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INTRODUCTION TO ALGORITHM
INTERPRETATION

The clinical algorithm (flow chart) is a text format that is specially suited for representing a
sequence of clinical decisions which are intended to improve and standardize decisions in delivery of
medical care. For the purpose of clarity, a typical clinical algorithm is depicted with basic symbols that

represent clinical steps in decision-making:

Clinical State

Action Connection
Box Box

Decision

Box Box

1. The rectangle with rounded edges depicts the current clinical state of an individual patient;

2. The hexagon is a decision box which contains a question answerable by yes or no; one

arrow going to the right signifies “yes”, and one arrow going downwards signifies “no”;
3. The rectangle with sharp edges depicts the action to be done; and

4. The oval depicts connection to another algorithm in a different page.

Note that the following algorithms are adapted from multiple guidelines as released by the
World Health Organization, Department of Health, and other societies. This document was also
reviewed by different experts with the end-goal of having a summarized and comprehensive
compilation of guidelines that will aid in management of COVID-19 patients by healthcare workers

from both the community and hospital levels.

Lastly, while these patient-centered algorithms intend to summarize and simplify
recommendations, these may be subject to change as evidence emerges and guidelines are

updated. Any recommendations on patient care are not absolute. Final decisions remain under the
discretion of the healthcare provider.
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BACKGROUND

The Unified COVID-19 Algorithms is an ongoing collaboration between volunteer
facilitators, technical specialists and algorithm constructors, contributors and reviewers from
different medical organizations, as well as students from the UP College of Medicine and Ateneo
School of Medicine and Public Health. This release reflects evidence and policy updates, as well
as medical community consensus since the call of the Health Professionals’ Alliance Against

COVID-19 to restrategize the country's response against COVID-19.

Each algorithm was reviewed by subject matter experts, stakeholders, as well as end-
users. With the Philippine context in perspective, the algorithms provide clear guidelines for
COVID-19 management from both the community and hospital levels. Algorithms also reinforce
recommendations of the Department of Health with emphasis on evidence-based decision

making, as well as patient-centeredness.

Work on the first version of the Unified Algorithms was started as early as March 2020 with
a small team of three volunteer facilitators, four algorithm constructors, and five core medical
societies convened by the Asia-Pacific Center for Evidence-Based Healthcare and hosted by the
Philippine Society for Microbiology and Infectious Diseases. With support from PSMID, this
expansion was carried out by the HPAAC Steering Committee through its network of volunteers.
These algorithms are subject to change as evidence emerges and guidelines are updated.

Recommendations on patient care are not absolute. Final decisions remain under the discretion

of the healthcare provider.

As the unified algorithms are utilized, end-users are enjoined to provide feedback as to
their experience with use of the algorithms in the field through: secretariat@psmid.org and

hpaac.org.ph/contact or secretariat@hpaac.org.ph.
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UNIFIED COVID-19 ALGORITHMS

SECTION 1.

PATIENT NAVIGATION




FIGURE 1A. TRIAGE OF PATIENTS DURING THE COVID-19 PANDEMIC

NOVEMBER 7, 2020
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travel or contact with a

known case??
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See Figures
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See Figure 2B.
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FIGURE 1A. TRIAGE OF PATIENTS DURING THE COVID-19 PANDEMIC

NOVEMBER 7, 2020

FOOTNOTE

|2Clinical criteria of COVID-19 Suspect Case: (WHO Public health surveillance for COVID-19: interim guidance
August 7, 2020):

1. Acute onset of fever and cough; OR

2. Acute onset of any 3 or more of common signs and symptoms of COVID-19

Common Signs and Symptoms: fever, cough, general weakness/fatigue, headache, myalgla, sore throat, coryza, dyspnea,
anorexia, nausea, vomiting, diarrhea, altered mental status, anosmia, ageusia/dysgeusia

bEpklomlologlccl criteria of COVID-19 Suspect Case: (WHO Public health surveillance for COVID-19: interim
guidance August 7, 2020):

1. Residing or working in an area with high risk of transmission of the virus, e.g. closed residential and camp-like settings,
iwithin 14 days prior to symptom onset; OR

2. Residing in or travel to an area with community transmission within 14 days prior to symptom onset; OR

3. Working in health setting, including within heaith facilities and within households, within 14 days prior to symptom onset.

CSevere Acute Respiratory lliness (SARI): Acute respiratory infection with history of fever or measured fever of = 38C°;
and cough; with onset within the last 10 days; and who requires hospitalization.

[dcomorbids - Underiying health condition listed below:

- Chronic lung disease

- Chronic heart disease or Hypertension

- Chronic kidney disease

- Chronic liver disease

- Chronic neurological conditions

- Diabetes

- Problems with the spleen

- Weakened immune system such as HIV or AIDS, or medicines such as steroid tablets or chemotherapy
- Morbid obesity (BMI > 40)

©Severe Symptoms:

For aduits and adolescents: any of the following:
- Altered mental state

- Severe respiratory distress

- Sp02<93% at room air, RR>30/min

- Systolic blood pressure of <90mmHg

- Other signs of shock or complications

\For children: cough or difficulty in breathing plus at least one of the following:

- Central cyanosis of Sp02<90%

- Severe respiratory distress (e.g. grunting, chest indrawing)

- Signs of pneumonia with a general danger sign: inability to breastfeed or drink, lethargy/unconsciousness or
convulsions

- Other signs of pneumonia may be present: fast breathing (in breaths/minute) - <2 months, 2 60; 2-11 months, 250; 1-5
year, 240

fAdmission is recommended if reason for moderate classification is pneumonia or if there are other indications for
admission and if the physician assessed the patient to be at high risk for severe disease.

9Administer acute care for the patient while considering admission and service capability. Service capability as basis for
admission can depend on multiple factors including: (1) best clinical judgement of the heaith provider (2)
appropriateness of health care facility (3) geographical access to the next higher level facility (4) patient context.

NContact: a person who has experienced any one of the following exposures to a probable/confirmed case during the 2
days before and the 14 days after the onset of said case:

1. Face-to-face contact within 1 meter and for at least 15 minutes

2. Direct physical contact;

3. Direct care without using recommended PPE; OR

4. Other situations as indicated by local risk assessments.

HPAAC UNIFIED COVID-19 ALGORITHMS | 5




FIGURE 1B. RECOMMENDED WORK-UP OF SUSPECT CASES

NOVEMBER 7, 2020
/ See Figure 1A. Triage of §
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> Non-COVID ARI »| Usual precautions and care
i o7

FOOTNOTES

3Contact: a person who has experienced any one of the
following exposures to a probable/confirmed case during
the 2 days before and the 14 days after the onset of said
case:

1. Face-to-face contact within 1 metre and for at least 15
minutes

2. Direct physical contact;

3. Direct care without using recommended PPE; OR

4. Other situations as indicated by local risk assessments.

PThe cluster should have at least one confirmed case.

“Typical chest imaging findings of COVID-19:

1. Chest radiography - hazy opacities, often rounded in
morphology, with peripheral and lower lung distribution;
2. Chest CT - multiple bilateral ground glass opacities,
often rounded in morphology, with peripheral and lower
lung distribution;

3. Lung ultrasound - thickened pleural lines, B lines,
consolidative patterns with or without air bronchograms.

HPAAC UNIFIED COVID-19 ALGORITHMS
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FIGURE 1C. CONTACT MANAGEMENT

HEALTHCARE WORKERS)
NOVEMBER 7, 2020

(EXPOSURE BY RESIDENCE, TRAVEL, CLOSE CONTACT, OR WORKPLACE EXCLUDING

1
See Figure 1B.
| Triage of Patients During the
COVID-19 Pandemic
2
Contact

xposure is by travel® in the

past 14 days?

Exposure® to COVID-19
probable, confirmed
in the past 14 days?

Is there close contact®? Close Contact

Not Close Contact

10

Advise to limit travel and
exposure to vulnerable
populations and individuals at
high risk to develop severe
COVID-19

v 14 ‘ l 15

Exposure by residence®
(community identified
as a hotspot)?

Adhere to Minimum Public
‘ Health Standards

Difficult to
adequately monitor
and treat patient's clinical
evolution at home?

Does the patient prefer to
stay in quarantine facility?

Self-quarantine at home®

FOOTNOTES

*Exposure by travel (e.g. APOR/LSIs, Returning Overseas Filipino Worker)

|Travel from a country/area where there is sustained community level transmission to an area with no sustained community transmission or from origin
|with higher level of transmission than in destination

|Travel with passenger from a point of origin with higher level of transmission than in destination

PExposure by close contact or occupation

Person who has experienced any one of the following exposures during the 2 days before and the 14 days after onset of symptoms of a probable or
confirmed case®:

1. Face-to-face contact with a probable or confirmed case within 1 meter and for more than 15 minutes with or without mask;

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

3. Providing direct care to suspect, probable or confirmed COVID-19 patients without using proper PPE;

4. Other situations as indicated by local risk assessments OR

5. Spending more than 2 hours in the same enclosed space with inadequate ventilation

“For exposure to confirmed asymptomatic cases, the period of contact is measured as the 2 days before through the 14 days after the date through
which the sample that led to confirmation was taken

°Close Contact

IANY of the following are considered close contact if:

1. living with a COVID-19 patient

2. cared for a COVID-19 patient

3. 2 or more of the following exposure conditions at the workplace, transport or public areas:
- distance less than 1 meter

- exposure to confirmed case for more than 30 minutes

- unprotected (no PPE)

- poorly ventilated indoor area (<4-6 air cycle changes per hour)

YExposure by residence

classification by local government unit.

[per LGU protocol.

'LIGTAS COVID Center - Contacts shall be provided with individual isolation rooms, separate from those who are symptomatic. In community-based
isolation, special consideration must be afforded to individuals requiring assistance with activities of daily living e.g. elderly living alone, young
children, persons with disabilities, mothers with young infants.

9y by Health Team (BHERT) for home quarantine:
- Patient advises BHERT and Primary Care Provider of exposure status (self-reporting)

- Accomplish a Case Investigation Form (CIF) (by BHERT and/or Primary Care Provider

- Ensure daily i the duration of

- Facilitate home care and basic needs
- A daily report shall be to the ity
Provincial Epidemiology and Surveillance Units (PESU)

- Proper advice is given on how to do home quarantine, and to do minimum health standard precautions to the exposed patient

and Units (MESU/CESU) which in turn are forwarded to the

"COVID-19 common signs and symptoms: fever, cough, general weakness/fatigue, headache, myalgia, sore throat, coryza, dyspnea, anorexia,
nausea, vomiting, diarrhea, altered mental status, anosmia, ageusia/dysgeusia.

lAny person in who develops
las a suspected case of COVID-19 and tested

Stays in a locality where there is sustained community level transmission and has been identified as a hotspot (i.e. clustering of cases), refer to current

|°Self-quarantine at Home - Members of the household who have been exposed must strictly separate from non-exposed members and stay at home

with COVID-19 at any point during the quarantine period should be treated and managed|

HPAAC UNIFIED COVID-19 ALGORITHMS
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SECTION 2

PRIMARY CARE




FIGURE 2A. COMMUNITY-BASED MANAGEMENT OF ASYMPTOMATIC
INDIVIDUALS WITH CONFIRMED COVID-19

NOVEMBER 7, 2020

Confirmed COVID-19
Asymptomatic Individual®

. 4

v 2

Ensure that contact tracing
has been initiated thru
CESU/MESU

N

A

No available separate Y
room in the household?

N

A 4

Difficult to
adequately monitor Y
and treat patient's clinical
evolution at home?

N
v 5

Does the patient prefer to Y
stay in quarantine facility?

FOOTNOTES

aConfirmed COVID-19 Asymptomatic Individual
Individual with no symptoms of COVID-19 who tested positive for SARS-CoV-2 RT PCR swab test. Examples of these are healthcare
workers.

PHome Isolation - All members of the household (including pets) must strictly stay at home per LGU protocol. In community-based
isolation, special consideration must be afforded to individuals requiring assistance with activities of daily living e.qg. elderly living
alone, young children, persons with disabilities, mothers with young infants, etc.

CLIGTAS COVID Center - Contacts shall be provided with individual isolation rooms, separate from those who are symptomatic

9Monitoring by Barangay Health Emergency Response Team (BHERT) for home quarantine:

- Patient advises BHERT and Primary Care Provider of exposure status (self-reporting)

- Accomplish a Case Investigation Form (CIF) (by BHERT and/or Primary Care Provider

- Ensure daily monitoring throughout the duration of quarantine

- Facilitate home care and basic needs

- A daily report shall be forwarded to the Municipality/City Epidemiology and Surveillance Units (MESU/CESU) which in turn are
forwarded to the Provincial Epidemiology and Surveillance Units (PESU)

- Proper advice is given on how to do home quarantine, and to do minimum health standard precautions to the exposed patient

®COVID-19 common signs and symptoms: fever, cough, general weakness/fatigue, headache, myalgia, sore throat, coryza, dyspnea,
anorexia, nausea, vomiting, diarrhea, altered mental status, anosmia, ageusia/dysgeusia.

TAny person in quarantine who develops symptoms consistent with COVID-19 at any point during the quarantine period should be|
treated and managed as a suspected case of COVID-19 and tested

References box:
« Interim guidance on the clinical management of adult patients with suspected or confirmed COVID-19 infection, Version

3.1 as of July 20, 2020. Pages 44-45. Philippine Society for Microbiol and Infectious Di
(hitps://www.psmid.org/wp-content/uploads/2020/07/Final-PCP-PSMID-PCCP-COVID-19-Guidelines-20July2020b.pdf
accessed 25 August 2020).

« WHO Interim guidance for Home care of suspected or confirmed COVID-19 and management of their contacts Version
August 12, 2020

Isolate at home®

Isolate in LIGTAS COVID

Center®

Isolate the entire household® . Ean . |
S —
(see figure 1C) Begin Monitoring® of case

v 10 - 1
COVID-19 < N
common signs and Y / See Figure 1A. Triage of
symptoms in the next 10  Patients During the COVID- |
ef 19 Pandemic ‘
days?* I >
. R
l 12 13
End monitoring and home N See Section 5:
isolation Patient Reintegration
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FIGURE 2B. MANAGEMENT OF MILD AND MODERATE CASES

NOVEMBER 7, 2020

; See Figure 1B. 1
| Recommended Work-up of |
\ Suspect Cases ‘

Mild/Moderate
Probable/Confirmed Case

s % = 4

A 4 3

Ensure that contact tracing
has been initiated thru
CESUMESU

No available separate
room in the household?

Difficult to
adequately monitor
and treat patient's clinical
evolution at home?

Does the patient prefer to
stay in quarantine facility?

Isolate at home®

Isolate in LIGTAS COVID
Center?

FOOTNOTES

%solate at home

Patient in home isolation must stay separate from other
household members who are also in home quarantine.
Caregivers must wear mask properly when attending to patient,
observe hand hygiene, and limit duration of contact.

PLIGTAS COVID Center - Contacts shall be provided with
individual isolation rooms, separate from those who are
symptomatic. In community-based isolation, special
consideration must be afforded to individuals requiring
assistance with activities of daily living e.g. elderly living
alone, young children, persons with disabilities, mothers with
young infants, etc.

°Home Quarantine - All members of the household must
strictly stay at home per LGU protocol.

9Monitoring by Barangay Health Emergency Response
Team (BHERT) for home quarantine:

- Patient advises BHERT and Primary Care Provider of
exposure status (self-reporting)

- Accomplish a Case Investigation Form (CIF) (by BHERT
and/or Primary Care Provider

- Ensure daily monitoring throughout the duration of quarantine
- Facilitate home care and basic needs

- A daily report shall be forwarded to the Municipality/City
Epidemiology and Surveillance Units (MESU/CESU) which in
turn are forwarded to the Provincial Epidemiology and
Surveillance Units (PESU)

- Proper advice is given on how to do home quarantine, and to
do minimum health standard precautions to the exposed
patient

®Improvement of clinical status:

- No fever for = 3 days

- Respiratory symptoms reduced significantly

- CXR shows significant improvement if available

10

Quarantine the entire
household®

Y

Begin Mon‘rtoringd of cases

v 1"

Provide symptomatic
treatment. No antibiotic
needed. No Prophylaxis

needed.

l 12 13

Assess for improvement of
Clinical Status®

See Figure 5A. Patient

Reintegration
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FIGURE 2C. MANAGEMENT OF PREGNANT WOMEN DURING THE
COVID-19 PANDEMIC

NOVEMBER 7, 2020

Pregnant Woman

S —

Counsel and implement Infection

Prevention and Control?
measures on all patients

5 6 7
With ANY of the followmg
With common COVID-19 Stabilize and coordinate transfer | i
o See Figures 7B Prim
signs and symptomsb OR 1. dang;r signs'; 2. ANY Moderate/Severe/Critical to higher-level COVID-19 facility Trga‘rj\spon i oy
exposed by travelC, comorbids?; 3. severe COVID ch"M Qtséus;pecit. for management’ OR Figure 7C Secondary
4 S symptomsM; 4. other medical regnant Patient K Transport
residence®, or contact®? i COVID-19 CEmONC"™ facility
or obstetric indication'?
N
9 10 N 1"
Non-COVID-19 Mild COVID-19 Suspect Is the woman Y fn‘zen ;%‘:;Z:Pi;'gg\’fl’gﬂg
g : ' o
Pregnant Patient Pregnant Patient in labor? et ases

N 14
12 13 l 15
Y . .
- ) Advise on modified antenatal
With danger sign' or other Stabilize and coordinate transfer care and birth planning in the |5 See Figure 2B for Management
medical/obstetric indication? to CEmONC facility 1 of Mild Cases
context of COVID-19
N
16 v 17
Modified antenatal care and birth B T
planning in the context of jranspoian
COVID-19! Figure 7C Secondary
Transport
FOOTNOTES
@Maternal Infection Prevention and Control (IPC) Nsevere COVID symptoms:
Prior to the use of this algorithm, it is expected that the mother is already aware of and following matemal IPC - Altered mental state
measures: i . ) -Shortness of breath
- A minimum of a face mask must be worn by or provided to the mother during delivery, postpartum, and -Sp02<94%
during care of the baby i -Respiratory rate > 30/min
- Wash hands using soap and water before and after handling baby -Systolic blood pressure of <90mmHg
- On nipple care, as long as IPC measures above are observed i ing the nipple -Other signs of shock or complications
feeding is discouraged
i Examples of High-risk features
be signs and sy of COVID-19 -Preterm labor
fever, cough, general weakness/fatigue, headache, myalgia, sore throat, coryza, dyspnea, anorexia, nausea, -Vaginal bleeding .
vomiting, diarrhea, altered mental status, anosmia, ageusia/dysgeusia -Pre-eclampisa/eclampsia
-Preterm pre-labor rupture of membranes (pPROM)
e malpresentations
Exposure by travel 2 . : o -Young primigravid
Travel from a country/area where there is sustained community level transmission Elderly primigravid
d -Multifetal pregnancy
Exposure by residence
Lives in an LGU where there is sustained community level transmission J Tran sporting a Patient
e, - Stabilize patient prior to transport: Give oxygen; Target
Exposure by contact pulse oximetry 92-95% at room air
1. Providing direct care to suspect, probable, or confirmed COVID-19 patients without using proper PPE (i.e. - Require all transport personnel to wear appropriate PPE,
healthcare workers); to be removed once patient has been transferred
2. Face-to-face contact with a probable or confirmed case within 1 meter and for more than 15 minutes; ~ Stabilize patient using corresponding interventions as
3. Direct physical contact with a probable or confirmed case; OR per BEMONC guidelines
4. Other situations as indicated by local risk assessments
t KCEmONC
Obstetric danger signs (DOH MNCHN MOP, 2011) - Comprehensive [o] ics and
1. Swelling of legs, hands, and/or face Care
2. Severe headache, dizziness, blurring of vision
3. Convulsion i
: : < Antenatal Care
;‘ \F’:emgfgﬂ'ﬁg pale skin -Consider modifications to standard protocols for antenalal
g . , . visits and p on levels of
‘75‘ gzﬁz?gzg‘; ﬁfngps;r baby’s movement inside the womb quaranune including use of telehealth, reducing the
8. Vaginal bleeding, fou! smelling/watery vaginal discharge f"é’;‘?ﬁé“ alvyovislts (DOH. DM 202'300@?9’
9. Painful urination sk P
10:Too woaklo get cutiaf bed - Antenatal care under the current situation remains the
same as of care, provided that ph
9Comorbids - Underlying health condition listed below: distancing and IPC measures are still followed for in-
-Chronic lung disease person mgellngs 5 g .
-Chronic heart disease or Hypertension - Emphasis on obstetric danger signs must be made during
-Chronic kidney disease all consults, including the need to escalate care from
-Chronic liver disease remote healthcare to the need to transfer to health care
-Chronic neurological conditions facilities
-Diabetes - Antenatal discussions should include formulation of
-Problems with the spleen birth preparedness and readiness
-Weakened immune system such as HIV or AIDS, or medicines such as steroid tablets or chemotherapy plans that include when, where and how to seek
-Morbid obesity (BMI > 40) appropriate care
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FIGURE 2D. MANAGEMENT OF COVID-19 SUSPECTS OR CASES IN

LABOR

NOVEMBER 7, 2020

From 2C Management of
Pregnant Women

|

Counsel and implement Infection

Prevention and Control®
measures on all patients

w

|

Is the patient in active labor?

lN

Does the facility have
Infection Prevention and

Control® measures & isolati
capacny ?

5

See Figure 7C: Interfacility
Referral

>A

Disc

1.Feasibility of alternate

caregiving® and feedingd
options for the next 2 weeks,
2. Benefits/risks of non

separation(skin to skin contact)®

uss:

|

-

FOOTNOTES

@Maternal Infection Prevention and Control (IPC)
Prior to the use of this algorithm, it is expected that the mother is already aware of and following maternal IPC
measures:
-A minimum of a face mask must be worn by or provided to the mother during delivery, postpartum, and
during care of the baby
-Wash hands using soap and water before and after handling baby
-On nipple care, as long as IPC measures above are observed i
feeding is discouraged

ing the nipple

bisolation Capacity

Discuss the available options for isolating the momev-newbcm dyads, whether together or separated, with the
mother/father. Are enough isolation roams ? Is there a dedi unit for newborns where
they can he maintained >1m apart?

Isolation in Imminent Delivery

-Admit to a designated isolation area

-Require all personnel in attendance to wear the appropriate PPE
-Require all to wear the approp PPE to be
-Delivered by NSD

-Obtain/verify if the naso-oropharyngeal swab specimens were collected

once patient has been transferred

CAlternative Caregivers

-Should mother prefer separation, alternate caregivers include all possible contacts (e.g. health workers, family
members) of the baby during the time of separation from the mother

-Discuss with the family who the available alternate caregiver(s) will be, what their COVID status are, what the
transmission risks are, how much PPEs are needed, and how available are these PPEs
-Alternate caregivers must also undergo contact, and
lor travel

via

dHierarchy of feeding options
1. Direct breastfeeding with IPC
2. Expressed bveaslmllk with IPC

3. Donor

4. Hygieni and properly prep st only after all above have been exhausted
®Non-Separation
-Examples of benems of non-separation Non-: separanon keeps babies warm, prevents exposure to diseases in

the i and helps Delays in risk for
infection-related deaths among and resultin ing difficulties. Breastfeeding problems can
undermine food security of a household with limited resources, as funds are funneled to prioritize infant formula.
New evidence suggests that COVID-19 antibodies are found in the breastmilk of infected mothers.

'Neonatal Care
-Immediate and thorough drying of the newborn, early skin-to-skin

7 icontact, clamp/cut cord between 1-3 mlns after delivery
Institut as y
9Postpartum Care
Mother prefers Y -Monitor postpartum patient in the same isolation area by the same delivery team
d -For HESU/MESU/CESU to coordinate with LGU for contact tracing
n-separation® of newborn? -Facilitate RT-PCR Testing (See Figure 1C, 2E)
-Discharge early once stable, if mild case coordinate with HESU/MESU/CESU to coordinate with LGU for
lcommunity based isolation and monitoring
- If the mother prefers non separation, the mother and the baby should always stay together
N v 8
Deliver the baby following Unang
Yakap Steps'
v 9 l 10
£ N
Deliver the baby, dry
immediately, clamp and cut the —»| Live birth
cord at 1 minute
)53 > 4
Voo
Postpartum Care9
Voo
See Figure 2E on Newborn Care
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NOVEMBER 7, 2020

FIGURE 2E. CARE OF THE NEWBORN WHOSE MOTHER IS A
PROBABLE/CONFIRMED COVID-19 WITH MILD OR NO SYMPTOMS

From Figure 2D on Intrapartum
Management

Live birth®

4 5
[DISTUSST
1.Feasibility of alternate
Y ivina® inaC
caregiving™ and feeding i - Y
Stable newborn? options for the next 2 weeks, Mother pr:fff\:sv?b%nms”eparatlon
2. Benefits/risks of non g
separation(skin to skin comact)d
N l N
l o 7 8 9 10 v 11
Y
Is the newborn in a facility with " Is isolation of the newborn from\ Y s : Mother prefers non-separation \ Y Uninterrupted skin-to-skin
4 Continue NICU care
the appropriate level of care? the mother difficult®? Rediscuss Scenarios after rediscussion? contact!

lN
12

See Figure 7C: Interfacility
Referral

N N
Yow

Advise alternate c:-xregiverb
< on IPC9:N

Offer feeding options®
Implement separationd

Counsel on EBF! with IPC9:N

FOOTNOTES

BWHO Interim Guidance on the Clinical management of severe acute respiratory infection

(SARI) when COVID-19 di: is or (May 27, 2020), recommends to:
Mother and infant should be enabled to remain together while rooming-in throughout the
day and night and practise skin-to-skin contact, including kangaroo mother care, especially
immediately after birth and during establishment of breastfeeding, whether they or their
infants have suspected or confirmed COVID-19 virus infection.

PAlternative Caregivers

-Should mother prefer separation, alternate caregivers include all possible contacts (e.g. health
\workers, family members) of the baby during the time of separation from the mother

-Discuss with the family who the available alternate caregiver(s) will be, what their COVID status are,
what the transmission risks are, how much PPEs are needed, and how available are these PPEs
-Alternate caregivers must also undergo it i contact, and exposure via
residence or travel

g g

CHierarchy of feeding options
1. Direct breastfeeding with IPC
2. Expressed breastmilk with IPC
3. Donor ilk, p! y p i
4. Hygienically and properly prepared breastmilk substitutes, only after all above have been
exhausted

dNon-Separmlon

-Examples of benefits of non-separation Non-separation keeps babies warm, prevents exposure to
diseases in the immediate environment, and helps i ing. Delays in b i

i risk for infi -related deaths among newborns, and result in breastfeeding difficulties.
Bi ing p can ur food security of a with limited , as funds
are funneled to prioritize infant formula. New evidence suggests that COVID-19 antibodies are found
in the breastmilk of infected mothers.

isolation feasibility

Discuss the available options for isolating the mother-newborn dyads, whether together or separated,
with the Are enough isolation rooms avai ? Is there a dedi unit for sep
newborns where they can be maintained >1m apart? Upon discharge is isolation of the mother-
newborn dyad feasible at home?

Do NOT put mask on the newborn

IMaternal Infection Prevention and Control (IPC)
Prior to the use of this algorithm, it is expected that the mother is already aware of and following
maternal IPC measures:
-A minimum of a face mask must be worn by or provided to the mother during delivery,
postpartum, and during care of the baby
-Wash hands using soap and water before and after handling baby
-On nipple care, as long as IPC measures above are observed washing/cleaning the nipple
before/after feeding is di g
-In the context of newborn care and breastfeeding, cough etiquette should be into a tissue
that is disposed immediately in proper bins, followed by hand hygiene practice

he, on (EBF) with IPC

A. Exclusive breastfeeding per demand

B. Positioning and attachment

C. Cough/sneeze into tissue and dispose (not into elbow)

D. Proper way of wearing a mask when near her baby

E. Washing hands before and after contact with the baby

F. How to clean/disinfect contaminated surfaces
Mother should be able to see the baby in an infant crib that is at least one (1) meter or three (3) feet
away from mother’'s bed, exercising fall precautions.

IRoutine Care
-Eye care, thorough physical exam, vitamin K injection, birth doses of hepatitis B and BCG
vaccines; newborn and hearing screens, if available.
-Counsel mother and partner on family planning

}Tesﬂng
-RT-PCR testing may be done at DOH accredited testing centers once newborn is stable

Kit the mother prefers non separation, the mother and the baby should always stay together even
when in quarantine or isolation

.| After first full feed is completed,

proceed with routine carel

|

Coordinate with
HESU/MESU/CESU to
coordinate with LGU for
community based isolation and
monitoring

Do RT-PCR if available)

|

17

| See Figure 1B Suspect Cases
1C for Contact Management
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FIGURE 3A.

MANAGEMENT OF MODERATE TO SEVERE SUSPECT,
PROBABLE, OR CONFIRMED COVID-19

NOVEMBER 7, 2020

Figure 1A. Triage of
cases or Figure 1B
Recommended work-up
of suspect cases

7 l 2 3

85

Requires

SEVERE (Suspect,
oxygen support
; Probable or Confirmed
and/or oxygenasalurauon COVID-19)
<93%%?
\ J
‘ | :
/ . .
1. Give dexamethasone 6 mg IV x 10 days
MODERATE (Suspect, 2. Give LMWH as thromboprophylaxis
Probable or Confirmed 3. Consider remdesivir
COVID-19) 4. Refer to pulmonologist and infectious

k. disease specialist

5. Consider participation in a clinical trial
6. Consider compassionate use of

investigational drugsb'c'd

Critical Sepsis
(Suspect, Probable or
Confirmed COVID-19)

8
v - —
Continue supportive therapy E
Feonvmlipbadont e Patient in Cardiopulmonary CP Arrest 4 See Figure
1. Participation in a cllmcal trial Suspect, Probable or —H‘
2 Compassionate use of (CP) arrest?  ncleais it 3B for Advanced ACLS
investigational drugs 2 e
1
: Y 7
Patient develops Acute Critical ARDS y
Respiratory Distress (Suspect, Probable or —»| A?Re;sF:lg:n': c fo:“
Syndrome (ARDS)? Confirmed COVID-19) Q g
) 1
‘Aalient develops sepsis
'\ or septic shock?
N
FOOTNOTES
30xygen saturations cut off of <93% was the 1sus of pul logist and infecti

disease specialists.

DNeed informed consent BEFORE using COVID-19 investigational drugs & interventions
in trials or compassionate use.

CInvestigational Drugs For Moderate COVID-19

- Favipiravir - Remdesivir - Convalescent plasma

dInvestlgmlonal Drugs For Severe and Critical COVID-19

- Remdesivir 200 mg IV loading dose then 100 mg IV OD, infused over 30 mins for 5-10 days
- Convalescent plasma - Immunomodulator (Tocilizumab)

€Improvement of clinical status

- No fever or use of antipyretic for at least 3 days
- Respiratory symptoms reduced significantly
- CXR (if available) shows significant improvement

h 4

Improvement of
clinical status®

—> See Section 5: Discharge
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FIGURE 3B. ADVANCED CARDIAC LIFE SUPPORT FOR CASES OF
COVID-19

NOVEMBER 7, 2020

~ \
y Figure 3A N
(Management of Moderate to |
\Severe Suspect, Probable or/
\Comlrmed covip-19 /

COVID-19 in Arrest

Advance directive
available? See Figure 4A for

Does the advance directive
favor resuscitation?®

Advance Care Planning.

Proxy decision maker?

P 7
Medical team becomes Recovery unlikely? kL Do.u&?;:::esrcnme
decision maker o v (DNR)

N l .

Provide postmortem care and
bereavement support

Initiate

FOOTNOTES

@The advance directive should always be reviewed with the family

on Ad D (DNR)

1. Medical team may withhold CPR on critically ill patients with NO reasonable chance of recovery
(i.e., ARDS secondary to high-risk pneumonia and unresponsive to treatment, refractory
septic shock, multi-organ failure)

2. Free and informed decision for DNR made by competent patient through an advanced directive
should be followed

3. Without advanced directive, the free and informed decision of proxy of an incompetent patient
should be followed

4. Without patient’s or proxy’s decision, the medical team can decide based on futility, the best
interest of patient, and scarcity of resources

5.Efforts to provide spiritual care and counseling to the patient and family must be done

bEarly Intubation
Do early intubation with most experienced person with the use of video-guided laryngoscope. Can
start bag-mask ventilation with HEPA filter.

CHands-only CPR
(Chest compressions only. Consider use of mechanical compressor if available to eliminate need for
manual compressions. Cover patient's mouth and nose with cloth/barrier.

Limit number of team to limit exposure.

Continue CPR on the following mechanical ventilator settings: mechanical ventilator at FiO2 100%,
back-up rate 12/min. Avoid bag-mask ventilation (BMV).

Ci " y
resuscitation (CPR)
with proper PPE

On mechanical ventilator?

13 ‘ 14
b Continue
; " " Do early intubation
rly int n le?
Early intubation possible with proper PPE CPR on MV&:¢

Do hands only CPRC with
proper PPE

Return of spontaneous
circulation?

Y

Continue
supportive or critical care

T

Provide postmortem care and
bereavement support

20

See Figure 5D. Post-mortem
Care

18
Reassess.
( Return to Figure 3A:
| Management of Moderate to

Severe Cases 4

HPAAC UNIFIED COVID-19 ALGORITHMS | 16

)



FIGURE 3C. RECOGNITION AND MANAGEMENT OF COVID-19 ACUTE
RESPIRATORY DISTRESS SYNDROME (CARDS)

NOVEMBER 7, 2020

y Figure 3A

(Management of Moderate to)

‘-gevere Suspect, Probable or/
~Confirmed COVID-19_~

Adult patient
with COVID pneumonia
with respiratory
symptoms
or distress

Respiratory rate >30

Peripheral capillary
oxygen
saturation <92%

v 6 -
Computed
Systolic blood Start oxygen 2 I[r)\dexb ¥
ressure <90 a
p 1 support therapy’ <4.88
l 9 v 10 11 12
Continue supportive ) Refer lo‘PL‘JImonary
management and Other indications  \ Y Vilibaia ref?:‘;'ger :fsu:;ss _ specialist for
reassess clinical status for intubation? P synd?ome intensive pulmonary
regularly care bundie®

P

Continue oxygen
support therapy?®

y Reassess.
A 4 »/ Retumnto Figure 3A:
~'Management of Moderate’

.o Severe Cases _

FOOTNOTES

20xygen support therapy

- Oxygen support via face mask or non-rebreather mask with hepa filter

- May use high flow nasal cannula at 40-60 L/min overlapped with a face mask and non-invasive
positive pressure ventilation in a single negative pressure room

- Maintain O2St >92%

DROX Index

- (SpO2FiO2)/RR

- Perform intubation if the ROX index are less than these values at the hours of checking
o02hours-<28
0 6 hours - < 3.47
0 12 hours - <3.85

Cintensive pulmonary care bundle
-Airbomne precautions should be followed

o Bag-mask ventilation is not recommended, unless with hepa filter. Place patient on 6L oxygen

support via nasal cannula for pre-oxygenation.
o Avoid disconnecting patient from the ventilator
o Nebulization is not recommended. Use metered dose inhalers.
o Use in-line catheters for suctioning.
o Endotracheal intubation should be performed by a trained provider using the proper PPE. One-
time intubation only using rapid sequence intubation is ideal. Use video laryngoscope if available.

- ICU admission
- Conservative fluid management
- Give empiric antimicrobials, guided by the guidelines on Community-Acquired Pneumonia.
- Consider neuromuscular blockade in intubated patient with moderate-severe ARDS.
- Give anticoagulation therapy.
- Give dexamethasone 6 mg/day for 10 days
- Refer to pulmonologist or intensivist
- Initiate recruitment maneuvers and lung protection strategies

o Tidal volume 6-8mL/kg of predicted body weight

o Plateau pressure <30mmHg

0 Use lower PEEP <10mmHg

o Consider prone positioning for >12 hours in institutions with proper training for maneuver

o Consider extracorporeal life support
- Consider investigational drugs: desivir, i dul; s (tocili b), hemoperfusion,

[___convalescent plasma HPAAC UNIFIED COVID-19 ALGORITHMS | 17




FIGURE 3D. RECOGNITION AND MANAGEMENT OF SEPSIS

NOVEMBER 7, 2020
Adult patient
with suspected
infection
v 2 3
qSOFA Y .
5278 epsis
A
N
A 5 Y 6 7
s N
Systemic Consider referral to
SIRS 270 Inflammatory ,| Standardofcarefor | | ;niengive specialist
227 Response sepsis® c
Syndrome care
2 0
A
—
Sepsis not likely
. e —
v 9 v 10
//" " Reassess.
i o/ Returnto Figure 3A:
Rulle out Sepsis ~\Management of Moderate to )
\\_\ Severe Cases
FOOTNOTES
2qSOFA Variables

-Respiratory rate >22 breaths/min
-Altered mentation
-Systolic blood pressure <100mmHg

bSystemlc.: Inflammatory Response Syndrome (SIRS) Criteria
1.Temperature >38°C or <36 °C

2.Heart rate >90 beats/min

3.Respiratory rate >20 breaths/min, or paCO2 <32mmHg

4. WBC count >12,000 or <4,000 cells/mm?3, or >20% immature (band) forms

CStandard of care for sepsis: (Intensive Care for Severe Sepsis and Septic
Shock)

- Admit patient to the ICU.

- Give antimicrobials within 1 hour of initial patient assessment. Follow current
Guidelines for Diagnosis and Treatment of CAP in Adults.

- Blood cultures ideally should be collected prior to antimicrobial treatment, but
should not delay administration of antimicrobials.

- Early effective fluid resuscitation needed
» Administer at least 30 mL/kg of isotonic crystalloid in adults in the first 3

hours.
* Monitor for volume overload during resuscitation.

- Apply vasopressors when shock persists in the for of norepinephrine,
vasopressin, or dobutamine (if with signs of poor perfusion and cardiac
dysfunction.

- Maintain initial BP target as MAP > or = to 65 mmHg.

- Insert central venous catheters. If not available, vasopressors may be given
through peripheral IV access with the use of a large vein.
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FIGURE 4A. ADVANCE CARE PLANNING

NOVEMBER 7, 2020

COVID-19 Suspected/
Probable/ Confirmed Case

I

Decision to discuss Advance
Care Planning®P?

Is the patient capable of
decision-making?

Substitute decision-maker \ Y

Patient-Family-Physician

available?® Communication?
N
6 7
Begin Advance Care
Medical Team becomes Planning with Shared
decision-maker® Decision-Making Model
‘ Discussion'

l_ 8

Accomplish / document
advance directivesd

l 9

Review goals of care if
patient's condition changes

Footnotes

2Timing of ACP Discussion

In a pandemic situation, advanced care planning at the onset of serious acute iliness will be beneficial and
should be given priority. Proper timing of ACP discussion is important, should be sensitive and will depend on
several factors including patient’s clinical status and prognosis, patient/family preferences and values, and HCW
team/facility capabilities among others. Too early discussion may cause distress and demoralization, while too
late may delay patient/family preparation for acute medical crisis, and cause incongruences in patient care.

PAdvance Care Planning

Advanced Care Planning is making decisions about the healthcare a patient would want to receive if one is
facing a medical crisis. This may take time so do not force arriving at a decision abruptly.

Advanced Care planning includes :

-

. Assessing the patient's / decision-maker's mental capacity to make informed decisions. Look for signs of
losing the capacity to understand information, to retain information, to use and weigh information, and to
communicate information.

2. Giving the patient / decision-maker information on the types of life-sustaining treatments that are

available.

3. Helping the patient / decision-maker decide what types of treatment he/she would or would not want

should the patient be diagnosed with a life-limiting iliness.

Encouraging the patient / decision-maker to share one's personal values with loved ones.

Completing Advance Directives to put into writing what types of treatment the patient / decision-maker

would or would not want — and who to speak to — should the patient be unable to speak for

himself/herself.

6. To ensure that the document reflects the current wishes of the patient, initiate a review of the advance

planning decisions if there is a change in the patient’s perception of their quality of life; For patients that

lack capacity, critical care teams should enquire about the presence of any ACP or advanced statements
to better understand the beliefs of the individual; and in a pandemic situation, advanced care planning at
the onset of serious acute iliness will be beneficial and should be given priority.

o s

®Substitute Decision-maker

Appointed according to the following hierarchy:

1. Power of Attorney

2. Spouse (living together in a married or common-law relationship)
3. Parent or child

4. Siblings

5. Other relatives

9patient-Family-Physician Communication
The guide includes the following reminders:

1. Ensure Comfort

2. Assess Emotional Temperature

3. Listen to Patient Concerns

4. Reassure

5. Assess Need for Information

6. Deliver Information with Empathy

7. Explore Emotions and Provide Support

®Medical Team becomes decision-maker

In the premise there is no appointed/surrogate decision-maker, medical team makes a "best interest" decision
following consultation with family members and any written statements. This is an attempt to make the same
decision the patient would in these circumstances should they have had capacity.

'Shared decision making model

Key component process of patient-centered health care in which clinicians, patients and their families work
together to make decisions and select tests, treatments and care plans based on clinical evidence that balances
risks and expected outcomes with patient preferences and values.

9Aadvanced Directive definition

An advance directive consists of a person's oral and written instructions about his or her future medical care, in
the event he or she becomes unable to communicate, becomes incompetent to make health care decisions or is
in a persistent vegetative state. This may vary in different institutions, ensure completeness and attach to
patient's records
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FIGURE 4B. END-OF-LIFE SYMPTOM MANAGEMENT OF
IRREVERSIBLE RESPIRATORY FAILURE IN COVID-19 PATIENTS

NOVEMBER 7, 2020

Confrmed Critical COVID-19
Pavont®

Can start Opicid Infugion?® >

Footnates

W-bﬂmummmm

fute deciion-maker are not amenable 10 Ife-sustaining interventions andior medical eam see no reasonable chance of
mmwmmdm& psychosocial support and provide spiitual care (may call spirtual care
provides/Chapiain) 1o patient and the tamily. "May refer patient 10 paliatve care leam £ avakadle.
BOpioid options for dyspnea

1 Wanth!wscm'ywm Monitor every 15 mins.

20mg
so:ymmmwmmnq lommwum
K monitoring for patients
*00 dose adjustment for opioid-lokerant patients
“Respiratory Distress relleved
1. Respiratory Rate <20cpm
2 Severity score using the Visual Analog Scale (VAS) < § out of 10
%Opioid Infusion Principies:
1. i initial dose of IV opiokd Is Ineflectve after 2 doses at least 15 minutes apart. double the dose
2 Typically need 6-8 hours of controlied symploms 10 cakuiate & CONUNEOUS OpPIvid

Infusion
3 If staring a continucus indusion, do not change more often than every 6 hours. Adjust insion dose based on the 24 hour sum
of PANS

“Medications for Agitatiory Delirium

1. Halopaadol 2 Smg IMSC every 4 hours PRN
2 Midazolam 2mg IV every 4 hours, PRN

3 Migazolam 7 5-15mg PO every 4-6 hours, PRN
4

S Rectal Diazepam 10mg
& Diazepam 5mg PONGT
7. Levomepromazine 12.5-25 mg SC

'Paliiative Sedation

Palliative sedascn is & measure of last resort used at the end of life 1o relieve severe and redractory symploms. It is performed by the
aOMINSIAlon of sedalive MEGCABONS In MONored SEAINGS and is amed al INGUCIng @ slate of decreased awareness o aDSENt
‘awareness (unconsciousness). The intent of palliative sedation is 10 relieve the burden of otherwise intoierable suftering for terminally il
panents and 10 00 $9 in such & manner 0 as 10 preserve the moral sensibilies of the patient, he medical professionals involved in
their case, and concerned family and iriends.

Tirate sedatives sccordingly every 2 hours 1o determine eflectiveness of palliative sedation untll e desired level of comfort is
acceptable 10 the tamiy and the medical Seam caring for the patient. (May use palliative sedation scoring systems L.e. RASS, Ramsay
Sedabon scae)

Start Midazolam Grip, 30 mg In 30mL PNSS o run at 2cc (2mgihour, tirate Dy increments of 1mg/mL every hour Lntil agitasen Is
adequately controled and mantain at that dose
Alternatve 10 Midazolam for paliative sedaton: Rectal Diazepam 10mg every hourly or Clonazepam 1-2mg sublingual a6 hourty.
90ther Symptoms.

1. Anxdety: Diazepam 2mg IVIMISC, Diszepam Smg PONGT every 8 hours; Midazeiam 2mg IV g4 or Midezolam 7.5-15mg PO

Q4-6 hours
Butamirate civate 50 mg PONGT g8-12hours / Levod: POMNGT q8hourly / Morphine 2.5mg IWISC,

2 Cough. ropropizine 30mg
PRN / Morphine Controsed Release 10-20 mg q12 hours / Oxycodone 5-10 mg q12 howrs
: Hyoscine-N-Butybromide 20mg IV G6-8 hours / Hyoscine-N-Butybromide 10-20mg PONGT g6~

"Actively Dying
The hours or days preceding Emminent death during which Sme 1o patiant's physiologic funcions wane.
The patient may exhibit signs and symptoms of near-deaih

| Long pauses In breathing. msumummmmmnm

‘steady decine of >20mmig)
&Pm:mmmsmm(m.wm'mmmyumbmm
4 Patent is In 8 COMA, Of SEMI-COMA, Of CANNOL De Awoken

7. Buikd-up of fluid in the lungs, which may cause unusual Gurging sounds

'Comtort Measures

Refers 1o medical veatment of a dying person whare the natural dying process is permitied 1o occur while @nsuring maximem comfort. &
incluges attention 10 the PsyChological and spital needs of !e patient and support for doth the dying patient and e patient’s family.
Comfort Measures Is commonly refered to as “comdort care” by the general pubic.

IBeroavement Support - After the patient’s death, a member of the hoatth care team should contact the famiy caregiver(s) to offer
concolences and answer questions of the tamily.

Agitation and/or

\ Hyperactive Delilum?

Consiger Haloperdol o
Midazolam®

N
10
Continee Current Dose
(alematives in footnotes)®
Consider 10 start continuous
_
palliative sedation'
12 13 14
Maxomze all comfort
— T — —
reat other symploms® Actively dying® measires’

Provide posimortem care and
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FIGURE 5A. DISCHARGE OF PATIENTS WITH PROBABLE OR
CONFIRMED COVID-19, CRITERIA FOR DISCONTINUATION OF
TRANSMISSION PRECAUTIONS

NOVEMBER 7. 2020
|
From 1C Contact Mx
2A Asymptomatic Px \
| 2B Mild and Moderate Px | L FOOTNOTES

. 3A Mx of Pneumonia

Confirmed/Probable

adult COVID-19
patient

At least 21 days
have passed since
1st symptoms?

Severe or critical
illness?

v 5

Defer Discharge until
21 days from 1st
symptoms

10-14 days have
passed since
1st symptoms?

Mild or
Moderate Case

h 4

no antipyretic use
for at least
3 days?

Immunocompetent individuals are NOT

+ On chemotherapy for cancer

+ Untreated HIV infection with CD4 T-lymphocyte count <200
+ Combined immunodeficiency disorder

+ Taking prednisone 20 mg/day for more than 14 days

bImprovement of clinical status

+ No fever or use of antipyretic for at least 3 days
+ Respiratory symptoms reduced significantly
+ CXR (if available) shows significant improvement

°A repeat negative RT-PCR test is no longer needed for discharge of
immunocompetent patient with suspect, probable or confirmed
COVID-19 regardless of severity.

9Health management of discharged patients
+ Close follow-up is still required
+ His/her place of residence and address should be recorded and the local
government unit informed.
+ Patient instructions
o Continue to wear mask, practice cough etiquette and maintain
physical distancing at home
o If fever and/or respiratory symptoms recur, the primary health care
facility should assist in sending them to the designated medical
institutions in the area for assessment and treatment. This should be
reported to the surveillance units of the Department of Health.

Immuno-

compromised?
COVID-19 patient

N e
v 1"

Is patient immuno-
compromised®?

Repeat RT-PCR

RT-PCR Positive?

N
v 13 v 14 v 15

For discharge®.
Follow management
of discharged

patientsd‘

Immunocompetent?®

Refer to ID specialist
COVID-19 patient e

v 16

Defer discharge until

h 4

criteria satisfied
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FIGURE 5B. CLEARING NON-HEALTH CARE WORKERS FOR RETURN
TO WORK

NOVEMBER 7, 2020

See Figures 1C. Contact
Management,
5A. Discharge of Patients with
Probable or Confirmed COVID-19,
2A Asymptomatic Patient

A 4 2

Y
Patient Recovered \

from
Past COVID-197?

N

N

With COVID-19
symptoms
in the past 14 days

N
4

3
: vy 4
5
With exposure in the Y See Figure 1C.  .
past 14 days j
7 ez
> Yy |

il . "R ™

Fi : |
With Positive RTPCR3 cenitigiie 28 /

in the past 14 days

g e

Work Clearance®

\ 4

FOOTNOTES

3RTPCR tests are NOT recommended for work clearance
Rapid antibody tests are not recommended for work clearance.
Rapid antigen tests are currently not recommended for work
clearance.

PRefer to workplace guidelines

1. DOLE-DTI Joint Memorandum Circular 20-04-A (August 15,
2020)

2. DOH Workplace Handbook as of September 30, 2020
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FIGURE 5C. RECOMMENDATIONS FOR ASYMPTOMATIC AND
SYMPTOMATIC HEALTH CARE WORKERS WITH CONFIRMED COVID-19
RETURNING TO WORK

NOVEMBER 7, 2020
_amm— 1
From 2A Contact Mx
2B Asymptomatic Px .
2C Mx of Suspect or Prob
3A Mx of Pneumonia
HCW with
Confirmed COVID-
19 Infection
v 3 4 5 FOOTNOTES
N
Was healthcare ’ ‘ Complete 10-14 days ualitative reporting of results of SARS-CoV-2
worker Asymptomatic | 1" isolation from RT-PCR testing as positive or negative is
asymptomatic? COvVID-19 \ positive RT-PCR Test ufficient for diagnosis but may be
P, upplemented by reporting the cycle threshold
N (Ct), a semi-quantitative value.
6
4
i blmprovement of clinical status
; + No fever or use of antipyretic for at least 3
Symptomatic days
COvID-19 - Respiratory symptoms reduced significantly
+ CXR (if available) shows significant
— improvement
v 7 8 v 9
10-14 days Clinical
passed since improvgamengb with\ y RT-PCR Y
1st symptoms no antipyretic use test unavailable?
appeared for at least
3 days?
N N
v 10 1"
Test-based & Repeat
Strategy | RT-PCRtest
Y 12 \ 4 13
RT-PCR Y | May be cleared to
negative? return to work.
N
v 14

4

Defer return to work

v 14

Refer to infectious
disease
specialist if with
persistent positive®
results.
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FIGURE 5D. POST MORTEM CARE

Burial
1.
2.

Burial, preferably cremation, shall be done within 12 hours after death
However, burial of the dead body shall, to the most possible extent, be in accordance with the
person’s religion or customs

Removal of the Body and Transport to Cemetery

1.
2.

w

o

Transfer the body to the mortuary as soon as possible after death

Wrap the body with cloth and place in the airtight cadaver bag that is leak-proof and shall be zipped
or closed tightly with tapes and bandage strips

Decontaminate surface of the bag with hypochlorite solution or any hospital approved disinfectant
Ensure that the body is fully sealed in an impermeable airtight cadaver bag before being removed
from the isolation room or area, and before transfer to the mortuary, to avoid leakage of body fluid
When properly packed in the airtight cadaver bag, the body can be safely removed for storage in the
mortuary, sent to the crematorium or placed in a coffin for burial

At no instance shall unzipping the cadaver bag of the body and removal of the body be permitted

The funeral establishment shall provide the transport of the cadaver to the burial site/crematorium.
The vehicle shall be disinfected afterwards

Environmental Control

1.

Make sure that supply of disposable gloves, protective equipment, alcohol-based hand rub and
disinfectant such as household bleach is readily available

After use, the disposable items such as gloves and protective clothing should be disposed of in a
plastic bag

All surfaces which may be contaminated should be wiped with “1 in 49 diluted household bleach”
(mixing 1 part of bleach with 49 parts of water), leave it for 15-30 minutes, and then rinse with water.
Metal surfaces could be wiped with 70% alcohol

Surfaces visibly contaminated with blood and body fluids should be wiped with “1 in 4 diluted
household bleach” (mixing 1 part of bleach with 4 parts of water), leave it for 10 minutes, and then
rinse with water.
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FIGURE 6A. RECOMMENDED PPE FOR HEALTHCARE WORKERS IN
HOSPITAL FACIITIES AND EMERGENCY MEDICAL SERVICES

NOVEMBER 7, 2020

HCWina
Hospital Facility OR
EMS

More than or equal to 4 hours
stay in COVID-19 area or close
contact with RT-PCR Positive
patient or probable?

Performing Aerosol generating
procedures@?

mergency procedure needed
to be done with patients with
unknown COVID-19 status?

FOOTNOTES

@ Aerosol generating procedures (not limited to the following):

|Airway surgeries, Autopsies, Bronchoscopy, Cardiopulmonary resuscitation, Dental Procedures, Endotracheal intubation and extubation,
Evacuatlon of pneumoperitoneum during laparoscopic procedures, Gastrointestinal endoscopy, High frequency oscillatory ventilation, Non-
ventilation, Open suctioning of airways, Manual Ventilation, Nebulization, Sputum induction, Surgical procedures using high-speed or
high energy devices, Tracheotomy/tracheostomy.

o High Risk for Transmission
IAny of the following:

* Aerosol Generating Procedures

. Emergent, urgent or unplanned intervention needed or anticipated with unknown or unavailable result of RT-PCR for SARS-CoV-2
- Handling of specimens in suspected or confirmed COVID-19 patients

- Confirmed Positive RT-PCR for SARS-CoV-2

Ic Low Risk for Transmission

. Negative RT-PCR for SARS-CoV-2
. Asymptomatic patients with no respiratory symptoms or concerns but pending RT-PCR results for SARS-CoV-2

i .

Level 4 PPE:

Fit Tested N5 or any equivalent filtering facepiece respirator, coveralls, double gloves, dedicated shoes, shoe covers and goggles or
face shield

Level 3 PPE:
Fit Tested N95 or any equivalent filtering facepiece respirator, water impermeable gown, double gloves, dedicated shoes, shoe covers
and goggles or face shield

Level 2 PPE:
Fit Tested N95 or any equivalent filtering facepiece respirator, goggles or face shield, with or without gown

Level 1 PPE:
Surgical Mask

® Respirators with exhalation valves should not be used in situations requiring a sterile area. May cover exhalation valve with a face mask
ltaking precautions to maintain respirator fit if resources are limited or with no alternatives.

5 v 6 7
; : v
Handlslzgec?r'nr::gam >_‘| Very High Risk? > Level 4 pPES: ©
At Emergency Department
Triage?
v 10 1
Less than 4 hours stay in a
COVID-19 area
OR i d, e E——
Brief patient interaction with High Risk Level 3 PPE®
confirmed or probable
COVID-19 patient?
N
12 13 14
f ID-1 .
Cocg zra:g:tg;ov & 9>—[ Moderate Risk Level 2 PPES: © e
16 17 v 18
No patient contact Low Risk® Level 1 PPES: © || Follow proper donning, doffing,

cleaning and disposal of PPE.

Observe frequent and proper
hand-hygiene

HPAAC UNIFIED COVID-19 ALGORITHMS | 29




FIGURE é6B. RECOMMENDED PPE FOR HEALTHCARE WORKERS IN
OUTPATIENT FACILITIES IN AREAS WITH SUSTAINED COMMUNITY
TRANSMISSION

NOVEMBER 7, 2020
1
HCW in an outpatient
facility
( \ FOOTNOTES
Patient Triage Area a ovel 4 PPE:
\ Fit Tested N95 or any equivalent filtering facepiece
3 ) respirator, coveralls, double gloves, dedicated shoes, shoe
I 3 4 ‘ 5 covers and goggles or face shield
) Y Telehealth Consult ) Level 3 PPE:
Phone call possible? Phone triage ] No PPE required Fit Tested N95 or any equivalent filtering facepiece
No Risk respirator, water impermeable gown, double gloves,
dedicated shoes, shoe covers and goggles or face shield
7
Level 2 PPE:
Fit Tested N95 or any equivalent filtering facepiece
Outdoor If_ibalgff) area Do Outdoor Triage respirator, goggles or face shield, with or without gown
possible?
Level 1 PPE:
; Surgical Mask
bOpserve frequent and proper hand-hygiene, follow proper
Tri ith glass > ’ . donning, doffing, cleaning and disposal of PPE.
"!?agr?i:rrse;ows:siblge??s Indoor Triage with Barriers ————————————>| g 9 ng p
CAerosol generating procedures: Airway surgeries, Bronchoscopy,
Dental Procedures, Gastrointestinal endoscopy, Open suctioning
L v 12 of airways, Nebulization, Sputum induction, Surgical procedures
using high-speed or high energy devices
Triaged Indoors with No Physical Contact. .
No Barrier Maintain Distance. Very Low Risk

Patient at Consultation
a,b
Level 1 PPE Rooms

Need to do aerosol
generating procedures® or Very High Risk
exposure to bodily fluids?

With direct patient physical

contact?

Low Risk High Risk
l 20 i 21
Level 2 PPE2P Level 3 PPE2P Level 4 PPE2P
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FIGURE 6C. RECOMMENDED PPE FOR HEALTHCARE WORKERS IN THE
COMMUNITY

NOVEMBER 7, 2020

-t

HCW in the Community

Neeee o

<
€
N

Direct care for patientin  \ Y

Community Isolation Unit?

e 2

N
Y 3
Transport COVID-19 patier:x Y o
or suspect? / %

5 v 6
N
High Risk > Level 4 b: €
P,
8 9
%
Close patient contact 3 [ b. ¢
necessary or unavoidable? Low Risk i Level 2™
A Y.
N
10 11 2 12
s N
Observe frequent and proper
L ) " b, ¢ hand-hygiene, follow proper
| Lowest Risk Level 1 | donning, doffing, cleaning and
disposal of PPE.
A Y,
FOOTNOTES

irway surgeries, Autopsies, Bronchoscopy, Cardiopulmonary resuscitation, Dental Procedures, Endotracheal intubation and
xtubation, Evacuation of pneumoperitoneum during laparoscopic procedures, Gastrointestinal endoscopy, High frequency oscillatory
\ventilation, Non-invasive ventilation, Open suctioning of airways, Manual Ventilation, Nebulization, Sputum induction, Surgical
procedures using high-speed or high energy devices, Tracheotomy/tracheostomy

EAerosol generating procedures (not limited to the following):

b .
Level 4 PPE:
Fit Tested N95 or any equivalent filtering facepiece respirator, coveralls, double gloves, dedicated shoes, shoe covers and
goggles or face shield

Level 3 PPE:
Fit Tested N95 or any equivalent filtering facepiece respirator, water impermeable gown, double gloves, dedicated shoes, shoe
covers and goggles or face shield

Level 2 PPE:
Fit Tested N95 or any equivalent filtering facepiece respirator, goggles or face shield, with or without gown

Level 1 PPE:
Surgical Mask

© Respirators with exhalation valves should not be used in situations requiring a sterile area. May cover exhalation valve with a face
mask taking precautions to maintain respirator fit if resources are limited or with no alternatives.
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FIGURE éD. PPE FOR BHERTS AND CONTACT TRACERS ASSISTING IN
PUBLIC HEALTH INVESTIGATIONS

NOVEMBER 7, 2020

BHERTs/Contact Tracer?

(Offer remote review by phone
or video. No PPE required.

required.

Do remote interview. No PPE

7

Interviewing COVID-19
patient or suspect?

~N

confirmed case

,
L
|
\ &

Interviewing a suspect or )

Require outdoor interview

Interviewing a contact

Offer outdoor interview Outdoor interview possible?

FOOTNOTES

BWHO interim guidance on rational use of personal
protective equipment for coronavirus disease 2019
(COVID-19), February 27, 2020, refers to this group as
"Rapid Response Team assisting in public health
investigations"

PLEVEL 2 PPE
Fit Tested N95 or any equivalent filtering facepiece
respirator, goggles or face shield, with or without gown.

12

Don't touch anything. Ask
household member to open
doors and windows.

l 13 14

Check temperature with
thermal scan. Limit —>
interaction to <15 minutes

Investigator and patient to
perform hand hygiene.

15

Physical distance of at =1m.

Use Level 2° PPE for
investigator.
Surgical mask for patient.
Require face shield/eye
protection for both.
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FIGURE 7A. MANAGEMENT OF OUT OF HOSPITAL CARDIAC ARREST
(OHCA) DURING PANDEMICS (COVID-19)

NOVEMBER 7, 2020

CHECK.
Check own safety prior to
attending to patient.
Wear appropriate PPE.
Check Figure 6A and 7D
! 2
FOOTNOTE
CHECK.
Patient is unconscious and with
no normal breathing® 5C's of Out-of-Hospital Cardiac Arrest (Check, Call, Cover, Compress, Connect).
l 3 ACHECK for personal safety, safety of the environment and patient's status.
Abnormal Breathing- No breathing or agonal, gasping without pulse.
CALL. a z :
Call EMS for Telephone-Assisted DCALL EMS for Telephone-Assisted CPR and follow instructions
CPRP CCOVER the patient's mouth with mask if available or cloth and cover yourself with a
mask
l 4 dTell the caller:
1. Bring the phone and get next to the person if you can.
COVER. ) 2. Listen carefully. I'll tell you what to do.
Instruct the caller or any family A. Place the victim flat on his back on the floor.
mormbe fo Woar mask and B. Kneel by the victim’s side.
cover p?l:e“‘ s"(“"“""ma;‘d nose C. Put the heel of your hand on the center of the victim's chest.
W massore D. Put your other hand on top of that hand.
E. With your arms straight, COMPRESS as hard as you can with the heels of your
l 5 hands. Do it 10 times and count withme: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (The rate should
be corrected as needed. The ideal rate is at least 100 compressions per minute. If
COMPRESS necessary, the caller should be told to come back to the phone.) Keep going, push
Start Hands-only CPR until EMS hard and fast and count out loud to10 over and over again. Il will stay on the phone.
help arrives® Keep doing it until help/dispatched ambulance arrives.
l €CONNECT AED and follow voice prompt
g fFoliow institutional protocol or local EMS Protocol
EMS on scene
l 7 8

) CONNECT.
‘Automated External Defibrillator\ Y | Attach AED and follow voice

AED t?
( ) presen promot®

N l .

Continue CPR. Prepare for rapid

transport.
l 10 1
Is Direct Medical Oversight! \ Y Is Return of Spontaneous  \ Y
available? Circulation achieved?

N lN
12

See Figure 5D: Post Mortem |
Care /

.| Transport to the nearest capable
g center

v

See Figure 7D
Management for
Probable,Confirmed
COVID-19 while Patient in
Transit
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FIGURE 7B. PRIMARY TRANSPORT"* (PRE-HOSPITAL)

NOVEMBER 7, 2020

" From Figure 1A
. Triage of Patient, :
Flgure 7A. Management of Out
‘ of Hospital Cardiac
R Arrest During
A Pandemics

Patient for transport to
healthcare facility

s Direct Medical Oversight \ Y

Available? Call for Medical Direction

I
Is patient unstable on scene?

Coordinate with institutional or Communicate® with receiving

\ 4

A 4

LGU Command Center facilityb
v 8
FOOTNOTES
Transport patient in a COVID-
aConfirm that receiving facility is ready for patient's arrival and patient's ready ambulance with Infection-
transfer location. Communicate patient updates and management steps Prevention Control measures®

taken to facilitate event-free transport. Provide estimated time of arrival
(ETA) for ambulance at sending facility.

bReceiving health facility equipped with appropriate resources, ‘L

specialties, capacity and availability to receive and treat patient. g a4
Csatisfy following criteria: (1.) Isolate the ambulance driver from the /See Figure 7D Management
patient compartment and keep pass-through doors and windows tightly | for Suspect, Probable or
shut; (2.) Use vehicles that have isolated driver and patient Confirmed COVID-19 while the /
compartments that can provide separate ventilation to each area.(3.) If 1 \patiem is in transit

and 2 are not met, all windows are kept open to ensure adequate airflow.

*Primary transportation: Transfer of a patient from the site of an
emergency (e.q., public place, residence or workplace) to a healthcare
facility.

HPAAC UNIFIED COVID-19 ALGORITHMS | 34




FIGURE 7C. INTER-FACIITY TRANSPORT* (SECONDARY)

NOVEMBER 7, 2020

—

Patient for transport to
appropriate facility

Is patient's condition safe for \ Y
transport??

Continue management at current Coordinate with institutional or icate® wi ivi
facility until patient stabilizes. » | COMIMEOAGE W tonohng

b e
(See Figure 2B and 3A) LGU Command Center facility®

FOOTNOTES

? Reassess patient if safe for transport. Transport only clinically stable|
patient with stable vital signs. This also includes transport of stable Arrangee patient transport
high risk patients who require advanced airway but secured (intubated,|
on ventilator) and patients on vasoactive medication drips.

PCoordinate with One Hospital Command Center in Metro Manila.

“Contirm that receiving facility is ready for patient's arrival and patient's
transfer location. Communicate patient updates and management| .
steps taken to facilitate event-free transport. Provide estimated time of Transport patient to a COVID-
arrival (ETA) for ambulance at sending facility. ready ambulance with Infection-
Prevention Control measures'
9Receiving health facility equipped with appropriate resources,
specialties, capacity and availability to receive and treat patient.

°Ensure that destination facility can be reached timely and 9
safely. Communicate directly with an accepting provider and check that A 4

patient's needs match the available services in the destination

facilities:

(a.) Admit Moderate (>60 years old) to Severe Suspect, Probable or| Healthcare worker team endorse
Confirmed COVID-19 to Level 3 COVID Hospital. Admit Moderate (<60 patient to transporting team

years old with stable co-morbid) Suspect, Probable or Confirmed
COVID-19 to Level 2 Hospital;
(b.) Isolate Asymptomatic to Mild Suspect, Probable or Confirmed
COVID-19 to LIGTAS or TTMF;

(c.) Step up care referral from LIGTAS/TTMF to Level 3 COVID v 10
Hospital;

(d.) Step down care referral from Level 3 COVID Hospital to|

ESCTACHETNE: Transporting team receives
i : patient

Satisfy following criteria: (1.) Isolate the ambulance driver from the

patient compartment and keep pass-through doors and windows tightly

shut; (2.) Use vehicles that have isolated driver and patient

compartments that can provide separate ventilation to each area. (3.) Ii‘

1 and 2 are not met, all windows are kept open to ensure adequate

airflow. 11
Inter-facility transfer also known as secondary transport- any| anszazir‘:\mﬂf?rmszgpect
transfer, after initial assessment and stabilization, from and to a health . Probable or Confirmed
care facility (Level 1, 2 or 3 non-COVID hospitals to COVID-19 COVID-19 while the patient
hospitals, TTMF and LIGTAS). \ is in transit >

-~ =g
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FIGURE 7D. MANAGEMENT FOR SUSPECT, PROBABLE, OR
CONFIRMED COVID-19 PATIENT IN TRANSIT®

NOVEMBER 7, 2020

Suspect, Probable or Confirmed

Asymptomatic and Mild COVID-
19 Patient inside the appropriate
transport vehicle

CHECK.

Check own safety prior to
attending to patient.
Wear appropriate PPE.
Check Figure 6A and 7D

] 3

Re-assess with ABCDE
approach®

FOOTNOTES

@ All patients transported by an appropriate transport vehicle (ALS or BLS that is either institution or
LGU-based) accompanied by a team of healthcare workers from residence or any referring point of
care to a designated facility and vice versa.

° For Stable patients, re-assess every 15 minutes, if not, every 5 minutes. If no pulse and no breathing,
follow BLS Protocol and medical oversight.

 If conversant, airway is patent. If altered mentation, may not be able to protect the airway and may be
at risk for choking or obstructing airway.

Is the AIRWAY Patent®? 9 Provide mask; If choking, do Heimlich maneuver; Open airway through head-tilt-chin-lift maneuver
(non-trauma) or jaw thrust (trauma). Suction secretions with viral filter. Put oropharyngeal airway if

without gag reflex. Give oxygenation if warranted; if intubated, connect to a viral filter.

6 ® Look for signs of difficulty in breathing or cyanosis. Check for breath sounds

" Look for and manage signs of shock: Low blood pressure, Elevated heart rate,
Delayed capillary refill (CRT>2sec); Is there an active external bleeding?
Is the patient BREATHING \Y

Normally?®
lN
7

Provide Breathing adjuncts

Provide appropriate Airway 9

9 Remove wet clothing, and warm the patient. Start IV line if not yet inserted. Provide IV crystalloid at
10cc/kg then or start i hydration with direct medical oversight. If you cannot start
an IV line, consider Nasogastric tube or Intraosseous line. Stop external bleeding with direct pressure.

" GCS 15 or Awake on AVPU scale

' Check glucose, Check pupils , Check strength and sensation; Hypoglycemia (CBG of < 70 mg/dl or
<3.9 mmol/L with altered mental status: Call for Direct Medical Oversight (EMS) Treat with
Glucose. Give 1-2 amps of d50water then recheck for improvement of sensorium and Glucose
level. Hyperglycemia: Call for Direct Medical Oversight (EMS) If entertaining Diabetic Ketoacidosis,
treat with IV fluid hydration. Start at 2 liters of Crystalloid solution for adults and 20cc/kg hydration for
iatrics. If ill, transfer with no delay to a facility with intensive care facility. Fever with
Altered Sensorium: Call for Direct Medical Oversight (EMS) Start antibiotics and treat Fever with
Paracetamol, if available. For severe hyperthermia, spray with cool water mist, fan and give IV fluids.

Is the Airway and i &
Status improved?

Does the patient has
IRCULATION and Perfusion?’

L N
"‘See Algorithm 3C (Management)
\ of ARDS), Boxes 2-6 /

Does the patient have
Intact DISABILITY

and mental Status?"

N
l 13 14

Provide appropriate Disability
ManagememI

Provide appropriate Circulation
and perfusion management®

Assessment of EXPOSURE and
thermoregulate Properly

Perform Secondary Survey and
SAMPLE history

Handover to appropriate

receiving facility

See Section 3
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FIGURE 7E.

INFECTION PREVENTION AND CONTROL FOR
AMBULANCE EMS TEAM

HCW to accompany Patient for
transport
v 3 4 5 6
Does the vehicle have a wmi&?zzsr{:srg;gr ;%Ogsrci/?ge comE:::\g:: g:::ﬁg?:‘:“ on: EMS team member with No Stay in the Driver's
? : d 4
separate patient compartment? separte ventilation to each area revention Control measures? direct patient contact? Compartment
N N

v v 8 v 9

Keep all windows open to ensure > Wear appropriate PPE Level 32 PPE

adequate airflow

FOOTNOTE

“Fit Tested N95 or any equivalent filtering facepiece

respirator, water impermeable gown, double gloves,

dedicated shoes, shoe covers and goggles or face
shield

L

[ See Figure 6A PPE for HCW in _

Hospitals

Follow proper donning, doffing,
cleaning and disposal of PPE.

Observe frequent and proper
hand-hygiene
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