative pressure ; generated when

exhaust air exceeds supply air
Room must be sealed except gap under
the door

— Exhaust ductwork integrity; exclude leaks

Supply N

Tocedicated T WE USE Circulating air system, then we

exhaust system

must use High Efficiency Particulate
> air(HEPA) filter

ANTEROOM

100 CFM

A, Anteroom- provide air lock between the
Supply air system . . . .

e Airborne infection Isolation and the
corridor

CORRIDOR




Airborne infection isolation operating theatre

e Operations should be performed in Airborne Infection Isolation room

e Operating theatre may be converted to Airborne Infection Isolation
(All) 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

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

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

e 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

Surgical

Rigid bronchoscopy
During the procedure, the airway is not protected. Although the glottis is stented open by
the bronchoscope and effective cough is not possible, forceful expiration may be
encountered when a patient is allowed to ventilate spontaneously. If patient is paralyzed
and jet ventilation is required, it is likely aerosolised particles will be generated. During
intermittent ventilation, the use of high flow O2 = 6L/min is highly likely to be required.

Tracheostomy
The procedure necessitates circuit disconnection and reconnection. Circuit leaks,
endotracheal cuff or tracheostomy cuff leaks, or mal-positioning of a tracheostomy tube
are not uncommon and all have the capacity to generate secretory droplet. Re-intubation
may be required should tracheostomy become unsuccessful.

Surgery involving high-speed drilling
High speed devices used in dental surgery and orthopaedic surgeries were shown to be
able to generate an aerosol cloud which could contaminate the theatre environment.

Anaesthetic

Awake fibre-optic intubation
During fibre-optic intubation, coughing, which is potentially aerosol-generating, is largely
unavoidable. Coughing is particularly difficult to avoid during topicalisation of the airway,
regardless of using spray-as-you-go techniques or trans-tracheal application of local
anaesthetics.

Mask ventilation
Mask ventilation has been shown to disperse tiny droplets. It is identified as a risk factor
in the spread of SARS infections across healthcare workers. More dispersion occurs in
those less experienced with mask ventilation.

Intubation and extubation
Aerosol generation is a risk if the patient is not fully paralyzed during intubation. Although
rapid-sequence induction should preclude the need for mask ventilation prior to intubation,
mask ventilation may still be required to maintain oxygenation if difficulty with intubation is
encountered.
Extubation often induces some coughing which may generate aerosols. Suctioning
attempts and the use of high flow oxygen may also aerosolise particles.

High flow nasal cannula
Use is controversial. Effective treatment often requires 40-60L/min oxygen flow. In
simulated settings, tightly fitted high flow nasal cannula causes minimal aerosol-generation
but if nasal prongs not properly applied, aerosol-generation could be significant. |



LIST OT anaestnetiC and SurgiCal proceaures that
are considered aerosol generation

Surgical

Rigid bronchoscopy
During the procedure, the airway is not protected. Although the glottis is stented open by
the bronchoscope and effective cough is not possible, forceful expiration may be
encountered when a patient is allowed to ventilate spontaneously. If patient is paralyzed
and jet ventilation is required, it is likely aerosolised particles will be generated. During
intermittent ventilation, the use of high flow 02 > 6L/min is highly likely to be required.

Tracheostomy
The procedure necessitates circuit disconnection and reconnection. Circuit leaks,
endotracheal cuff or tracheostomy cuff leaks, or mal-positioning of a tracheostomy tube
are not uncommon and all have the capacity to generate secretory droplet. Re-intubation
may be required should tracheostomy become unsuccessful.

Surgery involving high-speed drilling
High speed devices used in dental surgery and orthopaedic surgeries were shown to be
able to generate an aerosol cloud which could contaminate the theatre environment.

Anaesthetic

Awake fibre-optic intubation
During fibre-optic intubation, coughing, which is potentially aerosol-generating, is largely
unavoidable. Coughing is particularly difficult to avoid during topicalisation of the airway,
regardless of using spray-as-you-go techniques or trans-tracheal application of local
anaesthetics.

Mask ventilation
Mask ventilation has been shown to disperse tiny droplets. It is identified as a risk factor
in the spread of SARS infections across healthcare workers. More dispersion occurs in
those less experienced with mask ventilation.

Intubation and extubation
Aerosol generation is a risk if the patient is not fully paralyzed during intubation. Although

rapid-sequence induction should preclude the need for mask ventilation prior to intubation,

mask ventilation may still be required to maintain oxygenation if difficulty with intubation is
encountered.
Extubation often induces some coughing which may generate aerosols. Suctioning
attempts and the use of high flow oxygen may also aerosolise particles.

High flow nasal cannula
Use is controversial. Effective treatment often requires 40-60L/min oxygen flow. In
simulated settings, tightly fitted high flow nasal cannula causes minimal aerosol-generation
but if nasal prongs not properly applied, aerosol-generation could be significant.

High flow nasal cannula
Use is controversial. Effective treatment often requires 40-60L/min oxygen flow. In
simulated settings, tightly fitted high flow nasal cannula causes minimal agrosol-generation
but if nasal prongs not properly applied, aerosol-generation could be significant

Non-invasive ventilation
Experiments with inspiratory positive airway pressure (IPAP) have shown that, despite a
fitted mask, tiny droplets may stil be dispersed from leaks. The higher the IPAP, the
further the droplets can disperse.

Sputum suctioning
Coughing is associated with droplet dispersion. Suctioning may induce coughing and
subsequently has the potential to generate aerosolised particles .

Cardiopulmonary resuscitation (CPR)
CPR was identified as a cause of SARS infection spread across healthcare workers, as it
often involves mask ventiation, airway suctioning, and intubation, combined with
environments that may not facilitate control of secretions or aerosolised particle generation.




Induction

Minimise number of people in room during induction
Intubate by experienced practitioner to reduce attempts and time, consider double gloving

fPreoxygEnate with minimal gas flow possible i.e. less than 6L per min, ensure good seal with
acemas

Give fentanyl slowly, in small aliquots if required to reduce coughing
Utilise rapid sequence induction to reduce the need for mask-ventilation

I\/Iairr][tain airway patency, ensure onset of paralysis before performing intubation, to avoid
coughing

Usetwo-handgriptooptimisesealifmask- _ . o
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.

History:

* Presence of dry cough, fever, shortness of breath

* Travel history to high-risk area, close contact with COVID-19 patients
e Occupational exposure

e Contact history

e Cluster phenomenon

Physical examination and investigation:

e Check for presence of fever

Check blood pressure and pulse to look for presence of shock, check SpO, for desaturation
Auscultate for crepitations and wheezing

Look for leukopenia, lymphocytosis and lymphopenia from complete blood count

Assess organ function from liver function test and renal function test

Look for consolidations on chest x-ray

If CT-thorax available, look for presence of multi-lobar ground glass appearance




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
e Ro<1 = not highly infectious
* The reproductive rate of Covid-19 is currently 2-2,3 = this indicates a
growing epidemic



e N e el e e DU

= IPC  Recommmended Personal Protective Eguipment (PPE)

FPersonmnal protective eguipmentt is imn short supply nationally anmnd intermnationally. Appropriate use of PRPE's
o limit staff infection whiile avoiding abuse and therefore depleting stock is &a crucial balance to reach.
T he diagram belowvw from the WHO guidelines, shhows scenarios with the different gradesievel of PP E

nNneaeded.

Nowveel FOR HEALTHC A RE WORKERS
Coronavirus FPersomnal Profectfive EguiprmendT (PFPRPE)
COVID-19 According fo Healfthcare Activities

!

Collecting respiratory specinmens

Triage/ points of entry

screenmning persomnnmne| E
sogeles OR face shield

medical medical mmask

mask
EoOowwim

sloves

Caring for a suspected /confirnmed
case OF COVID-A9 with NO

aerosol-generating procedu e

soggles OR face shield EOwvr

medical mask ‘ sloves

Transportof suspectecd /S
comnfirrmed case of COVID-A15S,
inciluding direct care

CTaring for a suspected /conmnfirrmed
case OoFf COVID -1 WiTh
acrosol-generatting procedure=

sogsegles OR face shield

sogesles OR face shield
Respirator (N9S or FFP2) medical mask
SEown Eown
gloves sloves

B YWordcl Sderaainiy
Ow g armirst icoes




Flow diagram for a COVID-19

DGMAH COWVID-19 SOP

Flow diagram for Suspected COWID 19 Case (DGMWMIAKLD)

Suspected COWIID19 Case
by the clinician

»irology Contact
Numbers:

IDiscuss the case with Clinical
Airolo gy

-
Collect Wiral Transport
Miedium (W T WD) and swabs
from Casualty (MNotify 1D
Chouldbhurv and tearm)

&

Dr Moeng O71 672 0172
Dr Famoroti O72 141 1302
Dr ZvMolol OB2 671 7563

Casualty Contact
MSMumbers:

D Chouldhury OB2 562
OS54 OOOT2ZEIRE]

Proceed to collect specimen

AND Complete 3 Forms

&

MNMotify NWNHLS Lab Support
staff to come and pick up
specimen afier collection




Thank you



