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Clinical Management Guidelines for Corona Virus Disease (COVID19)

Version (7/2020)(updated as 0f23% July 2020)

Department of Medical Services
|. Standard definitions for COVID-19

Suspect case
1) A patient wth acute respiratory illness (fevand at least one sign/symptom of respiratory disease
(e.g., cough, shortness breath),

AND

a history of travel to or residence in a locatieporting community transmission of COUI®

disease during the 14 days priorsymptom onset.

OR

2) A patient with any acute respiratory illness
AND
having been icontactwith a confirmed or probable COVHDO case in the last 14 days
prior to onset of symptoms
OR

3) A patient with severe acute respiratdhyess(fever and aleast one sigsiymptom of respiratory
diseasee.g., cough, shortness breatdquiring hospitalization
AND
in the absence of an alternative diagnosis that fully explains the clinical presentation

* N o t agdlacatign reporting community transmission of COVID-1 9 di seaseo shoul d
WHO updated situation report

Probable case
A. A suspect case for whom testing for the COMI®virus is inconclusive.
Inconclusive being the result of the test reported by the laboratory.
OR
B. A suspect case fevhom testing could not be performed for any reason.



Confirmed case
A person with laboratory confirmation of COVAIR infection, irrespective of clinical sigand

symptoms.

* see https://www.who.int/emergencies/diseases/novebronavirus2019for latest case definitions

Definition of contact

A contact is a personho experienced any one of the following exposures during the 2 days before and
the 14 days after the onset of symptarha probable or confirmed case
- Faceto-face contact with a probable or confirmed case within 1 meter and for more than 15
minutes;
- Direct physical contact with a probable or confirmed case;
- Direct care for a patient with probable or confirmed CO\MBdisease without usingroper
personapprotective equipment;
(Note: Forconfirmedasymptomatic cases, the period of contact is measured as the 2 days before

throughthe 14 days after the date on which the sampletakas which led to confirmation)

Monitoring of contacts of probable and confirmed cases
1 Contacts should be monitored & days from the last unprotected contact.
1 All contacts should be kept in facility quarantine arranged by government.
1 Any contactof confirmed cases should be tested.
1 Any newly identified pobable or confirmed cases should have their own contacts identified and

monitored

II. History taking
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https://www.who.int/emergencies/diseases/novel-coronavirus-2019
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II'l. Physical Examination
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Features of &tic shockAcute kidney injury

IV. Risk factor for severe disease
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Age > 60 years

Underlying didetes, lgpertension, cardiac disease, chronic lung disease, cerebrovascular
diseasechronic kidney disease, immusuppressed and cancer

Smoking



DoMS/COVH29/clinical/\VVersion 07-2020

Management Protocol for Covid19 Acute Respiratory Disease\(ersion ()

Updated as of 3-7-2020

Attendance of patients in hospital, OPD and community clinics

l At triage area

within past 14 days
Or

COVID-19 case within past 14 days

** affected area will be area with confirmed cases in

Myanmar and countries wittonfirmed cases

History of travel to or residence an ** affected area

History of close contact with a confirmed or probable

Presenting fever, symptoms of acute
respiratory disease (e,gough,
shortness of breath)

Presenting fever, symptoms of severe
acute respiratory disease with no other|
clearaetiology
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1 Report to respective State and Regional |

District or Township Halth Department q

1 Fadlity quarantinefor 21 days q
1 Follow CEU guidelines fospecimen

collection q

1

Isolate the patient in a separate room.(é&gver room)
Take strict IPC measures dependimgseverity

Take complete and detail history and physical
examination

Inform immediately to DoMS [09 449621202], CEU [06
3420268], State and Regiorml District or Township
Health Department

Inform Regional/ Facility Level Clinical Management
Committee

Person Under Investigation (PUI) for suspected pneumonie

Move the patient to isolation room
Take specimen and sendNbiL/PHL/DMR (To follow specimen collectioguidelines)

If clinician strongly suspect possibility of COVAD9 infection, second swab should be considered

F o | | Glinical Management Guidelines for

Corona virus disease (COVIEL9)0

Mild pneumonia (PUI)

Symptomatic treatment

l Result ()

Discharge

Dischargecriteria

(+) ynsay
(+)ynsay

Dischargemessage

N\

T Recover

Pneumonia (Suspected)

Oral antibiotics

Symptomatic treatment

<

Confirmed case
Supportive treatment including fluid therapy
Antibiotic

Antiviral if available

Treatment of complications

Refer to designated hospital with standard

= =4 —a -8 -9

Severe Pneumonia (Suspected)

(If any of following signs/symptoms
is present)

1 Respiratory rate 30 breaths/min
Severe respiratory distress

SpQ 093% on room air
Systolic Blood
mmHg

Altered mental status (GCS <15)

f
f
f

1

High flow O, 5L/min
Supportive treatment including
fluid therapy

IV antibiotics

Treatment of complications

Assess for ventilator & specialist
care

precaution andonsidering risk and benefit

Isolate patients for 21 days (after last exposure)

v

Deathi proper disposal of the dead pers;




V. COVID-19 disease severity

Mild disease

1 Symptomatic patients meeting the case definition for COXI®Dwithout evidence ofikal

pneumonia or hypoxia

Moderate diseasheumonia

1 Adolescent or adult with clinical signs of pneumonia (fever, codgsproea fast breathing

Severdlisease/Sevengneumonia
1 Adolescent or adult with clinical signs of pneumonia (fever, bptdigspneafast breathing) plus

one of the following: respiratory rate > 30 breaths/min; senesgiratory distress; or SpO33%

on roam air.

Critical disease
1. Acute Respiratory Distress Syndron@RDS)
1 Onset: within 1 weelof a known clinical insult (i.goneumonia) or new or worsening respiratory
symptoms.
1 Chest Imaging: (radiograph, CT scan, or lung ultrasound): bilateral opacities, not fully explained
by volume overload, lobar dung collapse, or nodules.
1 Origin of pulmonary infiltrates: respiratory failure not fully explained by cardiac failure or fluid
overload. Need objective ssssment (e.g. echocardiography) to exclude hydrostatic cause of

infiltrates/ oedema if no risk factor present.

Oxygenation impairment in adults.

f Mil d ARDS: 200 mmBo§ mmHgPwiORK FP BR B cat20)CP AP O
f Moderate ARDS: 100 260mégth FPREDR ¢aHR2QD2 O
f Severe ARDS:1®®&O@AmMFg O2WONH20PEEP O

2. Sepsis
1 Acutelife-threatening organ dysfunction caused by a dysregulated host response to suspected o
proven infection.
9 Signs of organ dysfunction include: alteredma status, difficult or fast breathing, low oxygen

saturation, reducedrine output, fast heart rate, weak pulse, cold extremities or low blood
5



pressure, skin mottling, or laboratory evidenceadgulopathy, thrombocytopenia, acidosis, high

lactate or gperbilirubinemia.

3. Septic shock
1 persisenthypotension despite volume resuscitation,
f requiring vasopr es 65anmslg andsermaciata leveli>hmmdIAP O

4. Other complication

1 Acute pulmonay embolism,
1 Acute coronary synome,

i Acute Stroke and delirium



The SOFA scoreranges from 0 to 24 andndudespoints relatedto 6 organsystems: respiratory

(hypoxemia defined bylow PaD,/FO,),
coagulation (low platelets), liver (high Glirubin),
cardiovascular (hypotension),

central nervoussystem (low level of consciousness defined byGlasgow Coma Sale), reral (low

urine autputor high aeatinine).

Sepssisdefined by anincreasein the Sequetial [Sesis-related] Organ Failure Assssnent

(SOFA) score of @2 paints. Assume the aselinescoreis zero if data are not avwil able

SOFA Score (Sequential (Sepsis related) Organ Failure Assessment Score)

System ororgan and
measure 2 3 4
Respiratory:
P.0,/Fi0,, mmHg 200-299 100-199 with <100 with
respiratory support  respiratory
support
Coagulation:
Platelets, x 10°/pL 50-99 20-49 <20
Liver:
Bilirubin, pmol/L (mg/dL) 20-32(1.2-1.9) 33-101(2.0-5.9) 102-204 (6.0-11.9) >204(12.0)
Circulatory:
Mean arterial pressure, Lowdose Low-medium dose  High dose
mm Hg dopamine noradrenalin or noradrenalin,
oranydose adrenalin; medium  adrenalin, or
dobutamine dose dopamine dopamine
Central nervous system:
Glasgow ComaScale 10-12 6-9 6
score
Renal:
Creatinine, pmol/L 110-170(1.2-  171-299(20-  300-440(3.5-4.9) »440(5.0)
(mg/dL) 3.4)
Urine output, mL/day - <500 <200

*Our recommendation applies to patients with an infection and a SOFA score of 22.

P,0,=partial pressure of oxygen (arterial). FO,=fraction of inspired oxygen.



V1. Investigations
A Collection of blood cultures (if possiblejor bacteria that cause pneumonia and
sepsisjdeally before antimicrobial therapy. Do not delay antimicrobial therapy to

collect blood cultures.

A Coll ectioniforfor ptelcé mempser respiratory tra
or opharANmg ewahle)r e cl i ni cal suspicion remai
ngative, collect specimens from the | ower
(expectorated sputum, endotracheal aspira

patient)-19owvwi CQV¥I| BPERt iamg MbywcREBrial stain:
A In hospitalzed patients with confirmed COVHD9, repeated URT and LRT samples
can be collected to demonstrate viral clearance. The frequency of specimen collection
will depend on local epidemic characteristics and resources.
A Testing for other respiratory viruses like influenza and bacteria if feasible and
clinically indicated.
A Detection of malaria parasitédy RDT a blood film for patients witdever in
malarial endemic areas should be considered.
A Detection of dengue/chikungunyanay also be considered in the differential

diagnosis of undifferentiated febrile illness, particularly when thrombocytopenia is

present.
A CP, ESR, ,RBCr,e,affEni @R ( PA)
Al f poCRsPi;biiDeer ,AB@®H,

A SARGoY® anti bimbptec¢emmsnded for diagnosi s o
with €E€O®VI D

Recommendations for laboratory testing

1 Any suspected case should be tested for COlADnfection using available
molecular tests.

1 Based on clinical jdagment, clinicians may opt to order a test for COMI®in a
patient not strictly meeting the case definition, for example, if there are patients
involved in a cluster of acute respiratory illness among healthcare workers or of
severe acute respiratory @ation (SARI) or pneumonia in families, workplaces or

social network.



1 If clinicians strongly suspect possibility of covi® infection, 2° swab should be

considered in PUI cases (if' $wab test is negative).

VII . Immediate implementation oflPC measures(Should start at the point of entry to

hospitals)
At triage
1 Screening should be done at first point of contact at the emergency department or
outpatient department.
1 Give suspect patient a medical mask and direct patient to separate @sekatiam
room if available.
Keep at least Ineter distance between suspected patients and other patients.
Instruct all patients to cover nose and mouth during coughing or sneezing with tissue
or flexed elbow for others.
1 Perform hand hygiene after coatavith respiratory secretions.
Apply standard precaution
1 hand hygiendalcohol based hand rub/water and soapg, of PPE tavoid indirect
and directcontasvi t h pat i ent s 6secbetiooscadd,neimact gkin. f | ui d s,
1 prevention of needistick or sharps injury; safe waste management; cleaning and
disinfection of equipment; and cleaning of the environment.
Apply droplet precaution
1 Usemedical nask if working within 22 metres of the patient.
1 Use eye protection (fagmask or goggles)
1 Place patients in single rooms, or group together those with the samgietiblo
diagnosis.
1 Limit patient novement within the institution and ensure that patients wear medical
masks when outside their rooms.
Apply contact precaution
1 Use PPE (medical mask, eye protection, gloves and gown) evitering room and
remove PPE when leaving.
1 If possible, use eitherighosable or dedicated equipment (e.g. stethoscbloesl
pressure cuffs and thermometers).



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

1 Minimal movement of patients or transport as much as possible.

Apply air-borne precaution
1 Use PPE, including gloves, lorsieeved gowns, eye protection, anddisted
particulate respirators (N95 or equivalemthigher level of protection) when
healthcare workers performing aeregeherating procedurése. open gctioning of
respiratory tract, intubation, bronchoscopy, cardiopulmonary resuscitation).
Avoid the presence of unnecessary individuals in the room.

Care for thepatient in the same type of room after mechanical ventilation commences.

VIII. Treatment
Treatment of mild COVID -19

Isolate the patients in hospitals to contain virus transmission

Symptomatic treatment such as aptggics (paracetamol) for fevand pain

Adequate nutrition

Appropriate nutrition

Counsel about signs and symptoms of complications that should prompt urgent care

o o Do Do Do Do

Antibiotic therapy/prophylaxis is not recommended

Treatment of moderate COVID -19: Pneumonia treatment

A Isolate the patients in hospitals to contain virus transmission
A Antibiotics if there is clinical suspicion of bacterial infection

A Monitor the patients for signs and symptoms of disease progression

Treatment of severe COVID19: Severe Pneumonia treatment

1 Immediate administration of supplemental oxygen therapy
1 Monitor for signs of clinical deterioration, such as rapidly progressive respiratory

failure and shock
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