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FOREWORD  

 

As you are aware, COVID – 19 is widely spreading across the country, rising beyond 375000 

positive cases in the 21st week. In order to manage and contain the spread of COVID – 19 any 

further, both Centre and State Government and associated departments have come out with 

Guidelines to be adopted across the country and in each state.  

This book is a compilation of instructions issued by Ministry of Health & Family Welfare, National 

Centre for Disease Control & Indian Council of Medical Research of the Government of India and 

instructions issued by Public Health Department and Medical Education and Drugs Department of 

Government of Maharashtra. All the information provided in this Compendium is available in 

publicly available sources. 

We hope that this compilation helps Practitioners, Administrators and all people involved in 

management of COVID – 19 cases.  

This compilation is updated with the relevant information issued till 25th June, 2020. The Editorial 

Board shall be updating this on a regular basis. 

We thank you all. 
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Plan for Large Outbreaks of COVID-

19 16.05.2020 

UpdatedContainmentPlanforLar

geOutbreaksofCOVID19Versio

n3.0.pdf 

6. MOHFW Preparedness and 

response to COVID-19 in Urban 

Settlements 16.05.2020 

https://www.mohfw.gov.in/pdf/

PreparednessandresponsetoCO

VID19inUrbansettlements.pdf 

451-459 

7. MOHFW Guidelines on preventive 

measures to contain spread of 

COVID-19 in workplace settings 

18.05.2020 

https://www.mohfw.gov.in/pdf/

Guidelinesonpreventivemeasure

stocontainspreadofCOVID19in

workplacesettings.pdf 

460-466 

8. ICMR Revised advisory on use of 

Hydroxychloroquine (HCQ) as 

prophylaxis for SARS-CoV-2 

infection (in supersession of previous 

advisory Dt. 23.3.2020) 22.5.2020 

https://www.icmr.gov.in/pdf/co

vid/techdoc/V5_Revised_advis

ory_on_the_use_of_HCQ_SAR

S_CoV2_infection.pdf 

467-470 

9. MHA DO Letter. Dt. 11.5.2020 to 

Chief Secretaries and Administrators 

regarding smooth movement of all 

medical professionals and other staff 

- 
471-472 

10. MHA Order for Extension of 

Lockdown 17.05.2020 
- 473-481 

11. GOM Addendum to the Revised 

Guidelines on the measures to be 

taken for Containment of COVID-19 

in the State 07.05.2020 

- 
482-483 

12. PHD Maintaining Non COVID 

Services in all Hospitals, Clinics and 

Nursing Homes 05.05.2020 

- 
484-506 

13. PHD Management of Human 

Resources in Covid-19 Hospitals 

07.05.2020 

- 
507-510 

14. PHD Letter for Revised Discharge 

Policy 09.05.2020 
- 511-516 

15. PHD Guidelines to Handle Dead 

bodies during Covid 19 Pandemic 

13.05.2020 

https://arogya.maharashtra.gov.i

n/pdf/covidupload47.pdf 

517-520 

16. MEDD GR to Establish AYUSH 

State Task Force 13.5.2020 
- 521-524 

17. MEDD Addendum to GR to 

Establish AYSUH Task Force 

14.5.2020 

- 

525-526 

18. PHD Recommendation of Task 

Force on Patient Management 

Protocol for Serious & Critically ill 

Covid 19 Patients 16.05.2020 

- 
527-619 

19. PHD Notification for Restriction - 620-637 
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on Charges by Private Hospital 

21.05.2020 

20. PHD Circular Regarding 

COVID19 Treatment under MJPJAY 

23.05.2020 

- 

638-650 

21. Fin Dept, GOM Insurance Policy 

for Govt Employees 29.05.2020 

https://arogya.maharashtra.gov.i

n/pdf/covidupload49.pdf 

651-655 

22. MHA DO Letter Dt. 30.5.2020 for 

extension of Lockdown 

https://www.mha.gov.in/sites/de

fault/files/MHADOLrDt_30520

20.pdf 

656-657 

23. MHA Order Dt. 30.5.2020 with 

guidelines on extension of Lockdown 

in Containment Zones and phased 

reopening 

https://www.mha.gov.in/sites/de

fault/files/MHAOrderDt_30052

020.pdf 

658-665 

24. GOM Easing of Restrictions & 

Phase wise opening of Lockdown 

(Mission Begin Again) 31.05.2020 

- 
666-677 

25. GOM Amendment to the 

Guidelines - Easing of Restrictions & 

Phase wise Opening of Lockdown 

(Mission Begin Again) 04.06.2020 

- 
678-681 

26. MOHFW Reimbursement of OPD 

Medicines to CS (MA) beneficiaries: 

Special Sanction in view of Covid 19 

03.06.2020 

https://www.mohfw.gov.in/pdf/

OPDmedicinesspecialsanctionC

OVID.pdf 

682 

27. MOHFW Reimbursement of OPD 

Medicines to CS (MA) beneficiaries: 

Special Sanction in view of Covid 19 

05.05.2020 

https://www.mohfw.gov.in/pdf/

OPDMedicines.pdf 
683 

28. MOHFW Reimbursement of OPD 

Medicines to CS (MA) beneficiaries: 

Special Sanction in view of Covid 19 

01.04.2020 

https://www.mohfw.gov.in/pdf/

20200401CSMAOM.pdf 
684 

29. PHD Guidelines for Govt. Offices 

during Covid 19 Pandemic 30.05.2020 
- 685-688 

30. PHD Letter for Covid 19 Patients 

Management at Facility as per 

MOHFW Guidelines 30.05.2020 

- 
689-699 

31. GAD GR for Attendance in Govt. 

Offices under Mission Begin Again 

05.06.2020 

- 
700-703 

32. Fin Dept, GOM Minimum 

Attendance in Govt. Offices from 8th 

June 2020 Dt. 05.06.2020 

- 
704-705 

33. GAD GR for use of Whats App & 

Email id for Official Work 05.06.2020 
- 706-709 
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34. PHD Discharge Policy Addendum 

05.06.2020 
- 710-717 

35. PHD Guidelines for Home 

Isolation 06.06.2020 
- 718-724 

36. PHD Guidelines for strengthening 

patient care in Covid-19 Hospital 

09.06.2020 

- 
725-730 

37. PHD Letter for Covid 19 Patient 

Data Reconciliation 11.06.2020 
- 731 

38. PHD Covid 19 Prevention and 

Control Measures for Rural Areas 

12.06.2020 

- 
732-738 

39. PHD Fixation of rate for 

conducting RTPCR Covid 19 test in 

NABL & ICMR approved Private 

Laboratories 13.06.2020 

- 
739-740 

40. PHD Letter for Updation of 

Details of Infrastructure & Patient 

Outcome in Covid 19 13.06.2020 

- 
741 

41. MOHFW DO Letter to 

Maharashtra regarding National 

COVID 19 Sero-survey 11.06.2020 

- 
742 

42. MOHFW DO Letter to 

Maharashtra regarding Covid 19 

Situation Analysis 13.06.2020 

- 
743-747 

43. MOHFW DO Letter for early 

handing over of dead bodies with 

suspected Covid 19 to relatives 

14.06.2020 

- 
748 

44. Maharashtra Covid 19 Case and 

Infrastructure Analysis 09.06.2020 
- 749-750 

45. Covid 19 Public Health Response 

Video Conference with States 

11.06.2020 

- 
751-761 

46. GOI Press Briefing related to 

Covid 19 11.06.2020 
- 762-772 

47. Maharashtra Covid 19 Case and 

Infrastructure Analysis 13.06.2020 
- 773-775 

D CITIZENS 1. MOHFW Revised guidelines for 

Home Isolation of very mild/pre-

symptomatic COVID-19 cases 

10.5.2020 

https://www.mohfw.gov.in/pdf/

RevisedguidelinesforHomeIsola

tionofverymildpresymptomatic

COVID19cases10May2020.pdf 

776-778 

2. MOHFW Guidelines for 

International arrivals 24.05.2020 

https://www.mohfw.gov.in/pdf/

Guidelinesforinternationalarriva

ls.pdf 

779-780 

3. MOHFW Guidelines for domestic https://www.mohfw.gov.in/pdf/ 781 
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travel (air or train or inter-state bus 

travel) 24.5.2020 

Guidelinesfordomestictravel(air

ortrainorinter-

statebustravel).pdf 

4. MOHFW SOP on preventive 

measures to contain spread of 

COVID-19 in offices 04.06.2020 

https://www.mohfw.gov.in/pdf/

1SoPstobefollowedinOffices.pd

f 

782-788 

5. MOHFW SOP on preventive 

measures to contain spread of 

COVID-19 in religious places or 

places of worship 04.06.2020 

https://www.mohfw.gov.in/pdf/

2SoPstobefollowedinReligiousP

laces.pdf 

789-791 

6. MOHFW SOP on preventive 

measures in Restaurants to contain 

spread of COVID-19 04.06.2020 

https://www.mohfw.gov.in/pdf/

3SoPstobefollowedinRestaurant

s.pdf 

792-794 

7. MOHFW SOP on preventive 

measures in shopping malls to contain 

spread of COVID-19 04.06.2020 

https://www.mohfw.gov.in/pdf/

4SoPstobefollowedinShopping

Malls.pdf 

795-797 

8. MOHFW SOP on preventive 

measures in Hotels and Other 

Hospitality Units to contain spread of 

COVID-19 04.06.2020 

https://www.mohfw.gov.in/pdf/

5SoPstobefollowedinHotelsand

otherunits.pdf 

798-800 

9. MOHFW Guidelines on preventive 

measures to contain spread of Covid 

19 - Offices 11.06.2020 

https://www.mohfw.gov.in/pdf/

OfficesGuidelines11thJune.pdf 

801-808 

10. MOHFW Guidelines on 

preventive measures to contain spread 

of Covid 19 - Religious Places 

11.06.2020 

https://www.mohfw.gov.in/pdf/

ReligiousPlacesGuidelines11thJ

une.pdf 

809-815 

11. MOHFW Guidelines on 

preventive measures to contain spread 

of Covid 19 - Restaurants 11.06.2020 

https://www.mohfw.gov.in/pdf/

RestaurantsGuidelines11thJune.

pdf 

816-823 

12. MOHFW Guidelines on 

preventive measures to contain spread 

of Covid 19 - Shopping Malls 

11.06.2020 

https://www.mohfw.gov.in/pdf/

ShoppingMallsGuidelines11thJ

une.pdf 

824-830 

13. MOHFW Guidelines on 

preventive measures to contain spread 

of Covid 19 - Hotels 11.06.2020 

https://www.mohfw.gov.in/pdf/

HotelsGuidelines11thJune.pdf 

831-838 

14. IYCF Recommendations when 

COVID-19 is Suspected or Confirmed 

- Booklet 

https://www.advancingnutrition

.org/sites/default/files/2020-

04/IYCF-COVID-

19.Recommended%20Practices

%20Booklet.04-27-20_new.pdf 

839-855 

15. FAQs - Breastfeeding & Covid 19 

for Health Care Workers 

https://www.who.int/docs/defau

lt-source/maternal-health/faqs-

breastfeeding-and-covid-

19.pdf?sfvrsn=d839e6c0_1 

856-860 
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16. MEDD AYUSH Guidelines to 

follow during Covid 19 Pandemic 

08.06.2020 

- 
861-866 

17. MOHFW Guide to address stigma 

associated with COVID 19 16.06.2020 

https://www.mohfw.gov.in/pdf/

Guidetoaddressstigmaassociate

dwithCOVID19.pdf 

867-870 

18. MOHFW An Illustrative Guide on 

COVID Appropriate Behaviours 

18.06.2020 

https://www.mohfw.gov.in/pdf/

Illustrativeguidelineupdate.pdf 

871-924 
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Revised Discharge Policy for COVID-19 

The revised discharge policy is aligned with the guidelines on the 3 tier COVID facilities and the 

categorization of the patients based on clinical severity (Available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf) 

1. Mild/very mild/pre-symptomatic cases   

Mild/very mild/pre-symptomatic cases admitted to a COVID Care Facility will undergo regular 

temperature and pulse oximetry monitoring.  The patient can be discharged after 10 days of symptom 

onset and no fever for 3 days. There will be no need for testing prior to discharge.  

At the time of discharge, the patient will be advised to follow the home isolation for further 7 days as 

per guidelines available at 

(https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf).  

At any point of time, prior to discharge from CCC, if the oxygen saturation dips below 95%, patient is   

moved to Dedicated COVID Health Centre (DCHC). 

After discharge from the facility, if he/she again develops symptoms of fever, cough or breathing 

difficulty he will contact the COVID Care Centre or State helpline or 1075. His/her health will again be 

followed up through tele-conference on 14th day. 

2. Moderate cases admitted to Dedicated COVID Health Centre (Oxygen beds) 

2.1. Patients whose symptoms resolve within 3 days and maintains saturation above 95% for the 

next 4 days 

Cases clinically classified as “moderate cases” will undergo monitoring of body temperature and 

oxygen saturation. If the fever resolve within 3 days and the patient maintains saturation above 95% for 

the next 4 days (without oxygen support), such patient will be discharged after 10 days of symptom 

onset in case of:  

 Absence of fever without antipyretics 

 Resolution of breathlessness 

 No oxygen requirement 

There will be no need for testing prior to discharge.  
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At the time of discharge, the patient will be advised to follow the home isolation for 7 days as per 

guidelines available at 

https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf). 

2.2. Patient on Oxygenation whose fever does not resolve within 3 days and demand of oxygen 

therapy continues 

Such patients will be discharged only after  

 resolution of clinical symptoms  

 ability to maintain oxygen saturation for 3 consecutive days 

3. Severe Cases including immunocompromised (HIV patients, transplant recipients, 

malignancy) 

Discharge criteria for severe cases will be based on  

 Clinical recovery 

 Patient tested negative once by RT-PCR (after resolution of symptoms) 
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Frequently Asked Questions (FAQs) on Revised Discharge Policy, dated 8th May, 2020 

A revised discharge policy for COVID-19 cases was issued by MoHFW on 8th May, 2020. (Available at: 
https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf). The policy was prepared in 
consultation with ICMR and is in line with the MoHFW’s guidelines on the categorization of the patients 
based on clinical severity and their management in the 3 tier COVID facilities (Available at: 
https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf).  

FAQs 

1. What was earlier criteria for discharging COVID-19 patients 

The earlier criteria for discharging rt-PCR positive were (a) chest radiograph has cleared and (b) two 
consecutive negative test results on rt-PCR. 

2. What is the new discharge policy for COVID-19 patients? 

For mild/very mild/pre-symptomatic cases  

 Patient can be discharged after 10 days of symptom onset and no fever for 3 days 

 No need for testing prior to discharge 

 Patient will be advised to follow home isolation for a further 7 days after discharge 

For moderate cases 

 Patient can be discharged (a) if asymptomatic for 3 days and (b) after 10 days of symptom onset 

 No need for testing prior to discharge 

 Patient will be advised to follow home isolation for a further 7 days after discharge 

For severe cases 

 Clinical recovery 
 Patient tested negative once by RT-PCR (after resolution of symptoms) 
 

3. Why was the discharge policy changed? 

Several countries have changed the criteria for discharge from ‘test based strategy to ‘symptom based 
strategy’ or ‘time based ‘strategy. A review of ICMR laboratory surveillance data also indicated that after 
initial rt-PCR positive results, patients became negative after a median duration of 10 days. Recent studies 
have also suggested that the viral load peaks in the pre-symptomatic period (2 days before symptoms) and 
goes down over the next 7 days. 

4. How then it will be established that a patient is cured of the disease? 

Being cured of a disease may have different connotations for general public, treating doctors and the 
virologists. Unless there is a fear of resurgence of infection and subsequent transmissibility of an 
infection, resolution of clinical manifestation is usually taken as an evidence for cure.  
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5. Is there a risk of transmission from patients discharged based on the revised criteria? 

Available evidence does not indicate any increase in the risk of transmission from patients discharged 
based on the revised discharge criteria. The revised criterion also specifies that such patients will follow 
home isolation for a further 7 days. 

6. What precautions the patient should undertake during home isolation? 

It has to be remembered that provision for home isolation of pre-symptomatic/very mild/mild confirmed 
cases of COVID-19 has been made, provided that such patients are assessed to be eligible for the same in 
terms of their clinical status and feasibility to successfully isolate in home environment settings. This 
should be done after signing a self-declaration form by the patient. 

Such patients (with no co-morbidities) should at all times use triple layer medical mask. Patient must stay 
in the identified room and away from other people in home, especially elderlies and those with co-morbid 
conditions like hypertension, cardiovascular disease, renal disease etc. They should maintain strict 
personal hygiene and self-monitor his/her health with daily temperature monitoring and report promptly if 
develops any deterioration of symptom. 

Detailed eligibility criteria and advisory for such patients is available at 
https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomaticCOVID19
cases10May2020.pdf 

7. Is there a need to get tested after the home isolation period is over? 

No. As per the latest revised discharge policy, there is no need for testing prior to discharge all pre-
symptomatic/very mild/mild confirmed cases of COVID-19 after 10 days of symptom onset and no fever 
for 3 days. Therefore it stands to reason, that no testing is also needed for patients undergoing home 
isolation (pre-symptomatic/very mild/mild confirmed cases) after the home isolation period is over. 

8. What does the current discharge policy mean for patients who are being home isolated? 

As detailed above, as far as testing is concerned, there is no need for testing after the home isolation 
period is over. However, (as the current discharge policy advises patients to remain in home isolation for 
a 7 days period after discharge), the period of home isolation would end after 17 (10+7) days of symptom 
onset and no fever for 10 (3+7) days.  The Home Isolation Guidelines as at 
https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomaticCOVID19
cases10May2020.pdf should be strictly followed. 

9. Does this policy apply to those undergoing home or facility quarantine? 

Discharge policy is meant for patients (symptomatic/pre-symptomatic) diagnosed (using rt-PCR testing) 
to be suffering from COVID-19. Quarantine (home or facility) is meant for asymptomatic/healthy persons 
who may have been exposed to the COVID-19 infection but are not manifesting any symptoms. Therefore 
there is no question of discharge of such persons. However their stay under quarantine period will remain 
14 days from the date of last exposure.  The MHA Guidelines dated 5th May, 2020 as available at 
https://www.mha.gov.in/sites/default/files/MHA%20SOPs%20Dt.%205.5.2020%20reg%20movement%2
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Preface 

Indian Council of Medical Research has always been on the forefront to develop ethical guidance for 

biomedical and health research in the country since 1980 and responded to ethical changes with the 

emerging times and ICMR National Ethical Guidelines is widely respected and recognised. In the 

ongoing COVID-19 pandemic situation, research has to take the front stage in order to tackle the novel 

challenges that have come to the fore in an unprecedented manner. There is need for extensive 

research to explore therapeutic options, deal with clinical challenges related to patient management 

and care, undertake epidemiological studies, fast track development of new diagnostic tools,  

identifying and tackling challenges impacting socio behavioural well-being, ways of reducing 

stigmatisation, need for quick research without compromising scientific integrity, sharing the samples, 

data transfer etc while protecting the rights, safety and well-being of research participants. The need 

for social distancing and nationwide lockdown has led to people from all strata of society being left in 

a vulnerable situation whether they are affected population, patients, family members, care givers or 

health care workers. Many have been forced to remain for long periods in isolation or quarantine, 

restricting their freedom of movement, psycho-social responses and autonomous decision making.   

Section 12 on “Research during humanitarian emergencies and disasters” and several other sections 

of ICMR National Ethical Guidelines for Biomedical and Health Research Involving Human Participants, 

2017 directly provide ethical guidance to conduct research in humanitarian emergencies. The relevant 

portions are being extracted and put together with additional new guidance points relevant to the 

COVID-19 situation in this document to facilitate easy understanding. The structure of the document 

is kept similar to the original guidelines for easy reference.  Readers are encouraged to go through the 

full guidelines for details.  

The role of ECs is very important in reviewing protocols prepared for such emergency situation(s). 

Responsiveness to the situation include, use of expedited or fast track processes but ensuring robust 

ethics review, as well as for monitoring conduct of research. During this pandemic and restricted 

environment of research, even non-COVID health research needs to be ongoing. There are provisions 

in the guidelines to facilitate them. It is expected that this guideline will be useful not only for ethics 

committees but for all stakeholders in research including researchers, sponsors and even public at 

large to inform them about the ethical conduct and review of research for ensuring participant safety 

and right at all time.  

We are grateful to Prof. Balram Bhargava Secretary, DHR & DG, ICMR for his constant support and 

guidance. We thank the experts for reviewing the document and providing valuable inputs, viz., Dr NK 

Arora, Dr BT Kaul, Dr Bikash Medhi, Dr Shuba Kumar and Rv Dr Christopher Vimalraj. We deeply 

acknowledge the support extended by Dr Prashant Mathur, Director NCDIR, Bengaluru for fast track 

creation of this document. We also thank Dr Kalyani Thakur and Dr Deepika Rathna, staff of ICMR 

Bioethics Unit, NCDIR, Bengaluru for their assistance in developing this document.  

 

 
Dr Vasantha Muthuswamy 

Chairperson 

 
Dr Roli Mathur 

Member Secretary 
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1.  Statement of General Principles 

1.1 The four basic principles namely; respect for persons (autonomy), beneficence, non-

maleficence and justice must guide research in order to protect the dignity, rights, safety and 

well-being of research participants while conducting Biomedical and Health Research. 

1.2 These basic principles have been further expanded into 12 general principles: 

i. Principle of Essentiality  ii. Principle of Professional Competence  

iii. Principle of Voluntariness  iv. Principle of Maximization of Benefit  

v. Principle of Non-exploitation  vi. Principle of Institutional Arrangements  

vii. Principle of Social Responsibility  viii. Principle of Transparency & Accountability 

ix. Principle of Ensuring Privacy & Confidentiality  x. Principle of Totality of Responsibility  

xi. Principle of Risk Minimization  xii. Principle of Environmental Protection 

 

2. General Ethical Issues 

2.1 Benefit-risk assessment: The EC must decide about the type of review required (exempted, 

expedited, full committee) based on the type of risk involved.  

Table 1: Types of risk 

Type of risk Definition/description 

Less than minimal  Probability of harm or discomfort is nil or not expected.  

Minimal risk Probability of harm or discomfort anticipated in the research is not greater than 

encountered in routine life activities/ serious harm or adverse event  is unlikely  

Minor increase 

over minimal 

risk or Low risk 

Increment in probability of harm or discomfort is only a little more than the minimal risk 

threshold. Such research should have a social value. Social risks, psychological harm and 

discomfort may also fall in this category. 

More than 

Minimal/high risk 

Probability of harm or discomfort anticipated in the research is invasive and greater than 

minimal risk or interventional study. 

 

2.2 Privacy Confidentiality: Information related to COVID-19 infection may be highly sensitive in 

nature with a lot of scope for stigmatization, discrimination, violence etc.  Maintaining 

confidentiality of research related data and its publication is important to protect the privacy 

of individuals and avoid any discrimination against them. 

2.3 Distributive Justice: Individuals or communities invited for research should be selected in such 

a way that the benefits and burdens of research are equitably distributed without leading to 

social, racial or ethnic inequalities. 

2.4 Payment for participation: Participants should not be made to pay for any expenses incurred 

beyond routine clinical care and wherever possible may be given a reasonable amount to 

cover incidental expenses. 

2.5 Compensation for research-related harm: 

2.5.1 Research participants who suffer direct physical, psychological, social, legal or economic harm 

as a result of participating in the research are entitled to free health care and referrals as 

needed. However, for research related Serious Adverse Events (SAE), appropriate financial 

compensation and insurance coverage be provided as per norms.  

2.5.2 Sponsor to include insurance coverage/other provision within budget. In investigator initiated 

research, investigator/institution must provide through insurance, corpus funds or grants. 
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2.5.3 SAEs should be reported to EC (including on non-working days) within 24 hours and a report 

on SAE relatedness (causality assessment) within 14 days for EC review regarding quantum 

and type of assistance. 

2.6 Conflict of interest:  

2.6.1 Implement procedures to declare and management conflict of interest (financial/non-

financial) of researchers, EC members, institution, sponsor.  

 

2.7  Community Engagement: 

2.7.1 Engaging with the community in a culturally sensitive manner can improve public trust, help 

improve design, conduct and responsiveness to health needs. 

2.7.2 Various measures to educate the public or communities about pandemic (COVID-19 

infection), proposed research, risks and benefits, persons to be contacted etc. should be 

undertaken. 

2.7.3 Efforts must also be made to prevent the infodemic or spread of fake information, or to 

sensationalize, make false promises or claims, or spread negativity or create a scare.   

2.8.2 Wherever possible, community representatives (e.g., Community advisory board) be involved 

in conceptualization, review, research, dissemination of results in such settings. 

 

2.8   Post research access and benefit sharing: 

2.8.1 Efforts be made to communicate the research findings to the individuals/communities. 

2.8.2 EC should consider the need for an a priori agreement between researchers and sponsors 

regarding post-research access of the community to successful interventions and benefit 

sharing if relevant. 

 

2.9   Storage of Biological Material/ datasets: 

2.9.1 In COVID-19, samples may be in the form of expectorated sputum, endotracheal aspirate, or 

Broncho alveolar lavage (BAL) etc. besides other body fluids, such as blood, plasma, dried 

blood spots, body fluids, urine, stool, tissues, organs - stored or prospectively collected. 

Storage of infectious samples requires adequate safeguards. 

2.9.2 A dataset is an organized collection of data and information maintained in physical and/or 

electronic/digital form ranging from small numbers to large numbers or whole population. 

2.9.3 Samples/ datasets may be classified as anonymous (unidentified), anonymized or identifiable.  

2.9.4 It may be useful to have repository of samples/ registry which can be further used to generate 

forecasts of trends and identify hotspots. 

2.9.5 Provide clarity on custodianship, obtain approval of the EC/ governance committee, 

appropriate written consent, maintain individual confidentiality and privacy.  

 

2.10 Collaboration in research: 

2.8.1 Existing guidelines on collaboration for sharing biological samples, data and intellectual 

property including publication related issues will be applicable. Collaborations to address 

possible inequity of expertise, access between partnering institutions /funding relationships. 

2.8.2 Rapid data sharing while safeguarding the above is critical during public health emergency. 

2.8.3 An appropriate MoU and/or MTA to safeguard the interests of participants and ensure 

compliance (addressing issues of confidentiality, sharing of data, joint publications, etc). 

2.8.4 Biomedical and health research proposals involving foreign assistance and/or collaboration 

be submitted to Health Ministry’s Screening Committee (HMSC) for approval before initiation. 
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2.11 Public health and socio behavioral research: 

2.9.1 Health system preparedness is critical to control spread of COVID-19 and focused research 

and public health interventions are needed to prevent, delay, or contain the spread. 

2.9.2 Isolation, quarantine, segregation from families during the COVID-19 disaster has given a new 

dimension to risk to individual dignity, psychological/ emotional harm, social harm, 

informational risk.  

2.9.3 Emergency circumstances have rendered participants vulnerable to be coerced to participate. 

They may not have access to formal or informal support during these times e.g. families, 

counselling centers, rehabilitation centers, police protection, etc. 

2.9.4 The social distancing norms may not facilitate conventional methods of data collection and 

alternative study designs may be required such as online or remote methods to conduct 

interviews, focus groups, surveys or questionnaires. Social media research using data in public 

domain may still be evaluated for potential privacy threats. 

2.9.5 Stakeholders are to consider the fact that technological requirements of the study design may 

exclude participants without access to the technology. 

2.9.6 For obtaining quality data, verification of identity of research participant is required. However, 

exchanging confidential information electronically is prone to security threats. The privacy 

and security features of the virtual tool used must be assessed to a reasonable extent. 

2.9.7 Collection of identifying information, GPS location, IP address tracking, etc. should be 

reviewed by EC on case-case basis. 

 

2.12   Role of Agencies/ Sponsors & Governance of Research: 

2.12.1 Humanitarian emergencies lead to fragile political environments, disruption of health 

systems, challenging social situations, resource constraints for fast track conduct of research.  

2.12.2 Need to ensure appropriate safety, funds, care and compensation, including insurance 

coverage as well as training at individual, societal and/or community levels for patients, health 

care workers and others engaged in COVID-19 research.  

2.12.3 Setting up community consultations and preparation of public educational material. 

2.12.4 Support for extensive expert group consultations, review of existing national and international 

experience, adequacy of data from preclinical or previous clinical evidence, public private 

involvement, ensuring best minds get together to guide research in-spite of limited scientific 

evidence, ensure robust research protocols and outcomes.  

2.12.5 Central regulatory authority to undertake expeditious review process for clinical trials for new 

drugs/ compassionate use and ensure safety/efficacy monitoring processes.  

2.12.6 In case of an outbreak of infectious diseases, monitored emergency use of unregistered and 

experimental interventions (MEURI) may be approved with the following precautions: 

 Thorough scientific review followed by an ethics review / locally or by national level EC 

 Tackle public concerns and ensure oversight by a local EC. 

 Use GMP products, make rescue medicines/supportive treatment accessible. 

 Meticulous documentation of therapeutic processes including adverse events 

 Fast track research and possible sharing of data on safety and efficacy for further research 

 Consent process is important and must be carried out with care. 

 Community engagement and ensuring fair distribution of scarce supply 

2.12.7 Facilitate post-trial access of the successful investigational drug/ vaccine free of cost to the 

trial participants till the same is available in the market. 

2.12.8 Media must also play a responsible role in facilitating dissemination of useful information and 

not creating panic through spread of unauthenticated information. 

13



 

4 
 

2.13 Biosafety in laboratories and hospitals: 

2.13.1 There are four biosafety levels from BSL-1 to BSL-4 with specific controls for containment of 

microbes and biological agents. Virus isolation in cell culture and initial characterization of 

infectious viral particles recovered in cultures of SARS-CoV-2 specimens should only be 

conducted in a Biosafety Level 3 (BSL-3) laboratory or BSL-4 laboratories which offer highest 

safety environments. 

2.13.2 The lab must ensure proper labelling and handling of specimens (suspected or confirmed for 

COVID-19) and relevant biosafety precautions and relevant regulatory standards to protect 

individuals and the environment/ testing in National Accreditation Board for Testing & 

Calibration Laboratories (NABL) certified labs. Regulatory requirements for biosafety labs 

should be strictly followed as prescribed by Department of Biotechnology (DBT) and Min. of 

Environment and Forests, Govt. of India. 

2.13.3 Personnel must be trained about additional precautions, decontamination with appropriate 

disinfectants, hand hygiene, use of personal protective equipment (PPE), or other physical 

barriers, biomedical waste handling to reduce the risk of exposure.  

2.13.4 Every effort should be made to limit contact with patients at triage, cohort of patients with 

COVID-19, limit the numbers of staff providing care. 

2.13.5 Ensure that active screening of all staff at the hospitals is done daily and implement cleaning 

and disinfection protocol. 

2.13.6 Telemedicine can be used for research when possible. Patient consent is necessary for any 

telemedicine consultation for research. 

3. Ethical Review Procedures 

3.1 Categories of Research: 

3.1.1 There are 3 categories of research during COVID that may require ethics review. 

 New research directly related to COVID-19 

 Ongoing non-COVID research  

 New non-COVID research 

3.1.2 EC must prioritize research review based on urgency and take needful steps to facilitate the 

review of new research and conduct ongoing research with needful amendments as per need 

in the view of social distancing norms.  

3.2 Ethics Committee (EC): 

3.2.1 EC to ensure a thorough scientific and ethical review of research as per national guidelines 

and regulations to safeguard the dignity, rights, safety and well-being of research participants. 

3.2.2 EC to be registered with appropriate agencies – DHR for biomedical and health research and 

CDSCO for regulatory clinical trials as per New Drug and Clinical Trial Rules, 2019. 

3.2.3 EC to ensure that all COVID-19 related research (all clinical trials as well as biomedical and 

health research) be registered on Clinical Trial Registry of India (CTRI) and seek approvals as 

per relevant guidelines and applicable regulations.    

3.2.4 Member Secretary to categorise proposals into exempt/expedited/ or full review category as 

per National Ethical Guidelines and plan next steps for fast track review.  

3.2.5 Research during emergencies can be reviewed through expedited review/unscheduled full 

committee meetings on a case-to-case basis depending on the urgency and need. If an 

expedited review is done, full ethical review can follow whenever next possible. 

3.2.6 Quorum for decision-making should have a minimum of five members, including both 

medical/non-medical or technical/non-technical members with one non-affiliated member.  
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3.2.7 Measures such as virtual or tele/web conferences should be attempted and face-to-face 

meetings can be avoided to observe social distancing norms.  

3.2.8 In exceptional and emergency situations, preliminary research procedures including but not 

restricted to data/ biological sample collection that are likely to rapidly deteriorate or perish 

may be allowed while the ethics review process is still underway. 

3.2.9 Available protocol templates could be reviewed to expedite the process and interim review/ 

re-review can be done if the emergency situation changes. 

3.2.10 In situations where members of local ECs are unavailable, the review may be conducted by 

any other EC within India for initiating the study, until the local EC is able to convene its 

meeting.    

3.2.11 ECs should develop procedures to ensure timely review and monitoring of the approved 

research. On a case-by-case basis, may require re-review with time and circumstances. 

Table 2: Ethical issues related to reviewing a protocol 

Social values  Scientific design and conduct of 

study  

Review of informed consent 

process 

Benefit–risk assessment  Selection and recruitment of 

participants  

Qualification & adequacy of study 

sites 

Payment for participation  Disclosure of conflict of interest Plans for medical management 

and compensation for study 

related injury 

Community considerations  Protection of privacy and 

confidentiality 

 

3.3 Special Situations: 

3.3.1 Institutions can have multiple ECs as per need or may utilize services of another institution 

with mutual agreement and agree to be overseen by it.  

3.3.2 Registered Independent ECs (Ind EC) can review protocols of researchers who have no 

institutional attachments or of institutions without their own ethics committees.  

3.3.3 Institutions could have subcommittees such as SAE subcommittee or expedited review 

committee which report to the main EC. These comprise Chairperson/ Member Secretary and 

one to two designated members of the main EC as defined in the SOPs. 

 
3.4 Ethics Review: 

3.4.1 Researchers should submit research proposals in the ICMR Common Forms for Ethics Review 

as soft or hard copies enclosing required documents.  

(http://ethics.ncdirindia.org/Common_forms_for_Ethics_Committee.aspx) 

3.4.2 The EC should adopt/ include an SOP for Emergency Research review. 

3.4.3 Submission of e-copy of research protocol and relevant documents followed by their 

screening by Secretariat for completeness and categorization as exempt/ expedited review/ 

emergency full committee review depending on the urgency and need.  

3.4.4 Electronic documents may be accepted for review and timelines shortened for accelerated 

procedures.  

3.4.5 Virtual or Tele/Video conferences should be attempted to ensure social distancing as face-to 

face meetings may not be suitable. Use suitable virtual software platform, preferably a video 

conference to enable face to face discussion or teleconference if connectivity is an issue.  

3.4.6 Agenda of virtual meetings should be kept short, however, EC may meet more frequently for 

fast track review within in 24-48 hrs. 

3.4.7 The EC may plan a prior review by subject experts/obtain clarifications from researchers 

before the meeting or/ invite independent consultants (non-voting) or representative from a 
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specific patient group as special invitee. The special invitees invited for the web-meeting may 

be asked to leave the meeting before final decision making. 

3.4.8 During the review process, the Ethics Committees should consider the following: 

 If written consent is not possible (e.g., physical isolation/severe COVID-19 patients), 

consent could be given orally/ use electronic methods to document and record. 

 Due to inability of the participant to attend the site (for e.g., social distancing), the 

contact/communication can be made via phone, to enquire and identify adverse events, 

serious adverse events and ensure medical care and oversight with documentation.  

 In an ongoing study, if the designated principal investigator (PI) is indisposed for a period, 

she/he may need delegate parts of her/his duties temporarily to others/ co-investigator 

and the same should be documented and reported to EC at the earliest.  

3.4.9 Withholding information in Public Health emergencies may be a threat to national security, 

and therefore the right balance must be maintained to protect individual privacy and 

confidentiality, and relevant disclosure to public health authorities.  

3.4.10 Suggest steps to protect participants of researchers from possible stigma or discrimination. 

3.4.11 EC members present during the virtual meeting should decide through consensus or cast 

online vote expressing their decision. Any disagreement to be recorded with reasons.  

3.4.12 Meeting could be digitally recorded (audio/video) with permission of members and 

secretariat is responsible to note the attendance/ participation in the online meeting. 

 

3.5 Review of Multicentre Research:  

3.5.1 Common review of multicentre research in India can be carried out by one main designated 

EC for fast track decision making.  

3.5.2 The local ECs are free to accept the decision of designated committee or to do an expedited 

or full committee review expeditiously.  They must ensure ethics review of local site specific 

issues or concerns, informed consent translations, local study implementation and 

monitoring.  

3.5.3 Common review is generally carried out for research involving low or minimal risk, survey or 

multicentric studies using anonymized samples or data or those that are public health 

research studies determined to have low or minimal risk. 

3.5.4 However, in an emergency situation like the current one, for all types of research including 

high risk studies or those involving vulnerable population can be taken up for fast track 

common review while ensuring strict monitoring and oversight by registered local ethics 

committees.   

 

3.6  Continuing Review & Monitoring: 

3.6.1 The EC should continually evaluate progress of ongoing proposals, monitor approved study 

site for compliance, review SAE reports, protocol deviations/violations/ non-compliance/ 

DSMB reports/ any new information/assess final reports. 

3.6.2 For protocol deviations/violations the EC should examine the corrective actions. If the 

violations are serious the EC may halt the study. 

3.6.3 Compensation must be given for research-related injuries if applicable, as determined by the 

EC and as per regulatory requirement (if applicable). 

 

3.7  Decisions Regarding Ongoing Studies: 

3.7.1 The impact of COVID-19 on ongoing and existing studies, ongoing recruitment and continued 

involvement of participants needs to be considered.  
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3.7.2 Secretariat in consultation with Chairperson, must carefully evaluate need for other non 

COVID-19 research studies that are ongoing/ near term/ have direct benefit(s) and if stopped, 

may pose risk to participants. These may be continued/suggest mechanisms for continuation.   

3.7.3 Following measures can be taken in consideration such as, extension of study duration; 

temporary halt of study at some/all sites; Suspension/ Postponement of study or activation of 

sites that have not yet been initiated without compromising safety and well-being of patients; 

Continuation of study with  limited parameters; conversion of physical visits into phone or 

video visits, postponement or complete cancellation of visits to ensure that only strictly 

necessary visits are performed at sites; ongoing study may need to take re-consent of already 

enrolled participants to implement urgent changes; it can be done via phone or video-calls 

and obtaining oral consents supplemented with email confirmation. 

3.7.4 Further, travel restrictions, confinement of study participants and staff to perform visits 

should be taken into account.  

3.8   Review of new non-COVID Research: 

3.8.1 If priority for ethics review in a defined timeframe is given to COVID-19 related research, non-

COVID research must not suffer due to ‘covidisation’. Studies evaluating treatments for 

chronic conditions or other communicable diseases or injuries or others may also be 

considered for review by EC as these may also be important.  

3.8.2 EC should review and assess if a planned study may have a negative impact on participants’ 

safety or increase risk to participants (as a result of the ongoing COVID-19 pandemic), and 

make a decision to allow or not allow it so. It may also make relevant suggestions for additional 

safeguards for conducting research in such emergency.  

3.8.3 The review of these studies may be done through virtual EC meeting ensuring appropriate 

scientific and ethical review and fulfilling the quorum requirements. 

 

4.  Informed Consent 

4.1 Informed Consent Process: 

4.1.1 Obtaining valid informed consent in humanitarian emergencies such as COVID-19 is a 

challenge due to practical difficulties in reaching out to a patient, who may be in a COVID 

ward, isolation or quarantine facility. In addition, the decisional capacity of the hospitalised 

patient with moderate or critical disease condition would be very low and it may not be 

possible to differentiate between reliefs offered and research components.  

4.1.2 Informed consent is a continuous process involving three main components – providing 

relevant information, ensuring competence, ensuring comprehension and voluntariness. 

Table 3: Elements of an ICD 

Elements of an ICD Additional elements (optional) 

1. Statement mentioning that it is research 1. Alternative procedures or treatment 

2. Purpose of research and methods 2. Insurance coverage 

3. Duration, frequency, methods 3. Possible stigmatizing condition 

4. Benefits to participant, community or others 4. Biological material and data, including 

5. Foreseeable risks, discomfort or inconvenience i. Current and future uses 

6. Confidentiality of records ii. Period of storage, secondary use, sharing 

7. Payment/reimbursement for participation iii. Right to prevent use of biological sample 

8. Treatment and/or compensation for injury iv. Provisions to safeguard confidentiality 

9. Freedom to participate/withdraw v. Post-research plan/benefit sharing 

10. Identity of research team and contact persons vi. Publication plan/photographs/pedigrees 
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4.1.3 Needful procedure be followed as discussed in National ethical guidelines for involving 

children (assent) or legally authorized representative (LAR) in case a participant is 

incompetent (medically or legally), illiterate participant/LAR should be witnessed by an 

impartial literate witness. 

4.1.4 Broad consent with an individual informed opt-out option may be used for research on 

residual clinical samples. 

4.1.5 The Informed Consent Document (ICD) has two parts – patient/participant information sheet 

(PIS) and the informed consent form (ICF) and can be prepared preferably utilizing electronic 

formats or plan methods to obtain consent maintaining adequate social distancing.   

 

4.2 Electronic Consent: 

4.2.1 In light of COVID-19 infection control measures, the alternative procedures to avoid direct 

interaction with the patient in isolation must be explored. 

4.2.2 Technology should be utilized to prepare interactive formats and using electronic tools such 

as text, graphics, audio, video, podcasts, interactive website, platforms to explain information 

related to a study and to electronically document informed assent/consent the same. 

4.2.3 Electronic methods (e.g. digital signature) must be reviewed and approved by the EC a priori. 

4.2.4 Process can be documented through audio or video recording (if required).  

 

4.3 Waiver of Consent: 

4.3.1 For seeking waiver of consent, the researchers should give the rationale justifying the waiver 

which EC can approve a waiver after careful discussion in the following situations:  

 research cannot practically be carried out without the waiver and the waiver is 

scientifically justified like, cluster randomization trials. 

 retrospective studies, where the participants are de-identified or cannot be contacted 

 research on anonymized biological samples/data 

 certain types of public health studies/surveillance programs/program evaluation studies 

 research on data available in the public domain; or 

 research during humanitarian emergencies and disasters, when the participant may not 

be in a position to give consent.  

 When consent of the participant/LAR/assent is not possible due to the emergency 

situation, informed consent can be administered at a later stage, when the situation 

allows for it, and if it is so envisaged, prior permission must be obtained from the EC. 

 

5. Vulnerability 

5.1 Vulnerable Persons are individuals/ belonging to certain groups of persons who are relatively 

or absolutely incapable of protecting their own interests such as: 

5.1.1 COVID-19 patients may be additionally vulnerable of being stigmatized due to the contagious 

nature of the disease. Also at risk are health care workers in COVID-19 hospitals including 

doctors, nurses, ward staff, sanitation workers, security personnel, food suppliers, or others.  

5.1.2 Socially, economically or politically disadvantaged individuals such as the stranded migrant 

workers who are susceptible to being exploited; 

5.1.3 Incapable of making a voluntary informed decision or whose autonomy is compromised 

temporarily or permanently; 

5.1.4 Able to give consent, but voluntariness/understanding compromised due to their situation;  
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5.1.5 Unduly influenced either by the expectation of benefits or fear of retaliation in case of refusal 

to participate which may lead them to give consent 

5.1.6 Terminally ill patients ready to consent in search of new interventions. 

 

5.2 Additional Safeguards: Participants may be under duress and traumatized, therefore, 

additional safeguards are required for participants and it should be ensured that,  

5.2.1 Research to address the needs of participants and justify inclusion of vulnerable persons. 

5.2.2 Benefits and risks carefully determined and the risk minimization strategies are examined. 

5.2.3 There is no coercion, force, undue influence, threat or misrepresentation or incentives. 

5.2.4 Informed consent process is conducted in a respectful manner. 

5.2.5 Efforts to set up support systems to deal with associated medical and social problems. 

5.2.6 Protection of their privacy, confidentiality and rights is required at all times.  

5.2.7 Whenever possible, ancillary care may be provided. 

 

5.3 Safety of Health Care Workers (HCW) involved in research:  

5.3.1  In wake of the pandemic, safety of researchers must get due attention as transmission of 

infection to one member in a lab or clinical setting could jeopardize the entire program.  

5.3.2 Ensuring safety is the responsibility of the institution, sponsors and local authorities, since 

research team may be subjected to disturbing instances (trauma, humiliation and threats of 

violence) while conducting research. 

5.3.3 Additional precautions such as; Prioritize research and schedules to prevent overcrowding, 

adequate training, appropriate biosafety precautions, expose minimum number of 

researchers, communication using electronic platforms, due protection gear/PPE and facilities 

to undertake research, safety against any assault from public or others, insurance cover etc.   

 

5.4 Psychological needs and mental health: 

5.4.1 Persons tested positive for COVID-19, their families, health workers who get in contact with 

COVID positive cases must be provided due psychosocial support wherever possible. 

5.4.2 There is need to show respect, empathy and compassion and not subject them to any kind of 

stigma or discrimination.  

5.4.3 Persons in isolation or quarantine may face enormous stress and anxiety. Managing the 

mental health and psychosocial well-being is important.  

5.4.4 The institutions must ensure access to psychosocial and emotional support, good 

communication, flexible working hours, and ways to ensure physical as well as psychological 

well-being and mental health of those going through the crisis.  
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Annexure I: SOP Template for Ethics Review of Biomedical and Health Research during 
COVID-19 Pandemic 

 

Institute Logo SOP for Review of Review of Biomedical and Health Research during 
COVID-19 Pandemic 

SOP No: __/ V01 
Effective Date: dd/mm/yyyy 

1. Purpose:  

The purpose of this Standard Operating Procedure (SOP) is to describe how the EC will function and conduct ethics review 
in an emergency situation with restrictions as imposed by social distancing requirements during the COVID-19 outbreak.  
 

2. Procedures & Responsibilities: 

SN Procedure Responsibility 

Submission and initial review 

a.  Submit research proposal (electronically) Researchers 

b.  Receive, record, verify completeness and allot reference no.  Secretariat/ Member Secretary 

c.  Categorize depending on risk (Exempt/ Expedited, Full committee), identify 
need for review by experts/ independent consultants/ patient /others, 
designate reviewers 

Member Secretary in 
consultation with Chairperson 

d.  Perform Initial review of documents as described in Table 4.3 of ICMR 
National Ethical Guidelines, fill study evaluation form  

Primary/ secondary Reviewers 

e.  Schedule virtual Meeting, Prepare Agenda, invite members (Independent 
Consultants/Subject Experts/ PI/ Member secretary of local EC/ in 
consultation with Chairperson).  

Secretariat / Member Secretary 

Virtual EC meeting 

f.  Open the meeting, determine quorum (Section 4.8.4 of ICMR National Ethical 
Guidelines), COI declaration, Summaries Agenda 

Chairperson 

g.  Brief presentation and/or address queries on the research proposal and 
leave meeting prior to decision 

Researchers/ subject experts 
(optional) 

h.  Present observations on item reviewed Primary/ secondary Reviewers 

i.  Discuss further on the item and reach consensus EC members 

j.  Record Decision and rejoin member who had declared COI before moving on 
to subsequent item on agenda  

Secretariat / Member Secretary 

k.  Record minutes of meeting, ratify approved decisions of 
exemption/expedited review before closing meeting 

Member Secretary/ Chairperson 

Post meeting activities 

l.  Communication of decision and maintaining records.  Secretariat/ Member Secretary 

m.  Follow up/monitoring/ analysis of SAE/ handling of issues related to non-
compliance, violation, complaints etc. 

Member Secretary in 
consultation with Chairperson 

3. Detailed Instructions:  

 The Research Proposal should be submitted electronically in ICMR Common Forms for Ethics Review 
(http://ethics.ncdirindia.org/Common_forms_for_Ethics_Committee.aspx) with supporting documents (Informed  Consent, 
Brief CV of PI/  Co PIs, Questionnaire/ Case report form, Approval/ Comments of scientific committee, CTRI/ CDSCO/ HMSC/ 
MTA/ MoU/ insurance coverage) as applicable. 

 Once received, the secretariat will verify protocol for completeness (if not ask PI) and number. 

 Member Secretary to categorise research into full review, expedited review or exemption from review.  

 Member Secretary (in consultation with Chairperson) will identify need for review by subject experts, independent 
consultants, special invitees, patient representatives, others for prior review or to present views during the meeting. 

 The project for full review will be included in agenda of virtual full-committee meeting to be scheduled at the earliest (48 
hrs) by the Member Secretary in consultation with the Chairperson. 

 The members will be briefed about the technological requirements and virtual platform used for the conduct of the meeting.  

 Quorum requirements for review will be applicable as per Section 4.8.4 ICMR National Ethical Guidelines, 2017.  

 Review procedures as per ICMR National Ethical Guidelines will also hold good for the virtual web ethics meeting. 
 

4. Annexures: if any 

5. References: ICMR National Ethical Guidelines for Biomedical and Health Research involving Human Participants 

 

Prepared by Reviewed by 
Page 11 of 17 

Approved by Accepted by 
Signature with date  Signature with date  Signature with date  Signature with date  
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1. Introduction 

 

1.1 What is Cause of Death? 

 

The cause of death (COD) is defined as “all those diseases, morbid conditions or abnormalities, injuries 

which either resulted in or contributed to death and the circumstances of the accident or violence which 

produced any such injuries.”(1) 

 

1.2 How to record Cause of Death? 

 

Medical Certificate of Cause of Death (MCCD) is the certificate issued by the attending medical 

practitioner who had treated the person during admission in a medical institution or in the last illness 

(prior to death) while taking treatment from a physician outside of a medical institution. Medical 

certification of cause of death is the process of recording and reporting death using standard Form 4 

(institutional deaths) and Form 4A (non-institutional deaths) as per the rules of the Registration of Births 

and Death Act, 1969. The MCCD form contains Part 1 to record the immediate and antecedent causes, 

and Part 2 to record the significant conditions that contributed to the death but were not part of the 

sequence of events leading to death. 

 

Image 1: Cause of Death section of Form 4/4A 

 

 
 

1.3 What is Underlying COD?  

 

Death often results from the combined effect of two or more independent or related conditions, that is, 

one condition may lead to another, which in turn leads to a third condition and so on. Where there is a 

sequence, the disease or injury which initiated the sequence of events, called the underlying cause of 

death is recorded and reported. It is: 

(a) The disease or injury which initiated the train of morbid events leading directly to death; 

  Or 

(b) The circumstances of the accident or violence which produced the fatal injury. 

All the morbid conditions or injuries consequent to the underlying cause relating to death are termed as 

antecedent and immediate cause. 
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The medical part of the certificate consists of two parts- 

I. Sequence of events leading to death - 

First line is the immediate cause of death – the condition / disease that directly led to death / that 

preceded death. 

The cause of death antecedent to immediate cause should be entered in line (b), and a cause further 

antecedent to this should be entered in line (c). 

Underlying cause of death is on the lowest line of part I – It is the disease or condition that started the 

sequence of events between normal health to immediate cause of death.  Conditions if any, as a 

consequence thereof will be entered above it in ascending causal order of sequence. 

 

How many cause of death can be entered in Part I? 

Only one cause is to be entered on each line of Part I. There may be many morbid events that happened, 

but the sequence of events that caused death should be sorted out, and one cause should be written on 

each line of Part 1 so that there is a logical sequence of events leading to death.  

 

What if there is only one condition? 

The disease, injury or complication that immediately preceded death can be the only entry in the MCCD 

FORM if only one condition is present at death. 

 

What if there is only one condition antecedent to the immediate cause? 

The condition antecedent to the immediate cause should be entered in line (b). Line (c) should be kept 

blank. 

 

How to record time interval from onset of disease to death?  

The time interval between the presumed onset of the condition, not the diagnosis, and death should be 

reported. It is acceptable to approximate the intervals or use general terms, such as hours, days, weeks, 

or years. 

 

II. Other significant conditions that contributed to the death 

All other diseases or conditions believed to have unfavourably influenced the course of the disease leading 

to death, but were not related to the disease or condition directly causing death. 

 

What should be entered in Part II - Other significant conditions? 

Any disease, abnormality, injury or late effects of poisoning, believed to have adversely affected the 

deceased should be reported such as chronic conditions, and also information such as: 

 Chronic Bronchitis /COPD/Asthma/ Tuberculosis  

 Cancer –Primary / Metastatic cancer / On cancer 

directed treatment /Old cancer -  cured or 

treated  

 Cardiovascular disease- Hypertension / 

IHD/Coronary Heart Disease / heart failure  

 Stroke / Neurological conditions like epilepsy, 

Parkinson’s disease, dementia, Alzheimer’s 

disease  

 Rheumatoid arthritis / Immune related 

conditions  

 Use of alcohol and/or other substances. 

 Tobacco use (smoking / smokeless)  

 Recent pregnancy, if believed to have contributed 

to the death. 

 Environmental factors-exposure to toxic fumes, 

history of working in specific industry, 

professional exposure to toxins, specific animals  

 Late effects of injury, including head injury 

sequelae 

 Any iatrogenic underlying cause 

 Surgical information, if applicable 

26



3 
 

1.4 Public health significance of Cause of Death data  

 

Stating the sequence of morbid conditions in order, allows selection of the cause of death that is 

considered as “underlying” cause. It is the underlying cause of death that is coded with ICD -10 codes and 

is counted for statistical purposes.  

 

Robust cause of death information in a population is useful for understanding disease burden estimations, 

and explains trends in the health of populations.  It is useful for evaluation and planning of health services 

and programmes. Good cause of mortality statistics also aids in identifying research questions of public 

health significance.  

 

 

2 COVID-19 

 

2.1 COVID-19 pandemic and need for cause of death  

 

COVID-19 is the infectious disease caused by the most recently discovered coronavirus (SARS- CoV- 2) 

from Wuhan, China, in December 2019. The COVID-19 disease outbreak was declared a Public Health 

Emergency of International Concern (PHEIC) on 30 January 2020 by the World Health Organization, and 

later on 11 March 2020 as a Global Pandemic. During such situations, mortality surveillance becomes a 

very important public health tool to assess the impact of the viral infection.  

 

2.2 COVID-19 as Underlying Cause of Death (UCOD) 

 

COVID-19 is reported to cause pneumonia / acute respiratory distress syndrome (ARDS) / cardiac injury / 

disseminated intravascular coagulation and so on.  These may lead to death and may be recorded in line 

‘a’ or ‘b’. It is likely that COVID-19 is the underlying cause of death (UCOD) that lead to ARDS or Pneumonia 

in most of the deaths due to COVID-19 (test positive and symptoms positive). In these cases COVID-19 

must be captured in the last line / lowest line of Part 1 of MCCD form 4/4 A. Acute respiratory failure is a 

mode of dying and it is prudent not to record it in line a/b/c.  

 

Patients may present with other pre-existing comorbid conditions such as chronic obstructive pulmonary 

disease (COPD) or asthma, chronic bronchitis, ischemic heart disease, cancer and diabetes mellitus. These 

conditions increase the risk of developing respiratory infections, and may lead to complications and severe 

disease in a COVID-19 positive individual. These conditions are not considered as UCOD as they have 

directly not caused death due to COVID-19. Also a patient may have many co-morbid conditions, but only 

those that have contributed to death should be recorded in Part 2.  

 

2.3 ICD-10 Codes for COVID-19 provided by World Health Organization  

Emergency ICD-10 Code Usage conditions 
U07.1 COVID-19,virus identified   

U07.2 

COVID-19, virus not identified,  
     Clinically-epidemiologically diagnosed COVID-19 
     Probable COVID-19  
     Suspected COVID-19 
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2.4 Public health significance of recording cause of death in COVID-19 pandemic 

 

COVID-19 is a new disease and is a pandemic affecting all communities and countries. It’s clinical 

presentation ranges from mild to severe, and fatality depends on the severity of the illness, associated co-

morbid conditions and age of patients. Patterns of disease and patterns of death can come from only 

standardised recording of clinical disease history and cause of death, and therefore epidemiological 

surveillance of disease and death are important. Robust data is needed from every district and state in 

India to measure the public health impact of COVID 19 and to plan for timely health interventions and 

protect communities. At the same time, other health conditions affecting populations need to be also 

monitored so that the health system is prepared for responding to the needs of the population.  

 

 

3 Completing Medical Certification of Cause of Death (MCCD) in COVID-19 

 

3.1 Mortality coding of COVID-19 with ICD-10 codes 

 

The ICD-10 codes presently recommended by WHO for mortality coding are: 

 

3.2 Examples of underlying cause of death in COVID-19 

Some examples are provided to help physicians’ record cause of death in COVID-19  

Example 1 : 40 year old male diagnosed with COVID-19  

CAUSE OF DEATH 

Part I  Interval between 
onset and death 

approx 

For statistical 
use 

Immediate Cause 
State the disease, injury or 
complication which caused 
death, not the mode of 
dying such as heart failure, 
asthenia, etc 

a) Respiratory acidosis 2 days 

 

Test Symptoms of COVID-19 Diagnosis 
 

Code 

+ve None  Confirmed COVID-19 U07.1 

+ve Present  
Confirmed COVID-19  
documented as UCOD 

U07.1 

+ve 
Present with comorbid conditions 
like heart disease, asthma, COPD, 
Type 2 diabetes  

Confirmed COVID-19  
documented as UCOD 

U07.1 
 
 

Test Negative  
 
 

Test awaited   
 

Test inconclusive  

Present  
 
 
Present  
 
Present  

Clinically –Epidemiologically 
diagnosed COVID -19  
 
Suspected COVID-19      
 
Probable COVID-19 

U07.2 
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Antecedent cause 
Morbid conditions, if any, 
giving rise to the above 
cause stating underlying 
conditions last. 

b) Acute respiratory distress 
syndrome (ARDS) 

 
c) COVID-19 

3 days  
 
 

7 days 

 
 

 
U07.1 

Part II 
Other significant 
conditions contributing to 
the death but not related 
to the disease or condition 
causing it. 

……………………………… 
………………………...……. 
…………………...…………. 

  

 

Example 2 : 60 year old male, father of COVID-19 patient and a known diabetes individual presented 
with Influenza like illness (ILI) and died, test for COVID-19 not available  

CAUSE OF DEATH 

Part I  Interval between 
onset and death 

approx 

For statistical 
use 

Immediate Cause 
State the disease, injury or 
complication which caused 
death, not the mode of 
dying such as heart failure, 
asthenia, etc 

a) Acute respiratory distress 
syndrome (ARDS) 

1 day 

 

Antecedent cause 
Morbid conditions, if any, 
giving rise to the above 
cause stating underlying 
conditions last. 

b) Influenza like illness  
 

c) COVID-19 suspect  

4 days  
 

4 days  
 

 
 

U07.2 

Part II 
Other significant 
conditions contributing to 
the death but not related 
to the disease or condition 
causing it. 

Diabetes 

………………………………… 
………………………………… 

      15 years  
 

 

Example 3 : 50 year old female completed chemotherapy for Breast cancer admitted with 
breathlessness and developed shock and died  

CAUSE OF DEATH 

Part I  Interval between 
onset and death 

approx 

For statistical 
use 

Immediate Cause 
State the disease, injury or 
complication which caused 
death, not the mode of 
dying such as heart failure, 
asthenia, etc 

a) Disseminated Intravascular 
Coagulation ( DIC)  

2 days  
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Antecedent cause 
Morbid conditions, if any, 
giving rise to the above 
cause stating underlying 
conditions last. 

b) Pneumonia 
 

c) COVID-19 

5 days  
 

5 days  

 
 

U07.1 

Part II 
Other significant 
conditions contributing to 
the death but not related 
to the disease or condition 
causing it. 

Breast Cancer 

……………………..……………... 

……………………………………... 

6 months 
 

 

Example 4  76 year old male with Ischemic heart disease developed fever and breathlessness two days 
ago, and was admitted and died in 24 hours, first test was inconclusive  

CAUSE OF DEATH 

Part I  Interval between 
onset and death 

approx 

For statistical 
use 

Immediate Cause 
State the disease, injury or 
complication which caused 
death, not the mode of 
dying such as heart failure, 
asthenia, etc 

a) Acute cardiac injury  1 day 

 

Antecedent cause 
Morbid conditions, if any, 
giving rise to the above 
cause stating underlying 
conditions last. 

b) Probable COVID-19 
 

 

2 days 
 
 

U07.2 

Part II 
Other significant 
conditions contributing to 
the death but not related 
to the disease or condition 
causing it. 

Ischemic heart disease 

……………………………… 
………………………...……. 
…………………...…………. 

  

 

 

3.3 What to avoid as Cause of Death? 

 
 Avoid Mode of Dying as Cause of Death – Mode of dying merely tells you that death has occurred and 

is not specifically related to the disease process. 

Mode of dying 

Respiratory Arrest 

Asphyxia 

Asthenia 

Brain failure 

Cachexia 

Cardiac Arrest/Heart 

Attack 

Emaciation 

Exhaustion 

Heart Failure 

Hepatic/Liver failure 

Hepatorenal failure 

Kidney failure/Renal 

failure 

Vasovagal attack 

Cardiac arrest 

Heart attack 

Hepatic failure 

Liver Failure 

Cardio respiratory failure 

Multiorgan/System failure 
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Cardio Respiratory 

Arrest 

Coma 

Debility 

Respiratory arrest/Failure 

Shock  

Syncope 

Uraemia 

Vagal inhibition 

Respiratory Failure  

Cardio Pulmonary failure 

 

 Avoid abbreviations and short forms like ARDS, COPD, SARI.  

Incorrect Correct 

ARDS Acute respiratory distress syndrome 

COPD Chronic obstructive pulmonary disease 

SARS Severe Acute Respiratory illness  

CRF CRF could be Cardio respiratory failure or Chronic Renal failure 

MI Myocardial Infarction / Mitral Incompetence 

AD Acute Diarrhoea / Alzheimer`s Dementia 

MS Mitral Stenosis / Multiple Sclerosis 

RTI Respiratory Tract Infection / Reproductive Tract Infection 

 

 Though COVID-19 (Corona virus disease -19) is an abbreviation, it has been specified by the WHO and 

is an acceptable term to be used as UCOD.  

 

 Avoid vague terms or ambiguity –  

Sometimes it is difficult to provide a simple description of cause of death when there are no medical 

records or a doctor is seeing the patient in a critical condition for the first time or the doctor is not the 

treating physician. 

Incorrect Correct 

Irrelevant talking and feverishness  Delirium due to fever 

Very poor nourishment Severe Malnutrition 

Less healthy at birth Low birth weight / Congenital Anomaly 

 

 

 Avoid short forms / incomplete description – 

Incorrect Correct 

Ca Br   Cancer Breast / Cancer Brain 

Ac. Infarct Acute Myocardial Infarction / Acute Cerebral Infarction 

Sev Mal Severe Malaria / Severe Malnutrition 

 

 Avoid symptoms / signs 

Incorrect Correct 

Jaundice  Hepatitis 

Fever Infection 

Chest pain Angina 

 

 Avoid terms such as senescence, old age, senility, infirmity, and advanced age.  
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These terms cannot be the immediate cause of death. There may be 1 or 2 conditions that have 

been due to old age and thus the etiological sequence should be specified. If old age was a 

contributory factor, it should be entered in Part II. 

Part I Incorrect Correct 

Ia Bed ridden Aspiration Pneumonia 

Ib Old Age Stroke 

Ic Hypertension  

Part II   

I  Old Age  

 
 

 Hypertension  

 

3.4 Other considerations in recording MCCD for COVID -19  

i. Provide specific medical terms as cause of death. COVID-19 is a ‘viral infection’ and presentations 
include ‘influenza like illness’ (ILI) or “Severe acute respiratory illness (SARI). These are not specific and 
can be used in the sequence of the events and the specific virus / bacteria / agent that caused the 
disease should be recorded as UCOD, for example COVID-19. 
 

ii. Record the logical sequence of events in Part 1. There may be many medical conditions in a person. 
Based on the most logical events that caused death, only these conditions are mentioned in Part 1 of 
the MCCD form.  

 
iii. Manner of death: It refers to the circumstances under which death has occurred.  

 Manner of death due to COVID-19 infection will mostly be ‘natural’, as it is the disease that led to 
the death.  

 In case of suicide by an individual tested +ve for COVID-19, the manner of death may be captured 
as suicide / pending investigation if the medical autopsy is awaited.  

 
iv. Place of death: Most of the deaths due to COVID-19 occur in a hospital and in such cases the place of 

death should be captured as ‘Hospital’. In case an individual is discharged from hospital and the death 
occurs in his/her residence, the place of death must be captured as ‘House’. 

 

 

4. Use of ICMR-NCDIR e-Mortality (e-Mor) software for recording cause of death  

The ICMR-NCDIR e-Mortality (e-Mor) software application aids in recording and reporting cause of deaths 

as per national standards of death reporting laid down by the Office of Registrar General of India (ORGI) 

under its Civil Registration System (CRS). This software can be implemented by hospitals and district local 

registrar offices in a district (to record deaths occurring in residence). Institutions should register with 

ICMR-NCDIR or State authority for provision of authorized login credentials.  This will allow access to the 

software with its technical training on MCCD), ICD-10 coding for cause of death and use of software for 

recording and reporting deaths. The application data entry form is designed to record all details of Form 2 

(Death Report) and Form 4 / 4A (MCCD Forms).  

NCDIR e-Mor software features include:  

a.  Record details of death of all institution and non-institution based deaths with guide to prevent errors 

in cause of death  

b.  Guide in recording the sequence of death events and underlying cause of death  
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c. Guide in ICD-10 coding as per the National list of the ORGI and codes for COVID-19 announced by the 

World Health Organization.  

d.  Quality check modules to reduce errors in recording like date check, missing field check and search and 

export features  

e.  Exporting data to maintain mortality register of the institutional deaths and generate statistical tables 

for data analytics to establish mortality audit systems in hospitals. 

f. On completion of accurate data entry, Form 2 and Form 4 can be printed, signed by appropriate 

authority for further submission to the Local Registrar for Death registration under CRS.  

g. District Registrar and Chief Registrar Office at the state level can monitor data coverage, MCCD 

coverage, and generate statistical tables on leading causes of death district and state wise.  

 

Role of NCDIR: NCDIR e-Mor software is accessible online through dedicated secure webserver that hosts 

the software and shall support the online data transmission and standard data encryption. Offline access 

to the software may also be facilitated.  

As coordinating unit, NCDIR team shall provide technical resources in implementation and monitoring of 

data quality. As per the NCDIR policy of data processing and disclosure, all necessary safeguards for data 

confidentiality and data security will be maintained. NCDIR shall develop data analytics for reporting all-

cause mortality statistics and deaths related to COVID-19 as per guidelines. NCDIR will assist state/UT 

governments in strengthening MCCD through technical assistance. 

 

5. Additional Guides  

 

1. ICMR-NCDIR e-Mor : http://ncdirindia.org/e-mor/ 

[This software is available free of cost for use by any hospital/health facility/private practitioner/ 

administrative unit concerned with recording cause of death] 

2. World Health Organization. COVID-19 coding in ICD-10. Available from: 
https://www.who.int/classifications/icd/COVID-19-coding-icd10.pdf?ua=1 

3. National Center for Health Statistics. Guidance for certifying deaths due to COVID–19. Hyattsville, MD. 2020. 

4. Physicians Manual on Medical Certification of Cause of Death by ORGI, India. 
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Dated 15th May, 2020 

Ministry of Health & Family Welfare 

Directorate General of Health Services 

(EMR Division) 

 

Advisory for managing Health care workers working in COVID and Non-COVID areas of the 

hospital  

1. Background 

The health care personnel working in hospitals are at increased risk of acquiring the COVID-19 disease, if 

there is a breach in the personal protection while managing patients.  

The health-work force is a valuable and scarce resource. Large number of COVID-19 affected health 

personnel getting isolated for treatment and their close contacts undergoing quarantine affects the health/ 

hospital service delivery. 

2. Purpose of the document 

The purpose of the document is to provide guidance on preventive measures, isolation and quarantine of 

health care functionaries. 

3. Institutional Mechanism for preventing and responding to Healthcare Associated Infections 

(HAIs) among HCWs 

Hospitals shall activate its Hospital Infection Control Committee (HICC). The HICC in the health facility 

is responsible for implementing the Infection Prevention and Control (IPC) activities and organizing 

regular trainings on IPC for HCWs. 

A Nodal Officer (Infection Control Officer) shall be identified by each hospital to address all matters 

related to Healthcare Associated Infections (HAIs). With reference to preventing such infection among 

healthcare workers, he/she will ensure that: 

i. Healthcare workers in different settings of hospitals shall use PPEs appropriate to their risk 

profile as detailed in the guidelines issued by this Ministry (available at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf and 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveE

quipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf ) 

ii. All healthcare workers have undergone training on Infection Prevention and Control and they are 

aware of common signs and symptoms, need for self-health monitoring and need for prompt 

reporting of such symptoms.   

iii. Provisions have been made for regular (thermal) screening of all hospital staff. 

iv. All healthcare workers managing COVID-19 cases are being provided with chemo-prophylaxis 

under medical supervision.  

v. Provisions have been made for prompt reporting of breach of PPE by the hospital staff  and 

follow up action 
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4. Action for Healthcare Workers 

i. Ensure that all preventive measures like frequent washing of hands/use of alcohol based hand 

sanitizer, respiratory etiquettes (using tissue/handkerchief while coughing or sneezing), etc. are 

followed at all times. 

ii. He/she shall use appropriate PPE at all times while on duty.  

iii. A buddy system* to be followed to ensure that there is no breach in infection prevention control 

practices. 

iv. Any breach in PPE and exposure is immediately informed to the nodal officer/HoD of the 

department 

v. HCWs after leaving the patient care units (wards/OPDs/ICUs) at the doctor’s duty 

rooms/hostels/canteen or outside the HCF must follow social distancing and masking to prevent 

transmission to/acquiring infection from other HCWs who may be positive. 

vi. Pregnant/lactating mothers and immuno-compromised healthcare workers shall inform their 

medical condition to the hospital authorities for them to get posted only in non-Covid areas  

*Buddy system: Under this approach, two or more-person team is formed amongst the deployed hospital 

staff who share responsibilities for his/her partner’s safety and well-being in the context of (i) 

Appropriately donning and doffing of PPEs, (ii) maintaining hand hygiene and (iii) taking requisite steps 

on observing breach of PPEs.  

 

5. SOP for health work force deployment during COVID-19  

5.1 SOP to be followed in case HCW reports exposure/breach of PPE 

All the Healthcare workers must report every exposure to COVID-19 to the concerned nodal officer and 

HoD of the concerned department immediately 

The Nodal officer will get the exact details of exposure to ascertain whether the exposure constitutes a 

high risk or low risk exposure as described below: 

• High risk exposure:  

• HCW or other person providing care to a COVID-19 case or lab worker handling respiratory 

specimens from COVID-19 cases without recommended PPE or with  possible breach of PPE  

• Performed aerosol generating procedures without appropriate PPE. 

• HCWs without mask/face-shield/goggles: 

o having face to face contact with COVID-19 case within 1 metre for more than 15 

minutes  

o having accidental exposure to body fluids  

• Low risk exposure: 

Contacts who do not meet criteria of high risk exposure 
 

The Nodal Officer/Head of the Department will form a sub-committee to assess the level of exposure and 

the risk as per assessment format at Annexure I. As per their assessment: 

 

• High risk contacts will be quarantined for 14 days, tested as per ICMR testing protocol, actively 

monitored for development of symptoms and managed as per laid down protocol.  

• If they test positive but remain asymptomatic they will follow protocol for very mild/mild/pre-

symptomatic cases as described in para 5.2.1 (a) below.  
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• If they test negative and remain asymptomatic, complete 14 day quarantine and return to work. 

• Should symptoms develop, follow the guidance para 5.2.  

    

• Low risk contacts shall continue to work. They will self-monitor their health for development of 

symptoms. In case symptoms develop, the guidance under para 5.2 would be followed. 

 

5.2 SOP to be followed in case HCW reports symptoms suggestive of COVID-19 

5.2.1 If any healthcare worker who is manifesting signs and symptoms suggestive of COVID-19, 

he/she will be isolated immediately and the following procedure will follow: 

a. In case of mild/very mild/pre-symptomatic case, he/she will have an option of home isolation, 

subject to the conditions stipulated in the revised guidelines for home isolation of very 

mild/pre-symptomatic COVID-19 cases (available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomati

cCOVID19cases10May2020.pdf). Such cases would end their home isolation as per timeline 

provided in the said guidelines. 

b. In cases where home isolation is not feasible, such mild/very mild/pre-symptomatic cases will 

be admitted to a COVID Care Center#.  

c. Moderate cases that require oxygen therapy shall be managed at a Dedicated COVID Health 

Center# 

d. Severe cases will be managed in a Dedicated COVID Hospital#.  

For cases admitted COVID Health facilities, their discharge will be governed guidelines available 

at: https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf 

# The details of categorization of health facilities as COVID Care center, Dedicated COVID 

Health Center and Dedicated COVID Hospitals along with categorization of patients 

(mild/moderate/severe) is available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf.  

5.2.2 Those who test negative, will be managed as in non-COVID area as per their clinical diagnosis. 

Their resuming work will be based on the clinical diagnosis and the medical certification by the 

treating doctor. 
 

5.2.3 For HCWs (with low risk exposure), who continue to work and develop symptoms: 
 

• And test positive, further management  would be based on their clinical presentation and as 

described in para 5.2 (1) (a) above 

• Those who test negative, will return to work subject to medical certification for ailment 
 

5.2.4 Discharge of COVID-19 positive HCWs will be in accordance with the discharge policy 

(available at: https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf). 

 

5.3 Regular quarantine of healthcare workers after performing duty in COVID-19 areas 

 

Quarantine of healthcare workers, other than what is stipulated above is not warranted. 
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Annexure I

COVID-19 Virus Exposure Risk Assessment Form for Health Care Workers (HCW)

1. Health Care Worker Information

A. Name : B. Department

C. Phone number D. Age (in completed years) E. Gender

F. Current place of stay (Complete address)

G. Type of HCW (speciff), & Designation
(Doctor, Nurse, Technician, others)

2. HCW interactions/ activities performed on COVID-l9 patient information

A. Date of exposure to confirmed COVID-19 patient

B. Place of Exposure:
C. COVID-l9 Patient details

Patient symptomatic since (Date)
Test Sample sent on (Date)

D. Source control (Source/Patient wearing a
cloth face covering or facemask)

Yes/ No

E. Approximate min. distance from the patient
(in meters)
F. Duration of contact (minutes)

G. Aerosol-generating procedure was
oerformed on the oatienf?

Performed PresenV
Not Present

G2. If yes, what type of procedure 1
4
5
8

lntttbationl2.Nebulisation3.Airwaysuctioning,
Tracheostomy
Collection of sputum, 6. Bronchoscopy, 7. CPR
Ottrer:

H. Accidental exposure to body fluids Yes/ No

I. Did you have {irect contact with the
environment where the confirmed COVID-l9
patient was cared for?
E.g. bed, linen, medical equipment, bathroom
etc.

Yes/ No/ Unknown

J. During the health care interaction with a
COVID-19 patient, did you wear PPE

Yes/ No

J 2. If yes, which of the below items of
Protection used:

1. Surgical triple layer mask
2. N95 mask,
3. Single use gloves
4. Disposable gown
5. Face shield or goggles/ protective glasses

Yes/ No
Yes/ No
Yes/ No
Yes/ No
Yes/ No

K. Did you perform hand hygiene after
touching the patient's surroundings (bed,
door, handle etc.), regardless of whether you
were wearing gloves?

Yes/ No/ NA
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Ministry of Health and Family Welfare 

Directorate General of Health Services 

[Emergency Medical Relief] 

(Updated on 15th May 2020) 
 

 
Novel Coronavirus Disease 2019 (COVID-19): Additional guidelines on rational use of Personal 

Protective Equipment (setting approach for Health functionaries working in non-COVID areas) 
 

1. About this guideline 
 

This guideline is for health care workers and others working in Non COVID hospitals and Non- 

COVID treatment areas of a hospital which has a COVID block. These guidelines are in continuation 

of guidelines issued previously on ‘Rational use of Personal Protective Equipment’ 

(https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf). This 

guideline uses “settings” approach to guide on the type of personal protective equipment to be used 

in different settings. 

 
2. Rational use of PPE for Non COVID hospitals and Non-COVID treatment areas of a hospital 

which has a COVID block 

 
The PPEs are to be used based on the risk profile of the health care worker. The document describes 

the PPEs to be used in different settings. 

 
2.1. Out Patient Department 

 
S.No. Setting Activity Risk Recommended 

PPE 

Remarks 

1 Help desk/ 

Registration 

counter 

Provide 

information to 

patients 

Mild risk  Triple layer 

medical mask 

 Latex examination 

gloves 

Physical distancing 

to be followed at all 

times 

2 Doctors 

chamber 

Clinical 

management 

Mild risk  Triple layer 

medical mask 

 Latex examination 

gloves 

No aerosol 

generating 

procedures should 

be allowed. 

3 Chamber of 

Dental/ENT 

doctors/ 

Ophthalmology 

doctors 

Clinical 

management 

Moderate 

risk 

 N-95 mask 

 Goggles 

 Latex examination 

gloves 

 
+ face shield 

Aerosol generating 

procedures 

anticipated. 
 

 
 
Face shield, when a 

splash of body fluid 

is expected 

4 Pre- anesthetic 

check-up clinic 

Pre-anesthetic 

check-up 

Moderate 

risk 

 N-95 mask 

 Goggles* 

 Latex examination 

gloves 

* Only 

recommended when 

close examination of 

oral cavity/dentures 

is to be done 

5 Pharmacy 

counter 

Distribution of 

drugs 

Mild risk  Triple layer 

medical mask 

 Latex examination 

gloves 

Frequent use of hand 

sanitizer is advised 

over gloves. 
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6 Sanitary staff Cleaning 

frequently 

touched surfaces/ 

Floor 

Mild risk  Triple layer 

medical mask 

 Latex examination 

gloves 

 

 

#All hospitals should identify a separate triage and holding area for patients with Influenza like illness 

so that suspect COVID cases are triaged and managed away from the main out-patient department. 

 
2.2. In-patient Department (Non-COVID Hospital &Non-COVID treatment areas of a hospital which 

has a COVID block) 

 
S.No. Setting Activity Risk Recommended 

PPE 

Remarks 

1 Ward/individual 

rooms 

Clinical 

management 

Mild risk  Triple layer 

medical mask 

 Latex examination 

gloves 

Patients stable. No 

aerosol generating 

activity. 

2 ICU/ Critical 

care 

Critical care 

management 

Moderate 

risk 

 N-95 mask 

 Goggles 

 Nitrile 

examination 

gloves 

 
+Face shield 

Aerosol generating 

activities performed. 
 
 
 
 
 
Face shield, when a 

splash of body fluid 

is expected 

3 Ward/ICU 

/critical care 

Dead body 

packing 

Low Risk  Triple Layer 

medical mask 

 Latex examination 

gloves 

 

4 Ward/ICU/ 

Critical care 

(Non-COVID) 

Dead body 

transport to 

mortuary 

Low Risk  Triple Layer 

medical mask 

 Latex examination 

gloves 

 

5 Labor room Intra-partum care Moderate 

Risk 

 Triple Layer 

medical mask 

 Face shield 

 Sterile latex 

gloves 

 Coverall  

 
N-95 mask* 

Patient to be masked 

in the Labor room, if 

possible. 
 
 
 
 
 
*If the pregnant 

woman is a resident 

of containment zone 6 Operation 

Theater 

Performing 

surgery, 

administering 

general 

anaesthesia 

Moderate 

Risk 

 Triple Layer 

medical mask 

 Face shield (- 

wherever feasible) 

 Sterile latex 

gloves 

 
+ Goggles 

Already OT staff 

shall be wearing 
 
 
 
 
 

 
For personnel 

involved in  aerosol 

generating 

procedures 
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N-95 mask* 

 
*If the person being 

operated upon is a 

resident of 

containment zone 

7 Sanitation Cleaning 

frequently 

touched surfaces/ 

floor/ changing 

linen 

Low Risk  Triple Layer 

medical mask 

 Latex examination 

gloves 

 

 
 

 

2.3. Emergency Department (Non-COVID) 

 
S.No. Setting Activity Risk Recommended 

PPE 

Remarks 

1 Emergency Attending 

emergency cases 

Mild risk  Triple Layer 

medical mask 

 Latex examination 

gloves 

No aerosol 

generating 

procedures are 

allowed 

2 Attending to 

severely ill 

patients while 

performing 

aerosol generating 

procedure 

High risk  Full complement 

of PPE (N-95 

mask, coverall, 

goggle, Nitrile 

examination 

gloves, shoe 

cover) 

 

 
 

2.4. Other Supportive/ Ancillary Services 
 

 

S.No. Setting Activity Risk Recommended 

PPE 

Remarks 

1. Routine 

Laboratory 

Sample collection 

and transportation 

and testing of 

routine (non- 

respiratory) 

samples 

Mild risk  Triple layer 

medical mask 

 Latex 

examination 

gloves 

 

Respiratory 

samples 

Moderate 

risk 

 N-95 mask 

 Latex 

examination 

gloves 

 

2 Radio- 

diagnosis, 

Blood bank, 

etc. 

Imaging services, 

blood bank services 

etc. 

Mild risk  Triple layer 

medical mask 

 Latex 

examination 

gloves 

 

3 CSSD/Laundry Handling linen Mild risk  Triple layer 

medical mask 

 Latex 

examination 
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    gloves  

4 Other 

supportive 

services incl. 

Kitchen 

Administrative 

Financial 

Engineering** and 

dietary** 

services,etc. 

Low risk  Face cover ** Engineering and 

dietary service 

personnel visiting 

treatment areas will 

wear personal 

protective gears 

appropriate to that 

area 
 
 

2.5. Pre-hospital (Ambulance) Services 

 
S.No. Setting Activity Risk Recommended 

PPE 

Remarks 

1 Ambulance 

Transfer to 

designated 

hospital 

Transporting 

patients not on 

any assisted 

ventilation 

Low risk  Triple layer 

medical mask 

 Latex examination 

gloves 

 

Management of 

SARI patient 

High risk  Full complement 

of PPE (N-95 

mask, coverall, 

goggle, latex 

examination 

gloves, shoe 

cover) 

While performing 

aerosol generating 

procedure 

Driving the 

ambulance 

Low risk  Triple layer 

medical mask 

 Latex examination 

gloves 

Driver helps in 

shifting patients to 

the emergency 

 
 

Points to remember while using PPE 
 

1. Standard precaution to be followed at all times 

2. PPEs are not alternative to basic preventive public health measures such ashand hygiene, 

respiratory etiquettes which must be followed at all times. 

3. Always follow the laid down protocol for disposing off PPEs as detailed in infection 

prevention and control guideline available on website of MoHFW. 

 
In addition, patients and their attendants to be encouraged to put on face cover. 

 
In case a COVID-19 patient is detected in such Non-COVID Health facility, the MoHFW guidelines 

for the same has to be followed (Available at: 

https://www.mohfw.gov.in/pdf/GuidelinestobefollowedondetectionofsuspectorconfirmedCOVID19ca 

se.pdf) 
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Section I:  Introduction 

The Corona virus Disease-20191 caused by the novel corona virus, COVID-19 was first 

reported in late 2019 at Wuhan city, China. World Health Organization on 30th January 2020 

declared the outbreak of COVID-19 as a Public Health Emergency of International concern. 

There are currently over four million cases reported worldwide and three lakh deaths. On 30th 

January 2020 India reported its first case of COVID-19 in Kerala and since then over 90,000 

laboratory confirmed cases and over 2900 deaths due to COVID-19 in India have been 

reported. The Doctors, Mortuary Technicians and other Mortuary Staffs in mortuary 

performing autopsy are exposed to potentially high and dangerous health risks due to coming 

in direct contact with infected organs, fluids and secretions, even after taking the highest 

precautions. Hence, Non Invasive Autopsy Technique should be adopted for Forensic 

Autopsy. Death in hospital or under medical care due to COVID-19 is a Non-

Medicolegal case and doesn’t require a medico-legal autopsy and the required 

certification of death has to be done by treating doctors. During this pandemic, many of 

the dead bodies will be of COVID-19 suspected people, which can be alleged suicides, 

accidents, homicides or brought dead cases to hospitals. These cases will be labeled by 

emergency doctors as medicolegal case and subsequently police will be informed, which may 

necessitate a Forensic Autopsy.  

As per 174 (3)(IV) CrPC “there is any doubt regarding the cause of death”; or As per 174 

(3)(V) CrPC “the police officer for any other reason considers it expedient so to do, he shall 

subject to such rules as the State Government may prescribe in this behalf, forward the body, 

with a view to its being examined, to the nearest Civil Surgeon, or other qualified medical 

man appointed in this behalf by the State Government, if the state of the weather and the 

distance admit of its being so forwarded without risk of such putrefaction on the road as 

would render such examination useless.”After the inquest procedure, if any crime is not 

suspected or in cases where there is no doubt regarding the cause of death, police have the 

authority (as per section 174 CrPC) to waive off conduction of autopsy, even though it has 

been labeled as medicolegal case. The investigating Police officer must proactively take steps 

to waive off unnecessary autopsies during this pandemic situation. This provision needs to be 

used prudently based on Police officer’s investigation findings and Forensic Doctor’s advice. 

These guidelines are based on the current understanding about modes of transmission of 
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COVID-19, sensitivity of the diagnostic tests, international autopsy guidelines and 

knowledge about infrastructure and logistic strength of common mortuaries in India. 

Section II: Case categorization of COVID-19 dead bodies 

Categorization according to case risk assessment and dealing with cases accordingly 

is the key to minimize possibility of spread of infection. According to COVID-19 

infective status, dead bodies brought for medico-legal autopsy can be categorized as 

below: 

 

a) Confirmed Case: Cases with Nucleic acid positive by RT-PCR technique for 

COVID-19 infection (OR) High homology for COVID-19 infection by viral gene 

sequencing. 

 

b) Suspected Case: Cases having at least one of the epidemiological history features and 

two clinical features OR three clinical features of COVID-19. 

Epidemiological history: 14 days prior to the onset of symptoms: 

• Travel history or residence in areas declared COVID-19 hotspots. 

• Contact with COVID-19 cases. 

• Exposure to patients with fever or respiratory symptoms in COVID-19 

hotspots. 

• Evidence of clustering. 

Clinical features:  

• Fever with or without respiratory symptoms 

• Initially, total WBC count can be normal or decreased, or lymphocyte 

count decreased 

• Imaging characteristics of COVID-19 as small patchy shadows and 

interstitial changes, especially in lateral lung 

• Ground glass opacities and infiltrates were seen subsequently in 

bilateral lungs 

• Lung consolidation in severe cases. 

Asymptomatic infected people and patients in incubation period may not meet the 

diagnostic criteria for suspected cases but if they have possible epidemiological history, 

all dead bodies without reliable clinical/ epidemiological history and all unidentified 

dead bodies should be treated as suspected COVID 19 deaths. Cases with negative swab 

results also should be treated as suspected COVID-19 deaths as false negative result is 

not uncommon. 
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Section III: Safety and Precautions in packing of dead body in 

Hospital ward/ICU/ Emergency Ward and transport of the 

dead body toMortuary 

All Designated COVID-19 Hospitals should have dedicated Mortuary Services or an 

earmarked Mortuary with dedicated transport facility. 

A) Packaging of Dead Body in Hospital ward/ICU/ Emergency Ward:  

• It is advisable to collect Nasopharyngeal swab at the emergency 

department/casualty/ward/ICU and should be sent for COVID-19 RT-PCR test in all 

Suspected cases before moving the body to mortuary for preservation if the same was 

not sent in due hospital course. 

• Death report mentioning the Cause of death along with body handover slip should be 

prepared by treating doctor. 

• The body should be shifted after making proper entry in the nursing log books. 

• The Nursing Officer with assistance from hospital attendant will pack the dead body in 

double packing in a leak proof zipped body bag. 

• A transparent body bag is preferable, so that the body can be identified by 

relatives/police/administration. If transparent bag is not available, the packing should 

be done in such a manner that the face can be shown to the 

relatives/police/administration with minimum movement of the bag and body. 

• All dead bodies should be properly labeled indicating: Name, Registration Number, 

date, time and place of packing. The label should be preferably water resistant.  

• All tubes, drains and catheters on the dead body should be removed.  

•  Any puncture holes or wounds (resulting from removal of catheters, drains, tubes, or 

otherwise) should be disinfected with 1% Sodium hypochlorite and dressed with 

adhesive impermeable material.  

• Apply caution while removing and handling sharp devices attached to the body. They 

should be disposed into designated containers for sharp hospital wastes.  

• Plug oral, nasal orifices of the dead body to prevent leakage of body fluids.  

• The exterior of the body bag should be decontaminated with 1% Sodium hypochlorite. 

• The dead body shall be kept inside leak-proof plastic body bag wrapped in a plastic bag 

or sheet. 
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B) Transport of Dead Body to Mortuary:  

• The status of COVID-19 infection should be clearly mentioned on the exterior of Body 

packing.  

• The trolley, on which the body is to be shifted, must be disinfected before it is taken out 

from the ICU/ward/emergency. 

• If death occurs in ICU/hospital ward/emergency, the Health Care Worker (HCW) 

working in the respective areas should hand over the trolley carrying the dead body to 

the designated staff outside of the respective area. Under no circumstances should the 

HCW working in the COVID ward/area carry the dead body to the mortuary or 

any other place. 

• The HCW who shifts the body to the mortuary should be wearing mask, coverall and 

gloves at all times. Complete PPE kit is not required for transport of dead bodies, if 

they are packed properly. 

• The body should be shifted to Mortuary earmarked for preservation. 

• All mortuary staffs involved in transfer of the dead body from trolley to cold chamber 

and vice versa, as well as shifting of the dead body to the autopsy hall need to wear 

prescribed PPE for handling these dead bodies’ i.e. N95 masks, coverall, goggles, head 

cover and shoe cover. This is because shifting in mortuary requires direct handling and 

lifting of the body by the staff. 

• To minimize the number of people involved in handling of the dead body, the mortuary 

staff who is entrusted with the duty of shifting the dead body to the autopsy hall should 

be the one who assists during the autopsy. 

• The vehicle/trolley after the transfer of the body to mortuary shall be decontaminated 

with 1% Sodium Hypochlorite. 

 

C) Preservation in cold chamber: 

• The existing mortuary facility for body storage should be strictly divided into area for 

COVID-19 bodies and area for Non COVID-19 bodies and should be labeled. 

• A proper log book should be maintained for receiving and preserving the body in 

Mortuary, clearly recording the COVID-19 infection status.  

• If feasible, separate cold chamber/cabinets shall be allotted collectively for COVID-19 

positive and suspected cases. 
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• At places where allotting separate cold chamber is not possible due to lack of adequate 

facilities, the existing cold storage should have dedicated storage chambers/bays/trays 

for COVID-19 bodies. 

• The COVID-19 positive bodies should preferably be preserved in lower chambers, to 

prevent spillage of body fluids or other material while lifting and tilting the body. 

• Dead bodies should be stored in dedicated cold chambers/cabinets maintained at 

approximately 4-8°C. 

• The cold chamber must be kept clean. All surfaces, instruments, door knobs and 

transport trolleys should be properly disinfected with 1% Sodium hypochlorite solution 

after handling each body. 

 

D) Precautions at Mortuary before handing over the body: 

• Handling staff or morgue attendant should take standard precautions including wearing 

gloves, water resistant gown/ plastic apron over water repellent gown, and surgical 

mask.  

 

• Any COVID-19 confirmed or suspected body that is received in the mortuary should be 

properly packed and sealed as mentioned before. In case the body is received directly to 

the mortuary, it should be packed and sealed as mentioned earlier. The procedure for 

packing and sealing is same, whether it is done in ICU/ward/ emergency or at the 

mortuary. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

. 
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Section IV: Forensic autopsy in confirmed & suspected 

COVID-19 deaths in India 

 

• Death due to COVID-19 is a non-medicolegal case. The death in hospital or under 

medical care due to COVID-19 is a non-medicolegal case and no medicolegal 

Autopsy shall be conducted. The certification of death and issuance of Medical 

Certificate of Cause of Death (MCCD) shall be done by the treating doctor. 

• Dead bodies of suspected COVID-19 patients which are brought dead to hospital 

may be labeled as medico legal cases by the Doctor in Emergency/ Casualty duty. In 

this situation the body will be sent to Mortuary as a medicolegal case and police will 

be informed, which may necessitate a Medicolegal Autopsy for clarity in the cause of 

death. The Forensic Autopsy in these cases may be waived off. 

• In some homicidal, accidental or suicidal death cases, the deceased may be COVID-

19 confirmed or suspected. If the patient dies in the hospital, the clinical records and 

all other relevant documents may be sent along with the body for Forensic Autopsy. 

• The procedure of conducting Forensic Autopsy: Medicolegal Autopsy is an inquest 

based medical examination vide sec 174 CrPC and 176 CrPC and inquest itself 

contains panchnama, statements from witnesses and all other allied circumstantial 

evidence details. On the basis of same, along with examination of clothing, external 

examination, multiple photographs, utilizing the concept of verbal autopsy (as 

described by WHO) and criteria of elimination and exclusion, the medicolegal 

autopsy shall be conducted strictly avoiding any  invasive surgical procedures and 

avoiding contact with body fluids for mortuary staffs, body handlers and doctors 

conducting post mortem examination. 

Photography: 

• While performing autopsy, photography must be done in every case. The following 

views must be taken 

• Full body front and back with clothes (the back view can be taken by merely tilting the 

body, or can be completely avoided unless mandated by the presence of injuries on the 

back) 

• Full body front and back without clothes 

• Close up of face, clearly depicting the facial features (used for identification) 
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• Panoramic and close up view of all injuries present on the body 

• Any other photograph that might be useful in a particular case. 

• The photographs later on can be submitted with the autopsy report or can be preserved 

as part of Medicolegal records, to be produced whenever required by the Court of Law 

or the Investigating Officer. 

• If available, X-ray imaging may be performed of the entire body in case of suspected 

bony injuries/ any other relevant cases in concept of Virtual Autopsy.  

Examination of clothing:  

• Clothes are an important part of examination and can many times provide important 

evidence regarding the case. However, it must be remembered that the clothes can 

have the deceased’s body fluids and secretions attached to them. In every case, 

handling of clothes should be done assuming that they have the deceased’s secretions 

and are highly infectious. 

• The clothes should be removed by cutting them, taking care not to damage any part 

which may be having any cuts, marks or any biological fluid on them, which could be 

important evidences. 

• The clothes should be examined after air drying them and then carefully laying them 

on the ground. 

• The packing and handing over of the clothes should be done after ensuring that there 

are no wet patches or fresh stains of any kind on the clothes. 

• The packing should be done in a paper envelope, which should be then sealed in a 

thick plastic envelope which needs to be sanitised by 1% sodium hypochlorite 

solution from outside before despatching. 

• External examination of body: A detailed external examination should be done after 

examination of the clothing. During this procedure, the autopsy surgeon has to look 

for all possible external injuries and manifestations which could be present over the 

body in circumstances as alleged. Following should be mandatorily examined: Any 

abnormal discolouration, icterus/pallor/pigmentation, condition of all natural orifices, 

all visible injuries of any age all over the body, hidden injuries in concealed parts of 

the body like injuries inside oral cavity, behind ears, axilla, scrotum, digital webs etc., 

any deformity or disfiguration of any part of body, other external manifestations of 

clinical conditions like ascites/oedema/ surgical emphysema etc. 

Sample preservation: 
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• Biological samples are highly contagious and dangerous to be sampled and preserved. 

In India till date, no Forensic Science Laboratory or Virology laboratory has been ear 

marked for biosafety level for examination of such contagious samples. Hence, it 

advisable that no tissue or biological samples to be preserved in such cases.  

• In case of unidentified and unknown dead bodies, the facial and multiple body 

photographs, finger prints of both hands, bunch of scalp hair with the root by 

extraction by forceps including the hair bulb for DNA analysis; should be preserved 

for later identification. 

• In case of post mortem which are conducted in small post mortem centers by non-

forensic doctors, where he has confusion, he should consult the forensic doctors 

posted in dedicated nearby COVID-19 hospital mortuary and if needed, police 

officials can be directed to shift the body to the COVID-19- hospital mortuary. 

• An appropriate log book of who is entering the autopsy room (HCW or any other 

staff) should be maintained as it is easier for tracing in case if required later. 

• Ethical Aspect for Medicolegal Autopsy: Medicolegal Autopsy is a legal procedure 

conducted on request of police officers for the Justice delivery system. The body is in 

the custody of Police and no consent is required from relatives for conducting 

autopsy. All the ethical, legal and confidentiality aspects are already in place while 

conducting autopsy and same should be followed. While handing over the body the 

relatives may be counseled by the doctor regarding any apprehensions about the 

cremation/ burial of body.  

 

 

 

 

 

 

 

 

57



16 
 

Section V: Pathological Autopsy for research  

 

Though these guidelines do not cover the aspect of Pathological Autopsy, the ethical 

concerns involved in Pathological Autopsy for research with COVID-19 samples that 

may be involved are as follows: 

• Any research study should be conducted after the proper ethical clearance from 

respective Institute and as per the established Research guidelines of ICMR and other 

Health Authorities. The informed consent and other ethical aspects like 

confidentiality, religious sentiments etc. should be addressed as per the specific 

objectives and methodology of the study. 

• The Doctors, Mortuary Technician and other Mortuary Staff in Mortuary performing 

autopsy are exposed to potentially high and dangerous health risks to organs fluid and 

secretions, even after taking the highest precautions. Hence, the pathological Autopsy 

requires a detailed deliberation, since in literature some special techniques have been 

devised for doing this autopsy. 

• Institutional Research and Ethical Committee clearance should be obtained for the 

research work as per current National Ethical Guidelines for Biomedical and Health 

Research involving Human Participant (2017). 

• Proper informed written consent should be obtained from the next of kin or the legal 

guardian of the decedent as per current National Ethical Guidelines for Biomedical 

and Health Research involving Human Participant (2017). 

• The autopsy proceedings under such circumstances should be done by Pathologists in 

collaboration with treating doctor.  

• Facilities of Department of Forensic Medicine/ Hospital Mortuary can be utilized for 

obtaining specimens of internal organs as per the interdepartmental working protocols 

in practice at the Institute. 

• All the prescribed infection control measures for dealing with a dead body with 

COVID-19 infection should be followed. 

• Tissue processing and storage facilities of different departments should be identified 

which can strictly adhere with safety guidelines for preventing the spread of COVID-

19 infection control practices and as per the interdepartmental working protocols in 

practice at the Institute. 
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• Autopsy dissection procedure should be strictly limited to the scope of consent 

obtained and which is absolutely necessary for the research work concerned.  

• For collection and storage of any biological material for research, adequate safeguards 

related to informed consent from Legally Authorized Representatives, ensuring 

protection of privacy and confidentiality; other cultural or religious sentiments should 

be taken care off. There should be clarity on the purpose and duration of sample 

storage and if the sample would be anonymized or linked to identified information.  

Limited studies have been conducted on postmortem samples of patients who died due to 

COVID-19. The studies have indicated that lung tissue manifest significant pathology 

which includes alveolar exudative and interstitial inflammation, proliferation of alveolar 

epithelium and formation of hyaline membrane. Most of the pathological studies are in 

consensus with the clinical features and clinical course of the disease in general. But the 

disease also gives pathological damages to organs like heart, liver, kidney, brain, blood 

vessels and other organs. A dedicated core research group should be created comprising 

of specialists from Pathology, Microbiology, Biomedical research, Anatomy, Forensic 

Medicine and other interested clinical departments to assess the resources, feasibility, 

infrastructure assessment, identifying the research objectives, establishing the Biosafety 

laboratories and Ethical aspect.  

 

 

Section VI: Embalming 

Embalming of all the COVID-19 confirmed or suspected bodies should not be performed to 

avoid the risk of infections and relatives should be counseled to cremate/bury the body at the 

place of death itself. If embalming has to be done for unavoidable reasons, it should be done 

with minimal invasive techniques. 
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Section VII: Disinfection & sterilization of mortuary 

The human Corona virus can remain on various surfaces for varying period of time, which 

can be as high as nine days. In experimental conditions, this virus has been found on various 

surfaces even beyond 72 hours. The following methods should be employed for the cleaning 

of the mortuary: 

• The mortuary must be kept clean and properly ventilated at all times. 

• Perform autopsies in an adequately ventilated room. 

• Lighting must be adequate. 

• Surfaces and instruments should be made of materials that can be easily disinfected 

and maintained between autopsies. 

• Autopsy table, instruments, equipment and other materials used during autopsy must 

be disinfected using 1% Sodium Hypochlorite or 70% ethanol. Wherever possible, the 

surfaces should be washed first with soap and water before being cleaned with bleach 

or ethanol. 

• The mortuary floor and surroundings should be disinfected by using 1% Sodium 

Hypochlorite solution; allow a contact time of 30 minutes, and then allow it to air dry. 

The solution should be freshly prepared and discarded after every four hours. 

• Personnel who are doing the cleaning must be in complete PPE kit, without which the 

cleaning should not be undertaken. 

• All the waste that is generated during autopsy, both biological as well as other (e.g. 

PPE kits) must be disposed of as per the hospital’s waste disposal policy. 

• Procedure with 10% Sod. Hypochlorite solution: 

a. Take 1-part Sodium hypochlorite (10%) solution 

b. Take 19 parts of tap water 

• Procedure with 4% Sod. Hypochlorite solution: 

a. Take 1-part Sodium hypochlorite (4%) solution 

b. Take 7 parts of tap water 

Ultraviolet ray disinfection lamps can further be used if available for 1 hour for irradiation 

disinfection after vacating the room.  
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Section VIII: Safe transportation of dead body of COVID-19 

death  

 

A. Transportation by road:  

By road transportation is done through hearse vans having portable cold chamber where 

the temperature of the chamber is maintained at 4 to 8 degree Celsius. The duration of 

transport without embalming is safe up to 72 hours. 

Body packing during transportation:  

• The body should be tightly wrapped in plastic sheet and then packed in leak proof 

double body bag. 

• The body bag should not be opened and no religious rituals should be performed in 

between or at the burial ground/ crematorium. 

• The body handlers should wear complete PPE like coverall, N95 masks, gloves, shoe 

cover and head cover while loading and unloading the dead body. 

 

B. Air transport of COVID-19 dead body: 

In unavoidable circumstances, the Government may ask for safe embalming by higher 

Medical Centre. 

 

C. Importation of COVID-19 dead body 10:  

For transportation of dead body by air or in case of death of a person on-board, the 

standard operating protocol as described in the Standard Operating Protocol for 

Airport Health Officer can be followed. 
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Section IX: Handing over of Confirmed or Suspected COVID-19 

dead bodies to the relatives 

COVID-19 is a highly infectious disease. Its high infectivity and absence of any cure at 

present makes it a deadly disease. When all the legal formalities have been completed, the 

question that comes is whom and how to hand over the dead body. Due to its highly infective 

nature, it has been observed that many times the relatives of the deceased are in 

isolation/quarantine. So, getting them to receive the dead body and to perform the last rites 

can put them and other people at risk of acquiring the infection.  

Death is a highly emotional event. The loss of near and dear ones is a highly stressful event 

for the family members. In such times, it becomes difficult to manage how the deceased’s 

relatives will behave on receiving the dead body. At most of the places, there is legal limit to 

the number of people who can be present either in the mortuary or in the burial/cremation 

grounds. Keeping these situations in mind, the following guidelines have been prepared to 

ensure proper and dignified disposal of the dead. 

• If the COVID-19 test report is awaited, the dead body must not be released from 

the mortuary until the final report is received. 

• The dead body must be handed over to the district administration. 

• The Medical Superintendent of the hospital must coordinate with CMO/District 

Collector for formation of task force that can oversee the whole process without 

causing undue delay. 

• As soon as a patient is sick in the ward/ICU/emergency, or the autopsy is going to be 

started, the local administration should actively involve, so that if and when the need 

arises, the administration is ready with vehicles to transport the body, as well as 

having relatives of the deceased available nearby. 

• At no time, more than two relatives must be present near the body and they must 

maintain a distance of at least 1 meter from the body. 

• The dead body must be identified by the relatives through the plastic bag, without 

opening the bag, and it must be done in the presence of law enforcing agencies. 

• The dead body must be taken to the burial/cremation ground in presence of law 

enforcing agencies, where not more than five relatives of the deceased should be 

allowed. 
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Section X: Legal responsibility of Unclaimed/Unknown dead 

bodies or if family members are not in position to collect the 

dead bodies of COVID-19 confirmed or suspected Deaths 

 

Due to social stigma related to COVID-19 death, ill health or quarantining, the relatives 

may not able to come forward to claim the body and receive the same for cremation. In 

many cases relatives may not be able to be present in person at the hospital due to their 

health condition, geographical or transportation barrier. Under such circumstances, dead 

body could be disposed off by the hospital authority in consultation with Police/ local 

administrative authorities after informing and taking consent from the relatives of the 

deceased. In case of unclaimed/ unknown dead bodies this can be done by the hospital 

authority in consultation with Police/ local administrative authorities. 

 

Section XI: Precautions to be taken at crematorium / burial 

ground 

  

• In case of large number of deaths, both incineration and burial are recommended 

methods for safe disposal of dead bodies. However, the Government’s decision of 

incineration or burial may be taken in the best interest of public health at large. 

• In case of burial upper surface should be cemented and earmarked. 

• The body must be cremated in an electric crematorium, wherever possible, so that the 

movement and handling of the body are minimized. 

• While handing over the body, relatives should be sensitized that the deceased was 

COVID-19 Confirmed or Suspected so that they can adhere to the safety precautions 

like wearing gloves, masks, gowns and cremate/ bury the body along with the zipped 

body bag, perform hand hygiene before and after handling the dead body. 

• Viewing of the dead body may be done through the body bag itself. If the body bag is 

opaque, then the viewing can be done by unzipping the face end, ensuring that a 

minimum of one-meter distance is maintained between the deceased and the viewer. 

• The relatives should also be counseled regarding avoidance of large gatherings at the 

crematorium/ burial ground as the number of people coming in contact with an 

63



22 
 

infected body should be limited in order to decrease more people getting direct 

contact. 

• Religious rituals which requires touching the bodies should be avoided including acts 

such as bathing, kissing and hugging of the dead bodies. 

• Religious rituals such as reading from religious scripts, sprinkling holy water and any 

other last rites that do not require touching of the body can be allowed. 

• The ash does not pose any risk and can be collected to perform the last rites. 

• The crematorium/burial staff should adhere to the safety precautions like wearing 

gloves, masks, gowns and health precautions like hand washing. 

  

Section XII: Psychosocial support to family members in dealing with the 

COVID-19 death 

Death is almost always associated with emotional turmoil, whether it is expected or sudden. 

Those who are bereaved, goes through a series of grief reactions, which according to Kubler-

Ross (1969), follows five stages: denial, grief, anger, depression, and acceptance. Although 

these reactions are natural and help in the mourning process, it must be sensitively handled. 

Doctors managing patients with COVID-19 battling for life, are one of the most immediate 

witnesses of deaths. Especially, those from Forensic Medicine, are closely involved in 

management of dead bodies and the bereaving family members. Informing the family 

members or relatives about death of patient with COVID-19 and the management of their 

emotional reactions throughout the process, is often the prime responsibilities of the doctors 

and is often perceived to be a stressful experience. An understanding of the appropriate ways 

of handling the situation sensitively helps in performing the task effectively.  

For simplification, the role and responsibilities performed by doctors in Forensic Medicine 

can be subdivided into two major categories where first is to be practiced while interacting 

with the family member of deceased COVID-19 patient and the second one is for the doctor 

himself. 

1. Facilitating Grief Reactions: 

It is essential to understand that many traumatic stress reactions are expressed through bodily 

gestures and emotions. For any doctor, witnessing a bereaving family member is the most 
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critical part of the management. It demands a need for a sensitized approach for which many 

professionals may feel unprepared or challenging. Some of the important ways of facilitating 

adaptive grief reactions are as follows:   

a. Allow free flow of emotions: It is crucial for the doctor to know that it is normal to 

experience emotional turmoil (example- feeling of sadness, anger, abandonment, anxiety, 

stress) in response to losing anyone, especially compounded due to the complications 

associated with COVID -19. Though witnessing a bereaved human can naturally incline 

an individual towards providing any form of support within reach. However, it is 

professionally advisable to refrain from doing so (without appropriately knowing the 

family context, their ways of responding to trauma or the severity of trauma). Maintain 

the psychological presence with the family. Allowing the uninterrupted expression of 

emotion is in itself an intervention, or a part of the human process to adjust to the new 

reality in life. Encourage them to talk about the patient's illness, and if they open up, try 

to explain the efforts taken to save him/her and the inevitable outcome. Moreover, the 

doctor can further reduce the need for initiating active intervention by explaining 

themselves that mourning to the grief is a gradual process and may take a lot of time and 

efforts for the family members. Letting an individual to actively engage in expression of 

trauma marks, the beginning of the mourning process and they must go on till a person 

gathers strength and courage to engage in the cremation process. 

As a cautionary note, it may happen many times, that during an emotional upsurge, the 

family member can argue or blame the doctor or the treatment team. It is important to 

understand that it is a manifestation of the acute emotional turmoil they are going 

through currently and there is absolutely no need to provide any explanation for the same 

or engage in any further argumentation. 

b. Facilitating acceptance of the reality: As discussed in the previous point, its significant 

to process trauma, and denial or disbelief can block this process of adjustment. Thus, to 

facilitate acceptance of the death, doctor can arrange for viewing the body bag till face 

and let family members spend some time with it to sink in reality. Spending time with 

the body of a loved one who has died helps mourners truly and fully acknowledges the 

reality of death with all necessary and prescribed safety and precautions. It also provides 

a precious last chance to say goodbye “in person.” 
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The doctor should explain to family members about all the safety precautions while 

maintaining the full dignity of the deceased. The doctors need to emphasize that all 

religious rituals which requires touching of the dead bodies should be avoided including 

acts such as bathing, kissing and hugging. 

c. Appoint a supportive family member to facilitate the recovery: To facilitate 

recovery, doctor can designate a support person of the family (the one who appears to be 

most composed during the crisis) to provide necessary help and assistance to the family 

members throughout grief process. Further, grieving process usually involves holding 

funerals which is one of the most culturally acceptable ways of coping with grief. Since 

COVID-19 pandemic may deprive bereaved of this critical step, support person, or 

anyone more familiar with the technology can be suggested to hold tele-funerals such 

that family members feels a sense of comfort in virtual social connections. 

As an immediate next step, the appropriate hospital staff should assist the relatives in 

completing the formalities like filling the forms or other details of deceased to obtain a 

death certificate. Precautionary steps which must be followed throughout the cremation 

process may be re-explained clearly. Furthermore, ensure smooth and timely handing 

over the body of deceased along with valuables and personal belongings.  

2. Practicing Self-Care:  

It is crucial for the clinician or staff especially in the event of COVID-19 related death, to be 

aware of the concept of vicarious trauma in professionals. Vicarious trauma refers to the 

experience of a clinician who develops a traumatic reaction, secondary to the client’s 

traumatic experience. It can be manifested in multiple ways such as feelings of helplessness, 

lack of trust in others, social withdrawal, becoming easily emotionally upset, vague feelings 

towards people and events, loss of connectedness to others and the self, hyper vigilance and 

difficulty to experience joy and happiness. Also called as spillover effect, the experiences 

often build within the context of compassion fatigue created by the trauma of helping others 

in distress, which leads to a reduced capacity for empathy toward suffering in the future. 

Since, it has deleterious impact on the mental health of the doctor as well as their clinical 

practice, it is essential to deal with it by regularly engaging in self-care which includes:  

a. Nourishing physical health: engaging in activities which helps doctors to remain 

healthy and fuels them with enough energy to get through the day. This includes eating 

healthy at regular intervals, maintain sleep hygiene and going for walk.   
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b. Nourishing emotional health: As it is significant to maintain physical hygiene, so it is 

crucial to nourishing one’s emotional health. This can be done by engaging in frequent 

ventilation of emotions with loved one/ trusted support person which includes 

addressing emotional pain and receiving support for the same. Engaging frequently in 

pleasurable activities which add richness and meaning to life further helps in ensuring 

emotional well-being. 

c. Nourishing social health: Everyone has a need for connectedness and building 

meaningful social relationships. Finding some quality time for loved ones and people 

who are significant in one’s life, nourishes the need for nurturance and belongingness.  

d. Enhancing coping mechanisms: Doctors can actively invest in employing adaptive 

coping to stressful situations in their lives. Adaptive coping mechanisms involve 

confronting problems directly. For example, making reasonably realistic appraisals of 

problems, recognizing and changing unhealthy emotional reactions, employing 

problem-solving and positive reinterpretation strategies.  

 

 

Section XIII: Conclusion 

 

The Doctors, Mortuary Technicians and other Mortuary Staff in Mortuary performing 

autopsy are exposed to potentially high and dangerous health risks to organs fluid and 

secretions, even after taking the highest precautions. Hence the postmortem 

examination of Medicolegal cases should be conducted using Non invasive technique 

as described above which meet all the legal requirements for investigation of the case. 

It will prevent the spread of infection to Doctors, Mortuary staff, Police persons and all 

the people in chain of dead body disposal. Further, all the personnel associated with the 

care of the dead, from doctors to mortuary staff, to hearse van drivers and 

crematorium/burial ground staff should follow the precautions so that everyone can do 

their duty in good health. 
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Section XIV: Frequently Asked Questions 

The draft of the Guidelines was put up for comments and suggestion on ICMR website for a 

period of one week. The suggestions received are included in main draft under the relevant 

heading. Some of the doubts are being clarified in the form of frequently asked questions as 

under: 

1. What is to be done if zipped body bag is not available? 

Ans: If zipped body bags as described are not available, the dead body can be 

wrapped in minimum of two layers of thick, leak-proof plastic sheets, secured with 

adhesive tapes. 

 

2. What to be done when there is shortage of man power in shifting the dead body 

from ward to mortuary? 

Ans: This is more of an administrative issue to be handled locally at the hospital 

administration level. There should be dedicated hospital staff (Multipurpose worker, 

Nursing Orderly etc.) for transfer of such bodies. In shortage of staff in Mortuary 

additional staff should be deputed for transportation of the body by hospital 

authorities. The help of NGO’s and Social welfare department may also be taken to 

address such kind of manpower issue. 

 

3. Is there any risk of infection to body handlers if COVID-19 and non-COVID 

bodies are kept in separate racks of same cold chamber having the same 

compressor? 

Ans: The chances of contacting the infection is negligible if the proper precautions 

are taken like double bagging of body, handling the body with proper PPE, 

disinfection of the exterior of the bag and personal hygiene measures are properly 

followed. 

 

4. How many days is the infectivity period of COVID-19 from a dead body? 

Ans: The COVID-19 infection is a respiratory infection and mainly spread through 

aerosols. As per the available scientific literature till now, the survival of virus 

gradually decreases with time in a dead body but there is no specific time limit after to 

declare the body non infective. So, it is advisable to adopt the necessary precautions 

while handling the body and non-invasive autopsy technique.  
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5. What is waving-off of a medicolegal autopsy? 

Ans: The waiving-off of medicolegal autopsy is more of a term which is used in day 

to day practice when the police hand over the body of a medicolegal case without 

autopsy to the relatives. Section 174 CrPC clearly states that the autopsy needs to be 

conducted if there is doubt after inquest regarding the cause of death. In cases where 

there is no such doubt, autopsy is not required. However, this discretion lies with the 

investigating officer, depending on his inquest findings. This provision of law can be 

used and it can be discussed with the investigating officer regarding the requirement 

of autopsy in a particular case. In case it is not essential and all the requirements of 

the autopsy are already fulfilled (e.g. patient of road traffic accident who was 

admitted in hospital and died during treatment, with complete hospital records), the 

investigating officer can hand over the body to relatives/administration (as the case 

may be) without getting the autopsy done. 

 

6. What is the procedure of waving- off of a Medicolegal Autopsy and who is the 

competent authority? 

Ans: The investigating officer can decide whether a medicolegal Medicolegal 

Autopsy has to be done or not on a dead body and is himself empowered to take a 

decision in this regard. But Law and order is state subject in Indian federal system. 

The exact procedure in practice and competent authority may be variable in different 

States and UTs. The concerned autopsy surgeon should be aware of the practice 

followed at state/district level and in case of any doubt may coordinate with senior 

police officers. The autopsy surgeon should take a proactive role in guiding and 

coordinating with police officers to reach a decision regarding handing over the body 

without autopsy. 

 

7. If a COVID 19 confirmed/suspected case dies to any unnatural cause like 

poisoning, accident, burns, drowning etc., what procedure should be adopted? 

Whether internal dissection is required or not?  

Ans: In such cases, the certification of death and issuance of Medical Certificate of 

Cause of Death (MCCD) should be done in coordination with police personnel and 

the body should be handed to relatives without internal dissection. In treated cases, 

hospital case records like lab investigation reports, report of other diagnostic tests 
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including imaging studies, treatment given etc. will give an additional documentary 

background for correlating with the investigation and to reach a reasonable conclusion 

about the cause of death and other related queries. Non-invasive autopsy technique as 

described in guidelines should be used, if at all required to prevent the risk of 

spreading the infection to Mortuary Staff, Police personnel and contamination of 

Mortuary surfaces.  

If Autopsy surgeon feels that he will not be able to conclude cause of death or any 

other related issue without dissection, then he can proceed with minimal invasive / 

limited internal dissection. However, the dissection has to be performed keeping in 

mind that the conduction of autopsy is a high risk procedure which is potentially as 

hazardous as any other procedure performed on the body of a COVID-19 patient. 

Therefore, the following precautions must be taken while conducting the autopsy by 

adopting proper infection control measures as described below: 

• All the staff who enters the autopsy hall, including the doctor and other mortuary 

staff, should be wearing the complete PPE set, including the N-95 mask, face 

shield, goggles, overall etc. Under no circumstances should autopsy be performed 

in the absence of proper and complete PPE 

• The mortuary must have a separate donning and doffing area for the PPE. 

• Sharp, pointed scissors should be avoided. Instead, round tipped scissors should 

be used.  

• The organ dissection should be carried out in situ. Only those organs or organ 

systems should be removed from the bodies which need to be examined in detail 

to determine the cause of death.  

• The respiratory tract (upper as well as lower) must not be removed from the body 

unless necessary. If they need to be removed, all efforts must be made to use 

minimum force for their removal and spillage of body fluid must be tried to be 

minimized.  

• Skull should be opened using hand-saw/ chisel and hammer/ any other such 

equipment that is not going to generate aerosols. The oscillating bone saw should 

not be used.  

• After the procedure, all wounds should be stitched and orifices must be plugged 

with cotton dipped in 1% Sodium Hypochlorite to prevent and discharges.  
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• Viscera or any other sample that are removed at the time of autopsy should be 

considered as infectious as the body from which they are removed. Hence, 

minimum amount of sample should be removed from the body.   

 

8. How can cause of death be opined in suspected poisoning cases which are 

brought dead without preserving viscera? 

Ans: The cause of death can be opined based on circumstantial evidences like scene 

of crime photos, presence of suspicious containers/packets, statements of witnesses 

and police officials along with external examination of the body showing suggestive 

features of poisoning. The Autopsy surgeons, Investigating Officers and the 

supervising senior police officers must have a very clear concept that investigation 

and legal course of death due to poisoning is not solely based in a positive viscera 

report. A negative viscera report also does not rule out death due to poisoning as the 

viscera tests has a lot of limitations and restricted to very few common poisons. As 

per judgments of Honorable Supreme court and the cause of death can be concluded 

as due to poisoning depending Medical records, circumstantial evidences and after 

ruling out other cause/manner of death .16 

 

9. Is there any dedicated Forensic Science Laboratory for handling samples from 

COVID-19 cases? 

Ans: No CFSL/FSL at National or State level has been specifically designated to 

handle samples from COVID-19 cases. Few State FSLs have issued SOP’s at regional 

level to handling and submission of theses samples. 

 

10. If the Investigating Officer insists on preservation of viscera for Chemical 

analysis, what is to be done? 

Ans:  If Chemical analysis is mandatory for the fulfillment of investigation, the 

autopsy surgeon can go for percutaneous collection of femoral blood, urine and 

Vitreous samples (if indicated). COVID 19 infective status should be labeled over the 

Specimen. Still if viscera preservation is still required it may be conducted using the 

precautions mentioned at point no 7. 

 

11. What precautions should be taken while handling/packing/handing over the 

biological samples? 
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Ans: The primary container containing sample should be placed into a larger 

secondary container. Both containers should be having leak proof, air tight caps. The 

secondary container should then be placed into a re-sealable plastic bag. The plastic 

bag should then be placed into a biological specimen bag with absorbent material, 

after which it can be transferred outside of the autopsy room for handing over to the 

IO. During the entire procedure, the doctor and helping staff should wear PPE. 

 

12. In a Non Invasive Autopsy, how to opine about time since death?  

Ans: Estimation of Postmortem Interval (PI) or Time since Death (TSD) is mostly 

given on the basis of various external post-mortem changes along with circumstantial 

evidences like hospital records, time of last seen alive, CCTV footages and statement 

of eye witness after confirming their reliability. The same procedure can still be 

followed. 

 

13. How to determine and opine the cause of death in sudden death/brought dead 

cases by Non Invasive Autopsy? 

Ans: With a detailed external examination, considering all circumstantial evidences 

furnished by Police after their preliminary investigation, statements of relatives, 

perusal of available medical records, the doctor can rule out involvement of any 

unnatural elements like suicide, homicide or accident in vast majority of cases. 

Instead of opining the exact cause of death which may not be possible in every case, 

the concept of exclusion diagnosis should be applied.   

A suggested model opinion in cases:  

“Considering the Autopsy findings, police investigation findings, statements of 

relatives, other circumstantial evidences and ruling out of external injuries, I am of the 

considered opinion that death in this case could be due to a natural cause. A 

subsequent opinion may be obtained by the IO if needed in view of further 

investigative/circumstantial findings.” 

 

14. What is the protocol to do autopsy in a COVID-19 suspected dead body with 

Negative RT-PCR result? 
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Ans: Considering the relatively high rate of false negative results of COVID-19 RT-

PCR, every case still has to be considered as a possible COVID-19 case. Thus, it is 

advisable to follow Non-Invasive Autopsy in these cases throughout the duration of 

pandemic. 

15. Can Invasive autopsy be performed after disinfecting the body surface using 1% 

hypochlorite or 70% alcohol solution? 

Ans: Source of infection from a COVID-19 Confirmed case is mainly from aerosol 

generating procedure from internal body fluids and visceral organs. Even mucosal 

surfaces, such as those in nasal and oral cavities, gases or fluids expelled through 

natural orifices as a result of compression of cavities which can occur during 

transport, can be sources of disease transmission. Hence, surface disinfection does not 

provide protection against COVID-19 during autopsy. 

 

16. What is the advisable procedure for conducting an autopsy in which foreign 

body is suspected to be inside the body (like a firearm bullet)? 

Ans: Pre-autopsy radiological evaluation of the body should be conducted in these 

cases to locate the foreign body. After discussion with the IO if actual extraction is 

not needed for investigation, the extraction may be avoided and the same should be 

recorded in the Autopsy report. If the legal issue behind the case strongly warrants 

extraction, the foreign body should be retrieved with minimum possible exposure by 

using limited dissection techniques confined to affected body region/cavity and with 

all prescribed personal protection measures mentioned at point no 7. 

 

17. Is Non Invasive approach and limited dissection justifiable where the medico-

legal issues related to the case require a mandatory internal examination? 

Ans: Yes. In Indian legal scenario, there is no pre-defined legal description/notion on 

the extent of dissection required for a medicolegal autopsy. It is up to the discretion of 

the autopsy surgeon for satisfying the fulfillment of investigation. All infection 

control measures should be strictly followed during and after the procedure. 

 

18. What procedure should be adopted regarding identity of an 

Unidentified/Unknown dead body in non-invasive Autopsy technique? 
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Ans: Details of clothing and other belongings should be properly recorded and article 

may be handed over to IO for identification purpose. The facial and multiple body 

photographs and finger prints of both hands may be taken. A bunch of scalp hairs 

including hair bulb by combing or by extraction by forceps should be taken and 

preserved for DNA analysis. If X-ray facility is available, whole body X-ray can be 

taken and looked for characteristics of age, sex and stature and specific unique 

individual characteristics. 

 

19. What additional precautions can be taken in the Mortuary during COVID-19 

pandemic? 

Ans: 

A) For Police Personnel 

• All the police persons coming to the mortuary should be advised to wear mask strictly 

follow social distancing 

• No more than one relative should accompany them inside the mortuary. 

• The IOs of different cases should avoid clustering while doing the paperwork inside 

the mortuary premises. 

• As far as possible only one Police person should remain inside the mortuary at a time. 

 

B) For General Public 

• All General public coming to the mortuary should be allowed only after wearing the 

masks and strictly follow social distancing (to maintain 1 meter distance between each 

other) while inside the mortuary premises. 

• Entry of large groups while accompanying the dead body of a relative and clustering 

inside the mortuary premises to be prevented. 

• Only one person should enter for any enquiry or accompany the police personnel. 

 

C) For Departmental Staff 

• All the Staff members working in Mortuary are strictly directed to wear masks and 

strictly follow social distancing. 

• They should not cluster in their free times and maintain the basic hygiene for 

prevention of spread of infection. 
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• Any Staff member not feeling well and having the symptoms of COVID-19 should 

not attend the duty and report to concerned screening area in Hospital. 

 

D) Infrastructure  

• The exhaust from these autopsy rooms should be directed outdoors, away from 

windows, doors, areas of human interaction or gathering spaces, and from other 

building’s air intake systems. 

• PPE should be available for the doctor and mortuary attendants. 

• Multiple portable air recirculation unit/ air purifiers may be placed for reduction in 

aerosols.  

• Minimum staff should enter the autopsy hall.  

 

20. How to utilize the concept of verbal autopsy in a medico-legal case? 

Ans: The detailed questionnaire furnished by WHO for verbal autopsy can be utilized 

for taking history from relatives or friends as a check list for evaluating history related 

to the most probable causes of death. The questionnaire can be modified as per the 

requirement of the case concerned. 

 

21. How the concept of virtual autopsy can be incorporated with medicolegal 

autopsies in the current pandemic? 

Ans: Virtual autopsy concept is based on utilization of postmortem cross sectional 

imaging like Computed Tomography to evaluate the internal findings in a dead body 

to avoid unnecessary dissections. The non-invasive technique as described in 

guidelines is part of virtual autopsy procedure adopted in International Scenario. 

Postmortem X ray examination can be done if possible cases to obtain further 

evidentiary internal findings which may help in formulating a more focused opinion 

as to the cause of death. The virtual autopsy concept is the need of the hour in current 

scenario. 

22. How to dispose biological waste generated at mortuaries? 

Ans: The waste disposal can be done in adherence with the standards prescribed for 

COVID-19 isolation wards in guidelines for handling, treatment and disposal of 

biomedical waste generated during treatment, diagnosis or quarantine for COVID-19 

75



34 
 

patients published by Central Pollution Control Board. The waste disposal should be 

coordinated with sanitation department of Hospital.  

 

23. What is the ideal depth of burial of dead body? 

Ans; As per available literature and reports, the burial is being done at a depth of Six 

to Eight feet. 

 

24. If a Medical Officer/Forensic Medicine specialist at a remote or peripheral setup 

is in doubt regarding handling /Autopsy of COVID-19 Confirmed/ Suspected 

body? 

Ans: One nearby District Hospital/Medical College/ higher center having the 

Department of Forensic Medicine should be designated for all medicolegal 

consultations regarding handling/Autopsy/Transportation/disposal of COVID-19 

Confirmed/ Suspected bodies. These issues can be discussed online or by telephonic 

conversation and the body shifting should be avoided. 

 

25. How to comment on pattern and age of injuries during Non-invasive autopsy?   

Ans: In most of the case, pattern and age of injuries can be determined by external 

examination itself. Treatment records and other ancillary investigations/ imaging 

reports can also be utilized. Postmortem X ray examination can be conducted if 

useful. If the merit of the case warrants further exploration of injury, the same may be 

done strictly following the measures mentioned in point.7. 

 

26. Regarding preservation of dead bodies due to COVID 19 which changes can be 

implemented in the current practices with no separate storage facility? 

Ans: Using separate cold chambers/ cabinets for COVID 19 confirmed or suspected 

cases are advisable. At places where this is not possible due to lack of adequate 

facilities, the existing cold storage should be demarcated with separate storage 

chambers/bays/trays for COVID-19 bodies. Immediate procurement of cold chambers 

or cabinets on emergency basis should be tried. 

 

76



35 
 

27. During autopsy or while handling the dead body, what should be done if anyone 

get accidental occupational exposure with body fluids/ tissues of a COVID 19 

patient? 

Ans: Immediately after coming in contact with any such potential infective material, 

the entire exposed area should be washed with soap and water with minimum contact 

time of 20 seconds. This should be followed by application of 70% alcohol based 

disinfectant. The exposed clothes/ articles should be disposed off according to the 

established practices. The matter should be reported to the hospital administration to 

evaluate the necessary steps accordingly. 
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Prelude/ Background   

 

In the current COVID 19 pandemic, Dentists, auxiliaries as well as patients undergoing 

dental procedures are at high risk of cross-infection. Most dental procedures require close 

contact with the patient’s oral cavity, saliva, blood, and respiratory tract secretions. Saliva is 

rich in COVID 19 viral load. Many patients who are asymptomatic may be carriers.  For this 

reason, it is suggested that all patients visiting a dental office must be treated with due 

precautions. 
 

Several guidelines have been issued earlier by DCI, IDA and other organizations and hence 

there is a need to issue unified guidelines. 

These guidelines address dental services in the country, and cover: 

 Health care workers who are required to attend dental ailments in remote 

locations in the government sector.  
 Dental Surgeons working in PHC/ small towns and different locations.  

 Dental Surgeons working in government and private hospitals set up. 
 Dental surgeons working in cities with solo or multi-speciality practices.  

 

Zones and Dental Clinics  

 

1. The dental clinics will remain closed in the CONTAINMENT ZONE; however, they 

can continue to provide tele triage. Patients in this zone can seek ambulance services 

to travel to the nearby COVID Dental Facility.  
2. In the RED ZONE, Emergency dental procedures can be performed. 

3. The dental clinics in ORANGE AND GREEN ZONE will function to provide dental 

consults. Dental operations should be restricted to Emergency and 

Urgent treatment procedures only. 

4. All routine and elective dental procedures should be deferred for a later review until 

new policy/guidelines are issued.  
5. Due to the high risk associated with the examination of the oral cavity, oral cancer 

screening under National Cancer Screening program should be deferred until new 

policy/guidelines are issued.  
 

 

List of Emergency and Urgent Dental Procedures  

 

The clinical conditions of dental origin, which require priority care but do not increase the 

patient’s death risk are categorised as URGENT and which increase the patient’s death risk 

are categorised as EMERGENCY (Table 1). 
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Table1: Dental Proceduresfor  asymptomatic for COVID  

 
 Clinical condition/ Procedures  Risk Level 

 

 

 

Emergency 

Dental 

Procedures  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Urgent / 
Procedures  

Fast spreading infections of facial spaces/Ludwig 

Angina/Acute cellulitis of dental origin/Acute 

Trismus. 
Should connect with hospital settings emergency 

settings immediately.  

Very high  

Uncontrolled bleeding of dental origin. 
Should connect with hospital settings emergency 

settings to rule out other causes. 

Very high 

Severe uncontrolled dental pain, not responding to 

routine measures. 

High  

Trauma involving the face or facial bones. Very High  

Radiographs like PNS, OPG, CBCT in facial trauma  

and in medico-legal situations   

High  

 

Children and adolescents  

Acute Pulpitis High  

Dental abscess Very High  

Dentoalveolar trauma High  

Pain of cavitation needing temporisation High 

Unavoidable Dental Extractions  Very High  

Orthodontic procedures ( see the section on adults) Moderate  

  

Adults and Geriatric   

Dental pain of pulpal origin not controlled by Advice, 

Analgesics, Antibiotics (AAA) 

High 

Acute dental abscess of pulpal / periodontal/ endo-
perio origin/ Vertical split  of teeth 

High 

Completion of ongoing root canal treatment (RCT) High  

Temporization of cavitation in teeth which are 

approximating pulp but do not need pulp therapy 

High 

Broken restoration/ fixed prosthesis causing  

sensitivity of vital teeth/ endangering to pulpitis 

/significant difficulty in mastication  

High 

Unavoidable Dental Extractions / Post extraction 

complications   

Very High  

Already prepared teeth/ implant abutments to 

receive crowns 

High  

Peri-implant infections endangering stability High 

Pericornitis / Operculetomy High/Moderate  

Oral mucosal lesions requiring biopsy High 

Long-standing cysts and tumours of the jaw with 

abrupt changes 

High 

Sharp teeth /Trigeminal neuralgia  Moderate  

Orthodontic wire or appliances, piercing or 

impinging on the oral mucosa. 

Moderate  

Orthodontic treatment causing Iatrogenic effects Moderate  

Delivery of clear aligners  Moderate 

Patients on skeletal anchorage  Moderate  
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Urgent procedures should be undertaken only after teleconsultation, 

tele-triage, consent, and through pre-fixed appointment only 

 

Also, see suggested modifications required  for a clinic set up

Repair of Broken complete dentures High  

Implant prosthesis related issues High  

Oral mucosal infections such as candidiasis  High  

Oral mucosal lesions showing sudden changes or 

suspicion of causing severe problems,/ oral cancer 

requiring biopsy 

High  

  

Patients with medical conditions   

Diabetes patients requiring treatment for 

periodontal conditions 

High 

Dental treatment for patients requiring cardiac 

surgery 

Very high 

Hospitalised patients requiring dental care for acute 

problems 

Very high  

 Patients requiring dental treatment for radiotherapy 

/oragn transplantation 

Very high  
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Modifications required for a dental Clinic setup 

 

The dental operatories should gear themselves for readiness- Preparatory 

Phase(I), Implementation Phase(II) and Follow up (III)   

 

Phase I:Preparatory phase for a dental clinic 

 

Doctor and health care prophylaxis against COVID 19.  

 

Testing for the Covid-19 before resuming work in the clinics: 
Health care workers who are asymptomatic and do not fall under the category of being 

exposed to corona virus infection are not required to undergo a test before resuming to 

work in the 

clinics.https://www.icmr.gov.in/pdf/covid/strategy/Strategey_for_COVID19_Test_v4

_09042020.pdf 

 

Hydroxychloroquine Prophylaxis 

As per the advisory given by the MOHFW dated 22.03.2020, all asymptomatic healthcare 

workers involved in the care of suspected or confirmed cases of COVID-19 are advised to 

take HCQ prophylaxis after medical consultation. For further details:-

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARS

CoV2infection.pdf,https://www.icmr.gov.in/pdf/covid/techdoc/HCQ_Recommendation_22M

arch_final_MM_V2.pdf,You may also like to watch video on the same subject on 

Covid.aiims.edu 

 

Dental Clinic  

Ventilation and air quality management in stand-alone dental clinics  

I. Maintain air circulation with natural air through a frequent opening of windows and 

using an independent exhaust blower to extract the room air into the atmosphere.  
II. Avoid the use of a ceiling fan while performing procedure. 

III. Place a table fan behind the operator and let the airflow towards the patient.A 

strong exhaust fan to be so located to create a unidirectional flow of air away from 

the patient. 
IV. The window air condition system/ split AC should be frequentlyserviced, and filters 

cleaned. 
V. Use of indoor portable air cleaning system equipped with HEPA filter and UV light 

may be used.  

 

In central AC buildings, on-recirculatory system: Blocking off the return air vents in 

the patient area will temporarily stop air circulation provided AHU will have provision to 

receive adequate outdoor air supply. Allow fresh air into rooms by opening of windows or 

doors slightly.  

 

(https://mes.gov.in/sites/default/files/COVID%2019%20GUIDELINES%20FOR%20OPERAT

ION%20OF%20AIR%20CONDITIONING%20VENTILATION%20SYSTEM%20DT%2028

%20APR%202020_1.pdf) 
 

 

Clinic entrance, reception and waiting  
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Display visual alerts at the entrance of the facility and in strategic areas (e.g., waiting areas  

or elevators) about respiratory hygiene, cough etiquette, social distancing and disposal of 

contaminated items in trash cans. 
 

Install glass or plastic barrier at the reception desk, preferably with a two-way speaker 

system. 
 

Ensure availability of sufficient three-layer masks and sanitisers and paper tissue at the 

registration desk, as well as nearby hand hygiene stations.  

 

Distant waiting chairs, preferably a meter apart. 
 

All areas to be free of all fomite such as magazines, toys, TV remotes or similar articles. 

 

Cashless/contactless payment methods are preferred. 
 

A bin with lid should be available at triage where patients can discard used paper tissues. 

 

Changing Room 
 

Changing room to be available for staff and all workers to wear surgical top and pyjama and 

clinic shoes 

 

Dedicated area for donning and doffing of PPE. 

 

Dedicated area for sterilisation  

 

A dedicated and trained person should be available to undertake Transport, Cleaning, 

Drying, Packing, Sterilisation, Storage and Testing the quality of sterilisation as per the 

standard guidelines and manufacturer’s instructions.  
 

Sufficient and dedicated space for storage of additional items of PPE and sterilisation and 

disinfection instruments and chemicals must be ensured. 

 

Washrooms 

 

Sensor taps or taps with elbow handles  

 
Do not use towels, Paper towels are preferred  

 

Equipment and instrumentation  

 

I. Fumigation systems  

II. High volume extra oral suction  

III. The indoor air cleaning system 

IV. The dental chair water lines should be equipped with ant retraction valves n valves  

V. Used hand pieces with anti-retraction valves only 

VI. Chemicals required for disinfection 

VII. Appropriate PPE and ensure it is accessible to HCW. 
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VIII. Maintain a supply of all consumables related to PPE, Sterilisation and Disinfection  

 

Training of Healthcare Workers (HCWs) 
 

I. Train administrative personnel working in the reception of patients on hand hygiene, 

social distancing, use of facemask, for them and incoming patients. 

II. Educate all HCW on proper selection and use of PPE. They may require 

psychological support and morale-boosting to maintain their level of confidence and 

strict adherence of guidelines. 
III. Staff should rotate more frequently, preferably, should avoid long working hours, 

should ensure proper nutrition and sleep.  
IV. All staff and dentist must use surgical attire in the dental office, and all personal 

clothing should be avoided. 

 (https://www.cdc.gov/oralhealth/infectioncontrol/summary-infection-prevention-
practices/standard-precautions.html) 

 

Hand hygiene: 
 

As per the WHO guidelines : 

https://www.who.int/gpsc/5may/Hand_Hygiene_Why_How_and_When_Brochure.p

df 

 

Donning and Doffing of PPE: 
a. https://www.cdc.gov/coronavirus/2019-ncov/hcp/using-ppe.html 

b. https://covid.aiims.edu/personal-protective-equipment-covid-19-preparedness/ 
 

Use of N -95 masks/Guidelines for extended use link:  

a.https://www.cdc.gov/niosh/topics/hcwcontrols/recommendedguidanceextuse.html 

 b. https://covid.aiims.edu/using-personal-protection-n95-masks-given-to-health-care-
workers-at-aiims/ 

 

Standard Precautions:https://www.cdc.gov/oralhealth/infectioncontrol/summary-
infection-prevention-practices/standard-precautions.html 

 

Disinfection of Dental Clinic 

 

COVID-19 virus can potentially survive in the environment for several hours/days. Premises 

and areas potentially contaminated with the virus to be cleaned before their re-use.Remove 

the majority of bioburden, and disinfect equipment and environmental surfaces. 
 

Environment and Surface Disinfection: 
 

Floors: 2 Step Cleaning Procedure (Detergent and freshly prepared 1% sodium 

hypochlorite with a contact time of 10 minutes. Mop the floor starting at the far corner of 

the room and work towards the door. Frequency: after any patient/ major splash or two 

hourly. 
Rest of the surfaces:Freshly prepared 1% sodium hypochlorite (Contact Time: 10 

minutes). Damp dusting should be done in straight lines that overlap one another. 

Frequency: before starting daily work, after every procedure and after finishing daily work. 
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Delicate Electronic equipment Should be wiped with alcohol-based rub/spirit (60-90% 
alcohol) swab before each patient contact. 

 

Phase II Implementation Phase  

 

Tele-consult Tele-screening  

I. Telephone screening is encouraged as the first point of contact between the patient 

and the dentist or reception office is encouraged. 

II. Current medical history and past history particularly pertaining to symptoms of 

Severe Acute Respiratory Illness (fever AND cough and/or shortness of breath) or 

All symptomatic ILI (fever, cough, sore throat, runny nose) must be analysed. 

III. Any positive responses to either of the questions should raise concern, and care 

should be postponed for 3weeks except in dental emergencies.   
IV. Encourage all to download the Arogya Setu App. 

 

Dental history and remote TRIAGE  

 

I. Obtain m Oral Health(Mobile Phone-based Oral Health) screening about dental 

history and try to manage problems with advice and analgesics and local measures.  

II. Clinics can evolve a web-based form which can also include a consent form. 
III. Comprehend dental treatment according to the urgency of the required treatment 

and the risk and benefit associated with each treatment. 
IV. Only pre-appointed patients should be entertained in the clinic whose history, 

problems and procedures are already identified to some extent through previous 

telephone and remote electronic or web-based systems. 
 

What can patients do before arrival at a dental clinic? 

 

I. Minimise or eliminate wearing a wrist watch, hand and body jewellery and carrying of 

additional accessories bags etc. 

II. Use their own wash rooms at home to avoid the need of using toilets at the dental 

facility. 

III. Have a mouth wash rinse with  10 ml of the 0.5% solution of  PVP-I solution 

(standard aqueous PVP-I antiseptic solution based mouthwash diluted 1:20 with 

water). Distribute throughout the oral cavity for 30 seconds and then gently gargle 

at the back of the throat for another 30 seconds before spitting out. 

IV. Wear a facemask during transport and before entering the premises. 
V. Have the body temperature checked and use a sanitiser on the entrance.  

VI. Patients consent and declaration to be obtained in a physical print out or electronic 

system. 
VII. Maintain social distance. 

 

Protocols of patient handling in the clinic area 

 
For appointments that do not result in aerosols, and need examination only wear a triple 

layer surgical mask and protective eyewear/face shield and gloves.   
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Wear N95 face masks, protective eyewear/face shields and gloves along with coverall for 

High Risk and very high-risk procedures.To increase the shelf life of N95 masks, you may 

cover them with a surgical mask and discard only the surgical mask after use.  
 

When examining patients with moderate risks the treating doctor will require all PPE as 

high risk except that the coveralls can be substituted with surgical gowns. 

 

Practice non-aerosol generating procedures.  
 

Use of rubber dam is encouraged. 
 

The 4-handed technique is beneficial for controlling the infection. 

Patient discharge protocol  

 

I. The patient drape will be removed by the assistant, and the patient is asked to 

perform hand wash and guided out of the clinic towards reception and handed back 

his foot wears and belongings.  
II. The procedures and prescription is recorded only after doffing the PPE. 

III. Patient to perform hand hygiene and to be provided with review /follow up 

instructions.  
 

Patient turn around and disinfection protocol 

 

I. After the patient leaves the treatment room, the Assistant will collect all hand 

instruments immediately, rinse them in running water to remove organic matter and 

as per standard sterilisation protocol.  

II. All 3 in 1 syringe, water outlets, hand piece water pipelines, etc. should be flushed 

with the disinfectant solution for 30-40 seconds.  

III. Remove water containers and wash them thoroughly and disinfect with 1% sodium 

hypochlorite using clean cotton/ gauge piece and then fill with fresh 0.01% sodium 

hypochlorite solution and attach back to the dental chair. 
IV. Then, disinfect the Dental Chair along with all the auxiliary parts within 3 feet of 

distance using 1% sodium hypochlorite and clean and sterilised cotton/gauge piece 

using inner to outer surface approach and leave for drying. New cotton/ gauge piece 

should be used for every surface. The areas include:     

a. Patient sitting area and armrests 

b. Dental chair extensions including water outlets, suction pipe, hand piece 

connector, 3 in 1 syringe, etc.  

c. Dental light and handle 

d. Hand washing area – slab and tap nozzle  

e. Clinic walls around the dental chair and switchboards 

f. Hand washing area – slab and tap nozzle  

V. Hand pieces should be cleaned using a hand piece cleaning solution to remove debris, 

followed by packing in the autoclave pouches for autoclaving. Record to be 

maintained for the same.  
 

VI. IMPRESSIONS will be thoroughly disinfected before pouring or sending to the 

laboratory using an appropriate disinfectant. 
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VII. Remove visible pollutants completely before disinfection. Mop the floor with 1% 
sodium hypochlorite solution through separate mops for the clinical area following 

unidirectional mopping technique from inner to outer area. Wash and disinfect the 

mop with clean water and 1% sodium hypochlorite and leave it for sun-drying. 
 

Biomedical waste management  

 

Biomedical waste management area is to be equipped with required bins as per Government 

of India guidelines. (https://www.cpcb.nic.in/uploads/Projects/Bio-Medical-Waste/BMW-

GUIDELINES-COVID.pdf) 
 

 

Protocol for clinic closure  

 

Fogging: It is used as 'No-touch surface disinfection' and not for disinfection of air 

after a large area has been contaminated. The commercially available hydrogen peroxide is 

11% (w/v) solution which is stabilized by 0.01% of silver nitrate. A 20% working solution 

should be prepared. The volume of working solution required for fogging is approximately 

1000ml per 1000 cubic feet. After the procedure has been completed in the operatory (in 

case of no negative pressure), exit the room and close the operatory for half hour for the 

aerosols/droplets to settle down. Perform the 2 Step surface cleaning followed by fogging. 
The fogging time is usually 45min followed by contact time/dwell time of one hour. After 

that the room can be opened, fans can be switched on for aeration. Wet surfaces can be 

dried/cleaned by using a sterile cloth or clean cloth (other surfaces). 
 

Protocol for health care workers on reaching home 

 

On the way back home, follow all precautions and on return, follow the removal of shoes, 

change of clothes, having a wash and disinfect your mobile wristwatch etc. 

 

Phase III Patient follow-up and Review  

 

The patient should be contacted telephonically 24 hrs and in a week’ time to know if he has 

developed any symptoms that should warn the dental Staff to undertake appropriate 

actions.  He should be advised to inform back to the dental clinic should there be any 

adverse symptoms.   
 

Health care workers who are required to attend dental ailments in remote 

locations in the government sector should provide advice and analgesics and refer the 

patient to dental surgeon for further management.  

 

These are dynamic guidelines and will be updated from time to time, as required.  
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Immunization Services during and post COVID-19 Outbreak  

 

Immunization is an essential component of health services and needs to be continued to 

protect children and pregnant mothers from Vaccine Preventable Diseases (VPDs).  

 

Current Situation and Guidelines 

India is currently undergoing extended lockdown phase; however as per MHA order dated 

15th April 20201,all health services are deemed essential and need to be functional across 

the country.  

 Based on the existing COVID-19 situation, District/Sub-Division/Municipal 

Corporation/Ward/any other appropriate administrative unit is categorized into Red, 

Orange zones with active COVID-19 cases and Green zones with no active COVID-19 

cases and the list is revised on a weekly basis or earlier.  

 Areas where COVID-19 cases are 

reported and surrounding areas with risk 

of COVID-19 spread are classified as 

‘Containment Zone’ and ‘Buffer Zone’  

respectively while area outside the buffer 

zone is identified as ‘Area beyond Buffer 

Zone  

 The categorization of ‘Containment Zone’ 

and ‘Buffer Zone’ is a dynamic process 

updated on a weekly basis or earlier. 

MoHFW (vide letter dated 14th April 2020) also issued a ‘Guidance Note2’ on continuation of 

essential services including immunization.  

Immunization Services in different Zones 

In alignment with the area categorization, immunization services will be classified under two 

heads:  

1. Immunization in Containment & Buffer zone 

2. Immunization in areas Beyond Buffer Zone and Green Zone 

As a standard practice, Immunization services are delivered through the following modes: 

1. Birth dose vaccination: Birth dose vaccinations at delivery points in health facilities. 

2. Health Facility based sessions: Immunization sessions at fixed health facilities like DH, CHC, PHC, 

SC etc. 

                                                      
1https://www.mha.gov.in/sites/default/files/MHA%20order%20dt%2015.04.2020%2C%20with%20Revised%20Consolidated%20Guidelines_compressed%20%283%29.pdf 
2https://www.mohfw.gov.in/pdf/EssentialservicesduringCOVID19updated0411201.pdf 
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3. Outreach sessions: As part of Urban/Village Health Sanitation and Nutrition Days 

(UHSND/VHSND) services. 

 

The following strategy will be adopted for immunization as per various zones 

Immunization services Containment & Buffer 
zone 

Areas Beyond Buffer 
Zone and Green Zone 

Health Facility based session  X* ✓ 

Outreach session X ✓** 

* Immunization services only on demand to walk-in beneficiaries in facility. 

**Modified outreach (VHND and UHSND) in areas beyond buffer zone. 

 

1. Immunization Services in Containment & Buffer zone 

 

Containment & Buffer zone 

Birth Dose Health Facility based Session Outreach Session 

Continued No* No 

* Immunization services only on demand to walk-in beneficiaries in facility  

 

 No active mobilization to the health facility be carried out. 

 Every opportunity is to be utilized for vaccinating beneficiaries if they have already 

reported at the facilities. 

 Ensure social distancing and hand washing etc as outlined in the annexure, to be 

adopted at health facility level for vaccinating the pregnant women and children who 

have reported to these facilities.  

The list of areas under ‘Containment zone’ and ‘Buffer zone’ in a district is updated on weekly 

basis. Any area exiting a ‘containment/ buffer zone’ can start facility based and outreach 

immunization activities as in areas ‘beyond buffer zone’ after a minimum gap of 14 days 

 

In the context of COVID-19 outbreak, delivery of immunizations services for different 

zones will follow three key principles irrespective of zone: 

1. Guidelines from MHA and MoHFW pertaining to COVID-19 and related updates will be the primary 

reference points and no state should violate any COVID-19 guidance. 

 

2. Practices of social distancing, hand washing, and respiratory hygiene need to be maintained at 

all immunization sessions irrespective of zones/district categorization by all (i.e. beneficiaries and 

service providers) in all sessions. 

 

3. Birth dose vaccination at health facilities would continue irrespective of zones. 
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following delisting of that area as Containment/Buffer zone. However, the State and 

District administration should make a local assessment of COVID-19 risk before starting the 

outreach or health facility-based immunization with mobilization of beneficiaries. Similarly, an 

area enlisted as a ‘containment/ buffer zone’ should stop health facility-based sessions and 

outreach sessions. 

2. Areas Beyond Buffer Zone and Green Zone  

 

 All areas Beyond Buffer Zone and in Green Zone follow the same guidelines 

Areas Beyond Buffer Zone and Green Zone 

Birth Dose Health Facility based Session Outreach Session 

Continued Yes Yes* 

    *Modified outreach (VHND and UHSND) in areas beyond buffer zone. 

Modified Outreach Session 

 One outreach session will be planned for <500 population to limit the total beneficiaries 

to 10 to 15/session. A staggered approach will be followed for each session to avoid 

crowding. 

 At any a given time during session, not more than 5 persons should be present at a 

session site with at least 1-meter distance between each.  

 The organization of such session will be at the discretion of district administration with 

clear planning for social distancing and handwashing at session site.  

 Various approaches outlined in the annexure need to be adopted while organizing a 

session for the prevention and control of COVID-19.  

 

Standard Guidelines for all Outreach Sessions irrespective of zones  

 Universal prevention and control principles for COVID-19 to be followed for each 

session 

 

 All outreach sessions to follow staggered approach as outlined in the annexure and 

community mobilization strategy to be adapted accordingly to prevent overcrowding at 

session site.  

 

 Pre-identification of session site with adequate seating space for beneficiaries and 

caregivers while maintaining social distancing (at least1-meter gap) with clear area of 

demarcation for incoming beneficiaries, post vaccination waiting area and a reserve 

zone if gathering increases 

 

95



4 | P a g e  
 

 Support from Panchayat/Urban Local Body to be sought for identification of 

appropriate session site with adequate space to practice social distancing (at least 1 

meter). 

 

 Various ‘session’ approaches in line with the flow diagram outlined below is to be 

adopted in all districts for immunization services.  
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Annexure 

Immunization at Health Facilities and organizing a 

VHSND/UHSND/outreach RI session 

 

A. Immunization services at Birth (at Labor room or Post-natal ward):  

 Birth dose vaccination should be continued at all health facilities with delivery points after 

ensuring due cold chain. 

 

B. Immunization services at Health Facility 

A health facility should continue immunization services with below mentioned prerequisite 

arrangements:   

 Pre-identification of a well-ventilated seating area with demarcated seating location 1 

meter apart.  

 An adequate number of pre-identified, fixed vaccination staff depending on the 

injection load and the required documentation. 

 Staff conducting vaccination should wear a three-layered surgical mask and gloves 

and sanitize their hands after vaccinating every child.  

 Support staff to manage seating arrangement, queue management etc. for the 

pregnant women and care givers. 

 Ensure hand sanitizer or hand washing units with chlorinated water are available for 

public use at the entrance to the health facility. 

 Disinfect the seating space after completion of the immunization session.  

 Adequate availability of MCP card and due updating of records.  

 Adequate availability of vaccines and logistics for the uninterrupted immunization 

session  

 Display visual alerts in clinics, such as posters, with information about COVID-19 

disease and reminders on individual prevention strategies.  

 

C. VHSNDs/UHSNDs/ Outreach Immunization: 

Plan for multiple small sessions in missed areas through a catch-up approach and 

initiate VHSND/UHSND/RI sessions as per micro-plan 

1) Session Organization  

 

A. Staggered Approach: To avoid crowding at immunization session/VHND, a 

staggered approach needs to be practiced. 

 For each session, divide all children and pregnant mothers in due list into hourly 
slots so that 4-5 beneficiaries are allocated per hour.  
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 In a village with 1000 population, there will be average 25-30 beneficiaries due 
for various services of VHSND every month. The same can be covered in 6 
hours of staggered approach.  

 The number of beneficiaries to be mobilized for each hour will be dependent on 
the space available at the session site along with seating arrangement and 
other provisions to maintain social distancing of at least 1-meter distance 
between two beneficiaries 

 Additional doses of reconstituted vaccines to be supplied for staggered 
sessions   
 

 Alternate Session Sites: Site other than Anganwadi center may need to be 
identified in case of space constraints to maintain social/physical distancing and 
lack of adequate provision for hand washing with soap and water. Schools, 
Panchayat Ghars, community centers etc. may be explored as alternate sites. 

 
B. Break-up Session 

 One village session is divided into two sessions to reduce crowding if staggered 
approach does not suffice 
 

 Additional session can be conducted by Hired Vaccinator (retired ANM, 
Staff Nurse etc can be hired) or trained Male Health Worker at 
SC/LHV/Male Health Assistant at PHC 

 

C. Immunization services through mobile teams:  

 Identified HRAs and hard to reach areas can be considered for mobile team 

approach. 

 

D. Urban Areas:  
 

 Alternate site identification to ensure social distancing needs to be undertaken 
immediately. Buildings and areas like community center, marriage hall, school 
(during non-operating hours), private hospitals/clinics can be explored in 
collaboration with MAS. 

 Urban Local Bodies (ULB) to support in planning and implementation of 
outreach services including collaboration with other departments/organizations 
in session planning, crowd management, seating and water arrangement etc.  

 Multiple sessions need to be planned in each urban area and MAS to coordinate 
limited mobilization and staggered access to UHSND services at each session.  

 Additional sessions to be organized with support of hired vaccinators as above 

 Private sector engagement strategies to be explored as appropriate for 
vaccination, awareness creation and identification of missed children. 

 
2) Beneficiary Mobilization:  

 Based on the agreed hourly slot, ASHA should mobilize the beneficiaries/family of 
beneficiaries by phone at least one day prior to the session.  On session day, ASHA 
and AWW to mobilize beneficiaries as per hourly plan while taking due precautions of 
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social distancing and handwashing/sanitization, respiratory hygiene and using 
homemade cloth mask during house visit. 

 Request for only one caregiver to accompany with the beneficiary to avoid 
overcrowding and maintain effective social distancing. 

 Any child, caregiver and/or pregnant woman suffering from flu like symptoms (fever, 
cough or shortness of breath) should be asked not to come to the session site and 
seek services as per existing guidelines related to COVID-19. 

 
3) Session Site:  

 ANM should practices standard hygiene practices and should wash hands with soap 
and water for at least 20 seconds before start of session and sanitize hands with an 
alcohol-based sanitizer before and after vaccinating every beneficiary 

 ANM should wear a triple layered surgical mask and gloves. 

 All care givers should be advised to use homemade cloth mask during their visit to the 
session site.  

 There should be health workers (ASHA, AWW) /community members from 
Panchayat/SHG available to manage seating arrangement for the pregnant women 
and care givers.  

 The staff must be trained on screening of beneficiary for flu like symptoms  

 Adequate arrangement for soap and water and other necessary equipment  

 Additional doses of reconstituted vaccines to be to supplied 

 Ensure adequate availability and appropriate distribution of ORS, Zinc, IFA and 
calcium, MCP card and other items as per VHSND guidelines 

 Equipment such as weighing scale, thermometer, infant-meter, stadio-meter etc., 
should be adequately sanitized immediately after use, with prescribed disinfectants.  

 While conducting tests (pregnancy, Uristix etc.) involving body fluids, necessary 
infection prevention measures should be undertaken.  

 

4) Waiting Area, Group Counselling and COVID-19 Related Awareness Generation  

 Ensure that beneficiaries and caregivers maintain the social distancing during the 30-
minute waiting period. This 30-minute waiting period to be used for group counselling 
and avoid individual counselling. Provide key preventive messages related to COVID-
19, (handwashing technique, nutrition of pregnant women, breastfeeding etc.) 

 COVID-19 related IEC material can be made available for caregivers in the waiting 

area.  

 

5) After the session: 

• After all the beneficiaries are gone, the site should be sanitized properly (tables, chairs, 
weighing machine and other equipment used during the session) and Gloves and 
masks should be properly disposed as per the guideline of COVID-19. All the vaccine 
and logistic along with biomedical wastes should be taken back by AVD.  

• All vaccination data to be entered in HMIS and RCH portal as usual. 
 
6) Capacity building of front-line health workers: Instead of In-person trainings, existing 

digital health platforms may be leveraged for training and capacity building. 
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7) Vaccine and logistics availability:  

 Vaccine stocks to be reviewed at all locations using eVIN and adequate refiling and 
mobilization as per programme need.  

 Availability of adrenaline and other components of anaphylaxis kit should be reviewed 
and made available as per requirement.   

 Review of near expiry stock and priority utilization.  

 Additional doses of reconstituted vaccines to be supplied for staggered sessions   

 Currently air transportation of vaccines is not operational as COVID related material is 

being prioritized- Vaccines to be added to COVID priority list 

 Alternate arrangement for dry supplies like vaccine syringes and droppers.  

 
8) Vaccine preventable disease surveillance:   

 Surveillance systems should continue to enable early detection and management of 
VPDs.  

 Many VPD network laboratories are becoming involved in testing for the virus that causes 
COVID-19, drawing laboratory resources away from VPD testing. When laboratory testing 
is not possible, specimens should be stored appropriately for confirmation when 
laboratory capacity allows. 
 

9) Supportive Supervision 

 States need to strengthen the supportive supervisory mechanism for 
VHSND/immunization sessions and to include monitoring of practices associated with 
social distancing and other guidelines.  

 Data from SS should be used for local action and monitoring progress 
 

***** 
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Revised advisory on the use of Hydroxychloroquine (HCQ) as prophylaxis for COVID-19 infection 

(in supersession of previous advisory dated 23rd March, 2020) 

 

1. Background 

The Joint Monitoring Group under the Chairmanship of DGHS and including representatives from 

AIIMS, ICMR, NCDC, NDMA, WHO and experts drawn from Central Government hospitals reviewed 

the prophylactic use of Hydroxychloroquine (HCQ)  in the context of expanding it to healthcare and other 

front line workers deployed in non-COVID and COVID areas, respectively. 

 

The National Task force (NTF) for COVID-19 constituted by Indian Council of Medical Research also 

reviewed the use of HCQ for prophylaxis of SARS-CoV-2 infection for high risk population based on the 

emerging evidence on its safety and efficacy.  The NTF reviewed the data on in-vitro testing of HCQ for 

antiviral efficacy against SARS-CoV-2, safety profile of HCQ reported to the pharmacovigilance program 

of India, and data on the use of HCQ for the prophylaxis of SARS-CoV-2 infection among health care 

workers (HCWs) and reported its findings as detailed below:  

 

1.1 In-vitro study 

At NIV, Pune, the report of the in-vitro testing of HCQ for antiviral efficacy showed reduction of 

infectivity /log reduction in viral RNA copy of SARs-CoV2. 

 

1.2 Safety Profile of HCQ 

The data on assessment of HCQ prophylaxis among 1323 HCWs indicated mild adverse effects such as 

nausea (8.9%), abdominal pain (7.3%), vomiting (1.5%), hypoglycemia (1.7%) and cardio-vascular 

effects (1.9%).However, as per the data from the Pharmacovigilance program of India, there have been 

214 reported instances of adverse drug reactions associated with prophylactic HCQ use. Of these, 7 were 

serious individual case safety reports with prolongation of QT interval on ECG in 3 cases. 

 

1.3 Studies on prophylaxis of SARS-CoV-2 infection 

▪ A retrospective case-control analysis at ICMR has found that there is a significant dose-response 

relationship between the number of prophylactic doses taken and frequency of occurrence of SARS-

CoV-2 infection in symptomatic healthcare workers who were tested for SARS-CoV-2 infection.  

▪ Another investigation from 3 central government hospitals in New Delhi indicates that amongst 

healthcare workers involved in COVID-19 care, those on HCQ prophylaxis were less likely to 

develop SARS-CoV-2 infection, compared to those who were not on it. The benefit was less 

pronounced in healthcare workers caring for a general patient population.   

▪ An observational prospective study of 334 healthcare workers at AIIMS, out of which 248 took HCQ 

prophylaxis (median 6 weeks of follow up) in New Delhi also showed that those taking HCQ 

prophylaxis had lower incidence of SARS-CoV-2 infection than those not taking it. 

2. Eligibility criteria for HCQ prophylaxis 

The Advisory earlier issued (dated 23rd March, 2020; available at: 

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARSCoV2infec

tion.pdf), provided placing the high risk population (asymptomatic Healthcare Workers involved in the 

care of suspected or confirmed cases of COVID-19 and asymptomatic household contacts of laboratory 

confirmed cases of COVID-19) under chemoprophylaxis with HCQ. 
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In light of all of the above, the Joint Monitoring Group and NTF have now recommended the prophylactic 

use of HCQ in the following categories: 

 

1. All asymptomatic healthcare workers involved in containment and treatment  of COVID19 and 

asymptomatic healthcare workers working in non-COVID hospitals/non-COVID areas of COVID 

hospitals/blocks  

2. Asymptomatic frontline workers, such as surveillance workers deployed in containment zones and 

paramilitary/police personnel involved in COVID-19 related activities. 

3. Asymptomatic household contacts of laboratory confirmed cases. 

 

3. Exclusion/contraindications 

• The drug is contraindicated in persons with known case of: 

1. Retinopathy,  

2. Hypersensitivity to HCQ or 4-aminoquinoline compounds 

3. G6PD deficiency 

4. Pre-existing cardiomyopathy and cardiac rhythm disorders 

 

• The drug is not recommended for prophylaxis in children under 15 years of age and in pregnancy and 

lactation. 

 

Rarely the drug causes cardiovascular side effects such as cardiomyopathy and rhythm (heart rate) 

disorders. In that situation the drug needs to be discontinued. The drug can rarely cause visual disturbance 

including blurring of vision which is usually self- limiting and improves on discontinuation of the drug. 

For the above cited reasons the drug has to be given under strict medical supervision with an informed 

consent. 

 

4. Dosage 

S. No. Category of personnel Dosage 

1 • Asymptomatic household contacts of laboratory 

confirmed cases 

400 mg twice a day on Day 1, 

followed by 400 mg once weekly 

for next 3 weeks; to be taken with 

meals 

2 • All asymptomatic healthcare workers involved in 

containment and treatment  of COVID-19 and 

asymptomatic healthcare workers working in non-

COVID hospitals/non-COVID areas of COVID 

hospitals/blocks  

• Asymptomatic frontline workers, such as 

surveillance workers deployed in containment zones 

and paramilitary/police personnel involved in 

COVID-19 related activities 

400 mg twice a day on Day 1, 

followed by 400 mg once weekly 

for next 7 weeks; to be taken with 

meals 

 

5. Use of HCQ prophylaxis beyond 8 weeks [in categories 4 (2) above] 

In clinical practice HCQ is commonly prescribed in a daily dose of 200mg to 400mg for treatment of 

diseases such as Rheumatoid Arthritis and Systemic Lupus Erythematosus for prolonged treatment 

periods with good tolerance. With available evidence for its safety and beneficial effect as a prophylactic 

drug against SARS-COV-2 during the earlier recommended 8 weeks period, the experts further 

recommended for its use beyond 8 weeks on weekly dosage with strict monitoring of clinical and ECG 

parameters which would also ensure that the therapy is given under supervision.   
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Based on the available evidence, it has been opined that HCQ is relatively safe, when certain 

contraindications are avoided, and has some beneficial effect as a prophylactic option.  

 

6. Monitoring 

• An ECG (with estimation of QT interval) may be done before prescribing HCQ prophylaxis. 

• An ECG should be done in case any new cardiovascular symptoms occurs (e.g., palpitations, chest 

pain syncope) during the course of prophylaxis. 

• An ECG (with estimation of QT interval) may be done in those who are already on HCQ prophylaxis 

before continuing it beyond 8 weeks. 

• One ECG should be done anytime during the course of prophylaxis. 

7. Key considerations 

While following above recommendations, it should be noted that:  

1) The drug has to be given under strict medical supervision with an informed consent. 

2) The drug has to be given only on the prescription of a registered medical practitioner. 

3) Advised to consult with a physician for any adverse event or potential drug interaction before 

initiation of medication. The contraindications mentioned in the recommendations should strictly be 

followed. 

4) Health care workers and other frontline workers on HCQ should be advised to use PPE. Front line 

workers should use PPEs in accordance with the guidelines issued by this Ministry (available at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf and 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveEquip

mentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf) or by their respective 

organization.   

5) They should be advised to consult their physician (within their hospital/surveillance team/security 

organization) for any adverse event or potential drug interaction before initiation of medication. The 

prophylactic use of HCQ to be coupled with the pharmacovigilance for adverse drug reactions 

through self-reporting using the Pharmacovigilance Program of India (PvPI) helpline/app. (available 

at: 

https://play.google.com/store/apps/details?id=com.vinfotech.suspectedadversedrugreaction&hl=en_I

N) 

6) If anyone becomes symptomatic while on prophylaxis, he/she should immediately contact the health 

facility, get tested as per national guidelines and follow the standard treatment protocol. Apart from 

the symptoms of COVID-19 (fever, cough, breathing difficulty), if the person on chemoprophylaxis 

develops any other symptoms, he should immediately seek medical treatment from the prescribing 

medical practitioner. 

7) All asymptomatic contacts of laboratory confirmed cases should remain in home quarantine as per the 

National guidelines, even if they are on prophylactic therapy. 

8) Simultaneously, proof of concept and pharmacokinetics studies should be continued/ taken up 

expeditiously. Findings  from  these  studies  and  other  new  evidence  will  guide  any  change  

further in  the recommendation. 

9) They should follow all prescribed public health measures such as frequent washing of hands, 

respiratory etiquettes, keeping a distance of minimum 1meter and use of Personal protective gear 

(wherever applicable). 

 Note:  It  is  reiterated  that  the  intake  of  above  medicine  should  not  instil a  sense  

of  false security. 
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Guidance Note on Provision of Reproductive, Maternal, Newborn, Child, 

Adolescent Health Plus Nutrition (RMNCAH+N) services during & post 

COVID-19 Pandemic 

 

Introduction 

In India, with the second largest global population, the growing epidemic of Coronavirus requires 

that special efforts have to be made to continue the essential routine RMNCAH+N services. With 

more than 2.5 crore pregnancies each year in the country, it is important to ensure the availability 

of services during this period as any denial of services can have an impact on maternal and newborn 

mortalities, morbidities as well as the health care costs. Also unwanted pregnancies have negative 

impact on maternal and new born health. Regulating fertility is thus a necessity. There is need to 

enhance provision of safe abortion services besides post-partum and post abortion contraception. 

India also has the largest adolescent and youth population. Therefore, in addition to the current 

priority for COVID 19 for the health facilities and health workers, it is also vital that essential health 

services for vulnerable population like this segment are continued during the pandemic.  

MoHFW released the guidelines on “Enabling Delivery of Essential Health Services during the 

COVID 19 Outbreak” dated 14th April 20201for provision of essential services 

The guidelines outlined the following services as essential: 

 Services related to pregnancy care and management 

 New-born care and childhood illness management 

 Immunization Services 

 Management of SAM children 

 Family Planning Services 

 Comprehensive Abortion Care Services 

 Adolescent Health services 

The guidelines also mentioned the health system approach for delivery of these essential services 

including facility mapping and planning, alternate service delivery mechanisms (Telehealth, 

modified outreach, home visits), Triaging, Management of human resources, ensuring supplies of 

medicines and diagnostics, program management (including monitoring), finances and 

accountability systems.  

The following Guidance Note on Provision of Reproductive, Maternal, Newborn, Child, Adolescent 

Health Plus Nutrition (RMNCAH+N) services during & post COVID-19 pandemic elaborates the 

various RMNCAH+N services to be provided at different levels in accordance with the zonal 

categorization of Containment Zones & Buffer Zones and beyond these zones. 

 

 

 

                                                           
1(https://www.mohfw.gov.in/pdf/EssentialservicesduringCOVID19updated0411201.pdf) 
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Zonal Categorization (based on COVID 19 Risk Assessment): 

Districts/Sub-Division/Municipal Corporation/Ward or any 

other appropriate administrative units are categorized into: 

o Green Zone: No active COVID-19 cases 

o Red & Orange Zone: Active COVID-19 cases 

Areas where COVID-19 cases are reported have been classified 

as Containment zone and surrounding areas with risk for 

COVID-19 spread are termed as buffer zone. 

 
 

For RMNCAH+N purposes, services have been bifurcated into: 
 

1. Containment & Buffer Zone  

and  

2. Areas beyond Buffer Zone & Green Zone  
 

 

 

RMNCAH+N Guidelines 

 

All RMNCAH+N activities will follow certain guiding principles (these are general principles and 

needs to be followed for all the RMNCAH+N activities).  

 

General Guiding Principles: 

 Guidelines and updates from MHA and MoHFW will override any other guidelines.  

 Any area exiting a ‘containment/ buffer zone’ can start RMNCAH+N activities as listed in 

‘areas beyond buffer zone’ after a minimum gap of 14 days following delisting.  

 Similarly, an area entering a ‘containment/buffer zone’ should restrict RMNCAH+N 

activities immediately as outlined in ‘Containment/Buffer Zone’. 

 Not for Profit/private sector hospitals can be involved in provision of non COVID essential 

services, wherever public sector capacity needs to be supported. 

 Practices of physical distancing, hand washing, and respiratory hygiene need to be 

maintained at all service areas by all beneficiaries and service providers. 

 Facilities should follow a staggered approach, wherein adequate seating space for 

beneficiaries and caregivers with physical distancing is ensured.  

 In case the number of beneficiaries is more, then additional sessions/clinics could be 

organized 

 Community based activities should have limited participation (5-10) at a time. 

 The procedure site and all equipment should be sanitized properly before and after the 

clinics/sessions. 

 The health care providers and Front-Line Workers (FLWs) to use appropriate Personal 

Protective Equipment (PPEs) as per guidelines and monitored regularly for adherence. 
(https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveEquipmentsettingapproachforHealthf

unctionariesworkinginnonCOVID19areas.pdf/ 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf) 
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Specific Guiding Principles for provision of RMNCAH+N services: 

 All COVID suspect and positive cases should preferably be provided services at dedicated 

COVID facility.  

 COVID testing is not mandatory for RMNCAH+N service. ICMR testing guidelines need 

to be followed. 

 Teleconsultation services to be promoted at all levels to prevent overcrowding and reduce 

cross infection.  

 Drugs, commodities needed for continuing RMNCAH+N services, should be treated as 

essential commodities.  

 Home deliveries of essential medicines like IFA, Calcium, ORS, Zinc, contraceptives etc. 

can be organized in containment zone. 

 Capacity building of all healthcare providers, review meetings etc. should preferably be 

carried out using digital health platforms. 
 

 Campaign mode services:  

Following campaign mode services can be provided on an alternative mechanism like 

through home delivery of essential services & commodities etc.  based on local situation: 

o Mass vitamin A prophylaxis  

o Campaigns for Intensified Diarrhea Control Fortnight (IDCF) 

o National Deworming Day (NDD) 

o Test treat and Talk (T3) camps for Anemia. 

 

 

 

Note:  

 Critical services for women, children and adolescent should be provided 

irrespective of their COVID status. 

 Under no circumstances should there be a denial of essential services. 
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Maternal Health 

 

Program 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

Antenatal 

Services 

 VHSND/UHSND should not be 

 organized 

 PMSMA should be deferred  

 ANC services should be limited for walk-

in beneficiaries in facilities. 

 Line listing of High Risk Pregnancies 

should be maintained and follow up 

should be through teleconsultation. 

beneficiary visit should be organized to 

the hospital located outside Containment 

Zone 

 House to house visit conducted by Health 

Workers/COVID warriors for COVID 

purpose should be utilized to enquire 

about services required for pregnant 

women and linkages to the required 

service should be provided. 

 COVID warriors may be trained in these 

services, if required 

 Uninterrupted ANC services  

 PMSMA to be continued 

 Modified VHSND/UHSND 

       

Delivery 

Services 

 All health facilities should continue 

providing delivery services  

 

 Birth companion should be avoided 

during delivery 

• All health facilities should 

continue providing delivery 

services  

• Birth companion should be 

avoided during delivery in areas 

beyond buffer zone and no 

restriction in green zone 

Postnatal 

Care 

 

• Postnatal care through teleconsultation. 

• House to house visit conducted by Health 

Workers/COVID warriors for COVID 

purpose should be utilized to enquire 

about services required for postnatal 

mothers and linkages to the required 

service should be provided. 

• COVID warriors may be trained in these 

services, if required 

• Uninterrupted PNC services at all 

health facilities and house visits 

by ASHAs should be continued. 

 

 

Specific guidance for Maternal Health Services: Every pregnant woman is to be linked with the 

appropriate nearby health facility for delivery and ambulance services to be tied up in advance for 

timely transport. 
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Newborn & Child Health 

 

Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

Care  of sick 

newborn,  

Follow up  of  

SNCU 

discharges  

and 

Family 

Participatory 

Care 

 

• Services to sick new born (irrespective 

of COVID status) should be provided 

in the nearest SNCU/NBSU. Also 

proper referral arrangement should be 

ensured  

• Routine SNCU follow-up through 

teleconsultation, however, sick 

newborn showing danger signs to be 

referred to nearest SNCU with proper 

referral arrangement 

• Family Participatory Care in SNCU 

should be suspended. 

• House to house visit conducted by 

Health Workers/COVID warriors for 

COVID purpose should be utilized to 

enquire about services required for 

children and linkages to the required 

service should be provided. 

• COVID warriors may be trained, if 

required 

• All services should be 

continued as per guidelines 

 

HBNC and 

Home Based 

Young Child 

Care (HBYC)  

 

• HBNC/HBYC services should be 

provided through teleconsultation. 

• House to house visit conducted by 

Health Workers/COVID warriors for 

COVID purpose should be utilized to 

enquire about services required for 

children and linkages to the required 

service should be provided. 

• COVID warriors may be trained, if 

required. 

• HBNC/HBYC visits should be 

continued as per guidelines. 

•  

RBSK 

 

• Newborn screening should be done at 

all health facilities where deliveries 

have taken place 

• Screening of children through Mobile 

Health Teams should be deferred 

• DEIC services should be provided on 

demand to walk-in beneficiaries in 

facility. 

• Screening of children through 

Mobile Health Teams should 

be deferred till schools and 

AWCs reopen.  

• DEIC should continue 

supporting children for 

management of 4Ds. 
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Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

• Treatment of children with 4Ds should 

be continued in all the designated 

hospitals. 

Management of 

SAM children 

with 

complications 

at NRC 

 

• Services to sick SAM should be 

provided in the nearest NRC 

• Proper referral arrangement should be 

ensured 

• Routine follow-up through 

teleconsultation should be provided 

• House to house visit conducted by 

Health Workers/COVID warriors for 

COVID purpose should be utilized to 

enquire about services required for 

children and linkages to the required 

service should be provided. 

• COVID warriors may be trained, if 

required. 

• Management of sick SAM 

children should be continued 

as per existing guidelines. 

 

Specific guidance for Newborn and Child Health Services: Mother and baby to be nursed 

together as far as possible and breastfeeding to be initiated within 1 hour of delivery, irrespective of 

COVID status. However, she should put on a facemask and practice hand hygiene before each 

feeding. 

 

 

Immunization 

 

Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & 

Green Zone 

Birth dose 

vaccination 

To be continued at all health facilities as the beneficiaries are already in the 

facility 

Immunization 

• Immunization services on demand to walk-

in beneficiaries in facility 

• No outreach session (VHSND/UHSND) 

• No active mobilization 

• Both facility based and 

outreach sessions to be 

conducted with modified 

VHSND/UHSND  
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Adolescent Health 

 

Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

Adolescent 

Friendly Health 

Clinics (AFHCs) 

and 

Adolescent 

Health Days 

(AHDs) 

• AFHCs to conduct 

teleconsultation of adolescents 

and provide services on demand 

to walk-in beneficiaries 

 

• AFHC to remain operational  

• AHD-modified services should 

be provided to avoid crowding 

as per in guiding principles 

• Community distribution of IFA 

tablets and Sanitary Napkins to 

be carried out 

 

Specific guidance for Adolescent Health Services: To address anxiety and psycho-social issues 

among adolescents, peer-based counselling/teleconsultation/helpline to be initiated by involving 

AFHC Counsellors. 

 

Reproductive Health 

 

Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

Family Planning  

Sterilization 

services (FDS 

and static 

services) 

 

• Static services should be provided 

on demand to walk-in beneficiaries 

in facility 

• Fixed Day services (FDS) should be 

provided by ensuring <= 10 clients 

per day in designated facilities 

• All services should be provided 

as per guideline avoiding 

overcrowding and maintaining 

physical distancing  

• Fixed Day services (FDS) 

should be provided by ensuring 

<= 10 clients per day 

• More sessions be organized, if 

needed 

Post-partum 

sterilization/ 

Post abortion 

sterilization 

• Postpartum services should be 

provided to beneficiaries who are 

already in facility 

•  

IUCD • IUCD Should be provided on 

demand to walk-in beneficiaries in 

facility 

PPIUCD • PPIUCD should be provided 

concurrent with delivery 

PAIUCD • PAIUCD should be provided 

concurrent with surgical abortion 
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Programmatic 

activities 

Containment & Buffer Zone Beyond Buffer Zone & Green 

Zone 

Injectable MPA • Injectable MPA Should be provided 

on demand to walk-in beneficiaries 

in facility. 

Comprehensive Abortion Care (CAC) 

CAC 

 

• To be provided on demand to walk-

in beneficiaries in facility as per 

MTP Act 

 

• All services (induced and 

spontaneous abortions) in 

designated CAC facilities 

 

Specific guidance for Reproductive Health Services:  

o Extra packets (at least 2 months’ supply) of condoms and OCPs can be handed to the clients 

to avoid repeated visits/repeated contact and continuous supply should be ensured. 

o All designated facilities should continue providing Comprehensive Abortion care as per 

MTP Act. 

 

Key RMNCAH+N service modalities: 

 

Facility Based Services: States/UTs may follow the programmatic guidelines as mentioned above. 

The routine technical protocols to be followed as per GoI guidelines. 

 

Modified VHSND/UHSND/Outreach: 

To maintain physical distancing and reduce waiting time, VHSND/UHSND/Outreach session 

should be modified so as the number beneficiaries attending sessions are limited. 

Session Organization  

 

A. Staggered Approach: To avoid crowding at VHSND/UHSND/Outreach, a staggered 

approach needs to be practiced. 

 For each session, divide all beneficiaries into hourly slots so that 5-10 beneficiaries are 

allocated per hour.  

 Alternate Session Sites may be identified in case of space constraints to maintain social 

distancing. 

 

B. Break-up Session 

 One village session is divided into two sessions to reduce crowding if staggered approach 

does not suffice 
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Ambulance Services: 

 

 

 

More details are available at 

https://www.mohfw.gov.in/pdf/StandardOperatingProcedureSOPfortransportingasuspectorconfirmedcaseof

COVID19.pdf 

 

 

******* 

Call Centre

Call centre will triage the 
case based on questions*

102/Janani Express for 
PW and sick infants

Covid ambulance

BLS ALS

Non- Covid 
ambulance

*On receiving the call, the call centre needs to enquire following details: 

a) Demographic details of the patient i.e. name, age, gender etc.  
b) Ascertain whether the patient is suspect case of COVID-19  
c) Clinical condition of patient to be transported: whether stable or critical 
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Advisory on re-processing and re-use of eye-protection - Goggles

Background:

Goggies are crucial components of Personal Protective Equipment (ppE)
Kits. After use of PPE Kit ail its components are discarded, as bio-medical
waste. However, the goggles conlirming to prescribed EN/BIS specifications
can be reused after proper disinfection

Purpose of the documents

The purpose of this document is to enable individuals to reuse goggles used
by them thus allowing an extended use without risk of contracting
infection.

Standard Operating Procedure

Reuse

1. The kitting of the PPEs with goggles will be done away with.
2. All goggles that conform to prescribed EN/BIS specifications will

be re-used after disinfection.
3. Reprocessing and reuse of goggles must be done only when it is

dedicated to each individual (write name over the band)
4. Reprocessing must be done after every use before using it again.
5. Adhere to manufacturer's instructions for cleaning and

disinfection of goggles, wherever available.
6. If such instruction are not available, clean and disinfect the

goggles as follows:
r While wearing gloves, clean goggles with soap/detergent and water

and then immerse in 1% freshly prepared sodium hypochlorite for
10 minutes. Wash/wipe the inside and outside of goggles with
clean water to remove residue.

o Air dry completely on a clean flat surface or by hanging in clean
place, or use clean tissue papers lgauge to dry it.

o Store it in a paper bag/in a clean area to avoid recontamination.
o Remove gloves and perform hand hygiene.
7. Eye protection must be discarded if damaged/rendered optically

non-clear on repeated usage.

Ratio:

Goggles may be issued to each health care worker, who will decontaminate

them after every use. Goggles to be disinfected by users and re-used at

least five times each, whereby one pair of goggles will suflice for 6 days.

They may use them rationally till their transparency decreases or they get

damaged. The ratio of issue of goggles to coverall is recommended at 1:6.
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Issued on 03.06.2020 

Guidelines for safe ENT practice in COVID 19 

 

Introduction  

 

1. Ear, Nose, Throat (ENT) is a high-risk speciality. These guidelines are aimed to minimise the 

spread of COVID-19 infection among ENT doctors, nursing staff, support staff, patients and 

their attendants. 

2. These comprise: 

A. Protocols and SOPs for ENT OPD 

B. Protocol for ENT and Head & Neck Surgery Ward 

C. Guidelines for Operation Theatre for ENT surgeries 

 

 

A. PROTOCOLS AND SOP FOR ENT OPD 

 

1) Teleconsultation:  

 Teleconsultation will be preferable 

 Prior teleconsultation can be done to identify patients requiring physical examination 

in clinic 

2) Appointment system (time-based appointment to limited numbers)  

 One patient at a time in examination room, if possible, without attendant 

 Sufficient time should be given for patient evaluation and for time in-between 

patients 

 Walk-in patients without appointment should be discouraged 

3) Screening of patients at OPD entry:  

 All patients entering ENT OPD should be screened using screening 

proforma(Annexure I) and thermal screening. The objective of screening is to 

minimize exposure to staff and to patients. Screening is to be done to pre-screen all 

patients before entry and to minimize entry to the OPD premises. Patients having 

symptoms suggestive of Covid 19 ( Whether ENT Symptoms or Respiratory Symptoms) 

should be seen in a separate "Covid-19 screening Clinic" and not in the ENT OPD. This 
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is so that other patients in the ENTOPD are safe.  Also, personnel manning the Covid-

19 Screening Clinic will have a different level of PPE. 

 

 

4) At entry point of OPD: 

 Regulate entry of patients and ensure use of mask, hand hygiene and social 

distancing, as per the standard protocols advocated by M/o Health & Family Welfare 

 

5) Within OPD room: 

 ENT OPD room should be well-ventilated. 

 ENT doctors should wear Level I PPE kit (N95 mask, gown, gloves, goggles/ face shield) 

in OPD chamber. 

 Avoid performing endoscopy (Nasal endoscopy, 90 rigid or flexible endoscopy for 

larynx) in routine OPD. 

 If endoscopy has to be performed, it should preferably be performed in a separate 

demarcated area with Level II PPE kit(Cover-all gown, N-95 mask, gloves and goggles). 

 Doctor should change gloves if they get soiled and refrain from eating/drinking during 

OPD timings. 

 Doctor should encourage patients and their attendant to follow-up with tele-

consultation based upon his/her assessment. 

 

6) Endoscopy and biopsy SOP 

 Because of risk of aerosol generation during biopsies and endoscopies, all HCP(doctor, 

nursing staff and technical assistant) need to wear Level II kit (Cover-all gown, N-95 

mask, gloves and goggles) during these procedures. 

 It is preferable to have separate donning and doffing area with a supervisor for both 

procedures 

 SOPs for endoscopy and biopsy SOP are at Annexure II 

 

 

 
B. PROTOCOL FOR ENT AND HEAD & NECK SURGERY WARD 

1. GENERAL POINTS FOR ENT AND HEAD & NECK SURGERY WARD 

 ENT AND HEAD & NECK SURGERY WARD is supposed to be COVID free and the aim of 

guidelines is to maintain it as a COVID free ward as possible. 
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 COVID 19 suspect patients should be treated in a separate ward for COVID 19 patients, and 

should be shifted to ENT ward only after confirmation of COVID negative status1.  

 Ensure that suspected and confirmed cases of COVID-19 patients are kept separately.  

 Patients should be screened for COVID 19 before admission (refer to Annexure I) 

 Only one patient’s care-taker should be allowed at a time who is also screened like above. 

They should comply to strict precaution for COVID 19 like wearing of mask, frequent hand 

washing and social distancing.  

 Ensure that appropriate hand washing facilities and hand-hygiene supplies are available.  

 Hand sanitization and social distancing posters must be displayed in multiple areas of ward. 

 Keep the patient’s personal belongings to a minimum. 

 Examination instruments should be properly sterilized as per standard sterilisation protocol 

after every use . 

 Ward should be with minimum furniture for proper cleaning and disinfection. 

 Visitors should not be allowed. 

 Corridors and rooms should be well-ventilated. 

 

2. Scheme for the ENT AND HEAD & NECK SURGERY WARD 

1. Distancing of at least 2 meters in between patient beds is mandatory. Additional distance if 

feasible is desirable as care taker may also be accompanying patients.  

2. Ward should be demarcated into separate areas for patients with high aerosol generating 

potential (e.g. Tracheostomized patients) and for patients with ENT patients 

3. If possible, patients in the ward can be segregated depending on the time from admission. 

 

3. SOME COMMON AEROSOL-GENERATING PROCEDURES IN ENT AND HEAD & NECK SURGERY 

WARD 

1. Major bulk of Aerosol-Generating Patients in ENT are tracheostomized patients 

Encourage use of HME (heat and moisture exchanger), T piece to prevent 

contamination of room. 

2. Tracheostomy tube suctioning/ change 

3. Nasogastric tube insertion 

4. Procedures in Nasal and Oral cavity such as examination, cleaning, suctioning, 

nasal packing, foreign bodies’ removal etc. 

  

116



 4 

4. RATIONAL USE OF PERSONAL PROTECTIVE EQUIPMENT1,5,6 

Health care personnel  1- Guard- N 95 mask 

2- Health care worker - level I PPE kit (N 95 

mask and gown) 

 

 

Patients and care taker Gown & triple layer mask 

Examination of patients/ Tracheostomy/ Tube 

change/ suctioning of tracheostomy tube/ 

cleaning the ward (aerosol generating) 

HCP should level II PPE (cover all gown, N 95 

mask, gloves, goggle and face shield) 

 

(i) For rational use of PPEs, the following guidelines issued by the Ministry may be referred: 

 https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf and  

(ii) Additional guidelines on rational use of Personal Protective Equipment: 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveEquip

mentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf 

 

5. PRACTICES FOR ENVIRONMENTAL CLEANING IN HEALTHCARE FACILITIES 

Cleaning environmental surfaces with water and detergent and applying commonly used hospital 

disinfectants (such as sodium hypochlorite) is an effective and sufficient procedure. Regular cleaning 

is required to keep ward COVID-free. 

Cleaning agents and disinfectants1,3,7 

a) Freshly prepared 1% Sodium Hypochlorite can be used as a disinfectant for cleaning 

and disinfection 

b) Leaving the solution for a contact time of at least 10 minutes is recommended.  

c) Ward cleaning should be done with detergent with water or 1% Sodium Hypochlorite. 

d) High contact surfaces (door and door knobs) should be regularly cleaned with 1% 

Sodium Hypochlorite.  

e) Nursing station, examination room, tracheostomised patient cubical and cubical with 

less than 1 week admission need more frequent cleaning than other areas of ward. 
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f) Alcohol (e.g. isopropyl 70% or ethyl alcohol 70%) can be used to wipe down surfaces 

where the use of bleach is not suitable, e.g. metals. 

g) Sensitive equipment’s (BP apparatus, thermometer, endoscopes) should be wiped 

with 70% alcohol-based rub/spirit swab before each patient contact. 

h) Endoscopes can be sterilized by immersing in 2% glutaraldehyde solution for 20 

minutes 

i) Examination Equipment( heat stable)- (autoclave), chemical (formaldehyde) vapor, 

and dry heat (e.g., 320º F for 2 hours) 

For more details (like frequency of cleaning / different items)-

(https://www.mohfw.gov.in/pdf/Guidelinesondisinfectionofcommonpublicplacesincludingoffices.pdf) 

 

 

C. GUIDELINES FOR OPERATION THEATRE FOR ENT SURGERIES DURING COVID-19 PANDEMIC 

 

Objectives - To escalate the preparedness towards reinstating operation theatre (OT) practices for 

ENT surgeries in the wake of COVID-19 pandemic. 

 

 No COVID positive patient to have surgeries in OT designated for non-COVID cases.  

 

 COVID 19 positive patients to be operated only for emergency indications in 

designated OT for COVID patients 

 

 ENT Surgical procedures are associated with very high transmission risk 8 of COVID-19 due to 

the following factors. 

a. Upper aerodigestive tract is the post of entry, nidus and exit route for the Novel 

Corona Virus.  

b. High aerosol generation during surgeries in the upper aerodigestive tract  

c. Prolonged aerosolization during and following prolonged operative procedures 

and procedures using powered instruments like micro-debrider and drills. 
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Pre-Operative Screening and COVID-19 Testing Paradigm 9 

This flow chart to be considered for non-emergency cases 
 
 
 

 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
  

Prescreening as per Annexure I(Symptoms, Contact, Residential Zone) 

     Examination 
1. Non-contact Thermographic screening 

2. Room air SpO2 

3. Respiratory Rate 

4. Chest X Ray 

Patient Planned for surgery 

 For patients not tested / cannot 

be tested for COVID-19 

 Strict quarantine for 7-14 days 

 Operate if asymptomatic at the 

end of 7-14 days 

 Covid 19 RT-PCR Test 

 Admit 24-48 hours before planned 

surgery and isolate the patient 

 

Post-Operative: 

 Discharge the patient when physiologically stable 

 Advise for self-isolation for 5-7 days. 

 Covid -ve  Surgery 

 Covid  suspect or +ve; 

Postpone elective surgery 

for 7-14 days& reassess 
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Modifications in OT set-up and personnel protection 

 

 Emergency procedures (for life/ organ threatening diseases/conditions) in COVID-19 POSITIVE 

AND SUSPECTED patients to be performed in separate OT complex. 

 

 When not practical, the operating room for such cases must be dedicated and as close as 

possible to the entrance of the OT block. 

 

 Aerosol generating procedures under local anaesthesia should be avoided. 

 

 Minimum number of personnel (i.e., surgeons, anaesthetists, nurses, technicians) should 

enter the OR in a timely manner.  

 

 Minimal required material (preferably disposable) should be used for each intervention. 

 

 At the end of each intervention all disposable materials must be disposed of properly and all 

surfaces as well as electro-medical devices accurately cleaned and disinfected 

 

 PPE must be removed and disposed off outside the OT in dedicated doffing areas. 

 

 All procedures not physically related to the patient (i.e., clinical and surgical documentation) 

must be performed outside the OT. 

 

PPE Guidelines 10 

Risk Definition Patient 

Requirements 

OT Personnel Requirements 

HIGH RISK PATIENTS 

o COVID-19 positive 

o COVID-19 suspect 

Surgical Mask As per the guidelines for COVID 

positive patients  

OTHER PATIENTS  

o Negative on RT-PCR 24 

hours before surgery 

o Asymptomatic till 14 

days isolation after 

Face cover / 

surgical mask as 

per MoHFW’s 

‘Additional 

guidelines on 

Aerosol Generating Procedures * 

 N95 mask and eye protection (may 

be appropriate to reuse); 

 Must use face shield (to allow 

reuse) 
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admission rational use of 

PPEs’ 

 

 Impermeable gown or gown with 

plastic apron  

 Double gloves 

 Powered Air-Purifying Respirator 

(PARP) for prolonged surgeries to 

minimize fogging and surgeon 

comfort 

Non-Aerosol Generating Procedure 

• Surgical mask 

• Goggles or face shield 

• Gown 

• Gloves 

 

 

*Most of the ENT operations involving upper aerodigestive tract including the common procedures 

summarised below would be considered aerosol generating.10 

 Direct laryngoscopy, trachea-bronchoscopy, esophagoscopy 

 Peritonsillar abscess drainage 

 Nasal and paranasal sinus surgeries including nasal packing 

 Foreign body retrieval from nose/ pharynx/ airway 

 Tracheostomy 

 Powered instrumentation in mucosal head and neck surgeries. 

 

Procedure Specific Guidelines 

 

Procedure COVID Specific Modifications 

Head and Neck Malignancy 

(may be considered as semi-

emergent procedures) 

 

 In case of pre-operative COVID positivity, surgeon should 

weigh the risk benefit of postponing surgery for 14 days 

or scheduling procedure in COVID-designated OT 

 Direct laryngoscopy to be avoided just for the sake of 

obtaining biopsy when FNAC from neck node can be 

considered  

 Day care surgery for early lesions preferable 

 Minimise use of powered instruments to prevent 
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aerosolization 

 Avoid complex reconstructive procedures.  

 For prolonged surgeries, PARP may be considered 

 

 

Paranasal Sinus Surgery and 

Skull Base 

 Level II PPE as recommended for aerosol generating 

category 

 Avoid in high risk category except in cases with life/ 

organ threatening complications 

 

Otologic Surgery  Level II PPE as recommended for aerosol generating 

category 

 To be postponed in high risk group except in cases with 

life/ organ threatening complications 

 

Tracheostomy  o When feasible, GA following intubation should be 

considered. 

o If intubation is not feasible, consider superior laryngeal 

nerve block and inject lignocaine into the trachea prior 

to incising the trachea to reduce cough. 

o Transient apnoea to be maintained during the brief 

period tracheal incision to cuff inflation of inserted 

tracheostomy tube. 

o Closed suction system to be used and usage to be 

guarded. 

o Double lumen cuffed tube may be used to avoid 

frequent tube change due to tube blockage post-

operatively 

o Heat moisture exchanger (HME) to be attached to 

tracheostomy tube when patient is shifted to ward 

o For high risk cases, a triple layer/ N95 mask may also be 

worn over the tracheostomy tube.  

 

Note: These guidelines are dynamic and may be updated from time to time as required. 
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Annexure I :Screening proforma 

 

a) Symptoms 

Table 1-Symptoms for COVID-19 infection 

Most common symptoms: Less common symptoms: Serious symptoms: 

Fever 

Dry cough 

Tiredness 

Aches and pains 

Sore throat 

Diarrhoea 

Conjunctivitis 

Headache 

Loss of taste or smell 

A rash on skin, or 

discolouration of fingers or 

toes 

 

Difficulty breathing or 

shortness of breath 

Chest pain or pressure 

Loss of speech or movement 

 

 

(a) Are you suffering from fever/cough/difficulty in breathing 

(b) Are you residing in a containment zone 

(c) Have you been in contact with a confirmed COVID-19 case in last 14 days 
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Annexure II 

ENDOSCOPIES SOP: 

1. Adequate patient preparation is mandatory 

2. Explaining patient regarding procedure and advise him not to cough/ sneeze during 

procedure. 

3. Mouth should be covered with 3-ply mask when possible. 

4. Decongestion of nasal cavity with oxymetazoline drops 

5. Lubrication of endoscope tip and adjacent area with xylocaine jelly. Xylocaine spray 

should be avoided 

6. Recording preferably should be done so that repeat endoscopy can be avoided and for 

keeping record.  

7. After endoscopy, endoscope should be sterilized by immersing in 2% glutaraldehyde 

solution for 20 minutes. 

BIOPSY SOP:  

1. Patient preparation should be done meticulously using xylocaine lozenges/ gargles. 

2. Ensure proper functioning of bipolar cautery and illumination system before start of 

biopsy. 

3. Instruments should be properly sterilized in autoclave after usage.   

4. In case of vigorous cough by patient during procedure/ after biopsy, the area needs to 

be decontaminated before next procedure. 
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1. Background 

Coronaviruses are large group of viruses that cause illness in humans and animals. Rarely, 
animal coronaviruses can evolve and infect people and then spread between people such 
as has been seen with MERS and SARS. The outbreak of Novel coronavirus disease 
(COVID-19) was initially noticed in a seafood market in Wuhan city in Hubei Province of 
China in mid-December, 2019, has now spread to 214 countries/territories/areas 
worldwide. WHO (under International Health Regulations) has declared this outbreak as a 
“Public Health Emergency of International Concern” (PHEIC) on 30thJanuary 2020. WHO 
subsequently declared COVID-19 a pandemic on 11th March, 2020. 

 

2. Disease Epidemiology 

Current available evidence for COVID-19 suggests that the causative virus (SARS-CoV-2) 
has a zoonotic source closely related to bat-origin SARS-like coronavirus. It is an 
enveloped RNA beta coronavirus related to the Severe Acute Respiratory Syndrome 
(SARS) virus, and the virus has been shown to use the angiotensin-converting enzyme 2 
(ACE2) receptor for cell entry.  

The persons infected by the novel coronavirus are the main source of infection.  Direct 
person-to-person transmission occurs through close contact, mainly through respiratory 
droplets that are released when the infected person coughs, sneezes, or talks. These 
droplets may also land on surfaces, where the virus remains viable. Infection can also 
occur if a person touches an infected surface and then touches his or her eyes, nose, or 
mouth.  

The median incubation period is 5.1 days (range 2–14 days). The precise interval during 
which an individual with COVID-19 is infectious is uncertain. As per the current evidence, 
the period of infectivity starts 2 days prior to onset of symptoms and lasts up to 8 days. 
The extent and role played by pre-clinical/ asymptomatic infections in transmission still 
remain under investigation. 

 

3. Patho-physiology 

Most patients with COVID-19 predominantly have a respiratory tract infection associated 
with SARS-CoV-2 infection. However, in a small proportion of cases, they can progress to a 
more severe and systemic disease characterized by the Acute Respiratory Distress 
Syndrome (ARDS), sepsis and septic shock, multiorgan failure, including acute kidney 
injury and cardiac injury.  

Autopsy findings in China and European countries showed endothelial damage of 
pulmonary vasculature, microvascular thrombosis and hemorrhage linked to extensive 
alveolar and interstitial inflammation that ultimately result in COVID-19 vasculopathy, 
pulmonary intravascular coagulopathy, hypercoagulability, ventilation perfusion 
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mismatch, and refractory ARDS. Hypoxemia, secondary to ARDS may also activate the 
coagulation cascade.  

4. Case definition1 

Suspect case  
A. A patient with acute respiratory illness (fever and at least one sign/symptom of 

respiratory disease, e.g., cough, shortness of breath), AND a history of travel to or 

residence in a location reporting community transmission of COVID-19 disease 

during the 14 days prior to symptom onset;  

OR 

B. A patient with any acute respiratory illness AND having been in contact with a 

confirmed or probable COVID-19 case in the last 14 days prior to symptom onset;     

OR 

C. A patient with severe acute respiratory illness (fever and at least one sign/symptom 

of respiratory disease, e.g., cough, shortness of breath; AND requiring 

hospitalization) AND in the absence of an alternative diagnosis that fully explains 

the clinical presentation. 

Probable case  

A. A suspect case for whom testing for the COVID-19 virus is inconclusive.  

OR 

B. A suspect case for whom testing could not be performed for any reason.  

Confirmed case  
A person with laboratory confirmation of COVID-19 infection, irrespective of 

clinical signs and symptoms. 

 

5. Clinical Features  

COVID-19 patients reporting to various Covid treatment facilities have reported the 
following signs and symptoms: 

 Fever  

 Cough  

 Fatigue  

 Shortness of breath  

 Expectoration  

 Myalgia  

 Rhinorrhea, sore throat, diarrhea  

                                                      
1 As per WHO surveillance guidelines 
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 Loss of smell (anosmia) or loss of taste (ageusia) preceding the onset of respiratory 
symptoms has also been reported 

Older people and immune-suppressed patients in particular may present with atypical 
symptoms such as fatigue, reduced alertness, reduced mobility, diarrhoea, loss of 
appetite, delirium, and absence of fever. Children might not have reported fever or cough 
as frequently as adults.  

As per data from Integrated Health Information Platform (IHIP)/ Integrated Disease 
Surveillance Programme (IDSP) portal case investigation forms for COVID 19 (n=15,366), 
the details on the signs and symptoms reported are (as on 11.06.2020), fever (27%), 
cough (21%), sore throat (10%), breathlessness (8%), Weakness (7%), running nose (3%) 
and others 24%. 

 

6. Risk factors 

The major risk factors for severe disease are: 

 Age more than 60 years (increasing with age). 

 Underlying non-communicable diseases (NCDs): diabetes, hypertension, cardiac 
disease, chronic lung disease, cerebro-vascular disease, chronic kidney disease, 
immune-suppression and cancer  

7. Clinical Severity 

Table 1: Clinical severity and assessment parameters 

Clinical 
Severity 

Clinical 
presentation 

Clinical parameters Remarks 

Mild  Patients with 
uncomplicated 
upper 
respiratory tract 
infection, may 
have mild 
symptoms such 
as fever, cough, 
sore throat, 
nasal 
congestion, 
malaise, 
headache 

Without evidence of 
breathlessness or Hypoxia (normal 
saturation). 

(i) Managed at 
Covid Care 
Centre  

(ii) Managed at 
home subject to 
fulfilment of 
conditions 
stipulated in 
guidelines2  

 

                                                      
2Revised guidelines for Home Isolation of very mild/pre-symptomatic COVID-19 cases 
https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomaticCOVID19cas
es10May2020.pdf 
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Moderate Pneumonia with 
no signs of 
severe disease  

Adolescent or adult with 
presence of clinical features 
of dyspnea and or hypoxia, 
fever, cough, including SpO2 
<94% (range 90-94%) on 
room air, Respiratory Rate 
more or equal to 24 per 
minute. 

Child with presence of clinical 
features of dyspnea and or 
hypoxia, fever, cough, 
including SpO2 <94% (range 
90-94%) on room air, 
Respiratory Rate more or 
equal to 24 per minute. 

Fast breathing (in 
breaths/min): < 2 months: ≥ 
60; 2–11 months: ≥ 50; 1–5 
years: ≥ 40   

  

Managed in 
Dedicated Covid 
Health Centre 

(DCHC) 

Severe Severe 
Pneumonia 

Adolescent or adult: with clinical 
signs of Pneumonia plus one of 
the following; respiratory rate >30 
breaths/min, severe respiratory 
distress, SpO2 <90% on room air. 

Child with cough or difficulty in 
breathing, plus at least one of the 
following: central cyanosis or SpO2 
<90%; severe respiratory distress 
(e.g. grunting, chest in- drawing); 
signs of pneumonia with any of 
the following danger signs: 
inability to breastfeed or drink, 
lethargy or unconsciousness, or 
convulsions. Other signs of 
pneumonia may be present: chest 
in drawing, fast breathing (in 
breaths/min): <2 months ≥60; 2–
11 months ≥50; 1–5 years ≥40.  

The diagnosis is clinical; chest 
imaging can exclude 
complications. 

Managed in 
Dedicated Covid 
Hospital  
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Acute 
Respiratory 
Distress 
Syndrome 

Onset: new or worsening 
respiratory symptoms within one 
week of known clinical insult. 

Chest imaging (Chest X ray and 
portable bed side lung 
ultrasound): bilateral opacities, 
not fully explained by effusions, 
lobar or lung collapse, or nodules. 

Origin of Pulmonary infiltrates: 
respiratory failure not fully 
explained by cardiac failure or 
fluid overload. Need objective 
assessment (e.g. 
echocardiography) to exclude 
hydrostatic cause of infiltrates/ 
oedema if no risk factor present. 

Oxygenation impairment in 
adults: 

Mild ARDS: 200 mmHg < 
PaO2/FiO2 ≤ 300 mmHg (with 

PEEP or CPAP ≥5 cm H2O) 

Moderate ARDS: 100 mmHg < 
PaO2/FiO2 ≤200 mmHg with PEEP 
≥5 cm H2O) 

Severe ARDS: PaO2/FiO2 ≤ 100 
mmHg with PEEP ≥5 cm H2O) 

When PaO2 is not available, 

SpO2/FiO2 ≤315 suggests ARDS 

(including in non- ventilated 
patients) 

Oxygenation impairment in 
Children   

Note Oxygenation Index (OI) and 
OSI (Oxygen Saturation  Index)  

Use OI when available. If PaO2 not 
available, wean FiO2 to maintain 
SpO2 <_97% to calculate OSI or 
SpO2/FiO2 ratio: 
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using SpO2) 

Bi-level (NIV or CPAP) ≥5 cm H2O 
via full face mask: PaO2/FiO2 ≤ 

300 mmHg or SpO2/FiO2 ≤264 

Mild ARDS (invasively ventilated):  

        4 ≤ OI < 8 or 5 ≤ OSI < 7.5 

Moderate ARDS (invasively 
ventilated): 8 ≤ OI < 16 or 7.5 ≤ 
OSI < 12.3 

Severe ARDS (invasively 
ventilated):  

OI ≥ 16 or OSI ≥ 12.3 

Severe  
(Continued) 

Sepsis Adults: Acute life-threatening 
organ dysfunction caused by a 
dys-regulated host response to 
suspected or proven infection. 
Signs of organ dysfunction include: 
altered mental status, difficult or 
fast breathing, low oxygen 
saturation, reduced urine output, 
fast heart rate, weak pulse, cold 
extremities or low blood pressure, 
skin mottling, or laboratory 
evidence of coagulopathy, 
thrombocytopenia, acidosis, high 
lactate or hyperbilirubinemia. 

Children: suspected or proven 
infection and ≥2  age based 
Systemic Inflammatory Response 
Syndrome (SIRS) criteria, of which 
one must be abnormal 
temperature or white blood cell 
count 

 

Septic Shock Adults: persisting hypotension 
despite volume resuscitation, 
requiring vasopressors to 
maintain MAP ≥65 mmHg and 
serum lactate level > 2 mmol/L 

Children: any hypotension (SBP 
<5th centile or >2 SD below 
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normal for age) or 2- 3 of the 
following: altered mental state; 
bradycardia or tachycardia (HR 
<90 bpm or 

>160 bpm in infants and HR <70 
bpm or >150 bpm in children); 
prolonged capillary refill (>2 sec) 
or weak pulse; tachypnea; 
mottled or cool skin or petechial 
or purpuric rash; high lactate; 
reduced urine output ; 
hyperthermia or hypothermia 

 

 

8. Infection Prevention and Control Practices3 

Infection prevention control (IPC) is a critical and integral part of clinical management of 
patients and should be initiated at the point of entry of the patient to hospital (typically 
the Emergency Department). Standard precautions should always be routinely applied in 
all areas of health care facilities. Standard precautions include hand hygiene; use of PPE to 
avoid direct contact with patients’ blood, body fluids, secretions (including respiratory 
secretions) and non-intact skin. Standard precautions also include prevention of needle-
stick or sharps injury; safe waste management; cleaning and disinfection of equipment; 
and cleaning of the environment. 

Table 2: Infection prevention control practices 

                                                      
3 National guidelines for infection prevention and control in healthcare facilities 
https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in%20HCF%20-
%20final%281%29.pdf 

At triage 
Give suspect patient a triple layer surgical mask and direct patient to 

separate area, an isolation room if available. Keep at least 1meter 

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. Perform hand hygiene after contact 

with respiratory secretions 
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Apply 
standard 
precautions 

 

Apply standard precautions according to risk assessment for all 
patients, at all times, when providing any diagnostic and care 
services. Standard precautions include hand hygiene and the use of 
personal protective equipment (PPE) when risk of splashes or in 
contact with patients’ blood, body fluids, secretions (including 
respiratory secretions) and non-intact skin. Standard precautions 
also include appropriate patient placement; prevention of needle-
stick or sharps injury; safe waste management; cleaning and 
disinfection of equipment; and cleaning of the environment. Best 
practices for safely managing health care waste should be followed. 

 

Apply 
droplet 
precautions 

Droplet precautions prevent large droplet transmission of respiratory 

viruses. Use a triple layer surgical mask if working within 1-2 meters 

of the patient. Place patients in single rooms, or group together those 

with the same etiological diagnosis. If an etiological diagnosis is not 

possible, group patients with similar clinical diagnosis and based on 

epidemiological risk factors, with a spatial separation. When 

providing care in close contact with a patient with respiratory 

symptoms (e.g. coughing or sneezing), use eye protection (face-mask 

or goggles), because sprays of secretions may occur. Limit patient 

movement within the institution and ensure that patients wear triple 

layer surgical masks when outside their rooms 

Apply 
contact 
precautions 

Droplet and contact precautions prevent direct or indirect 

transmission from contact with contaminated surfaces or equipment 

(i.e. contact with contaminated oxygen tubing/interfaces). Use PPE 

(triple layer surgical mask, eye protection, gloves and gown) when 

entering room and remove PPE when leaving. If possible, use either 

disposable or dedicated equipment (e.g. stethoscopes, blood 

pressure cuffs and thermometers). If equipment needs to be shared 

among patients, clean and disinfect between each patient use. Ensure 

that health care workers refrain from touching their eyes, nose, and 

mouth with potentially contaminated gloved or ungloved hands. 

Avoid contaminating environmental surfaces that are not directly 

related to patient care (e.g. door handles and light switches). Ensure 

adequate room ventilation. Avoid movement of patients or 

transport. Perform hand hygiene. 
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9. Laboratory Diagnosis 

Guidance on specimen collection, processing, transportation, including related biosafety 
procedures, is available at: 
https://www.mohfw.gov.in/pdf/5Sample%20collection_packaging%20%202019-nCoV.pdf 

Sample collection 

Preferred sample Throat and nasal swab in viral transport media (VTM) and 
transported in cold chain.  

Alternate Nasopharyngeal swab, BAL or endotracheal aspirate which has to 
be mixed with the viral transport medium and transported in cold 
chain. 

General guidelines 

 Use appropriate PPE for specimen collection (droplet and contact precautions for 

URT specimens; airborne precautions for LRT specimens). Maintain proper 

infection control when collecting specimens 

 Restricted entry to visitors or attendants during sample collection 

 Complete the requisition form for each specimen submitted 

 Proper disposal of all waste generated 

Apply 
airborne 
precautions 
when 
performing 
an aerosol 
generating 
procedure 

Ensure that healthcare workers performing aerosol-generating 

procedures (i.e. open suctioning of respiratory tract, intubation, 

bronchoscopy, cardiopulmonary resuscitation) use PPE, including 

gloves, long-sleeved gowns, eye protection, and fit-tested particulate 

respirators (N95). (The scheduled fit test should not be confused with 

user seal check before each use.) Whenever possible, use adequately 

ventilated single rooms when performing aerosol-generating 

procedures, meaning negative pressure rooms with minimum of 12 

air changes per hour or at least 160 liters/second/patient in facilities 

with natural ventilation. Avoid the presence of unnecessary 

individuals in the room. Care for the patient in the same type of 

room after mechanical ventilation commences. 

 

Because of uncertainty around the potential for aerosolization, high-
flow nasal oxygen (HFNO), NIV, including bubble CPAP, should be 
used with airborne precautions until further evaluation of safety can 
be completed. There is insufficient evidence to classify nebulizer 
therapy as an aerosol-generating procedure that is associated with 
transmission of COVID-19. More research is needed.  

136

https://www.mohfw.gov.in/pdf/5Sample%20collection_packaging%20%202019-nCoV.pdf


Page | 11  

 

Respiratory specimen collection methods: 

A. Lower respiratory tract 

 Bronchoalveolar lavage, tracheal aspirate, sputum 

 Collect 2-3 mL into a sterile, leak-proof, screw-cap sputum collection cup or 
sterile dry container.  

B. Upper respiratory tract 

 Nasopharyngeal swab AND oropharyngeal swab 

 

Oropharyngeal swab (e.g. throat swab): Tilt patient’s head back 70 degrees. Rub swab 
over both tonsillar pillars and posterior oropharynx and avoid touching the tongue, teeth, 
and gums. Use only synthetic fiber swabs with plastic shafts. Do not use calcium alginate 
swabs or swabs with wooden shafts. Place swabs immediately into sterile tubes 
containing 2-3 ml of viral transport media. 

Combined nasal & throat swab: Tilt patient’s head back 70 degrees. While gently rotating 
the swab, insert swab less than one inch into nostril (until resistance is met at turbinates). 
Rotate the swab several times against nasal wall and repeat in other nostril using the 
same swab. Place tip of the swab into sterile viral transport media tube and cut off the 
applicator stick. For throat swab, take a second dry polyester swab, insert into mouth, and 
swab the posterior pharynx and tonsillar areas (avoid the tongue). Place tip of swab into 
the same tube and cut off the applicator tip. 

 

Nasopharyngeal swab: Tilt patient’s head back 70 degrees. Insert flexible swab through 
the nares parallel to the palate (not upwards) until resistance is encountered or the 
distance is equivalent to that from the ear to the nostril of the patient. Gently, rub and 
roll the swab. Leave the swab in place for several seconds to absorb secretions before 
removing. 

Clinicians may also collect lower respiratory tract samples when these are readily 
available (for example, in mechanically ventilated patients). In hospitalized patients in 
Dedicated Covid Hospitals (severe cases with confirmed COVID - 19 infection, repeat 
upper respiratory tract samples should be collected to demonstrate viral clearance. 

Recommended Test 

Real time or Conventional RT-PCR test is recommended for diagnosis. SARS-CoV-2 
antibody tests are not recommended for diagnosis of current infection with COVID-19. 

Dual infections with other respiratory infections (viral, bacterial and fungal) have been 
found in COVID-19 patients. Depending on local epidemiology and clinical symptoms, test 
for other potential etiologies (e.g. Influenza, other respiratory viruses, malaria, dengue 
fever, typhoid fever) as appropriate. 

For COVID-19 patients with severe disease, also collect blood cultures, ideally prior to 
initiation of antimicrobial therapy 
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10. Management of COVID-19: symptomatic treatment 

10.1 . Management of Mild Cases 

In the containment phase, patients with suspected or confirmed mild COVID-19 are being 
isolated to break the chain of transmission. Patients with mild disease may present to 
primary care/outpatient department, or detected during community outreach activities, 
such as home visits or by telemedicine. 

Mild cases can be managed at Covid Care Centre, First Referral Units (FRUs), Community 
Health Centre (CHC), sub-district and district hospitals or at home subject to conditions 
stipulated in the home isolation guidelines available at 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresympto
maticCOVID19cases10May2020.pdf 

Detailed clinical history is taken including that of co-morbidities. Patient is followed up 

daily for temperature, vitals and Oxygen saturation (SpO2). 

Counsel patients with mild COVID-19 about signs and symptoms of complications that 
should prompt urgent care. Patients with risk factors for severe illness should be 
monitored closely, given the possible risk of deterioration. If they develop any worsening 
symptoms (such as light headedness, difficulty breathing, chest pain, dehydration, etc.), 
they should be immediately admitted to a Dedicated Covid Health Centre or Dedicated 
Covid Hospital. 

Caregivers of children with mild COVID-19 should monitor for signs and symptoms of 
clinical deterioration requiring urgent re-evaluation. These include difficulty in 
breathing/fast or shallow breathing (for infants: grunting, inability to breastfeed), blue lips 
or face, chest pain or pressure, new confusion, inability to awaken/not interacting when 
awake, inability to drink or keep down any liquids.   

Mild COVID-19 cases may be given symptomatic treatment such as antipyretic 
(Paracetamol) for fever and pain, adequate nutrition and appropriate rehydration. Tab 
Hydroxychloroquine (HCQ) may be considered for any of those having high risk features 
for severe disease (such as age> 60; Hypertension, diabetes, chronic lung/kidney/ liver 
disease, Cerebrovascular disease and obesity) under strict medical supervision.  

10.2. Management of Moderate Cases 

Patients with suspected or confirmed moderate COVID-19 (pneumonia) is to be isolated 
to contain virus transmission. Patients with moderate disease may present to an 
emergency unit or primary care/outpatient department, or be encountered during 
community surveillance activities, such as active house to house search or by 
telemedicine.  

The defining clinical assessment parameters are Respiratory Rate of more than or equal to 
24 and oxygen saturation (SpO2) of less than 94% on room air (range 90-94%). 
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Such patients will be isolated in Dedicated Covid Health Centre (DCHC) or District hospital 
or Medical College hospitals. 

The patient will undergo detailed clinical history including co-morbid conditions, 
measurement of vital signs, Oxygen saturation (SpO2) and radiological examination of 
Chest X-ray, Complete Blood Count and other investigations as indicated.  

Antibiotics should not be prescribed routinely unless there is clinical suspicion of a 
bacterial infection. 

Clinical Management of Moderate cases 

Oxygen Support: 

 Target SpO2: 92-96% (88-92% in patients with COPD) 

 The device for administering oxygen (nasal prongs, mask, or masks with breathing 
/ non-rebreathing reservoir bag) depends upon the increasing requirement of 
oxygen therapy. If HFNC or simple nasal cannula is used, N95 mask should be 
applied over it. 

 Awake proning may be used as a rescue therapy. (Protocol at Annexure-I) 

 All patients should have daily 12-lead ECG 

 Follow CRP, D-dimer & Ferritin every 48-72 hourly (if available); CBC with 
differential count, Absolute Lymphocyte count, KFT/LFT daily 

 Tab. Hydroxychloroquine (400mg) BD on 1st day followed by 200mg 1 BD for 4 
days. (after ECG Assessment) 

 Consider IV methylprednisolone 0.5 to 1 mg/kg for 3 days (preferably within 48 
hours of admission or if oxygen requirement is increasing and if inflammatory 
markers are increased)  

Anticoagulation 
• Prophylactic dose of UFH or LMWH (e.g., enoxaparin 40 mg per day SC)  

 Control of co-morbid condition 

 Monitor for:   

• Increased work of breathing (use of accessary muscles) 

• Hemodynamic instability 

• Increase in oxygen requirement  

   If any of the above occurs, shift to Dedicated Covid Hospital 
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Few patients with COVID-19 experience a secondary bacterial infection. Consider 
empiric antibiotic therapy as per local antibiogram and guidelines in older people, 
immune-compromised patients, and children < 5 years of age. 

Close monitoring of patients with moderate COVID-19 is required for signs or 
symptoms of disease progression. Provision of mechanisms for follow up and 
transportation to Dedicated Covid Hospital should be available. 

10.3. Management of Severe Cases 

10.3.1 Early supportive therapy and monitoring 

a. Give supplemental oxygen therapy immediately to patients with Severe Covid and 
respiratory distress, hypoxaemia, or shock: Initiate oxygen therapy at 5 L/min and 
titrate flow rates to reach target SpO2 ≥ 90% in non-pregnant adults and SpO2 ≥ 92-
96% in pregnant patients. Children with emergency signs (obstructed or absent 
breathing, severe respiratory distress, central cyanosis, shock, coma or 
convulsions) should receive oxygen therapy during resuscitation to target 
SpO2≥94%. All areas where patients with Severe Covid are cared for should be 
equipped with pulse oximeters, functioning oxygen systems and disposable, single- 
use, oxygen-delivering interfaces (nasal cannula, simple face mask, and mask with 
reservoir bag). Use contact precautions when handling contaminated oxygen 
interfaces of patients with COVID – 19. 

b. Use conservative fluid management in patients with Severe Covid when there is no 
evidence of shock. 

  

10.3.2 Management of hypoxemic respiratory failure and ARDS 

Recognize severe hypoxemic respiratory failure when a patient with respiratory 
distress is failing standard oxygen therapy. Patients may continue to have 
increased work of breathing or hypoxemia even when oxygen is delivered via a 
face mask with reservoir bag (flow rates of 10-15 L/min, which is typically the 
minimum flow required to maintain bag inflation; FiO2 0.60-0.95). Hypoxemic 
respiratory failure in ARDS commonly results from intrapulmonary ventilation-
perfusion mismatch or shunt and usually requires mechanical ventilation. 

 

High – Flow Nasal Cannula oxygenation (HFNO) or non – invasive mechanical 
ventilation:  

When respiratory distress and/or hypoxemia of the patient cannot be alleviated after 
receiving standard oxygen therapy, high – flow nasal cannula oxygen therapy or non – 
invasive ventilation can be considered. Compared to standard oxygen therapy, HFNO 
reduces the need for intubation. Patients with hypercapnia (exacerbation of 
obstructive lung disease, cardiogenic pulmonary oedema), hemodynamic instability, 
multi-organ failure, or abnormal mental status should generally not receive HFNO, 
although emerging data suggest that HFNO may be safe in patients with mild-
moderate and non-worsening hypercapnia. Patients receiving HFNO should be in a 
monitored setting and cared for by experienced personnel capable of endotracheal 
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intubation in case the patient acutely deteriorates or does not improve after a short 
trial (about 1 hr).  

There has been concerns raised about generation of aerosols while using HFNO and 
NIV. However, recent publications suggest that newer HFNO and NIV systems with 
good interface fitting do not create widespread dispersion of exhaled air and 
therefore should be associated with low risk of airborne transmission. If conditions do 
not improve or even get worse within a short time (1 – 2 hours), tracheal intubation 
and invasive mechanical ventilation should be used in a timely manner. 

 Endotracheal intubation should be performed by a trained and experienced 
provider using airborne precautions. Patients with ARDS, especially young children 
or those who are obese or pregnant, may de-saturate quickly during intubation. 
Pre-oxygenate with 100% FiO2 for 5 minutes, via a face mask with reservoir bag, 
bag-valve mask, HFNO, or NIV. Rapid sequence intubation is appropriate after an 
airway assessment that identifies no signs of difficult intubation. 

 Implement mechanical ventilation using lower tidal volumes (4–8 ml/kg predicted 
body weight, PBW) and lower inspiratory pressures (plateau pressure <30 cmH2O). 
This is a strong recommendation from a clinical guideline for patients with ARDS, and 
is suggested for patients with sepsis-induced respiratory failure. The initial tidal 
volume is 6 ml/kg PBW; tidal volume up to 8 ml/kg PBW is allowed if undesirable side 
effects occur (e.g. dys-synchrony, pH <7.15). Hypercapnia is permitted if meeting the 
pH goal of 7.30-7.45. Ventilator protocols are available. The use of deep sedation may 
be required to control respiratory drive and achieve tidal volume targets. 

 In patients with severe ARDS, prone ventilation for 16-18 hours per day is 
recommended but requires sufficient human resources and expertise to be performed 
safely. (Refer to Annexure-I) 

 In patients with moderate or severe ARDS, higher PEEP instead of lower PEEP is 
suggested. PEEP titration requires consideration of benefits (reducing atelectrauma 
and improving alveolar recruitment) vs. risks (end-inspiratory overdistension leading 
to lung injury and higher pulmonary vascular resistance). Tables are available to guide 
PEEP titration based on the FiO2 required to maintain SpO2. In patients with 
moderate-severe ARDS (PaO2/FiO2<150), neuromuscular blockade by continuous 
infusion should not be routinely used. 

 In settings with access to expertise in extracorporeal life support (ECLS), consider 
referral of patients with refractory hypoxemia despite lung protective ventilation. 
ECLS should only be offered in expert centres with a sufficient case volume to 
maintain expertise and that can apply the IPC measures required for COVID – 19 
patients. 

 Avoid disconnecting the patient from the ventilator, which results in loss of PEEP and 
atelectasis. Use in-line catheters for airway suctioning and clamp endotracheal tube 
when disconnection is required (for example, transfer to a transport ventilator). 
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10.3.3. Management of septic shock 

 Recognize septic shock in adults when infection is suspected or confirmed AND 
vasopressors are needed to maintain mean arterial pressure (MAP) ≥65 mmHg AND 
lactate is >2 mmol/L, in absence of hypovolemia. Recognize septic shock in children 
with any hypotension (systolic blood pressure [SBP] <5th centile or >2 SD below 
normal for age) or two of the three of the following: altered mental state; tachycardia 
or bradycardia (HR <90 bpm or >160 bpm in infants and HR<70 bpm or >150 bpm in 
children); prolonged capillary refill (>2 sec) or warm vasodilation with bounding 
pulses; tachypnea; mottled skin or petechial or purpuric rash; increased lactate; 
oliguria; hyperthermia or hypothermia. 

 In the absence of a lactate measurement, use MAP and clinical signs of perfusion to 
define shock. Standard care includes early recognition and the following treatments 
within 1 hour of recognition: antimicrobial therapy and fluid loading and vasopressors 
for hypotension. The use of central venous and arterial catheters should be based on 
resource availability and individual patient needs.  

 In resuscitation from septic shock in adults, give at least 30 ml/kg of isotonic 
crystalloid in adults in the first 3 hours. In resuscitation from septic shock in children in 
well-resourced settings, give 20 ml/kg as a rapid bolus and up to 40-60 ml/kg in the 
first 1 hr. Do not use hypotonic crystalloids, starches, or gelatins for resuscitation. 

 Fluid resuscitation may lead to volume overload, including respiratory failure. If there 
is no response to fluid loading and signs of volume overload appear (for example, 
jugular venous distension, crackles on lung auscultation, pulmonary oedema on 
imaging, or hepatomegaly in children), then reduce or discontinue fluid 
administration. This step is particularly important where mechanical ventilation is not 
available. Alternate fluid regimens are suggested when caring for children in resource-
limited settings. 

 Crystalloids include normal saline and Ringer’s lactate. Determine need for additional 
fluid boluses (250-1000 ml in adults or 10-20 ml/kg in children) based on clinical 
response and improvement of perfusion targets. Perfusion targets include MAP (>65 
mmHg or age- appropriate targets in children), urine output (>0.5 ml/kg/hr in adults, 1 
ml/kg/hr. in children), and improvement of skin mottling, capillary refill, level of 
consciousness, and lactate. Consider dynamic indices of volume responsiveness to 
guide volume administration beyond initial resuscitation based on local resources and 
experience. These indices include passive leg raising test, fluid challenges with serial 
stroke volume measurements, or variations in systolic pressure, pulse pressure, 
inferior vena cava size, or stroke volume in response to changes in intrathoracic 
pressure during mechanical ventilation. 

 Administer vasopressors when shock persists during or after fluid resuscitation. The 
initial blood pressure target is MAP ≥ 65 mmHg in adults and age-appropriate targets 
in children. 

 If central venous catheters are not available, vasopressors can be given through a 
peripheral IV, but use a large vein and closely monitor for signs of extravasation and 
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local tissue necrosis. If extravasation occurs, stop infusion. Vasopressors can also be 
administered through intraosseous needles. 

 If signs of poor perfusion and cardiac dysfunction persist despite achieving MAP target 
with fluids and vasopressors, consider an inotrope such as dobutamine. 

  

10.3.4. Other therapeutic measures 

For patients with progressive deterioration of oxygenation indicators, rapid worsening on 
imaging and excessive activation of the body’s inflammatory response, glucocorticoids can 
be used for a short period of time (3 to 5 days). It is recommended that dose should not 
exceed the equivalent of methylprednisolone 1 – 2mg/kg/day. Note that a larger dose of 
glucocorticoid will delay the removal of coronavirus due to immunosuppressive effects.  

Prophylactic dose of UFH or LMWH (e.g., enoxaparin 40 mg per day SC) should be given 
for anti-coagulation. Control of co-morbid conditions should be ensured. 

For pregnant severe cases, consultations with obstetric, neonatal, and intensive care 
specialists (depending on the condition of the mother) are essential. Patients often suffer 
from anxiety and fear and they should be supported by psychological counseling.  

Note – An algorithm for clinical guidance for management of COVID-19 suspect/confirmed 
case is placed at Annexure-II. 

11. Investigational Therapies4 

At present, use of these therapies is based on a limited available evidence. As the 
situation evolves, and when more data become available, the evidence will be accordingly 
incorporated, and recommendation upgraded. Further, use of these drugs is subjected to 
limited availability in the country as of now. Currently, these drugs should only be used in 
a defined subgroup of patients: 

i. Remdesivir (under Emergency Use Authorization) may be considered in patients 
with moderate disease (those on oxygen) with none of the following 
contraindications: 

 AST/ALT > 5 times Upper limit of normal (ULN) 

 Severe renal impairment (i.e., eGFR < 30ml/min/m2 or need for hemodialysis) 

 Pregnancy or lactating females 

 Children (< 12 years of age) 

 

Dose: 200 mg IV on day 1 followed by 100 mg IV daily for 5 days 

                                                      
4This document will be updated as more data emerge. The document contains some potential off 
label/investigational use of medications and is based on a consensus of experts along with the 
available evidence. An informed and shared decision making is essential before prescribing any of 
these therapies. 
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ii. Convalescent plasma (Off Label) may be considered in patients with moderate 
disease who are not improving (oxygen requirement is progressively increasing) 
despite use of steroids. Special prerequisites while considering convalescent 
plasma include: 

 ABO compatibility and cross matching of the donor plasma 

 Neutralizing titer of donor plasma should be above the specific threshold (if the 
latter is not available, plasma IgG titer (against S-protein RBD) above 1:640 should 
be used) 

 Recipient should be closely monitored for several hours post transfusion for any 
transfusion related adverse events 

 Use should be avoided in patients with IgA deficiency or immunoglobulin allergy 

 

Dose: Dose is variable ranging from 4 to 13 ml/kg (usually 200 ml single dose given 
slowly over not less than 2 hours 

 

iii. Tocilizumab (Off Label) may be considered in patients with moderate disease with 
progressively increasing oxygen requirements and in mechanically ventilated 
patients not improving despite use of steroids. Long term safety data in COVID 19 
remains largely unknown. Special considerations before its use include: 

 Presence of raised inflammatory markers (e.g., CRP, Ferritin, IL-6) 

 Patients should be carefully monitored post Tocilizumab for secondary infections 
and neutropenia 

 Active infections and Tuberculosis should be ruled out before use. 

 

Dose: 8mg/kg (maximum 800 mg at one time) given slowly in 100 ml NS over 1 hour; 
dose can be repeated once after 12 to 24 hours if needed 

 

12. Repurposed or off-label therapies 

Hydroxychloroquine: This drug has demonstrated in vitro activity against SARS-CoV2 and 
was shown to be clinically beneficial in several small single center studies though with 
significant limitations. Nonetheless, several large observational studies with severe 
methodologic limitations have shown no effect on mortality or other clinically meaningful 
outcomes. As such, the evidence base behind its use remains limited as with other drugs 
and should only be used after shared decision making with the patients while awaiting the 
results of ongoing studies. As is the case with other antivirals, this drug should be used as 
early in the disease course as possible to achieve any meaningful effects and should be 
avoided in patients with severe disease. An ECG should ideally be done before prescribing 
the drug to measure QTc interval (and HCQ avoided if QTc is >500 ms) 

Dose: 400 mg BD on day 1 followed by 400mg daily for next 4 days.  
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13. Prevention of complications 

Implement the following interventions (Table 3) to prevent complications associated with 
critical illness. These interventions are based on Surviving Sepsis or other guidelines, and 
are generally limited to feasible recommendations based on high quality evidence. 

Table 3: Prevention of complications 

Anticipated 

Outcome 

Interventions 

Reduce days of 
invasive mechanical 
ventilation 

 Use weaning protocols that include daily assessment for readiness 
to breathe spontaneously 

 Minimize continuous or intermittent sedation, targeting specific 
titration endpoints (light sedation unless contraindicated) or with 
daily interruption of continuous sedative infusions 

Reduce incidence of 
ventilator associated 
pneumonia 

 Oral intubation is preferable to nasal intubation in adolescents and 
adults 

 Keep patient in semi-recumbent position (head of bed elevation 30-
45º) 

 Use a closed suctioning system; periodically drain and discard 
condensate in tubing 

 Use a new ventilator circuit for each patient; once patient is 
ventilated, change circuit if it is soiled or damaged but not routinely 

 Change heat moisture exchanger when it malfunctions, when 
soiled, or every 5–7 days 

Reduce incidence of 
venous 
thromboembolism 

 Use pharmacological prophylaxis (low molecular-weight heparin 
[preferred if available] or heparin 5000 units subcutaneously twice 
daily) in adolescents and adults without contraindications. For 
those with contraindications, use mechanical prophylaxis 
(intermittent pneumatic compression devices). 

Reduce incidence of 
catheter related 
bloodstream 

infection 

 Use a checklist with completion verified by a real-time observer as 
reminder of each step needed for sterile insertion and as a daily 
reminder to remove catheter if no longer needed 

Reduce incidence 

of pressure Ulcers 

 Turn patient every two hours 

Reduce Incidence of 
stress ulcers and 
gastrointestinal 
bleeding 

 Give early enteral nutrition (within24-48 hours of admission) 

 Administer histamine-2 receptor blockers or proton-pump 
inhibitors in patients with risk factors for GI bleeding. Risk factors 
for gastrointestinal bleeding include mechanical ventilation ≥ 48 
hours, coagulopathy, renal replacement therapy, liver disease, 
multiple co-morbidities, and higher organ failure score 

Reduce incidence of 
ICU-related weakness 

 Actively mobilize the patient early in the course of illness when safe 
to do so 

 

145



Page | 20  

 

Annexure- I  

Early self-proning in awake, non-intubated patients 

 Any COVID-19 patient with respiratory embarrassment severe enough to be admitted 

to the hospital may be considered for rotation and early self-proning. 

 Care must be taken to not disrupt the flow of oxygen during patient rotation 

 Typical protocols include 30–120 minutes in prone position, followed by 30–120 

minutes in left lateral decubitus, right lateral decubitus, and upright sitting position 

(Caputo ND, Strayer RJ, Levitan R. Academic Emergency Medicine 2020;27:375–378) 

 

Requirements for safe prone positioning in ARDS 

 Preoxygenate the patient with FiO2 1.0 

 Secure the endotracheal tube and arterial and central venous catheters 

 Adequate number of staff to assist in the turn and to monitor the turn 

 Supplies to turn (pads for bed, sheet, protection for the patient) 

 Knowledge of how to perform the turn as well as how to supine the patient in case 

of an emergency 

Contraindications to prone ventilation 

 Spinal instability requires special care 

 Intra cranial pressure may increase on turning 

 Rapidly return to supine in case of CPR or defibrillation 

When to start proning? 

 P/F ratio <150 while being ventilated with FiO2 >0.6 and PEEP >5 cm H2O 

When to stop proning? 

 When P/F exceeds 150 on FiO2 > 0.6 and > 6 PEEP 

What portion of the day should patients be kept prone? 

 As much as possible (16-18 hours a day) 

 Adult patients with severe ARDS receive prone positioning for more than 12 hours 

per day (strong recommendation, moderate-high confidence in effect estimates) 

(ATS-ERS Guideline. Am J RespirCrit Care Med;2017;195(9):1253-1263) 
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Dated 18th June, 2020 

Ministry of Health & Family Welfare 

Directorate General of Health Services 

(EMR Division) 

 

Advisory for managing Health care workers working in COVID and Non-COVID areas of the 

hospital 

1. Background 

The health care personnel working in hospitals are at increased risk of acquiring the COVID-19 disease, if 

there is a breach in the personal protection while managing patients.  

The health-work force is a valuable and scarce resource. Large number of COVID-19 affected health 

personnel getting isolated for treatment and their close contacts undergoing quarantine affects the health/ 

hospital service delivery. 

2. Purpose of the document 

The purpose of the document is to provide guidance on preventive measures, isolation and quarantine of 

health care functionaries. 

3. Institutional Mechanism for preventing and responding to Healthcare Associated Infections 

(HAIs) among HCWs 

Hospitals shall activate its Hospital Infection Control Committee (HICC).The HICC in the health facility 

is responsible for implementing the Infection Prevention and Control (IPC) activities and organizing 

regular trainings on IPC for HCWs. 

A Nodal Officer (Infection Control Officer) shall be identified by each hospital to address all matters 

related to Healthcare Associated Infections (HAIs). With reference to preventing such infection among 

healthcare workers, he/she will ensure that: 

i. Healthcare workers in different settings of hospitals shall use PPEs appropriate to their risk 

profile as detailed in the guidelines issued by this Ministry (available at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf and 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveE

quipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf ) 

ii. All healthcare workers have undergone training on Infection Prevention and Control and they are 

aware of common signs and symptoms, need for self-health monitoring and need for prompt 

reporting of such symptoms.   

iii. Provisions have been made for regular (thermal) screening of all hospital staff. 

iv. All healthcare workers managing COVID-19 cases are being provided with chemo-prophylaxis 

under medical supervision. 

v. Provisions have been made for prompt reporting of breach of PPE by the hospital staff and follow 

up action. 
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4. Action for Healthcare Workers 

i. Ensure that all preventive measures like frequent washing of hands/use of alcohol based hand 

sanitizer, respiratory etiquettes (using tissue/handkerchief while coughing or sneezing), etc. are 

followed at all times. 

ii. He/she shall use appropriate PPE at all times while on duty. 

iii. A buddy system* to be followed to ensure that there is no breach in infection prevention control 

practices. 

iv. Any breach in PPE and exposure is immediately informed to the nodal officer/HoD of the 

department 

v. HCWs after leaving the patient care units (wards/OPDs/ICUs) at the doctor’s duty 

rooms/hostels/canteen or outside the HCF must follow social distancing and masking to prevent 

transmission to/acquiring infection from other HCWs who may be positive. 

vi. Pregnant/lactating mothers and immuno-compromised healthcare workers shall inform their 

medical condition to the hospital authorities for them to get posted only in non-Covid areas.  

*Buddy system: Under this approach, two or more-person team is formed amongst the deployed hospital 

staff who share responsibilities for his/her partner’s safety and well-being in the context of (i) 

Appropriately donning and doffing of PPEs, (ii) maintaining hand hygiene and (iii) taking requisite steps 

on observing breach of PPEs.  

 

5. SOP for health work force deployment during COVID-19 

5.1 SOP to be followed in case HCW reports exposure/breach of PPE 

All the Healthcare workers must report every exposure to COVID-19 to the concerned nodal officer and 

HoD of the concerned department immediately. 

The Nodal officer will get the exact details of exposure to ascertain whether the exposure constitutes a 

high risk or low risk exposure as described below: 

 High risk exposure: 

 HCW or other person providing care to a COVID-19 case or lab worker handling respiratory 

specimens from COVID-19 cases without recommended PPE or with possible breach of PPE  

 Performed aerosol generating procedures without appropriate PPE. 

 HCWs without mask/face-shield/goggles: 

o having face to face contact with COVID-19 case within 1 metre for more than 15 

minutes  

o having accidental exposure to body fluids 

 Low risk exposure: 
Contacts who do not meet criteria of high risk exposure 

 

The Nodal Officer/Head of the Department will form a sub-committee to assess the level of exposure and 

the risk as per assessment format at Annexure I. As per their assessment: 

 

 For doctors, nursing officers and other health workers with high risk exposure, the quarantine period 

shall be initially for one week only. 
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 Thereafter taking profile of such doctors, nursing officers and other health workers, a decision shall 

be taken by the Nodal Officer/Head of the Department (or his appointed Sub-committee) for further 

period of one week.  

 After a week, they shall be tested as per ICMR testing protocol, actively monitored for development 

of symptoms and managed as per laid down protocol. 

 If they test positive but remain asymptomatic they will follow protocol for very mild/mild/pre-

symptomatic cases as described in para 5.2.1 (a) below.  

 If they test negative and remain asymptomatic, complete 14 day quarantine and return to work. 

 Should symptoms develop, follow the guidance para 5.2. 

 

 Low risk contacts shall continue to work. They will self-monitor their health for development of 

symptoms. In case symptoms develop, the guidance under para 5.2 would be followed. 

 

5.2 SOP to be followed in case HCW reports symptoms suggestive of COVID-19 

5.2.1 If any healthcare worker who is manifesting signs and symptoms suggestive of COVID-19, 

he/she will be isolated immediately and the following procedure will follow: 

a. In case of mild/very mild/pre-symptomatic case, he/she will have an option of home isolation, 

subject to the conditions stipulated in the revised guidelines for home isolation of very 

mild/pre-symptomatic COVID-19 cases (available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomati

cCOVID19cases10May2020.pdf). Such cases would end their home isolation as per timeline 

provided in the said guidelines. 

b. In cases where home isolation is not feasible, such mild/very mild/pre-symptomatic cases will 

be admitted to a COVID Care Center#. 

c. Moderate cases that require oxygen therapy shall be managed at a Dedicated COVID Health 

Center# 

d. Severe cases will be managed in a Dedicated COVID Hospital#.  

For cases admitted COVID Health facilities, their discharge will be governed guidelines available 

at: https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf 

# The details of categorization of health facilities as COVID Care center, Dedicated COVID 

Health Center and Dedicated COVID Hospitals along with categorization of patients 

(mild/moderate/severe) is available 

at:https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf.  

5.2.2 Those who test negative, will be managed as in non-COVID area as per their clinical diagnosis. 

Their resuming work will be based on the clinical diagnosis and the medical certification by the 

treating doctor. 
 

5.2.3 For HCWs (with low risk exposure), who continue to work and develop symptoms: 
 

 And test positive, further management  would be based on their clinical presentation and as 

described in para 5.2 (1) (a) above 

 Those who test negative, will return to work subject to medical certification for ailment 
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5.2.4 Discharge of COVID-19 positive HCWs will be in accordance with the discharge policy 

(available at: https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf). 

 

5.3 Regular quarantine of healthcare workers after performing duty in COVID-19 areas 
 

Quarantine of healthcare workers, other than what is stipulated above is not warranted. 
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1. Protocol For Treatment of Confirmed COVID-I 9Hospitalized Patients

Proposed Clinical Staging System
l. Mild (Early Infection) - Groups A B&C
2. Moderate (Pneumonia with no signs of severe disease)

3. Severe (Severe Pneumonia/ARDS/Sepsis/Septic Shock)

State & Group Criteria Investigati
ons

Site of
Admission

Treatment Remarks

Ⅳlild

Group
A

Asymptomatic but
posit市 e for COVID-19

CBC,RFT,
RBS,LFT,
ECG

Isolation
ward
/Home
isolation

Monitoring of
patient

Group
B

SymptomaticfuRTI
without comorbidity
o Fever
o Cough
o Sore throat
o Malaise
r Headache
o Anosmia*
o Less of taste*
o Diarrhoea*

* Can be only earliest
presenting symptom.

RED FLAG SIGNS
( if developed likely to
deteriorate)

1.SpO2- <94o on room
air
2. Neutrophil
Lymphocyte ratio> 3.5

3. Resting tachycardia

CBC,RFT,
RBS,LFT,
CXR,ECG,
Sp02
monitoring

by Pulse

oxymeter

Isolation
ward/
Home
isolation

Symptomatic
Treatment such as

Antipyretic,
adequate nutrition
and appropriate
rehydration

Patient to be

followed up
daily for
temperature,
vitals and
Oxygen
Saturation
(spo2)

Group
-c

SymptomaticfuRTI
with comorbidity
o Obesity
o >60 Yrs
.DM
o HTN/IHD
o COPD/Chronic lung

disease
o Immunocompromis

ed state
o Immunosuppressive

drugs

CBC,LFT
RFT,RBS
CXR,ABG
ECG
ESR,CRP
LDH
S.Ferritin

D―dimer

lfQTC
prolongatio

n in ECG
then daily

Isolation
ward

A)
Tab. HCQ 400mg
BD on day 1 then
200 mg BD for 4
days

OR

Tab. Favipiravir
1800 mg BD on
day 1 followed by
800 mg BD for 7

Antibiotics-
T. Cefixime 200
mg BD

OR
T.Augmentin
625 TDS

OR
To be given as

per local
antibiotic policy

ECG - Baseline
& dailv to look

4

155



. CKD
RED FLAG SIGNS
( if developed likely to
deteriorate)

i. Neutrophil
Lymphocyte ratio >3.5
2. P:F ratio less than 300
3. THREE minute walk
test and on repeat pulse
oximetry decreased
SpO2
4. Resting tachycardia
5. Raised CRP/
S.Ferritin
D-dimer/LDFV
Triglycerides
6. SpO2- <94Yo on room
air

S.electrolyt
es ionic
calcium &
Magnesium

days ifneeded
can be continued
upto maximum 14

days

+
B)
Inj. LMWH 40mg
SC OD per day

for QTc
prolongation

If patient is
symptomatic at
day 5 also,
continue
therapy for
additional 5

days

Moderate Pneumonia

Adolescent or adult with
presence of clinical
features ofdyspnea and
or hypoxia, fever,
cough, including SpO2
<94o (range 90-94%)
on room air, Respiratory
Rate more or equal to 24
per minute.

RED FLAG SIGNS
( if developed likely to
deteriorate)

1. Neutrophil
Lymphocl,te ratio > 3.5

2. P:F ratio less than 300
3. Raised CRP/
S.Ferritin
D-dimer/LDtV
Triglycerides
a. SpO2 - less than 88%
on oxygen

CBC, LFT
RFT, RBS
CXR, ECG,
ABG
ESR, CRP
S.Ferritin
D-
dimer/LDH

If QTc
prolongatio
n in ECG
then daily
S.electrolyt
es ionic
calcium &
Magnesium

Follow up
CRP, D _
dimer &
Ferritin
every 48-72
hours (if
available);
CBC with
DLC,
Absolute
lymphocyte
count,
KFT/LFT
daily

DCH A)
Tab. HCQ 400
mg BD on day I
then 200 mg BD
for 5 days

OR

Inj Remdesivir
200 mg OD for
dayl&l00mg
BD for next 4
days

OR

Tab. Favipiravir
1800 mg BD on
day I followed by
800 mg BD for 7

days ifneeded
can be continued
upto maximum 14

days

+

B)
Inj. LMWH 40mg
SC OD per day

C)

Inj Ceftriaxone
l gIVODfor
5-10 days.

OR

To be given as

per oral
antibiotic
policy.

ECG - Baseline
& daily to look
for QTc
prolongation

If patient
satisfies
indication then
Tocilizumab/
Convalescent
Plasma can be
given
(doses given in
newer therapies
section)

If HCQs cannot
be given for any
contraindication
like prolong
QTc or in
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If SpO2 < 88o -

I ) Consider
CARP protocol

2) Inj. MPS 0.5 to
lmg /kg lday for
3 days and if d
dimer/Sr Ferritin
normal after 3

days, oral
Prednisolone
tapered dose for 5

days

OR

If Inj. MPS not
available
Dexamethasonel
V/Oral
6 mg OD for l0
days

knownG6 PD
deficiency
combination of
Ivermectinl2
mg oral single
dose +

doxycycline
100 mg BD for
5 days can be

considered

Seve.re Severe
Pneumonia/ARDSi Septi
c Shock/Sepsis

Adolescent or adult:
with clinical signs of
Pneumonia plus one of
the following;
respiratory rate >30
breaths/min, severe
respiratory distress,
SpO2 <90o/o on room
air.

RED FLAG SIGNS

1. Neutrophil
Lymphocyte ratio > 3.5
2. Raised
CRP/Fenitin/D-
dimer/LDFVTTi glyceride
s/Troponin I /CPK-MB

CBC, LFT
RFT, RBS
CXR, ECG,
ABG
ESR, CRP
S.Ferritin
D-dimer
LDH,
S.

Triglycerid
es

Troponin I
CPK-MB
Blood
culture &
sensitivity

IiQTc
prolongatio
n in ECG,
then daily
S.electroly
es ionic
calcium
&S.Magnes
ium

If
OTe500m

Isolation-
ICU

A)
Inj. LMWH 40mg
SC OD per day(if
some signs of
bleeding seen

then to be
stopped)

B)
Inj. MPS 0.5 to
lmg /kg /day for
5-7 days and to be
extended
depending upon
followup D dimer

OR

If MPS not
available
Dexamethasone
IV/Oral
6 mg OD for l0
days

c)
If patient satisfies
indication then

Inj. Merepenem
IgIVTDS
extended
infusion over 3

hours.
OR

Antibioticsto be

given as per
localantibiotic
policy

ECG - Baseline
& daily to look
for QTc
prolongation

Others:
l. Mechanical
ventilation as

per CARDsnet
protocol

2. If D-dimer is

raised three fold
then LMWH to
be given in
therapeutic dose
i.e 40 mg SC

BD.

|

6
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S HCO
should be

avoided

Tocilizumab/
Convalescent
Plasma/
Remdesivir can
be given(doses
given in newer
therapies section)

* If any investigation is not available at treating hospital, it may be outsourced.

Note:
In addition drugs may be given to improve immunity and possibly reduce viral replication.

o Zinc, Vitamin C,Vitamin A, Vitamin D, Magnesium Sulphate

2. Management consideration in Severe Cases:

1. Early supportive therapy and monitoring

a. Give supplemental oxygen therapy immediately to patients with Severe Covid and respiratory
distress, hypoxaemia, or shock: Initiate oxygen therapy at 5 L/min and titrate flow rates to reach
target SpO2 > 90yo in non-pregnant adults and SpO2 > 92-96yo in pregnant patients. All areas

where patients with Severe Covid are cared for should be equipped with pulse oximeters,
functioning oxygen systems and disposable, single- use, oxygen-delivering interfaces (nasal

cannula, simple face mask, and mask with reservoir bag). Use contact precautions when handling
contaminated oxygen interfaces of patients with COVID - 19.

b. Use conservative fluid management in patients with Severe Covid when there is no evidence
ofshock.

2. Management of hypoxemic respiratory failure and ARDS
Recognize severe hypoxemic respiratory failure when a patient with respiratory distress is failing
standard oxygen therapy. Patients may continue to have increased work of breathing or
hypoxemia even when oxygen is delivered via a face mask with reservoir bag (flow rates of l0-
15 L/min, which is typically the minimum flow required to maintain bag inflation; FiO2 0.60-
0.95). Hypoxemic respiratory failure in ARDS commonly results from intrapulmonary
ventilation-perfusion mismatch or shunt and usually requires mechanical ventilation.

High - Flow Nasal Cannula oxygenation (HFNO) or non - invasive mechanical ventilation:

When respiratory distress and/or hypoxemia of the patient cannot be alleviated after
receiving standard oxygen therapy, high - flow nasal cannula oxygen therapy or non - invasive
ventilation can be considered. Compared to standard oxygen therapy, HFNO reduces the need

for intubation.
Patients with hypercapnia (exacerbation of obstructive lung disease, cardiogenic

pulmonary oedema), hemodynamic instability, multi-organ failure, or abnormal mental status
should generally not receive HFNO, although emerging data suggest that HFNO may be safe in
patients with mild-moderate and non-worsening hypercapnia. Patients receiving HFNO should
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be in a monitored setting and cared for by experienced personnel capable of endotracheal

intubation in case the patient acutely deteriorates or does not improve after a short trial (about 1

hr).
There has been concerns raised about generation of aerosols while using HFNO and

NIV. However, recent publications suggest that newer HFNO and NIV systems with good

interface fitting do not create widespread dispersion of exhaled air and therefore should be

associated with low risk of airbome transmission. If conditions do not improve or even get worse

within a short time (1 - 2 hours), tracheal intubation and invasive mechanical ventilation should

be used in a timely manner.

o Endotracheal intubation should be performed by a trained and experienced provider using

airbome precautions. Patients with ARDS, especially young children or those who are obese

or pregnant, may de-saturate quickly during intubation. Pre-oxygenate with 100% FiO2 for 5

minutes, via a face mask with reservoir bag, bag-valve mask, HFNO, or NIV. Rapid

sequence intubation is appropriate after an airway assessment that identifies no signs of
difficult intubation.

. Implement mechanical ventilation using lower tidal volumes (4-8 ml/kg predicted body

weight, PBW) and lower inspiratory pressures (plateau pressure <30 cmH2O). This is a
strong recommendation from a clinical guideline for patients with ARDS, and is suggested

for patients with sepsis-induced respiratory failure. The initial tidal volume is 6 ml/kg PBW;

tidal volume up to 8 ml/kg PBW is allowed if undesirable side effects occur (e.g. dys-

synchrony, pH <7.15). Hypercapnia is permitted if meeting the pH goal of 7 .30-'7 .45.

Ventilator protocols are available. The use of deep sedation may be required to control

respiratory drive and achieve tidal volume targets.

. In patients with severe ARDS, prone ventilation for 16-18 hours per day is recommended but

requires sufficient human resources and expertise to be performed safely.

o In patients with moderate or severe ARDS, higher PEEP instead of lower PEEP is suggested.

PEEP titration requires consideration of benefits (reducing atelectrauma and improving

alveolar recruitment) vs. risks (end-inspiratory overdistension leading to lung injury and

higher pulmonary vascular resistance). Tables are available to guide PEEP titration based on

the Fio2 required to maintain Spo2. In patients with moderate-severe ARDS

(PaO2/FiO2<150), neuromuscular blockade by continuous infusion should not be routinely

used.
o In settings with access to expertise in extracorporeal life support (ECLS), consider referral of

patients with refractory hypoxemia despite lung protective ventilation. ECLS should only be

offered in expert centres with a sufficient case volume to maintain expertise and that can

apply the IPC measures required for COVID - l9 patients.

o Avoid disconnecting the patient from the ventilator, which results in loss of PEEP and

atelectasis. Use in-line catheters for airway suctioning and clamp endotracheal tube when

disconnection is required (for example, transfer to a transport ventilator).

3. Management of septic shock

. Recognize septic shock in adults when infection is suspected or confirmed AND

,u.opr"..o.. are needed to maintain mean arterial pressure (MAP) >65 mmHg AND lactate

is >2 mmol,/L, in absence of hypovolemia.
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. In the absence of a lactate measurement, use MAP and clinical signs of perfusion to define

shock. Standard care includes early recognition and the following treatments within t hour of
recognition: antimicrobial therapy and fluid loading and vasopressors for hypotension. The

use of central venous and arterial catheters should be based on resource availability and

individual patient needs.
o In resuscitation from septic shock in adults, give at least 30 ml/kg of isotonic crystalloid in

adults in the first 3 hours. Do not use hypotonic crystalloids, starches, or gelatins for
resuscitation.

o Fluid resuscitation may lead to volume overload, including respiratory failure. If there is no
response to fluid loading and signs of volume overload appear (for example, jugular venous
distension, crackles on lung auscultation, pulmonary oedema on imaging, or hepatomegaly in
children), then reduce or discontinue fluid administration. This step is particularly important
where mechanical ventilation is not available.

. Crystalloids include normal saline and Ringer's lactate. Determine need for additional fluid
boluses (250-1000 ml in adults or 10-20 ml,&g in children) based on clinical response and
improvement of perfusion targets. Perfusion targets include MAP (>65 mmHg), urine output
(>0.5 ml/kg4r in adults), and improvement of skin mottling, capillary refill, level of
consciousness, and lactate. Consider dynamic indices of volume responsiveness to guide
volume administration beyond initial resuscitation based on local resources and experience.
These indices include passive leg raising test, fluid challenges with serial stroke volume
measurements, or variations in systolic pressure, pulse pressure, inferior vena cava size, or
stroke volume in response to changes in intrathoracic pressure during mechanical ventilation.
o Administer vasopressors when shock persists during or after fluid resuscitation. The

initial blood pressue target is MAP > 65 mmHg in adults
o If central venous catheters are not available, vasopressors can be given through a

peripheral IV, but use a large vein and closely monitor for signs of extravasation and
local tissue necrosis. If extravasation occurs, stop infusion. Vasopressors can also be
admini stered through intraosseous needles.

o If signs of poor perfusion and cardiac dysfunction persist despite achieving MAP target
with fluids and vasopressors, consider an inotrope such as dobutamine.

4. Other therapeutic measures

For patients with progressive deterioration of oxygenation indicators, rapid worsening on
imaging and excessive activation of the body's inflammatory response, glucocorticoids can be
used for a short period of time (3 to 5 days). It is recommended that dose should not exceed the
equivalent of methylprednisolone I - 2mglkglday Note that a larger dose of glucocorticoid will
delay the removal ol coronavirus due to immunosuppressive effects.

Prophylactic dose of UFH or LMWH (e.g., enoxaparin 40 mg per day SC) should be given for
anti-coagulation. Control of co-morbid conditions should be ensured.

For pregnant severe cases, consultations with obstetric, neonatal, and intensive care specialists
(depending on the condition ofthe mother) are essential. Patients often suffer from anxiety and
fear and they should be supported by psychological counseling.

9
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3. Newer Therapies
At present, use of these therapies is based on a limited available evidence. As the situation
evolves, and when more data become available, the evidence will be accordingly incorporated,

and recommendation upgraded. Further, use of these drugs is subjected to limited availability in
the country as of now. Cunently, these drugs should only be used in a defined subgroup of
patients:

1. Remdesivir (under Emergency Use Authorization- Now this drug is in 1 B category) may be

considered in patients with Category I Group B and moderate disease (those on oxygen) with
none of the following contraindications:

o AST/ALT > 5 times Upper limit of normat (ULN)
. Severe renal impairment (i.e., eGFR < 3Oml/min/m2 or need for hemodialysis)
o Pregnancy or lactating females
r Children (< 12 years ofage)

Dose: 200 mg IV on day I followed by 100 mg IV daily for 4 days ( Total 5 days)

Consent : Written informed consent fiom patient before administration

2. Convalescent plasma (Off Label) may be considered in patients with moderate disease who

are not improving (oxygen requirement is progressively increasing) despite use of steroids.

Special prerequisites while considering convalescent plasma include:

o ABO compatibility and cross matching of the donor plasma

o Neutralizing titer of donor plasma should be above the specific threshold (if the latter is

not available, plasma IgG titer (against S-protein RBD) above 1 :640 should be used)

. Recipient should be closely monitored for several hours post transfusion for any

transfusion related adverse events

o Use should be avoided in patients with IgA deficiency or immunoglobulin allergy

Indications:
Age more than 18 years

Any of the two
A) Pa02/FiO2 betrYeen 200-300
B) Respiratory rate more than 24.min, Sao2 less than 93 on room air

Contraindications:
A) Pregnant/breastfeeding woman
B) Hypersensitivity to blood products
C) Critically ill Patients
D) Patient who has received immunoglobulin in last 30 days

Dose: Dose is variable ranging from 4 to 13 ml/kg (usually 200 ml each day for two consecutive

days given slowly over not less than 2 hours - total 400 ml)

3. Tocilizumab(off Label) may be considered in patients with moderate disease with

progressively increasing oxygen requirements and in mechanically ventilated patients not

i-piovirg despite use of steroids. Long term safety data in COVID 19 remains largely unknown.

Special considerations before its use include:
. Presence of raised inflammatory markers (e.g., CRP>20, Ferritin>300, IL-G20, Age

preferably <50 can be extended to 60)
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. Patients should be carefully monitored post Tocilizumab for secondary infections,
Iirngalinfections, persistent fever I 0 1 F, neutropeniaand leucocltosis.

o Active infections and Tuberculosis should be ruled out before use.

. As Tocilizumab is IL 6 receptor inhibitor repeat IL 6 level is expected to rise.
Dose: 8mg&g (maximum4OO mg at one time) given slowly in 100 ml NS over t hour; dose can
be repeated once after 12 to 24 hours

4. Favipiravir is a broad spectrum antiviral drug effective against many subtypes & strains of
influenza & other RNA viruses. It offers rapid reduction in viral load within 4 days & provides
faster symptomatic and radiological improvement.
Indication: It is used in COVID-19 mild to moderate cases and also can be used in patients with
co-morbid conditions such as diabetes & heart diseases.
Contraindication: In pregnant & lactating women & in patients with severe renal and hepatic
impairment.
Adverse events: Increase of blood uric acid level , Diarrhea, decrease of neutrophil count,
increase of AST(SGOT), increase of ALT(SGPT) & psychiatric symptoms. Drug is excreted in
sperms hence contraception is recommended.
Dose: For Adults, 1800 mg orally twice daily on 1 day followed by 800 mg orally twice daily, up
to maximum of 14 days.
Consent :Written informed consent from patient before administration

4.Important Considerations

A) Indications for Intubation

Intubation has to be planned and conducted with adequate sedation and neuromuscular paralysis
with minimum personnel.

1. Persistent hlpoxia SpO2 below 88% on 600% venture mask.
2. Respiratory Rate (RR)> 30/ min
3. Systolic BP below 90 mmHg despite IV fluids and vasopressors
4. GCS less than 8

Trial of Oxygen therapy with High Flow Nasal Cannula / Venturi mask. If signs of
respiratory distress percist then consider immediate intubation.

B) Cytokine Storm (on Day 718 of disease)
To be ruled out from Group C onwards

Cardinal features:
o Unremitting fever
o Cytopenias
. Hyperferritinemia
o Pulmonary involvement (including ARDS)
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Screening for Hyperinflammation:

o Elevated ferritin (Predictor of mortality)
o Elevated ESR & CRP
o Elevated liver transaminases
. Bicytopenia/pancytopenia
r ElevatedTriglycerides
. Hepatosplenomegaly

Management of Cytokine Storm
. Inj Methyl Prednisolone (MPS) 500 mg IV OD x 3-5 days

C) COVID Awake Repositioning/Proning Protocol (CARP)

Prone positioning improves oxygenation in spontaneously breathing non-intubated patients with
hypoxemic acute respiratory failure

Indications for Awake Proning:

(1) Isolated hypoxemic respiratory failure without substantial dyspnea (the "paradoxically
well appearing" hypoxemic patient). A reasonable candidate might meet the following
criteria:
. not in multi-organ failure
. expectation that patient has a fairly reversible lung injury and may avoid intubation
o no hypercapnia or substantial dyspnea
o normal mental status, able to communicate distress
o no anticipation of diffrcult airway

(2) Patients who do not wish to beintubated. The main risk of awake proning is that it could

cause excessive delays in intubation. In the patient who do not give consent for intubation, there

is little to be lost by trial of awake proning.

Patients with a PF Ratio(po2lFio2) of < 100 on Non Invasive Ventilation (NIV) are not suitable
candidates and this may delay an unavoidable intubation. Patients should prone, as tolerated for
2-4 hours/session for2-4/days. Patients mayreceive light sedation in order to tolerate pronation.

While the evidence is far from robust, this technique is currently being used and has both
physiological and laboratory basis. More importantly, it has a demonstrated anecdotal benefit to
avoid intubation.

CARPProtocol

Timed PositionChanges
Every 2 hrs, ask patient to switch between the following positions. Bed adjustments will be

required between positions
I . Left Lateral Recumbent
2. Right Lateral Recumbent
3. Sitting Upright 60-90 degrees
4. Lying Prone in bed
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If these 4 positions are not raising the Oxygen Saturation, a 5th position can be tried:

5. Trendelenburg position (Supine, Bed 30 degrees Head Down)

10-15 Minutes after each position change, check to make sure that Oxygen Saturation has not
decreased. If it has, try another position.

o Position Changes to Counter Hypoxemia
If patient has a significant drop in Oxygen saturation, follow these steps:

1. Ensure that the source of the patient's Oxygen is still hooked up to the wall and is properly
placed on the patient (this is a common cause of desaturation)

2. Ask patient to move to a different position as above

PI{O?OS EELOW TO DfMOilSTMTE IHIS:

4. 30 minutes - 2 hours: lying m your left side

1. 30 mirilrtes - 2 hou6: laying on your belly

2. !!0 mirutcr - 2 hours: hyin3 on your rltht 3id€

Then back to P6ition 1. tyinB on your b.Fyl

3.30 minutes-2 hours:sltting up

S€lf Positbning Guide_Elmhurst Hosdt l_58

攣511玲靱
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5. ICU Admissions and Ventilation Strategies:

A.Criteria For ICU Admissions

5 B. Ventilation Strategies
(ARDS with Low Compliance)

. Need for mechanical ventilation.

. Need for vasopressors.

. Respiratory rate >25 breaths per minute.

. PaO2 <60 mm Hg on room air or SpO2 <85o on supplemental oxygen of 6 LAvl.

. Confusion.

・ N/L ratio>3.5

. Thrombocytopenia.

. Uremia

. Multilobar infi ltrates.

. Hypotension requiring fluid resuscitation.

. Hypothe

Before Mechanical Ventilation - Try Awakeo Prone, High Flow Nasal 02 -lt May Avoid
Invasive Ventilation

Ventilotion Protocol for Patients with Acute Respiratory Distress Syndrome

All patients who present with acute breathlessness (less than 7 to l0 days) and having all of the
following:
● Pa02/Fi02≦ 300

o Bilateral (patchy, diffuse, or homogeneous) infiltrates consistent with pulmonary edema

o No clinical evidence of left atrial hypertension

are diagnosed with acute respiratory distress syndrome (ARDSy SARI (severe acute
respiratory illness)

o Ventilation strategies will primarily depend upon the severity of SARI/ARDS

Ventilator Setup and Adiustment
・ Calculatc PBW.

- Males : 50 + 2.3 [height (inches)--60].
. Females : 45.5 + 2.3 [height (inches)-60].
. Select volume A/C mode on the ventilator.

14
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. Set ventilator settings to achieve initial VT:6 ml/kg PBW.

. Set initial rate to approximate baseline minute ventilation (not >35 bpm). Aim for a pH over
7.2, do not worry about the PaCO2. If the PaCO2 keeps going up too much in spite of a

respiratory rate (RR) of 35, reduce the dead space in the circuit. If the pH drops below 7.2,
consider adding sodium bicarbonate infusion.

' Adjust VT and RR to achieve pH and plateau pressure goals as mentioned below.

Oxvgenation Goal:Pa02 55-80 1nm H2 or Oxvgen Saturation fSp02)88-95%

' IJse a minimum positive end expiratory pressure (PEEP) of 5 cm IH}O. Consider the use of
incremental Fio2lPEEP combinations as shown below to achieve the goal.
. Plateau pressure goal: <30 cm H2O

' Check Pplat (0.5 second inspiratory pause) at least every 4 hours and after each change in
PEEP or VT.

' If the Pplat remains above 30 cm H2O, decrease VT by 1 ml/kg steps (minimurn:4 ml/kg).
Noninvasive ventilators (NIVs) can be used for patients not requiring high FiO2 and for
recovering patients, so that the high performance ICU ventilators can be preserved for sicker
patients.

Transport ventilators can also be included in the
cannula (HFNC) devices can play an important role

inventory. Home NIVs *A frign-no* 
".orofin cases with mild severity of disease.

Both these modes (NIV, HFNC) are
disease. Hence to be tried under full
these patients.

likely to produce aerosol transmission of COVID-I9
PPE coverage. Early elective intubation is preferred for

Proning
Ifpatientdoesnotshowimprovementinoxygenation,th.,p'on
early in the course of the disease.

Itisusuallyassociatedwithsignificantimprovementinoxygenatioo'tury
l8 hours of pruning should be done.
Follow thorough aerosol precautions while pruning and take ,t-o.t p."caution to avoid
disconnection of the ventilator circuit.
Although O"rco*
study from Wuhanl5) are currently lacking, the tendency for SARS -Cov-2 to affect the
peripheral and dorsal areas of the lungs provides the ideal conditions for a positive oxygenation
response to prone positioning.

5 C. Ventilation Strategies
(ARDS with Near Normal Lung Compliance)

●

●

After intubation check lung compliance on ventilator

If near normal - ventilation settings as follows.

o PEEP <10 cms of water with Bp monitoring

FlO2 < 60 - 70o to keep SaO2 > 85, paO2 < 60 mmhg●
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o Tidal volume - 8-10 mllkg

o IV fluids to maintain VT<10-12 cms of water

o Prone ventilation not indicated

. Try semi recumbent position

. Try weaning slowly, watch for mucosal oedema, Hydrocortisone 200mg, IV 30 minutes

before extubation.

6. Supportive Care For ICU/l'{on ICU Patients

if not contraindicated.

o Avoid Nonsteroidal anti-inflammatory drugs (NSAIDs) like ibuprofen other than paracetamol unless

o All inhaled medicines (bronchodilators) should preferably be given by metered dose inhalers (MDIs) to

reduce the chances of aerosolization. Avoid nebulised

. g* 
"f frirt"*i*-Z receptor blockers or proton-pump inhibitors to prevent gastrointestinal

bleeding.Sucralfate caq !e 3qq9q

Consider discontinuation of inhaled steroids as they may reduce local immunity and promote viral

replication. But if discontinuation of inhaled steroids is likely to to worsen the preexisting lung disease,

decision on the same can be taken by the

A ."r**"tt.t" - de-resuscitative fluid strategy after initial resuscitation with early detection of

mvocardial involvemcnt through the measllre興

Pharmacologic thromboprophylaxis, if not contraindicated,

thromboprophytaxis using intermittent pneumatic compression
should be given. Mechanical

stockings can be used in cases

icthromboprophylaxis is contraindicated.

o Judicious use of sedation

o Daily sedation-free intervals, and assessment for weaning readiness'

e ventilator circuits for each patient.

use of heat moisture exchanger or humidifier.

o Standardized slower weani

o Closed suctions and HME filters should b. pt.fe.red to pteu"nt uttotol

Optirnal care to reduce the incidence of catheter-related blood stream infections.

o Early enteral nutrition (within 24 to 48 hours of admission)

●  Early mobilization including passive and active rehabilitation exercises to prevent critiCal illness―
related

neuromuscular weakness.

o Tracheostomy in patients *ith ptolo.rged mechani

16
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7, Revised Discharge Policy for COVID-I9

The revised discharge policy is aligned with the guidelines on the 3 tier COVID facilities and the

Categorization of the patients based on clinical severity

l. Mild/very mild/pre-symptomatic cases:

Mild/very mild,/pre-symptomatic cases admitted to a COVID Care Facility will undergo regular

temperature and pulse oximetry monitoring. The patient can be discharged after 10 days of.
symptom onset and no fever for 3 days. There will be no need for testing prior to discharge. At
the time of discharge, the patient will be advised to isolate himself at home and self-monitor their

health for further 7 days. At any point of time, prior to discharge from CCC, if the oxygen

saturation dips below 95v0, patient is moved to Dedicated covlD Health centre (DCHC). After

discharge from the facility, if he/she again develops symptoms of fever, cough or breathing

diffrculty he will contact the COVID Care Centre or State helpline or 1075. His/trer health will
again be followed up through tele-conference on l4th day.

2. Moderate cases admitted to Dedicated COVID Health Centre (Oxygen beds)

2.1. Patients whose symptoms resolve within 3 days and maintain saturation above 95% for the

next 4 days cases clinically classified as "moderate cases" will undergo monitoring of body

temperature and oxygen saturation. If the fever resolve within 3 days and the patient maintains

saturation above 95%o for the next 4 days (without oxygen support), such patient will be

discharged after 10 days of symptom onset in case of:

o Absence of fever without antipyretics

o Resolution of breathlessness

o No oxygen requirement

There will be no need for testing prior to discharge.

At the time of discharge, the patient will be advised to isolate himself at home and self-monitor

their health for further 7 days.

2.2. Patient on oxygenation whose fever does not resolve within 3 days and demand of oxygen

therapy continues such patients will be discharged only after-

o resolution of clinical symptoms

o ability to maintain oxygen saturation for 3 consecutive days

17
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3. Severe Cases including immuno-compromised (HIV patients, transplant recipients,

malignancy and patients on chronic immunosuppressive therapies including steroids)

Discharge criteria for severe cases will be based on

. Clinical recovery

. Patient tested negative once by RT-PCR (afier resolution oJ symptoms)
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1. Background
Coronaviruses are large group of viruses that cause illness in humans and animals. Rarely,

animal coronaviruses can evolve and infect people and then spread between people such

as has been seen with MERS and SARS. The outbreak of Novel coronavirus disease
(COVID-19) was initially noticed in a seafood market in Wuhan city in Hubei Province of
China in mid-December, 2019, has now spread to 214 countries/territories/areas
worldwide. WHO (under lnternational Health Regulations) has declared this outbreak as a

"Public Health Emergency of lnternational Concern" (PHEIC) on 30thJanuary 2020. WHO
subsequently declared COVID-19 a pandemic on 11th March, 2020.

2. Disease Epidemiology
Current available evidence for COVID-19 suggests that the causative virus (SARS-CoV-2)

has a zoonotic source closely related to bat-origin SARS-like coronavirus. lt is an
enveloped RNA beta coronavirus related to the Severe Acute Respiratory Syndrome
(SARS) virus, and the virus has been shown to use the angiotensin-converting enzyme 2
(ACE2) receptor for cell entry.

The persons infected by the novel coronavirus are the main source of infection. Direct
person-to-person transmission occurs through close contact, mainly through respiratory
droplets that are released when the infected person coughs, sneezes, or talks. These
droplets may also land on surfaces, where the virus remains viable. lnfection can also
occur if a person touches an infected surface and then touches his or her eyes, nose, or
mouth.

The median incubation period is 5.L days (range 2-1,4 days). The precise interval during
which an individual with covlD-19 ls infectious is uncertain. As per the current evidence,
the period of infectivity starts 2 days prior to onset of symptoms and lasts up to g days.
The extent and role played by pre-clinical/ asymptomatic infections in transmission still
remain u nder investigation.

3. Patho-physiology
Most patients with coVlD-19 predominantly have a respiratory tract infection associated
with sARS-cov-2 infection. However, in a small proportion of cases, they can progress to a
more severe and systemic disease characterized by the Acute Respiratory Distress
Syndrome (ARDS), sepsis and septic shock, multiorgan failure, including acute kidney
inju ry and cardiac injury.

Autopsy findings in China and European countries showed endothelial damage of
pulmonary vasculature, microvascular thrombosis and hemorrhage linked to extensive
alveolar and interstitial inflammation that ultimately result in covlD-19 vasculopathy,
pulmonary intravascular coagulopathy, hypercoagulability, ventilation perfusion
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mismatch′  and refractory ARDS.

coagulation cascade.

4.Case definitionl

Suspect case

Hypoxemia, secondary to ARDS may also activate the

one sign/symptoin of    ‐

history of travel to or

residence in a location reporting community transmission of COVID-19 disease

during the 14 days prior to symptom onset;

OR

B. A patient with any acute respiratory illness AND having been in contact with a

confirmed or probable COVID-I9 case in the last l4 days prior to symptom onset;

OR

C. A patient with severe acute respiratory illness (fever and at least one sign/symptom

of respiratory disease, e.g., cough, shortness of breath; AND requiring

hospitalization) AND in the absence of an alternative diagnosis that fully explains

the clinical presentation.

P,6bbbldこうζё

A. A suspect case

B. A suspcct casc for、 vhonn testing could not be performed for any rcason.
L_____― ―…・

~_____― …―――――……"… …………………………

Confirmed case ;; -n 
perion with laboratory confirmation of COVID-I9

i clinical signs and sYmPtoms.

for whom testing for the COVID-19 virus is inconclusive'

OR

一
ｎ

一
〇

一
Ｃ

一Ｒ
一
ｎ irrcspcctivc of

5. Clinical Features

covlD-19 patients reporting to various covid treatment facilities have reported the

following signs and sYmPtoms:

o Fever
o Cough
o Fatigue
o Shortness of breath
o Expectoration
o Myalgia
o Rhinorrhea, sore throat, diarrhea

1 As per WHO surveillance guidelines

Page | 3

173



. Loss of smell (anosmia) or loss of taste (ageusia) preceding the onset of respiratory

symptoms has also been reported

Older people and immune-suppressed patients in particular may present with atypical

symptoms such as fatigue, reduced alertness, reduced mobility, diarrhoea, loss of
appetite, delirium, and absence of fever. Children might not have reported fever or cough

as frequently as adults.

As per data from lntegrated Health lnformation Platform (lHlP)/ lntegrated Disease

Surveillance Programme (IDSP) portal case investigation forms for COVID 19 (n=15,366),

the details on the signs and symptoms reported are (as on 11.06.2020), fever (27%),

cough (2L%1, sore throat (LOo/ol, breathlessness (8%), Weakness (7%1, running nose (3%)

and others 24%.

6. Risk factors
The major risk factors for severe disease are:

Age more than 60 years (increasing with age).

Underlying non-communicable diseases (NCDs): diabetes, hypertension, cardiac
disease, chronic lung disease, cerebro-vascular disease, chronic kidney disease,
immune-suppression and cancer

7.Clinicai Severity

Table 1: Clinical severity and assessment parameters

Patients with
uncomplicated
upper
respiratory tract
infection, may
have mild
symptoms such
as fever, cough,
sore throat,
nasal

congestion,
malaise,
headache

Without evidence of
breathlessness or Hypoxia (normal
satu ration).

(i) Managed at
Covid Care

Centre

(ii) Managed
home subject
fulfilment
conditions
stipulated
guidelines2

2Revised guide‖
nes for Home isolation of very mild/pre‐ symptomatic COV!D-19 cases

httos:∠ ∠www.mObfW.gov in/pdf/RevisedguidelinesforHome:solationofverymildpresymptomatic⊆ Qyl⊇ 19Cas
es10Mav2020.odf
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Moderate Pneumonia with
no signs of
severe disease

Adolescent or adult with
presence of clinical features
of dyspnea and or hypoxia,
fever, cough, including SpO2

<94% (range 90-94%l on
room air, Respiratory Rate

more or equal to 24 per
minute.

Child with presence of clinical
features of dyspnea and or
hypoxia, fever, cough,
including SpOZ <94% (range

90-94%) on room air,
Respiratory Rate more or
equal to 24 per minute.

Fast breathing (in

breaths/min): < 2 months: >

60;2-LL months: > 50; L-5
years: ) 40

Managed in

Dedicated Covid
Health Centre

(DcHC)

Severe Severe

Pneumonia

Adolescent or adult: with clinical

signs of Pneumonia plus one of
the following; respiratory rate >30

breaths/min, severe respiratory
distress, SpOz <90% on room air.

Child with cough or difficulty in

breathing, plus at least one of the
following: central cyanosis or SpOz

<9O%; severe respiratory distress
(e.g. grunting, chest in- drawing);
signs of pneumonia with any of

the following danger signs:

inability to breastfeed or drink,
lethargy or unconsciousness, or
convulsions. Other signs of
pneumonia may be Present: chest

in drawing, fast breathing (in

breaths/min): <2 months >60; 2-
11 months >50; 1-5 Years 240.

The diagnosis is clinical; chest

imaging can exclude

complications.

Managed in

Dedicated Covid

Hospital
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Acute
Respiratory
Distress
Syndrome

Onset: new or worsening
respiratory symptoms within one

week of known clinical insult.

Chest imaging (Chest X ray and

portable bed side lung

ultrasound): bilateral opacities,
not fully explained by effusions,
lobar or lung collapse, or nodules.

Origin of Pulmonary infiltrates:
respiratory failure not fully
explained by cardiac failure or
fluid overload. Need objective
assessment (e.g.

echocardiography) to exclude
hydrostatic cause of infiltrates/
oedema if no risk factor present.

Oxygenation impairment in
adults:

PaO2lFiO2 s 300 mmHg (with

PEEP or CPAP >5 cm HZO)

PaOZ/F|O2 (200 mmHg with PEEP

>5 cm H2O)

Severe ARDS: PaOz/FiOz S 100
mmHg with PEEP 25 cm HzO)

When PaOZ is not available,

SpOZ/FIO2 s315 suggests ARDS

(including in ru! ventilated
patients)

Oxygenation impairment in
Children

Note Oxygenation lndex (Ol) and
OSI (Oxygen Saturation lndex)

Use Ol when available. lf PaOz not
available, wean FiOz to maintain
SpOz <_97% to calculate OSI or
SpOz/FiOz ratio:
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using SpO2)

Bi-level (NlV or CPAP) >5 cm H2O

via full face mask: PaOZIFIOZ s
300 mmHg or SpOZ/F|O2 <264

Mild ARDS (invasively ventilated):

4<Ol<8or5<OSl<7.5

Moderate ARDS (invasively
ventilated): 8 < Ol < 16 or 7.5 (
ost < 12.3

Severe ARDS

ventilated):

Ol > 16 or OSI >12.3

(invasively

Severe
(Continued)

Sepsis Adults: Acute life-threatening
organ dysfunction caused by a

dys-regulated host response to
suspected or proven infection.
Signs of organ dysfunction include:

altered mental status, difficult or
fast breathing, low oxygen
saturation, reduced urine output,
fast heart rate, weak pulse, cold

extremities or low blood pressure,

skin mottling, or laboratory
evidence of coagulopathy,

thrombocytopenia, acidosis, high

lactate or hyperbilirubinemia.

Children: suspected or proven

infection and >2 age based

Systemic lnflammatory ResPonse

Syndrome (SIRS) criteria, of which

one must be abnormal
temperature or white blood cell

count

Septic Shock Adults: persisting hyPotension

despite volume resuscitation,
requiring vasopressors to
maintain MAP >65 mmHg and

serum lactate level > 2 mmol/L

Children: any hyPotension (SBP

<5th centile or >2 SD below
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normal for age) or 2- 3 of the
following: altered mental state;
bradycardia or tachycardia (HR

<90 bpm or

>160 bpm in infants and HR <70

bpm or >150 bpm in children);
prolonged capillary refill (>2 sec)

or weak pulse; tachypnea;
mottled or cool skin or petechial
or purpuric rash; high lactate;
reduced urine output ;

hyperthermia or hypothermia

B. lnfection Prevention and Control Practices3
lnfection prevention control (lPC) is a critical and integral part of clinical management of
patients and should be initiated at the point of entry of the patient to hospital (typically
the Emergency Department). Standard precautions should always be routinely applied in
allareas of health care facilities. Standard precautions include hand hygiene; use of PPE to
avoid direct contact with patients'blood, body fluids, secretions (including respiratory
secretions) and non-intact skin. Standard precautions also include prevention of needle-
stick or sharps injury; safe waste management; cleaning and disinfection of equipment;
and cleaning of the environment.

Table 2: lnfection prevention control practices

3 National guidelines for infection prevention and control in healthcare facilities
https://www. mohfw.eov.inlpdf//National%20Guidelines%20for%20lPC%20in%20HCF%20-
%2Ofinal%281%29.odf

At triage
Give suspect patient a triple layer surgical mask and direct patient to
separate area, an isolation room if available. Keep at least lmeter
distance between suspected patients and other patients. lnstruct all

patients to cover nose and mouth during coughing or sneezing with
tissue or flexed elbow for others. Perform hand hygiene after contact
with respiratory secretions
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Applv
standard
precautions

Apply standard precautions according to risk assessment for all

patients, at all times, when providing any diagnostic and care

services. Standard precautions include hand hygiene and the use of
personal protective equipment (PPE) when risk of splashes or in

contact with patients' blood, body fluids, secretions (including

respiratory secretions) and non-intact skin. Standard precautions

also include appropriate patient placement; prevention of needle-

stick or sharps injury; safe waste management; cleaning and

disinfection of equipmen! and cleaning of the environment. Best

practices for safely managing health care waste should be followed.

Droplet precautions prevent large droplet transmission of respiratory

viruses. Use a triple layer surgical mask if working within L-2 meters

of the patient. Place patients in single rooms, or group together those

with the same etiological diagnosis. lf an etiological diagnosis is not

possible, group patients with similar clinical diagnosis and based on

epidemiological risk factors, with a spatial separation. When

providing care in close contact with a patient with respiratory

symptoms (e.g. coughing or sneezing), use eye protection (face-mask

or goggles), because sprays of secretions may occur' Limit patient

movement within the institution and ensure that patients wear triple

layer surgical masks when outside their rooms

Applv
droplet
precautions

Droplet and contact precautions prevent direct or indirect

transmission from contact with contaminated surfaces or equipment

(i.e. contact with contaminated oxygen tubing/interfaces). Use PPE

(triple layer surgical mask, eye protection, gloves and gown) when

entering room and remove PPE when leaving. lf possible, use either

disposable or dedicated equipment (e.g. stethoscopes, blood

pressure cuffs and thermometers). lf equipment needs to be shared

among patients, clean and disinfect between each patient use. Ensure

that health care workers refrain from touching their eyes, nose, and

mouth with potentially contaminated gloved or ungloved hands.

Avoid contaminating environmental surfaces that are not directly

related to patient care (e.g. door handles and light switches). Ensure

adequate room ventilation. Avoid movement of patients or

transport. Perform hand hYgiene.

Applv
contact
precautions
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Applv
airborne
precautions
when
performing
an aerosol
generating
procedure

Ensure that healthcare workers performing aerosol-generating

procedures (i.e. open suctioning of respiratory tract, intubation,

bronchoscopy, cardiopulmonary resuscitation) use PPE, including

gloves, long-sleeved gowns, eye protection, and fit-tested particulate

respirators (N95). (The scheduled fit test should not be confused with

user seal check before each use.) Whenever possible, use adequately

ventilated single rooms when performing aerosol-generating

procedures, meaning negative pressure rooms with minimum of 12

air changes per hour or at least 160 liters/second/patient in facilities

with natural ventilation. Avoid the presence of unnecessary

individuals in the room. Care for the patient in the same type of

room after mechanical ventilation commences.

Because of uncertainty around the potential for aerosolization, high-

flow nasal oxygen (HFNO), NlV, including bubble CPAP, should be

used with airborne precautions until further evaluation of safety can

be completed. There is insufficient evidence to classify nebulizer

therapy as an aerosol-generating procedure that is associated with
transmission of COVID-19. More research is needed.

Guidance on specimen collection, processing, transportation, including related biosafety
procedures, is available at:
https ://www.mohfw.sov. i

9. Laboratory Diagnosis

Sample collection
Preferred sample

Alternate

Throat and nasal swab in viral transport media (V[M) and

transported in cold chain.

Nasopharyngeal swab, BAL or endotracheal aspirate which has to
be mixed with the viral transport medium and transported in cold

chain.

General guidelines
o Use appropriate PPE for specimen collection (droplet and contact precautions for

URT specimens; airborne precautions for LRT specimens). Maintain proper

infection control when collecting specimens
o Restricted entry to visitors or attendants during sample collection
. Cornplete the requisition form for each specimen submitted
. Proper disposal of all waste generated
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Respiratory specimen collection methods:
A. Lower respiratory tract

o Bronchoalveolarlavage,trachealaspirate,sputum

o Collect 2-3 mL into a sterile, leak-proof, screw-cap sputum collection cup or
sterile dry container.

B. Upper respiratory tract

o Nasopharyngealswab AND oropharyngeal swab

Oropharyngeal swab (e.g. throat swab): Tilt patient's head back 70 degrees. Rub swab
over both tonsillar pillars and posterior oropharynx and avoid touching the tongue, teeth,
and gums. Use only synthetic fiber swabs with plastic shafts. Do not use calcium alginate
swabs or swabs with wooden shafts. Place swabs immediately into sterile tubes
containing 2-3 ml of viral transport media.

Combined nasal & throat swab: Tilt patient's head back 70 degrees. While gently rotating
the swab, insert swab less than one inch into nostril (until resistance is met at turbinates).
Rotate the swab several times against nasal wall and repeat in other nostril using the
same swab. Place tip of the swab into sterile viral transport media tube and cut off the
applicator stick. For throat swab, take a second dry polyester swab, insert into mouth, and
swab the posterior pharynx and tonsillar areas (avoid the tongue). Place tip of swab into
the same tube and cut off the applicator tip.

Nasopharyngeal swab: Tilt patient's head back 70 degrees. lnsert flexible swab through
the nares parallel to the palate (not upwards) until resistance is encountered or the
distance is equivalent to that from the ear to the nostril of the patient. Gently, rub and
roll the swab. Leave the swab in place for several seconds to absorb secretions before
removing.

Clinicians may also collect lower respiratory tract samples when these are readily
available (for example, in mechanically ventilated patients). ln hospitalized patients in

Dedicated Covid Hospitals (severe cases with confirmed CoVID - 19 infection, repeat
upper respiratory tract samples should be collected to demonstrate viral clearance.

Recommended Test

Real time or Conventional RT-PCR test is recommended for diagnosis. SARS-CoV-z

antibody tests are not recommended for diagnosis of current infection with COVID-19.

Dual infections with other respiratory infections (viral, bacterial and fungal) have been

found in COVID-19 patients. Depending on local epidemiology and clinical symptoms, test

for other potential etiologies (e.g. lnfluenza, other respiratory viruses, malaria, dengue

fever, typhoid fever) as appropriate.

For COVID-1g patients with severe disease, also collect blood cultures, ideally prior to
initration of antimicrobial therapy
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10. Management of COVID-19: symptomatic treatment

10,1. Management of Mild Cases

ln the containment phase, patients with suspected or confirmed mild CoVID-19 are being

isolatedtobreakthechainoftransmission.PatientsWithmilddiseasemaypresentto
primary care/outpatient department, or detected during community outreach activities'

such as home visits or by telemedicine'

MildcasescanbemanagedatCovidCareCentre'FirstReferralUnits(FRUS)'Community
Health Centre (cHc), sub-district and district hospitals or at home subject to conditions

stipulated in the home isolation guidelines available at

DetailedclinicalhistoryistakeninclUdlngthatofco-morbidities.Patientisfollowedup
daily for temperature, vitals and Oxygen saturation (Spoz)'

Counsel patients with mild CoVID-19 about signs and symptoms of complications.that

should prompt urgent care. Patients with risk factors for severe illness should be

monitored closely, given the possible risk of deterioration. lf they develop any Worsening

symptoms (such as light headedness, difficulty breathing' chest pain' dehydration' etc')'

they should be immediately ua,'uua to a oedicated Covid Health Centre or Dedicated

Covid Hospital.

Caregivers of children with mild COVID-19 should monitor for signs and symptoms of

clinical deterioration requiring urgent re-evaluation' These include difficulty in

breathing/fast or shallow breatl.iing (fJr infants: grunting, inability to breastfeed), blue.lips

or face, chest pain or pressure, ne-w confusion' inability to awaken/not interacting when

awake, inability to drink or keep down any liquids'

Mild COVID-19 cases may be given symptomatic treatment such as antipyretic

(Paracetamol) for feveruna puin, 
"ad"quate 

nutrition and.appropriate rehydration Tab

Hyd roxychloroq uine (HCQ) may be coniidered for any. of those having high risk features

for severe disease (such as age> 50; Hypertension' diabetes' chronlc lung/kidney/ liver

disease, cerebrovascular disease and obesity) under strict medical supervision'

10.2. Management of Moderate Cases

PatientswithsuspectedorconfirmedmoderateCoVlD-lg(pneumonia)istobeisolated
to contain virus transmission. Patients with moderate disease may present to an

emergency unit or primarY care/outpatient department' or be encountered during

community surveillance activities, such as active house to house search or by

telemedicine.

The defining clinical assessment parameters are Respiratory Rate of more than or equalto

2+ and oxyien saturation (SpOz) of less tha n94Yo on room air (range 90-94%)'
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Such patients will be isolated in Dedicated Covid Health Centre (DCHC) or District hospital
or Medical College hospitals.

The patient will undergo detailed clinical history including co-morbid conditions,
measurement of vital signs, Oxygen saturation (SpOz) and radiological examination of
Chest X-ray, Complete Blood Count and other investigations as indicated.

Antibiotics should not be prescribed routinely unless there is clinical suspicion of a

bacterial infection.

Clinical Management of Moderate cases

Oxygen Support:

. Target SpO2: 92-96/. '88-92% in patients with COPD)

o The device for administering oxygen (nasal prongs, mask, or masks with breathing
/ non-rebreathing reservoir bag) depends upon the increasing requirement of
oxygen therapy. lf HFNC or simple nasal cannula is used, N95 mask should be

applied over it.

o Awake proninF may be used as a rescue therapy. (Protocol at Annexure-l)

. All patients should have daily 12-lead ECG

o Follow CRP, D-dimer & Ferritin evety 48-72 hourly (if available); CBC with
differential count, Absolute Lymphocyte count, KFT/LFT daily

o Tab. Hydroxychloroquine (400m9) BD on Lst day followed by 200m9 1 BD for 4
days. (after ECG Assessment)

. Consider lV methylpredn isolone 0.5 to 1mg/kg for 3 days (preferably within 48
hours of admission or if oxygen requirement is increasing and if inflammatory
markers are increased )

Anticoagulation
. Prophylactic dose of UFH or LMWH (e.g., enoxaparin 40 mg per day SC)

. Control of co-morbid condition

. Monitor for:

. lncreased work of breathing (use of accessary muscles)

. Hemodynamicinstability

. lncrease in oxygen requirement

lf any of the above occurs, shift to Dedicated Covid Hospital
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Few patients with COVID-19 experience a secondary bacterial infection. Consider

empiric antibiotic therapy as per local antibiogram and guidelines in older people,

immu ne-compro mised patients, and children < 5 years of age.

Close monitoring of patients with moderate COVID-1g is required for signs or

symptoms of disease progression. Provision of mechanisms for follow up and

transportation to Dedicated Covid Hospital should be available.

10.3. Management of Severe Cases

10.3.1 Early supportive therapy and monitoring

a. Give supplemental oxygen therapy immediately to patients with Severe Covid and

respiratory distress, hypoxaemia, or shock: lnitiate oxygen therapy at 5 L/min and

titrate flow rates to reach target SpO2 > 90% in non-pregnant adults and SpOz > 92-

96% in pregnant patients. Children with emergency signs (obstructed or absent

breathing, severe respiratory distress, central cyanosis, shock, coma or
convulsions) should receive oxygen therapy during resuscitation to target
SpOzz94o/o. All areas where patients with Severe Covid are cared for should be

equipped with pulse oximeters, functioning oxygen systems and disposable, single-

use, oxygen-delivering interfaces (nasal cannula, simple face mask, and mask with
reservoir bag). Use contact precautions when handling contaminated oxygen

interfaces of patients with COVID - 19.

b. Use conservative fluid management in patients with Severe Covid when there is no

evidence of shock.

10.3.2 Management of hypoxemic respiratory failure and ARDS

Recognize severe hypoxemic respiratory failure when a patient with respiratory
distress is failing standard oxygen therapy. Patients may continue to have

increased work of breathing or hypoxemia even when oxygen ls delivered via a

face mask with reservoir bag (flow rates of 10-15 L/min, which is typically the
minimum flow required to maintain bag inflation; Fi02 0.60-0.95). Hypoxemic
respiratory failure in ARDS commonly results from intrapulmonary ventilation-
perfusion mismatch or shunt and usually requires mechanical ventilation.

High - Flow Nasal Cannula oxygenation (HFNO) or non - invasive mechanical
ventilation:

When respiratory distress and/or hypoxemia of the patient cannot be alleviated after
receiving standard oxygen therapy, high - flow nasal cannula oxygen therapy or non -
invasive ventilation can be considered. Compared to standard oxygen therapy, HFNO

reduces the need for intubation. Patients with hypercapnia (exacerbation of
obstructive lung disease, cardiogenic pulmonary oedema), hemodynamic instability,
multi-organ failure, or abnormal mental status should generally not receive HFNO,

although emerging data suggest that HFNO may be safe in patients with mild-
moderate and non-worsening hypercapnia. Patients receiving HFNO should be in a

monitored setting and cared for by experienced personnel capable of endotracheal
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intubation in case the patient acutely deteriorates or does not improve after a short
tria | (about t hr),

There has been concerns raised about generation of aerosols while using HFNO and
NlV. However, recent publications suggest that newer HFNO and NIV systems with
good interface fitting do not create widespread dispersion of exhaled air and
therefore should be associated with low risk of airborne transmission. lf conditions do
not improve or even get worse within a short time (1- 2 hours), tracheal intubation
and invasive mechanical ventilation should be used in a timely manner.

. Endotracheal intubation should be performed by a trained and experienced
provider using airborne precautions. Patients with ARDS, especially young children
or those who are obese or pregnant, may de-saturate quickly during intubation.
Pre-oxygenate with 100% FiO2 for 5 minutes, via a face mask with reservoir bag,
bag-valve mask, HFNO, or NlV. Rapid sequence intubation is appropriate after an
airway assessment that identifies no signs of difficult intubation.

lmplement mechanical ventilation using lower tidal volumes (4-8 ml/kg predicted
body weight, PBW) and lower inspiratory pressures (plateau pressure <30 cmHzO).
This is a strong recommendation from a clinical guideline for patients with ARDS, and
is suggested for patients with sepsis-induced respiratory failure. The initial tidal
volume is 6 ml/kg PBW; tidal volume up to 8 ml/kg PBW is allowed if undesirable side
effects occur (e.g. dys-synchrony, pH <7.15). Hypercapnia is permitted if meeting the
pH goal of 7.3O-7.45. Ventilator protocols are available. The use of deep sedation may
be required to control respiratory drive and achieve tidal volume targets.

ln patients with severe ARDS, prone ventilation for 16-18 hours per day is

recommended but requires sufficient human resources and expertise to be performed
safely. (Refer to Annexure-l)

ln patients with moderate or severe ARDS, higher PEEP instead of lower PEEP is

suggested. PEEP titration requires consideration of benefits (reducing atelectrauma
and improving alveolar recruitment) vs. risks (end-inspiratory overdistension leading
to lung injury and higher pulmonary vascular resistance). Tables are available to guide
PEEP titration based on the FiOu required to maintain SpOu. ln patients with
moderate-severe ARDS (PaO:/Fio2< 150), neuromuscular blockade by continuous
infusion should not be routinely used.

ln settings with access to expertise in extracorporeal life support (ECLS), consider
referral of patients with refractory hypoxemia despite lung protective ventilation.
ECLS should only be offered in expert centres with a sufficient case volume to
maintain expertise and that can apply the IPC measures required for COVID - 19

patients.

Avoid disconnecting the patient from the ventilator, which results in loss of PEEP and

atelectasis. Use in-line catheters for airway suctioning and clamp endotracheal tube

when disconnection is required (for example, transfer to a transport ventilator).
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10.3.3. Management of septic shock

o Recognize septic shock in adults when infection is suspected or confirmed AND

vasopressors are needed to maintain mean arterial pressure (MAP) >65 mmHg AND

lactate is >2 mmollL, in absence of hypovolemia. Recognize septic shock in children

with any hypotension (systolic blood pressure ISBP] <sth centile or >2 SD below

normal for age) or two of the three of the following: altered mental state; tachycardia

or bradycardia (HR <90 bpm or >160 bpm in infants and HR<70 bpm or >150 bpm in

children); prolonged capillary refill (>2 sec) or warm vasodilation with bounding

pulses; tachypnea; mottled skin or petechial or purpuric rash; increased lactate;

oliguria; hypertherm ia or hypothermia.

. ln the absence of a lactate measurement, use MAP and clinical signs of perfusion to

define shock. standard care includes early recognition and the following treatments

within t hour of recognition: antimicrobial therapy and fluid loading and vasopressors

for hypotension. The use of central venous and arterial catheters should be based on

resource availability and individual patient needs.

. ln resuscitation from septic shock in adults, give at least 30 ml/kg of isotonic

crystalloid in adults in the first 3 hours, ln resuscitation from septic shock in children in

well-resourced settings, give 20 ml/kg as a rapid bolus and up to 40-50 ml/kg in the

first t hr. Do not use hypotonic crystalloids, starches, or gelatins for resuscitation.

o Fluid resuscitation may lead to volume overload, including respiratory failure. lf there

is no response to fluid loading and signs of volume overload appear (for example,

jugular venous distension, crackles on lung auscultation, pulmonary oedema on

imaging, or hepatomegaly in children), then reduce or discontinue fluid

administration. This step is particularly important where mechanical ventilation is not

available. Alternate fluid regimens are suggested when caring for children in resource-

limited settings.

. crystalloids include normal saline and Ringer's lactate. Determine need for additional

fluid boluses (250-1000 ml in adults or 10-20 ml/kg in children) based on clinical

response and improvement of perfusion targets. Perfusion targets include MAP (>65

mmHg or age- appropriate targets in children), urine output (>0.5 ml/kg/hr in adults, 1

mllkglhr. in children), and improvement of skin mottling, capillary refill, level of

consciousness, and lactate. consider dynamic indices of volume responsiveness to

guide volume administration beyond initial resuscitation based on local resources and

experience. These indices include passive leg raising test, fluid challenges with serial

stroke volume measurements, or variations in systolic pressure, pulse pressure,

inferior vena cava size, or stroke volume in response to changes in intrathoracic

pressure during mechanical ventilation.

. Administer vasopressors when shock persists during or after fluid resuscitation. The

initial blood pressure target is MAP > 65 mmHg in adults and age-appropriate targets

in ch ildren.

. lf central Venous catheters are not available, vasopressors Can be given through a

peripheral lv, but use a large vein and closely monitor for signs of extravasation and
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local tissue necrosis. lf extravasation occurs, stop infusion. Vasopressors can also be
administered through intraosseous need les.

o lf signs of poor perfusion and cardiac dysfunction persist despite achieving MAp target
with fluids and vasopressors, consider an inotrope such as dobutamine.

10.3.4, Other therapeutic measures

For patients with progressive deterioration of oxygenation indicators, rapid worsenlng on
imaging and excessive activation of the body's inflammatory response, glucocorticoids can
be used for a short period of time (3 to 5 days). lt is recommended that dose should not
exceed the equivalent of methylprednisolone 1 - 2mg/kg/day. Note that a larger dose of
glucocorticoid will delay the removal of coronavirus due to im mu nosu ppressive effects.

Prophylactic dose of UFH or LMWH (e.g., enoxaparin 40 mg per day SC) should be given
for anti-coagu lation. Control of co-morbid conditions should be ensured.

For pregnant severe cases, consultations with obstetric, neonatal, and intensive care
specialists (depending on the condition of the mother) are essential. patients often suffer
from anxiety and fear and they should be supported by psychological counseling.

Note - An algorithm for clinical guidance for management of covlD-19 suspect/confirmed
case is placed at Annexure-ll.

11. lnvestigationa! Therapiesa
At present, use of these therapies is based on a limited available evidence. As the
situation evolves, and when more data become available, the evidence will be accordingly
incorporated, and recommendation upgraded. Further, use of these drugs is subjected to
limited availability in the country as of now. currently, these drugs should only be used in
a defined subgroup of patients:

i. Remdesivir (under Emergency Use Authorization) may be considered in patients
with moderate disease (those on oxygen) with none of the following
contraind ications:

. AST/ALT > 5 times Upper limit of normal (ULN)

. Severe renal impairment (i.e., eGFR < 30ml/min/m2 or need for hemodialysis)

. Pregnancy or lactating females

r Children (< 12 years of age)

Dose: 200 mg lV on day l followed by 100 mg lV daily for 5 days

4This document will be updoted os more ddto emerge. The document contoins some potentiol ot'f
label/investigotionol use of medicotions ond is bosed on o consensus of experts olong with the
ovailable evidence. An informed ond shored decision moking is essentiol bet'ore prescribing any of
these therapies.
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lt. €onvalescent plasma (Off Label) may be considered in patients with moderate

disease who are not improving (oxygen requirement is progressively increasing)

despite use of steroids. special prerequisites while considering convalescent

plasma include:

ABO compatibility and cross matching of the donor plasma

Neutralizing titer of donor plasma should be above the specific threshold (if the

latter is not available, plasma lgc titer (against S-protein RBD) above 1:640 should

be used)

Recipient should be closely monitored for several hours post transfusion for any

tra nsfusion related adverse events

. Use should be avoided in patients with lgA deficiency or immunoglobulin allergy

Dose: Dose is variable ranging from 4 to 13 ml/kg (usually 200 ml single dose given

slowly over not less than 2 hours

Tocilizumab (off Label) may be considered in patients with moderate disease with

progressively increasing oxygen requirements and in mechanically ventilated

patients not improving despite use of steroids. Long term safety data in CoVID 19

remains largely unknown. Special considerations before its use include:

Presence of raised inflammatory markers (e.g., CRP, Ferritin, lL-6)

Patients should be carefully monitored post Tocilizumab for secondary infections

and neutropen ia

Active infections and Tuberculosis should be ruled out before use'

Dose:Smg/kg (maximum 800 mg at one time) given slowly in 100 ml NS over t hour;

dose can be repeated once after 12 to 24 hours if needed

12. Repurposed or off-label therapies
Hvdroxvchloroquine: This drug has demonstrated in vitro activity against sARS-CoV2 and

was shown to be clinically beneficial in several small single center studies though with

significant limitations. Nonetheless, several large observational studies with severe

methodologic limitations have shown no effect on mortality or other clinically meaningful

outcomes. As such, the evidence base behind its use remains limited as with other drugs

and should only be used after shared decision making with the patients while awaiting the

results of ongoing studies. As is the case with other antivirals, this drug should be used as

early in the disease course as possible to achieve any meaningful effects and should be

avoided in patients with severe disease. An ECG should ideally be done before prescribing

ihe drug to measure QTc interval (and HCQ avoided if QTc is >500 ms)

Dose: 400 mg BD on day 1 followed by 400mg daily for next 4 days'
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13. Prevention of complications
lmplement the following interventions (Table 3) to prevent complications associated with
critical illness. These interventions are based on Surviving Sepsis or other guidelines, and
are generally limited to feasible recommendations based on high quality evidence.

Table 3: Prevention of complications

Reduce days of
invasive mechanical
ventilation

o Use weaning protocols that inciude daily assessment for readiness
to breathe spontaneously

o Minimize continuous or intermittent sedation, targeting specific
titration endpoints (light sedation unless contraindicated) or with
daily interruption of continuous sedative infusions

Reduce incidence of
ventilator associated
pneumonia

o oral intubation is preferable to nasal intubation in adolescents and
adults

. Keep patient in semi-recumbent position (head of bed elevation 30-
45e)

o Use a closed suctioning system; periodically drain and discard
condensate in tubing

o Use a new ventilator circuit for each patienU once patient is
ventilated, change circuit if it is soiled or damaged but not routinely

o Change heat moisture exchanger when it malfunctions, when
soiled, or every 5-7 days

Reduce incidence of
venous
thromboembolism

Use pharmacological prophylaxis (low molecular-weight heparin
[preferred if available] or heparin 5000 units subcutaneously twice
daily) in adolescents and adults without contraindications. For
those with contraindications, use mechanical prophylaxis
(intermittent pneumatic com pression devices).

Reduce incidence of
catheter related
bloodstream

infection

Use a checklist with completion verified by a real-time observer as
reminder of each step needed for sterile insertion and as a daily
reminder to remove catheter if no longer needed

o Turn patient every two hours

Reduce lncidence of
stress ulcers and
gastrointesti nal
bleeding

o Give early enteral nutrition (within24-48 hours of admission)

o Administer histamine-2 receptor blockers or proton-pump
inhibitors in patients with risk factors for Gl bleeding. Risk factors
for gastrointestinal bleeding include mechanical ventilation I 48
hours, coagulopathy, renal replacement therapy, liver disease,
multiple co-morbidities, and higher organ failure score

Reduce incidence of
ICU-related weakness

o Actively mobilize the patient early in the course of illness when safe
to do so

Page | 19

Anticipated

Outcome

Reduce incidence

of pressure Ulcers

189



Annexure- |

Earlv self-proning in awake, non-intubated patients

. Any CoVID-19 patient with respiratory embarrassment severe enough to be admitted

to the hospital may be considered for rotation and early self-proning.

o Care must be taken to not disrupt the flow of oxygen during patient rotation

. Typical protocols include 30-120 minutes in prone position, followed by 30-120

manutes in left lateral decubitus, right Iateral decubitus, and upright sitting position

(Coputo ND, Stroyer RJ, Leviton R. Acodemic Emergency Medicine 2020;27:375-378)

Requirements for safe prone positioning in ARDS

. Preoxygenate the patient with Fi02 1.0

. Secure the endotracheal tube and arterial and central venous catheters

. Adequate number of staff to assist in the turn and to monitor the turn

. Supplies to turn (pads for bed, sheet, protection for the patient)
o Knowledge of how to perform the turn as wellas how to supine the patient in case

of an emergency

Contra indications to prone ventilation

. Spinal Instability requires special care

. Intra cranial pressure may increase on turning

. Rapidly return to supine in case of CpR or defibrillation

When to start proning?

. PlF ratio <150 while being ventilated with FiO2 >0.6 and pEEp >S cm H2O

When to stop pron ing ?

. When P/F exceeds 150 on FiO2 > 0.6 and > 6 pEEp

What portion of the day should patients be kept prone?

o As much as possible (16-L8 hours a day)
o Adult patients with severe ARDS receive prone positioning for more than 12 hours

per day (strong recommendation, moderate-high confidence in effect estimates)

(ATS-ERS Guideline. Am I Respircrit Core Med;2017;19S(g):1253-12G3)
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Mild
(Fever / Upper Respiratory Tract lnfection)

Contact and droplet Precautions
Strict hand hygiene

Symptomatic management

Tab HCQ (400 mg BD x l daY f/b 400 mg OD

x 4 days) may be considered in patients with

high-risk featuresi - preferably after shilting

to DCHC or at home under strict medical

supervision

For home isolation patients, seek medical

attention when following warning

symptoms/signs occur:

o Difficulty in breathing

o Persistent pain/ pressure in the chest

o Mental confusion or inability to arouse

o Developing bluish discoloration of lips / face

c Decreased urine output

c As advised by treating medical officer

Stratification on

Moderate

Pneurnonia with no signs of severe disease

RR z 24 / min, SpO, < 94% on room arr

Oxygen Support
. Target SpOr: 92'96o/o (88-92% in patients with COPD)

. Preferred device for oxygenation: Non-rebreathing face mask (if HFNC or

simple nasal cannula is used, N95 mask should be applied over it)

. Awake Proning may be used as a rescue therapy (NlH protocol)

. All patients should have daily 12-lead ECG

' Follow CRP, D-dimer & Ferritin every 48'72 hourly (if available);CBC with

differential count, Absolute Lymphocyte count, Kff/LFf daily

' Tab HCQ (400 mg BD x 1 day f/b 400 mg OD x 4 days) after ECG Assessment

' Consider lV methylprednisolone 0.5 to 1 mg/kg for 3 days (preferably within

48 hours of admission or if oxygen requirement is increasing)

Anticoagulation
. Prophylactic dose of UFH: or LMWH2 (e.g. enoxaparin 40 mg daily SC)

Monitor for & shift to DCH if any of the following occurs:

. lncreased Work of breathing (use of accessary muscles)

. Hemodynamic instabilitY

. lncrease in oxygen requirement
ロ

Cautious trial of CPAP with oro-nasal mask / NIV with

helmet interface/HFNC, if work of breathing is low

Maintain euvolemia

Consider lV methylprednisolone 1 to 2 mg/kg per day

for 5-7 days (in 2 divided doses), if not given already

High prophylactic dose of UFH or LMWH (e'g'

enoxaparin 40 mg or 0.5 mg/kg BD SC) if not at hiSh risk

of bleedings

Consider intubation if work of breathing is high / not

tolerating NlVi

Ventilator management
. Use conventional ARDSnet protocol (L'W, proning' etc')

. lf sepsis / septic shock: Manage as per existing protocol

and local antibiogram
. Use sedation and nutrition therapy as per existing

guideline
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ABSTRACT 

Justification: During the current rapidly evolving pandemic of COVID-19 infection, pregnant women with 

suspected or confirmed COVID-19 and their newborn infants form a special vulnerable group that needs 

immediate attention. Unlike other elective medical and surgical problems for which care can be deferred 

during the pandemic, pregnancies and childbirths will continue. Perinatal period poses unique challenges 

and care of the mother-baby dyads requires special resources for prevention of transmission, diagnosis of 

infection and providing clinical care during labor, resuscitation and postnatal period.  Process: The GRADE 

approach recommended by the World Health Organization was used to develop the guideline. A Guideline 

Development Group (GDG) comprising of obstetricians, neonatologists and pediatricians was constituted. 

The GDG drafted a list of questions which are likely to be faced by clinicians involved in obstetric and 

neonatal care.  An e-survey was carried out amongst a wider group of clinicians to invite more questions 

and prioritize. Literature search was carried out in PubMed and websites of relevant international and 

national professional organizations.  Existing guidelines, systematic reviews, clinical trials, narrative 

reviews and other descriptive reports were reviewed. For the practice questions, the evidence was extracted 

into evidence profiles. The context, resources required, values and preferences were considered for 

developing the recommendations. Objectives: To provide recommendations for prevention of 

transmission, diagnosis of infection and providing clinical care during labor, resuscitation and postnatal 

period. Recommendations:  A set of twenty recommendations are provided under the following broad 

headings: 1) pregnant women with travel history, clinical suspicion or confirmed COVID-19 infection; 2) 

neonatal care; 3) prevention and infection control; 4) diagnosis; 5) general questions.  

Keywords: Diagnosis, Labor, Management, Newborn, Pregnancy, Outcome. 

 

Coronaviruses are RNA viruses with glycoprotein spikes that give them a crown like appearance [1,2]. Four 

species have been in circulation for a long time and cause mild respiratory disease. They have a lot of 

genetic diversity and have jumped the species barrier leading to severe respiratory disease (the SARS virus 

in 2002-2003 and the MERS virus in 2012-2013). In December, 2019, a novel coronavirus emerged in 

Wuhan City of Hubei Province in China; this was later termed as SARS-CoV-2 or COVID-19. This virus 

has subsequently spread throughout the world causing more than 600000 cases and 20000 deaths (till 

29/3/2020). More than 900 cases and 12 deaths have been reported from India [3].  

The disease spreads by droplets generated by infected people during sneezing and coughing. These 

are large droplets that travel for 1-2 m and settle on surfaces on which the virus remains alive for hours or 

days [4]. Infected person can also spread the infection even before the onset of symptoms. Infection is 

acquired by either inhalation of infected droplets or touching surfaces/fomites contaminated with the 

infected droplets and then touching the eyes, nose or mouth. Incubation period varies from 2-14 days with 

a median of 5 days [2]. The average number of people infected by one infected individual is between two 
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to three. The clinical symptoms are variable, ranging from asymptomatic state to acute respiratory distress 

syndrome and multi organ dysfunction [5]. In adults, common symptoms include fever, cough, 

breathlessness, fatigue, myalgia, headache and sore throat, while vomiting, diarrhea, sneezing and 

conjunctivitis are uncommon. Current evidence suggests that 80-85% of cases are mild, 10-15 % are severe 

with lower respiratory tract involvement, and 5% are critical, needing ICU care. The fatality rate is 

reportedly between 2-3% but can vary from 0.5-10% depending on the number tested, the percentage of 

elderly people in the population and availability of critical care support in the hospitals. The severity and 

fatality are higher in the elderly especially above the age of 60 (among those aged more than 80 years, 

fatality rate was 15%) and those with comorbidities like heart disease, hypertension, diabetes etc. There is 

paucity of data on COVID-19 in pregnancy and neonates [6]. Available data suggests that in general the 

outcome among pregnancy women and neonates is good. Only in one case series, neonatal outcomes were 

adverse; whether these were due to COVID-19 or other neonatal problems is uncertain. Though there is no 

clear evidence of intrauterine transmission till date, based on a very small number of cases studied, it is 

possible. 

METHODS 

These guidelines have been developed jointly by the Federation of Obstetric and Gynecological Societies 

of India, National Neonatology Forum of India, and Indian Academy of Pediatrics. The GRADE approach 

recommended by World Health Organization (WHO) was used to develop the guideline [7]. A Guideline 

development group (GDG) comprising of obstetricians, neonatologists and pediatricians was constituted. 

The GDG drafted a list of questions which are likely to be faced by clinicians involved in obstetric and 

neonatal care.  An e-survey was carried out amongst a wider group of clinicians to invite more questions 

and prioritize. Literature search was carried out in PubMed combining the search term 

("coronavirus"[MeSH Terms] OR "coronavirus"[All Fields])) AND 2019/12[PDAT] : 2030[PDAT]) OR 

2019-nCoV[All Fields] OR 2019nCoV[All Fields] OR COVID-19[All Fields] OR SARS-CoV-2[All 

Fields]) with other key words relevant to the practice question being answered (search updated on 25 March, 

2020). In addition, websites of the relevant international and national professional organizations were 

searched [5,8-15].  Guidelines, systematic reviews, trials, narrative reviews and other descriptive reports 

were reviewed. For PICO (participants, intervention, control and outcome) questions, the evidence was 

extracted into evidence profiles. The context, resources required, values and preferences were considered 

for developing the recommendations. 

OBECTIVES 

The objective of these guidelines is to provide guidance on the short-listed clinical practice questions (Box 

I). 

Pregnant Women 
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Of the 1794 articles on the coronavirus infection, 36 addressed the issue in pregnant women. No clinical 

trials have compared specific care including isolation strategies in pregnant women. A total of eight studies 

(10 case series/reports and one retrospective cohort study) reported outcome in 73 women with pregnancy 

and coronavirus infection  [6,16-28]. Due to absence of comparative group it is not possible to estimate the 

effect of COVID-19 infection in pregnancy. However, almost all pregnant women had mild infection. One 

(1.4%) of 73 died due to severe disease. No clinical trials have compared specific care including isolation 

strategies in pregnant women. Majority of women in these studies were delivered by C-section; however, 

in the only case-control study, all controls were also delivered by C-section. Incidence of C-section is high 

in China, from where all studies have originated, and it is not possible to infer that Covid-19 infection 

increases the probability of C-section.  Literature indicates possibility of higher incidence of fetal distress 

in infected pregnant women. However, due to small sample size and lack of comparison group, no definite 

inference can be made. As pneumonia has been reported in the case reports, pregnant women with infection 

need to be monitored for respiratory compromise during childbirth.   

The treatment of COVID-19 viral infection has been attempted by two approaches. The first 

approach is the use of a combination of Hydroxychloroquine and Azithromycin [29]. These drugs are 

readily available and cost-effective in India. The other approach has been to use antiviral drugs, some of 

which are not yet available in India [30]. Hydroxychloroquine in a dose of 600 mg (200 mg thrice a day 

with meals) and Azithromycin (500 mg once a day) for 10 days has been shown to give virologic cure on 

day 6 of treatment in 100% of treated patients in one study. The study included 20 treated patients with 

upper and lower respiratory symptoms. In this study, pregnancy was an exclusion criterion. However, as 

such, both these drugs have been used in pregnancy and during breastfeeding without significant effects on 

the mother or fetus. Alternative dosage regimens for hydroxychloroquine are to give 400 mg twice a day 

on day 1 and then 400 mg once a day for the next four days. Chloroquine can also be used as an alternative. 

The dose is 500 mg twice a day for 7 days. Some authorities recommend that azithromycin should be added 

only where there is a clinical suspicion of superadded bacterial infection. Lopinavir-ritonavir was the first 

antiviral combination used to treat COVID-19 infection. However, there was no difference in time to 

clinical improvement or mortality at 28 days in a randomized trial of 199 patients with severe COVID-19 

given lopinavir-ritonavir (400/100 mg) twice daily for 14 days in addition to standard care versus those 

who received standard of care alone [30]. Other agents such as Remdesivir are being evaluated in 

randomized trials [31]. Clinicians should follow the latest updated national guidelines released by Indian 

Council of Medical Research/Ministry of Health and Family Welfare. 

Maternal-fetal Transmission and Neonatal Cases 

Schwartz, et al. [6] described a series of 38 Chinese women in labor and delivery who tested positive for 

COVID-19. All women were in the third trimester of pregnancy, and SARS-CoV-2 positivity was 

confirmed by rt-PCR. These pregnancies resulted in 39 infants (one set of twins); detailed clinical 
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information, obstetrical outcomes and SARS-CoV-2 status were available for 30 neonates. Among these 

30 neonates, there were no cases of rt-PCR-confirmed SARS-CoV-2 infection, despite the existence of 

perinatal complications in some of the infants. The virus was not identified in the amniotic fluid, placenta, 

and breastmilk of six mothers or in the nasal secretions of their neonates tested so far. Early in the epidemic, 

two cases of neonatal SARS-CoV-19 infection were reported. One was an infant diagnosed at 17 days of 

life having a history of close contact with two confirmed cases of SARS-CoV-2 infection (mother and 

nanny), and the other was a neonate who was found to be infected 36 hours following delivery. In both 

infants, there was no direct evidence for vertical transmission, and because viral testing was delayed, a 

postpartum neonatal infection acquired through an infected contact could not be eliminated.  

Neonatal exposure definitions: As per the Chinese consensus guidelines, neonates are said to be exposed to 

COVID-19 if they are born to the mothers with a history of COVID-19 infection diagnosed 14 days before 

delivery or 28 days after delivery, or if the neonate is directly exposed to close contacts with COVID-19 

infection (including family members, caregivers, medical staff, and visitors) [32,33]. They should be 

managed as patients under investigation (PUI) irrespective of whether they are symptomatic or not.   

Literature was searched for articles on the effect of COVID19/SARS-CoV-2 infection in neonates 

or pregnant women or breast feeding. The group also accessed the web resources available on websites of 

different professional organizations. Of the 1629 articles retrieved, 34 addressed the issue of perinatal and 

neonatal management of COVID-19. No clinical trials have compared the effect of direct breastfeeding 

with that of feeding expressed breastmilk (EBM), human donor milk, or formula milk in neonates exposed 

to SARS-CoV-2 infection. A total of eight studies (7 case series/reports and one retrospective cohort study) 

reported outcomes in 42 women with pregnancy and coronavirus infection [6]. Almost all (41 of 42) were 

delivered by C-section and the neonates were isolated from their infected mothers. There was no evidence 

of vertical transmission of the infection from mother to fetus/neonate. The virus was not detected in 

expressed breastmilk either. Out of the eight studies, four did not provide any details of the feeding policy; 

breastfeeding was not allowed in the remaining four studies.  

No clinical trials have compared isolation versus rooming-in of neonate with mother. Two neonates 

have been reported to have infection, one at 36 hour of birth and second at 17 days of life [23,26]. In the 

first case, baby was immediately isolated from the mother wearing N-95 mask during C-section. However, 

postnatal contact with another infected human could not be ruled out; therefore, postnatal infection was 

considered most likely. In the second case, household contact with two persons including mother was 

present. An estimation of the risk of transmission of the Coronavirus has shown basic reproduction number 

(R0) of 2.24 to 3.58 indicating high risk of infection on contact with an infected human [2,34]. There is no 

evidence that this risk estimate does not apply to neonates in the postnatal period. 

No clinical trials have compared the effect of different antivirals, other drugs like chloroquine or 

hydroxychloroquine or adjuvant treatment like corticosteroids and intravenous gamma globulin in neonates. 
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A total of eight studies (7 case series/reports and one retrospective cohort study) reported outcomes in 42 

women with pregnancy and suspected or confirmed COVID-19 [6]. Most of them had an uneventful clinical 

course after birth. Only one infant died during the birth hospitalization. None of the infants received any 

specific treatment with antivirals or chloroquine/hydroxychloroquine. Two neonates, who were detected to 

have the infection, improved with only supportive care. 

 

RECOMMENDATIONS 

Pregnant Women with Travel History, Clinical Suspicion or Confirmed Infection 

Recommendation 1 

● Pregnant women with a history of  travelto designated countries or areas, or with exposure to a 

confirmed/suspected case of COVID-19 should be isolated by using the guidelines for non-

pregnant adults [35].  

● In the absence of community spread isolation at the designated facility and in the presence of 

community spread, isolation by home quarantine may be preferred.  

Recommendation 2 

● The criteria for offering a laboratory test are the same for pregnant women and the non-pregnant 

population [36].  

Recommendation 3 

● Separate delivery room and operation theatres are required for management of suspected or 

confirmed Covid19 mothers. Both should have neonatal resuscitation corners located at least 2 m 

away from the delivery table. Resources required include space, equipment, supplies and trained 

healthcare providers for delivery, caesarean section and neonatal resuscitation.  

● The standards and facilities required for infection control in these areas should be same as that for 

other adults with suspected or confirmed COVID-19. 

Recommendation 4 

● When providing healthcare to women in labor with confirmed or suspectedCOVID-19 infection, 

follow standard universal precautions to prevent contact with body fluids. In addition, use personal 

protective equipment (PPE) to prevent acquiring infection through respiratory droplets. The PPE 

should include masks such as the N95 masks and face protection by a face shield or at least goggles. 

● The women should inform the facility in advance of her arrival if possible, in order to allow time 

for preparation. 

● Reception and triage should be in the same room earmarked  for admission in labor and delivery. 

Ideally, this should be a room with negative pressure (If not available, exhaust fans can be 

installed).  
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● Keep the room free from any unnecessary items (decorations, extra chairs, etc.) which could act as 

infected fomites later.  

● There should be a restriction on the number of attendants and non-essential staff into the room. 

● There should be facilities for health care providers to remove and safely discard PPE at the exit of 

the room in which the patient is being cared for. 

Recommendation 5 

● Mode of delivery in pregnant women infected with COVID-19 should be guided by her obstetric 

assessment and her physiological stability (cardiorespiratory status and oxygenation). COVID-19 

infection itself is not an indication for induction of labor or operative delivery.  

● Continuous electronic fetal monitoring should be done during labor. If facilities for continuous 

electronic fetal monitoring are not available, manual monitoring by frequent auscultation of fetal 

heart rate should be done during the labor as indicated for a high-risk delivery.  

● Adequate equipment and trained healthcare providers should be available for intrapartum 

monitoring and obstetric interventions as indicated in the separate childbirth facilities for infected 

pregnant women.  

● Oxygenation status of women during labor should be monitored by a pulse oximeter and oxygen 

therapy should be titrated to maintain oxygen saturation of more than 94%. 

Recommendation 6 

● Pregnant women with active COVID-19 infection should be managed with supportive and specific 

therapy as recommended for non-pregnant adults.  

● Currently recommended management includes: - oxygen therapy/respiratory support, fluid therapy, 

antibiotics, shock management, and specific drugs in severe cases.  

Options: 

Hydroxychloroquine 200 mg thrice-a-day with meals x 10 days OR 400 mg twice-a-day on day 1 and   400 

mg once-a-day x 4 days                                                              + Azithromycin 500 mg twice-a-day x 7 

days (Weak recommendation; Low quality evidence) 

Lopinavir/ Ritonavir if any of the following criteria are met:  

1. Hypoxia, 

2. hypotension, 

3. New onset organ dysfunction (one or more) 

3.1.Increase in creatinine by 50% from baseline, GFR reduction by  

 >25% from baseline or urine output of <0.5 ml/kg for 6 hours. 

3.2.Reduction of GCS by 2 or more 

3.3.Any other organ dysfunction 
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4. High Risk Groups: 

4.1.Age> 60 years  

4.2.Diabetes Mellitus, Renal Failure, Chronic Lung disease 

4.3.Immunocompromised persons 

Dosage: 

Lopinavir/ Ritonavir (200 mg/ 50 mg) – 2 tablets twice daily 

For patients unable to take medications by mouth: Lopinavir 400mg/Ritonavir 100 mg – 5mL suspension 

twice daily 

Duration: 14 days or for 7 days after becoming asymptomatic 

The choice of specific antiviral therapy is likely to change with rapidly emerging evidence and 

updated national guidance should be consulted. Updated guidance can be accessed at the website of 

Ministry of Health and Family Welfare: https://www.mohfw.gov.in/ 

Neonatal Care 

Recommendation 7 

Recommendations for neonatal resuscitation: 

● If possible, resuscitation of neonate may be done in a physically separate but inter-connected 

adjacent room earmarked for this purpose. If not feasible, the resuscitation warmer should be 

physically separated from the mother’s delivery area by a distance of at least 2 meters. A curtain 

can be used between the two areas to minimize opportunities for close contact.  

● Minimum number of personnel should attend (one person in low risk cases and two in high risk 

cases where extensive resuscitation may be anticipated) and wear a full set of personal protective 

equipment including N95 mask.  

● Mother should perform hand hygiene and wear triple layer mask.  

● The umbilical cord should be clamped promptly and skin to skin contact avoided. 

● Delivery team member should bring over the neonate to the resuscitation area for assessment by 

the neonatal team.  

● Neonatal resuscitation should follow standard guidelines. If positive-pressure ventilation is needed, 

self-inflating bag and mask may be preferred over T-piece resuscitator. 

Recommendation 8 

A. Stable neonates exposed to COVID-19 infection from mothers or other relatives should be roomed-

in with their mothers and be exclusively breastfed.  

B. If rooming-in is not possible because of the sickness in the neonate or the mother, the neonate 

should be fed expressed breast milk (EBM) of the mother by a nurse or family member who has 
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not been in contact with the mother or other suspected/proven case, provided the neonate can 

tolerate enteral feeding.  

(Weak recommendation, based on consensus among experts in the absence of evidence for any beneficial 

effect or harm in the risk of COVID-19 following direct breastfeeding or expressed breastmilk feeding)  

Conditions to be met 

● Mothers should perform hand hygiene frequently, including before and after breastfeeding and 

touching the baby. 

● Mothers should practice respiratory hygiene and wear a mask while breastfeeding and providing 

other care to the baby; they should routinely clean and disinfect the surfaces. 

● Mothers should express milk after washing hands and breasts and while wearing a mask. If possible, 

a dedicated breast pump should be provided. It should be decontaminated as per protocol.  

Expressed milk can be fed to the baby without pasteurization. The collection and transport of EBM 

to the baby should be done very carefully to avoid contamination. 

Recommendation 9 

Scenario 1: If resources for isolation of normal, suspected to be infected and infected mothers can be made 

available AND there is no evidence of community spread  

● After immediate cord clamping, the neonate should be isolated from the mother.  

● During isolation, healthy neonates should preferably be cared for by a nurse or family member not 

in contact with mother or other suspected/proven case. Such care can be provided in an isolation 

ward taking care that persons with suspected/proven infection are not allowed in the area.  

● Mother can express milk after washing hands and breasts and while wearing mask. This expressed 

milk can be fed to her own baby without pasteurization.  

● Mother and baby can be roomed-in once mother has been tested and declared to be clear of 

infection.  

● To facilitate early rooming-in, viral testing in mothers with suspected infection should be conducted 

and reported on priority.   

● If mother cannot be discharged and it is considered safe, early discharge to home with healthy 

family member followed by telephonic follow-up or home visit by a designated healthcare worker 

can be considered.  

Scenario 2: Resources for isolation of normal, suspected to be infected and infected mothers not available 

OR healthcare facilities are overwhelmed because of large number of Coronavirus infections OR 

evidence of community spread is present 

● Stable neonate may be roomed-in with mother in an isolation room. The mother-baby dyad must 

be isolated from other COVID-19 cases.  
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● Direct breastfeeding can be given. Mother should wash hands frequently including before 

breastfeeding and wear mask. If needed due to neonatal condition, expressed breast milk may also 

be fed.  

● If safe, early discharge to home followed by telephonic follow-up or home visit by   a designated 

healthcare worker may be considered.   

Recommendation 10 

● Symptomatic neonates born to a mother with suspected or proven COVID-19 infection should be 

managed in separate isolation NICU/SNCU. 

● This area should be away from the usual NICU/SNCU in asegregated area which is not frequented 

by other personnel. The access to isolation NICU/SNCU should be through dedicated lift or 

guarded stairs. 

● Ideally, the isolation should be in single rooms.In case enough single rooms are not available, 

closed incubators (preferred) or radiant warmers can be placed in a common isolation NICU/SNCU 

for neonates. The neonatal beds should be at a distance of at least 1 meter from one another. 

Suspected COVID-19 cases and confirmed COVID-19 cases should ideally be managed in separate 

isolations. If it is not feasible to have separate facilities and the neonates with suspected and 

confirmed infection are in a single isolation facility, they should be segregated by leaving enough 

space between the two cohorts.  

● The isolation ward should have a separate double door entry with changing room and nursing 

station.  

● Negative air borne isolation rooms are preferred for patients requiring aerosolization procedures 

(respiratory support, suction, nebulization). If not available, negative pressure could also be created 

by 2-4 exhaust fans driving air out of the room. 

● Isolation rooms should have adequate ventilation. If room is air-conditioned, ensure 12 air changes/ 

hour and filtering of exhaust air. These areas should not be a part of the central air-conditioning.  

● The doctors, nursing and other support staff working in these isolation rooms should be separate 

from the ones who are working in regular NICU/SNCU. The staff should be provided with adequate 

supplies of PPE. The staff also needs to be trained for safe use and disposal of PPE. 

● If the facilities of isolation intensive care are not available in the hospital where symptomatic or 

sick newborn is born or referred with COVID 19 infections, the newborn should be immediately 

shifted to State designated closest hospital where such facilities are available. Complete safety and 

PPE policies and precautions must be followed during transport.   
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Recommendation 11 

● Respiratory support for neonates with suspected/proven COVID-19 infection is guided by usual 

principles of lung protective strategy recommended for newborns.  

● Non-invasive ventilation is generally the preferred mode of respiratory support in neonates. 

Continuous positive airway pressure (CPAP) should be used with minimal required flow. However, 

due to high potential for aerosol generation, non-invasive positive pressure ventilation (NIPPV) 

and High Flow Nasal cannulas (HFNC) should be avoided. 

● Healthcare providers should practice contact and droplet isolation and wear N95 mask while 

providing care in the area where neonates with suspected/proven COVID-19 infection are being 

provided respiratory support.  

● The area providing respiratory support should be a negative air pressure area.  

Recommendation 12 

● At present, specific anti-COVID-19 treatment - antivirals or chloroquine/hydroxychloroquine - is 

NOT recommended in symptomatic or asymptomatic neonates with confirmed or suspected 

COVID-19. (Weak recommendation, based on consensus among experts in the absence of evidence 

for any beneficial effect or harm with the use of any of the options available) 

● Use of adjunctive therapy such as systemic corticosteroids and intravenous gamma globulin is NOT 

recommended in symptomatic neonates with confirmed or suspected COVID-19. (Weak 

recommendation, based on consensus among experts in the absence of evidence for any beneficial 

effect or harm with the use of any of the options available) 

Prevention and Infection Control 

Recommendation 13 

Disinfection of Surfaces in the childbirth and neonatal care areas for patients with suspected or confirmed 

COVID-19 infection are not different from those for usual Labor room/OT/NICU/SNCU areas and include 

the following: 

● Wear personal protective equipment before disinfecting 

● If equipment or surface is visibly soiled first clean with soap and water solution or soaked cloth as 

appropriate before applying the disinfectant 

● 0.5% sodium hypochlorite (equivalent to 5000 ppm) can be used to disinfect large surfaces like 

floors and walls at least once per shift and for cleaning after a patient is transferred out of the area. 

● 70% ethyl alcohol can be used to disinfect small areas between use, such as reusable dedicated 

equipment.  

● Hydrogen peroxide (dilute 100 ml of H2O2 10% v/v solution with 900 ml of distilled water) can be 

used for surface cleaning of incubators, open care systems, infusion pumps, weighing scales, 
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standby equipment-ventilators, monitors, phototherapy units, and shelves. Use H2O2 only when 

equipment is not being used for the patient. Contact period of 1 hour is needed for efficacy of H2O2. 

Recommendation 14 

Minimal composition of a set of PPE for the management of suspected or confirmed cases of COVID-19 

infection is provided in Box II. 

Recommendation 15 

● Follow routine biomedical waste disposal handling, segregation, transport and final disposal 

guidelines as prescribed by the Government of India.  

Diagnosis 

Recommendation 16 

Guidelines on testing of neonates for COVID-19 are provided in Box III. 

General Questions 

Recommendation 17 

● Parents and families of the COVID-19 exposed, suspected and infected mothers and neonates 

should receive informed healthcare. They should be aware of and understand the isolation, 

monitoring, diagnostic and treatment plans of the mothers/babies and be given a periodic update 

about the health condition. 

● Visitors to both routine and COVID-19 specific childbirth/neonatal care areas should be screened 

for symptoms of COVID-19 infection. 

● Persons (including parents) with suspected or confirmed COVID-19 infection should not be 

allowed entry in the childbirth/neonatal care area where care to parturient women/sick neonates is 

being provided. 

● For neonates roomed in with mother having suspect/confirmed COVID-19 infection, one healthy 

family member following contact and droplet precautions should be allowed to stay with her to 

assist in baby care activities. 

Recommendation 18 

● Stable neonates exposed to COVID-19 and being roomed-in with their mothers may be discharged 

at time of mothers’ discharge. (Weak recommendation, based on consensus among experts based 

on the incubation period of SARS-CoV-2 infection in adults and older children)  

● Stable neonates in whom rooming-in is not possible because of the sickness in the mother and are 

being cared by a trained family member may be discharged from the facility by 24-48 hours of age. 

(Weak recommendation, based on consensus among experts in the absence of evidence for any 

beneficial effect or harm with early discharge following exposure to COVID-19) 
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Remarks 

○ Early discharge to home may be followed by a telephonic follow-up or home visit by a designated 

healthcare worker. 

○ Mothers and family members should be counselled regarding the danger signs and advised to report 

back to the facility if the neonate develops any of the danger signs. 

○ If the neonate develops any danger signs or becomes unwell during home isolation, he/she should 

be taken to a designated hospital facility for assessment as well as COVID-19 testing (if indicated). 

○ Mothers and family members should perform hand hygiene frequently including before and after 

touching and feeding the baby. 

○ Mothers should practice respiratory hygiene and wear a mask while breastfeeding and providing 

other care to the baby; they should routinely clean and disinfect all the surfaces. 

Recommendation 19  

 Healthcare professional working in any childbirth or neonatal area should report to their supervisor 

if they have respiratory or other symptoms suggestive of COVID-19 infection. Such healthcare 

professional should not be put on clinical duty and should be replaced by a healthy healthcare 

professional to maintain appropriate patient-provider ratio.  

 Healthcare professional directly involved in the care of patients with suspect/proven COVID-19 

infection may consider taking hydroxychloroquine (HCQ) prophylaxis as advised by Government 

of India, on medical prescription. However, this advisory is based on low-quality evidence and may 

change in near future.   

Recommendation 20  

● Follow routine immunization policy in healthy neonates born to mothers with suspected/proven 

COVID-19 infection. 

● In neonates with suspected/proven infection, vaccination should be completed before discharge 

from the hospital as per existing policy.  

 

Disclaimer: The guidelines in this document are based on limited evidence as available now. As new 

evidence accumulates, some of the recommendations may change. Users should use these guidelines in 

accordance with the latest government regulations and ICMR advisories.  
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Box I Short-listed clinical Practice Questions Addressed in the Guidelines 

Pregnant women with travel history, clinical suspicion or confirmed infection 
1. What should be the care of pregnant women with history of travel to designated countries or 

areas, or with exposure to a confirmed/suspected case of COVID-19?  
2. Which pregnant women need testing for COVID-19?   
3. Where in a healthcare facility should a pregnant woman with suspected or active COVID-19 

infection deliver? 
4. What infection control measures should be taken in triage, labor and delivery of a pregnant 

woman with active or suspected COVID-19 infection?  
5. What should be the method of labor induction and mode of delivery in pregnant women with 

active or suspected COVID-19 infection? 
6. What should be the specific care of pregnant women with active COVID-19 infection?  
Neonatal Care 
7. What precautions should the neonatal resuscitation team take when attending the delivery of a 

woman with suspected or confirmed COVID-19 infection?  
8. What should be the feeding policy for   stable neonates born to COVID-19 mothers?   
9. Is it necessary to separate the mother and baby if mother is suspected or confirmed to be COVID-

19 positive?   
10. Should symptomatic neonates needing intensive or special care be nursed in common room 

NICU/SNCU or isolation facility? 
11. What are the special precautions to be taken while providing respiratory support to neonates 

exposed to COVID-19 infection? 
12. In symptomatic neonates, what is the role of specific treatment in case of perinatal exposure and 

in case of confirmed infection with COVID-19?  
Prevention and Infection Control 
13. What should be the specific disinfection practices in NICU /SNCU? 
14. When should Personal protective equipment (donning and doffing) be used?  
15. What should be the biomedical waste disposal protocol while managing a suspected or confirmed 

case of COVID-19?   
Diagnosis 
16. What should be the testing protocol for neonates born to mothers with suspected or confirmed 

COVID-19?     
General questions  
17. What should be the visitation policy and preventive measures for visitors during the COVID-19 

outbreak? 
18. What should be the discharge policy of neonates born to suspected or confirmed COVID-19 

mothers?  
19. What should be the occupational health policy specific to COVID-19 pandemic? 
20. What should be the immunization policy for neonates born to suspected or COVID-19 positive 

women?   
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Box II Desired Protection and Suggested Personal Protection Equipment for the management of 
Suspected/Confirmed patient of COVID-19   
Respiratory protection  

 Triple layered surgical mask 

 N95 facemasks are needed when performing an aerosol-generating procedure or in an area where 

neonates are being provided respiratory support by CPAP device/ventilator. 

Eye protection 

Goggles( will not be usable by those using vision glasses)  or face shield 

Body protection  

Long-sleeved water-resistant complete gown including head and shoe cover. A single piece head to toe 

water resistant body cover will be ideal for attending resuscitation in delivery room or OT 

Hand protection  

Well-fitting Gloves 
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Box III Guidelines for Testing of Neonates for COVID-19 
Which neonates? 

 Neonates born to mothers with COVID-19 infection within 14 d of delivery or up to 28 d after 
birth 

 Symptomatic neonates exposed to close contacts with COVID-19 infection 
When? 

 If symptomatic, specimens should be collected as soon as possible   
 If asymptomatic and roomed-in, test only if and when mother’s test comes positive.  

If mother is COVID-19 positive and baby’s initial sample is negative, another sample should be 
repeated after 48 hours. 
What sample? 
Not mechanically ventilated: Upper respiratory nasopharyngeal swab (NP). Collection of 
oropharyngeal swabs (OP) is a lower priority and if collected should be combined in the same tube as 
the NP.  
Mechanically ventilated: Tracheal aspirate sample should be collected and tested as a lower respiratory 
tract specimen 
How to collect? 
Upper nasopharyngeal swab 

 Use only synthetic fiber swabs with plastic shafts. Do not use calcium alginate swabs or swabs 
with wooden shafts, as they may contain substances that inactivate some viruses and inhibit 
PCR testing.  

 Insert a swab into nostril parallel to the palate. Swab should reach depth equal to distance from 
nostrils to outer opening of the ear. Leave swab in place for several seconds to absorb 
secretions. Slowly remove swab while rotating it. 

 Place swabs immediately into sterile tubes containing 2-3 mL of viral transport media.  
Oropharyngeal swab (e.g., throat swab) 
Swab the posterior pharynx, avoiding the tongue. 
Nasopharyngeal wash/aspirate or nasal aspirate 
Collect 2-3 mL into a sterile, leak-proof, screw-cap sputum collection cup or sterile dry container. 
Other samples  
Currently not advised; stool, urine and blood specimens, since the isolation is less reliable than from 
respiratory specimens. Do not take these specimens for testing (based on current advisory 
recommendations) 
What PPE is needed for sample collection? 
Clinicians should wear appropriate personal protective equipment during sampling. 
Nasopharyngeal swab 

 Hand hygiene 
 Disposable single use glove 
 Disposable plastic apron 
 Surgical facemask 
 Eye protection (surgical mask with integrated visor or full-face shield or visor or 

goggles/safety spectacles) 
For any sampling from lower respiratory tract in intubated neonates a full set of PPE is a must  

 Hand hygiene  
 disposable single use glove 
 Long sleeved disposable gown 
 N95 mask or another respirator mask 
 Eye protection 

 
Labelling the sample 
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Label each specimen container with the patient’s name, hospital ID number, specimen type and the date 
the sample was collected. Handle the sample with precautions under biosafety level 3 (BSL-3) 
conditions until is rendered non-infectious by laboratory. 
How to store? 
Samples should be collected in viral transport media procured from microbiology laboratory and 
transported immediately in icepacks. One can use disposable thermocol cartons or plastic bags with ice 
cubes for in-house transport. If sending to another laboratory, store specimens at 2-8°C for up to 72 h 
after collection. Storage can be done in a refrigerator dedicated for this purpose. If a delay in testing or 
shipping is expected, store specimens at -70°C or below. This requires deep freezers.  
How to send? 
If transporting by shipping, the samples need to be packed as per instructions Guidance for sample 
Collection, Packaging and Transportation for Novel Coronavirus. 
Where to send? 
Authorized laboratories (See MOHFW website for latest list ) 
What test? 
Reverse Transcriptase PCR is a rapid test for detecting COVID-19 
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Annexure I 
Use of Personal Protective Equipment 

Sequence of Donning 

Before wearing the PPE for managing a suspected or confirmed COVID-19 case, proper hand hygiene 

should be performed. The gown should be donned first. The mask or respirator should be put on next and 

properly adjusted to fit; remember to fit check the respirator. The goggles or face shield should be donned 

next and the gloves are donned last. Keep in mind, the combination of PPE used, and therefore the sequence 

for donning, will be determined by the precautions that need to be taken. 

Steps in Removing PPE (Doffing)  

Wearing the PPE correctly will protect the healthcare worker from contamination. After the patient has 

been examined or desired procedure is performed, the removal of the PPE is a critical and important step 

that needs to be carefully carried out in order to avoid self-contamination because the PPE could by now 

be contaminated.  

1. The gloves are removed first because they are considered a heavily contaminated item. Use of 

alcohol-based hand disinfectant should be considered before removing the gloves. Dispose of the 

gloves in a biohazard bin. 

2. After the removal of gloves, hand hygiene should be performed, and a new pair of gloves should 

be worn to further continue the doffing procedure. Using a new pair of gloves will prevent self-

contamination. Unbuttoning of the backside of the gown, performed by an assistant. Removal of 

gown to be performed by grabbing the back side of the gown and pulling it away from the body. 

Single-use gowns can now be disposed of; reusable gowns have to be placed in a bag or container 

for disinfection 

3. After the gown, the goggles should be removed and either disposed if they are single-use, or placed 

in a bag or container for disinfection. In order to remove the goggles, a finger should be placed 

under the textile elastic strap in the back of the head and the goggles taken off. Touching the front 

part of the goggles, which can be contaminated, should be avoided. If goggles with temples are 

used, they should be removed as per manufacturer’s recommendations. 

4. The respirator/ mask should be removed next. In order to remove the respirator/mask, a finger or 

thumb should be placed under the straps in the back and the respirator taken off. The respirator (or 

the surgical mask) should be disposed of after removal. It is important to avoid touching the 

respirator/mask with the gloves (except for the straps) during its removal. 

5. The last PPE items that should be removed are the new set of gloves that were worn after disposal 

of the contaminated gloves. Use of alcohol-based solution should be considered before removing 

the gloves. The gloves should be removed Dispose of the gloves in a biohazard bin. 

6. After glove removal, hand hygiene should be performed. 
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Annexure II 

Guideline Development Group (Alphabetical) 

Chairperson: Praveen Kumar, Professor, Dept. of Pediatrics, PGIMER, Chandigarh 

Deepak Chawla, Professor, Dept. of Neonatology, GMCH Chandigarh; Dinesh Chirla, Director Intensive 

Care Services, Rainbow Children’s hospital group; Samir Dalwai (National Joint Secretary IAP), 

Consultant Pediatrician, Nanavati and Hinduja Hospitals, Mumbai; Ashok K Deorari (President NNF), 

Head, Department of Pediatrics, AIIMS, New Delhi; Atul Ganatra (Vice-President FOGSI), Director, Dr. 

R J Ganatra’s Nursing Home, Mumbai; Alpesh Gandhi (President FOGSI), Sr. Consultant Obstetrics & 

Gynecology, Arihant Women’s hospital, Ahmedabad;  Nandkishor S Kabra, Director NICU, Surya  

Hospital, Mumbai; Pratima Mittal, Professor, Dept. of Obstetrics & Gynecology, VMMC and SJH, New 

Delhi; Bakul Jayant Parekh (National President IAP), BPCH and tertiary care Center, Mumbai; M Jeeva 

Sankar, Dept. of Pediatrics, AIIMS, New Delhi; Tanu Singhal, Dept.of Pediatrics and Infectious Diseases, 

KDAHMRI, Mumbai; Sindhu Sivanandan, Dept. of Neonatology, JIPMER, Puducherry; Parikshit Tank 

(Joint Treasurer, FOGSI), Consultant Obstetrician and Gynecologist, Ashwini Maternity and Surgical 

Centre, Mumbai. 
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Perinatal-Neonatal Management of COVID-19 Infection 

 

Pregnant women with a history of overseas travel to designated countries or areas, or with exposure to a 
confirmed/suspected case of COVID-19 should be isolated by using the guidelines for non-pregnant 
adults. 

In the absence of community spread, isolation at the designated facility and in the presence of 
community spread, isolation by home quarantine may be preferred.  

Pregnant women with active COVID-19 infection should be managed with supportive and specific therapy 
as recommended for non-pregnant adults.  

Currently recommended management includes: - oxygen therapy/respiratory support, fluid therapy, 
antibiotics, shock management, and specific drugs in severe cases. 

Options 

 Hydroxychloroquine 200 mg thrice a day with meals x 10 days OR 400 mg twice a day on day 1 and  
400 mg once a day x 4 days + Azithromycin 500 mg twice a day x 7 days 

                                      Weak recommendation; Low quality evidence 

 Lopinavir/ Ritonavir if any of the following criteria are met : hypoxia,  hypotension, new onset organ 
dysfunction (one or more of Increase in creatinine by 50% from baseline, GFR reduction by >25% from 
baseline or urine output of <0.5 ml/kg for 6 hours ), Reduction of GCS by 2 or more, or Any other organ 
dysfunction 
 High Risk Groups: 

1. Age> 60 years  
2. Diabetes Mellitus, Renal Failure, Chronic Lung disease 
3. Immunocompromised persons 

Dosage: 

 Lopinavir/ Ritonavir (200 mg/ 50 mg) – 2 tablets twice daily Or Lopinavir 400mg/Ritonavir 100 mg – 5mL 
suspension twice daily 

 Duration: 14 days or for 7 days after becoming asymptomatic 

The choice of specific antiviral therapy is likely to change with rapidly emerging evidence and updated 
national guidance should be consulted.  

 When providing healthcare to women in labor with confirmed or suspected COVID-19 infection, 
follow standard universal precautions to prevent contact with body fluids. In addition, use personal 
protective equipment (PPE) to prevent acquiring infection through respiratory droplets. The PPE 
should include masks such as the N95 masks  and face protection by a face shield or at least 
goggles. 

 Reception and triage should be in the same room earmarked for admission in labor and delivery. Ideally, 
this should be a room with negative pressure (If not available, exhaust fans can be installed).  

 Keep the room free from any unnecessary items which could act as infected fomites later.  
 Restrict entry of visitors and staff into the room to only essentials. 
 There should be facilities for health care providers to remove and safely discard PPE at the exit of the room 

in which the patient is being cared for.  

 Separate delivery room and operation theatres are required for management of suspected or confirmed 
COVID-19 mothers. Both should have neonatal resuscitation corners located at least 2 m away from 
the delivery table. Resources required include space, equipment, supplies and trained healthcare 
providers for delivery, caesarean section and neonatal resuscitation.  

The standards and facilities required for infection control in these areas should be same as that for other 
adults with suspected or confirmed COVID-19 infection. 

 Mode of delivery in pregnant women infected with COVID-19 should be guided by her obstetric assessment 
and her physiological stability (cardiorespiratory status and oxygenation). COVID-19 infection itself is not 
an indication for induction of labor or operative delivery.  

 Continuous electronic fetal monitoring should be done during labor. If facilities for continuous electronic 
fetal monitoring are not available, manual monitoring by frequent auscultation of fetal heart rate should be 
done during the labor as indicated for a high-risk delivery.  

 Adequate equipment and trained healthcare providers should be available for intrapartum monitoring and 
obstetric interventions as indicated in the separate childbirth facilities for infected pregnant women.  

 Oxygenation status of women during labor should be monitored by a pulse oximeter and oxygen therapy 
should be titrated to maintain oxygen saturation of more than 94%. 

The criteria for offering a laboratory test are the same for pregnant women and the non-pregnant 
population.  
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Recommendations for neonatal resuscitation: 

 If possible,  resuscitation of neonate may be done in a physically separate but inter-connected adjacent room 
earmarked for this purpose. If not feasible, the resuscitation warmer should be physically separated from the 
mother’s delivery area by a distance of at least 2 meters.  

 Minimum number of personnel should attend (one in low-risk cases and two in high-risk cases where extensive 
resuscitation may be anticipated) and wear a full set of personal protective equipment including N95 mask.  

 Mother should perform hand hygiene and wear triple layer mask.  

 The umbilical cord should be clamped promptly and skin-to-skin contact avoided. 

 Delivery team member should bring over the neonate to the resuscitation area for assessment by the neonatal team.  

 Follow standard NRP guidelines. If positive-pressure ventilation is needed, self-inflating bag and mask may be 
preferred over T-piece resuscitator 

 Stable neonates exposed to COVID-19 infection from mothers or other relatives should be roomed-in 
with their mothers and be exclusively breastfed.  

 If rooming-in is not possible because of the sickness in the neonate or the mother, the neonate 
should be fed expressed breast milk (EBM) of the mother by a nurse or family member who has not 
been in contact with the mother or other suspected/proven case 

Scenario 1: If resources for isolation of normal, suspected to be infected and infected mothers can be 
made available AND there is no evidence of community spread  

1. After immediate cord clamping, the neonate should be isolated from the mother.  
2. During isolation, healthy neonates should preferably be cared for by a nurse or family member not in 

contact with mother or other suspected/proven case. Such care can be provided in an isolation ward 
taking care that persons with suspected/proven infection are not allowed in the area. If safe, while mother is 
in isolation early discharge to home with healthy family member followed by telephonic follow-up or home 
visit by a designated nurse may be considered.  

3. Mother can express milk after washing hands and breasts and while wearing mask. This expressed 
milk can be fed to her own baby without pasteurization.  

4. Mother and baby can be roomed-in once mother has been tested and declared to be clear of infection. 
5. To facilitate early rooming-in, viral testing in mothers with suspected infection should be conducted and 

reported on priority.  
6. If mother cannot be discharged and it is considered safe, early discharge to home with healthy family member 

followed by telephonic follow-up or home visit by a designated healthcare worker can be considered.  

Scenario 2: Resources for isolation of normal, suspected to be infected and infected mothers not available 
OR healthcare facilities are overwhelmed because of large number of COVID-19 infections OR evidence 
of community spread is present 

1. Stable neonate may be roomed-in with mother. The mother-baby dyad must be isolated from other 
suspected and infected cases and healthy uninfected mothers and neonates.  

2. Direct breastfeeding can be given. Mother should wash hands frequently including before 
breastfeeding and wear mask. If needed due to neonatal condition, expressed breast milk may also be 
fed.  

3. If safe, early discharge to home followed by telephonic follow-up or home visit by a designated healthcare 
worker may be considered.   

 Symptomatic neonates born to a mother with suspected or proven COVID-19 infection should be 
managed in separate isolation NICU/SNCU. 

 This area should be away from the usual NICU/SNCU in a segregated area which is not frequented by other 
personnel. The access to isolation NICU/SNCU should be through dedicated lift or guarded stairs. 

 Ideally, the isolation should be in single rooms. If not available, closed incubators (preferred) or radiant 
warmers can be placed in a common isolation NICU/SNCU. The neonatal beds should be at a distance of at 
least 1 meter from one another. Suspected COVID-19 cases and confirmed COVID-19 cases should ideally be 
managed in separate isolations. If it is not feasible to have separate facilities and the neonates with suspected 
and confirmed infection are in a single isolation facility, they should be segregated by leaving enough space 
between the two cohorts. 

 Negative air borne isolation rooms are preferred for patients requiring aerosolization procedures (respiratory 
support, suction, nebulization). If not available, negative pressure could also be created by 2-4 exhaust fans 
driving air out of the room.  

 Respiratory support for neonates with suspected/proven COVID-19 infection is guided by usual 
principles of lung protective strategy recommended for neonates. 

 CPAP should be used with minimal required flow. However, due to high potential for aerosol generation, NIPPV 
and High Flow Nasal cannulas should preferably be avoided. 

 Healthcare providers should practice contact and droplet isolation and wear N95 mask while providing care 
in the area where neonates with suspected/proven COVID-19 infection are being provided respiratory support. 

 The area providing respiratory support should be a negative air pressure area. 

 At present, specific anti-COVID-19 treatment - antivirals or chloroquine/hydroxychloroquine – are NOT 
recommended in symptomatic or asymptomatic neonates with confirmed or suspected COVID-19. 

 Use of adjunctive therapy such as systemic corticosteroids and intravenous gamma globulin is NOT 
recommended in symptomatic neonates with confirmed or suspected COVID-19 
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Fig. 1 Info-graphic on Perinatal-neonatal Management of COVID-19. 

Disinfection of Surfaces in the childbirth and neonatal care areas for patients with suspected or 
confirmed COVID-19 infection are not different from those for usual Labor room/OT/NICU/SNCU areas 
and include the following: 

 Wear personal protective equipment before disinfecting. 
 If equipment or surface is visibly soiled first clean with soap and water solution or soaked cloth as 

appropriate before applying the disinfectant. 
 0.5% sodium hypochlorite (equivalent to 5000 ppm) can be used to disinfect large surfaces like floors and 

walls at least once per shift and for cleaning after a patient is transferred out of the area.  
 70% ethyl alcohol can be used to disinfect small areas between uses, such as reusable dedicated 

equipment.  
 Hydrogen peroxide (dilute 100 ml of H2O2 10% v/v solution with 900 ml of distilled water) can be used for 

surface cleaning of incubators, open care systems, infusion pumps, weighing scales, standby equipment-
ventilators, monitors, phototherapy units, and shelves. Use H2O2 only when equipment is not being used 
for the patient. Contact period of 1 hour is needed for efficacy of H2O2. 

Minimal composition of a set of PPE for the management of suspected or confirmed cases of COVID-19 

Protection Suggested PPE 
Respiratory 
protections 

Triple layered surgical mask  
N95 facemasks are needed when performing an aerosol-generating procedure or in an 
area where neonates are being provided respiratory support by CPAP device/ 
ventilator. 

Eye protection Goggles (not by those using prescription glasses or face shield 
Body protection Long-sleeved water-resistant complete gown including head and shoe cover. A single 

piece head to toe water resistant body cover will be ideal for attending deliveries 
Hand protection Gloves 

 Parents and families of the COVID-19 exposed, suspected and infected mothers and neonates should 
receive informed healthcare. They should be aware of and understand the isolation, monitoring, 
diagnostic and treatment plans of the mothers/babies and be given a periodic update about the health 
condition. 

 Visitors to both routine and COVID-19 specific childbirth/neonatal care areas should be screened for 
symptoms of COVID-19 infection. 

 Persons (including parents) with suspected or confirmed COVID-19 infection should not be allowed entry in 
the childbirth/neonatal care area where care to parturient women/sick neonates is being provided. 

 For neonates roomed in with mother with suspect/confirmed COVID-19 infection, one healthy family member 
following contact and droplet precautions should be allowed to stay with her to assist in baby care activities. 

 Healthcare professional working in any childbirth or neonatal area should report to their supervisor if they 
have respiratory or other symptoms suggestive of COVID-19 infection. Such healthcare professional should 
not be put on clinical duty and should be replaced by a healthy healthcare professional to maintain 
appropriate patient-provider ratio. 

 Healthcare professional directly involved in the care of patients with suspect/proven COVID-19 
infection may consider taking hydroxychloroquine (HCQ) prophylaxis as advised by Government of 
India, on medical prescription. However, this advisory is based on low-quality evidence and may change 
in near future. 

 Follow routine immunization policy in healthy neonates born to mothers with suspected/proven 
COVID-19 infection. 

 In neonates with suspected/proven infection, vaccination should be completed before discharge from 
the hospital as per existing policy. 

 Follow routine biomedical waste disposal handling, segregation, transport and final disposal 
guidelines as prescribed by the Government of India. 

 Stable neonates exposed to COVID19 and being roomed-in with their mothers may be discharged 
together at time of mothers’ discharge. 

 Stable neonates in whom rooming-in is not possible because of the sickness in the mother and are 
being cared by a trained family member may be discharged from the facility by 24-48 hours of age. 

Developed jointly by  

The guidelines in this document are based on limited evidence as available now. As new evidence accumulates, some of the 
recommendations may change. Users should use these guidelines in accordance with the latest government regulations and 
ICMR advisories.      Last updated: 26-03-2020     Contact: secnnf@nnfi.org   

Design by Dr. Deepak Chawla 
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Strategy for COVID19 testing in India (Version 5, dated 18/05/2020) 
 

1. All symptomatic (ILI symptoms) individuals with history of international travel in the 

last 14 days.  

2. All symptomatic (ILI symptoms) contacts of laboratory confirmed cases.  

3. All symptomatic (ILI symptoms) health care workers / frontline workers involved in 

containment and mitigation of COVID19. 

4. All patients of Severe Acute Respiratory Infection (SARI). 

5. Asymptomatic direct and high-risk contacts of a confirmed case to be tested once 

between day 5 and day 10 of coming into contact.   

6. All symptomatic ILI within hotspots/containment zones. 

7. All hospitalised patients who develop ILI symptoms. 

8. All symptomatic ILI among returnees and migrants within 7 days of illness. 

9. No emergency procedure (including deliveries) should be delayed for lack of test. 

However, sample can be sent for testing if indicated as above (1-8), simultaneously. 

 
NB:  
 

● ILI case is defined as one with acute respiratory infection with fever ≥ 38◦C AND cough. 
 

● SARI case is defined as one with acute respiratory infection with fever ≥ 38◦C AND 
cough AND requiring hospitalization. 

 
● All testing in the above categories is recommended by real time RT-PCR test only. 

 
● All changes incorporated in these guidelines as compared to the previous version 

have been indicated in bold. 
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Specimen Referral Form (SRF) ID information  
for COVID-19 (SARS-CoV2), in RT-PCR app 
 
SRF ID   
 
Patient Name ____________________________             
 
Phone number 
 
Lab Name _______________________________  
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भारतीय आयुर्विज्ञान अनुसधंान पर्रषद 

स्वास््य अनुसधंान र्वभाग, स्वास््य और पर्रवार 

कल्याण मंत्रालय, भारत सरकार 
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Date: 25/06/2020 
 

Total Operational (initiated independent testing) Laboratories reporting to ICMR:     

  

Government laboratories : 737 
Private laboratories  : 279 
 
- Real-Time RT PCR for COVID-19 :  560 (Govt: 359 + Private: 201) 
- TrueNat Test for COVID-19  : 369 (Govt: 346 + Private: 23)  
- CBNAAT Test for COVID-19  : 87 (Govt: 32 + Private: 55) 

 

Total No. of Labs   : 1016 
 
*CSIR/DBT/DST/DAE/ICAR/DRDO Laboratories.  
#Laboratories approved for both Real-Time RT-PCR and TrueNat/CBNAAT 
$Laboratories approved for both TrueNAT and CBNAAT 

 
S. 

No. 
Names of States 

Test 
Category 

Names of Government Institutes Names of Private Institutes 

1. Andhra Pradesh 
(59) 

 
Govt: 53 

RT-PCR 1. Sri Venkateswara Institute of Medical 
Sciences, Tirupati 

2. Sri Venkateswara Medical College, 
Tirupati 

1. Manipal Hospital, Tadepalli, Guntur 
2. PathGene Health Care Pvt Ltd#2nd Floor, 

Srinivasapuram, Tiruchanoor Road, Opp LV 
kayanamandapam, Tirupathi 
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S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

Private: 6 
 
 

3. Rangaraya Medical College, Kakinada 
4. #Sidhartha Medical College, Vijaywada 
5. Govt. Medical College, Ananthpur 
6. Guntur Medical College, Guntur 
7. Rajiv Gandhi Institute of Medical 

Sciences, Kadapa 
8. Andhra Medical College, Visakhapatnam 
9. Govt. Kurnool Medical College, Kurnool 
10. Govt. Medical College, Srikakulam 
11. AIIMS, Mangalagiri 

3. Apollo Health and Lifestyle Ltd, Vijayawada 
Diagnostics Lab, 40-5-6, Parmeshwara 
Complex, Tikkle Road, Vijayawada 

4. Vijaya Diagnostic Centre Pvt. Ltd., Plot No: 
43/198, Old Rainbow Hospital Lane, N R Peta, 
Kurnool 

5. Maharaja Institute of Medical Sciences, 
Vizianagaram 

6. Asram Medical College, Eluru 

  TrueNat 12. Damien TB Research Centre, Nellore 
13. SVRR Govt. General Hospital, Tirupati 
14. Community Health Centre, Gadi Veedhi 

Saluru, Vizianagaram 
15. Community Health Centre, Bhimavaram, 

West Godavari District 
16. Community Health Centre, Patapatnam 
17. Community Health Center, Nandyal, 

Banaganapalli, Kurnool 
18. GSL Medical College & General Hospital, 

Rajahnagram, East Godavari District 
19. District Hospital, Madnapalle, Chittoor 

District 
20. District Hospital, APVVP, Pulivendula, 

Kadapa District 
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S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

21. District Hospital, Rajahmundry, East 
Godavari District 

22. District Hospital, Noonepalli, Nandyal, 
Kurnool 

23. District Hospital, Anakapalli, 
Vishakhapatnam 

24. District Hospital, Hindupur, Anantpur 
25. District Hospital, Proddatur 
26. District Hospital, Machlipatnam 
27. District Hospital, Atmakur 
28. District Hospital, Markapur 
29. District Hospital, Tekkali 
30. Area Hospital, Rampachodavaram, East 

Godavari District 
31. Area Hospital, Palamaner, Chittoor 
32. Area Hospital, Amalapuram, East 

Godavari District 
33. Area Hospital, Adoni, Kurnool 
34. Area Hospital, Chirala 
35. Area Hospital, Kandukuru 
36. Area Hospital, Narsipatnam 
37. Area Hospital, Parvathipuram 
38. Area Hospital, Tadepalligudem  
39. Area Hospital, Kavali 
40. Area Hospital, Tenali 
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S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

41. Area Hospital, Narasaraopet, Guntur 
42. Area Hospital, Macheria, Guntur 
43. Area Hospital, Kadiri 
44. Area Hospital, Gandhinagar, Nuzividu 
45. ACSR Govt. Medical College, Nellore 
46. Rural Development Trust, Bathalpalli 
47. Govt. General Hospital, Guntur 
48. Govt. General Hospital/ RIMS, Ongole 
49. DST Lab Govt. Chest Hospital, 

Vishakhapatnam 
50. District Hospital, Vizianagram 
51. District Hospital, Chittoor 
52. District Hospital, Eluru 
53. SHAR Hospital, Sriharikota, Nellore 

2. Arunachal Pradesh 
(4) 

RT-PCR 54. Tomo Riba Institute of Health & Medical 
Sciences, Naharlagun 

 

  TrueNAT 55. Intermediate Reference Laboratory, 
Directorate of Health Sciences, 
Naharlagun 

56. Bakin Pertin General Hospital and 
Training Centre, Pasighat, East Siang 
District 

57. KDS District Hospital, Tawang 
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S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

3. Assam (13) 
 

Govt: 11 
Private: 2 

RT-PCR 58. Gauhati Medical College, Guwahati 
59. ICMR-Regional Medical Research Center, 

Dibrugarh  
60. Jorhat Medical College, Jorhat 
61. Silchar Medical College, Silchar 
62. Fakkhruddin Ali Ahmed Medical College, 

Barpeta 
63. Tezpur Medical College, Tezpur 
64. Assam Medical College, Dibrugarh 
65. *CSIR North East Institute of Science and 

Technology (NEIST), Jorhat 
66. *Defence Research Laboratory, Tezpur 
67. Diphu Medical College, Karbi Anglong 

7. Ultracare Diagnostic Centre, Dept of Lab 
Services, Ashok Path, Survey, Beltola, 
Guwahati 

  TrueNat  8. Molecular Testing LAb, GNRC Lab services, 
GNRC Hospitals, Dispur 

4. Bihar (44) 
 

Govt: 41 
Private: 3 

RT-PCR 68. ICMR-Rajendra Memorial Research 
Institute of Medical Sciences, Patna  

69. Indira Gandhi Institute Medical Sciences, 
Patna 

70. Patna Medical College, Patna 
71. Darbhanga Medical College, Darbhanga 
72. SKMCH, Muzaffarpur 
73. All India Institute of Medical Sciences, 

Patna 

9. Narayan Medical College, Sasaram 
10. #Saral Pathlab Pvt. Ltd, 55B, Sector O, 

Sachiwalaya Colony, Kankarbagh, Patna 
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S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

  TrueNAT 74. Anugrah Narayan Magadh Medical 
College (ANMMC), Gaya 

75. Vardhman Institute of Medical Sciences, 
Pawapuri, Nalanda 

76. District Hospital, Siwan 
77. District Hospital, Rohtas 
78. JanNayak Karpoori Thakur Medical 

College and Hospital, Madhepura 
79. Govt.  Medical College, Bettiah 
80. District Hospital, Purnia 
81. District Hospital, Katihar 
82. District Hospital, East Champaran 
83. District Hospital, Madhubani 
84. District Hospital, Buxar 
85. District Hospital, Khagaria 
86. District Hospital, Begusarai 
87. District Hospital, Banka, Bihar 
88. District Hospital, Gopalganj, Bihar 
89. District Hospital, Aurangabad, Bihar 
90. District Hospital, Jehanabad, Bihar 
91. District Hospital, Nawada, Bihar 
92. District Hospital, Arwal 
93. District Hospital, Saharsa, Bihar 

94. District Hospital, Supaul, Bihar 

95. District Hospital, Kaimur, Bihar 
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96. District Hospital, Saran, Bihar 

97. District Hospital, Bhojpur, Bihar 

98. District Hospital, Kishanganj, Bihar  

99. District Hospital, Jamui, Bihar 

100. District Hospital, Lakhisarai, Bihar 

101. District Hospital, Munger 

102. District Hospital, Sheikhpura 

103. District Hospital, Vaishali 

104. District Hospital, Araria 

105. District Hospital, Samastipur 

106. District Hospital, Sheohar 

107. District Hospital, Sitamarhi 

  CB-NAAT 108. Jawaharlal Nehru Medical College, 
Bhagalpur 

11. $ Sen Diagnostics Pvt. Ltd., Budh Marg, 
Patna 

5. Chandigarh (3) RT-PCR 109. Post Graduate Institute of Medical 
Education & Research, Chandigarh 

110. Govt. Medical College, Chandigarh 
111. *Institute of Microbial Technology, 

Chandigarh 

 

6. Chhattisgarh (6) 
 

Govt: 5 
Private: 1 

RT-PCR 112. All India Institute of Medical Sciences, 
Raipur 

113. Late Baliram Kashyap M Govt. Medical 
College, Jagdalpur  
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114. JNM Medical College, Raipur 
115. Late Shri Lakhi Ram Agrawal Memorial 

Govt. Medical College, Raigarh 

  TrueNat 116. Intermediate Reference Laboratory, 
Lalpur, Raipur 

12. Dept of Lab services, Balco Medical Centre 
(Vedanta Medical Research Foundation), 
Sector-36, Naya Raipur, PO: Uparwara, 
Raipur 

7. Delhi (48) 
 
Govt: 20 
Private: 28 

RT-PCR 117. All India Institute Medical Sciences  
118. Lady Hardinge Medical College   
119. National Centre for Disease Control 
120. Ram Manohar Lohia Hospital 
121. Institute of Liver & Biliary Sciences 
122. Army Hospital Research & Referral 
123. Maulana Azad Medical College 
124. Vardhman Mahavir Medical College & 

Safdarjung Hospital 
125. University College of Medical Sciences, 

New Delhi 
126. Army Base Hospital, New Delhi 
127. *IGIB, CSIR, New Delhi 
128. Rajiv Gandhi Super Speciality Hospital, 

Taharpur, Delhi 
129. Vallabhbhai Patel Chest Institute (VPCI), 

Delhi 

13. Lal Path Labs, Block -E, Sector 18, Rohini, 
Delhi 

14. #Dr Dangs Lab, C-2/1, Safadarjung 
Development Area, New-Delhi 

15. Laboratory Services, Indraprastha Apollo 
Hospitals, Sarita Vihar, New Delhi 

16. Max Lab, Max Super Spciality Hospital, 
Saket, New-Delhi 

17. Sir Ganga Ram Hospital Clinical Lab 
Services, Sir Ganga Ram Hospital, Delhi 

18. Oncquest Labs Ltd, 3-Factory Road, New-
Delhi 

19. Prognosis Laboratories, 515-16, Sector 19, 
Dwarka 

20. City X-Ray & Scan Clinic Pvt Ltd, 4B/18, 
Tilak Nagar, New-Delhi 

21. Lifeline Laboratory, H-11, Green Park 
Extension, New-Delhi 
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130. *Defence Institute of Physiology & Allied 
Sciences (DIPAS), DRDO, Delhi 

131. Institute of Nuclear Medicine & Allied 
Sciences (INMAS-DRDO), New Delhi 

 

22. Dept of Lab Services, Dr. B.L. Kapur 
Memorial Hospital, 5, Pusa Road, New-
Delhi 

23. Dept of Laboratory Services, Action Cancer 
Hospital, A-4, Paschim Vihar (East), New-
Delhi 

24. Star Imaging & Path Lab Pvt Ltd, 4B/4, Tilak 
Nagar, New Delhi 

25. Genestrings Diagnostic Centre Pvt Ltd, 3, 
MMTC, Geetanjali Enclave, New Delhi 

26. Sterling Accuris Diagnostics, A divison of 
Sterling Accuris Wellness Pvt Ltd, C-65, Block 
C, Phase I, Okhla, New Delhi 

27. CRL Diagnostics Pvt Ltd, Plot No 10, Avtar 
Enclave, Opposite Metro Pillar 227, Paschim 
Vihar, Rohtak Road, New Delhi  

28. Dept of Lab Medicine, HCMCT, Manipal 
Hospital, Main Road, Sector 6, Dwarka, New 
Delhi 

29. Gen-X Diagnostics, 2/6, Sarvapriya Vihar, 
New Delhi 

30. Noble Diagnostic Centre, WZ-409C, Janak 
Park, Hari Nagar, Opposite DDU Hospital, 
New Delhi 
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31. Mahajan Imaging Pvt Ltd, E-19, Defence 
Colony, New-Delhi 

32. #Dept of Lab Sciences, Rajiv Gandhi Cancer 
Institute & Research Centre, Sector 5, Rohini, 
New-Delhi 

33. Metropolis Healthcare Ltd. E21, Block-B1, 
Mohan Cooperative Industrial Estate, South 
East Delhi  

34. Gagan Pathology & Imaging Pvt Ltd F-26/21-
22, Near Ayodhya Chowk,Sector 7, Rohini, 
Delhi 

35. Saral Diagnostics, 2&3, Shakti Vihar, 
Pitampura 
 

  TrueNat 132. ESIC Hospital, Basaidarapur 
133. State TB Training and Demonstration 

Laboratory, New Delhi 

36. Aakash Path Lab, Aakash Healthcare & Super 
speciality Hospital, Road No 201, Sector 3, 
Dwarka, New Delhi  

37. Ganesh Diagnostic And Imaging Centre Pvt 
Limited 109 Pkt A-1 Sector 8 Rohini, Delhi 

 

  CB NAAT 134. State TB Training and Demonstration 
Centre, Jawaharlal Nehru Marg, Delhi 
Gate 

38. Dr P Bhasin Path Labs (P) Ltd, S 13 Greater 
Kailash Part 1, New Delhi 

39. Venkateshwar Hospital, sector- 18A, Dwarka, 
New Delhi- 110075 
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135. Department of Microbiology, National 
Institute of TB and Respiratory Diseases 
(NITRD), New Delhi 

136. Northern Railway Central Hospital, New 
Delhi 

40. HAHC & HIMSR, Jamia Hamdard Campus, 
Guru Ravidas Marg, BLock D, Hamdard 
Nagar, New Delhi 

8. Gujarat (53) 
 

Govt: 34 
Private: 19 

RT-PCR 137. BJ Medical College, Ahmedabad 
138. MP Shah Govt Medical College, Jamnagar 
139. Govt. Medical College, Surat 
140. Govt. Medical College, Bhavnagar 
141. Govt. Medical College, Vadodara 
142. Govt. Medical College, Rajkot 
143. NHL Medical College, Ahmedabad 
144. GMERS Medical College, Ahmedabad 
145. GMERS Medical College, Gandhinagar 
146. GMERS Medical College, Valsad 
147. ICMR-National Institute of Occupational 

Health, Ahmedabad 
148. Gujarat Cancer & Research Institute, 

Ahmedabad 
149. Surat Municipal Institute of Medical 

Education & Research (SMIMER), Surat 
150. GMERS Medical College and Hospital, 

Dharpur-Patan, Gujarat 
151. Gujarat Adani Institute of Medical 

Sciences, Bhuj 

41. Unipath Specialty laboratory limited, 102, 
Sanoma Plaza, Opposite Parimal Garden, 
Besides JMC House, Ellisbridge, Ahmedabad 

42. Supratech Micropath Laboratory & Research 
Institute Pvt Ltd, Kedar, Ahmedabad 

43. SN GeneLab Pvt Ltd, President Plaza –A, Near 
Mahavir Hospital, Nanpura, Surat 

44. Pangenomics International Pvt Ltd, Ellis 
Bridge, Ahmedabad 

45. #Dept of Lab Medicine, Zydus Hospitals & 
Healthcare Research Pvt Ltd, Zydus Hospital 
Road, Hebatpur, Off S.G. Highway, Thaltej, 
Ahmedabad 

46. #Toprani Advanced Lab Systems, Suflam, 10, 
Haribhakti Colony, Race Course, Vadodra 

47. Dept of Lab Medicine, Apollo Hospitals 
International Ltd, 1, Bhat, GIDC Estate, 
Ahmedabad 

48. Divine lab, B 201/202, Mangalkirti Apartment, 
Fatehgunj, Vadodra 
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152. Gujarat Biotechnology Research Center, 
Gandhinagar 

153. Gujarat Forensic Sciences University, 
Gandhinagar 

154. GMERS Medical College, Gotri, Vadodara 
155. GMERS Medical College, Himmatnagar 
156. Dr. H.L. Trivedi Institute of 

Transplantation Services, Ahmedabad 
157. #GMERS Medical College, Junagadh 
158. GMERS Medical College, Vadnagar 

49. Green Cross Genetics Lab Pvt Ltd, 104, Sears 
Towers, Ahmedabad 

50. #Sunflower Laboratory, Helmet Circle, Rudra 
Arcade, Drive In Road, Manav Mandir, 
MemNagar, Ahmedabad 

51. Parul Institute of Medical Sciences & Research 
(PIMSR), Vadodara 

52. Dhiraj Hospital, Smt. B.K. Shah Medical 
Institute & Research Centre, Vadodara 

53. Gujarat Pathology Lab & Diagnostic Centre, 
101/102, Span Trade Centre, Paldi, 
Ahmedabad 

54. Scientific Diagnostic Centre 
Pvt.Ltd, 3,Venunand Raw House, Gulbai Tekra 
Road, Ellisebridge, Ahmedabad 

55. #Salvus Bioresearch Solutions, 2nd Floor, 
Earth Retail, Science City Circle, S.P. Ring 
Road, Ahmedabad 

  TrueNat 159. Shantaba Medical College and General 
Hospital, Amreli 

160. Banas Medical College, Palanpur 
161. District Hospital, Navsari  
162. District Hospital, Vyara  
163. District Hospital, Porbandar  
164. District Hospital, Jamkhambhaliya  
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165. District Hospital, Rajpipla  
166. General Hospital, Ahwa 
167. General Hospital, Veraval 

  CB NAAT 168. GCS Medical College and Hospital, 
Ahmedabad 

169. AMC MET Medical College and Hospital, 
Ahmedabad 

56. Dept of Lab Medicine, Bhailal Amin Gen 
Hospital, Alembic Road, Gorwa, Vadodra 

57. Microcare Lab & TRC, 105, Manthan Point, 
Unapani Road, Surat  

58. Speciality Microtech Laboratory, 121 Akshar 
Arcade, Navrangpura, Ahmedabad 

59. Sterling Accuris Diagnostics, Sterling Hospital, 
Phase 2, 1st Floor, Race Course Circle (West), 
Vadodra 

60. Care Institute of Medical sciences (CIMS 
hospital), Department of Microbiology, Opp 
shukan mall, Science city road, Ahmedabad 

9. Goa (5) RT-PCR 170. #Goa Medical College, Goa  

  TrueNat 171. North District Hospital, Mapusa 
172. Subdistrict Hospital, Ponda 
173. South Goa District Hospital (Hospicio 

Hospital), Margao 
174. Sub- District Hospital, Chicalim, Vasco Da 

Gama 

 

10. Haryana (22) 
 
 

RT-PCR 175. Pt. B.D. Sharma Post Graduate Inst. Of 
Med. Sciences, Rohtak 

176. Command Hospital, Chandimandir 

61. Strand Life Sciences, A-17, Sector 34, 
Gurugram 

62. SRL Limited, GP26, Sector 18, Gurugram 
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Govt: 14 
Private: 8 

177. BPS Govt. Medical College, Sonipat  
178. ESIC Hospital, Faridabad 
179. Kalpana Chawla Govt. Medical College, 

Karnal 
180. Govt.  Civil Hospital, Panchkula 
181. *ICAR-National Research Centre on 

Equines, Hisar 
182. *Translational Health Science & 

Technology Institute, Faridabad 
183. #SHKM, Govt. Medical College, Mewat 
184. #District Civil Hospital, Ambala 
185. Civil Hospital, Gurugram 
186. #Maharaj Agrasen Medical College, 

Agroha, Hisar 

63. Modern Diagnostic & Research Centre-Lab, 
363-364/4, JAwahar Nagar. Gurgaon 

64. Core Diagnostics Pvt Ltd, Udyog Vihar Phase-
3, Gurgaon 

65. MolQ Laboratory, Plot 28,29; Sector 18(P), 
Electronic city, Udyog Vihar, Phase IV, 
Gurgaon 

66. Pathkind Diagnostics Pvt Ltd, Plot 55-56, Phase 
4, Udyog Vihar, Sec 18, Gurgaon 

67. Department of Pathology and Laboratory 
Medicine, Medanta-The Medicity, Sector 38, 
Gurgaon 

  TrueNat 187. Civil Hospital, Sirsa 68. Apex Diagnostics - 12 Jacaranda Marg , Dlf City 
Phase - 2 , Gurgaon 

  CB NAAT 188. IRL, Haryana Govt. Public Health 
Laboratory, Karnal 

 

11. Himachal Pradesh 
(10) 

RT-PCR 189. Indira Gandhi Medical College, Shimla 
190. Dr. Rajendra Prasad Govt. Medical 

College, Tanda 
191. Central Research Institute, Kasauli 
192. Shri Lal Bahadur Shastri Govt. Medical 

College, Mandi 
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193. *CSIR Institute of Himalayan Bioresource 
Technology, Palampur  

194. #Dr. Yashwant Singh Parmar 
Government Medical College, Nahan 

195. #Pt. JLN Government Medical College 
and Hospital, Chamba 

  TrueNat 196. Zonal Hospital, Mandi 
197. Dr. Radhakrishnan Government Medical 

College, Hamirpur 
198. Regional Hospital, Una 

 

12. Jammu & Kashmir 
(8) 

RT-PCR 199. Govt. Medical College, Jammu 
200. Command Hospital (NC) Udhampur 
201. Sher-i-Kashmir Institute of Medical 

Sciences, Srinagar 
202. Govt. Medical College, Srinagar 
203. Sheri Kashmir Institute of Medical Science 

Medical College, Bemina, Srinagar 
204. *CSIR Indian Institute of Integrative 

Medicine (IIIM), Jammu 

 

  CB NAAT 205. Intermediate Reference Laboratory, Chest 
Disease Hospital, Dalgate, Srinagar 

206. 92 Base Hospital, Badami Bagh 
Cantonment, Srinagar 

 

13. Jharkhand (31) 
 

RT-PCR 207. MGM Medical College & Hospital, 
Jamshedpur 

69. Tata Main Hospital (Dept of Pathology), Tata 
Steel, Bistupur, Jamshedpur 
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Govt: 30 
Private: 01 

208. #Rajendra Institute of Medical Sciences, 
Ranchi 

209. Patliputra Medical College & Hospital, 
Dhanbad 

210. Itki Aarogyashala, Ranchi 

  TrueNat 211. District Hospital, Bokaro 
212. District Hospital, Chatra 
213. District Hospital, Deoghar 
214. District Hospital, Dumka 
215. District Hospital, Garhwa 
216. District Hospital, Giridih 
217. District Hospital, Godda 
218. District Hospital, Hazaribag 
219. District Hospital, Kodarma 
220. District Hospital, Lathehar 
221. District Hospital, Pakur 
222. District Hospital, Palamu 
223. District Hospital, Pashchimi Singhbhum 
224. District Hospital, Ranchi 
225. District Hospital, Sahibganj 
226. District Hospital, Dhanbad 
227. District Hospital, Gumla 
228. District Hospital, Jamtara 
229. District Hospital, Khunti 
230. District Hospital, Lohardaga 
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231. District Hospital, Purbi Singhbum 
232. District Hospital, Ramgarh 
233. District Hospital, Saraikela Kharsawan 
234. District Hospital, Simdega 
235. Central Hospital, CCL, Gandhinagar, 

Ranchi  

  CB NAAT 236. Military Hospital, Namkum, Ranchi  

14. Karnataka (77) 
 

Govt: 44 
Private: 33 

RT-PCR 237. Hassan Inst. Of Med. Sciences, Hassan 
238. Mysore Medical College & Research 

Institute, Mysore 
239. Shivamogga Institute of Medical Sciences, 

Shivamogga 
240. Command Hospital (Air Force), 

Bengaluru 
241. Bangalore Medical College & Research 

Institute, Bengaluru 
242. ICMR-National Institute of Virology, 

Bangalore Field Unit, Bengaluru 
243. *Indian Institute of Science, Bengaluru 

(Department of Biochemistry, Centre for 
Infectious Disease Research) 

244. Gulbarga Institute of Medical Sciences, 
Gulbarga  

245. Vijaynagar Institute of Medical Sciences, 
Bellary 

70. Neuberg Anand Reference Laboratory, Anand 
Tower, #54, Bowring Hospital Road, 
Bengaluru 

71. Cancyte Technologies Pvt Ltd, Sri Shankara 
Research Centre, Bengaluru 

72. Central Diagnostic Lab, Vydehi Institute of 
Medical Sciences and Research Centre, #82, 
E.P.I.P. Area, Whitefield, Bengaluru 

73. Syngene International Limited, Biocon Park, 
SEZ, Bommasandra Industrial Area, Phase IV, 
Bommasandra-Jigani Link Road, Bengaluru 

74. #Department of Lab Medicine, Narayana 
Hrudayalaya Ltd, 258/A, Bommasandra 
Industrial Area, Hosur Road, Bengaluru   

75. Aster Clinical Lab LLP, No 24, Venkatappa 
Road, Tasker Town, Vasanthanagar, Bangalore 

76. Microbiological Lab, 22-D 3, KIADB Industrial 
Area, 1st Phase, Kumbalagidu, Bengaluru 
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246. National Institute of Mental Health and 
Neuro-Sciences, Bangalore 

247. Wenlock District Hospital, Mangalore 
248. Karnataka Institute of Medical Sciences, 

Hubli 
249. National Institute of Traditional 

Medicine, Belagavi 
250. Dharwad Institute of Mental Health & 

Neurosciences, Dharwad 
251. Kidwai Memorial Institute of Oncology, 

Bengaluru 
252. *Instem, Bengaluru 
253. Mandya Institute of Medical Sciences 

(MIMS), Mandya 
254. Chamarajanagar Institute of Medical 

Sciences (CIMS), Chamarajanagar District 
255. #Gadag Institute of Medical Sciences, 

Gadag 
256. Kodagu Institute of Medical Sciences 

(KOIMS), Kodagu District 
257. Government Virus Diagnostic 

Laboratory, Shimoga District 
258. #Raichur Institute of Medical Sciences, 

Raichur 
259. #Bidar Institute of Medical Sciences, Bidar 

77. Yenepoya Medical College Hospital Lab, 
Nithyananda Nagar, Derlakatte, Mangaluru 

78. Hybrinomics Life Science and diagnostics LLP, 
Site No 50, Maruthi Township, B. 
Hanumanthanagar, Bileshivale, Doddagubbi 
Post, Bengaluru  

79. Shamanur Shivashankarappa Institute of 
Medical Sciences and Research Centre 
(SSIMSRC), Davangere 

80. XCyton Diagnostics Pvt Ltd – Molecular 
Diagnostic Services, #449, 10th Cross, 
4th phase, Peenya, Bengaluru 

81. St. Johns Medical College and Hospital, 
Bangalore 

82. Kasturba Medical College Manipal 
83. Father Muller's Medical College, Mangalore 
84. JJM Medical College (JJMMC), Davangere 
85. Manipal Hospital, Bangalore 
86. #Sakra World Hospital Lab Services, 

Devarabeesanahalli VArthur Hobli, Bengaluru 
87. Kasturba Medical College, Mangalore 
88. KS Hegde Medical Academy (KSHEMA), 

Mangalore 
89. Narayana Nethralaya, Department of 

Molecular Diagnostics, Bangalore 
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260. #Koppal Institute of Medical Sciences, 
Koppal 

261. #Karwar Institute of Medical Sciences, 
Karwar 

262. #Tumkur District Hospital, Tumkur 
263. #Bowring Lady Curzon Medical College 

and Research Institute (BLCMRI), 
Bangalore 

264. SNR District Hospital, Kolar 
265. Chigateri District Hospital, Davangere 

District 
266. Yadgir Institute of Medical Sciences, 

District Hospital, Yadgir 
267. District Hospital, Haveri 

90. #Lab Services, Apollo Hospitals, 154/11, 
Bannerghatta Road, Bengaluru 

91. Kempegowda Institute of Medical Sciences, 
Bangalore 

92. United Hospitals, Kalburgi 
93. Mediclu Diagnostics, Bangalore 
94. Sri Devaraj Urs Medical College, Kolar 
95. JSS Medical College, Mysore 

 

  TrueNAT 268. Public health Laboratory, 
Chikkaballapur District Hospital, 
Chikkaballapur 

269. Public Health Laboratory, Chikmagalur 
District Hospital, Chikmagalur 

270. Udupi District Hospital, Udupi 
271. Yadgiri District Hospital, Yadgiri 
272. Chitradurga District Hospital, 

Chitradurga 
273. District Public Health Laboratory, Kolar 

District 
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274. District Public Health Laboratory, 
Chamarajanagar District 

275. Bangalore Bruhat Mahanagara Palike 
(BBMP) Health Centre (Fever Clinic), 
Adugodi, Bangalore 

276. District Public Health Laboratory, 
Ramanagara District 

277. Jayadeva Institute of Cardiac Sciences, 
Bangalore 

  CB NAAT 278. Vijayapura District Hospital, Vijayapura 
279. Belgaum Institute of Medical Sciences, 

Belgaum 
280. Bagalkot District Hospital, Bagalkot 

 

96. KLES Dr Prabhakar Kore Hospital & MRC Hi 
Tech Lab, NehruNagar, Belgaum, Belagavi 

97. Dept of Pathology & Lab Medicine, Aster CMI 
Hospital, #43/2, NH 7, International Airport 
Rd, Sahakar Nagar, Bengaluru 

98. Dept of Lab Medicine, Vikram Hospital Pvt 
Ltd, No 71/1, Millers Road, Bengaluru  

99. Department of Laboratory Medicine and 
Pathology, Columbia Asia Referral Hospital, 
Yeshwantpur, #26/4, Brigade Gateway, 
Malleshwaram West, Bengaluru 

100. SRL Limited at Fortis hospitals, 154/9, 
Bannerghatta Main Road, Bengaluru 

101. Trident Diagnostics & Healthcare 
Pvt.Ltd, #313, 2nd main Jagajyothi Nagara, 80 
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feet outer Ring Road, Kenchanapura Cross bus 
stop, Nagadevanahalli, Bengaluru 

102. NMR Diagnostics Pvt. Ltd, Maratha 
Mandal Building, P.B.Road, Dharwad 

15. Kerala (41) 
 

Govt: 25 
Private: 16 

RT PCR 281. National Institute of Virology, Field Unit, 
Allapuzzha  

282. Govt. Medical College, 
Thiruvanathapuram 

283. Govt. Medical College, Kozhikode 
284. Govt. Medical College, Thrissur 
285. Rajiv Gandhi Center for Biotechnology, 

Thiruvanathapuram 
286. Sree Chitra Tirunal Institute of Medical 

Sciences, Thiruvanathapuram 
287. State Public Health Laboratory, 

Trivandrum 
288. Inter University, Kottayam 
289. Malabar Cancer Center, Thalassery 
290. Central University of Kerala, Periye, 

Kasaragod 
291. Govt. Medical College, Ernakulum 
292. Govt. Medical College, Manjeri 
293. Govt. Medical College, Kottayam 
294. Govt. Medical College, Kannur 

103. DDRC SRL Diagnostics Pvt Ltd, 
Panampilly Nagar, Ernakulam 

104. MIMS Lab Services, Govindapuram, 
Kozhikode 

105. Lab Services of Amrita Institute of Medical 
Sciences & Research Centre, AIMS-Ponekkara, 
Kochi  

106. Dane Diagnostics Pvt Ltd, 18/757 (1), RC 
Road, Palakkad 

107. Medivision Scan & Diagnostic Research 
Centre Pvt Ltd, Sreekandath Road, Kochi 

108. MVR Cancer Centre & Research 
Institute, CP 13/516 B, C, Vellalaserri NIT 
(via), Poolacode, Kozhikode 

109. Aza Diagnostic Centre, Stadium Puthiyara 
Road, Kozhikode 
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295. Indian Institute of Science Education and 
Research (IISER), Thiruvananthapuram 

296. Government Medical College, Palakkad 

  TrueNat 297. Regional Public Health Laboratory, 
Pathanamthitta 

298. Government Medical College Hospital, 
Kollam 

299. Government TD Medical College, 
Alappuzha 

300. District Public Health Laboratory, 
Wayanad 

301. District TB Centre, Palakkad 
302. INHS Sanjivani, Kochi 
303. District Public Health Laboratory, Kollam 
304. Government Medical College, Idukki 

110. Department of Laboratory 
Medicine, Avitis Super Specialty Hospitals 
Private Limited, XX/882, Thrissur-Pollachi 
Main Road, Nemmara, Palakkad 

111. Jubilee Mission Medical College & RI, 
Thrissur 

112. Aswini Diagnostic Services, Ramnath 
Building, Jail Road, Kozhikode 

  CB NAAT 305. Regional Cancer Centre, 
Thiruvananthapuram 

113. Dept of Pathology and Lab Medicine, Aster 
Medcity, Aster DM Healthcare Ltd, Kutty 
Sahib Road, Kothad, Cochin 

114. NIMS Medicity, Department of Laboratory 
Medicine, Aralumoodu, Neyyattinkara, 
Thiruvananthapuram 

115. Rajagiri Hospital Laboratory Services, 
Rajagiri Hospital, Chunangamvely, Aluva 

116. $ Micro Health LAbs, MPS Tower, 
Kozhikode 
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117. $Microbiology Section, Department Of 
Laboratory Medicine, Kerala Instittute Of 
Medical Sciences, Anamukham, 
Anayara P.O. Thiruvananthapuram 

118. $ Believers Church Medical College 
Laboratory, St Thomas Nagar, Kuttapuzha 
P.O., Thiruvalla 

16. Maharashtra (106) 
 
Govt: 61 
Private: 45 

RT-PCR 306. ICMR-National Institute of Virology, 
Pune 

307. Seth GS Medical College & KEM Hospital, 
Mumbai 

308. Kasturba Hospital for Infectious Diseases, 
Mumbai  

309. National Institute of Virology Field Unit, 
Mumbai 

310. Armed Forces Medical College, Pune 
311. BJ Medical College, Pune 
312. Command Hospital (SC), Pune 
313. Indira Gandhi Govt. Medical College, 

Nagpur 
314. All India Institute of Medical Sciences, 

Nagpur 
315. Govt. Medical College, Nagpur 
316. Nagpur Veterinary College, MAFSU, 

Nagpur 

119. Thyrocare Technologies Limited, D37/1, 
TTC MIDC, Turbhe, Navi Mumbai 

120. Suburban Diagnostics (India) Pvt. Ltd., 306, 
307/T, 3rd Floor, Sunshine Bld., Andheri 
(W), Mumbai 

121. Metropolis Healthcare Ltd, Unit No. 409-
416, 4th Floor, Commercial Building-1, 
Kohinoor Mall, Mumbai 

122. Sir H.N. Reliance Foundation Hospital and 
Research Centre, Molecular Medicine, 
Reliance Life Sciences Pvt. Ltd., R-282, TTC 
Industrial Area, Rabale, Navi Mumbai 

123. SRL Limited, Prime Square Building, Plot 
No 1, Gaiwadi Industrial Estate, SV Road, 
Goregaon, Mumbai 

124. A.G. Diagnostics Pvt Ltd, Nayantara 
Building, Pune 
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317. #Intermediate Reference Laboratory, 
Nagpur 

318. Grant Medical College & Sir JJ Hospital, 
Mumbai 

319. Govt. Medical College, Aurangabad 
320. V. M. Govt.  Medical College, Solapur 
321. Haffkine Institute, Mumbai 
322. Shree Bhausaheb Hire Govt. Medical 

College, Dhule 
323. Govt.  Medical College, Miraj 
324. Govt. Medical College, Akola 
325. National Institute for Research on 

Reproductive Health, Mumbai 
326. Rajiv Gandhi Medical College & CSM 

Hospital, Kalwa, Thane, Mumbai 
327. ICMR-National AIDS Research Institute, 

Pune 
328. Swami Ramanand Teerth Marathwada 

University, Nanded 
329. Mahatma Gandhi Institute of Medical 

Sciences, Sevagram, Wardha 
330. Vilasrao Deshmukh Govt. Institute of 

Medical Sciences, Latur 
331. INHS Ashvini, Mumbai 

125. Kokilaben Dhirubhai Ambani Hospital 
Laboratory, Four Bungalows, Mumbai 

126. InfeXn Laboratories Private Limited, A/131, 
Therelek Compound, Road No 23, Wagle 
Industrial Estate, Thane (W) 

127. iGenetic Diagnostics Pvt Ltd, Krislon House, 
Andheri East, Mumbai 

128. Sahyadri Speciality Labs, Plot No 54, S.No. 
89-90, Lokmanya Colony, Kothrud, Pune 

129. Metropolis Healthcare Limited, 
Construction House, 796/189-B, 
Bhandarkar Institute Road, Pune 

130. # SRL Diagnostics – Dr. Avinash Phadke 
(SRL Diagnostics Pvt Ltd), Mahalaxmi 
Engineering Estate, 2nd Floor, L.J. Cross 
Road No 1, KJ Khilnani High School, Mahim 
(West), Mumbai 

131. Department of Laboratory Medicine – P.D. 
Hinduja National Hospital and Medical 
Research Centre, Veer Savarkar Marg, 
Mahim, Mumbai 

132. Vaidya Lab Thane, Unit of Millenium 
Special Lab Pvt Ltd, Odyssey Park, 2nd 
Floor, 201, Raghunath Nagar, Wagle Estate, 
Thane 
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332. *Tata Memorial Centre ACTREC, 
Mumbai 

333. *Tata Memorial Hospital, Mumbai 
334. *National Centre for Cell Sciences, Pune 
335. *National Environmental Engineering 

Research Institute, Nagpur 
336. Sant Gadge Baba Amravati University, 

Amravati 
337. #RCSM Govt. Medical College, Kolhapur 
338. Model Rural Health Research Unit 

(MRHRU), Sub District Hospital, Agar, 
Dahanu, Palghar 

339. *Indian Institute of Science Education and 
Research (IISER), Pune 

340. Govt.  Medical College, Jalgaon 
341. District General Hospital, Ahmednagar 
342. Government Medical College, Baramati 
343. #Govt.  Medical College, Chandrapur 
344. #Govt.  Medical College, Yavatmal 
345. Swami Ramanand Teerth  Rural 

Government Medical College, Ambajogai 
346. Government Medical College, Gondia 
347. Agharkar Research Institute, Pune 
348. District General Hospital, Ratnagiri 

133. Genepath Diagnostics India Pvt Ltd, 4th 
Floor, Above Phadke Hospital, Pune 

134. Daignostic Molecular Laboratory, Dept of 
Microbiology, Dr. Vasantrao Pawar Medical 
College Hospital & Research Centre, 
Vasantdada Nagar, Adgaon, Nashik 

135. Dept of Lab Medicine, Dr. Balabhai 
Nanavati Hospital, Swami Vivekananda 
Road, Mumbai 

136. Krsnaa Diagnostics Pvt Ltd, Lt. Jayabai 
Nanasaheb Sutar Maternity Home, Pune 

137. Dhruv Pathology and Molecular Diagnostic 
Lab, Third Floor, Aditya Enclave, Central 
Bazaar Road, Ramdaspeth, Nagpur 

138. Dept of Molecular Biology & Genetics, 
Krishna Institute of Medical Sciences, 
Karad, Satara 

139. Lab Services, Ayugen Biosciences Pvt Ltd, 
562/1, Shivajinagar, Pune  

140. MGM Medical College and Hospital, Navi 
Mumbai 

141. #Ruby Hall Clinic, Dept of Laboratory, 
Grant Medical Foundation, 40, Sassoon 
Road, Pune 

142. D. Y. Patil Medical College, Kolhapur 
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349. Dr. Shankarrao Chavan Govt. Medical 
College, Nanded 

 
 
 

143. Metropolis Healthcare Limited, Shop No. 1, 
Ground Floor, Ahilya Building, Savarkar 
Marg, Thane West, Thane 

144. Molecular Diagnostic Laboratory, 
Department of Pathology, LMMF's 
Deenanath Mangeshkar Hospital and 
Research Center, Erandwane, Pune 

145. Datar Cancer Genetics Ltd, F-8, D-Road, 
Ambad MIDC, Nashik 

146. Apoorva Diagnostic and Health Care, 
Bhaktivedanta Hospital and Research 
Institute, Bhaktivedanta Swami MArg, 
Sector 1, Mira Bhayandar 

147. Dr. DY Patil Medical College Hospital and 
Research Centre, Pimpri, Pune 

148. Molecular Laboratory, Jaslok Hospital and 
Research Centre, 15, Dr Deshmukh Marg, 
Peddar Road, Mumbai 

149. NM Medical, Harchandrai House, Above 
Axis Bank, 2nd Floor, Maharshi Karve Road, 
Marine Lines (E), Mumbai 

150. Bharati Vidyapeeth (Deemed to be 
University) Medical College, Pune 
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  TrueNat 350. Civil Surgeon, District Hospital, Parbhani 
351. District Hospital, Satara 
352. Daga Memorial Government Women 

Hospital, Nagpur 
353. Navi Mumbai Municipal Corporation 

General Hospital, F.R.U. Vashi 
354. District General Hospital, Gadchiroli 
355. Darasha Maternity Home, Solapur 

Municipal Corporation, Solapur 
356. District Hospital, Amravati 
357. Sub district Hospital, Shahapur, Thane 
358. RCH Room, N.N. Wadia Hospital, 

Malegaon, Nashik, Maharashtra 
359. Dr. Zakir Hussain Hospital, Kathda, 

Municipal Corporation Nashik 
360. Sub District Hospital, Gadhinglaj, 

Kolhapur 
361. Late Indira Gandhi Memorial Hospital, 

Bhiwandi 

151. Qualilife Diagnostics, Balaji Arcade, 
1st Floor, 544/A, Netaji Subhash Road, 
Mulund (W), Mumbai  

152. Rural Medical College, Pravara Institute of 
Medical Sciences, Loni, Ahmednagar 

153. Clinicare Speciality Laboratory Pvt. 
Ltd.,Lata Mangeshkar Hospital, Nagpur 

  CB NAAT 362. Intermediate Reference Laboratory, Pune 
363. Govt.  Medical College, Baramati 
364. Lokmanya Tilak Municipal General 

Hospital and Medical College, Mumbai 
365. $ Molecular Diagnostic Laboratory, 

District Hospital, Sindhudurg 

154. Sunflower Lab & Diagnostic Center, Keshav 
Kunj, Marve Road, Malad West, Mumbai 

155. Aditya Birla Memorial Hospital – 
Laboratory, Aditya Birla Marg, Chinchwad, 
Pune 
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366. Gokuldas Tejpal Hospital, Mumbai 156. Dr. Jariwala Lab & Diagnostics LLP, 1st 
Floor, Rasraj Heights, Rokadia Lane, Off 
Mandpeshwar Road, Borivli (W), Mumbai 

157. Su-Vishwas Diagnostic Lab, 1st floor Midas 
height, Ramdaspeth, Nagpur 

158. $Jupiter Lifeline Hospitals Limited, Pune 
159. Kingsway Hospitals ((A Unit of SPANV 

Medisearch Lifesciences Pvt Ltd), 44, 
Kingsway Road, Nagpur 

160. $ Jupiter Hospital, Eastern Express 
Highway, Thane West 

161. Dr Ajay Shah's Pathology Lab & 
Microbiology Reference Center, 1st Floor, 
Amidrashti, Opposite Manav Kalyan 
Kendra, S V Road, Dahisar East. Mumbai 

162. Dr. Lal Pathlabs Ltd. Dadar, Add: Shop no 2 
to 6, Shilpa Apartment, Shankar ghanekar 
marg, off Ghokale road, Prabhadevi, Dadar 
west, Mumbai 

163. Kamalnayan Bajaj Hospital Pathology 
Laboratory, Gut no.43, Satara Parisar, Bajaj 
marg, Beed bypass road, Aurangabad 

17. Madhya Pradesh 
(79) 
 

RT-PCR 367. All India Institute of Medical Sciences, 
Bhopal 

164. Chirayu Medical College & Hospital, 
Bhopal Indore Highway, Bhaisakhedi, 
Bhopal 
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Govt: 71 
Private: 8 

368. ICMR-National Institute for Research on 
Tribal Health, Jabalpur 

369. Mahatma Gandhi Memorial Medical 
College, Indore 

370. Gandhi Medical College, Bhopal 
371. Bhopal Memorial Hospital & research 

Centre, Bhopal 
372. Gajra Raja Medical College, Gwalior 
373. Bundelkhand Medical College, Sagar  
374. SS Medical College, Rewa 
375. *Defence Research & Development 

Organization, Gwalior 
376. *ICAR-NIHSAD, Bhopal 
377. Govt.  Medical College, Ratlam 
378. Netaji Subhash Chandra Bose Medical 

College, Jabalpur 
379. Govt.  Medical College, Khandwa 
380. Atal Bihari Vajpayee Government 

Medical College (ABVGMC), Vidisha 
381. *IISER, Bhopal 

165. #Central Research Lab, R D Gardi Medical 
College, Surasa, Ujjain 

166. CentraPath Labs Private Ltd, MZ 117-118, 
Yeshwant Plaza, Indore 

167. Lab Medicine, Bansal Hospital, A unit of 
Ayushman Medical Diagnostics Pvt Ltd, C-
sector Shahpura, Bhopal 

168. Sri Aurobindo Institute of Medical Sciences, 
Indore 

169. L. N. Medical College & J. K. Hospital, 
Bhopal 

  TrueNAT 382. District Tuberculosis Centre, Bhopal 
383. District Hospital Gwalior 
384. District Hospital Morena 
385. District Hospital Chhatarpur 
386. District Hospital Damoh 

170. Sampurna Sodani Diagnostic Clinic, LG-1, 
Morya Centre, 16/1, Race Course Road, 
Indore  

171. Central Pathology Laboratory, People's 
Hospital, Bhanpur, Bhopal-462037  
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387. District Hospital Sagar 
388. District Hospital Tikamgarh 
389. District Hospital, Mandsaur 
390. District Hospital, Neemuch 
391. District Tuberculosis Centre, Indore 
392. District Hospital Chhindwara 
393. District Hospital, Jabalpur 
394. District Hospital, Shahdol 
395. District Hospital, Burhanpur 
396. District Hospital, Singrauli 
397. District Tuberculosis Centre, Raisen 
398. District Hospital, Bhind 
399. District Hospital, Datia 
400. District Hospital, Sheopur 
401. District Hospital, Shivpuri 
402. District Hospital, Alirazpur 
403. District Hospital, Barwani 
404. District Hospital, Dhar 
405. District Hospital, Jhabua 
406. District Hospital, Khargone 
407. District Hospital, Agarmalwa 
408. District Hospital, Shajapur 
409. District Hospital, Ujjain 
410. District Hospital, Dindori 
411. District Tuberculosis Centre, Mandla 
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412. District Hospital, Seoni 
413. District Hospital, Satna 
414. District Hospital, Sidhi 
415. District Hospital, Singrauli 
416. District Hospital, Umaria 
417. District Hospital, Panna 
418. District Hospital, Rewa 
419. District Hospital, Harda 
420. JSR Hospital, Itarsi 
421. CHC, Pipariya 
422. District Hospital, Rajgarh 
423. District Hospital, Sehore 
424. District Hospital, Vidisha 
425. District Hospital, Ashok Nagar 
426. District Hospital, Dewas 
427. District Hospital, Guna 
428. District Hospital, Khandwa 
429. District Hospital, Ratlam 
430. District Government Hospital, Balaghat 
431. District Hospital, Katni 
432. MG Hospital, Dewas 
433. JP Hospital, Bhopal 
434. Government PC Sethi Hospital, Indore 
435. District Hospital, Anuppur 
436. District Hospital, Betul 
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437. Civil hospital, Gadarwara, Narsinghpur 

18. Manipur (2) RT-PCR 438. Jawaharlal Nehru Institute of Med. 
Sciences, Imphal-East, Manipur 

439. Regional Institute of Medical Sciences, 
Imphal 

 

19. Meghalaya (7) 
 

Govt: 6 
Private: 1 

RT-PCR 440. North Eastern Indira Gandhi Regional 
Institute of Health & Medical Sciences, 
Shillong, Meghalaya 

441. #Civil Hospital, Tura 

 

  TrueNAT 442. Pasteur Institute, Shillong 
443. Civil Hospital, Nongstoin 
444. M.C.H. Hospital, Zowai 
445. Civil Hospital, Nongpoh 

 

  CB NAAT  172. $ Nazareth Hospital, Shillong 

20. Mizoram (2) RT-PCR 446. Zoram Medical College, Falkawn  

  TrueNat 447. Civil Hospital, Lunglei  

21. Nagaland (12) RT-PCR 448. State Referral BSL-3 Laboratory, Naga 
Hospital, Kohima 

 

  TrueNat 449. Imkongliba Memorial District Hospital, 
Mokokchung 

450. District Hospital, Mon 
451. District Hospital, Dimapur, Nagaland 
452. CHC, Jalunkie, Nagaland 
453. District Hospital, Zunheboto 
454. District Hospital, Wokha 
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455. District Hospital, Tuensang 
456. District Hospital, Phek 
457. District Hospital, Kiphire 
458. District Hospital, Longleng   
459. PHC Chumukedima, Dimapur 

22. Odisha (21) 
 

Govt: 16 
Private: 05 

RT-PCR 460. ICMR-Regional Medical Research Centre, 
Bhubaneshwar (High-throughput 
Laboratory) 

461. All India Institute of Medical Sciences, 
Bhubaneshwar 

462. SCB Medical College and Hospital, 
Cuttack 

463. MKCG Medical College, Berhampur 
464. Ispat General Hospital, Rourkela 
465. Veer Surendra Sai institute of Medical 

Science & Research, Sambalpur 
466. *Institute of Life Sciences, Bhubaneshwar 
467. *ICAR- International Centre for Foot and 

Mouth Disease, Khordha, Odisha 
468. *Indian Institute of Science Education and 

Research (IISER), Berhampur 
469. #Bhima Bhoi Medical College and 

Hospital, Bolangir 
470. #Pandit Raghunath Murmu Medical 

College, Baripada 

173. #Dept of Lab Services, Apollo Hospitals, 
Bhubaneswar 

174. IMS & SUM Hospital, Bhubaneswar 
175. InDNA Life Sciences Pvt Ltd, 2nd Floor, 

KIIT TBI, Bhubaneswar 
 
 
 
 
 

259



 

34 | P a g e  
 

 

S. 
No. 

Names of States 
Test 

Category 
Names of Government Institutes Names of Private Institutes 

  TrueNAT 471. SLN Medical College and Hospital, 
Koraput 

472. Tribal Field Unit of ICMR-RMRC, 
Bhawanipatna, Kalahandi 

473. Tribal Field Unit of ICMR-RMRC, 
Rayagada 

474. Fakir Mohan Medical College and 
Hospital, Balasore 

475. Old District Headquarter Hospital, 
Jharsuguda 

 

  CB NAAT  176. Central Lab, AMRI Hospitals, Plot No 1, 
Khandagiri, Bhubaneswar 

177. Kalinga Institute of Medical Science (KIMS), 
Dept. of Microbiology, Bhubaneswar 

23. Puducherry (4) 
 
Govt: 3 
Private: 1 

RT-PCR 476. #Jawaharlal Institute of Postgraduate 
Medical Education & Research, 
Puducherry 

477. Indira Gandhi Medical College, 
Puducherry 

 

  TrueNat 1.  178. Pondicherry Institute of Medical Sciences, 
Ganapathichettikulam, Kalapet, 
Puducherry 

  CB NAAT 478. Intermediate Reference Laboratory, Govt.  
Hospital for Chest Diseases, Gorimedu, 
Puducherry 
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24. Punjab (24) 
 
Govt: 20 
Private: 4 

RT-PCR 479. Govt. Medical College, Amritsar  
480. Govt. Medical College, Patiala 
481. Guru Gobind Singh Medical University, 

Faridkot 

179. Tuli Diagnostic Centre, Majitha Road, 
Amritsar 

180. Christian Medical College, Ludhiana 

  TrueNat 482. District Hospital, Barnala 
483. District Hospital, Jalandhar 
484. District Hospital, Ludhiana 
485. District Hospital, Mansa 
486. District Hospital, Pathankot 
487. District Hospital, Bhatinda 
488. District Hospital, Fazilka 
489. District Hospital, Gurdaspur 
490. District Hospital, Hoshiarpur 
491. District Hospital, Kapurthala 
492. District Hospital, Moga 
493. District Hospital, Rupnagar 
494. District Hospital, Sangrur 
495. District Hospital, SBS Nagar 
496. District Hospital, Muktsar Sahib 

 

  CB-NAAT 497. Intermediate Reference Laboratory, 
Patiala 

498. Military Hospital, Jalandhar 

181. Department of Microbiology, Dayanand 
Medical College & Hospital, Tagore Nagar, 
Civil Lines, Ludhiana 

182. Dr Bhasin Path labs , A 96,97,98, Ranjit 
Avenue , Amritsar 
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25. Rajasthan (28) 
 
Govt: 22 
Private: 6 

RT-PCR 499. Sawai Man Singh Medical College, Jaipur 
500. Rajasthan University of Health Sciences 

Medical College, Jaipur 
501. Dr. Sampurnan and Medical College, 

Jodhpur  
502. Jhalawar Medical College, Jhalawar 
503. RNT Medical College, Udaipur 
504. SP Medical College, Bikaner 
505. All India Institute of Medical Sciences, 

Jodhpur 
506. JLN Medical College, Ajmer 
507. Govt. Medical College, Kota 
508. ICMR-National Institute for 

Implementation Research on Non-
Communicable Diseases, Jodhpur 

509. RVRS Govt. Medical College, Bhilwara 
510. Govt.  Medical College, Dungarpur 
511. Pandit Deendayal Upadhyaya Medical 

College, Churu 
512. Govt.  Medical College, Bharatpur 
513. Govt.  Medical College, Sikar 
514. Govt.  Medical College, Barmer 
515. Govt.  Medical College, Pali 
516. Govt.  BDK District Hospital, Jhunjhunu 
517. Military Hospital, Jaipur 

183. Central Lab, The Mahatma Gandhi 
University of Medical Sciences and 
Technology, RIICO Institution Area, 
Sitapura, Tonk Road, Jaipur 

184. Dr. B Lal Clinical Lab Pvt Ltd, 6-E, Malviya 
Industrial Area, Malviya Nagar, Jaipur 

185. #Brig T.K. Narayanan Dept of Pathology, 
Santokaba Durlabhji Memorial Hospital 
Cum Medical Research Institute, Jaipur 
(TruNat and RTPCR) 

186. Jaipur National University Institute for 
Medical Sciences and Research Centre, 
Jaipur 

187. Goyal Hospital & Research Centre Pvt. Ltd., 
961 Residency Road, Opp. Rotary Club, 
Jodhpur-342003 

188. Krsnaa Diagnostics Pvt Ltd, National 
Institute of Ayurveda, Madhav Vilas Palace, 
Amer Road, Jaipur 
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518. District Hospital, Sirohi 
519. District Hospital, Jalore 
520. Advanced Molecular Laboratory, MG 

Hospital, Banswara 

26. Tamil Nadu (89) 
 

Govt: 47 
Private: 42 

RT-PCR 521. King Institute of Preventive Medicine & 
Research, Chennai 

522. Madras Medical College, Chennai 
523. Stanley Medical College, Chennai 
524. Govt. Kilpauk Medical College, Chennai 
525. ICMR-National Institute for Research in 

Tuberculosis, Chennai 
526. State Public Health Laboratory, Chennai 
527. ICMR-National Institute of 

Epidemiology, Chennai 
528. Dr. MGR Medical University, Chennai 
529. Dr. ALM PG Institute of Basic Medical 

Sciences, Chennai 
530. Govt. Medical College & Hospital, 

Omandurar Govt. Estate, Chennai 
531. Govt. Theni Medical College, Theni 
532. Tirunelveli Medical College, Tirunelveli  
533. Govt. Medical College, Thiruvarur 
534. Kumar Mangalam Govt. Medical College, 

Salem 
535. Coimbatore Medical College, Coimbatore 

189. Dept. of Clinical Virology, CMC, Vellore 
190. Department of Laboratory Services, 

Apollo Hospitals Enterprise Ltd, Chennai 
191. Neuberg Ehrlich Lab Pvt Ltd, 46-48 

Masilamani Road, Balaji Nagar, Chennai 
192. Sri Ramachandra Medical College & 

Research Institute, Porur, Chennai 
193. Microbiology Lab, Veerakeralam Road, 

Coimbatore 
194. YRG CARE, Taramani, Chennai 
195. Hitech Diagnostic Centre- A Unit of Dr. 

Ganesan’s Hitech Diagnostic Centre PVt 
Ltd, Poonamallee High Road, Chennai 

196. PSG Hospitals Diagnostic Centre, 
Avinashi Road, Peelamedu, Coimbatore 

197. Medall Healthcare Pvt Ltd, 17, Race View 
Colony, 2nd street, Race Course Road, 
Guindy, Chennai  

198. Meenakshi Labs Madurai A unit of 
Sunmed Healthcare Pvt Ltd, 2nd Floor, 
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536. Govt. Medical College & ESIC Hospital, 
Coimbatore  

537. Govt. Medical College, Villupuram 
538. Madurai Medical College, Madurai 
539. K A P Viswanatham Govt. Medical 

College, Trichy 
540. Perundurai Medical College, Perundurai 
541. Govt. Dharmapuri Medical College, 

Dharmapuri 
542. Govt. Medical College, Vellore 
543. Thanjavur Medical College, Thanjavur 
544. Kanyakumari Govt. Medical College, 

Nagercoil 
545. Govt. Thoothukudi Medical College, 

Thoothukudi 
546. Institute of Vector Control & Zoonoses, 

Hosur 
547. Pasteur Institute of India, Coonoor 
548. Rajah Muthiah Medical College, 

Chidambaram 
549. Govt.  Medical College, Karur 
550. Govt. Tiruvannamalai Medical College & 

Hospital, Tiruvannamalai 
551. Chengalpattu Govt.  Medical College, 

Kancheepuram 

Meenakshi Mission Hospital and Research 
Centre, Madurai  

199. Metropolis Healthcare Limited, No 3, 
Jaganathan Road, Nungambakkam, 
Chennai 

200. #Clinical Lab Services, Dr. Rela Institute & 
Medical Centre, #7, CLC Works Rd, 
Shankar Nagar, Chennai 

201. Doctors’ Diagnostic Centre, 123/1, Puthur 
High Road, Thiruchirapalli 

202. Molecular Testing, Institute of Lab 
Medicine, Kovai Medical Center & 
Hospital, 99, Avinashi Road, Coimbatore 

203. Chettinad Hospital and Research Institute, 
Chengalpattu 

204. Nu-Med Labs, 15A, Nellukara Street, 
Kanchipuram 

205. BioLine Laboratory, 43B-1, Cowley Brown 
Road, RS Puram, Coimbatore 

206. Premier Health Center, Crescent Court, 
Ground Floor No 963, Poonamallee High 
Road, Purasawalkam, Chennai 

207. Dept of Lab Medicine, Royalcare Super 
Speciality Hospital Ltd, 1/520, L&T Road, 
Neelambur, Coimbatore 
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552. Govt.  Medical College and Hospital, 
Pudukkottai 

553. Govt.  Shivagangai Medical College, 
Shivagangai 

554. Govt.  District Headquarters Hospital, 
Virrudhu Nagar 

555. Govt.  District Headquarters Hospital, 
Ramanathapuram 

556. Govt.  District Headquarters Hospital, 
Ariyalur 

557. Govt.  District Headquarters Hospital, 
Tiruppur 

558. Govt.  Kallakruichi Hospital, Kallakurichi 
559. Govt.  District Headquarters Hospital, 

Tiruvallur 
560. Govt. District Headquarters Hospital, 

Namakkal 
561. *Central Leather Research Institute, 

Adyar, Chennai 
562. Government Headquarters Hospital, 

Dindigul 
563. C.D Hospital, Greater Chennai 

Corporation, Chennai 
564. Government District Head Quarters 

Hospital, Nagapattinam 

208. #VRR Diagnostics, #87, Burkit Road, T. 
Nagar, Chennai 

209. Lab Services, Apollo Speciality 
Hospitals, P 3, KK Nagar East 1st Street, 
Madurai 

210. Orbito Asia diagnostics, Puliyakulam 
road, Coimbatore 

211. Lifecell International Pvt Ltd, No 26, 
Vandalur – Kelambakkam Main Road, 
Keelakottaiyur, Chennai 

212. Vivek Laboratories, 1159, K.P. Road, 
Nagercoil, Kanniyakumari 

213. Krsnaa Diagnostics Pvt Ltd, Krsnaa 
Diagnostics Coimbatore Medical College 
& Hospital, No 1619 A, Trichy Road, 
Coimbatore 

214. Central Laboratory, Sree Balaji Medical 
College and Hospital, Chennai 

215. Aarthi Scans and Labs. No 60, 100 feet 
road, Vadapalani, Chennai 

216. Balaji Medical Centre, Old No 18,New No 
4,Jagadeeswaran Street, T.Nagar, Chennai 

217. Anderson Diagnostics and Labs, Kilpauk 
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565. Government Hospital, Tirupattur 
566. Government Head Quarters 

Hospital, Krishnagiri 

218. Aarthi Scans and Labs, No. 
177(177A/22/1,177A/22/2), Trivandrum 
Road, Vannarpet, Tirunelveli, Tamilnadu 

219. Velammal medical College Hospital & RI, 
Anuppanadi , Madurai  

220. PrimeGen Healthcare Laboratories Private 
Limited, Old no 7, New no 3, Inner ring 
road, 37th Street, Thillai Ganga Nagar, 
Nanaganallur, Chennai 

221. Meenakshi Medical College Hospital and 
Research Institute, Kanchipuram 

222. Endocare Diagnostic Centre, No. 128, East 
5th Street, K.K.Nagar, Madurai 

 

  TrueNat  223. Karpaga Vinayaga Institute of Medical 
Sciences, Madhuranthgam Chengalpet 

224. Suriyaa Diagnostics, 81, Broadway main 
road, Chennai-600108 

  CB NAAT 567. Government Hospital of Thoracic 
Medicine, Tambaram 
Sanatorium, Chennai 

225. MIOT Hospitals – Dept of Lab Medicine, 
4/112, Mount Poonamallee Road, 
Manapakkam, Chennai 

226. $ Madras Medical Mission Clinical Lab 
Services, 4-A, Dr. J. Jayalalitha Nagar, 
Mogappair East, Chennai 
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227. $Clinical Lab Services, Sundaram Medical 
Foundation, Dr. Rangarajan Memorial 
Hospital, 9C, 4th Avenue, Shanthi Colony, 
Anna Nagar, Chennai 

228. VHS Lab Services, VHS Hospital, Rajiv 
Gandhi Salai, Taramani, Chennai 

229. Laboratory Services, Sri Ramakrishna 
Hospital, 395, Sarojini Naidu Road, 
Sidhapudur, Coimbatore 

230. Microbiology Lab, CSI, Scudder Memorial 
Hospital, Kelly's Road, Ranipet 

 

27. Telangana (32) 
 

Govt: 13 
Private: 19 

RT-PCR 568. Gandhi Medical College, Secunderabad 
569. Osmania Medical College, Hyderabad 
570. Sir Ronald Ross of Tropical & 

Communicable Diseases, Hyderabad. 
571. Nizam’s Institute of Medical Sciences, 

Hyderabad 
572. Institute of Preventive Medicine, 

Hyderabad 
573. ESIC Medical College, Hyderabad 
574. Kakatiya Medical College, Warangal 
575. *Centre for Cellular & Molecular Biology, 

Hyderabad 

231. #Laboratory Services, Apollo Hospitals, 6th 
Floor, Health Street Building, Jubilee Hills, 
Hyderabad 

232. Vijaya Diagnostic Centre Pvt Ltd, Street No 
19, Himayath Nagar, Hyderabad 

233. Vimta Labs Ltd, Plot No 142, Phase 2, IDA 
Cherlapally, Hyderabad  

234. Apollo Health and Lifestyle Limited, 
Diagnostic Labortory, Bowenpally, 
Secunderabad 

235. Dr. Remedies Labs Private Ltd, A3, Titus 
Plaza, Sharma Commercial Complex, 
Punjagutta, Hyderabad 
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576. *Centre for DNA Fingerprinting & 
Diagnostics, Hyderabad 

236. Pathcare Labs Pvt Ltd, Medchal, Hyderabad 
237. American Institute of Pathology And Lab 

Sciences Pvt Ltd, Citizens Hospital, 
Serilingampally, Hyderabad 

238. Medcis Pathlabs India Pvt Ltd, Plot No 16 & 
17, Swathi Plaza, Anand Nagar, New 
Bowenpally, Secunderabad 

239. Department of Lab Medicine, Yashoda 
Hospital, 9th Floor, 1-1-156 & 157, 
Alexander Road, Secunderabad 

240. Biognosys Technologies (India) Pvt Ltd, #8-
148/174/11, NRI Colony, Near Aleap 
Industrial Area, Medchal, Malkajgiri 

241. Tenet Diagnostics, Plot No 51, Kineta 
Towers, Journalist Colony, Road No 3, 
Banjara Hills, Hyderabad 

242. AIG Hospitals, Survey No 136, Plot No 
2/3/4/5, 1, Mindspace Rd, Gachibowli, 
Hyderabad 

243. Cell Correct Diagnostics, Virinchi Hospitals, 
Road No 1, Banjara Hills, Hyderabad 

244. Krishna Institute of Medical Sciences Ltd, 
Dept of Lab Services, 1-8-31/1, Minister 
Road, Secunderabad 
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245. MAPMYGENOME India Ltd, Royal 
Demeure, Plot No 12/2, Sector-1, HUDA 
TEchno Enclave, Madhapur, Hyderabad 

246. LEPRA Society-Blue Peter Public Health 
and Research Centre, Cherlapally, Near 
TEC Building, Hyderabad 

247. Lucid Medical Diagnostics Pvt Ltd, Plot No 
203,203A, Vasavi Nagar, Karkhana, 
Secunderabad 

  TrueNAT  248. Dept of Lab Medicine, Star Hospital, A Unit 
of UniMed Healthcare Pvt Ltd, 8-2-594/B, 
Road No 10, Banjara Hills, Hyderabad 

  CB NAAT 577. Rajiv Gandhi Institute of Medical 
Sciences, Adilabad 

578. Government General Hospital, 
Nizamabad, Telangana 

579. Government General Hospital, Suryapet, 
Telangana 

580. AH Hospital, Gadwal, Telangana 

249. Department of Laboratory Medicine, 
Gleneagles Global Hospital, Lakdi- ka- 
pul, Hyderabad 

28. Tripura (1) RT-PCR 581. Govt.  Medical College, Agartala  

29. Uttar Pradesh (112) 
 
 

Govt: 99 
Private: 13 

RT-PCR 582. King George Medical University, 
Lucknow 

583. Institute of Medical Sciences, Banaras 
Hindu University, Varanasi 

250. RML Mehrotra Pathology Pvt Ltd, Nirala 
Nagar, Lucknow 

251. Dept of Lab Medicine, Jaypee Hospital, 
Sector 128, Noida 
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584. Jawaharlal Nehru Medical College, 
Aligarh 

585. Command Hospital, Lucknow 
586. Lala Lajpat Rai Memorial Medical 

College, Meerut 
587. Sanjay Gandhi Post Graduate Institute, 

Lucknow 
588. MLN Medical College, Allahabad 
589. Uttar Pradesh University of Medical 

Sciences (Formerly Uttar Pradesh RIMS), 
Saifai 

590. MLB Medical College, Jhansi 
591. ICMR-Regional Medical Research Centre, 

Gorakhpur 
592. SN Medical College, Agra 
593. #ICMR-National JALMA Institute for 

Leprosy & Other Mycobacterial Diseases, 
Agra 

594. RML Institute of Medical Sciences, 
Lucknow 

595. Govt. Institute of Medical Sciences, Noida 
596. #GSVM Medical College, Kanpur 
597. National Institute of Biologicals, Noida 

(High-throughput Laboratory) 
598. BRD Medical College, Gorakhpur 

252. Central Lab, Sharda Hospital, Plot no 32,34, 
Knowledge Park-III, Greater Noida 

253. Medical Testing Lab, Yashoda 
Superspeciality Hospital, H-1, 24, 26-27, 
Kaushambi, Ghaziabad 
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599. *Indian Institute of Toxicology Research, 
Lucknow 

600. *Birbal Sahni Institute of Palaeosciences, 
Lucknow 

601. *Central Drug Research Institute, 
Lucknow 

602. *ICAR- Indian Veterinary Research 
Institute (IVRI), Izatnagar 

603. Super Specialty Pediatric 
Hospital and Postgraduate Teaching 
Institute (SSPHPGTI), Noida 

604. College of Veterinary Sciences and 
Animal Husbandry, UP Pt. Deen Dayal 
Upadhyaya Pashu Chikitsa 
Vishwavidyalaya evam Go Anusandhan 
Sansthan, Mathura 

  TrueNat 605. District Combined Hospital, District 

Balrampur 

606. District Combined Hospital, District Basti 

607. Sarojani Naidu Samarak Hospital, 

District Firozabad 

608. Babu Eswar Saran District Hospital, 

Gonda 

254. Heritage Speciality Lab, Lanka, Varanasi 
255. Central Lab, Subharti Medical College, 

Meerut 
256. DR Chopra's Path Clinic, III F/8 Rakesh 

Marg, Nehru Nagar, Ghaziabad 
257. Saral Diagnostics Classic Pvt. Ltd., E-1B, 

Sector 39, Gautam Budh Nagar, Noida 
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609. Amar Shahid late Uma Nath Singh 

District Hospital, Jaunpur 

610. District Hospital, Bahraich 

611. District Male Hospital, Ayodhya 

612. District Combined Hospital, Mahrajganj 

613. District Femal Hospital, Muzaffarnagar 

614. District Male Hospital, Pratapgarh 

615. District Hospital, Ballia 

616. Pt.Ramprasad Bismil, District Combined 

Hospital Shahjahanpur 

617. Bairister Yusuf Emam, Divisional 

Hospital, Mirzapur 

618. Mahatama Gandhi, District Combined 

Hospital, Siddharth Nagar 

619. Balrampur Hospital, Lucknow 

620. Malkhan Singh Joint District Hospital, 

Aligarh 

621. District Hospital, Ambedkar Nagar 

622. Pt. Din Dayal Upahadhy, District 

Combined Hospital, Moradabad 

623. Motilal Nehru Divisional Hospital, 

Prayagraj 

624. Divisional Hospital, Azamgarh 
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625. District Male Hospital, Budaun 

626. Babu Mohan Singh, Joint District 

Hospital, Deoria 

627. Bheemrao Ambedkar Multi 

Superspeciality District Hospital, G. B 

Nagar 

628. Netaji Subhash Chandra Bose District 

Hospital, Gorakhpur 

629. Rana Devi Madhav Singh, District 

Hospital, Raebareli 

630. District Hospital, Sultanpur 

631. Maharana Pratap Joint District Hospital, 

Bareily 

632. Rafi Ahmad Kidwai memorial District 

Hospital, Barabanki 

633. District Hospital, Etah 

634. M.M.G District Hospital, Ghaziabad 

635. Joint District Hospital, Manjhanpur, 

Kaushambi 

636. District Male Hospital, Sitapur 

637. District Male Hospital, Kheri 

638. Babu Banarasi Das govt. District 

Hospital, Bulandsahar 
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639. District Hospital, Agra 

640. Joint District Hospital, Amethi 

641.   District Hospital, Baghpat 

642. District Male & Eye Hospital, Padrauna, 

Kushinagar 

643. U.H.M District Male Hospital, Kanpur 

Nagar 

644. P.L. Sharma District Hospital, Meerut 

645. Shadilal Memorial Community Health 

Centre, Shamli 

646. Uma Shankar Dixit Joint District 

Hospital, Unnao 

647. S.S.P.G District Hospital, Varanasi  

648. 100 Beded District Hospital, Aauraiya 

649. District Hospital, Banda 

650. District Combined Hospital, Bijnor 

651. Pt. Kamlapati Tripathi  Joint District 

Hospital, Chandauli 

652. Joint District Hospital, Chitrakoot 

653. Dr. Bheemrao Ambedkar District 

Hospital, Etawah 

654. Dr. Ram Manohar Lohia District 

Hospital, Farrukabad 
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655. District Hospital, Fatehpur 

656. Dr. Mukhtar Ansari District Hospital, 

Ghazipur 

657. Deewan Satrughan District Hospital, 

Hamirpur 

658. District Hospital, Hapur 

659. Pt. Ramdayal Trivedi District Hospital, 

Hardoi 

660. Bangla District Hospital, Hathras 

661. Joint District Hospital, J.P Nagar 

662. District Male Hospital, Jalaun 

663. Divisional District Hospital, Jhansi 

664. 100 Beded District Hospital, Kannauj 

665. Joint District Hospital, Akbarpur, Kanpur 

Dehat 

666. Joint District Hospital, Kanshiram Nagar 

667. Manywar Kanshiram Joint District 

Hospital, Lalitpur 

668. District Hospital, Mahoba 

669. Maharaja Tez Singh District Hospital, 

Mainpur 

670. Mahrishi Dayanad Saraswati District 

Hospital, Mathura 
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671. District Hospital, Ghazipur Tiraha, Mau 

672. Joint District Hospital, Pilibhit 

673. District Hospital, Rampur 

674. Seth Baldev Das District Hospital, 

Saharanpur 

675. Joint District Hospital, Manjhanpur, 

Sambhal 

676. Joint District Hospital, Sant Kabir Nagar 

677. Maharaja Balwant District Hospital, 

Santravidas Nagar 

678. Joint District Hospital, Bhinga, Shrawasti 

679. Joint District Hospital, Robertsganj, 

Sonbhadra 

680. 12 Air Force Hospital, Gorakhpur 

  CB NAAT  258. $ Gian Life Care Ltd, 7/216(6), Swaroop 
Nagar, Kanpur 

259. $ Dept of Microbiology, Apollomedics 
Super Speciality Hospitals, KBC-31, Sector 
B, LDA Colony, Kanpur Road, Lucknow 

260. Scientific Pathology Agra, Durga 
Commercial Complex, Hariparwat Delhi 
Gate, Agra 
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261. $ Department of Lab Sciences, Regency 
Hospital, A-2, Sarvodaya Nagar, Kanpur 

262. $ Charakdhar Diagnostics Pvt. 
Ltd. Basement, 292/05 Tulsidas 
Marg, Chowk, Near King George Medical 
University, Lucknow 

30. Uttarakhand (12) 
 
Govt: 11 
Private: 1 

RT-PCR 681. Govt. Medical College, Haldwani  
682. All India Institute of Medical Sciences, 

Rishikesh 
683. Doon Medical College, Dehradun 
684. Veer Chandra Singh Garhwali Govt. 

Institute of Medical Science & Research, 
Srinagar, Pauri, Garhwal 

685. *CSIR- Indian Institute of Petroleum, 
Dehradun 

686. *ICAR- Indian Veterinary Research 
Institute (IVRI), Mukteswar 

263. #Dr. Ahuja’s Pathology and Imaging 
Centre, 7-B, Astley Hall, Dehradun 

  TrueNat 687. Mela Hospital, Haridwar 
688. JLN Hospital, Rudrapur, USNagar 
689. District Hospital, Pithoragarh,  
690. District Hospital, Uttarkashi 

 

  CB NAAT 691. Military Hospital, Dehradun  

31. West Bengal (52) 
 
 

RT-PCR 692. ICMR-National Institute of Cholera & 
Enteric Diseases, Kolkata 

264. Apollo Gleneagles Hospitals, 58 Canal 
Circular Road, Kolkata 

265. Tata Medical Center, Rajarhat, Kolkata 
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Govt: 36 
Private: 16 

693. Institute of Post Graduate Medical 
Education & Research, Kolkata 

694. Midnapore Medical College, Midnapore 
695. North Bengal Medical College, Darjeeling 
696. School of Tropical Medicine, Kolkata 
697. Malda Medical College & Hospital, Malda 
698. Command Hospital, Kolkata 
699. Chittaranjan National Cancer Institute, 

Kolkata 
700. R.G. Kar Medical College & Hospital, 

Kolkata 
701. Murshidabad Medical College, 

Behrampore, Murshidabad 
702. Nil Ratan Sircar Medical College, Kolkata 
703. Bankura Medical College, Bankura 
704. Suri Sadar Hospital, Birbhum 
705. #Medical College, Kolkata 
706. College of Medicine and JNM Hospital, 

Kalyani, Nadia 
707. ESI-Postgraduate Institute of Medical 

Science and Research 
(PGIMSR), Joka, Kolkata 

266. Suraksha Diagnostic Pvt Ltd (Dept of Lab 
Services), 12/1, Premises No 02/0327, DG 
Block (Newtown), Action Area 1D, 
Newtown, Kolkata 

267. Dr. Lal Pathlabs Ltd – Kolkata Reference lab, 
Plot No CB-31/1, Premises No 031-0199, 
Street No 199, Action Area 1C, Newtown, 
Kolkata 

268. Dept of Lab Services, Medica 
Superspeciality Hospital, 127, Mukundpur, 
E.M. Bypass, Kolkata 

269. Remedy Life Care, Plot 6, Nani Gopal Roy 
Chowdhury Avenue, Entally, Padmapukur 
On Main Road, Kolkata 

270. #Shri Ramkrishna Institute of Medical 
Sciences & Sanaka Hospitals, Malandighi, 
P.S. Kanksha, Durgapur 

271. #Laboratory Services, Peerless Hospitex 
Hospital & Research Centre, 360, 
Panchasayar, Kolkata 

272. Desun Reference Lab - A Unit of Desun 
Healthcare and Research Institute Limited 
(Department of Laboratory Services), S-16, 
Kasba Industrial Estate, Phase III, Kolkata 
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273. # IICS Laboratory Services, Rabindranath 
Tagore International Institute of Cardiac 
Sciences, Premises No 1489, (124) 
Mukundapur, EM Bypass, Kolkata 

 

  TrueNAT 708. Calcutta National Medical College and 
Hospital, Kolkata 

709. Raiganj Govt.  Medical College and 
Hospital, Raiganj 

710. Falakata SSH Hospital, District 
Alipurduar 

711. Jhargram District Hospital, Jhargram 
District 

712. Rampurhat Govt. Medical College and 
Hospital, Rampurhat, Birbhum 

713. Diamond Harbour Govt.  Medical College 
and Hospital, Diamond Harbour 

714. Asansol District Hospital, Asansol 
715. Balurghat District Hospital, Dakshin 

Dinajpur 
716. Jangipur Sub-Divisional Hospital, 

Murshidabad 
717. Uluberia Sub Divisional Hospital, 

Howrah 

274. Anandaloke Sonoscan Centre Pvt. 
Ltd., 3/3 Hill Cart Road, Near Mahananda 
Bridge, Siliguri 
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718. Serampore Walsh Sub-divisional 
Hospital, Hugli 

719. Biswa Bangla Krirangan SARI/COVID 
Hospital, Jalpaiguri 

720. Chanchal Sub-divisional Hospital (SDH), 
Malda 

721. Purulia Government Medical College and 
Hospital, Purulia 

722. M R Bangur District Hospital, Kolkata 
723. Cooch Behar Government Medical 

College, Cooch Behar 
724. Alipurduar District Hospital, Alipurduar 
725. Basirhat District and Super-Speciality 

Hospital, Basirhat 

  CB-NAAT 726. Burdwan Medical College, Burdwan 
727. College of Medicine and Sagore Dutta 

Hospital, Kolkata 

275. AMRI Hospitals, Dept of Lab Medicine, JC 
16-17, Sector III, Salt Lake City, Kolkata 

276. The Calcutta Medical Research Institute 
(Dept of Pathology), 7/2 Diamond 
Harbour Raod, Kolkata 

277. $Dept of Lab Medicine, AMRI Hospital, 
38/1A, Gariahat Road, Kolkata 

278. SRL Limited, P S Srijan Tech Park, DN-52, 
Saltlake Sector V, Kolkata  
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279. Woodlands Multispeciality Hospital 
Limited (Department Of Pathology), 8/5 
Alipore Road, Kolkata 

32. Andaman & 
Nicobar Islands (3) 

RT-PCR 728. ICMR-Regional Medical Research Centre, 
Port Blair 

 

  TrueNat 729. A&N Islands Institute of Medical 
Sciences, Port Blair 

 

  CB NAAT 730. GB Pant Hospital, Port Blair  

33. Dadra & Nagar 
Haveli (1) 

RT-PCR 731. Shri Vinoba Bhave Civil Hospital, Silvassa  

34. Sikkim (2)  732. Virus Research and Diagnostic 
Laboratory, STNM Hospital, Gangtok 

 

  TrueNAT 733. Intermediate Reference Laboratory, 
STNM Hospital, Gangtok 

 

35. Leh-Ladakh (1) RT-PCR 734. Sonam Nurboo Memorial Hospital, Leh  

36. Lakshadweep (3) TrueNat 735. Lakshadweep Medical Store, Kochi 
736. Indira Gandhi Hospital, Kavaratti Island 
737. Rajiv Gandhi Specialty Hospital, Agatti 
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Date: 12/06/2020 

Status of new COVID-19 Govt. & Private laboratories. 

Government Medical College, Category 1 

S. No. State Name of the Laboratory Category Update Status 

1. Chhattisgarh (1) Chhattisgarh Institute of Medical 

Sciences, Bilaspur 

1 Email sent to Dean/Mentor Ins/PS health 

on 14/04/2020 

2. Delhi (1) IBHAS Delhi 1 Email sent to Dean/Mentor Ins/PS health 

on 15/04/2020 

3. Maharashtra (2) 

Topiwala National Medical College, 

Mumbai 

1 Email sent to Dean/Mentor 

Ins/Municipal Commis/PS health on 

15/04/2020. Telephonic discussion made 

with Dean  

HBT Medical College & Cooper 

Hospital Mumbai 
1 

Email sent to Dean/Mentor 

Ins/Municipal Commis. /PS, Health. on 

15/04/2020. 
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Private Medical Colleges/ Private Laboratories: 

S. 

No. 
State 

Name of the Medical College / 

Laboratory 
Requirements Status 

1 Madhya 

Pradesh (2) 

Index Medical College Hospital & 

Research Institute 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, NABL 

certificate expected in a week of time 

RKDF Medical College and 

Research centre, Bhopal 

NABL certificate reqd  

2 Karnataka (1) JN Medical College, KAHER 

Belagavi 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, No 

Update 

3 Uttarakhand 

(2) 

Mahantra Indresh Medical College, 

Dehradun 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, 

NABL certificate expected in a week 

of time 

Himalayan Institute of Medical 

Sciences, Dehradun 

NABL certified but not 

for Realtime PCR 

based testing 

Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, NABL 

certificate pending. 

4 Telangana (1) RVM Institute of Medical Sciences 

And Resarech Center, Siddipet 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, NABL 

certificate expected in a two weeks 

time. 

5 Uttar Pardesh 

(1) 

Subharti Medical College,Meerut NABL certified but not 

for Realtime PCR 

based testing 

Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29thMay, 

Undergoing laboratory assessment 

6 Haryana (1) M.M. Institute of Medical Sciences 

and Research, Ambala 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, NABL 

certificate expected in a week time 

7 Maharastra 

(16) 

ORANGE CITY HOSPITAL & 

RESEARCH INSTITUTE, Nagpur 

NABL certified Scope 

pending 

Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, Call not 

connected 

K.J Somaiya Medical College, Sion 

Mumbai 

NABL certificate not 

received 

Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May. Call not 

answered 

Terna Medical College Talegaon 

Dabhade, Pune 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020.  

Annasaheb Chudaman Patil 

Memorial Medical College, Dhule 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May. Update 

pending  

Dr. VVPF's Medical College, 

Ahmednagar 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Follow-up call on 29th May, NABL 

certification pending 

Smt. Kashibai Navale Medical NABL certificate reqd Email sent to Dean/Mentor Ins/PS 
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College, Pune health on 15/04/2020 

Follow-up call on 29th May, RTPCR 

facility not available 

Dr. Ulhas Patil Medical College, 

Jalgaon 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, Call not answered 

BKL Walawalkar Rural Medical 

College, Ratanagiri 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

Prakash Institute of Medical Sciences 

& Research , Sangli 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

SMBT insitute of Medical Sciences 

& Research Centre, Nashik 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, Call not answered 

Vedanta Institute of Medical 

Sciences, Palghar 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

NKP Salve Medical College, Nagpur 
NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020 

MIMSR Medical College, Latur 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, Not applied for NABL 

certificate. 

Indian Institute of Medical Sciences 

& Research, Jalna 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, NABL certificate not 

received. 

Ashwini Rural Medical College, 

Hospital & Research Centre 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, Not applied for NABL, 

Facility not ready for COVID-19 

testing 

Datta Meghe Medical College & 

Shalinitai Meghe Hospital and 

Research Centre, Nagpur 

NABL certificate reqd  

8 Tamil Nadu 

(2) 

Velammal Medical College Hospital 

& Research Institute, Madurai 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 16/04/2020, Follow-up call 

on 29th May, NABL certificate 

pending. 

Dhanalakshmi Srinivasan Medical 

College & Hospital 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, Call not answered 

9 Sikkim (1) Sikkim Manipal College of Medical 

Sciences, Gangtok 

NABL certificate reqd Email sent to Dean/Mentor Ins/PS 

health on 15/04/2020, Follow-up call 

on 29th May, NABL status is pending 

10 Andhra 

Pradesh (2) 

Alluri Sitarama Raju Academy of 

Medical Sciences, Eluru, West 

Godavari 

NABL certificate reqd  

Narayana Medical College, Nellore NABL certificate reqd  
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4 | P a g e  
 

 

Protocol for approving a COVID-19 testing facility in view of National Emergency 

ICMR is willing to facilitate establishment of a full-fledged COVID-19 testing facility in all Government 

Medical Colleges and Private Medical Colleges (for private MCs: NABL accreditation for real-time PCR of 

RNA viruses is required). 

A laboratory will be considered fit for assessment by ICMR when the following basic requirements will be 

available: 

1. Real Time RT-PCR machine which is calibrated and functional. 

2. Biosafety Level 2 cabinet which is calibrated and functional. 

3. Cold centrifuge 

4. Pipettes, RNA extraction kits, plasticware and other basic consumables. 

5. Autoclave for sterilizing the waste. 

6. Staff is available and has some previous experience of work using real-time PCR machine. 

7. Biomedical waste management policy in place and understanding on segregation of infectious 

waste. 
 

Once the above requirements are met, only then ICMR may be approached for approval. 

Steps of Approval from ICMR: 

Categories Nomenclature 

Category 1: Any of the above-mentioned 

requirements 1-7 are not met. 

Cannot be considered in the present form. State Govt. 

support is required for meeting the above criteria. 

Category 2: All the above requirements 1-7 are 

fulfilled. 

Under review 

Category 3: Staff trained at nearest VRDL and 

the trainer recommends the lab. 

Approved 

Category 4: First test is run independently and 

successfully by the lab and results are shared 

with ICMR. 

Functional Lab. Fit to start independent testing 

*As and when the labs will move from category 1 to 2, ICMR will consider facilitating a COVID-19 testing facility. 
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INDIAN COUNCIL OF MEDICAL RESEARCH 

DEPARTMENT OF HEALTH RESEARCH 

Date: 09/05/2020 

Advisory for use of Cartridge Based Nucleic Acid Amplification Test (CBNAAT) using Cepheid Xpert 

Xpress SARS-CoV2 

1. Cepheid Xpert Xpress SARS-CoV2 is a FDA approved Cartridge Based Nucleic Acid Amplification 

Test (CBNAAT) for use under an emergency use authorization (EUA) only  

https://www.fda.gov/media/136314/download. 

2. Specimen collection and transfer of sample for CBNAAT must be performed using appropriate 

PPE and following all applicable biosafety requirements. 

3. ICMR recommends that any testing with the Cepheid Xpert Xpress SARS CoV-2 is carried under 

Biosafety 2 level (BSL-2) conditions and with appropriate biosafety precautions.  

4. Any laboratory which is already functional for SARS CoV2 testing by real-time PCR with the 

appropriate BSL-2 setup may initiate testing using Cepheid Xpert Xpress SARS- CoV2 without 

any further approval from ICMR. The results of the testing need to be entered on the ICMR 

COVID-19 portal. 

5. Any new Government laboratory seeking to initiate CBNAAT must satisfy the following 

minimum requirements:  

a. Availability of a BSL-2 level laboratory facility including a molecular biology setup 

for virological diagnosis and a functioning and calibrated Biosafety cabinet type 

2A/2B in the laboratory. 

b.  Staff Requirements:  

i. Availability of following minimum staff: trained microbiologist for handling 

Molecular Virology work. 

ii.  Technicians – At least 2-3 with experience of work on respiratory pathogens.  

iii. Multi-Task Staff – 1 or more for washing / cleaning  

c.  Desired expertise of the staff:  

i.  Good understanding of laboratory biosafety and biosecurity, trained for 

handling respiratory samples for viral diagnosis 

ii. Experience of work in virology and handling clinical specimens, especially 

respiratory samples.  

d. A robust Institutional policy on biomedical waste management of human origin. 

e. Well defined arrangement for segregation and discarding of biomedical waste. 

 

6. In addition to the above, private laboratories which intend to initiate testing using CBNAAT 

should have NABL accreditation for molecular detection of RNA viruses either by Real Time 

PCR or by CBNAAT. 

7. ICMR guidelines and testing strategy for testing may be strictly followed. 

8. Since the guidance evolves periodically, the latest revised version should be followed. Testing 

laboratories to ensure immediate/ real-time reporting to State officials of IDSP (Integrated 

Disease Surveillance Program of Govt. of India) for timely initiation of contact tracing. 

Additionally, as mandated by PMO, a report should also be uploaded on the online portal of 

ICMR. Each laboratory initiating COVID-19 testing should essentially register on the ICMR 

portal and get a username and password. Data entry should be ensured on a daily real-time 

basis. 

9. All applications may be submitted by email at: arvind.nccs@gmail.com 

286

https://www.fda.gov/media/136314/download


INDIAN COUNCIL OF MEDICAL RESEARCH 
NEW DELHI 

 
 

May 11, 2020 
 

LIST OF MENTOR INSTITUTES ALONG WITH ALLOCATED STATES: 

The following Mentor Institutes have been identified for various States (mentioned in table 
below). These Institutes are mandated to review the requests for approving any new laboratory 
for COVID testing 

S.No. Name of the Mentor 
Institute 

States Allocated Head of the Institute   

1. Post Graduate Institute of 
Medical Education & 
Research (PGIMER), 
Chandigarh 

Jammu & Kashmir, Ladakh, 
Punjab, Haryana, Himachal 
Pradesh, Chandigarh, 
Uttarkhand 
 

Prof. Jagat Ram 
Director, PGIMER, Chandigarh 
pgimer-chd@nic.in 

2. All India Institute of 
Medical Science (AIIMS), 
Delhi 

Delhi & Bihar Dr. Randeep  Guleria  
Director, AIIMS, New Delhi  
director@aiims.edu 
 
 

3. All India Institute of 
Medical Science (AIIMS), 
Jodhpur 

Rajasthan & Gujarat Dr. Sanjeev Misra 
Director, AIIMS, Jodhpur 
director@aiimsjodhpur.edu.in 
 

4. Armed Force Medical 
College (AFMC), Pune 

Mumbai & Pune Lt Gen Nardeep Naithani 
 Director & Commandant, 
Armed Forces Medical College, 
Pune  
coladm.afmc@nic.in 
 

5. All India Institute of 
Medical Science (AIIMS), 
Nagpur 

Maharashtra (except Mumbai 
and Pune)  & Goa , Dadra & 
Nagar Haveli, Daman & Diu 

Maj Gen (Dr) Vibha Dutta, SM  
Director and CEO, AIIMS 
Nagpur  
directoraiimsnagpur@gmail.com 
 
 

6. National Institute of Mental 
Health & Neurosciences, 
Bengaluru  

Karnataka Dr. B. N. Gangadhar 
Director, NIMHANS, Benagluru 
dirstaff@nimhans.ac.in 
 

7. Sree Chitra Tirunal 
Institute for Medical 
Sciences & Technology 
(SCTIMST), 
Thiruvanathapuram 
 

Kerela, Andaman & Nicobar 
Islands, Lakshwadeep. 

Dr. Asha Kishore 
Director, SCTIMST, 
Thiruvanathapuram 
Email: director@sctinst.ac.in 

8. Jawaharlal Institute of 
Postgraduate medical 
Education & Research 
(JIPMER), Puducherry 

Tamil Nadu, Andhra Pradesh, 
Telangana, Puducherry  

Dr. Rakesh Aggarwal, 
Director, JIPMER, Puducherry 
director@jipmer.edu.in 
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S.No. Name of the Mentor 
Institute 

States Allocated Head of the Institute   

9. All India Institute of 
Medical Sciences (AIIMS), 
Bhubaneswar 

Odisha & West Bengal  Dr. Gitanjali Batmanabane  
Director, AIIMS, Bhubaneswar 
director@aiimsbhubaneswar.ed
u.in 
 

10. King George Medical 
University (KGMU), 
Lucknow 

Uttar Pradesh  Dr. M.L.Bhatt 
Vice Chancellor, KGMU, 
Lucknow 
vc@kgmcindia.edu 
 

11. All India Institute of 
Medical Sciences (AIIMS), 
Bhopal 

Madhya Pradesh   Prof. Sarman Singh 
Director & CEO, AIIMS, Bhopal 
director@aiimsbhopal.edu.in 
 
 

12. All India Institute of 
Medical Sciences (AIIMS), 
Raipur 

Chattisgarh & Jharkhand  Prof. (Dr.) Nitin M. Nagarkar 
Director, AIIMS, Raipur 
director@aiimsraipur.edu.in 
 

13. North- Eastern Indira 
Gandhi Regional Institute 
of Health & Medical 
Science (NEIGRIHMS), 
Shillong 
 

Assam, Megahlaya, Sikkim, 
Tripura, Manipur, Mizoram, 
Arunachal Pradesh, Nagaland 

Prof. (Dr.) D. M. Thappa 
Director, NEIGRIHMS, Shillong 
director-neigrihms@gov.in 

14. Nizam’s Institute of 
Medical Science (NIMS), 
Hyderabad 

Telangana Dr. K. Manohar 
Director 
director@nims.edu.in, NIMS, 
Hyderabad 
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14.05.2020 

Guidance on rapid antibody kits for COVID-19  
 

 

Till date, 42 antibody based rapid tests have been validated, and the following were found to be 

satisfactory. 10 of these kits are manufactured in India. 

 

S.No. Kit Detail Lot no./Batch no. 

1.  COVID-19 IgM IgG Rapid Test: BioMedomics (CE-IVD) 20200226 

2.  New Coronavirus (COVID-19) IgG/IgM Rapid Test: Voxtur Bio Ltd, India PCCV200301S 

3.  COVID-19 IgM/IgG Antibody Detection Card Test: VANGUARD Diagnostics, India RCOVID200301T 

4.  Makesure COVID-19 Rapid test: HLL Lifecare Limited, India CVCT030420 

CVCT0204203 

CVCT0104202 

5.  YHLO iFlash-SARS-CoV-2 IgM and IgG detection kit (additional equipment required): 

CPC Diagnostics 
20200206 

6.  ACCUCARE IgM/IgG Lateral Flow Assay kit: LAB-CARE Diagnostics (India Pvt. Ltd)          CVC 200401 

7.  Abchek COVID-19 IgM/IgG Antibody Rapid Test: NuLifecare NUL/COV-

19/R&D/001 

8.  One Step Corona Virus (COVID-19) IgM/IgG Antibody Test: ALPINE BIOMEDICALS A10420 

A20420 

9.  COVID 19 IgM/IgG Rapid Test Kit; Medsource Ozone Biomedicals (ver 2.0) COV-002 

10.  Immuno Quick Rapid Test for Detection of Novel Coronavirus (COVID-19) IgM/IgG 

Antibodies: Immuno Science India Pvt. Ltd  
E142001 

11.  Standard Q Covid -19 IgM/IgG Duo test – One Step Rapid Antibody test: SD Biosensors E054002                         

E054004 

12.  COVID-19 IgG/IgM Rapid Test Kit Rafael Diagnostic: BMT Diagnostics COV20030059 

COV20030059-1 

13.  One Step COVID-19 IgM/IgG Antibody: SIDAK Life Care Pvt. Ltd. COVID19S004A 

 COVID19S004B 

 COVID19S004C   

 

 

Rapid antibody tests are not recommended for diagnosis of COVID-19 infection 

 Can be done on blood/serum/plasma samples 

 Test result is available within 30 minutes 

 Test may come positive after 7-10 days of infection 

 The test may remain positive for several weeks after infection 

 Positive test indicates exposure to SARS-CoV-2 

 Negative test does not rule out COVID-19 infection 

 

 

 These rapid antibody test kits have been validated in the laboratory. However, the 

performance of the kits may be subject to variation under field conditions. 

 Above listed kits are validated with the mentioned batch number only. Responsibility for batch 

to batch consistency lies with the manufacturer. 
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14.05.2020 

Guidance on rapid antibody kits for COVID-19  
 

S.No. Kit Detail Lot no./Batch no. 

14.  SARS-CoV-2 Antibody test (Lateral flow method): Guangzhou Wondfo Biotech,  

Mylan Laboratories Limited (CE-IVD) 

M R Roofs Private Ltd 

Abbott Laboratories 

Zydus Cadilla  

# 

 

W19500309 

W19500302 

W19500351 

W19500338 

15.  COVID-19 IgM/IgG Antibody Rapid Test: ZHUHAI LIVZON DIAGNOSTICS (CE- 

IVD) 
# CK2003010410 

# The marketing licenses to the distributors of these 2 companies have been cancelled by the Central 

Drugs Standard Control Organization (CDSCO). 

 

Antibody based rapid tests which are CE-IVD approved 

 

The complete list of CE-marked rapid SARS-CoV-2 antibody tests is available at 

(https://www.finddx.org/covid-19/pipeline/). CE-IVD approved kits can be used directly after due marketing 

approval from DCGI. 
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14/05/2020 

 

Guideline for RT-PCR based pooled sampling for migrants/returnees from abroad/green zones 

The following guideline is in pursuance of letter of Secretary, MoHFW dated 12th May 2020 on the 

subject. 

A decision has been taken to use one time RT-PCR based pooled sampling for surveillance purposes 

for migrant workers in institutional quarantine facilities, international passengers in institutional 

quarantine facilities/hotels ear-marked for quarantine and for surveillance purposes in green zones 

(districts with no case/no case reported in last 21 days). 

The following guidelines would be followed for pooling of samples: 

1. A cohort of 25 people will be identified 

2. Throat/nasal swab will be collected following laid down protocol by trained laboratory personnel 

under appropriate protective gear (apron, hand glove, face-shield/goggles, N-95 mask), as per 

ICMR protocol (available at: 

https://www.mohfw.gov.in/pdf/5Sample%20collection_packaging%20%202019-nCoV.pdf) 

3. Proper labelling (name/age/gender/specimen ID) needs to be done on specimen container. 

4. 25 such samples of such cohort would be packed in triple layer packaging and  will be 

transported to the identified laboratory under cold-chain as per ICMR guidelines, link of which is 

provided under para -2.  The outer container mentioning “be tested for SARS-CoV-2” will also 

bear the details of sender (name/address/phone number). 

5. The samples will be aliquoted and thereafter pooled samples from 25 specimens shall be tested 

in the laboratory by RT-PCR method.   

6. The report will be conveyed to the quarantine/concerned facility within 24 hours. 

7. If any of the pooled samples tests positive, individual samples would be tested from the 

aliquoted samples preserved in the laboratory. 
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भारतीय आयुर्विज्ञान अनसुंधान पररषद 

स्वास््य अनसुंधान ववभाग, स्वास््य और पररवार 

कल्याण मतं्रालय, भारत सरकार 

Indian Council of Medical Research 

Department of Health Research, Ministry of Health 
and Family Welfare, Government of India 

 
 

वी. रामललंगस्वामी भवन, पोस्ट बॉक्स नं. 4911, 

अंसारी नगर, नई ददल्ली – 110 029, भारत 
V. Ramalingaswami Bhawan, P. O. Box No. 4911. 
Ansari Nagar, New Delhi – 110 029, India 

Tel: +91-11-26588895 / 26588980 / 26589794 
+91-11-26589336 / 26588707 

Fax: +91-11-26588662 | icmr.nic.in 

 

 

 

Dated: 14.05.2020 

 

INFORMATION FOR VALIDATION OF KITS FOR COVID-19 

 

Request for validation of RT-PCR/RNA Extraction kits/VTM may be directly sent to 

ICMR Headquarters, New Delhi to the following email ID: 

gstoteja@gmail.com 

ICMR will respond to your request and will let you know where you will have to submit 

the kits for validation. 

 

 

Additional Director General 

ICMR, New Delhi  
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INDIAN COUNCIL OF MEDICAL RESEARCH 
NEW DELHI 

Date: 08/05/2020 
 
 

Validation Centres for Diagnostics for COVID-19  

SN Name of the Institute Head of the Institute Nodal Person Validation for 

1 ICMR – National 

Institute of Virology 

(NIV), Pune 

Dr. Priya Abraham  

Director 

director.niv@icmr.gov.in 

 

Dr. Varsha Potdar, Scientist D 

& HOD 

potdarvarsha9@gmail.com 

9890307757 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

2 CSIR – Centre of 

Cellular & Molecular 

Biology, Hyderabad 

Dr. Rakesh K Mishra, 

Director mishra@ccmb.res.in 

 

Dr. N. Madhusudana Rao  

Chief Scientist 

madhu@ccmb.res.in 

9949973404 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

3 ICMR- National 

Institute of Malaria 

Research (NIMR), 

Dwarka , Delhi 

Dr. Amit Sharma 

Director 

directornimr@gmail.com 

Dr. Himmat Singh, Scientist D 

himmatpawar@gmail.com 

9414242471 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

4 ICMR-National 

Institute of 

Epidemiology (NIE), 

Chennai 

Dr. Manoj Murhekar 

Director 

directornie@icmr.org.in 

 

Dr.C.P.Girish Kumar, 

Scientist –E 

girishmicro@gmail.com984030

4596 

 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

5 ICMR-National 

Institute of Virology 

(NIV), field unit in 

Bengaluru 

Dr. Ashok 

Office In-charge 

ashokmniv@gmail.com 

 

Dr. Ashok, Office Incharge 

ashokmniv@gmail.com 

9844250897 

 

 RT-PCR 

 VTM 

6 ICMR-Regional 

Medical Research 

Centre (RMRC), 

Bhubaneswar, Odisha  

 

Dr. Sanghmitra Pati 

Director 

drsanghamitra12@gmail.com 

Dr Jyotirnayee Turuk 

Scientist C, Microbiology 

drjyotirmayeeturuk@gmail.com 

7653915589 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

7 ICMR-National 

Institute for Research 

in Reproductive Health 

(NIRRH) , Mumbai 

 

Dr. Smita Mahale 

Director 

drsanghamitra12@gmail.com 

Dr. Dhanashree Jagtap 

Scientist 'C' 

dhanashreedj@rediffmail.com 

9321341919 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

8 Postgraduate Institute 

of Medical Education 

& Research 

(PGIMER), 

Chandigarh 

Dr. Jagat Ram 

Director 

pgimer-chd@nic.in 

Prof Mini P Singh 

Professor of Virology  

minipsingh@gmail.com; 

covidmentordrmini@gmail.com 

09357784144 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

9 King George’s Medical 

University (KGMU), 

Lucknow 

Dr. M.L.Bhatt 

Vice Chancellor 

vc@kgmcindia.edu 

 

Prof. Amita Jain, HoD, 

Microbiology 

amita602002@yahoo.com  

9415023928 

 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

10 ICMR-Rajendra 

Memorial Research 

Dr. Pradeep Das 

Director 

Dr. Abhik Sen 

Scientist D 

abhiksen78@gmail.com 

 RT-PCR 

 RNA Extraction Kits 

 VTM 

293

mailto:amita602002@yahoo.com


SN Name of the Institute Head of the Institute Nodal Person Validation for 

Institute of Medical 

Science (RMRIMS), 

Patna 

drpradeep.das@gmail.com  

 

 

11 ICMR-National 

Institute of Virology 

(NIV) field unit in 

Alapuzha, Kerala  

Dr. A.P. Sugunan 

Scientist 'G' & Officer-in-

Charge 

NIV Kerala Unit 

Govt. TD Medical College 

Hospital, Vandanam 

Alappuzha 688005 Kerala 

Dr. A.P. Sugunan 

Scientist 'G' &  

apsugunan@gmail.com 

9444389233 

 

 RT-PCR 

 RNA Extraction Kits 

 

12 ICMR - National AIDS 

Research Institute 

(NARI), Pune 

Dr. Samiran Panda, Director  

 

Dr. Vandana Saxena, Scientist 

- D vsaxena@nariindia.org 

8554052508 

 

Dr. Swarali Kurle, Scientist - 

C   

skurle@nariindia.org 

 9881155250 

 RT-PCR 

 

13 ICMR-National 

Institute of Pathology 

(NIP), New Delhi 

Dr. Nasreen Z Ehtesham 

Director- in-Charge 

nzehtesham@gmail.com 

Dr. Usha Agrawal 

Scientist F 

ushakaggarwal.nip@gov.in 

8810439746 

 

 RT-PCR 

 

14 ICMR – National 

Institute of Cholera and 

Enteric Diseases 

(NICED), Kolkata 

Dr. Shanta Dutta  

Director 

shanta.niced@icmr.gov.in 

Dr. Mamta Chawla Sarkar 

Scientist-F 

chawlam70@gmail.com 

9830660999 

           

 

 RT-PCR 

 RNA Extraction Kits 
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कल्याण मतं्रालय, भारत सरकार 
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1 

Date: 19/05/2020 

 

The TrueNat system is now a comprehensive assay for screening and 

confirmation of COVID-19 cases. 

1) The sample is collected in viral lysis buffer and hence biosafety and 

biosecurity requirements for use of TrueNat machines are minimal. 

2) Assay: The assay comprises of following two steps.  

A) Step 1: This is E gene screening assay. All samples of suspect 

COVID-19 should be first tested by this assay. All negatives are to be 

considered as true negatives. All positive samples should be 

subjected to confirmation by step 2 assay. 

B) Step 2: RdRp gene confirmatory assay. All samples that test positive 

by this assay must be considered as true positive.  

3) No further RT-PCR based confirmation is required for samples that are 

positive after step 2 of the assay above. 

4) All positive and negative results must be reported to ICMR portal in real 

time manner. 

Revised Guidelines for TrueNat testing for COVID-19 
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भारतीय आयुर्विज्ञान अनसुंधान पररषद 

स्वास््य अनसुंधान ववभाग, स्वास््य और पररवार 

कल्याण मतं्रालय, भारत सरकार 

Indian Council of Medical Research 

Department of Health Research, Ministry of Health 
and Family Welfare, Government of India 

 

 

Date: 22/05/2020 

Advisory for the DBT, DST, CSIR, DAE, ICAR, DRDO Labs 

It is hereby notified that ICMR has no objection to initiation of COVID19 testing in Government laboratories 
operational under the Department of Biotechnology (DBT), Department of Science & Technology (DST), Council 
of Scientific & Industrial Research (CSIR), Department of Atomic Energy (DAE), Indian Council of Agricultural 
Research (ICAR) and Defence Research and Development Organisation (DRDO).  
 
Since these research Institutes are of eminence under other research organizations, ICMR will not conduct any 
site assessment nor accord approval for initiation of testing at these laboratories. Secretary to the Government 
of India of the concerned Departments may accord approval for initiation of testing as deemed appropriate. 
Responsibility of these laboratories will lie with the concerned departments and not ICMR. 
 
Caution: SARS-CoV-2 is a high-risk pathogen with high transmissibility and infectivity. Sample handling at too many 
points and by inadequately trained staff can lead to spills and laboratory outbreaks. 
 
ICMR hereby advises the DBT, DST, CSIR, DAE, ICAR and DRDO laboratories to ensure the following safeguards 
before initiation of COVID19 testing: 
 

 Availability of BSL-2 level laboratory including a molecular biology setup for virological diagnosis. 

 Availability of a functioning and calibrated Biosafety cabinet type 2A/2B in the laboratory. 

 Availability of cold centrifuge/microfuge for RNA extraction 

 Availability of a functioning and calibrated real-time PCR machine.  

 Availability of staff with good understanding of laboratory biosafety and biosecurity, trained for handling 
respiratory samples for viral diagnosis, RNA extraction and realtime PCR. 

 Available staff with experience of work in virology and handling clinical specimens, especially respiratory 
samples. 

 A robust Institutional policy on biomedical waste management of human origin. 

 Well defined arrangement for segregation and discarding of biomedical waste. 
 
Additional advice is as follows: 

 

 ICMR advisory on use of commercial kits may also be accessed at www.icmr.gov.in. SoPs available with ICMR 
will be shared on request.  

 Laboratory test should be only offered when the sample is referred by the State health officials or State IDSP. 

 ICMR guidelines for testing (available at www.icmr.gov.in) may be strictly followed. Since the guidance 
evolves periodically, the latest revised version should be followed. 

 Testing laboratories to ensure immediate/ real-time reporting to State officials of IDSP (Integrated Disease 
Surveillance Program of Govt. of India) for timely initiation of contact tracing. Additionally, as mandated by 
PMO, a report should also be uploaded on the online portal of ICMR. Each laboratory initiating COVID-19 testing 
should essentially register on the ICMR portal and get a username and password. Data entry should be ensured 
on a daily real-time basis. Contact points for registration at ICMR are:  

support.dmu@bmi.icmr.gov.in 
 
(Kindly note that all data has to be reported to IDSP and ICMR) 
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भारतीय आयुर्विज्ञान अनसुंधान पररषद 
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1 

Date: May 22, 2020 

ICMR has initiated a multi-center clinical trial, titled “A Phase II, Open Label, Randomized 

Controlled Trial to Assess the Safety and Efficacy of Convalescent Plasma to Limit COVID-

19 Associated Complications in Moderate Disease” (PLACID Trial). The PLACID trial 

protocol has been registered with the Clinical Trial Registry of India (CTRI) and the 

registration number is CTRI/2020/04/024775. The study has also received approval from 

the COVID-19 National Ethics Committee (CONEC), vide letter no. CoNEC 002/2020, 

dated 29th April 2020. The generic protocol for this study has also been approved by the 

DCGI, CDSCO vide letter no X.11026/78/2020-BD, dated 26th April 2020. The sample 

size of the study is 452. The clinical trial liability insurance has been bought centrally by 

ICMR. 

ICMR launched a call inviting letters of interest from sites which had the facilities to 

undertake the study. Expression of interest was received from 113 institutions. As of 22nd 

May 2020, ICMR has approved the following 46 institutions in the PLACID Trial.  

S No. State/UT Names of Medical Institutions 

1. Gujarat Smt. NHL Municipal Medical College, Ahmedabad 

2. Gujarat B.J. Medical College and Civil Hospital, Ahmedabad 

3. Gujarat Government Medical College, Bhavnagar 

4. Gujarat Government Medical College, Surat 

5. Gujarat 
Gujarat Medical Education & Research Society Medical 

College, Vadodara 

6. Gujarat 
Sumandeep Vidyapeeth and Institution, deemed to be 

University & Dhiraj Hospital, Vadodara 

7. Rajasthan Sawai Man Singh Medical College, Jaipur 

8. Rajasthan Mahatma Gandhi Medical College and Hospital, Jaipur 

9. Rajasthan Santokba Durlabhji Memorial Hospital, Jaipur 

10. Rajasthan Dr. S.N. Medical College, Jodhpur 

11. Rajasthan All India Institute of Medical Sciences, Jodhpur 

12. Punjab 

a. Satguru Pratap Singh Hospital, Ludhiana 
b. Christian Medical College & Hospital, Ludhiana 
c. Dayanand Medical College & Hospital, Ludhiana 
d. Guru Gobind Singh Medical College and Hospital, 

Faridkot 
e. Sri Guru Ram Das Institute of Medical Sciences and 

Research, Amritsar 
f. Government Medical College, Amritsar 
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S No. State/UT Names of Medical Institutions 

g. Government Medical College, Patiala 

13. Maharashtra B. J. Government Medical College, Pune 

14. Maharashtra 
Sir H. N. Reliance Foundation Hospital and Research 

Centre, Mumbai 

15. Maharashtra 
Rajarshree Chhatrapati Shahu Maharaj Government 

Medical College and CPR Hospital, Kolhapur 

16. Maharashtra TMC & BYL Nair Hospital, & Kasturba Hospital, Mumbai 

17. Maharashtra Government Medical College, Nagpur 

18. Maharashtra Aditya Birla Memorial Hospital, Pune 

19. Maharashtra Poona Hospital and Research Center, Pune 

20. Tamil Nadu Madurai Medical College, Madurai 

21. Tamil Nadu Madras Medical College, Chennai 

22. Tamil Nadu Tirunelveli Medical College Hospital, Tirunelveli 

23. Tamil Nadu Christian Medical College, Vellore 

24. Tamil Nadu 
PSG Institute of Medical Sciences & Research, 

Coimbatore 

25. Puducherry 
Jawaharlal Institute of Postgraduate Medical Education 

& Research, Puducherry 

26. Madhya Pradesh Gandhi Medical College, Bhopal 

27. Madhya Pradesh Mahatma Gandhi Memorial Medical College, Indore 

28. Madhya Pradesh Chirayu Medical College and Hospital, Bhopal 

29. Madhya Pradesh Sri Aurobindo Institute of Medical Sciences, Indore 

30. Uttar Pradesh Government Institute of Medical Sciences, Noida 

31. Uttar Pradesh 
Sanjay Gandhi Postgraduate Institute of Medical 

Sciences, Lucknow 

32. Uttar Pradesh 
Super Specialty Pediatric Hospital and Post Graduate 

Teaching Institute, Noida 

33. Uttar Pradesh King George Medical University, Lucknow 

34. Karnataka Karnataka Institute of Medical Sciences, Hubli 

35. Karnataka Mysore Medical College, Mysuru 

36. Karnataka Hassan Institute of Medical Sciences, Hassan 

37. Karnataka Mandya Institute of Medical Sciences, Mandya 

298



 

 

3 

S No. State/UT Names of Medical Institutions 

38. Karnataka 
Bangalore Medical College and Research Institute, 

Bengaluru 

39. Telangana Gandhi Medical College, Secunderabad 

40. Telangana ESIC Medical College, Hyderabad 

41. Chandigarh 
Postgraduate Institute of Medical Education and 

Research, Chandigarh 

42. Delhi Lady Hardinge Medical College, Delhi 

43. Bihar All India Institute of Medical Sciences, Patna 

44. Haryana Medanta Medicity, Gurugram 

45. Haryana ESIC Medical College, Faridabad 

46. Chhattisgarh All India Institute of Medical Sciences, Raipur 

 

These additional hospitals have applied and are under consideration: 

S No. State/UT Names of Medical Institutions 

1.  Delhi All India Institute of Medical Sciences, New Delhi 

2.  Delhi Indraprastha Apollo Hospital, New Delhi 

3.  Delhi Batra Hospital and Medical Research Centre, New Delhi 

4.  Delhi Atal Bihari Vajpayee Institute of Medical Sciences and Dr. 

Ram Manohar Lohia Hospital, New Delhi 

5.  Delhi Max Hospital, Saket, New Delhi 

6.  Delhi Indian Red Cross Society, New Delhi 

7.  Haryana Artemis Hospital, Gurugram 

8.  Haryana Fortis Hospital, Gurugram 

9.  Gujarat M P Shah Government Medical College, Jamnagar 

10.  Gujarat Smt. SMS Multispecialty Hospital, Ahmedabad 

11.  Gujarat Surat Municipal Institute of Medical Education & Research 

(SMIMER), Surat 

12.  Gujarat Sterling Hospital, Vadodara 

13.  Uttar Pradesh Banaras Hindu University, Varanasi 

14.  Uttar Pradesh Dr. Ram Manohar Lohia Institute of Medical Sciences, 

Lucknow 

15.  Rajasthan Jindal Super Specialty Hospital, Bharatpur 
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16.  Rajasthan Government Medical College, Kota 

17.  Maharashtra Tata Memorial Centre ACTREC, Navi Mumbai 

18.  Maharashtra Noble hospital, Pune 

19.  Maharashtra ICMR-National Institute of Immunohematology, Mumbai 

and KEM Hospital, Mumbai 

20.  Maharashtra Sahyadri Hospitals, Pune 

21.  Maharashtra Dr. Vaishampayan Memorial Govt Medical College, 

Solapur 

22.  Maharashtra Symbiosis Hospital, Pune 

23.  Maharashtra Fortis Hospitals Ltd. Mulund, Mumbai 

24.  Maharashtra Global Hospital - Super Specialty and Transplant Centre, 

Parel, Mumbai 

25.  Maharashtra Sir J.J. Mahanagar Raktapedhi, Mumbai 

26.  Maharashtra Apollo Hospital, Navi Mumbai 

27.  Maharashtra Government Medical College, Miraj 

28.  Maharashtra Bombay Hospital & Medical Research Centre 

29.  Maharashtra Lokmanya Tilak Memorial Medical College and Municipal 

General Hospital, Mumbai 

30.  West Bengal CliniMed Life Sciences Pvt. Ltd, Salt Lake, Kolkata 

31.  West Bengal AMRI Hospitals Salt Lake, Kolkata 

32.  West Bengal Apollo Gleneagles Hospitals, Kolkata 

33.  West Bengal Tata Memorial Center, Kolkata 

34.  Tamil Nadu Vijaya Medical and Educational Trust, Chennai 

35.  Tamil Nadu KMC Specialty Hospital, Trichy 

36.  Tamil Nadu Dr. Rela Institute & Medical Centre, Chennai 

37.  Tamil Nadu Vivek Institute of Laboratory Medicine, Kanyakumari 

38.  Tamil Nadu Gleneagles Global, Chennai 

39.  Tamil Nadu Vivek Laboratories, Nagercoil 

40.  Tamil Nadu Apollo Specialty Hospital- Vanagaram/Chennai 

41.  Karnataka Vydehi Institute of Medical Sciences and Research Centre, 

Bengaluru 
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42.  Karnataka Kasturba Medical College, Manipal 

43.  Karnataka Manipal Hospital, Bengaluru 

44.  Karnataka St John’s Medical College and Hospital, Bengaluru 

45.  Karnataka Apollo Hospitals (A unit of Imperial Hospital & Research 

Centre) Banerghatta Road, Bengaluru 

46.  Karnataka Apollo hospitals, Sheshadripuram, Bengaluru 

47.  Karnataka Chamarajanagar Institute of Medical Sciences, Yadapura 

48.  Karnataka Vijayanagar Institute of Medical Sciences, Bellary 

49.  Karnataka Gulbarga Institute of Medical Sciences, Kalaburagi 

50.  Madhya Pradesh R D Gardi Medical College, Ujjain 

51.  Madhya Pradesh All India Institute of Medical Sciences, Bhopal 

52.  Madhya Pradesh Netaji Subhash Chandra Bose Medical College, Jabalpur 

53.  Telangana AIG Hospitals, Gachibowli, Hyderabad 

54.  Telangana Apollo Hospitals, Hyderabad 

55.  Uttarakhand All India Institute of Medical Sciences, Rishikesh 

56.  Kerala Amrita Institute of Medical Sciences and Research Center, 

Cochin  

57.  Kerala Government Medical College, Kozhikode 

58.  Kerala Malabar Cancer Centre, Thalassery 

59.  Kerala Baby Memorial Hospital, Kozhikode 

60.  Kerala Sree Chitra Tirunal Institute for Medical Sciences and 

Technology, Thiruvananthapuram 

61.  Kerala Government Medical College, Thiruvananthapuram 

62.  Andhra Pradesh All India Institute of Medical Sciences, Mangalagiri 

63.  Jharkhand  Rajendra Institute of Medical Sciences, Ranchi 

64.  
Jammu and 

Kashmir 

Sher-i-Kashmir Institute of Medical Sciences, Srinagar 

For more technical information please contact: 

PLACID Trial Coordinating Team, ICMR 

Email: plasmaconvalescenticmr@gmail.com 
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ICMR Specimen Referral Form for COVID-19 (SARS-CoV2) 
INTRODUCTION 
This form is for collection centres/ labs to enter details of the samples being tested for Covid-19. It is mandatory to fill this form for each 
and every sample being tested. It is essential that the collection centres/ labs exercise caution to ensure that correct information is captured in 
the form.  
INSTRUCTIONS: 

● Inform the local / district / state health authorities, especially surveillance officer for further guidance
● Seek guidance on requirements for the clinical specimen collection and transport from nodal officer
● This form may be filled in and shared with the IDSP and forwarded to a lab where testing is planned
● Fields marked with asterisk (*) are mandatory to be filled

SECTION A – PATIENT DETAILS 
A.1 TEST INITIATION DETAILS
*Doctor Prescription:   Yes  No 
(If yes, attach prescription; If No, test cannot be conducted) 

*Follow up Sample:  Yes  No 

If Yes, Patient ID: ……………………………………………………… 

A.2 PERSONAL DETAILS

*Patient Name: …………………………………………

*Present Village or Town: …….…………………....…

*District of Present Residence:………………………

* State of Present Residence:…………………………

*Present patient address: …………………………….

……………………………………………………………. 

Pincode:

*Age: …. Years/Months  (If age <1 yr, pls. tick months checkbox)

* Gender:    Male  Female  Others

*

*Mobile Number belongs to:    Self  Family    

*Nationality: …………………………………………..

*Downloaded Aarogya Setu App:  Yes  No 

(These fields to be filled for all patients including foreigners) 

 Aadhar No. (For Indians): 

Passport No. (For Foreign Nationals): ……………………...........................................

*A.3 SPECIMEN INFORMATION FROM REFERRING AGENCY
* Specimen type Throat Swab Nasal Swab

*Collection date

* Sample ID (Label)

*A.4 PATIENT CATEGORY (PLEASE SELECT ONLY ONE)
Cat 1: Symptomatic international traveller in last 14 days…………………………………………………............................

Cat 2: Symptomatic contact of lab confirmed case…………………………………………………………............................ 

Cat 3: Symptomatic Healthcare worker / Frontline workers ........................................................................................................

Cat 4: Hospitalized SARI (Severe Acute Respiratory Illness) patient………..............……........................................................

Cat 5a: Asymptomatic direct and high risk contact of lab confirmed case - family member ...................................................

Cat 5b: Asymptomatic healthcare worker in contact with confirmed case without adequate protection.........................… 

Cat 6: Symptomatic Influenza like Illness (ILI) in Hospital.....................................................………......................................

Cat 8: Symptomatic (ILI) amongh returnees and migrants (within 7 days of illness)...........................................…………. 

Other: (please specify) * (Select “other" only if the patient doesn’t belong to category 1-8) 

Mobile Number: __ __ __ __ __ __ __

*  No Patient in quarantine facility:   Yes

BAL ETA Nasopharyngeal swab

Cat 9: Symptomatic Influenza Like Illness(ILI) patient in Hotspot / Containment zones...................................…………. 

Cat 7: Pregnant woman in / near labour………….......................................................................................................................
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SECTION B- MEDICAL INFORMATION 

B.1 CLINICAL SYMPTOMS AND SIGNS
Symptoms: …Ye

  (dd/mm/yy)     Date of onset of First Symptom: 

Symptoms       Yes    Symptoms       Yes    Symptoms    Yes   Symptoms     Yes    Symptoms      Yes 

Cough        Diarrhoea     Vomiting         Fever at evaluation   Abdominal pain 

Breathlessness    Nausea       Haemoptysis        Body ache     

Sore throat       Chest pain      Nasal discharge       Sputum      

B.2 PRE-EXISTING MEDICAL CONDITIONS
Condition                   Yes    Condition      Yes     Condition        Yes      Condition         Yes 
Chronic lung disease         Malignancy       Heart disease      Chronic liver disease   

Chronic renal disease       Diabetes        Hypertension     

Immunocompromised condition: YES  NO   Other underlying conditions: ……………………… 

B.3 HOSPITALIZATION DETAILS
  No 

………  /……… / /…   (dd/mm/yy) 

Hospital State: …………………………………………………. 

Hospital District: ………………………………………………. 

Hospital Name: ………………………………………………… 

B.4 REFERRING DOCTOR DETAILS

*Name of Doctor: …………………………………...................
Doctor Mobile No.: ………………………………………………. 

Doctor Email ID: …………………………………………………. 

* Fields marked with asterisk are mandatory to be filled

TEST RESULT (To be filled by Covid-19 testing lab facility) 

Date of sample 
receipt(dd/mm/yy) 

Sample accepted/ 
Rejected 

 Date of 
   Testing 

(dd/mm/yy) 

  Test result 
(Positive / 
Negative) 

Repeat Sample 
required (Yes / 
No) 

  Sign of Authority 
(Lab in charge) 

 NO  Yes    

Which of the above mentioned was First Symptom:.................

……………………………......................................................

If No please go to B.2 section

Hospitalized:  Yes    

Hospital ID / number 

Hospitalization Date: 
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GUIDELINES FOR VALIDATION AND BATCH TESTING OF 

COVID-19 DIAGNOSTIC KITS  

(This is recommendatory and dynamic document without prejudice to 
statutory provisions) 

1. VALIDATION 

1.1 RT-PCR Kits 

1.1.1 US-FDA approved kits will not require validation. 

1.1.2 CE-IVD approved/ Non US-FDA approved/ Indigenous Kits:  First batch 

of kits will  require validation from any of ICMR identified validation 
centres (Annexure I) prior to DCGI approval; thereafter for post 
marketing; additional two batches should be tested as per medical device 

rule in four months time. 

1.2 RNA Extraction and VTM Kits  

1.2.1 US-FDA approved kits will not require validation. 

1.2.2 CE-IVD approved/ Non US-FDA approved/ Indigenous Kits: One batch of 
kits will require validation from any of ICMR identified validation centres 

prior to DCGI approval. 

1.3 Rapid Antibody Test; ELISA and CLIA Kits 

1.3.1 US-FDA approved kits will not require validation. 

1.3.2 CE-IVD approved/ Non US-FDA approved/ Indigenous Kits:  The testing 
of three batches of kits will be required for validation from any of ICMR 

identified validation centres prior to DCGI approval. 

2. BATCH TESTING FOR RT-PCR, RNA EXTRACTION KITS, VTM, RAPID 
ANTIBODY TEST, ELISA AND CLIA KITS 

2.1 The firm will be required to provide batch testing certificate while delivering 

the consignment. 

2.2 ICMR identified validation centre will undertake random samples testing of 

batches of kits for quality assurance  
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3. PROCEDURE FOR VALIDATION 

3.1 The requests for validation of kits for RT-PCR; RNA Extraction, VTM, Rapid 

Antibody Test, ELISA and CLIA will be sent by the manufacturer/supplier 

through e-mail (gstoteja@gmail.com) to Dr. G. S. Toteja, Additional 

Director General, ICMR and National Nodal Officer for validation. The 

request from the manufacturer/supplier should mandatorily be accompanied 

with information as per Annexure II 

3.2 The request after receipt and scrutiny will be : 

3.2.1 Forwarded to any one of the ICMR identified validation centres depending 

upon the work load and other logistics issue if it is first time validation. 

3.2.2 If the kit is for second time validation or subsequent validation or in case 

of any other issue; the manufacturer has to provide justification which will 

be reviewed at ICMR, New Delhi and decision will be communicated to 

manufacturer/supplier within a week. The request for re-validation will 

only be considered if there is any significant change in the composition or 

type of reagents in the kit. 

3.3 Once the kit is delivered to the validation centre with adequate number of test 

reactions required, reagents, methodology etc; validation report will be sent to 

the manufacturer/supplier within 15 days. 
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ANNEXURE I 

Centres for Validation and Batch Testing of COVID-19 

Diagnostic Kits 

S.No Name of the Institute 

 ICMR INSTITUTES 

1.  ICMR – National Institute of Virology (NIV), Pune 

2.  ICMR- Regional Medical Research Centre (RMRC), Bhubaneswar  

3.  ICMR- National Institute for Research in Reproductive Health (NIRRH) , Mumbai 

4.  ICMR- Rajendra Memorial Research Institute of Medical Science (RMRIMS), Patna 

5.  ICMR- National Institute of Virology (NIV) field unit, Alappuzha  

6.  ICMR- National AIDS Research Institute (NARI), Pune 

7.  ICMR- National Institute of Pathology (NIP), New Delhi 

8.  ICMR - National Institute of Cholera and Enteric Diseases (NICED), Kolkata 

9.  ICMR- National Institute for Implementation Research on Non-Communicable 
Diseases (NIIRNCD), Jodhpur 

 DBT INSTITUTES 

10.  DBT- Translational Health Science and Technology Institute (THSTI), Faridabad 

11.  DBT- International Centre for Genetic Engineering and Biotechnology (ICGEB), 
New Delhi 

12.  DBT- Rajiv Gandhi Centre for Biotechnology (RGCB), Thiruvananthapuram 

13.  DBT- Institute of Life Sciences (ILS), Bhubaneswar 

14.  DBT- Institute for Stem Cell Science and Regenerative Medicine (InSTEM), 
Bengaluru 

 CSIR INSTITUTES 

15.  CSIR- Institute of Genomics and Integrative Biology (IGIB), New Delhi  

16.  CSIR- Institute of Microbial Technology (IMTECH), Chandigarh 

17.  CSIR- Centre for Cellular & Molecular Biology (CCMB), Hyderabad 

 OTHERS 

18.  Kasturba Hospital for Infectious Diseases, Mumbai 

19.  Institute of Liver and Biliary Sciences, New Delhi 

20.  Postgraduate Institute of Medical Education & Research (PGIMER), Chandigarh 

21.  King George’s Medical University (KGMU), Lucknow 

22.  National Institute of Biologicals (NIB), Noida 

23.  The King Institute of Preventive Medicine and Research, Chennai 

24.  Sawai Man Singh Medical College, Jaipur 
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ANNEXURE II 

FORMAT FOR INFORMATION FOR VALIDATION OF RT-PCR/RNA 

EXTRACTION KITS/VTM AND RAPID ANTIBODY TEST, ELISA AND CLIA 

A. RT-PCR KITS 

Name of the 

Company 

(manufacturer) 

Name of 

the 

supplier  

Name of 

the Kit & 

Batch No. 

Multiplex or 

*Singleplex 

with no. of 

genes 

First Time 

Validation 

by ICMR 

(Yes/No) 

If it is not first time 

validation 

Details of 

last 

validation 
along with 

validation 

report 

Difference in 

Kit 

composition 
as compared 

to first 

validation  

       

* Only kit with minimum two gene targets will be considered  
 

B. RNA EXTRACTION KITS 

Name of the 
Company 
(manufacturer) 

Name of 
the 
supplier  

Name of 
the Kit & 
Batch No. 

Magnetic 
or Column 
Based 

First Time 
Validation 
by ICMR 
(Yes/No) 

If it is not first time 
validation 

Details of 
last 
validation 
along 
with 
validation 
report 

Difference in 
Kit 
composition 
as compared 
to first 
validation  

       

 

C. VTM, RAPID ANTIBODY TEST, ELISA AND CLIA  

Name of the 
Company 

(manufacturer) 

Name of 
the 

supplier  

Name of 
the KIT 

& Batch 
No. 

First Time 
Validation 

by ICMR 
(Yes/No) 

If it is not first time validation 

Details of last 

validation along 
with validation 
report 

Difference in 

product as 
compared to first 
validation  
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Date: 08/06/2020 

OFFICE ORDER 
 

Subject: Details about ICMR depots; distribution; coordination and Validation teams 
 

National Nodal Officer 
Dr. G.S.Toteja 

Additional Director General, ICMR 
 (9868368075; gstoteja@gmail.com) 

 
 

 

  

Distribution Coordinator             
Mr. Karan Thapar 
Deputy Secretary 
(98996 68546 
knthapar.irs@gov.in) 

 
 

Regional depots and laboratories covered 

DEPOT 1:  ICMR- National Institute of Malaria Research (NIMR), Sector 8 Dwarka, Dwarka, New  Delhi- 110077 
   Depot Head:  Dr Amit Sharma, Director, ICMR-NIMR (directornimr@gmail.com) 

 

States and Laboratories covered under ICMR-NIMR, New Delhi (35 Laboratories) 

State Name of laboratories Contact Person 

Delhi  
(14 labs) 

1. All India Institute Medical Sciences 
2. Lady Hardinge Medical College 
3. National Centre for Disease Control 
4. Ram Manohar Lohia Hospital 
5. Institute of Liver & Biliary Sciences 
6. Army Hospital Research & Referral 
7. Maulana Azad Medical College 
8. Vardhman Mahavir Medical College & Safdarjung Hospital 
9. University College of Medical Sciences 
10. Army Base Hospital 
11. IGIB-CSIR 
12. Rajiv Gandhi Super Speciality Hospital, Taharpur 
13. Vallabhbhai Patel Chest Institute (VPCI) 
14. Defence Institute of Physiology & Allied Sciences (DIPAS), 

DRDO 

 
Depot Team:  

*Dr. Ram Das, Scientist C 

(drrdas_3@yahoo.co.in; 
9958883739) 
 

*Mr. Peeyush Mittal, NIMR  

(mittalpeeyush1991@gmail.com; 
8395959484) 
 

*Mr. Anurag Gautam, PWC 

(9910014097) 
 
 

Central Team at ICMR: 

Validation and Quality 
Assurance 
Dr. Priyanka G Bansal 
Scientist C, ICMR 
(9818312053 
priyankaicmr@gmail.com) 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

 
DEPOT 2: Postgraduate Institute of Medical Education & Research (PGIMER), Chandigarh, Madhya Marg,   Sector 12, 

Chandigarh, 160012 
  Depot Head:  Dr. Jagat Ram, Director, PGIMER, Chandigarh  
   

States and Laboratories covered under PGIMER, Chandigarh (20 Laboratories) 

Western U.P. (NCR only)  
(7 labs) 

15. Govt. Institute of Medical Sciences, Noida 
16. National Institute of Biologicals, Noida (High throughput 

Laboratory) 
17. Lala Lajpat Rai Memorial Medical College, Meerut 
18. Jawaharlal Nehru Medical College, Aligarh 
19. SN Medical College, Agra 
20. ICMR-National JALMA Institute for Leprosy & Other 

Mycobacterial Diseases, Agra 
21. Superspeciality Pediatrics Hospital and Postgraduate 

Teaching Institute (SSPHPGTI), Noida 
22. College of Veterinary Sciences and Animal Husbandry, UP 

Pt. Deen Dayal Upadhyaya Pashu Chikitsa 
Vishwavidyalaya evam Go Anusandhan Sansthan, Mathura 

**Dr. Harmanmeet Kaur, 

Scientist C, ICMR ( 
harmanmeet.kaur@gmail.com; 
9999707557) 
 
Mr. Ashok Kumar, IPS, Director  
 
Mr. Harsh Nagpal, PWC 
 

 

Haryana (Other labs of 
Haryana covered by 
PGIMER Chandigarh depot)  
(7 labs) 
 
 
 

23. Pt. B.D. Sharma Post Graduate Inst. Of Med. Sciences, 
Rohtak 

24. BPS Govt. Medical College, Sonipat 
25. ESIC Hospital, Faridabad 
26. Kalpana Chawla Govt. Medical College, Karnal 
27. ICAR-National Research Centre on Equines, Hisar 
28. Translational Health Science & Technology 

Institute, Faridabad 
29. SHKM, Govt. Medical College, Mewat 

 

Uttarakhand (5 labs) 30. Govt. Medical College, Haldwani 
31. All India Institute of Medical Sciences, Rishikesh 
32. Doon Medical College, Dehradun 
33. Veer Chandra Singh Garhwali Govt. Institute of Medical 

Science & Research, Srinagar, Pauri, Garhwal 
34. CSIR- Indian Institute of Petroleum, Dehradun 

Rajasthan (Other labs of 
Rajasthan  covered by 
NIIRNCD, Jodhpur depot) (1 
lab) 

35. Government Medical College, Bharatpur 

State Name of laboratories Contact Person 

Punjab (3 Labs) 1. Govt. Medical College, Amritsar 
2. Govt. Medical College, Patiala 
3. Guru Gobind Singh Medical University, Faridkot 

 

 
Depot Team: 

*Dr. Mini P Singh, Professor, 

Department of Virology, PGIMER 
(minipsingh@gmail.com; 
9357784144) 
 

*Dr. Kapil Goyal, Assistant 

Professor, PGIMER 
(kapilgoyalpgi@gmail.com; 
8872288864) 

 

Haryana (2 Labs) 
Other labs covered by 
NIMR, New Delhi 

4. Command Hospital, Chandimandir 
5. Government Civil Hospital, Panchkula  

 

Jammu & Kashmir (6 
Labs) 

6. Govt. Medical College, Jammu 
7. Command Hospital (NC) Udhampur 
8. Sher-i-Kashmir Institute of Medical Sciences, Srinagar 
9. Govt. Medical College, Srinagar 
10. Sheri Kashmir Institute of Medical Science Medical 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

 
 
DEPOT 3:  King George's Medical University (KGMU), Shah Mina Road, Chowk, Lucknow, UP 

Depot Head: Prof. M.L. Bhatt, Vice Chancellor (vc@kgmcindia.edu; drmlbhatt@yahoo.com) 
 
States and Laboratories covered under KGMU, Lucknow (15 Laboratories) 
 

 
DEPOT 4:    ICMR- National Institute for Research in Environmental Health (NIREH), Bhopal Bypass Road,  Bhauri 

Bhopal-462030, Madhya Pradesh, India 
       Depot Head:  Dr. R. R. Tiwari, Director (tiwari.rr@gov.in) 

                     
 

State and Laboratories covered under ICMR-NIREH, Bhopal (24 Laboratories) 

College, Bemina, Srinagar 
11. CSIR Indian Institute of Integrative Medicine, (IIIM), Srinagar 

*Mr. Somnath Mitra, PWC 

7003252362 

 
Central Team at ICMR: 

**Dr. Tanu Anand, Scientist D, 

ICMR (drtanu.anand@gmail.com; 
98110 28964) 
 
Mr. Ashok Kumar, IPS, Director  
 
Mr. Harsh Nagpal, PWC 
 

 

Ladakh (1 Lab) 12. Sonam Norboo Memorial Hospital (SNMH), Leh  

Himachal Pradesh (5 Labs) 13. Indira Gandhi Medical College, Shimla 
14. Dr. Rajendra Prasad Govt. Medical College, Tanda 
15. Central Research Institute, Kasauli 
16. Shri Lal Bahadur Shastri Govt. Medical College, Mandi 
17. CSIR Institute of Himalayan Bioresource 

Technology, Palampur 

Chandigarh (3 Labs) 18. Postgraduate Institute of Medical Education & Research 
19. Govt. Medical College 
20. Institute of Microbial Technology 

State Name of laboratories Contact Person 

Uttar Pradesh (other than 
Western UP) 
 
(15 Labs) 

1. King George Medical University, Lucknow 
2. Command Hospital, Lucknow 
3. Sanjay Gandhi Post Graduate Institute, Lucknow 
4. RML Hospital, Lucknow 
5. Institute of Medical Sciences, Banaras Hindu University, 

Varanasi 
6. MLN Medical College, Allahabad 
7. BRD Medical College, Gorakhpur 
8. MLB Medical College, Jhansi 
9. ICMR-Regional Medical Research Centre, Gorakhpur 
10. GSVM Medical College, Kanpur 
11. Uttar Pradesh University of Medical Sciences , Saifai 
12. ICAR- Indian Veterinary Research Institute (IVRI), Izatnagar 
13. Central Drug Research Institute, Lucknow 
14. Birbal Sahni Institute of Palaeosciences, Lucknow 
15. Indian Institute of Toxicology Research, lucknow 

 

Depot Team: 
 

*Prof. Amita Jain, HoD, Microbiology 

(amita602002@yahoo.com; 
9415023928) 
 

*Prof. A.A. Mahdi, HoD, Biochemistry 

(abbasalimahdi@gmail.com; 
9889838100) 
 

Central Team at ICMR: 

**Dr. N C Jain, Scientist G, ICMR 

(drencejain@gmail.com; 9868807284) 
 
Mr. Ashok Kumar, IPS, Director 
 
Mr. Ankur Mishra, PWC 
 

 

State Name of laboratories Contact Person 

Madhya Pradesh 
 
(14 Labs) 

1. All India Institute of Medical Sciences, Bhopal 
2. ICMR-National Institute for Research on Tribal Health, 

Jabalpur 
3. Mahatma Gandhi Memorial Medical College, Indore 

 Depot Team: 

*Dr. Anil Prakash, Scientist- G 

(anilprakashin@yahoo.co.in; 9425403828) 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

 

DEPOT 5:  ICMR-National Institute for Implementation Research on Non-Communicable Diseases (NIIR-NCD), New 
Pali Road, Jodhpur 

       Depot Head:  Dr. G.S.Toteja, Director (gstoteja2019@gmail.com) 
                    
State and Laboratories covered under ICMR-NIIR-NCD, Jodhpur (18 Laboratories) 

 

 

4. Gandhi Medical College, Bhopal 
5. ICMR-Bhopal Memorial Hospital & research Centre, Bhopal 
6. Gajra Raja Medical College, Gwalior 
7. Bundelkhand Medical College, Sagar 
8. SS Medical College, Rewa 
9. Defence Research and Development Organization, Gwalior. 
10. ICAR-NIHSAD, Bhopal  
11. Govt. Medical College, Ratlam 
12. Netaji Subhash Chandra Bose Medical College, Jabalpur 
13. Govt. Medical College, Khandwa 
14. Atal Bihari Vajpayee Government Medical College 

(ABVGMC), Vidisha 

*Dr. Y. D. Sabde, Scientist- E 

(sabdeyogesh@gmail.com; 9926329273) 
 

Central Team at ICMR: 

**Dr. N C Jain, Scientist G, ICMR 

(drencejain@gmail.com; 9868807284) 
 
Mr. Ashok Kumar, IPS, Director 
 
 
Mr. Ankur Mishra, PWC 
 

 
Vidharbha Region 
(Maharashtra) 
 
(10 Labs) 

15. Indira Gandhi Govt. Medical College, Nagpur 
16. All India Institute of Medical Sciences, Nagpur 
17. Govt. Medical College, Nagpur 
18. Nagpur Veterinary College, MAFSU, Nagpur 
19. Intermediate Reference Laboratory, Nagpur 
20. Mahatma Gandhi Institute of Medical Sciences, Sevagram, 

Wardha 
21. Sant Gadge Baba Amravati University, Amravati 
22. National Environmental Engineering Research Institute, 

Nagpur  
23. Govt. Medical College, Chandrapur 
24. Govt. Medical College, Yavatmal 
25. Government Medical College, Gondia 

State Name of laboratories Contact Person 

Rajasthan (Bharatpur 
lab will be covered by 
NIMR, New Delhi 
depot) 
 
(18 Labs) 

1. Sawai Man Singh Medical College, Jaipur 
2. Rajasthan University of Health Sciences, Medical College, Jaipur 
3. Dr. Sampurnan and Medical College, Jodhpur 
4. Jhalawar Medical College, Jhalawar 
5. RNT Medical College, Udaipur 
6. SP Medical College, Bikaner 
7. All India Institute of Medical Sciences, Jodhpur 
8. JLN Medical College, Ajmer 
9. Govt. Medical College, Kota 
10. ICMR-National Institute for Implementation Research on Non-

Communicable Diseases, Jodhpur 
11. RVRS Govt. Medical College, Bhilwara 
12. Government Medical College, Dungarpur 
13. Pandit Deendayal Upadhyaya Medical College, Churu 
14. Govt. Medical College, Sikar 
15. Govt. Medical College, Barmer 
16. Govt. Medical College, Pali 
17. Govt. BDK District Hospital, Jhunjhunu 
18. Military Hospital, Jaipur 

 Depot Team: 

*Dr. S.S.Mohanty, Scientist E 

(ssnimr@gmail.com; 
8058642995) 
 

*Engineer Ramesh Hudda, 

Scientist B 
(ramesh.hudda@gmail.com; 
9602755600) 
 

Central Team at ICMR: 

**Dr. Hemlata, Scientist C, 

ICMR 
(hemlata.jaint@gmail.com; 
98187 43598) 
 
Mr. Prankur Gupta, IRSS 
 
Mr. Abhinav Sharma, PWC  
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

DEPOT 6: ICMR- National Institute for Occupational Health (NIOH), near Raksha Shakti University, Meghaninagar, 
Ahmedabad, Gujarat 380016 
Depot Head:  Dr. Kamalesh Sarkar, Director (director-nioh@gov.in; kamalesh.sarkar@gmail.com) 

 

State and Laboratories covered under ICMR-NIOH, Ahmedabad (20 Laboratories) 

 

DEPOT 7:   ICMR-National Institute of Virology (NIV), 20-A, Dr Ambedkar Road, Pune  
Depot Head:  Dr. Priya Abraham, Director (director.niv@icmr.gov.in) 

State and Laboratories covered under ICMR-NIV, Pune (17 Laboratories) 

State Name of laboratories Contact Person 

Gujarat 
 
(20 Labs) 

1. BJ Medical College, Ahmedabad 
2. MP Shah Govt Medical College, Jamnagar 
3. Govt. Medical College, Surat 
4. Govt. Medical College, Bhavnagar 
5. Govt. Medical College, Vadodara 
6. Govt. Medical College, Rajkot 
7. NHL Medical College, Ahmedabad 
8. GMERS Medical College, Ahmedabad 
9. GMERS Medical College, Gandhinagar 
10. GMERS Medical College, Valsad 
11. ICMR-National Institute of Occupational Health, Ahmedabad 
12. Gujarat Cancer & Research Institute, Ahmedabad 
13. Surat Municipal Institute of Medical Education & Research (SMIMER), 

Surat 
14. GMERS Medical College and Hospital, Dharpur Patan 
15. Gujarat Adani Institute of Medical Sciences, Bhuj 
16. Gujarat Biotechnology Research Center, Gandhinagar 
17. Gujarat Forensic Sciences University, Gandhinagar 
18. GMERS Medical College, Gotri, Vadodara 
19. GMERS Medical College, Himmatnagar 
20. Dr. H.L. Trivedi Institute of Transplantation Services, Ahmedabad 

 Depot Team: 
 

*Dr. P. Sivaperumal, Scientist D 

(sivaperumal.p@gov.in; 
sivaperum2003@yahoo.co.in; 
9904721778) 
 

*Dr Kuldeep Upadhyay, Scientist B 

(drkuldip_upadhyay@rediffmail.com; 
8780829397) 
 

*Mr. Danish Syed, PWC (7977151805) 

 

Central Team at ICMR: 
 

**Dr. Hemlata, Scientist C, ICMR 

(hemlata.jaint@gmail.com; 98187 43598) 
 
Mr. Prankur Gupta, IRSS 
 
Mr. Abhinav Sharma, PWC  

 

State Name of laboratories Contact Person 

Maharashtra 
 
(17 Labs) 

1. ICMR-National Institute of Virology, Pune 
2. Armed Forces Medical College, Pune 
3. BJ Medical College, Pune 
4. Command Hospital (SC), Pune  
5. Govt. Medical College, Aurangabad 
6. V. M. Government Medical College, Solapur 
7. Govt. Medical College, Miraj 
8. Govt. Medical College, Akola 
9. ICMR-National AIDS Research Institute, Pune 
10. Swami Ramanand Teerth Marathwada, University, Nanded 
11. Vilasrao Deshmukh Govt. Institute of Medical Sciences, Latur 
12. RCSM Govt. Medical College, Kolhapur 
13. National Center for Cell Sciences, Pune 
14. Indian Institute of Science Education and Research (IISER), 

Pune 
15. District General Hospital, Ahmednagar 

Depot Team: 
 

*Dr. Varsha Potdar, Scientist D & HOD 

(Potdarvarsha9@gmail.com; 9890307757) 
 

*Mrs Sheetal Jadhav 

Technical Assistant  
(sheetalk86@gmail.com; 
9011529385) 
 
 

Central Team at ICMR: 
 

**Dr. Hemlata, Scientist C, ICMR 

(hemlata.jaint@gmail.com; 98187 43598) 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

 
DEPOT 8:   ICMR-National Institute For Research in Reproductive Health (NIRRH), J Merwanji St, Parel East, Parel, 

Mumbai, Maharashtra 400012 
Depot Head:  Dr. Vainav Patel, Scientist E (vainavp@gmail.com) 

 

State and Laboratories covered under ICMR-NIRRH, Mumbai (15 Laboratories) 

 
DEPOT 9:   ICMR-National Institute of Nutrition (NIN), Beside Tarnaka Metro Station, Osmania University, PO, 

Hyderabad, Telangana 500007 
Depot Head:  Dr. Hemalatha, Director (rhemalathanin@gmail.com) 

 

State and Laboratories covered under ICMR-NIN, Hyderabad (9 Laboratories) 
 

State Name of laboratories Contact Person 

Telangana  
 
(9 Labs) 

1. Gandhi Medical College, Secunderabad 
2. Osmania Medical College, Hyderabad 
3. Sir Ronald Ross of Tropical & Communicable Diseases, 

Hyderabad 
4. Nizam’s Institute of Medical Sciences, Hyderabad 
5. Institute of Preventive Medicine, Hyderabad 
6. ESIC Medical College, Hyderabad 
7. Kakatiya Medical College, Nizampura, Warangal 
8. Centre for Cellular & Molecular Biology, Hyderabad 
9. Centre for DNA Fingerprinting and Diagnostics, 

 Depot Team: 
 

*Dr. B. Dinesh Kumar, Scientist G 

(nindineshpct@gmail.com; 9849082088) 

*Dr. P. Uday Kumar Scientist G 

(putchaaudaykumar@yahoo.com; 9247339143) 
Dr. A Laxmaiah, Scientist G 
(laxmanavula09@gmail.com; 9395113419) 
Mr. Nikhil Abraham, PWC (9539804320) 
 
Central Team at ICMR: 

16. Government Medical College, Baramati 
17. Swami Ramanand Teerth Rural Government Medical College, 

Ambajogai 
 

Mr. Prankur Gupta, IRSS 
 
Mr. Abhinav Sharma, PWC  
 

 

State Name of laboratories Contact Person 

Maharashtra  
(other than 
Vidharbha) 
 
(13 Labs) 

1. Seth GS Medical College & KEM Hospital, Mumbai 
2. Kasturba Hospital for Infectious Diseases, Mumbai 
3. National Institute of Virology Field Unit, Mumbai 
4. Grant Medical College & Sir JJ Hospital, Mumbai 
5. Shree Bhausaheb Hire Govt. Medical College, Dhule 
6. Haffkine Institute, Mumbai 
7. ICMR-National Institute for Research on Reproductive Health, 

Mumbai 
8. Rajiv Gandhi Medical College & CSM Hospital, Kalwa, Thane, 

Mumbai 
9. INHS Ashvini, Mumbai 
10. Tata Memorial Centre ACTREC, Mumbai  
11. Tata Memorial Hospital, Mumbai  
12. Model Rural Health Research Unit (MRHRU), Sub District 

Hospital, Agar, Dahanu, Palghar  
13. Govt. Medical College, Jalgaon 

 Depot Team: 
 

*Dr Rajendra Katkam, Sr Technical Officer 

III (katkamrajendra@gmail.com; 
+919967416155) 
 

*Dr Kiran Munne, Scientist B 

(dr.kiranmunne@gmail.com; 
+919923334435) 
 

Central Team at ICMR: 
 

**Dr. Hemlata, Scientist C, ICMR 

(hemlata.jaint@gmail.com; 98187 43598) 
 
Mr. Prankur Gupta, IRSS 
 
Mr. Abhinav Sharma, PWC  

 
Goa 
(1 Lab) 

14. Goa Medical College 

Dadra & Nagar 
Haveli (1) 

15. Shri Vinoba Bhave Civil Hospital, Silvassa 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

Hyderabad   

**Dr. Gitika Kharkwal, Scientist C, ICMR 

(gitikagk7@gmail.com; 7838912620) 
 
Mr. S. Rajesh, Director, NITI Aayog   
 
Mr. Haider, PWC  
 

 

 
DEPOT 10:  ICMR-National Institute of Virology Bangalore Unit (NIV-BU) 

Depot Head:  Dr. Ashok, Office Incharge (ashokmniv@gmail.com) 
 

State and Laboratories covered under ICMR-NIV Bangalore Unit (28 Laboratories) 
 

State Name of laboratories Contact Person 

Karnataka  
 
(28 Labs) 

1. Hassan Inst. Of Med. Sciences, Hassan 
2. Mysore Medical College & Research Institute, Mysore 
3. Shivamogga Institute of Medical Sciences, Shivamogga 
4. Command Hospital (Air Force), Bengaluru 
5. Bangalore Medical College & Research Institute, Bengaluru 
6. ICMR-National Institute of Virology, Bangalore Field Unit, Bengaluru 
7. Gulbarga Institute of Medical Sciences, Gulbarga 
8. Vijaynagar Institute of Medical Sciences, Bellary 
9. National Institute of Mental Health and Neuro-Sciences, Bengaluru 
10. Wenlock District Hospital, Mangalore 
11. Karnataka Institute of Medical Sciences, Hubli 
12. ICMR-National Institute of Traditional Medicine, Belagavi 
13. Dharwad Institute of Mental Health & Neurosciences, Dharwad 
14. Kidwai Memorial Institute of Oncology, Bengaluru 
15. Mandya Institute of Medical Sciences (MIMS), Mandya 
16. Instem, Bengaluru 
17. Chamarajanagar Institute of Medical Sciences 

(CIMS), Chamarajanagar District 
18. Indian Institute of Science, Bengaluru (Department of Biochemistry, 

Centre for Infectious Disease Research)  
19. Gadag Institute of Medical Sciences, Gadag 
20. Kodagu Institute of Medical Sciences, Kodagu District 
21. Government Viral Diagnostic Laboratory, Shimoga District 
22. Raichur Institute of Medical Sciences, Raichur 
23. Bidar Institute of Medical Sciences, Bidar 
24. Koppal Institute of Medical Sciences, Koppal 
25. Karwar Institute of Medical Sciences, Karwar 
26. Tumkur District Hospital, Tumkur 
27. Bowring Lady Curzon Medical College and Research Institute 

(BLCMRI), Bangalore 
28. SNR District Hospital, Kolar 

Depot Team: 
 

*Mr Srinivas Vilasagaram 

(Vilasagar.srinivas@gmail.com; 
9581808969) 
 

*Mr Basavaraj HM (nivbng@gmail.com; 

9739857549) 
 
Central Team at ICMR: 
 

**Dr. Gitika Kharkwal, Scientist C, 

ICMR (gitikagk7@gmail.com; 
7838912620) 
 
Mr. S. Rajesh, Director, NITI Aayog   
 
Mr. Haider, PWC  
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

DEPOT 11: ICMR-National Institute of Epidemiology (NIE), R 127, 3rd Avenue, 2nd Main Rd, near Ambattur, 
Ayapakkam, Chennai, Tamil Nadu  
Depot Head:  Dr. Manoj Murhekar, Director (mmurhekar@nieicmr.org.in) 

 
State and Laboratories covered under ICMR-NIE, Chennai (71 Laboratories) 
 

State Name of laboratories Contact Person 

Tamil Nadu  
 
(43 Labs) 

1. King Institute of Preventive Medicine & Research, Chennai  
2. Madras Medical College, Chennai  
3. Stanley Medical College, Chennai  
4. Govt. Kilpauk Medical College, Chennai  
5. ICMR-National Institute for Research in Tuberculosis, Chennai  
6. State Public Health Laboratory, Chennai  
7. ICMR-National Institute of Epidemiology, Chennai  
8. Dr. MGR Medical University, Chennai  
9. Dr. ALM PG Institute of Basic Medical Sciences, Chennai 
10. Govt. Medical College & Hospital, Omandurar Govt. Estate, Chennai  
11. Govt. Theni Medical College, Theni 
12. Tirunelveli Medical College, Tirunelveli 
13. Govt. Medical College, Thiruvarur 
14. Kumar Mangalam Govt. Medical College, Salem  
15. Coimbatore Medical College, Coimbatore  
16. Govt. Medical College & ESIC Hospital, Coimbatore  
17. Government Medical College, Villipuram 
18. Madurai Medical College, Madurai  
19.  K A P Viswanatham Govt. Medical College, Trichy  
20.  Perundurai Medical College, Perundurai  
21.  Govt. Dharmapuri Medical College, Dharmapuri 
22.  Govt. Medical College, Vellore 
23. Thanjavur Medical College, Thanjavur  
24. Kanyakumari Govt. Medical College, Nagercoil  
25. Govt. Thoothukudi Medical College, Thoothukudi  
26. Institute of Vector Control & Zoonoses, Hosur  
27. Pasteur Institute of India, Coonoor  
28. Rajah Muthiah Medical College, Chidambaram  
29.  Government Medical College, Karur 
30.  Govt. Tiruvannamalai Medical College & Hospital, Tiruvannamalai  
31.  Chengalpattu Government Medical College, Kancheepuram  
32. Government Medical College and Hospital, Pudukkottai 
33. Government Shivagangai Medical College, Shivagangai  
34. Government District Heaquarters Hospital, Virrudhu Nagar  
35. Government District Heaquarters Hospital, Ramanathapuram  
36. Government District Heaquarters Hospital, Ariyalur 
37. Government District headquarter Hospital. Tiruppur 
38. Government Kallakruichi Hospital, Kallakurichi  
39. Government District Headquarters Hospital, Tiruvallur  
40. Government District Headquarters, Namakkal 
41. Centre Leather Research Institute, Adyar, Chennai 
42. Government Headquarters Hospital, Dindigul 
43. C.D Hospital, Greater Chennai Corporation, Chennai 
44. Government District Head Quarters Hospital, Nagapattinam 

 Depot Team: 

*Dr.C.P.Girish Kumar, Scientist –E 

(girishmicro@gmail.com; 
9840304596) 
 

*Dr.S.M.Jeyakumar, Scientist – E 

(smjkumar@gmail.com; 9440520475) 
 
*Mr. Muthu Raman, PWC 

(9940384010) 
 
Central Team at ICMR: 
 

**Dr. Gitika Kharkwal, Scientist C, 

ICMR (gitikagk7@gmail.com; 
7838912620) 
 
Mr. S. Rajesh, Director, NITI Aayog   
 
Mr. Haider, PWC  
 

 

Puducherry  
 
(02 Labs) 

45. Jawaharlal Institute of Postgraduate Medical Education & Research, 
Puducherry 

46.  Indira Gandhi Medical College, Puducherry 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

Andhra 
Pradesh 
 
 (10 labs) 

47. Sri Venkateswara Institute of Medical Sciences, Tirupati 
48. Rangaraya Medical College, Kakinada 
49. Sidhartha Medical College, Vijaywada 
50. Govt. Medical College, Ananthpur 
51. Guntur Medical College, Guntur 
52. Rajiv Gandhi Institute of Medical Sciences, Kadapa 
53. Andhra Medical College, Visakhapatnam 
54. Govt. Kurnool Medical College, Kurnool  
55. Govt. Medical College, Srikakulam 
56. Sri Venketeshwar Medical College, Tirupati 

 

Kerala  
 
(14 Labs) 

57. National Institute of Virology, Field Unit, Allapuzzha 
58. Govt. Medical College, Thiruvanathapuram 
59. Govt. Medical College, Kozhikode 
60. Govt. Medical College, Thrissur 
61. Rajiv Gandhi Center for Biotechnology, Thiruvanathapuram 
62. Sree Chitra Tirunal Institute of Medical Sciences, Thiruvanathapuram 
63. State Public Health Laboratory, Trivandrum 
64. Inter University, Kottayam 
65. Malabar Cancer Center, Thalassery 
66. Central University of Kerala, Periye, Kasaragod 
67. Govt. Medical College, Ernakulum 
68. Govt. Medical College, Manjeri 
69. Govt. Medical College, Kottayam 
70. Govt. Medical College, Kannur 

Andaman and 
Nicobar  
(1 Lab) 

71. ICMR- Regional Medical Research Centre, Port Blair 

 

DEPOT 12: ICMR-Rajendra Memorial Research Institute of Medical Sciences (RMRIMS), Agam Kuan, Sadikpur, Patna, 
Bihar  
Depot Head:  Dr. Pradeep Das, Director (drpradeep.das@gmail.com) 

 

State and Laboratories covered under ICMR-RMRIMS, Patna (6 Laboratories) 
 

State Name of laboratories Contact Person 

Bihar 
 
(6 Labs) 

1. ICMR-Rajendra Memorial Research Institute of Medical 
Sciences, Patna 

2. Indira Gandhi Institute Medical Sciences, Patna 
3. Patna Medical College, Patna 
4. Darbhanga Medical College, Darbhanga 
5. SKMCH, Muzaffarpur 
6. All India Institute of Medical Sciences, Patna 
 

Depot Team:  

*Dr. Ashish Kumar, Scientist C 

(ashish2k8@gmail.com; 8210353361) 

 

*Dr. Manas R Dikhit, ICMR-PDF 

(manasranjandikhit@gmail.com; 
9304657119) 
 
Central Team at ICMR: 
 

**Dr. Harpreet Sandhu, Scientist  F, 

ICMR (sandhuh.hq@icmr.gov.in; 
9810332718) 
 
Mr. H S Pahuja, IAS, Deputy 
Secretary  
 
Mr. Pranjal, PWC  
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

 
 

 

 
DEPOT 13: ICMR-National Institute for Cholera and Enteric Diseases (NICED), P- C.I.T. Scheme XM, 33, CIT Rd, 

Subhas Sarobar Park, Phool Bagan, Beleghata, Kolkata, West Bengal  
Depot Head:  Dr. Shanta Dutta, Director (drshantadutta@gmail.com) 

State and Laboratories covered under ICMR-NICED, Kolkata (20 Laboratories) 
 

State Name of laboratories Contact Person 

West Bengal 
 
(14 Labs) 

1. ICMR-National Institute of Cholera & Enteric Diseases, Kolkata 
2. Institute of Post Graduate Medical Education & Research, Kolkata  
3. Midnapore Medical College, Midnapore 
4. North Bengal Medical College, Darjeeling 
5. School of Tropical Medicine, Kolkata 
6. Malda Medical College & Hospital, Malda 
7. Command Hospital, Kolkata 
8. Chittaranjan National Cancer Institute, Kolkata 
9. R.G. Kar Medical College & Hospital, Kolkata 
10. Murshidabad Medical College, Behrampore, Murshidabad 
11. Nil Ratan Sircar Medical College, Kolkata 
12. Bankura Medical College, Bankura 
13. Suri Sadar Hospital, Birbhum 
14. Medical College, Kolkata 

Depot Team:  

*Dr. Mamta Chawla Sarkar, 

Scientist F 
(chawlam70@gmail.com; 
9830660999) 
 

*Dr. Provash Chandra 

Sadhukhan, Scientist E 
(provash2000@gmail.com; 
9830546338) 
 

*Mr. Pranavesh Kumar, PWC 

(9439732199) 
 
Central Team at ICMR: 
 

**Dr. Joy Kumar Chakma, 

Scientist E, ICMR 
(drjkna@yahoo.com; 
7210660508) 
 
Mr. H S Pahuja, IAS, Deputy 
Secretary  
 
Mr. Pranjal, PWC  

 

Tripura 
(1 Labs) 
 

15. Govt. Medical College, Agartala 

Jharkhand 
(4 Labs) 
 

16. MGM Medical College & Hospital,Jamshedpur 
17. Rajendra Institute of Medical Sciences, Ranchi 
18. Patliputra Medical College & Hospital, Dhanbad 
19. Itki Aarogyashala, Ranchi 

Sikkim (1 Lab) 20. IRL, STNM Hospital, Gangtok 

 
DEPOT 14:  ICMR-Regional Medical Research Centre (RMRC), NALCO Nagar, Chandrasekharpur, Bhubaneswar, 

Odisha 751023  
Depot Head:  Dr. Sanghamitra Pati, Director (drsanghamitra12@gmail.com) 

 
State and Laboratories covered under ICMR-RMRC, Bhubaneswar (14 Laboratories) 

 

State Name of laboratories Contact Person 

Odisha 
 
(10 Labs) 

1. ICMR-Regional Medical Research Centre, Bhubaneshwar (High-
throughput Laboratory) 

2. All India Institute of Medical Sciences, Bhubaneshwar 
3. SCB Medical College and Hospital, Cuttack 
4. MKCG Medical College, Berhampur 
5. Ispat General Hospital, Rourkela 
6. Veer Surendra Sai institute of Medical Science & Research, 

Sambalpur 
7. Institute of Life Sciences, Bhubaneshwar  
8. ICAR- International Centre for Foot and Mouth Disease, Khordha, 

Depot Team:  

*Dr.G Bulliyya, Scientist-F 

(gbrmrcicmr@gmail.com; 
9861321469) 
 

*Dr S K Palo, Scientist-D 

(drpalsubrat@gmail.com; 
8763590449) 
 
Central Team at ICMR: 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

Odisha  
9. Indian Institute of Science Education and Research (IISER), 

Berhampur  
10. Bhima Bhoi Medical College and Hospital, Bolangir 
11. Pandit Raghunath Murmu Medical College, Baripada 

 

**Dr. Harpreet Sandhu, Scientist 

F, ICMR (sandhuh.hq@icmr.gov.in; 
9810332718) 
 
Mr. H S Pahuja, IAS, Deputy 
Secretary  
 
Mr. Pranjal, PWC  
 

 

Chhattisgarh  
 
(4 Labs) 

12. All India Institute of Medical Sciences, Raipur 
13. Late Baliram Kashyap M Govt. Medical College, Jagdalpur 
14. JNM Medical College, Raipur 
15. Late Shri Lakhi Ram Agrawal Memorial Govt. Medical College, 

Raigarh 

 

DEPOT 15:  ICMR-Regional Medical Research Centre (RMRC), Bokul, Lahowal, Dibrugarh,  Assam 
Depot Head:  Dr. Kanwar Narain, Director (kanwar_narain@hotmail.com) 
 

 
 State and Laboratories covered under ICMR-RMRC, Dibrugarh (5 Laboratories) 
 

State Name of laboratories Contact Person 

Arunachal Pradesh 
(1 Lab) 
 

1. Tomo Riba Institute of Health & Medical Sciences, 
Naharlagun 

Depot Team:  

*Dr. Dipankar Biswas, Scientist F 

(dbiswas1967@gmail.com; +91-94351-
31976) 
 

*Dr. S.K. Sharma, Scientist G 

(sksharma.rmrcne@gov.in; +91-94351-
31953) 
 
Central Team at ICMR: 
 

**Dr. Joy Kumar Chakma, Scientist E, 

ICMR (drjkna@yahoo.com; 7210660508) 
 
Mr. H S Pahuja, IAS, Deputy Secretary  
 
Mr. Pranjal, PWC  
 

 

Upper Assam  
(4 Labs) 

2. ICMR-Regional Medical Research Center, Dibrugarh 
3. Assam Medical College, Dibrugarh    
4. Jorhat Medical College, Jorhat 
5. CSIR North East Institute of Science and Technology 

(NEIST), Jorhat 
 
 

 

 
DEPOT 16:  Gauhati Medical College and Hospital (GMC), Narakasur Hilltop, Bhangagarh, Guwahati, Assam 

Depot Head:  Prof. Lahari Saikia, HOD, Microbiology (Lahari.saikia@yahoo.com) 
 

State and Laboratories covered under GMC, Guwahati (10 Laboratories) 
 

State Name of laboratories Contact Person 

Lower Assam 
(5 Labs) 

1. Gauhati Medical College, Guwahati  
2. Silchar Medical College, Silchar 
3. Fakkhruddin Ali Ahmed Medical College, Barpeta  
4. Tezpur Medical College, Tezpur 
5. Defence Research Laboratory, Tezpur 

Depot Team:  
 

*Dr. Dina Raja, Associate Professor 

(dinaraja2016@gmail.com; 9864039629) 
 

*Dr. Shashank Sekhar, Assistant Professor 

(drshashank79@gmail.com; 9435033258) 
 

Mizoram 
(1 Lab) 

6. Zoram Medical College, Falkhawn, Aizawl 

Nagaland 7. State Referral BSL-3 Laboratory, Naga Hospital, 
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Note:* The laboratory should coordinate with their respective Depot team for any logistic issues.  
The Depot Team should coordinate with the Central Team at ICMR. 
**Person identified for communication at ICMR with the Depot team 

 

(1 Lab) Kohima  
 

Central Team at ICMR: 
 

**Dr. Joy Kumar Chakma, Scientist E, ICMR 

(drjkna@yahoo.com; 7210660508) 
 
Mr. H S Pahuja, IAS, Deputy Secretary  
 
Mr. Pranjal, PWC  
 

 

Meghalaya 
(1 Lab) 

8. North Eastern Indira Gandhi Regional Institute of 
Health & Medical Sciences (NEIGRIHMS), 
Shillong, Meghalaya 
 

Manipur 
(2 Labs) 

9. Jawaharlal Nehru Institute of Med. Sciences, 
Imphal East 

10. Regional Institute of Medical Sciences, Imphal 
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Dated: 11/06/2020 

Revised guidelines for positive sample storage by ICMR approved private labs that 

are doing COVID-19 testing by Real time RT-PCR/CB-NAAT/TrueNat  

1. All private labs that are doing COVID-19 testing by Real time RT-PCR/CB-NAAT/TrueNat are to 

send all positive samples to NIV, Pune as per earlier guidelines (Order no Z 28015/23/2020-EMR, 

dated 21st March 2020). 

2. With the surge in testing across the country, the total number of positive samples has gone up 

considerably. Keeping this in view, ICMR advises of the following. 

a) Labs that have been mapped with ICMR validation centres should periodically (on a regular 

basis) seek the requirements of these centres. The validation centres will tell labs that are 

mapped with them, to send the required number of positive and negative samples to help such 

centres validate different kits that become available for validation.  

b) All labs will send 10 random positive and 5 random negative samples per month to QC labs. 

ICMR has mapped testing private labs to different QC labs (Annexure I). All testing labs will 

liaise with the recommended QC labs and will ensure regular participation in QC activity. 

c) All testing labs will ensure storage of samples at -80C (or at least at -20C) and will ensure 

regular monthly transfer to QC labs. Don't forget to include your lab name and sample ID. 

While shipping, place samples in screw capped vials and proper Biosafety and Biosecurity 

precautions should be followed as per IATA. 

d) In case of any discordance, additional 5 positive and 3 negative samples will need to be sent for 

QC check. 

e) If QC results are concordant, all the samples will be destroyed and labs will keep record of 

destruction. 

f) There is no need to send all positive samples to NIV, Pune. 
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Annexure I 

QC lab All private testing labs in 

RMRC, Dibrugarh  
Contact: Dr.Biswa Borkakoty, 
Email: biswaborkakoty@gmail.com 

Assam 

SVMS, Tirupati 

Contact: Dr. Usha Kalawat, 
Email: ukalawat@yahoo.com 

Andhra Pradesh and Puducherry 

RMRIMS, Patna 
Contact: Dr. Pradeep das, 
Email: drpradeep.das@gmail.com 

Bihar 

AIIMS, New-Delhi 
Contact: Dr. Lalit Dar, 
Email: lalitdaraiims@gmail.com 

Delhi 

BJMC, Ahmedabad 

Contact: Dr. M.M. Vegad, 
Email: mahendravegad@rediffmail.com  

Gujarat 

BPS, Sonipat 

Contact: Dr. Sarita Yadav, 
Email: yadav78sarita@yahoo.com 

Haryana 

RIMS, Ranchi 

Dr. Manoj Kumar, 
Email: icmrvirologyrims@gmail.com 

Jharkhand  

AIIMS, Bhopal 

Dr. Debasis Biswas, 
Email: debasis.microbiology@aiimsbhopal.edu.in 

Madhya Pradesh 

NIV Field unit, Bengaluru 

Contact: Dr. Ashok 

Email: ashokmniv@gmail.com 

Karnataka 

NIV Field unit, Allapuzzha 
Contact: A.P. Sugunan, 
Email: apsugunan@gmail.com 

Kerala 

Kasturba Hospital for Infectious Diseases, Mumbai. 

Contact: Dr Jayanthi Shastri, 

Email: jsshastri@gmail.com 

Mumbai 

NIV, Pune 

Contact: Dr. Varsha Potdar 

Email: potdarvarsha9@gmail.com 

Rest of Maharashtra 
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QC lab All private testing labs in 

RMRC, Bhubaneswar 

Contact: Dr. Jyoti Turuk  

Email:drjyotirmayuturuk@gmail.com 

Odisha 

PGI, Chandigarh  

Contact: Dr. Mini Singh 

Email: minipsingh@gmail.com 

Punjab  

GMC, Haldwani 

Contact: Dr. Vinita Rawat, 
Email: drvinitarawat@gmail.com 

Uttarakhand 

SMS Medical College, Jaipur 

Contact: Dr. Bharti Malhotra, 
Email: drbhartimalhotra@gmail.com 

Rajasthan 

KIPM, Chennai 

Contact: Dr. K. Kaveri, 
Email: kaveri_raj1967@yahoo.com 

Tamilnadu 

GMC, Secunderabad 

Contact: Dr. K. Nagamani, 
Email: nagamaniy2k03@rediffmail.com 

Telangana 

KGMU, Lucknow 

Contact: Dr. Amita Jain, 
Email: amita602002@yahoo.com 

UP 

NICED, Kolkata 

Contact: Dr. Shanta Dutta 
Email: shanta1232001@yahoo.co.in, 

West Bengal 
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Advisory on Use of Rapid Antigen Detection Test for COVID-19 
 

Dated: 14th June 2020 
Background: 

 

1. Real time RT-PCR is the gold standard frontline test for diagnosis of COVID19. Various open and 

closed RT-PCR platforms (Open systems RT-PCR machines, TrueNat and CBNAAT) are currently being 

used for COVID19 diagnosis in India. All these platforms require specialized laboratory facilities in-

terms of equipment, biosafety & biosecurity. Minimum time taken for the test varies between 

different systems with a minimum of 2-5 hours including the time taken for sample transportation. 

These specifications limit the widespread use of the RT-PCR test and also impedes quick 

augmentation of testing capacity in various containment zones and hospital settings.  

 

2. In view of this, there is urgent need of a reliable point-of-care rapid antigen detection test with good 

sensitivity and specificity for early detection of the disease. 

 

3. There are no reliable antigen detection tests available worldwide, which could be used as rapid 

point of care tests for quick detection of COVID-19 positive patients. Such tests would help in proper 

implementation of the Govt. strategy to test, track and treat. Such tests will also help in allaying the 

anxiety and fear of healthcare workers and aid in better clinical management of the patients. In view 

of this, an independent two site evaluation of the only available or standalone antigen detection 

assay: Standard Q COVID-19 Ag detection kit, was conducted with an aim to evaluate its sensitivity, 

specificity and feasibility of use as a point-of-care test for early detection of SARS-CoV-2. 

 

4. Brief description of the Standard Q COVID-19 Ag detection: 

 

i) Standard Q COVID-19 Ag detection kit is a rapid chromatographic immunoassay for qualitative 

detection of specific antigens to SARS-CoV-2. has been developed by SD Biosensor, a South 

Korea based company, having its manufacturing unit in Manesar, Gurugram, India. 

ii) Each test kit comes with an inbuilt COVID antigen test device, viral extraction tube with viral lysis 

buffer and sterile swab for sample collection. 

iii) One Nasopharyngeal swab needs to be collected using the customized sample collection swab 

provided with the kit. No other sample (throat swab, bronchoalveolar lavage or sputum) should 

be used. 

iv) After sample collection, the swab should be immersed and squeezed in the viral extraction 

buffer, provided with the kit. This buffer inactivates the virus thereby reducing biosafety and 
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biosecurity requirements. The test does not work if the sample is collected in the usual Viral 

Transport Media (VTM), routinely used for collection of OP/NP swabs. 

v) Once the sample is collected in the extraction buffer, it is stable only for one hour. Therefore, 

the antigen test needs to be conducted at the site of sample collection in the healthcare setting. 

Transportation to the lab is not recommended. 

vi) Once the sample goes into the buffer and is mixed properly, the buffer tube cap needs to be 

replaced with a nozzle provided with the kit and 2-3 drops of the sample with buffer are put into 

the well of the test strip.  

vii) The test can be interpreted as positive or negative after 15 minutes of putting the sample into 

the well by appearance of test and control lines, which can be read with a naked eye, requiring 

no specialized equipment. Maximum duration for interpreting a positive or negative test is 30 

minutes. After that the test strip should be discarded.  

viii) The test kit should be stored between 2° to 30° C. 

ix) Detailed instructions for use can be accessed through the video link: 

https://youtu.be/mBdaOHJWxI4 

 

5. Validation of the Test: 

 

I. Sites: 

 

Standard Q COVID-19 Ag detection assay by SD Biosensor was evaluated independently by the following 

agencies: 

i) Indian Council of Medical Research, Delhi; and  

ii) All India Institute of Medical Sciences, Delhi 

 

II. Results:  

 

i) Standard Q COVID-19 Ag rapid antigen detection test has a very high specificity (i.e. ability to 

detect true negatives). Specificity ranged from 99.3 to 100% at the two sites.  

ii) Sensitivity of the test (i.e. ability to detect true positives) ranged from 50.6% to 84% in two 

independent evaluations, depending upon the viral load of the patient. Higher viral load 

correlated with higher sensitivity.  

 

6. Conclusions and Recommendations: 

 

i) Standard Q COVID-19 Ag detection assay by SD Biosensor is the standalone antigen detection 

test which is available in India and has been validated. 

ii) ICMR encourages other manufacturers / developers who have antigen detection assays to come 

forward for validation. 
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iii) In view of its high specificity while relatively low sensitivity, ICMR recommends the use of 

Standard Q COVID-19 Ag detection assay as a point of care diagnostic assay for testing in the 

following settings in combination with the gold standard RT-PCR test: 

 

A. Containment zones or hotspots (to be performed onsite under strict medical supervision and 

maintaining kit temperature between 2° to 30° C.): 

i) All symptomatic Influenza Like Illness (ILI).  

ii) Asymptomatic direct and high-risk contacts with co-morbidities (lung disease, heart disease, 

liver disease, kidney disease, diabetes, neurological disorders, blood disorders) of a confirmed 

case to be tested once between day 5 and day 10 of coming into contact.  

 

B. Healthcare settings (to be performed onsite under strict medical supervision and maintaining kit 

temperature between 2° to 30° C): 

i) All symptomatic ILI patients presenting in a healthcare setting and are suspected of having 

COVID19 infection. 

ii) Asymptomatic patients who are hospitalized or seeking hospitalization, in the following high-

risk groups:  

 Patients undergoing chemotherapy  

 Immunosuppressed patients including those who are HIV+;  

 Patients diagnosed with malignant disease;  

 Transplant patients;  

 Elderly patients (>65 yrs of age) with co-morbidities (lung disease, heart disease, liver 

disease, kidney disease, diabetes, neurological disorders, blood disorders) 

 

iii) Asymptomatic patients undergoing aerosol generating surgical / non-surgical interventions: 

 Elective/emergency surgical procedures like neurosurgery, ENT surgery, dental 

procedures;  

 Non-surgical interventions like bronchoscopy, upper GI endoscopy and dialysis;  

 

*ILI case is defined as one with acute respiratory infection with fever ≥ 38◦C AND cough.  

 

Use of the rapid antigen test is recommended in A & B categories above subject to the following 
conditions: 
 

i) Suspected individuals who test negative for COVID-19 by rapid antigen test should be definitely 
tested sequentially by RT-PCR to rule out infection, whereas a positive test should be considered 
as a true positive and does not need reconfirmation by RT-PCR test.  

ii) Samples (only nasopharyngeal swabs) to be collected by a trained healthcare worker following full 
infection control practices including use of proper PPE. 

iii) The test should be conducted onsite under strict medical supervision and within one hour of sample 
collection in extraction buffer. 
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Date: 19/06/2020 

Guidance on rapid antibody kits for COVID-19 
 

Till date, 56 antibody based rapid tests have been validated, and the following were found to be 

satisfactory. 11 of these kits are manufactured in India. 
 

S.No. Name of Company   Name of Kit  Lot no./Batch no. 

1. BioMedomics (CE-IVD), China Biomedomics COVID-19 IgM IgG Rapid Test  20200226 

2. Voxtur Bio Ltd, Surat (Gujarat), 
India 

Coronavirus (COVID-19) IgG/IgM Rapid Test PCCV200301S 

3. VANGUARD Diagnostics, Delhi, 

India 
COVID-19 IgM/IgG Antibody Detection Card 

Test 

RCOVID200301T 

4. HLL Lifecare Limited, Gurugram 

(Haryana) India 

Makesure COVID-19 Rapid test CVCT030420 

CVCT0204203 

CVCT0104202 

5. Lab Care Diagnostics India Pvt. Ltd, 
Mumbai (Maharashtra), India 

ACCUCARE IgM/IgG Lateral Flow Assay kit CVC 200401 

6. NuLifecare, Noida (Uttar Pradesh), 
India 
 

Abchek COVID-19 IgM/IgG Antibody Rapid 

Test 

NUL/COV- 

19/R&D/001 

7. Alpine Biomedicals, Ambala 
(Haryana), India 

One Step Corona Virus (COVID-19) IgM/IgG 
Antibody Test 

A10420 
A20420 

8. Medsource Ozone Biomedicals, 
Haryana, India 

COVID 19 IgM/IgG Rapid Test Kit (ver 2.0) COV-002 

9. Immuno Science India Pvt. Ltd, 

Pune (Maharashtra), India 
Immuno Quick Rapid Test for Detection of 

Novel Coronavirus (COVID-19) IgM/IgG 

Antibodies 

E142001 

10 SD Biosensors, Healthcare Pvt. Ltd., 
Gugugram (Haryana), India 

Standard Q Covid -19 IgM/IgG Duo test – One 

Step Rapid Antibody test 

E054002 

E054004 

11. BMT Diagnostics (Rafael 
Diagnostic), Israel 

BMT COVID-19 IgG/IgM Rapid Test Kit COV20030059 

COV20030059-1 

12. SIDAK Life Care Pvt. Ltd., New 
Delhi, India 

One Step COVID-19 IgM/IgG Antibody COVID19S004A 

COVID19S004B 

COVID19S004C 

13. Diagnocure, Solan (Himachal 
Pradesh), India 

Xamin COVID-19 Rapid Test Device DI/COV19/R&D/001 
DI/COV19/R&D/002 

 
Rapid antibody tests are not recommended for diagnosis of COVID-19 infection 

 

 Can be done on blood/serum/plasma samples 

 Test result is available within 30 minutes 

 Test may come positive after 7-10 days of infection 

 The test may remain positive for several weeks after infection 

 Positive test indicates exposure to SARS-CoV-2 

 Negative test does not rule out COVID-19 infection 

 These rapid antibody test kits have been validated in the laboratory. However, the 

performance of the kits may be subject to variation under field conditions. 

 Above listed kits are validated with the mentioned batch number only. Responsibility for 

batch to batch consistency lies with the manufacturer. 
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Date: 19/06/2020 

Guidance on rapid antibody kits for COVID-19 
 

S. No. Kit Detail Lot no./Batch no. 

14. SARS-CoV-2 Antibody test (Lateral flow method): Guangzhou Wondfo Biotech 

Mylan Laboratories Limited (CE-IVD) 

M R Roofs Private Ltd  

Abbott Laboratories 

Zydus Cadilla 

# 

W19500309  

W19500302  

W19500351 

W19500338 

15. COVID-19 IgM/IgG Antibody Rapid Test: ZHUHAI LIVZON DIAGNOSTICS (CE- 

IVD) 
# CK2003010410 

 

# The marketing licenses to the distributors of these 2 companies have been cancelled by the Central 

Drugs Standard Control Organization (CDSCO). 

 
Antibody based rapid tests which are US-FDA approved can be used directly after due marketing approval 

from DCGI. 
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V. Ramalingaswami Bhawan, Ansari Nagar
New Delhi - 110 029

DO. No.ECD/COVI D1 9/Misc./2020
Dated 1 9th June 2020

Subject: Ramping up testing for COVID-I9 in containment zones and hospitals.

Dear (Chief Secretaries of all states)

1. Real Time RT-PCR is the gold standard test for detecting cases of COVID-19. The test
requires specialized laboratory setup with specific biosafety and biosecurity precautions
to be followed. Average time taken is around 4-5 hours from receipt of sample to getting
the result. The advantage of this platform lies in its accuracy of detection as well as
ability to run upto 90 samples in a single run. However, in view of the specialized
laboratory requirements, this test cannot be performed at every district level labs which
do not have molecular virology facilities.

2. The TrueNat and CBNAAT systems have also been deployed for diagnosis of COVID-19
in view of availability of customized cartridges for COVID-19 diagnosis. These platforms
have widespread availability even at district and PHC as these platforms are widely used
for diagnosis of Tuberculosis as well as other infectious diseases. These platforms have
a quick turnaround time (30 -60 minutes) but only 1-4 samples can be tested in one run,
limiting the maximum numbers that can be tested to 24-48 samples / day. The viral lysis
buffer that comes with the COVID-1 9 cartridges inactivates the virus and poses
minimum biosafety hazard. Safety is further augmented by the closed nature of these
platforms and minimum sample handling. These features have facilitated use of these
platforms at grass root level thereby increasing access to testing.

3. ln an effort to ramp up the testing capacity, ICMR has approved a total of 960 labs in
public and private sector. However, inspite of these developments in testing, there is an
urgent need to introduce rapid point of care diagnostic tests to make testing widely
available in all parts of the country.

4. Rapid antigen-based detection assays have been used successfully for early diagnosis
of diseases like Malaria, Leishmania, viral and bacterial respiratory infections etc. Such
tests can be used as point of care diagnostics in field settings and have minimal
biosafety and biosecurity requirements. ln view of this, ICMR had been exploring
alternate quick and reliable options for diagnosis of COVID-19.
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ICMR and AllMS, Delhi independently evaluated the stand-alone rapid point of care
antigen detection assay for quick diagnosis of SARS-CoV-2 developed by SD Biosensor
with manufacturing unit at Manesar, Gurugram. The assay is known as Standard Q
COVID-I9 Ag kit. On validation, the test has been found to have a very high specificity
with moderate sensitivity. ICMR now also recommends use of Standard Q COVID-19 Ag
detection test as a point of care diagnostic assay for testing in the containment zones as
well as hospitals in combination with the gold standard RT-PCR test. ICMR has issued
an advisory dated 14u June 2020. ln this regard, which may be accessed at:
httos://www.icmr.oov.in/odf/covid/strateov/Advisorv for rapid antioen test 14062020.p
df. The advisory clearly delineates the recommended groups of individuals who should
be tested using the antigen detection assay. Key points in the advisory are enclosed as
Annexure 1 for your perusal.

Standard Q COVID-19 Ag kit is available with the local vendor of SD Biosensor.
Contact details are as follows.

Dr. CS Bedi
Mobile No: +919810426069
Email: drbedi@icloud.com

ICMR has negotiated the price of the kit. The upper price cap negotiated by the
Committee is Rs. 450^.

For any technical assistance /clarifications, details of the ICMR contact point are given
below:

Dr. Sidhartha Giri, Scientist E, ICMR
Mobile No: +918754617892
Email: sidhartha.o@icmr.qov.in

Kindly note that in addition to the details of all the tests conducted by the RT-PCR,
TrueNat, CBNAAT, results of Antigen detection assay also need to be entered into
the existing ICMR data entry portal where a separate field has been incorporated
to accommodate all testing data emerging through the rapid antigen test.

ln addition, vide earlier letter No. dated from Secy DHR & DG to all states, ICMR has
advised states on use of lgc antibody assays for conducting serosurveys in
asymptomatic frontline workers like healthcare workers, sanitation workers, security staff
etc. for assessing their serostatus for COVID-19. Guidance of ICMR on the list of
available ELISA and CLIA kits can be accessed at

tl

https://www.icmr.oov.in/odf/covid/kits/El|SA CLIA Kits List 03062020.odf. As the apex
research organization of the country, ICMR is mandated to review and conduct research
on the evolving trends of the disease and accordingly advise the states / country on the
public health policies. ln view of this, I advise you to share all the antibody testing results
with ICMR at the email id given below: mmurhekar@omail.com.

9. Since test, track and treat is the only way to prevent spread of infection and save lives, it
is imperative that testing should be made widely available to all symptomatic individuals
in every part of the country and contact tracing mechanisms for containment of infection
are further strengthened. Therefore, it is advised that all the patients who are being
tested by any of the above methods, may be requested to share one personal ldentity,
issued by Govt. of lndia to establish the authenticity of the individual. Also, it has been
noted that the phone numbers shared by individuals at the time of testing are often

7.

8
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incorrect. Therefore, it is advisable that at the time of testing, a missed call should be
given on the shared phone number to verify its correctness,

10. ln view of this, I request you all to kindly take required steps to scale up the testing
capacity in your respective state by adopting various available testing options, making
testing available to all symptomatic individuals in your state. This will enable early
detection and containment of infection which in turn would save several lives.

With regards,

Yours sincerely,

?-/-** rygZtF ( Balram Bhargava )-'

Copv to:

1. Smt. Preeti Sudan, Secretary (HFW), MOHFW, New Delhi

2. Shri Rajesh Bhushan, OSD, MOHFW, New Delhi

3. All Health Secys of States / UTs
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Annexure 1:

Kev points to remember for use of COVID-19 quick antioen detection assav:

. Minimum time taken for RT-PCR test is 2-5 hours.

. Antigen detection test cis a rapid point of care test and has no specialized laboratory

requirements.
. One nasopharyngeal swab is to be collected and tested onsite within one hour of

sample collection.
. Sample collection and testing is to be performed by a trained health care worker with

proper PPE.
. Can be interpreted between 15 to 30 minutes with a naked eye.

. Kit needs to be stored between 2" to 30'C.

cateoories:

A. Containment zones or hotspotsj
i) All symptomatic lnfluenza Like lllness (lll).
ii) Asymptomatic direct and high+isk contacts (with co-morbidities) of a lab confirmed

case.

B. Healthcareiettings;
i) All symptomatic lll patients presenting in a healthcare setting and are suspected of

having COVIDt9 infection.

ii) Asymptomatic patients in high risk groups: undergoing chemotherapy;

immunosuppressed patients; patients suffering with malignant disease; transplant

patients; elderly patients (,65 yrs of age) with co-morbidities

iii) Asymptomatic patients undergoing aerosol generating surgical / non-surgical

interventions like elective/emergency surgical procedures: Neurosurgery, ENT

surgery, dental procedures, and non-surgical interventions like bronchoscopy, upper

Gl endoscopy and dialYsis;

lnterpretation of the test:

Symptomatic lndividuals who test negative by the antigen test should be definitely tested

sequentially by RT-PCR to rule out COVlDlg infection, whereas a positive test should be

considered as a true positive and does not need reconfirmation by RT-PCR test.

333



भारतीय आयुर्विज्ञान अनसुंधान पररषद 

स्वास््य अनसुंधान ववभाग, स्वास््य और पररवार 

कल्याण मतं्रालय, भारत सरकार 

Indian Council of Medical Research 

Department of Health Research, Ministry of Health 
and Family Welfare, Government of India 

 

1 | P a g e  
 

 

ADVISORY 
Newer Additional Strategies for COVID-19 Testing 

 
Dated: 23/06/2020 

Existing strategies for COVID-19 testing: 

1. Real Time RT-PCR is the gold standard test for detecting cases of COVID-19. The test requires 
specialized laboratory setup with specific biosafety and biosecurity precautions to be followed. 
Average time taken is around 4-5 hours from receipt of sample to getting the result. The advantage of 
this platform lies in its accuracy of detection as well as ability to run upto 90 samples in a single run. 
In view of the specialized laboratory requirements, this test cannot be performed at every district level 
lab which do not have molecular virology facilities. However, wherever available, it is advised to use 
real time RT-PCR as the frontline test for diagnosis of SARS-CoV-2. 

2. The TrueNat and CBNAAT systems have also been deployed for diagnosis of COVID-19 in view of 
availability of customized cartridges. These platforms have widespread availability even at district and 
primary health center level as these platforms are widely used for diagnosis of Tuberculosis and other 
infectious diseases. These platforms have a quick turnaround time (30 -60 minutes) but only 1-4 
samples can be tested in one run, limiting the maximum numbers that can be tested to 24-48 samples 
/ day only. The viral lysis buffer that comes with the COVID-19 cartridges inactivates the virus and 
poses minimum biosafety hazard. Safety is further augmented by the closed nature of these platforms 
and minimum sample handling. These features have facilitated use of these platforms at grass root 
level thereby increasing access to testing.  

3. All COVID-19 tests conducted through RT-PCR, TrueNat and CBNAAT are reported on ICMR data entry 
portal which helps in drawing the National estimates on numbers of tests conducted, numbers of 
positives, tests conducted per million population etc. This data portal is the single National source of 
data entry which is accessed by all relevant Ministries / Departments for defining National strategies 
for COVID-19. ICMR urges all the laboratories to continue entering data into the ICMR portal 
https://cvstatus.icmr.gov.in/login.php to help in guiding the National strategies appropriately. 

4. In an effort to ramp up testing capacity, ICMR has approved a total of 1000 COVID-19 testing labs in 
both public (730) and private sector (270). This includes RT-PCR labs (557); TrueNat Labs (363) and 
CBNAAT Labs (80). However, inspite of these developments, access to testing still remains a huge 
challenge in a large country like India. There is a definite need to increase the outreach of testing by 
introducing rapid point of care diagnostic tests. Also, there is value in conducting serosurveys with IgG 
based antibody tests in certain situations. In view of this, it is now suggested to include additional 
testing methods to improve the access and availability of testing in various parts of the country. 

 

334

https://cvstatus.icmr.gov.in/login.php


 

2 | P a g e  
 

 

 
I. Rapid Point-of-Care (PoC) Antigen Detection Test (for diagnosis along with RT-PCR): 

 
5. Since the entire public health machinery is focused to test, track and treat COVID-19 patients, it is 

imperative to explore the existing antigen-based assays as point-of-care tests for early detection of 
SARS-CoV-2. Such tests, if reliable would be valuable at field level for early detection of infection and 
quick containment. Availability of antigen-based detection tests is very limited all across the world. 
Most of such tests have relatively moderate sensitivity but high specificity. However, manufacturers 
of all antigen-based tests are encouraged to approach ICMR for validation and inclusion of their test 
in the wider testing approach of the country. A positive test should be considered as a true positive 
whereas all symptomatic individuals testing negative through the rapid antigen test should be 
confirmed with a real-time PCR test. 
 

6. ICMR and AIIMS, Delhi independently evaluated the stand-alone rapid point of care antigen detection 
assay which does not require a specialized machine and can be interpreted with a naked eye. The 
test is a promising tool for quick diagnosis of SARS-CoV-2 in field settings. The assay is known as 
Standard Q COVID-19 Ag kit and has been developed by SD Biosensor with manufacturing unit at 
Manesar, Gurugram. On validation, the test has been found to have a very high specificity with 
moderate sensitivity. It is now recommended to use Standard Q COVID-19 Ag detection test as a point 
of care diagnostic assay for testing in the containment zones as well as hospitals in combination with 
the gold standard RT-PCR test. ICMR has issued an advisory dated 14th June 2020 in this regard, which 
may be accessed at: 
https://www.icmr.gov.in/pdf/covid/strategy/Advisory_for_rapid_antigen_test_14062020.pdf. The 
recommended use of the rapid antigen PoC as per the ICMR advisory is enclosed at Annexure 1.  

 
7. Standard Q COVID-19 Ag kit is available with the local vendor of SD Biosensor.  

Contact details are as follows:  
Dr. CS Bedi.  
Mobile No: +919810426069; Email: drbedi@icloud.com 

 
For any technical assistance /clarifications, details of the ICMR contact point are given below: 
Dr. Sidhartha Giri 
Mobile No: +918754617892; Email: sidhartha.g@icmr.gov.in 

 
ICMR recommends deployment of the rapid antigen PoC test in the following settings: 

 
i) All containment zones identified by the State Governments,  
ii) All Central & State Government Medical Colleges and Government hospitals 
iii) All private hospitals approved by National Accreditation Board for Hospitals & Healthcare 

(NABH). 
iv) All private labs accredited by National Accreditation Board for Laboratories (NABL) and 

approved by ICMR as COVID-19 testing labs. 
  

Newer additional strategies for COVID-19 Testing: 
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Rapid antigen PoC test is recommended for use subject to the following conditions: 
 
i) All hospitals, labs, State Govts intending to perform the PoC antigen test need to register with ICMR 

to obtain the login credentials for data entry. Interested Institutions may send their request on the 
following email id’s: 
 

ag-pvthosp-nabh@icmr.gov.in 
ag-govthosp@icmr.gov.in 

 
ii) All data of testing needs to be entered into the ICMR portal on a real time basis. The ICMR portal has 

been modified to include a component on antigen testing. Detailed video is available on ICMR website 
at http://www.icmr.gov.in/video/Data_Entry_Antigen_v4.mp4.  

iii) All labs/hospitals initiating testing through the rapid antigen PoC test need to ensure that all 
symptomatic negative patients should be essentially referred to a real-time RT-PCR test for COVID-
19. This is particularly essential as the rapid antigen PoC test has a moderate sensitivity. 

iv) All the entities using antigen PoC test are expected to tie up with the nearest RT-PCR COVID-19 testing 
lab to ensure that all symptomatic who are negative by the rapid antigen test get tested at the nearest 
facility. 

v) The data of individuals tested by RT-PCR will need to be entered through the lab performing the RT-
PCR test.   

 
II. IgG Antibody test for COVID-19 (Only for surveillance and not diagnosis): 
 
8. IgG antibodies generally start appearing after two weeks of onset of infection, once the individual has 

recovered after infection and last for several months. Therefore, the IgG test is not useful for detecting 
acute infection. However, detection of IgG antibodies for SARS-CoV-2 may be useful in the following 
situations: 

 
a. Serosurveys to understand the proportion of population exposed to infection with SARS-CoV-2 

including asymptomatic individuals. Depending upon the level of seroprevalence of infection, 
appropriate public health interventions can be planned and implemented for prevention and 
control of the disease. Periodic serosurveys are useful to guide the policy makers. 

 
b. Survey in high risk or vulnerable populations (health care workers, frontline workers, 

immunocompromised individuals, individuals in containment zones etc) to know who has been 
infected in the past and has now recovered. The groups of individuals who should be prioritized 
for such serosurveys is enclosed at Annexure 2. 

 
9. It is strictly advised to use IgG based ELISA and CLIA assays only for conduct of serosurveys. ICMR has 

validated and approved IgG ELISA kits for COVID-19. In addition, USFDA approved IgG ELISA and CLIA 
kits are also available and can be used. Guidance of ICMR on the list of available ELISA and CLIA kits 
can be accessed at https://www.icmr.gov.in/pdf/covid/kits/ELISA_CLIA_Kits_List_03062020.pdf. It is 
advised to enable all Government and Private Hospitals, Offices, Public Sector Units etc. to perform 
the antibody-based testing. This will help in allaying the fear and anxiety of health care workers, office 
employees etc. As the apex research organization of the country, ICMR is mandated to review and 
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conduct research on the evolving trends of the disease and accordingly advise the states / country on 
the public health policies. In view of this, it is advised to share the comprehensive report of antibody 
testing with ICMR at the email id given below: mmurhekar@gmail.com. 
 

10. Since test, track and treat is the only way to prevent spread of infection and save lives, it is imperative 
that testing should be made widely available to all symptomatic individuals in every part of the 
country and contact tracing mechanisms for containment of infection are further strengthened. 
ICMR advises all concerned State Governments, Public and Private Institutions to take required steps 
to scale up testing for COVID-19 by deploying combination of various tests as advised above. 
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Annexure 1: 

 

Use of Standard Q COVID-19 Ag a point of care diagnostic assay is recommended in the following 
settings in combination with the gold standard RT-PCR test: 

 
A. Containment zones or hotspots (to be performed onsite under strict medical supervision and 

maintaining kit temperature between 2° to 30° C): 
i) All symptomatic Influenza Like Illness (ILI).  
ii) Asymptomatic direct and high-risk contacts with co-morbidities (lung disease, heart disease, 

liver disease, kidney disease, diabetes, neurological disorders, blood disorders) of a confirmed 
case to be tested once between day 5 and day 10 of coming into contact.  

 
B. Healthcare settings (to be performed onsite under strict medical supervision and maintaining kit 

temperature between 2° to 30° C): 
i) All symptomatic ILI patients presenting in a healthcare setting and are suspected of having 

COVID19 infection. 
ii) Asymptomatic patients who are hospitalized or seeking hospitalization, in the following high-

risk groups:  
- Patients undergoing chemotherapy  
- Immunosuppressed patients including those who are HIV+;  
- Patients diagnosed with malignant disease;  
- Transplant patients;  
- Elderly patients (>65 yrs of age) with co-morbidities (lung disease, heart disease, liver 

disease, kidney disease, diabetes, neurological disorders, blood disorders) 
 

iii) Asymptomatic patients undergoing aerosol generating surgical / non-surgical interventions: 
- Elective/emergency surgical procedures like neurosurgery, ENT surgery, dental 

procedures etc.  
- Non-surgical interventions like bronchoscopy, upper GI endoscopy and dialysis etc. 

*ILI case is defined as one with acute respiratory infection with fever ≥ 38◦C AND cough.  
 
Use of the rapid antigen test is recommended in A & B categories above subject to the following 
conditions: 

i) Should be interpreted between 15 to 30 minutes with a naked eye. No interpretation should be 
made before 15 minutes of after 30 minutes.  

ii) Symptomatic individuals who test negative for COVID-19 by rapid antigen test should be 
definitely tested sequentially by RT-PCR to rule out infection, whereas a positive test should be 
considered as a true positive and does not need reconfirmation by RT-PCR test.  

iii) Samples (only nasopharyngeal swabs) to be collected by a trained healthcare worker following full 
infection control practices including use of proper PPE. 

iv) The test should be conducted onsite under strict medical supervision and within one hour of sample 
collection in extraction buffer. 
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Annexure 2: 

 
Possible groups/ community/ population based on specific requirement for sero-survey by using IgG 
ELISA test. 

i.) Immuno-compromised patients:  PLHIV, patients on immuno-suppressive treatment, TB, SARI, 
COPD, patients on dialysis to be considered for testing; 

ii.) Individuals in containment zones: In identified containment zones and buffer zones where large 
number/ cluster of cases have been identified as demarcated geographical areas with residential, 
commercial structures; 

iii.) Health Care Workers: Specifically, all doctors including specialists, nursing staff, support staff, 
sanitary and other staff including the staff at registration, pharmacists, client facing desk clerks 
etc. Those workers in health care settings who either faces patients (whether known COVID 19 +ve 
or not), involved in their care or are in environment of potentially shared spaces or handling 
fomites; 

iv.) Security personnel: All security personnel facing the visitors, conducting their security screening, 
physical checking and thermal screening. This includes CISF personnel involved in security 
especially of offices; 

v.) Police and paramilitary personnel civil defense & volunteers: police personnel and volunteers 
involved in duties facing large number of individuals or those coming in contact with potentially 
infected individuals, fomites or settings/ places;   

vi.) Press corps: Press reporters covering field, interviews, press briefings, etc. and support staff; 

vii.) Rural, tribal population (after reverse migration): Migrant workers who have travelled back from 
urban and peri-urban areas to rural, tribal, hard to reach areas in the country as well as natives 
after coming in contact with returned migrants. 

viii.) Industrial workers or labour force: industry workers, daily wagers, migrant workers, temporary 
travel related workers, hospitality related works, service sector who are in large number or groups 
and has potential to spread transmission rapidly in workplace settings; 

ix.) Farmers, vendors visiting large markets: Farmers, sellers, brokers, purchasing vendors, 
distributors and other persons including drivers and labor by virtue of visiting crowded places like 
main markets where large exchange of materials happen between farmers and vendors during 
purchase and sell of vegetables etc.;  

x.) Staff in municipal bodies: Municipal staff working in areas like sanitation, water supply, electricity, 
etc. where interactions with citizens is expected; and 

xi.) Drivers: Drivers of hospital ambulances, hearse, buses, auto, taxies, etc. who have been on work 
font faced large number of individual previously or going to face in future. Bus conductors, 
cleaners and helping staff also should be included; 

xii.) Banks, post, couriers, telecom offices: public or private banks, small or large branches of banks 
and post, telecom offices as well as couriers;  
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xiii.) Shops: Vendors and/ or owners as well as staff working in shops for essential goods, groceries, 
vegetables, milk, bread, chemists working at pharmacies, eateries and take away restaurants, etc.; 

xiv.) Air travel related staff: All ground staff, security staff, janitors, sanitation staff, flight captains and 
crew for domestic and international as well as cargo may be considered; 

xv.) International operations: All members of overseas operations for evaluation;  

xvi.) Congregate settings: People staying or working in slums with very high population density with 
poorly ventilated building, structures. Persons staying in institutional settings like old age homes, 
orphanage, asylums, shelters for homeless, hostels, etc. may also be considered; 

xvii.) Prisons: All prisoners with or without symptoms whenever there is a batch transfer or reported 
symptomatic;  

 

340



 

1 | P a g e  
 

 
 

Date: 24.06.2020 

 

LIST OF IgG ELISA/CLIA KITS FOR COVID 19 VALIDATED BY ICMR 

IDENTIFIED VALIDATION CENTRES 

 

 
Sl. No Name of Company Name of the Kit *Batch Number 

1. Zydus Cadila Healthcare Ltd., 

Ahmedabad (Gujarat), India 

COVID Kavach ELISA IgG CoV2HI GG96-001 
CoV2HI GG96-002 
CoV2HI GG96-003 

2. Euroimmun US Inc., USA 

 

Euroimmun Anti- SARS-COV-2 
ELISA IgG 

E200420AW 

3. Calbiotech Inc., USA Erbalisa COVID-19 IgG ELISA CVG6087 

4. YHLO iFlash, China SARS-CoV-2 CLIA  C86095G-20200206 

C86095G-20200210 

 

 

The IgG ELISA and CLIA tests are recommended only for the following purpose: 

 

i. Serosurveys to understand the proportion of population exposed to infection including 

asymptomatic individuals. Depending upon the level of seroprevalence of infection, 

matching public health interventions can be implemented for prevention and control of the 

disease. 

 

ii. Survey in high risk or vulnerable populations (health care workers, frontline workers, 

immunocompromised individuals, individuals in containment zones etc) to know who has 

been infected in the past and has now recovered. 

Please Note: 

 The ELISA tests have been validated in the laboratory. However, the performance of the test may be 

subject to variation under field conditions.  

 *Above listed ELISA tests are validated with the mentioned batch number only. Responsibility for 

batch to batch consistency lies with the manufacturer.  

 IgG ELISA / CLIA tests which are US-FDA approved can be used directly after due marketing 

approval from DCGI.  

 Names and contact details of the manufacturers of COVID Kavach IgG ELISA is enclosed                  

for reference. 
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ICMR has transferred COVID Kavach ELISA IgG technology to below mentioned pharma companies: 

S.No. Name of Company Contact Details 

1 
Zydus Cadila Healthcare Ltd 
 

Vivek Kant Tripathi 

Zydus Corporate Park, 4th Floor, B Wing, 

Scheme No. 63, Survey No. 536, 

Near Vaishnodevi Circle, Sarkhej-Gandhinagar Highway, 

Ahmedabad-382481, Gujarat, India 

Mobile: +919717273066  

Email:vivekkant.tripathi@zyduscadila.com 

2 
Meril Diagnostics Pvt. Ltd 

 

Paparaidu Sanapala 

Dy. General Manager(Technical Head) 

Vapi-Gujarat 

Mobile: +9195741 44456 

Email:paparaidu.sanapala@merillife.com 

3 
Voxtur Bio Ltd. 

 

Dr Veeraal Gandhi, Chairman 

Plot No. A-1, Royal Compound, Tamanman Kaman 

Bhivandi Road, Vasai, Palghar, 

Mumbai-401208 

Mobile: +91-9819720123 

Email:  veeraal@voxturbio.com 

4 
Trivitron Healthcare Pvt. Ltd 

 

Nitin Sawant, President 

D -134, MIDC, Industrial Area, Shirvane, 

Opposite Dr. D YPatil University, Nerul, 

Navi Mumbai – 400706 

Mobile: +91 8291282827 

Email: santosh.jagtap@trivitron.com                

5 
J.Mitra & Co. Pvt Ltd 
 

Sangeeta Gupta, Head Technical 

A-180, Okhla Industrial Area, Phase-1, 

New Delhi - 110020, INDIA 

Mobile:+918800192205 

Email : tcmgr@jmitra.co.in   

6 
Karwah Enterprises Pvt Ltd 

 

Dr. Vivek Varma, Head – Operations 

Rapid Diagnostic Group of Companies 

B-82, Industrial Area, G.T. Karnal Road, 

New Delhi – 110033 

Mobile: +91 9535998155    

Email: drjindal@rdgc.in 

7 
Avecon Healthcare Pvt Ltd 

 

 

Rajesh Aggarwal 

Plot No. 338, Industrial Growth Centre 

Saha, Haryana- 133104 

Mobile: + 91 9315445391 

Email : exportzone@aveconhealthcare.com 
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Date: 25/06/2020 
 

PERFORMANCE EVALUATION OF COMMERCIAL KITS FOR REAL TIME PCR FOR 
COVID BY ICMR IDENTIFIED VALIDATION CENTRES 

 
 

Till date, 133 RT-PCR kits have been evaluated by ICMR validation centres, and the following were found to be 
satisfactory. 

 
Sl. 
No 

Name of Company Name of the Kit *Batch Number 
 

1.  ABI (Applied bio-systems), 
United States  

TaqMan 2019-nCoV Control    Kit v1 47532-020720 

2.  Accelerate Technologies Pte.ltd 
(DxD Hub), Singapore 

A*STAR FORTITUDE KIT 2.0 200304 
200402 

3.  ADT India Ltd, New Delhi, India  

 

LyteStar 2019-nCoV RT PCR Kit 1.0 nCOV-2003-06;  
nCOV-2004-02  
nCOV-2004-03 
SARS-2004-01 
SARS-2004-02 
SARS-2004-03 

4.  Altona Diagnostics, Germany   RealStar SARS-CoV-2 RT-PCR kit 1.0 
 

023005 
024628 

5.  Angstrom Biotech Pvt. Ltd, 
Rajasthan 

ANGPCR 2019-nCoV COVP02 

6.  Aura Biotechnologies Private 
Limited, Chennai 

Aura’s CORONAVIRUS (COVID-19) 
Real Time PCR DETECTION KIT 

LD12020005 

7.  BGI Genomics, China   Real Time Fluorescent RT-PCR Kit for 
detecting 2019-nCoV 

6020200107 

8.  Biogenix INC Pvt Ltd, Lucknow 
 

Biogenix Covid-19 one step RT PCR 20200412 

9.  BioGenomics Limited, Thane, 
India 

BIO COVID ID/COVID-19 qualitative 
PCR detection kit version 2 

BGL/IVD/COV/0420/004 

10.  BioSewoom, South Korea 
 

Real-Q 2019-nCoV Detection Kit 580L-008 

11.  Cepheid, United States  Xpert Xpress SARS-CoV-2  1000191996 
1000191998 
1000191999 

12.  CliniExperts Services Private 
Limited, New Delhi 

RealCycler Coronavirus SARS-CoV-2 
(ORF8+ E gene) Progenie 

RC1405 

13.  CoSara Diagnostics Pvt. 
Limited, Ahmedabad, India  

SARAGENETM Corona Virus (2019 NCV) 
Test Kit 

20C11PE-01 

14.  Daan Gene Co. Ltd., China Daan Gene Co. Ltd 2020007 

15.  DNA technology Research & 

Production, LLC, Russia (365 

Medical India) 

SARS-CoV-2/SARS-CoV Multiplex 

Rteal-Time PCR detection kit 

F2005S-2M 

16.  DNA Xpert Pvt. Ltd, Noida, India Xpert Covido 19-Fast RT-PCR kit XC19-01 
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Sl. 
No 

Name of Company Name of the Kit *Batch Number 
 

17.  EUROIMMUN, UK (CPC 

Diagnostics Pvt Ltd) 

EURO Real Time SARS CoV-2 I200428CF 

18.  GCC Biotech Pvt. Ltd, 24 
Parganas,  West Bengal, India 

DiagSure nCOV-19 Detection assay 
(Taqman based) 

20115K1278  
20115k1251  

19.  GeneMatrix, South Korea  
 

NeoPlex COVID-19 detection kit  NR05A 
 

20.  Gene Path Diagnostics 

Dehradun, Uttarakhand 

GenePath CoViDx One RT-qPCR v2.1.1 20200504A 

21.  Genes2me Pvt Ltd, Gurugram, 

Haryana 

VIRALDTECT II Multiplex real time RT-

PCR for COVID-19 

G2M2001 

22.  Genes2me Pvt Ltd, Gurugram, 

Haryana 

VIRALDTECT Multiplex Real-Time PCR 

kit 

G2M1001 

23.  Genestore, France Detection Expert 1S © SARS CoV-2 

One Step rRT-PCR Kit 

DII.31519.3.0000001 

24.  Genome Diagnostics Pvt. Ltd., 
New Delhi, India  

Genosens nCOV 2019 Real time PCR 
kit 

CoV-002/20 

25.  Gland Pharma Ltd., Hyderabad RT PCR SARS-CoV-2 20200406 

26.  Helini Biomolecules, Chennai, 
India 

Helini Coronavirus [COVID-19] Real 
time-PCR Kit 

01/2020 
MFD: 04/20 

27.  Helini Biomolecules, Chennai Helini Coronavirus Real-Time PCR kit 

[RdRp & ORF gene – Dual target-single 

tube assay] 

01/2020, 02/2020, 

03/2020 

28.  Huwel Lifesciences Pvt. Ltd., 
Hyderabad, India   

Quantiplus CoV detection KIT Ver 2.0 QLCNV0620 
QLCNV0920 

29.  JN Medsys Pte Ltd,  Singapore Protect COVID-19 RT-qPCR Kit  RD 202004-001  

30.  KILPEST (3B BlackBio Biotech 
India Ltd., Bhopal, India) 

TRUPCR SARS-CoV-2RT-qPCR kit 
version 2 
 

CoV-19/V2/2020/01 

31.  Kogene Biotech, Seoul, Korea Power Check 2019 nCoV Real Time 
PCR Kit 

R6900TD200423 

32.  Indian Institute of Technology, 
Delhi, India  

Covid 19 Probe-free Real Time PCR 
Diagnostic Kit 

09042020 

33.  InnoDx Solutions Pvt. Ltd InnoDetect COVID-19 RT-PCR kit 

Version 1 

COV-21-JU-20 

34.  Intron Biotechnology, Korea 

(Loften India Pvt Ltd) 

LiliF COVID-19 Reqal Time RT-PCR kit H215051153 

35.  Lab Care Diagnostics (India) 
Pvt. Ltd., Mumbai, India  

Accucare COVID-19 One-step RT-pCR 
kit  

RPCR200401 
RPCR200402 
 

36.  LabGenomics , South Korea LabGun Real Time PCR Kit COV20D001 
COV20D002 
COV20D004 
COV20D006 
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Sl. 
No 

Name of Company Name of the Kit *Batch Number 
 

37.  Lab Genomics Co Ltd, Republic 

of Korea (Siemens Healthcare 

Private Limited) 

LabGun COVID-19 Assay plus  CVA 20E001 

38.  LLC Art Biotech Art Test COVID-19 kit C19300320 

39.  Maccura Biotechnology Co Ltd 

China (Eris Lifesciences Ltd) 

SARS-CoV-2 Nucleic Acid Detection Kit 

(Flourescent PCR) 

0420131 

40.  Med Achievers Private Limited, 

Noida, Uttar Pradesh, India 

Genome Analyst SARS-CoV-2 detection 

kit 

Lot No. GA0306-20-A, 

Batch No. 

MGA202003006 

41.  Medsource Ozone Biomedicals, 
Faridabad, India  

COVID-19 RT-PCR kit 
 

20200433 

42.  Meril Diagnostics, Vapi, Gujarat, 
India   

Meril COVID-19 One-step RT-PCR Kit  MRD091 
MRD097 
MRD098 
M1052007 

43.  Mylab Discovery Solutions, 
Pune, India   

Patho Detect  PP00005-C-0320001 
PP00005-C-0420001 
PP00005-C-0320002 
PP00005-C-0420002 
 

44.  Mylab Discovery solutions, 
Pune, India 

Pathodetect (Two tube assay) PP00005-C-0520003 

45.  OSANG Health Care, South 
Korea  

Gene Finder COVID-19 
 

2003-R45-22 

46.  Pishtaz Teb Zaman Diagnostics, 

Iran (Corevyan Private limited) 

COVID-19 One-step RT-PCR kit 99001 

47.  POCT Services Pvt. Limited, 
Lucknow, India  

Q-line Molecular Coronavirus (COVID-
19) RT-PCR kit  

P200401 

48.  Primer Design, UK 
 

Z-Path Covid-19C (Genesig) JN-02780-0011 

49.  Roche Diagnostics , Switzerland Light Mix Modular SARS-CoV-2 
(COVID19) RdRp 

48492015 

50.  Sansure Biotech Inc., 
Changsha, China 

Novel Coronavirus(2019-nCoV) Nucleic 
Acid Diagnostic Kit (PCR-Fluorescence 
Probing) 

2020029/S3102E 

51.  Seegene, South Korea  Allplex 2019-nCoV assay  RP4520A01 
RP4520D34 
RP4520D47 
RP4520D50 
RP4520D51 
RP4529D70 
 

52.  SD Biosensor, South Korea  
 

nCoV Real-Time Detection kit  MNCO 0120004 
MNCO0120009 

53.  SNP Biotechnology R&D Ltd, 

Turkey (Wockhardt Ltd) 

COVID-19 Real Time PCR kit v1 2006R2 

54.  Oscar Medicare Pvt. Ltd., New COVID-19 RT-PCR Kit OSCOV-003 
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Sl. 
No 

Name of Company Name of the Kit *Batch Number 
 

Delhi, India Catalog No. OSCOV-96 
 

55.  3B Black Bio Biotech India Ltd., 
Bhopal, India 

TRUPCR SARS-CoV-2 RT-qPCR Kit (V-
3.2) (Single Tube Multiplex format) 

 

CoV-19/V3.2/2020/02 
 

56.  YOUSEQ, UK  COVID19 E,N,RdRp & S gene Multiplex 
qPCR kit 

YSM1641 

57.  ZyBio Inc, China 
(Biodx healthcare) 

Zybio SARS-CoV-2 NA detection kit 200201 

 

*Above listed kits are validated with the mentioned batch number only. The tests have been performed as per 
the manufacturer’s instructions. Responsibility for batch to batch consistency lies with the manufacturer. 

Real-Time PCR kits which are US-FDA can be used directly after due marketing approval from DCGI. The 
complete list of US-FDA SARS-CoV-2 real time PCR kits is available at (https://www.finddx.org/covid-
19/pipeline/).  
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Dated: 25/06/2020 

Guidelines for storage of respiratory specimens collected for COVID-19 diagnosis by 

RT PCR platforms in Government laboratories 

1. In the ongoing laboratory testing for COVID-19 diagnosis by molecular diagnostic methods, clinical 

specimens or a subset of the clinical specimens may need to be retained for various purposes such as 

performing additional tests, for quality control purposes or for use as control materials to assess newer 

diagnostic tests. In addition, a laboratory may need to store specimens for projects aimed at studying 

genomic epidemiology of the SARS CoV2 virus across regions and over time. 

2. All samples being stored for a long-term must be appropriately labelled indicating laboratory 

identifiers, date of sample collection  and must be stored in properly functioning -80ºC deep freezers. 

A proper inventory (preferably electronic) of stored samples should be essentially maintained. 

3. With the surge in testing across the country, the total number of tested samples has gone up 

considerably. Keeping this in view, ICMR advises of the following. 

a) Laboratories that are serving as validation centres for COVID-19 diagnostic kits are advised to 

preserve adequate numbers of positive and negative samples to prepare appropriate panels for 

validation etc.  

b) At a minimum, all samples testing positive for SARS CoV2 must be retained for at least 30 days 

from the date of testing before being destroyed. Depending on the freezer space availability in a 

particular laboratory, one or more aliquots of the positive specimen may be retained for the 

period. 

c) A government laboratory may decide on the number of positive / negative samples to retain in 

the long term based on the availability of freezer space as well as perceived research agenda of 

the laboratory for COVID-19 in the future. 

d) If the number of samples tested positive at a laboratory is considerably large and the laboratory 

is unable to retain all positive samples beyond 30 days, a minimum of 10% of all positives 

detected at the laboratory in a month or 40-50 positives preferably with equal numbers of high, 

moderate and low viral load should be stored for a period of 1 year at the least. A single aliquot 

of a positive sample may be retained taking into account freezer space availability at the 

laboratory. 
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e) Considering that the number of samples tested negative at each laboratory will vary depending 

on the sample load and testing capacity of the laboratory, a minimum of 50 samples or 1-2% of 

all negative tested samples over a month, whichever is smaller should be retained at the testing 

laboratory for a period of 1 year. A single aliquot of a negative sample may be retained taking 

into account freezer space availability at the laboratory. 

f) All labs will send 5 random positive and 5 random negative samples per month to QC labs. ICMR 

has mapped COVID-19 testing labs to different QC labs (Annexure I). All testing labs should 

liaise with the recommended QC labs and will ensure regular participation in QC activity. 

g) All testing labs will ensure storage of samples at -80̊ C and will ensure regular monthly transfer 

to QC labs. Don't forget to include your lab name and sample ID. While shipping, place samples 

in screw capped vials and proper Biosafety and Biosecurity precautions should be followed as 

per IATA guidelines. 

h) In case of any discordance, additional 5 positive and 3 negative samples will need to be sent for 

QC check. 

i) If QC results are concordant, all the QC samples may be destroyed and labs will keep record of 

destruction. 

j) Appropriate procedures to disinfect all samples prior to disposal must be followed. 
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Annexure I 

QC lab Government Testing Labs 

RMRC, Dibrugarh  
Contact: Dr.Biswa Borkakoty, 

Email: biswaborkakoty@gmail.com 

Assam, Manipur, Mizoram, Meghalaya, 

Nagaland, Tripura 

SVMS, Tirupati 
Contact: Dr. Usha Kalawat, 

Email: ukalawat@yahoo.com 

Andhra Pradesh, Telangana 

RMRC, Port Blair 

Contact: Dr. Paluru Vijayachari 

Email:vijayacharipaluru@gmail.com 

Andaman and Nicobar Islands 

RMRIMS, Patna 
Contact: Dr. Pradeep Das, 

Email: drpradeep.das@gmail.com 

Bihar 

AIIMS, Raipur 

Contact: Dr. Anudita Bhargava, 

Email: anuditabhargava@gmail.com 

Chhattisgarh 

AIIMS, New-Delhi 
Contact: Dr. Lalit Dar, 

Email: lalitdaraiims@gmail.com 

Delhi 

BJMC, Ahmedabad 
Contact: Dr. M.M. Vegad, 

Email: mahendravegad@rediffmail.com  

Gujarat 

BPS, Sonipat 
Contact: Dr. Sarita Yadav, 

Email: yadav78sarita@yahoo.com 

Haryana 

RIMS, Ranchi 
Dr. Manoj Kumar, 

Email: icmrvirologyrims@gmail.com 

Jharkhand  

SKIMS, Jammu and Kashmir 

Dr. Bashir Fomda 

Email: bashirfomda@gmail.com 

Jammu and Kashmir, Ladakh 

AIIMS, Bhopal 
Dr. Debasis Biswas, 

Email: debasis.microbiology@aiimsbhopal.edu.in 

Madhya Pradesh 

NIV Field unit, Bengaluru 

Contact: Dr. Ashok 

Email: ashokmniv@gmail.com 

 

Karnataka 
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QC lab Government Testing Labs 

NIV Field unit, Allapuzzha 
Contact: A.P. Sugunan, 

Email: apsugunan@gmail.com 

Kerala, Lakshadweep 

Kasturba Hospital for Infectious Diseases, Mumbai. 

Contact: Dr Jayanthi Shastri, 

Email: jsshastri@gmail.com 

Mumbai 

NIV, Pune 

Contact: Dr. Varsha Potdar 

Email: potdarvarsha9@gmail.com 

Rest of Maharashtra, Goa, Dadra and 

Nagar Haveli 

RMRC, Bhubaneswar 

Contact: Dr. Jyoti Turuk  

Email:drjyotirmayuturuk@gmail.com 

Odisha 

PGI, Chandigarh  

Contact: Dr. Mini Singh 

Email: minipsingh@gmail.com 

Chandigarh, Punjab, Himachal Pradesh 

JIPMER, Puducherry 

Contact: Dr. Rahul Dhodapkar 

Email: rahuldhodapkar@gmail.com 

Puducherry 

GMC, Haldwani 
Contact: Dr. Vinita Rawat, 

Email: drvinitarawat@gmail.com 

Uttarakhand 

SMS Medical College, Jaipur 
Contact: Dr. Bharti Malhotra, 

Email: drbhartimalhotra@gmail.com 

Rajasthan 

KIPM, Chennai 
Contact: Dr. K. Kaveri, 

Email: kaveri_raj1967@yahoo.com 

Tamil Nadu 

KGMU, Lucknow 
Contact: Dr. Amita Jain, 

Email: amita602002@yahoo.com 

Uttar Pradesh 

NICED, Kolkata 
Contact: Dr. Shanta Dutta 

Email: shanta1232001@yahoo.co.in, 

West Bengal, Sikkim 
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Date: 25/06/2020 

Invitation for Expression of Interest for Validation of Rapid Antigen 
Detection Assays for COVID-19: 

 
Context: 
 
As India is lifting lockdowns in various parts of the country in a phased manner, it is expected to see 
an upsurge in cases of COVID-19 due to increased transmission of SARS-CoV-2 virus. In view of this, it 
is important to scale up testing capacity to the maximum possible levels.  
 
The gold standard RT-PCR diagnostic test for COVID-19 has limitations interms of widespread 
availability. In view of this, there is urgent requirement of reliable and convenient rapid point of care 
antigen detection assays with high sensitivity and specificity. Such assays could be used as potential 
diagnostic tests in all possible public and private healthcare settings and made available for mass 
testing.  
 
So far, ICMR has validated and approved only one rapid antigen detection assay from SD Biosensor. 
 
ICMR invites applications for validation of rapid antigen detection tests for COVID-19 from all 
manufacturers who have developed such test. 
 
ICMR has identified the following sites for validation of the rapid point-of-care antigen detection 
tests for COVID-19: 
 

1. All India Institute of Medical Sciences, Delhi 
2. SMS Medical College, Jaipur 
3. King George Medical University, Lucknow 
4. Kasturba Hospital for Infectious Diseases, Mumbai 
5. Post Graduate Institute of Medical Education & Research, Chandigarh 
6. Jawaharlal Institute of Postgraduate Medical Education & Research, Puducherry 
7. National Institute of Virology, Kerala Unit, Alappuzha 

 
Essential criteria for validation: 
 

1. A minimum of 300 rapid antigen tests would be required for each validation. 
2. A minimum of 3-4 instruments (if the test results are to be interpreted using a specialized 

equipment such as fluorescence immunoassay readers etc.) will be required. 
3. Ability to provide training to technical staff involved in validation of the test. 
4. If the kit is approved after validation, the manufacturers should be committed to make 

adequate supplies of the product available to India with immediate effect.  
5. Import / test license from CDSCO/DCGI wherever applicable. 
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All interested manufacturers fulfilling the above essential criteria are requested to send their 
applications to the following email id: 
 
guptanivedita.hq@icmr.gov.in 
 
Subject-line of the email should read as: REQUEST FOR VALIDATION OF COVID-19 RAPID ANTIGEN 
TEST. 
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Advisory on Use of Rapid Antigen Detection Test for COVTD-19

Dated:14thJune 2020
Background:

Real time RT-PCR is the gold standard frontline test for diagnosis of COV|D19. Various open and
closed RT-PCR platforms (Open systems RT-PCR machines, TrueNat and CBNAAT) are currently being
used for COV|D19 diagnosis in lndia. All these platforms require specialized laboratory facilities in-
terms of equipment, biosafety & biosecurity. Minimum time taken for the test varies between
different systems with a minimum of 2-5 hours including the time taken for sample transportation.
These specifications limit the widespread use of the RT-pcR test and also impedes quick
augmentation of testing capacity in various containment zones and hospital settings.

ln view of this, there is urgent need of a reliable point-of-care rapid antigen detection test with good
sensitivity and specificity for early detection of the disease.

There are no reliable antigen detection tests available worldwide, which could be used as rapid
point of care tests for quick detection of COVID-19 positlve patients. Such tests would help in proper
implementation of the Govt. strategy to test, track and treat. Such tests will also help in allaying the
anxiety and fear of healthcare workers and aid in better clinical management of the patients. ln view
of this, an independent two site evaluation of the only available or standalone antigen detection
assay: Standard Q COVID-19 Ag detection kit, was conducted with an aim to evaluate its sensitivity,
specificity and feasibility of use as a point-of-care test for early detection of sARS-Cov-2.

4. Brief descr:ption ofthe Standard Q CovID‐ 19 Ag detectiOn:

i) standard Q covlD-lg Ag detection kit is a rapid chromatographic immunoassay for qualitative
detection of specific antigens to sARs-cov-2. has been developed by sD Biosensor, a south
Korea based company, having its manufacturing unit in Manesar, Gurugram, lndia.
Each test kit comes with an inbuilt COVID antigen test device, viral extraction tube with viral lysis
buffer and sterile swab for sample collection.
One Nasopharyngeal swab needs to be collected using the customized sample collection swab
provided with the kit. No other sample (throat swab, bronchoalveolar lavage or sputum) should
be used.

After sample collection, the swab should be immersed and squeezed in the viral extraction
buffer, provided with the kit. This buffer inactivates the virus thereby reducing biosafety and
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biosecurity requirements. The test does not work if the sample is collected in the usual Viral

Transport Media (VTM), routinely used for collection of OP/NP swabs.

once the sample is collected in the extraction buffer, it is stable only for one hour. Therefore,

the antigen test needs to be conducted at the site of sample collection in the healthcare setting.

Transportation to the lab is not recommended.

once the sample goes into the buffer and is mixed properly, the buffer tube cap needs to be

replaced with a nozzle provided with the kit and 2-3 drops of the sample with buffer are put into

the well of the test strip.

The test can be interpreted as positive or negative after 15 minutes of putting the sample into

the well by appearance of test and control lines, which can be read with a naked eye, requiring

no specialized equipment. Maximurn duration for interpreting a positive or negative test is 30

minutes. After that the test strip should be discarded.

The test kit should be stored between 2'to 30" C.

Detailed instructions for use can

https://voutu.be/m BdaOHJWxl4

be accessed through the video link:

5. Va:idation of the Test:

Sites:

Standard Q coVlD-19 Ag detection assay by sD Biosensor was evaluated independently by the following

agencies:

i) lndian Council of Medical Research, Delhi; and

ii) All lndia lnstitute of Medical Sciences, Delhi

1)

Results:

Standard Q COVID-1g Ag rapid antigen detection test has a very high specificity (i'e ability to

detect true negatives). Specificity ranged from 99.3 to 100% at the two sites'

sensitivity of the test (i.e. ability to detect true positives) ranged from 50.6% to 84% in two

independent evaluations, depending upon the viral load of the patient. Higher viral load

correlated with higher sensitivity.

6. Conclusions and Recommendations:

i) standardQcovlD.lgAgdetectionassaybySDBiosensoristhestandaloneantigendetection
test which is available in lndia and has been validated.

lcMR encourages other manufacturers / developers who have antigen detection assays to come

forward for validation.

vili)

ix)
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li)

ln view of its high specificiw while relativelv low sensitivitv. ICMR recommends the use of
Standard Q COVID-19 Ag detection assav as a point of care diagnostic assav for testing in the
followinq settinqs in combination with the qold standard RT-PCR test:

Containment zones or hotspots (to be performed onsite under strict medical supervision ond

mointoining kit temperoture between 2' to 30" C.):

All symptomatic lnfluenza Like lllness (lLl).

Asymptomatic direct and high-risk contacts with co-morbidities llung disease, heort diseose,

liver diseose, kidney diseose, diabetes, neurological disorders, blood disordersl of a confirmed

case to be tested once between day 5 and day 10 of coming into contact.

Healthcare settings fto be performed onsite under strict medicol supervision ond mointoining kit

temperature between 2" to 30" C):

All symptomatic lLl patients presenting in a healthcare setting and are suspected of having

COVlDl9 infection.

Asymptomatic patients who are hospitalized or seeking hospitalization, in the following high-

risk groups:

. Patientsundergoingchemotherapy

. lmmunosuppressed patients including those who are HIV+;

. Patients diagnosed with malignant disease;

. Transplant patients;

. Elderly patients (>65 yrs of age) with co-morbidities (lung disease, heart disease, liver

disease, kidney disease, diabetes, neurological disorders, blood disorders)

Asymptomatic patients undergoing aerosol generating surgical/ non-surgical interventions:
. Elective/emergency surgical procedures like neurosurgery, ENT surgery, dental

procedu res;

. Non-surgical interventions like bronchoscopy, upper Gl endoscopy and dialysis;

1)

*lLl case is delined os one with dcute rcspirotory infection with lever 2 38C AND cough.

Use of the rapid antigen test is recommended in A & B categories above subiect to the following
conditions:

i) Suspected individuols who test neootive for COVTD-7q bv rooid ontioen test should be definitelv
tested seouentiollv bv RT-PCR to rule out inlection, whereos d positive test should be considered

os d true positive ond does not need reconfirmation bv RT'PCR test.
ii) Somples (only nosophoryngeal swobs) to be collected by o troined heolthcore worker following full

infection control proctices including use of proper PPE.

iii) The test should be conducted onsite under strict medicol supervision ond within one hour of somple

collection in extroction buffer.
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Deted lgh June 2020

Subject; Ramping up bsUng for COVID-l9 in contalnment zones and hospltah

Dear (Chiet Socretarles of atl states)

1. Real rime RT-PCR is the gold standard test for detecting cases of covlD-1g. The test
requires specialized laboratory setup with specific biosafety and biosecurity precautions
to be followed. Average time taken is around 4-5 hours from receipt or sampie to getting
the result. The advantage of this ptatform lies in its acf,utacy oi detection as iell as
ability to run upto 90 samples in a single run. However, in view of rhe specialized
laboratory requirements, this lest cannot be performed at every district level libs which
do not have molecular virology facilities.

2. The TrueNat and CBNMT systems have also been deployed for diagnosis of coVlD-19
in view of availability of customized cartridges for coVlD-19 diagnosis. These platforms
have widespread availability even at distric,t and PHC as these ptatforms are widely used
for diagnosis of Tuberculosis as well as other infectious diseases. These platformi have
a guick turnaround time (30 €0 minutes) but only 14 samples can be tesied in one run,
limiting the maximum numbers that can be tested to 24-4g samples / day. The viral lysis
buffer that comes with the covlD-1g cartridges inactivates the virus and poies
minimum biosafety hazard. safety is further augmented by the closed nature of these
platforms and minimum sample handling. These features have facilitated use of these
platforms at grass root level thereby increasing accass to testing

3. ln an effort to ramp up the testing capacity, lcMR has approved a total of 960 labs in
public and private sector. Hq,ever, inspite ot these developments in testing, there is an
urgent need to introduce rapid point of care diagnostic tests to make testing widely
available in all parts of the country.

4. Rapid antigen-based detection assays have been used successfully for early diagnosis
of diseases like Malaria, Leishmania, viral and baclerial respiralory infeclioni etc. Such
tcsts can be used as point of care diagnostics in field settings and have minimal
biosafety and biosecurity requirements. ln view of this, ICMR had been exploring
alternate quick and reliable options for diagnosis of COVID-I9.

赫
漱 翻 部 無

rerg vi !fuR6-arq firf,{
qml ${ifrt

ff.vcfr'rsrtfrTfi. ffilrn
r{Rd-rrooze

lndlen Councrl of iledlc.l R.e.rrch
Doprrtlrllt d HGlth R-rrrtt

Minirtry ot Ha,th A Famiry n.ltar.
Govsmmer{ of lndb

V. Ramatng6rarni Bhamn, A,l3d ilessr
N6iv D.lhi - l'10 020

DO. No.ECD/COVIDl 9/tiscJ2020

Tole■ 26588204.26589020,Fax(Off):91‐ 1120588662,E― L―y‐d9oiα nr g●vh

359



7.

8.

ICMR and AllMS, Delhi in&pendently evaluated the stand-alone rapirl point of care
antigen detection assay for quick diagnosis of SARS-CoV-2 developed by SD Bioseneor
with manufacturing unit at Maneear, Gurugram. The assay is knorn as Stendrd Q
COVlt).tg Ag kit. On validation, the test has been found to have a very high spec#idty
with moderate sensitivity. ICMR now also recommends use of Stsndard Q COVID-l9 Ag
detec'tion test as a point of care diagnostic assay for testirlg in the containment zones as
roll as hoepitals in combination with the gold standard RT-PCR tEst. ICMR has issued
an advisory dated 14h June 2OZA. ln this regard, which may be aecessed at:
httoa:/Armw.icmr.oov.in/odf/covid/strateovlMvisorv for raokj antioen tgst_14062020.o
d!. The advisory clearly delineates the recommended groups of individuals who should
be tested using the antigen detedion assay. Key points in the advisory are endosed as
Annexure 1 for your perusal.

Strndrtd Q COVID-i9 Ag klt is availabb with the localvendor of SD Biosensor.
Contad dctails are as follows:

Dr. GS Bedi
Mobile No: +91 9810426069
Email: drbedi@idoud.com

ICMR has negotiated the prie of the kit. The upper pnce cap negotiated by the
Committee is Rs. 450/-.

For any technical assistance /clarifications, details of the ICMR contacl point are giwn
below:

Dr. Sidhartha Giri, Scientist E, ICMR
Mobile No: +91875481 7892
Email: sidhartha.q(Dicmr.oov. in

Kindly note thet in addldon to the detelle of all tha bsb conducted by the RT-PC&
Trueliag CBNAAT, orultr of An$gcn detection a3ory ebo nccd to be enbtrd lnto
thc exlsdng lCtR drtr cntry port l whcrc a reperete llcld her becn lncorporebd
to accommodab all tcrUng datr cnrarying through the rapid an6gpn tect

ln addition, vide earlier letter No. dated from Secy DHR & DG to all states, ICMR has

advised states on use of lgG antibody assays for conduciing seroqurucys in

asymptornatic frontline workers iake neamcare worters, sanitation workelE, socurity ffi
etd. for aesessing their eeroctatue for COVI&19. Guklane of ICMR on the list of
available ELISA and CLIA kits oan be acceessd at
httos:/Arwsv.icmr.oov.in/odf/covioUkitEELlSA CLIA Kits List 03062020.0df. As ste apex

rgs€archorganiz ion of the county. ICMR is mandated to revlew and conduct rcsearcft
on the evolving trends of the digease and accordingly advise the statee / muntry on the
public health poticies. ln view of this, I advise you to share all the antibody testing rasutts

with ICMR at the email id given below: mmurhekar@gmail.com.

Since test, track and treat is the only way to prevent spread of infection and savc liws, it

is imperative that testing shouH be ma& widely available to all symptomatic individuals

in every part of the muntry and contact tracing mechanisms for containment of infection

are furiher strengthened. Therefore, it is advised that all the patients who are being

tested by any of tne above methods, may be requested to share one personal ldcntt'ty,

issued Uy Civt. of lndia to establieh the authenticity of the indivldual. Also, it hae been

noted tfrirt tne phone numbers sharcd by individuals at the time of tcsting are often

9.
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inconec't. Thor€fore, it is adviaabh that at the time of tcstirq, a mieaad call should bc
givan on th€ shared phone numbar to venfy its conectness,

10.ln viqr of this, I requeat you all to kindly take rquired steps to scale up the testing
capacity in your reepecrive state by adopting variour available testirlg options, makirg
tctiry available to all symptomatic irdiWuals in your state. This will enabb early
dt[Gstk n and containmant of infection t/hich in tum uould save s€veral lives.

With regarde,

Yours sincarely.

( Balram Bhargave )

Coov to:

1. Smt. Preeti Sudan, Secretary {HFW), MOHFW, New Delhi

2. Shri Rajesh Bhushan, OSD, MOHFW, New Delhi

3. AllHealth Secys of States I UTs

361



Annexure l:

Kev oointt to rumrnber.&r urQ of COM&19 oulck entlo?n dctectlon illrv;
o Minimum time taken for RT-PCR test ie 2-5 houre.

. Antigen detection test cis a rapd point of care test and has no specializcd l$oratory
rcquirements.

. Orre naropharyngoal swab is to be colleded and teeted onrtb wltlfn onc hour of
mrple cotbcton.

. Sample collec{ion and testing is to be performed by a trained health car€ workor wiUl

proper PPE.
. Can be intcrpreted betrreen 15 to 30 minutes wtth a rud<ed eye'

. Kit noedt to be stored between 2o to 30'C.

cetaooriec:

A Gonbhunant zons or hoEPotr:
i) Allsymptomatic lnflwnza Lke lllnass (lLl).

ii) Asymptomatic dirsct and h$h+iek contactc (with co-morblditioo) of a lab cmtrrnad

case.

B. llrelthcerrtctdngr.
i) AllBymptomath lLl patierG presenting in a healthcare setting and arrr euapecbd d

having COVIDI 9 anfection.

ii) Asymptomatrc patkrnb in high risk groups: ur$7going cherndurapy;

immunosuppr6eed patien6; patbnts suffering wtth malignant dicease; hancpbnt

patients; elderly patients (>65 yrs of age) with co-mo6iditlee

iii) Asymptonratic patients urdergoing aerosol genarating surgical / nur-curgical

interventions like electidamorgoncy surgical proceduras: Ncuroaurgry, EilT

Burgery, dental procaduoe; and non-surgical intenrentions llke bronchoso0py, uppor

Gl endoscopy end dialysls;

lnterpretrfion of thc tct:

Symptorrrgc lndlvidurlr who trlt ncgntve by the en$gen ted lhould br dctlnlldy !.ltrd
roqmnthlty by RT-prCR to rutc o{lt COVlDlg lnfocfron, YYtleroas a pcifrve tcst should bo

consklered as a true positive and does not nced reconfirmation by RTfCR test-
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qt-vqtqC Cfu-s -eq sqqqiqidrTd otft=s

- q q qrqr-q-id e-6-fi -ft-m-wT rhwlErq-d

qET{rq Trr{Fr

ffiqftrqqqSqfiq-dfrFil-q,
TrNrT q-Rq-r-fr m-q-io ;siqld-1o ?o/s.m . rts / Giq$-r

q

f,

q

.ilS-"6ETw fqwd vruTl-flr[ G]Tqf{, TfuT gqgfl, q gT gcfdt,

cll.lT :-

ot-mqru fudq *,f, g*g - lfoo oo!.

fuqTo : ?? yq , ?o?o.

3ilq-ifirwq €{+drt Advisory to start rapid antibody based blood
test for COVID-19qKa fr{ifi ox qfrcr ?o?o ffi ffiEql ffHEF
q-qil
gtfuq, oil+{q-q g-gq cn-olltoi riTt-dq, qf{d rflox, Tfr ftd
qrA q-a mqi-o yrp t4t2020lECD-i (vol-J),dat ed 17.04.2020

wfuq, on+.q q g,gq qraqm ri-trdq,qf{d rflot{ ,o4 ffi
qit erd aTriffitq q-{ m-qrfi ECD/coVrD - 1 9/Mis ct2020 "d,ated,
19.06.2020

qrqT vrde rs-q_ldql elfus -eq dIl{-ffq eTrcTrqrail cmffi ffiq
s-qqrzr)-q-n fu-cqT qt-d Gil-id. rhifus $nTizqT qrqrft o_RdT sq-*Tr u drqdd qn t
qrq dl-{il4T ot-oTqefl-a qo qTi (Sample)eq[ttffi erm sTRtrlffi Reat Time F]TpCR
qqrwftwrdlg+ qJqof qlflfu-d qqf lTw en*.rrc{ qwM ttrtwy:T q SqlwaT q
+ft-qt E{erT 

q gfrrrifi GilcrrqcndT Gffi-fr.

TrueNat 3ilFr cBNAATqT 
"fqrft 

gqt-fr-fl ei-q-Qq q GFq HqrrT-q-q GII-qrid

F{qrr e$rqru{Td furET a-€-q esfu6 elriiq q-fl-rffi qrq{ rrc{ qfanft

9qTfr4T ft-RTE (customized ) woqt ol-€q ilqs-e elE-s -9q Erqu-qT b-cqT qrcrkr.

RT_'qlqC eTqFrfirr?ffi-fi=q eTrgffi-f,rq ergirum qRq-E (Grru-ifiqqsrn) ii{+i qrqff,r

rqH b*fqT gqTt 9o8, Real rime RTPCR,TrueNat eilFI OBNAAT aTrq-frtq q rg'rq-rft

a)fus 
"-rqrft 

e-qlnrrdT od{d slrtd. denfr er-t smfl-s cR-s qrqnqrfi &rsfflT q

ern e-"6-fi-efi-$ry a-wqf* fud srrq{q-cndT en.i"qrqgf, *rdRfl, ffiql, e.dq
erq frstq q fu-qrqq-q a-{t=t Tfrs ft-ffiqd (early diagnosis)Rapid

Antigen based eccilcK 3lTtlffrf, ilqrrft 51-ur1frqT qrW O-qn-q1d ffi. irEq q-ff-fi
srTqifiT'qqTq ri{an m}fus -lq nvm4 Gfl-a ,qqi$ q frsq-+q qqTqqT n)qro ffi.
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elxfi qRq-rm' F-qio, TioU - ? o ? o/g.tr- 
" ? o/GtEr) - ?

@EETd ql.rlqd sq-itffi fr=il-f, 9R.o[.?o?o @T rryr€r$qpfrq orTgffi-ST{ eryrum
qRq-E(GilqiffwsTr$ ri{+i srdrdyqru) qrqr ftC"qr en-*fl.

e. Tq-s q'r rrsr+q'rft eqiq Ti.* x-srilq iafrd silfE;i gfteqd
SARS - cov-Q qT qTerqtr[zzlT q-d-{ friln qqnfiq-{aT Antigen based

wl-fr-q{ 3]TilRa qwfficr s-eqrRF ndcqT Standard e covrD-19 Ag

Kitt err{ii\-"qgilq q vqT,Tfr ftd up wvifr En"!t 5-crnq-{ Ard GG.

ailqud qI{{ ft{ra xord Very high specificity with moderate sensitivity

eTqdqt qTc-qq srrd GrTi. ertq-ifi\=Tc{rq il-q+i !f{{ qftdqr qfrqf*a eid
(q+{+{ sfq I q v{uTrdqiqd *tfu. 1ffier Sq"i qrqro-q e-rw

3rT{dqrfuil-q wnd-q-d rrcq Ehldqr qrq{ e-{n-qrfr frTwr-gqT Affi orr-t"

ql€il.kr enq-ifiYt ri{+i ftlnTo qu.oqi?o?o GrE-$ qFiEaJo {flil FFiFc
ir"-ilqTt-d. grw q-a q}qo qM qrt. (qnarw -l ) +sl[l.q}.sd eTe. trw
qmftrf, $Frrr srfi-d iiilnreror-q{ Brfd-€T silt.
https://www.icmr.gov .in/pdt/covid/strategy/Adviso ry _for _rapid_antigen_t
estgSoq?olo.pdf {{Eq guTfd EDl"Tc l p-c+1.nRnr qrq{u-{ircl q'rfr qrqreo@l

qqe M ertqifi\.reiT( q-i€S dqrd e-{n-qrer Gil-d qG" gRfrrw -e I

l. Gilqrfi\'qetT{ s{+i lqrFrd ir#cqr Standard a COVID-l9 Ag Kit

el-o-eri-erc-ilff qrtrfi Gilqift\arcrTi g-raer sqi=ffi ffio' e3.oQ.?o?o

FRfrlw -? ) qr qan-fl r{E sTd.

?. qTq-ifi\rcTq ${€}i Bq-0-ff q,t-d riqsft dfio- qndrar .nRaT rg|d-d eqn\
etf*orqfrFqqfrffisG.

8" RTPCR, TrueNat Gilfrl cBNAATqT qrcr-qizzil qttrfi e-'0--q( eF-E-q{ HRr{
----'--------..--a-._
ec.ll_{ror q-fqrqifr uttrft-gwt q-qfud cTrq-{fifrcrTq triT \_S qfffi-o- {qdd
{m-r"trttr tr{u-qt.r qrfr qrfr trq-q'r qrffi*oift rtq q-ft"

eT.fteqlai Frfr, ffio t onqqfi\qeil{

mq]-o - +3 9 crsqu€r 9$cq?

- Email : sidharlhag@jcffAov.in

yw.1ffil
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ilr$e q-Rrf,f, m-qier rialnT -?o?o/s.tr'.r$/dEr) -r

g. T{fuq, srT0.q qifl)q-{ frrTFr q rrdm{qrdfi qi@-r ftlltq o?.oq.?o?o FRFIE -s
) q-drar srTETri etTqri\qsTn rr-{a}i sr.'zrrqr Ch-s ailq q}R-+d en-qr$+q
or$qf, 3tt]-#cqT oerdffiq (asympromaric) rlqo,rcwor t'ilfi,
Seinto-o {cqrffqd etM oeri cn*d frtr-qT m-€ qr* nqr-qrfr o-qq$rfi
lgG antibody assays qT qlTElailakl qlTq{tfr T{-qil ffic'qt srT*d. Bttqifi\qsrTq
TN+i ELrsA srTFT cLrA kits qT qFmailakfarT qrrEatf, qq-{ffi qr*
https://www.icmr,gov,in/pdf/couldlkits_/ELtsA__cLlA:K1s_List_o?oEr?o?o.

p-df qT rlbnEercrq{ B-qd-€r 3II-}. 3lrq{fivq3ilr iii+qT sqfud f,{i-t*
93.oE,.?o?o qT q-tmt Antibody zrerfi-aT ir-d fr-oten-fr qrffi
mmurhekar@gmait.com{T g f6-+v qroffi qfuf, ffi sil-t.

q. qquft,qc${qT g gqrlr{ (Test, Track and Treat I qr .nrdqsq-ffiq otfrs -qq

Ersrisrq 3TrGilqrqT sRdq o-so) e qr,ilft fiq qt-qm ET ym-+q q-qiq silt
qriilq-{Tqrfid s-ctff qrTrftd th}R-s -eq GTrq'mfr oert GrcrurrqT e-d-qr
q-ffifl Ch-s -qq qrquft orqsr& qnr6 Irrlurt.r ghur s-qd-cT cns-q tt
'T{s-a 3rd" a-e--q qrrrTiqT qfuiq m-suqrqd q!-& ailq q-r-nt qfuq
e-d-qtefinT o-{") enqrqo ent. qrEq et*.qT G{-JEqri e)"Tcil-S 

"-fqrftq"n-ffi elh-s qfqrfr qrq!-qrqT y-if-fi q-ffi-* csrs qf{d rr{*-l-i Bqd-dl

a-wT ft-d"qT i.ti.]-q.q-rs i:;i]ogqT|-g|t qs-dT6"ft mw) 3ilcfflt-fi-ent. qrq|q-d

o)fr-s qrq ft o-{u-qrd tq-.qT -.{trfi-fr ftkffi 3ry1ffi ih-qifi geH Gn-r-qra

ft-qdfls err# Gilt" qre-q qrq-s qrqu?t o-quqrqr nnTrqt q-fift-i sqo-€T a-s;r
fud"qT qqqeq-fr mqiorfr q-sildrft qril 

'F-qrmrqq 
Miss cal t-fl a-{d arqq

crr* qteqt qs-ard"n-frmffitn-{rfi.
ts. sq-S-m qrql te) q{q R-rro o!"og.QoQo gftftp - g)qT qtrq-do {f,q-rrT{rr(

n-e-q GrPT sgq soqrur ri-dr-dq, Tft ffi qiqT ftlnim- e{s.ou.?o?o
gftftrw - A ) Xflq Rapid Antibody 

"-fqrft 
oq'tflq-d-aT qFHe-T{q-il t"qra

3rrd"qT 3rTia.@-rqgrrt) elqrftqqstr{ qt-{a}i gqTFrd atdc"-qT Antibody Test
Nitfr qtfr gqrq o?.oq.?o?o eriFr qq.o[,.QoQo F-RRrE -$ I srtd qR{sE

ffi silt" v+il erfr elqiftqwTx q-{+rqT sr.hd iib-c-qerol-q{ s-qd-dr 3rrid

9' hltpsllwwwic mr.goviMpd/c ovLdlkitslE-usA_qLlA_Kits *tiet _ o I o
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qRrdET ril{d-qr qRRrqi-fr qh-{nr qrtrfi.

qRfarcs'. ---Fqq- +Effi-
qI{|{IW-9 ICMR Advisory on Use of Rapid Antigen

Detection Test for COVID-9q

ffi?n 98.oq.?o?o.

https ://www.icmr.gov .in/ pdf / covidlstrat
egylAdvisory_for_rapid_antigen_test9

$o[,QoQo.pflf
-? ICMR qE f*{ifr 9\.o€,.QoQo qTffid

qqe-g Key points to remember for use of
COVID-93 quick antigen detection assay

r. \qTq-q. 3rRfrq q g,Eq tr_-q-tq riTt-dq,r{f{d
{f{or{ ,ifr m qrd 3rd Tmr+Tq q,
ffi ifr ECD/COV|D -9 3/Misc/?o?o.dated
9 t.o[,.QoQo

qltlire - B $tqq, qt{{rr {I{ITTFT l.IqFI q TdRqqroo
qid ft-rio. og.o[,.QoQo d qe.

http s //www. icm r. gov .in/ pAt / cov'tO/ *its/
ELTSA_CLtA_Kits_List_o 3o E ?oQo.pdf

Yt\t?lcc - 9 sJltI{{KqeIR l]T€If,f{ Advisory to start
rapid antibody based blood test for COVID_

e3 erqfl R-{ie- o8.o8.?o?o ffi fae*
qFt{{i!'q-qrr

https ://www.icm r. gov .in/ pdf / covidlstrat
egylAdvisory_AntibodV_Testin g_o8o g

?o?o.pdf

Lilt|?FC - E sTRrrq sTTTq gGq zD-dtM ri-dTc,tq, r-fr ffiqlq R-{io sg.o8.?o?o TiTt( Rapid
Anribody qrq!ft mq")qrqd-ql qFt{{fo-
{|4il

https ://www.icmr.gov .in/ pdf / coviOlstiit
egylRapid_Anti body_test_ protocot .pdf

qliiilE - 0 Guidance on rapid antibody kits for COVID_

93, fr{i-f, 9\.o€,.Qo1o
h tt p s ://www . i c_m r:. g o v. i n / p dt / c ovidl kils 1
Anti bo-dy_ base-d _tests_ j !o q1 o_1 -o.pdf

qr(|?tw - (, vrtch,TFffi- elnfrq lrlqFr qiA Tttrft
lr{rRnqrq{*{r.

qitttrc -q Central Drugs Standard Control
Organization : Rapid/CLtA/ELtSA kits
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sTrrfiq %qtrild sr$iflrr qfrTq
Fnf,sr BrrFiend frsrrr, Ftre?-q 3flT qft{rr

fFFlllot 4Tlilq, grra sFfi.R
Indian Council of Medical Research

Department of Health Research, tVNinistry of Health
and Family Welfare, Government of India

Advisory on use of Rapid Antigen Detection Test for covlD-1g

Dated: 14th June 2O2O
Background:

Real time RT-PCR is the gold standard frontline test for diagnosis of COV;D19. Various open and
closed RT-PCR platforms (Open systems RT-PcR machines, TrueNat and CBNAAT) are currently being
used for COV|Dlg diagnosis in India. Allthese platforms require specialized laboratoryfacilities in-
terms of equipment, biosafety & biosecurity. Minimum time taken for the test varies between
different systems with a minimum of 2-5 hours including the time taken for sample transportation.
These specifications limit the widespread use of the RT-pcR test and also impedes quick
augmentation of testing capacity in various containment zones and hospital settings.

In view of this, there is urgent need of a reliable point-of-care rapid antigen detection testwith good
sensitivity and specificity for early detection of the disease.

There are no reliable antigen detection tests available worldwide, which could be used as rapid
point of care tests for quick detection of COVID-19 positive patients. Such tests would help in proper
implementation of the Govt. strategy to test, track and treat. Such tests will also help in allaying the
anxiety and fear of healthcare workers and aid in better clinical management of the patients. In view
of this, an independent two site evaluation of the only available or stand-alone antigen detection
assay available in India, Standard Q COVID-19 Ag detection kit, was conducted with an aim to
evaluate its sensitivity, specificity and feasibility of use as a point-of-care test for early detection of
SARS-CoV-2.

4. Brief deseriptfion of the standard e covrD-19 Ag detection:

Standard Q covlD-lg Ag detection kit is a rapid chromatographic immunoassay for qualitative
detection of specific antigens to SARS-CoV-2. has been developed by SD Biosensor, a South
Korea based company, having its manufacturing unit in Manesar, Gurugram, India.
Each test kit comes with an inbuilt covlD antigen test device, viral extraction tube with viral lysis
buffer and sterile swab for sample collection.
one Nasopharyngeal swab needs to be collected using the customized sample collection swab
provided with the kit. No other sample (throat swab, bronchoalveolar lavage or sputum)should
be used.

After sample collection, the swab should be immersed and squeezed in the viral extraction
buffer, provided with the kit. This buffer inactivates the virus thereby reducing 
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biosecurity requirements. The test does not work if the sample is collected in the usual viral
Transport Media {vrM), routinely used for collection of op/Np swabs.
once the sample is collected in the extraction buffer, it is stable only for one hour. Therefore.
the antigen test needs to be conducted at the site of sample collection in the healthcare settiIng.
Transportation to the lab is not recommended,
once the sample goes into the buffer and is mixed properly, the buffer tube cap needs to be
replaced with a nozzle provided with the kit and 2-3 drops of the sample with buffer are put into
the well of the test strip.
The test can be interpreted as positive or negative after 15 minutes of putting the sample into
the well by appearance of test and control lines, which can be read with a naked eye, requiring
no specialized equipment. Maximum duration for interpreting a positive or negative test is 30
minutes. After that the test strip should be discarded.
The test kit should be stored between 2" to 30. C.viii)

ix) Detailed instructions for use can be

https :l/vq u! u, belm Bd a QFU_Wxta

accessed through the video link:

5. Validation of the Test:
l. Sites:

standard Q covlD-19 Ag detection assay by SD Biosensor was evaluated independently by the following
agencies:

i) Indian Council of Medical Research, Delhi; and
ii) All India Institute of Medical Sciences, Delhi

Results:

standard Q covlD-19 Ag rapid antigen detection test has a very high specificity (i.e. ability to
detect true negatives). specificity ranged from 99.3 Lo t}o%at the two sites.
Sensitivity of the test (i.e' ability to detect true positives) ranged from S0"G% to 84% in two
independent evaluations, depending upon the viral load of the patient. Higher viral load
correlated with higher sensitivity.

6. Conclusions and Recommendations:

standard QcovlD-19 Ag detection assay by SD Biosensor is the standalone antigen detection
test which is available in India and has been validated.
ICMR encourages other manufacturers / developers who have antigen detection assays to come
forward for validation.
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ii Containment zones or hotspots (to be performed onsite under strict medical supervision and

il ,aintaining kit temperature between 2" to 30" C.):
it.,
ii ,l Alt symptomatic Influenza Like illness (tLt).

ii "t 
Asymptomatic direct and high-risk contacts with co-morbidities (lung disease, heort disease,

ii tiver disease, kidney diseose, diobetes, neurologicol disorders, blood disordersl of a confirmed

ji .ase to be tested once between day 5 and day L0 of coming into contact.

ii t' Heafthcare settings (to be performed onsite under strict medical supervision ond mointaining kit
temperature between 2" to 30. C):

i) All symptomatic lLl patients presenting in a healthcare setting and are suspected of having
COV|D19 infection.

ii) Asymptomatic patients who are hospitalized or seeking hospitalization, in the following high-
risk groups:

' patientsundergoingchemotherapy

lmmunosuppressed patients including those who are HIV+;
Patients diagnosed with malignant disease;

Transplant patients;

Elderly patients (>65 yrs of age) with co-morbidities (lung disease, heart disease, liver
disease, kidney disease, diabetes, neurological disorders, blood disorders)

Asymptomatic patients undergoing aerosol generating surgical / non-surgical interventions:

' Elective/emergency surgical procedures like neurosurgery, ENT surgery, dental
procedures;

' Non-surgical interventions like bronchoscopy, upper Gl endoscopy and dialysis;
*lLI case is defined ds one with acute respiratory infection with fever 2 ggC AND cough.

I

I

I

t

ii i)

Use of
conditions:

antigen test is ed in

ii)

iii)

iv) ALL

i) Suspected individuals

The test should be conducted an-site under strict medicol supervision and within one hour of somple
collection in extroction buffer.

AN covt
ENTE THE AND THE

ES AND
E

somples (only nosopharyngeal swabs) to be collected by a trained healthcare worker following fultinfection control practices including use of proper ppE.

IDSP} ON A REAI-TIME BASIS.

ALS DISEASE
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**l*tirp*rx tinr* t*ken f*r RT*F*R te*t ie ?-$ ft**rs.
Anttgen det*stie*- tesf *{s a rapid pelnt af s*re t*s! a*d l*ns n* specra}rzed
r*q*ire,n**nt&
*n'e n*s*p,h*ryng*al gwsb i*
**mp$* e*lleetiart,
S*mSe coJlaeliosr and t*sting
pr*pcr PF'H"

*am be iriterpre{*S betrA.e*n 1$ t* 3S rx}ttct*$ wjt}* a xaked eye,
itit neede t* be nt*sa# betw.een *n t* 3S" *"

Annexure 1:

lxb*r*t*ry

te be *aflected and i*sted tln*ite :arithir+ *s:e lr*r$r af

is tn b* perf*rrat*d by a trai*ed heeith *ar* warker with

I

i

wl*gp,,*+s,i

A" fi*lrtxi*rmg*fi x*l*l*a *r h,cts,pct*:
i} &il *yn*plcrnatie lnftuenea Like lttne,*s {ll_}i"ii) Asyr*ptorcatic direct *r:d lrffi-riok a*;rta*te

*sse.
{w}th **-rncrh$d}tie*} *f * f*b e*nfirm*d

E. llaalth+*r,e **ttlngs;
l] A{}6},}nplsr{}dti* ILI patient* pr* er*lng i* e h*af,?h*ar:e se,tt}ng and are ssspeeted of

having C0Vf Dt g infect*on.

ii: ,{sS,rllptarn*ti* p*iie*t* in hish r:*sk gr*rips: und*rg*ing *h***lh*rapy;
**mr*n**apprwced patie*fe; patients sufferrng with nrxlig*an* *i*esec: transplarrt
.p*fients; elderly patiierlt- {>$$ yr* c{ age} wtth cc,ry:crhiditi*s

ilil Atynrpter*atic p*tie*t* ultd,*rgiri*g aer*s,el gener*ting *uryieel f *on-*urgl*a*
intsrx*nti*r** lik* elestiv*femergerlalr surg.i*al pr*****r**; lr$**r*rsurg*ry, gFtT
*ur$erY. dentxl'prceeduren; *nd *$!t*$urgleel inte,rventi*ns lilq* hre*ch**c*py, uppet
Gl endoscopy and dialysis;

lnterpret*ti*n cf tfi* te*t:

$ynp**r*xt** lilSiv*d$af* whs to*€ xeg*ti r+ *y tfr* ar*tig*n t*st *hould be **finltely t**ted
*sqt*sntlefty by RT-FfR t* nl'ia pttt $*$}Ft$ irdsutip$, w&ere*s a p,**iti** {**i sh*u}d b*
ns**ldered a* u tru* p**i{ive s*d d,c*s *s,1rleed rer**r*rr*,atis* hV RT,F*R t*st"
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ffi {€x;}giqrF€ rtff{,}q, eqq *
E*t*, dsq, -qre*E$e @.i qxsErcdl4 6.), ssq*qe,

ssacqs. gwsqqfi'; q{FqeqT{r, qsaqq{s' qe'.\qs.. s.rs.*.
?f&q, e?ry# xffq;?'d
tawa *1xew {*x'l

qewsq qd qJtqw se$..lt Erqr{K qq

Ear*fuffi. sr{ * qs sitr

Pr*f- {*r.} S**rxm Flhargavin F**:,r*$h*
M'],0&{, FfrQF {gta*g"}, rR*F [Edi*.},

F*fiS, Fg$-$A, trAtuSS, FtrA**, f;A**, f$A, p$d

Se*r*targ t* th* *slv*r{}rltea$ *f lndls
S*p*rinrent *l f.l*al*1 R*$enrsh

lvlini*by s* l'*e*llj: & Famity W*ltere &
Slrs*tsr"&ssc*r"s{" t*t&&

Dated '!9th June l0Z0

slxhle** Rxn:plng up h*t$ng far *SVIH-{$ in **r**t*Fnrn*xt ar'ftea and ho*pltnis,

trear {Ohief $ecrs{srie* *f a*l $tat*s}

1. ftesl Tinr* RI-T*R ix the g*ld *t**dard text fsr det**iirg fi*ss$ sf f;*Vl$-1*" Th* teetr*qxir** xp**ialixed lab*r*lnry setup with *p*eii}* bl*saftty and bio*ecurity pre*auti*ns
tc b* f*ll*wed. Average tirn* taken is arsilnd 4-* hsurs frcm r.**eipt *t sampl* tc g*tiing
the r*au!t' ?h* ndvsnt*ge *f thir platf*rnr lies in if* a*cure*y *i dete*ticn an well asabltity l* rur: r*pt* $s s*r*ple* i* * *ingl* nun. l-l*wevar, in viaw *f th* *pecialiredlab*r*t*ry r*q**r*rr:ent*, thin te*t esnrlot ** p*$*rm*d *i *very distrl*t levsl lab* whichd* n*t hau* r**le**ler vir*l*gy fa*ilitfe*.

2" Th* Tru*Nat and fiBNAA? *y*t*mc h*v* al*+ b**sr d*pl*y€d f*r di*g*vsi* of $$\4*-ls
in view *f *v*it*hility uf *u*l*mic*d *&rtridg** frr *OVls-1$ *i*gno;is, iflese platforrns
h*ve wid**pread xv*ifcbifity eu*tt st d'i*irleixnd Fl-l* *n thes* pfatfcrnrs ar* wld*ly u*edfrr diag**xls *f T*berculnsix as wall as rther inf*cti*u* *ise*sbn, Trres* prsuurmt hav*
a quick turnar*|tnd tim* {3* -ss rxinlltes} but anly 14 s**lpl*$ fa}1 be tesi*u in one run,
lit'tiiting the ruraainrium nurnbers that can lbe te*t** ia 24-4S-sar$plss f day.-The viral ly*isb*ffer th*t **n"l** wlth the fGVl*-1$ c*rtr[dg** ina*tivat*e th* virus anc pnu**
miniralum bi**af*ty hxaard" $xfety is fr:rth*r nu$ln*nied by th* cl**,ed nxiure *f theseplatfcrm* and nrinlmum **mptr* handling. ?h*si f**tur*s irsv* fa*ilitated u*e sf th***pl*tf*rnr* *l gr*** r*sJ l*vel thereby increasing accs$s t* t*ating.

3' ln an *s*rt t* r*rxp up the testir*g *apcnity. IOMR ha* appr*vss a tstfrl *f g6* labs inpxblie and priv*te *s*t*r" l'l*wev*r, In*pite sf the** devei*prnent* in testins, there is anurg**t nesd t* intr*duc* rapid pgint of *ar* diagn**tie ia*ts t* niake t*s6ns wid*lyavailatll* in all part* cf th* c*r:*try,

4" n$ryio *ntig**-h***d d*t*ctinfi a*$ay$ l**v* b**n L{s*d *uc*e**fully f*r **rly diagnnxi*of *i*a*xes liks &'{slari*, Leishmania, viral and bact*ri*l r.e*p{rat*ry'inf*ctions ete. $usht*ste *sn b*. used as p*int of care di*gn*sti*c in fi*td ;*t1ing* in* r,uo* minimalbi***fety and bicnseurtty r*quir*rne,nt*" Tn visw *f this, l*Mi'had been exptoring
alt*rnai* qui*k *n# r*liabte vpti*n* for diagnn*i* sf ssvltr-'ls"

----:-, l_dffi lcm?
tt\Wf l/ if-.;f^f?Htft!?fi
\'&s,,/ se*''s&+sso'|{qktss

qrr*q $rTgtr*tq ar-d{iurq qRTq
19ft*q ary{{un j.&l{T{

ffiffi siqk€wxnnq 4eTsq'
qIYd IWWT{

S. qmffirrs:* q&q; $s{& q"q'{

?-tft6* * ir* *zs

Indiar* &*un*il cf illedie*l He*earch
SeFa*r*ent s{ f{ealttrr ltes*erch

Mini*ty *f *e*lih & Fnniily \rt*lf*r*
**vsrxfi*nl x,f l*dis

V" Eem*ling*swarni Shawan, &nsari Nagar
Xew *alhi - tlS *A$

S*" tds. Hf SJS0lf I $ 1 9jnfi is*"Jtff IS

T*l*.:*ss$&8s4. ?s$s*#a*, rax {*t?"}: *1-1j-3$s$s6*a, H*mat{: s*qr-dgffiifflr.p*v.in
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the test hi* heen rJ*n*1p-rta,w * vsfy higi: *pe*iscitywg{h mcd'erat*'*encitivity" tc}sR nqw ais* rec*xt*tend* L,s* pf *ta*rd*rd * dcvrb-r* *g*etest*sfi !**t t* ? psint s{ car* diaglrcstic assay ror lesfing L *u* s**tainr.si*nt a*n€s esure*l s's |**pitx.ts in *cmhi*xti*o ytl^th* gq** siaftdarJ-*S-l;c6 te*r. reMR rt*c f*s{,Jad

?,

s.

::_:fJ'::y !1te* 11* .j*nq .fss* rn- thiJ-r*#d, **ri*["*;; #*;;;ffi_f*lT;

S I*-l*y:::ry..ctaarry **tixe*&s r*e;ecem*end*d sf*up* *f individ,r*ar* wha *
su*:rev'r L's4rlrJr r*Mrttltti*t€li tlr€ recc$Tlx*R$*g Sf*llp* *f individ,l.*al* wha xhnpldb* test*d *xi*g the ant*ge* de*eeticvt aes*y. Key pxrttJ ir'*ie advie*r5r ar* exci*sed a*Annexr:re 1 for your perusal.

!t*rl'd*r{ * *Gvfn't$, Ag ltit is availabt* with th* lssat vendcar sf $$ *i***;r*c}r.Contact detai:ls are as follows:

flr. *S Brd*
$*sbil hl*: *StgS'tS43S$SS
Email: d&edi@iciqud.conn

l*lLJlR .ha* neg*fieted the pri** *f ftr* kit" The upp*r pr:tce c*p neg*ti*ted by th*C*nrrnittee is R*" 4S$f..

For *ny ts*h$i**l assistsns* l,*J:erifieatiqn*,'d*t**1s *f th* lGn$R *an,t*rt p*!*t are grveR
belsw,

Dr. $idhartha Giri, Scientist E, tCMR
M*b*l* N,a: *St*T5SSt fSSa
Frn*it: sj$l*ertlte.*.Sigff,{.,gov;in

*'{indly lrsta glat In *ddition tojh: det*!*a *rf sl* ttrla re*,ia **nd,uired ky tha frT.p**,
lraef*$,-€BryST' rssu'{ts of Antig*n dstectic* as$ay ats* ne*d ta b* entsred tnt*the *x**ting lcftfiR *t*jntq ryortal wh*rc a s*F*raG *$d Fra* *een ir:**ip*rat**t* are*Hltrtcdst* *llteetlng data amarg,i*g ttworigh th* r*p$d xxtige* teui-"'
frt sdditisn' vids esrlier letter No. daied frcm $ecy Dl-iR & &G t* *ll st*tes, lcfidR hcs
:3.",::1j:?j::_:1" ur* "*f lS* antibady as*iy* f*r *cr:rd**rlng x*ro*urvey* i*asyrnptamatic frontline workers like healthcare.workers, sanrtation *oriurs, secuntv staffek...rg aeae*sing their **r*st*tu,s far **Vt*-"tS* *ul*a**e af **Ml? cn th,e tiet atavait*b** ELI$A and SL*A kits c€t"! be aec**sed at

. As th*.*p*x
::*:::*h*rga*ix*tianofthecgunt*,iffiyi*wa*d**:.ldx*tr****rch*n.ti*"evolving tre*ds cf the disea*a **d *wcrdingly advise th,* *t*{*s I e*ir*lrv ac tir*pubii* heslth p*litie*-.|T y*** oi this, ! advise you tJsnare an the antib*dg textnti reat*tre
wittr ICfi*lR at the e,rnsi{ fd given b*t**w: mmg*i*Cf{&Sryei},Sgm.

*' $irce teet. traek a1d fea* je tfg. rnly w*y to.prevent lprcsd *f infe,cti*n and a*ve lives, itis ilnggr*tks th*t t* ting.sh*uid be-iv:**" wideiy;vaiiA.bl; r* a,il symptnrnatic i*dividualai* every p*rt of tlte eeirxtry and eantact tracing mechanlsms for c*rxfaiE:nren.t of *nfecti*nars tllrtfi*r *k*nsthened. Therefore, it is advised that altr tfie pa,tie nt*: **i"unu b*ifigtestes by any *t tllg ap*-v* m*!h*d*,.y' :y he requ**t*d t* *hare on* per$*nrt td*ntit1fi
**sue'd by **vt. nf fndia to establi$h th* *uthe*'$i*ify of the $ndh,tidusl. nf**, it tra* b**n**t*d th*t th* phone numbers shar:cd by indivtdu;h at the tinre *f {.*stii* ar* nficn
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ti

*
$t$*nir*:ll.:rN ti*xe tclce,n f$rRT-FCR te*t i* 2-$ ircure.
Antigen detection test cis a rapid point of care tes{ and has na sBe*i*fieed l*h*r*i*ry
reguirenenta
Sne nassph*ryrrg*ai swab is to be cotlested *nd
s*rnple ccllsstion,
$am,pie et*b*tisn aed testirlg ie't* b* pe**nvled by * trained fr**lth *are rvnrk*r with
proper PFF,

r *s* he'lrrt*rpreted hetw*en 1,$ t* ** mir*utes wlth a naked *y*,t Kit s:ee$s t* b* *t*red betvrcen ?" to 3S* *"

te *ed trn*ite Nt*t*r$:r *,np hs,rur sf

**ntai*rrsxt asns,* er hckpot*:
All symptnmatrc lr*fluenza Like tilness {lLl}.
AsyrnBtorr**ti* dir*ct a*s hi,g'h-ri*k *snt*st* {witi"l **-.m*rbi<*i€i**} *f * !*b e*nfirn**d
cs$*.

S. I{*e*t}rc*r* $s ir:t$t$j
i) Atl syrnptornatlc I!,1 patients presenting in a heatthcare seitrng and are suspected of

havi*g SO\llDt g rrrfection.
ii: &*y,*:ptematl* p*tielltt$ i* high risk Sroups: xr:derg*ing *h*r*clharapy;

imm*nCI*:rippressed patiento, patierrtr *Uffering with s"ng,tlg,na,R* di*eage; trr*fisF{pr}t
.petisnt*; *l*erly pati$,n*s {>S$, y,r*. of,ag*} w$th ce-ffi*rbid}tF*s

iit A*ynr,pf*rnatic patients undergoing aerceol gecler*ti*g surgieal I ****xurgi*at
i$*rv*nti$*,* lik* *tecrt*v.*f*rnergeilcy surgical pr*c*d*re*: lri**rcs*r**fy, Ef{T
l*urgery, dentatprcc*dure*; afiS vtsrl-$ur.S*cai in*ery*r*i*ns iike br*r**h***spf, *SF*r
Gl endoscopy and diafysis;

Interpretatian of tfiE test:

$yttrpttrr*x*iE lr$iv*dr.lal* who test neg*tirr* Sy tfrc *r$igen tsst sf:*uld be ddir*itety t**ted
*equun*icily *y RT"F$R t*,ru**'at*t *fit$St$ isfxttla*" wli*ree,* a pexitiv* fx*t *Fr*uld h*
*s$*id*red sx t'trtl* positive and does net nesd rse**Srnn*ti** by RT-F*il t**:.

A"
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Indian Council of Medical Research
Departrnent of Health Researchn fvlinistry of Health

and Family Welfare, Government of India

Date:03.06.2020

LIST OF, IgG ELISA KTTS F,OR COVID 19 VALIDATa,D BY ICMR IDENTIFIED
VALIDATION CENTRES

ydus Cadlla Healthcare Ltd.

g$sBA9q c*u$x€i|_ sF
lbttr*bt"&i_ eg$FAReFl
Selvin* t$e **ti*it sitlfe 1613

edabad, Gujarat,India
CoV2HI GG96-001
CoV2HI GG96-002
CoV2HI GG96-003

US Inc., USA 8200420AW

h Inc., USA Erbalisa COVID-I 9 IsG ELISA CVG6O87

The IgG ELrsA and CLrA tests are recommended only for the following putpose:

i. Serosurveys to understand the proportion of population exposed to infection
asymptomatic individuals. Depending upon the level of seroprevalence of infection,
public health interventions can be imple'mented for prevention and control of the disease.ii. Survey in high risk or vulnerable populations (health care workers, frontline
immunocompromised individuals, individuals in containment zones etc) to know who
infected in the past and has now recovered.

Flease Note:

including
matching

workers,
has been

The ELISA tests have been validated in the laboratory. However, the performance of the test may be
subject to variation under field conditions.
*Above listed ELISA tests are validated with the mentioned batch number only. Responsibility for
batch to batch consistency lies with the manufacturer.
IgG ELISA I CLIA tests which are US-FDA approved can be used directly after due marketing
approval from DCGI.
Names and contact details of the
for ref,erence.

manufacturers of COVID Kavach IgG ELISA is enclosed

COVID Kavach ELISA IsG

Euroimmun Anti- SARS-COV-
ELISA IgG

l lPage
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Zydus Cadila Healthcare Ltd

Meril Diagnostici ivl. r,iO

Trivitron Healthcare Pvt. Ltd

Mr Vivek Kant Tripathi

Mr Paparaidu Sanapala
Dy. General Manager(Technical Head)
Vapi, Gujarat,India
Mobile: +919574144456
Email : paparaidu. sa nap ala@merillife. c om

I' V".iuiLd;dhi-*--
Chairman
Plot No. A-1, Royal Compound, Tamanman Kaman
Bhivandi Road, Vasai, palghar,
Mumbai-401208, India
Mobile: +91 -9819720123
Email: veeraal@voxtudrio.com

M.Nttt" S#""1,
President
D -134, MIDC,Industrial Area. Shiryane^
Opposite Dr. D Yparil University. Nerul,
Navi Mumbai - 400706,India
Mobile: +918291282827
Email: santosh.jagtap@trivitron.corn

Ms Sangeeta Gupta
Head Technical
A- 1 80, Okhla Industrial Area. Fhase- 1 .

New Delhi - t10020, tndia
Mobile:+91 8 800192205
Email : tcmgr@jmitra.co.in

Dr. V-"k V ;;n;, He,ad :operatil;*
Rapid Diagnostic Group of Companies
B-82, Industrial Area, G.T. Karnal Road.,
New Delhi - 110033. India
Mobile: +91 9535998155
Email: drj indal@rdgc. i n

Mr Rajesh Aggarwal
Plot No. 338, Induslrial Growth Centre
Saha, Haryana- 133104, India
Mobile: + 91 9315445391

*E11gl|.-pxppf t3gg9@rgveconhealthcare.com

Zydus Corporate Park,4thFloor, B Wing,
Scheme No. 63, Survey No. 536,
Near Vaishnodevi Circle, Sarkhej -Gandhinagar Highway,
Ahmedabad -38248 l, Guj arat, India
Mobile: +919717273066
Email : vivekk ant.tr ip athi @zydus c adi I a. c om
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INDIAN COUNCIT OF MEDICAT RESEARCH

DEPARTMENT OF HEALTH RESEARCH

Strategy for areas reporting clusters (containment zone) and in large migration
gatherings/evacuees centres

Cases of Influenza Like lllness (ILI) to be monitored in health facilities. Any surge in cases to be monitored
and brought to the notice of Surveillance Officer/CMo for adiltUonal inveitigolion.

As a matter of abundant precautions, all symptomatic ILI persons should be advised home quarantine
for L4 days.

At facility level, symptomatic ILI individuals to be tested using rapid antibody tests.

o Antibody test negative:
' If warranted, confirm by real-time RT-PCR using throat/nasal swab.

RT-PCR negative: Likely non-COVID-19 ILI
r RT-PCR positive: Confirmed COVID-7| Case andaction as per protocol to be

initiated for isolation, treatment and contact tracing.

OR

' If real-time RT-PCR not done, home quarantine and repeat antibody testing after 10
days of the last rapid antibody test.

o Antibody test negative: Likely non-COVID-19 ILL
o Antibody test positive: there is possibility of recent infection, quarantine for

another 10 days.

o Antibody test positive: After clinical assessmen! treatment in hospital or isolation as per
protocol. Action as per protocol to be initiated for contact tracing,

If symptoms worsen, refer to designated covlD-r9 hospitals.
When home quarantine is not feasible, consider facility -b ased quarantine.

General Guidelines:

' Healthcare workers doing the rapid anlibody test to use gloves, mask, and head covers.o Healthcare workers collecting throat/nasal swab to follow standard national infection control
guidelines.

o The rapid antibody tests approved by US-FDA/CE-lVD or non-CE-tVD validated by ICMR-NIV
with marketing approval by DCGI be used.

o In order to ensure that all such cases are monitored and necessary action is initiated with
respect to infectious disease managemen! details of all test results shall be uploaded in ICMR
portal.

' All such organizations are duty bound to register themselves to ICMR portal and upload the
data in real-time.

o Failure to do so, they will be held liable to action under Disaster Management Act, 2005.
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[4 April, 202A)

Home quarantine for 14 days and +

+
Probable
covtD-19

Clinical
Assessment,

Hospital
treatment

/ home isolation

COVID-19 case
Hospitaltreatment
/ home isolation

Iv*,

Non-COVID-19 tLl
(Susceptible)

*
Probable COVID-l9
Clinical Assessment
Hospital treatment
/ home isolation

I

lf symptoms worsen, refer to designated covlD-l9 hospitals
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RrStAt"i gstJn{lt tiF
NF*resL *R$€sRtFt
*lrf,n$ al$ NLbn $&* tsni

*r**x^{€T;}ffi"r?s *Fdq, qqq *
ys''6. Sqq' {q-$yd}* ffi"l qn,xlq** S.l, Cql${,f

{t$t\sl q6qqqq}r &r' \4:c. .qeWmfi ,.n},qa.q.. Sg*.S.
Efu.s,, Wr{t XcqIT
e$qq eS{qF{ ftq'}

ffi{{xr q$ *f*:A ry*ryrr **rffi q?i

c'g'r&'e rs, xr,$ x* qs a$r

Frsf. {Str} fl}*$rxra &}*rgava} Fad$a$hrN

h{*, *h{, FR(* i{}tas{J, S&ep {edin.}"
F.ASC. F&f*&, F&F*S. FNASC, ilA$c, Fx& $$c

se*r*tcry tn t** S*{.*r$n$,Fnt $l tndi*
**Fartfiefit €f Lleglth ftesear*h

F$lr*e{ry a! *eefih & flamity lvs$ers &
*lraclsr"Gener*n, f CiiiR

ryrt*q $rgf, srE s-trvf€rn *lr,{
€Te* aeSwxw &wn

wrw qqqRqwffiiqm {?rdru
${r{n's{ffi'tY

S,r.rfuqry{. iiws;rlt
r$ffi-.!Ts *e$

Indlsn *cu*clt sf hrlsdisstr **ss*rch
Ssp&*r,rlent sf F{*all}{ Hs*esrcfi

Sitini*try pf F{eslth & F*rnily Wp{ar*
*ov*nnrnr*rt *f l*ldia

Y. fi*rnxling,**rrs*ni Bil**nn. AnEsri Nsg*r
f{erre ndhi. T.iS OAC

*,S. X*" brlRft$3$t$tgS.S-t {Vnr.g
S*t*d: 'll'$ April 3*3$

&ddl"#frtsf s**rsta*rsf$s*r*{xryiFr**vipal $r*r*te,ry }*sa*th {*ll $fal*x}

$ub: Pr*{s6t$ f*r x*lttg 'ftap*d a$tib*dy teat' iR }tst ar*a * *gidrrrli*}*gi**6 *tr*dl** a;rd xxrveiilxnc*

| *m writi*g t* y*ru witti r*j*rerce ts the repid aniihody t*st k*ts fvr SGV*S-.fS t*Efin$. $t i* {.}$derst*sd t}rat nrany
S1€t** irlle!.ld fs its* tt1*ss hits irr sffected ar*es.

2. The i&rti*n*$ T*xk F*r.c* al i*L4R f*a* ear*fu*ly r,er.ri*rcr*d t** dats e*rciving fro*r $ari*ils c*$nkiee c$ u$*
oJ such k{t$" SfrE*d *n *s*ifabl* evi*encs, the t*s?in$ xlr*l*gy t*r CS\llrFiS h*s be*n r*vi**d further. Yhe :avis*d
doc$rnent ie €ficla$ed f*r y*ar rci*re:r**.

3' :tf ia flritiral t* undffsta*d i&s fetls\#islg h*y r**ts whil* xsing the r*pid antib*dy testsl

- G*id $tsnd*:* fr$*tl{n* t*st f${ eSVin-lS *iaSn#$i$ i* rsal tkn* FSR bs*Ed m*rlerul*r tss| whi$h is airrred cr
rartrS \fir$s d*tecti*n.

- The rapid a*tlbody te$l eannsl r*plx*a th* trs$tline ts$t.
" Tlre r*pid Attt{b**y test i€ a aupB}er:**rltsrf [*lrl lc $,$$sss {fi€ pr,*\i€}en$s *f the dir*ases rvi$rin s ss$$i** area f

psnrneter
- Tks rapid *ntihcd? te$t will *nly he nf *ti$lty a*ar a nninim*m ef I Sxy* sf *il*st *,{ sy**pt*m*.- *afa ab*ut thes* r{pid te$ls i* emerging arrd u$dffslsnding *f their $ti'iity for si*$nosin is xii}i ev*lving.' Th* rapid l*stx xre useful f*r vp]d***$ckrglta] sN$di** *nd **r$sill*nci purp'*las.- Tl{F Yf;$T l{A* T* ss *sFrtr LJN*fiR s:x{*T &Esrs&i- srJFfrftvf$tst1r.

4. Th* *nst***d l*M* advis*ry ie for Hot spnt*. lfi s*ee ycerr state do** net hav,e * H*t sF*t. th€*r t*$!s
may be used l0'.-

al S.ny h*t$p*t ru*ieh r"*ay s$lerg€ in filture
*tr

h) &s * surueillance t**| fCIr epid*r*i*l*gi*a* p*rpo*es in sueh s{es$'whe.s ilasss hsrr* n$t €rflarg€d $s fer.

5" S*f*r* stsrtin* the rapid iast, it *heuld'be r*gist*reS ** euuidlS**.nic.inii*MH an$ data rqlsled ?* ih*
l€$t snculd ba r*Bu4*d *n thF $a&:e,

Wrt* bsst r*gerS*

E**lssed:A.a qb*gs

I S : *i,ri*i $ss!* ta r?f *d$riSljSFrq Fg,!q

{ $a}rnnn Shrrg*va}

Y*b'r g*$s$3$d. ?$$*sse*. F*x qfff"|: sx-*"i-?s5**$sa, €.-mai*: **v-**gi*rnr"guv-tn
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Rea*-Tlme FeR t*T'F{x} te*t *n* s*int-ef*care s.na*aer*lar
d**gn*stlc assrys &re recsrrtmended f*r diagn$$*s sf c*vitr-t*
a,msns indixidu*ls h*l*ngi*r.g t* the fclluwir*g *at*s*ri*s:

' A$[ sympt*r*atic indlviduals whc h*ve **d**,teken
*nternational travst in th* tast 14 days. All synrpt*r*stic **ntacts *f ish*rat*rv **nfirr**d **s**

" A$* sympt*nratic h,e*Ith cere werkers* &*l patients with Sevsr* Ac*te ft*splr*t*ry {f{n*ss {f*ver ,qtu3
e*ugll andlnrr sh*rtne$s *f brexth}* *'4syntpt*rnxtic direct *nd hlgh-r,isk s**taet* sf * **nfirrned
sas* shuuld be tested nn** between d*y s and *av, ?4 *f
c*n'ling lyr hlslher eanfaet

Add*tis.na,l :Testing f*lr F{rrt *p*t aress

Ffcrt spct are*s
-s {,as g**r {vl*H&F\J1l3

Svrrr?tsl*r ( !$f !L** nxe*Li.ke,- !tirressl
Fever AND Cclugh. Ct:ld

.{?

*T-

w

>? d*ys
.\i

|taglid A**.ikrodv'ltxst

+9,$*lrq*-*,

- tf,S
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=
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-F lfe

Advl*e t.3 contlnuq
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Ic€sf 
" 
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I{ :ld dfia
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Indian Gouncil of Medical Research
Department of Health Research, Ministry of Health

and Family Welfare, Government of India

Date: 19106/2020
Guidance on rapid antibody kits for COVID-l9

Till date, 56 antitlody based rapid tests have been validated, and the following were found to be
satisfactory. 11 of these kits are manufactured in India.

o Canbe done on blood/serum/plasma samples
o Test resuit is available within 30 minutes
r Test may come positive after 7-10 days of infection
o The test may remain positive for several weeks after infection
r Positive test indicates exposure to SARS-CoV_2
o Negative test does not rule out COVID-I9 infection

' These rapid antibody test kits have been validated in the laboratory. However, the
performance of the kits may be subject to variation under field conditions.

r Above listed kits are validated with the mentioned batch number only. Responsibility for
batch to batch consistency lies with the manufacturer.

I BioMedomics (CE-IVD), China Biomedomics COVID-l9IgM IgG Rapid Test 20200226

2. Voxtur Bio Ltd, Surat (Gujarat),
India

Coronavirus (COVID-19) IgG/IgM Rapid Test PCCV2OO3OlS

3. VANGUARD Diagnostics, Delhi,
India

COVID-l9 IgM/IgG Antibody Detection Card
Test

RCOVID2OO3OlT

4. HLL Lifecare Limited, Gurugram
(Haryana) India

Makesure COVID-19 Rapid test CVCTO3O42O
cvcT0204203
cvcT0104202

5. Lab Care Diagnostics India Pvt. Ltd,
Mumbai (Maharashtra). India

ACCUCARE IgM/IgG Lateral Flow Assay kit cvc 200401

6. Nulifecare, Noida (Uttar Pradesh),
India

Abchek COVID-I9 IgM/IgG Antibody Rapid
Test

NIJL/COV-
t9lR&Di001

1 Alpine Biomedicals, Ambala
(Haryana),India

One Step Corona Virus (COVID-l9) IgM/IgG
Antibody Test

1.70420
1^20420

8. Medsource Ozone Biomedicals,
Harvana. India

COVID 19 IgM/IgG Rapid Test Kit (ver 2.0) cov-002

9. Immuno Science India Pvt. Ltd,
Pune (Maharashtra), India

Immuno Quick Rapid Test for Detection of
Novel Coronavirus (COVID-19) IgM/IgG
Antibodies

F.|42001

10 SD Biosensors, Healthcare Pvt. Ltd.,
Gugugram (Haryana), India

Standard Q Covid -19 IgM/IgG Duo test - One
Step Rapid Antibody test

E054002
E054004

11. BMT Diagnostics (Rafael
Diagnostic), Israel

BMT COVID-19 IgG/IgM Rapid Test Kit cov200300s9
cov20030059-1

t2. SIDAK Life Care Fvt. Ltd." New
Delhi,India

One Step COVID-l9 IgM/IgG Antibody COVIDl9SOO4A
COVIDl9SOO4B
COViDI9SOO4C

13. Diagnocure, Solan (Himachal
Pradesh). India

Xamin COVID-l9 Rapid Test Device DVCOVlg/R&D/OO1
DVCOVl9/R8.D1002
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Guidance on rapid antibody kits for COVID-l9
Date:19/0612020

# The marketing licenses to the distributors of these 2 companies have been eancelled by the CentralDrugs Standard Control Organization (CDSCO).

Antibody based rapid tests which are US-FDA approved can be used directly after due marketing approvalfrom DCGI.

SARS-CoV-2 Antibody t"*t (iu
Mylan Laboratories Limited (CE-IVD)

M R Roofs Private Ltd

Abbott Laboratories

Zydus Cadilla

Jlfr

19s00309

19500302

l 950035 1

1 9500338

COVID-l9 IgM/IgG Antibody Rapid Tesr: ZHUH
TVD) # cK2003010410

2lPage
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Rapid I CUnl ELISA Kits approved for testing of Covid-lg witl,r the
conditions.

Date: 17.06"2020
S.

No.
Name of the

Firm
Type of Kit Country

1 M/s CPC Diag. Pvt.
Ltd,
Chennai

Chemiluminscent
lmmuno Assay lgG & lgM
(cLrA)

CE Approved and in
Australia

M/s Shenzhen YHLO
Biotech Co. Ltd. China

2 M/s Eris
LifeSciences,
Ahmedabad

Florescent, lgc & |g[\r| M/s Maccure
Biotechnology .Ltd. China

CE Approved and in
China

J M/s Cadira
Healthcare l_td.
Ahmedabad

Antibody rapid test
lsG/lgM

M/s. Hangzhou Clongene
Biotech Co.Ltd. China

CE Approved
4 M/S Vishat

Diagnostics Pvt Ltd
Mumbai

Antibody rapid test lgG/lgM M/S Hangzhou All Test
Biotech co Ltd China

CE aooroved
5 S.D. Biosensor Delhi Fluorescent Rapid

ANTIGEN Test
M/s S.D. Biosensor, korea

CE Aooroved

o M/S Tdvitron
Healthcare Pvt Ltd
,Chennai

Antibody test lgG/tgM
CE approved M/s Autobio Diag Co Ltd,

China

7 M/S Trivitron
Healthcare Pvt Ltd
.Chennai

Chemiluminescence
lmmuno Assay
CLIA
CE approved

M/s Shenzhen New
Industries Biomedical
Engineering (SNtBE), China

B M/S SNIBE
Diagnostics (lndia),
Gurgaon

Chemiluminescence
lmmuno Assay
CLIA
CE approved

M/s Shenzhen New
Industries Biomedical
Engineering (SNIBE), China
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I M/S Vishat
Diagnostics Pvt Ltd
Mumbai

ELlSA
CE approved

M/S Zhenghou Human well
Biocel Technology Ltd China

'10 M/s Sowar Private
Ltd
Delhi

Rapid Antibody test
lgG/lgl\tl
CE approved

M/S Getein Biotech Inc
China

11 M/S lmmunoshoo
India Pvt Ltd Thane

Chemiluminescence
lmmuno Assay
CLIA
CE approved

M/s Shenzhen New
Industries Biomedical
Engineering (SNIBE), China

12 M/S Athenese Dx Pvt
Ltd
Chennai

Rapid Antibody test
lgG/lglt/
CE approved

M/s Beijing Genese Biotech
Inc, China

13 M/S Bioline
Diagnostics , Delhi

Antibody test lgG/lgM
CE approved

M/S Hangzhou All Test
Biotech co Ltd China
CE approved

14 M/S lmmunoshoo
India Pvt Ltd Thane

Antibody test lgG/lgM
CE approved

M/s Goldsite Diagnostics
lnc, China

15 Accurex Biomedical
Pvt Ltd, Thane

Antibody test lgG/lgM
CE approved

M/S Getein Biotech Inc,
China

16 Indelox Global
Distribution, Pvt Ltd,
Banqalore

Antibody test lgG/lgM
CE approved

M/S Dongguan Bosh
Biotechnology
China

17 M/S POCT Services
Pvt Ltd Delhi

Antibody test lgG/lgM
CE approved

M/S Zybo lnc China

18 M/S Krishgen
Biosystems Mumbai

Antibody test lgG/lgM
CE approved

M/sWuhan UNScience
Biotechnology co Ltd, China

19 M/s Rapid
Diagnostics
Pr4 Ltd Delhi

Antibody test lgG/lgM
CE approved

M/s Hangzhou Biotech Co
Ltd
China

20 M/s PTS Diagnostics
lndia Pvt. Ltd.

Antibody test lgG/lgM
CE approved

M/s Changsha Sinocare Inc
China

21 Gland PharmaM/s Antibody test lgG/lgM
CE approved

M/S Shanghai Fosun Long
March. China

22 M/s Accrediated
Consultant Pvt Ltd

Antibody test lgG/lgM
CE approved

M/S Hangzhou All Test
Biotech co Ltd China

23 M/s Accrediated
Consultant Pvt Ltd

Antibody test lgG/lgM
CE approved

M/S Humasis Co Ltd Korea

24 M/s Cosmic Scientific
Chennai

Antibody test lgG/lgM
CE approved

M/S Getein Biotech Inc,
China

25 AgappeM/S
Diagnostics Ltd

Antibody test lgG/lgM
CE approved

M/s Hangzhou Biotech Co
Ltd
China
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26 M/S Trivitron
Healthcare
Ltd

Antibody test
lgG/lEN/ CE
aporoved

M/S Beijing Lepu
Medical Technology Co
Ltd China

27 M/S Rafael
Diagnostics,
Pune

Anttbody test.
lgG/lEM CE
aooroved

MiS BMT
Diagnosiics lsrael

28 M/S Matrix
Lab Chennai

ULIA
CE Approved

Auto-
biodiagnostics Co
Ltd China

29 M/S Providence
International Labs

Antibody test tgG/tgM
CE approved

M/S Hangzhou
Reality Tech Co Ltd30 M/S Voxtur Bio Ltd Antibody test lgG/tg[M lndigenous

31 M/S Vanguard Diag
Pvt Ltd

Anubody test lgG/lgM Indigenous

32 M/S S.D.Biosensor,
Pvt Ltd

Antibody test lgG/tgM
Duo(Standard e)

M/s S.D . Biosensor, Inc
South Korea

33 M/S Weldon
Biotech(l) Pvt.Ltd.

iChrome FIA( Fluoracence
lmmunoAssay) Covid-1 g Ab

M/s Boditech Med lnc.
Korea

34 M/s HLL Antibody test
lgG/lgM

Indigenous

@
Medical Technology
Co Ltd China

35 Mis Raymed Trading
Group Pvt. Ltd.

Antibody test
lgG/lgM
CE approved

36 Hemogenomics Pvt.
Ltd. Bangalore

Antibody test
lgG/lgM
CE aporoved

M/S PCL Inc. South
Korea

37 M/s Aracion
Technology Pvt. Ltd

AnrrDody test
lgG/lgM
CE aporoved

MIS Hecin Scienffic
Inc. China

38 Mis CPC Diagnostics
Pvt. Ltd.

AntiSAR- COV-2 ELTSA
lgtu lgG

M/s Euroimmune AG
Germany

39 M/s Bilcare Ltd. Pune Antibody test
lgG/lgM
CE aooroved

M/S Getein BioteCh inq
China

40 M/s Bravo
Pharmaceuticals pvt.
Ltd.

Antibody test
lsG/lgM

CE approved

M/s Biosynex S.A
France

41 M/s Harmony
LifeSciences Pvt. Ltd.

Antibody test
lgG/lgM

CE aporoved

Mis Humasis Co. Ltd.
South Korea

42 M/s Inbios India,
New Delhi

Anubody test
lgG/lgM

CE aporoved

M/S Getein gioiecfi lnc,
China

43 M/s Imperial
LifeSciences Pvt. Ltd

Anrtbody test
lgG/lgM

CE approved

M/s NewScen Coast
Biopharmaceutical Co. Ltd.
China
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44 M/s POCT Services
Pvt. Ltd.

Antibody test lgG/lgM
CE approved

M/s Gen Body lnc.
South Korea

45 M/s Trivitron
Healthcare Pvt. Ltd.

Antibody test lgG/lgM
CE approved

M/s lnnovita(Tang Shen)
Biological Technology Co.
Ltd. China

46 M/s Concept
HealthCare

Antibody test lgG/lgM
CE approved

M/s Celtex Biotech(Suzhou)
Co. Ltd.
China

47 M/s Bio Innovations
Thane

Antibody test lgG/lgM
CE approved

M/s Primer Design Ltd.
U.K

48 Mis AR KAY Medicos
Pvt. Ltd.

Antibody test lgG/lgM
CE approved

M/s Humasis Co. Lto.
South Korea

49 M/s Kin Diagnostics
West Bengal

FIA iChroma lgG/lgM
CE approved

M/s Boditech Med lnc.
South Korea

50
M/S Aracion
Technology Pvt LTd

Antibody test lgG/lgM
CE approved

M/s Innovita(Tang Shen)
Biological Technology Co.
Ltd.China

51 M/S Meridian
Medicare LTD

Antibody test lgG/lgM
CE approved

M/s Gen Body Inc.
South Korea

52 M/S SD Bio Sensor
Healthcare Pvt Ltd

Standard Q COVID-19
lgG/lgM Duo

Indigenous

53 M/S Tara Medicos
Pvt Ltd Jaipur

Antibody test lgG/lgM
CE approved

M/S CELLEX INC,CHINA

54 M/s Med Source
Ozone Biomedicals
Pvt Ltd

COVID-19 lgG/lgM Rapid
Test

Indigenous

55 lmrnunoscience India
Pvt Ltd

COVID-19 lgG/lgM Rapid
Test

lndigenous
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56 M/s S.D Biosensor
Healthcare Pvt. Ltd.

Standard Q Covid-10
lgG/lgM Combo

M/s S.D Biosensor lnc.
Korea

57 M/s BioHouse
Solutions Pvt. Ltd.
Delhi

COVID-19 lgG/tgM Rapid
Test

M/s Bio Medomics Inc.
USA

58 Mis True Healthcare
India Pvt. Ltd.

Antibody test lgGllgfr/
CE approved

M/s Humasis Co. Ltd.
South Korea

59 M/s lmmunoshop
India Pvt. Ltd.

Antibody test lgG/tgM
CE approved

M/S Shenzhen Crfotrunic
Technology Ltd. China

6o M/s Clini Experts
Services Pvt. Ltd.

Antibody test lgG/tgM
CE approved

M/s Biocan Diagnostics Inc.
Canada

61 M/s Inbios India, Delhi Antibody test lgG/tgM
CE approved

M/S CELLEX Biotech
(Suzhou)Co. Ltd ,CH|NA

62 M/S Synergy
Scientific
Services Pvt Ltd

AntibOdy test lgG/lgM
CE approved

M/S Schenzhen Reagent
Technology Co Ltd China

63 MIS Bioscience Sales
Corp. Delhi

Antibody test lgG/lgM
CE approved

M/S Shenzhan Watrnind
Medical Co. Ltd , China

64 M/s Gastro Lab India
Pvt Ltd

Antibody test lgG/lgM
CE approved

M/S Sche Bo Biotech AG,
Germanv

65 M/S Doctor Analytical
Laboratories Pvt Ltd

Antibody test lgG/lgM
CE approved

M/s Biocan Diagnostics Inc.
Canada

66 M/S MDAAC
International Pvt Ltd

Antibody test lgG/tgM
CE approved

M/S Atlab Link(Beijing)
Technology Co Ltd ,

China
67 M/S Kin Diagnostics Antibody test lgG/tgM

CE approved
M/S Sugentech Inc
South Korea

68 M/s Alere Medical Pvt.
Ltd.

PanBio Antibody test
lgG/lgM
CE approved

M/s Abbott Rapid
Diagnostics Germany
Having Mfg. Site at Abon
Biopharma(Hangzhou)
Co. Ltd. China

69 M/s
Pvt.

Incarp Instruments
Ltd. Hyderabad

FIA lgG/lgM AntiBody
Test
CE approved

M/s Boditech Med Inc.
South Korea
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70 M/s Nucleus 1B
Turnkey Projects Pvt.
Ltd. Telangana

Antibody test lgG/lgM
Australian EUA

M/s Innovita (Tangshan)
Biological Technology
Co. Ltd.
China

71 M/S Elder Projects Ltd
lvlumbai

Antibody test lgG/lgM
CE approved

M/S Shanghai Outdo
Biotech Co Ltd China

72 M/S KDH Biomedicals
Pvt Ltd Mumbai

Antibody test lgG/lgM
CE approved

M/s Dynamiker
Biotechnology (Tianjin)
Co Ltd China

73 M/S KDH Biomedicals
Pvt Ltd Mumbai

ELISA lgG and ELISA
lgM/lgA
CE approved

M/s Dynamiker
Biotechnology (Tianj in)
Co Ltd China

74 Bio Dx Healthcare New
Delhi

Antibody test lgG/lgM
CE approved

lM/S Zybio Inc, China

75 M/s Trivitron Healthcare
Pvt LTD

Antibody test lgG/lgM
CE approved

M/s Shenzhen Lifotronic
Technology Co. Ltd.
China

76 M/s Saffron Naturele
Product Pvt. Ltd. U.P

Antibody test lgG/lgM
CE approved

M/s Hangzhou Clongene
Biotech Co. Ltd. China

77 M/s Bioplus Healthcare
Pvt Ltd Bangalore

Antibody test lgG/lgM
CE approved

M/s Cellex BioTech
(Suzhou) Co. Ltd. China

7B M/s N.W Overseas,
Haryana

Antibody test lgG/lgM
CE approved

M/s Beijing Lepu Medical
Technology Co. Ltd.
China

79 M/s Premier
Nutraceuticals Pvt. Ltd.

Antibody test lgG/lgM
CE approved

M/s Shanghai Outdo Bio
Tech Co. Ltd. China

80 M/s Genetix BioTech
Asia Ltd..

Antibody test lgG/lgM M/s Sugentech Inc.
South Korea

81 M/S Alpine Biomedicals
Pvt Ltd Haryana

Rapid Antibody test
lgG/lgM

lndigenous

82 S A Diagnostics Pvt Ltd
Mumbai

Antibody test lgG/lgM
M/S Genrui Biotech Inc
China

83. M/s Abbott Healthcare
Pvt Ltd

Chemiluminescent
Microparticle I mmu noassay
With Architect System

M/SAbbott lreland Diag
Div. lreland

B4 M/s Lab Care Diag,
India Pvt Ltd

Antibody test lgGilgM Indigenous

391



85 M/S Nulife, Noida Antibody test lgGitgM lndigenous

86 M/s Tulip Diagnostics
Pvt Ltd Goa

Coviscreen-Rapid Double
Antigen test for detection
of lgG/lgM/lgA

Indigenous

87 M/s Roche Diagnostics
India Pvt. Ltd. Delhi

ECLIA
Elecys Anti SARS COV2

Mis Roche Diagnostics
GmbH, Germany

88 M/s Sidak LifeCare Pvt.
Ltd.

Antibody test lgG/tgM Indigenous

lndigenous89 M/s S.D Biosensor
HealthCare Pvt. Ltd.

Standard Q COVTD-19
lgG/lgM Combo

90 M/s Diasorin Healthcare
India Pvt. Ltd.

CLIA Mis Diasorin S.P.A, lilay

91 M/s
Ltd.

lris Hightech Pvt.
Delhi

Antibody test IEG/tgM M/s Pharmact GmbH,
Germany

92 M/s Mindray Medica.
India Pvt. Ltd. Mumbai

CLIA M/s Shenzhen Mindrav.
China

93 M/s Ortho Clinical
Diagnostics India Pvt.
Ltd.

Vitros I mmunodiagnostic
Total Reagent Pack

M/s Ortho Clinical
Diagnostics, USA

94 M/S DiaSys Diagnostics
India Pvt Ltd

Antibody test lgG/tgM M/S Beijing Lepu tVteOicat
Technology Co Ltd China

95 M/S Jetta Labs Antibody test lgG/lgM M/s Hanghzhou Test Sea
Biotechnology China

96 M/s V.S Yarns Pvt. Ltd.
Ludhiana

Antibody test lgG/lgM M/s Accobiotech,
Malaysia

97 M/s CliniExperts
Services Pvt. Ltd

Anilpooy resr tgG/tgM M/s Europiaz
Technologies, U.K

98 M/s Cadila Healthcare
Ltd.

ELISA Indigenous
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99 M/s Deep Meditech Pvt.
Ltd. Delhi

Antibody test lgG/lgM M/s Autobio Diag Co Ltd,
China

100 M/S McW Healthcare
Pvt Ltd

Antibody test lgG/lgM M/s
Italy

Technogenetics S.r.l

101 M/S Omega Dx (Asia)
Pvt Ltd

ELISA M/S Genesis Diagnostics
Ltd. UK

102 M/S Abbott Healthcare
Pvt Ltd

CMIA M/S Abbott lreland

103 M/S Ortho Clinical Diag.
India Pvt. Ltd

CLIA, lgG qualitative
immunodiagnostic assay
kit

M/S Ortho clinical Diag.
UK

144 M/S Ortho Clinical Diag.
lndia Pvt. Ltd

VITROS
(l mmunodiagnostics Assay
Kit) including lgG,lgA and
lgM

M/S Ortho clinical Diag.
UK

105 M/S Athenese-Dx Pvt.
Ltd

Antibody test lgG/lgM M/S CTK Biotech lnc,
USA

106 M/S Tosoh India Pvt Ltd ELISA lgA, ELISA lgG,
ELISA lgM

M/S NovaTec GmbH.
Germany

107 MiS Biorad
Laboratories (lndia) Pld
Ltd

Platellia SARS-COV2
Total Ab

M/S Biorad , France

108 M/S Novomed Inc PM
Ltd

ELISA lgG/lgM M/S Ga Generic Assav
GmbH Germany

109
M/S Ortho Clinical Diag.
lndia Pvt. Ltd

CLIA , Vitros lgG M/S
UK

Ortho clinical Diag.

110 M/S S D Biosensor
Healthcare Pvt Ltd

Standard Q COVID-19Ag Indigenous

111 M/S J. Mitra COVID lgM+196+194
Microlisa

Indigenous

393



ffi-ffi
ffi

FDAMAHARASHTRA

q#
v"\-/-

Your Sorrrieo ls Our Duly

341, qt* -grst rissr ,ffi r*m qqt6
Rqlq qi* {'d),

1F* -+Ao osr

mr{rq vn"lsFT

s{tffi
qq€stlqef WrT-{t-{, q6f. Itnf

GOVERNTVIENT OF MAHARASHTRA
COMMISSIONER

FOOD AND DRUGS ADMINISTRATION
tM.$.)

341, SANDA-KURLA COMPLEX,
OFFOSITE OF RBI BUILDIHGS,

BANDRA (EAST), MUMBA|.400 05t
Tel:022-16592362-65,

Email: comm.fda-mah@nie.in

qT. m. QtR-s v.?fi l$lfr"s fue/rr tql n/ q r

"-a-Hlfl-
qT. qRq

fuet"q fi'rg"r q siisfr rd ft "qTr

ri{rFrq,lN-oq

frq-q :- covl o*l t q. *ttF6' qtqrft u"Pfrr qrqro.q rT tsmfi Rapjd&- fugEcL

qd"fl

R. iqw,lo?o

ftq-qifr-d n-qsoft il-q'Trs srfl ?F"qt-qrf,'t-i fu-, s*qq fr"{iTfi frTrg) ?Iit-ffT ?ptfus qq tqr qrquft

q;ker qrrqfrT trctf, eil-#ffi Ftapid Antigen Test Kit afiFI Antibody Ftapid Tesi t<it t gffiqq q ffi in'runqt

de{i*qr$rqHriAril{€rtrcdsco.sov.in qqsfuqt,$en*.q-E{qTfrftssqn*q-dqis-dwt.
q1-t-fi'q srgffism $$iffiq qftq-*i R" qsloq/qo?o ffi ei* riiraxerarw Bapid Antigen

derection test for C OVi D* c I q'T qlg"flqFff, qrfEmts- TfqqT fRr-q. irsqr $rft"
qftff q-d qr-fr fr-qi-{rf, *frT, gilq?d ftS5rfr frnfl qifr qrsrmr frd"TT Rapid antigen kit and Rapid

antibodv fuz er eff{ qrm{arqT e{-strTPdfs q'd d-'dlrir ril"t ter+tq frTeTgI frqrrt q qr+crkfr stTRttq fuFI
q-it srsflr'fi-ff-s srrnd$, Irqlrl-ilrsT, iiry ?m{-{rfi s?q.r-fft, {rmlft srqrdt* u FchTT[-ffr q, qir*q'

argfiE1-+ u5titrr,t qREq {lcMn} t ffiifffr,fft{ ffidql qrm*-g3{t{tAdvisory Nottce) qnR-s qq qI
qrq0fr+frfrTe-crr**ora.

nft erq-€T qrtr#{sq lrfr qe qTrq.

itqt-qq

Scanned bv Camscanner
394



Ministry of Family & Health Welfare
Directorate General of Health Services

EMR Division

Guidance document on appropriate management of
suspect/confirmed cases of COVID-l9: Railway Coaches - COVID
Care Centre

Scope of the document:

Considering the possibility of increase in cases of COVID-19, a view is taken to utilize
Railway coaches for COV ID Care Centre. Railway coaches will be used for the cases
suspected/ confirmed, and categorized'into very mild/ mild as per the document:
Guidance document on appropriate suspect/confirmed cases of COVID-l9
put on MoHFW website on dated 07.O4.2O2O.

Aims:

1. To observe the patients as mentioned in scope for their symptoms and
clinical. condition

2. In case of change of the symptoms/ clinical conditions, suitable
reference to the designated centre/ hospital for further management.

Guiding Principles:

1. All the procedures will be adopted as per the aforesaid document of
EMR Division, Ministry of Family & Health Welfare, put on website on
0v .04.2020.

2. Separate coaches for suspect and confir.med cases should be ensured
to avoid cross infection

3. As far as possible, wherever cases are admitted in the COVID Care
Center coach, preferably individual cabin should be assigned for each
case. should the situation warrant, up to a maximum of two
confirrned patients can be assigned in individual cabin.

Standard Operating Procedures:

1. Ih" Ministry of Railways, as its contribution to national cause, has
initiated conversion of Railway Coaches into COVID Care Centers to
provide additional beds for COVID-19 patients as and when required.
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4.

2.

3.

5.

6.

7.

B.

o

10.

The special train coaches, after formation shall be cleaned, and
disinfected as per protocol for disinfection of quarantine facilities
issued by Ministry of Health and Family welfare (available at
https : //www. mohfw. gov. i n /pdf /905426533 1 1 584546 1 20q ua ti neo u id
elines.pdf).
A list of 2t5 stations where the special train coaches can be placed is

attached at Annexure I, (as allied facilities to make these coaches
operational like watering and electricity may not be available at all
stations).
Railways will designate state wise nodal officers for allocation of
trains and for coordinating with the respective State/UT Government.
The Railways will share the list of their nodal officers, with the
States/UTs. The States\UTs shall also designate a nodal officer for
coordination with Railways.
State/UTs would send their requisition through their nodal officer to
the nodal officer of Railways following which the Railways will make
allocation of these coaches to the State/UTs.
After the allocation by the Railways, the train shall be placed, at
required station with necessary infrastructure, and handed over to
District Collector/ District Magistrate or one of their authorized
persons.

The state Government shall map at least one coVID Dedicated
Hospital for each train so that patient can be shifted to the hospital
in case of emergency. The State\UT Government shall make suitable
ambulance arrangements for shifting the patient. preferably one
Basic Life support Ambulance with oxygen and ambubag shourd be
stationed at the Railway Station where the train is placed.
In the list of stations (Annexure I), as indicated in the list, there are
85 stations where the Railways shall provide necessary healthcare
staff.
The respective state/UT government may place a request for placing
the coaches at'the other 130 stations only if they agree to provide
staff and essential medicines at such stations.
The Railways would be responsible for provision of all the items as
prescribed by the MoHFW for the coVID care centers, including
arrangements for oxygen cylinders in each coach & other necessary
items such as including linen etc.
Para-medic staff on train shall do bio medical waste segregation at
source. The respective State\District shall do waste disposal

11.

I
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arrangements following the mechanism being followed for hospitals
in the respective State\District.
The staff deployed on the special train coaches would work under the
overall supervision of the Chief Medical and Health Officer (CMHO) of
the concerned District or the nodal officer identified by the respective
District Col lector\Ma g istrate.
Standard Treatment Protocols of the Ministry shall be followed for
management of cases. The staff deployed at the special train coaches
shall be suitably oriented\trained, wherever necessary.
wherever the train is stationed, Rolling stock Department of
Railways shall make arrangements for watering of coaches regularly,
any repairs required in coaches, and also for replenishment of
Chlorine tablets at the bio-toilet discharge.
Electrical Department shall make arrangements for provision of
proper electricity connections to the coaches and maintenance of
electric installations.
For any repairs required in infrastructure or any additions to be made
6r in case of any emergency of such nature, the contact number of
local railway authority would be shared with the State where the
train is stationed.
wherever required, catering arrangements shall be made by IRCTC/
Commercial Department.
Railway Protection Force shall ensure suitable security to the
coaches, patients and staff working there.
Proper signages shall be placed outside railway stations, platforms
and near location of coaches to guide authorities and patients to the
coaches in a way that they are separate from the general public
using the railway facilities.
should the need arise for coach temperature management,
arrangement for roof top insulation of the coach or any other suitable
arrangement shall be made through local arrangements by Railways.
one changing facility for doffing at end of the train on platform
where the train is parked is required to be provided. This facility, if
not available as a permanent set Up, may be provided as a
temporary arrangement, by the Railways.
As a special case, Ministry of Environment & Forest and climate
change has provided one-time exemption from registration of train
coaches for the purpose of generating hospital waste. However, the
guidelines issued by Central Pollution Control Board/State Pollution

13,

L4.

15.

16.

T7,

18.

19.

21.

20.

22.
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23.

Control Board related to treatment of COVID-19 patients shall be
strictly followed
when the train is handed back to Railways, the staff deployed for the
train shall ensure,all biomedical waste bins are cleaned and emptied;
the train cleaned and disinfected, and then handed over to
authorized staff after tallying the inventory. The Railway staff shall
again disinfect the train as per protocol issued by Ministry of Health
and Family Welfare from time to time and lock it till further orders.
In case the train is requisitioned by Raitway Authorities, they shall
also follow the above guidelines.

\

24.
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Annexure - I
List of stations where snecial train coaches converted to COVID Care Centers can he nlaced

Sr. No, State Name of STATION
Availability of

healthcare staff
from Raihvays

Nodal Officer for the
Station

Mobile Number

I Andhra Pradesh VISHAKI_IAPATTANAM YES Dr. B. Sarnanta 8978080506
2 Andhra Pradesh Viiavwada YES M D Naik )710374500
J Andhra Pradesh Guntur No

Andhra Pradeish Palasa (PSA) No
5 Andhra Pradesh Vijayanaglarn (VZM) No

Andhra Pradesh Rer-rigunta No
Andhra Pradesh Manthralayarn Road (MALM) No
Andhra Pladesh Kondapurarn (KDP) No
Andltra PLadesh Diguvameta (DMT) No

10 Assam GAUHATI YES DR. P.N. MAHESWARI 995755050 I
11 Assam NEW BONGAIGAON YES DR. A, ROY 7002599401
12 Assan'r LUMBDING YES DR, S.K. CHAKRAVARTY 9957553500
l3 Assar-n DIBRUGARH YES DR. BASUDEV ROY 99575555tr
14 Assam Badarpur (BPB) YES DR, S.K. DESI]MUKH 9957553 50 I
15 Assam NEW TINSUKIA YES DI{. B.C. ROY 9957s55 s00
16 Assarn Rangapara North YES DR. R. PRASAD 99575s4501
t7 Assam KAMAKHYA YES DR. P.N. MAHESWARI gg57s s0s0 r

18 Assarn RANGIYA No
19 Assatn SILCHAR No
20 Assam SILIGURI No
21 Assanl Maliani (MXN) No
22 Assan'r MURKONGSELE,EK No
23 Bihar SONEPUR YES Dr. P K Sineh )771429s00
z4 Bihar SAMASTIPUR YES Dl Govind Prasad )771489s00

5 Bihar PATNA YES Dr Shyamal Das 9771425501
z6 Bihar KAl]HAR YES DR. B.K. CHOUDHURY 977 1441500
z7 Bihar Narkatiagani (NKE) No
28 Bihar SAHARSA No
29 Bihar DARBHANGA No
30 lihar BAGHALPUR No
31 Bihar MUZAFFARPUR No
32 Bihar CHHAPRA No
33 Bihar Siwan (SV) No
34 Bihar BARAUNI No
35 Bihar RAXAUI, No
JO Bihar Sitarnarhi (SMI) No
37 Bihar Jainagar No
38 Chattisgarh BILASPUR YES Dr. Biswaiit Chaktabarty s7 s287 6501
39 Chattisgarh Raipur YES Dr. K C Bae 9752877s03
40 Delhi NEW DELHI YES Dr MB Shankhwar 97 17 630501

1 Delhi Delhi YES Dl Man sineh )7 17 63t500
42 Delhi Hazrat Nizammudin YES Dr MB Shankhwar )7 17 630501

3 Goa VASCO DE CAMA No
44 Guiarat AHMEDABAD YES Dr. Alok Slivastava )724093500
45 Gujarat RATLAM YES Dr. A.K. Malviva )752492s00
+6 3ujarat {AJKOT YES Dr. R.V.Sharma )7240945).5
47 qiarat Bhavnaear (BVC) YES Dr. P. wagh 9724097505
48 Gujarat Vadodara YES Dr. Blahmaprakash )724091500
+9. Gu.jarat Valsad YES Dl Haldar )72409901)
50 Guiarat Gandhidharn (GIM) YES Dr. Alok Srivastava )724093s00
51 3u jarat SURAT No
52 Gujarat New Bhuj No
53 Guiarat OKHA No
54 iuiarat Verawal (VRL) No
55 Haryana AMBALA CANTT YES Dr C S Anand 9729s39500
56 Harvana REWARI No
57 Har'yana HISAR No
58 Haryana Bhiwani GNW) No
59 Iammu & Kashmir IAMMU TAWI No
60 Iarnmu & Kashrnir SRI VAISHNO DEVI

KATRA
No

61 Iharkhand DHANBAD YES Dr. G.N. Panda 977 1426500
62 Iharkhand CHAKRADHARPUR YES Dr.S.K.Mishla 917 1482500
63 Iharkhand RANCHI YES Dr. G C Herlbram 9771484s00 9771484s02
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Sr. No. State Name of STATION
Availability of

healthcare staff
from Railways

Notlal Officer for the
Station Mobile Number

54 Jharkhand IATA YES Dr. S. K. Behera )77 I 4825 t7
55 Jharkhand GOMOH No
56 Jharkhand \4UI{I No
57 Jharkhand Barkakana (llRI(A) No
58 Karnataka IIubli YES Dr.G. S. Rarnachandra )731665s14
59 Karnataka Bangalore YES Dr.M. Ravindran )731666500
70 Karnataka \4ysuru .ln YES Dr'.Meera oatil )'731667500

I Karnataka YASHWANTPUR YES Dr'. M. Ravindran )73 I 666500
72 Karnataka Harihar (llRI{) No
73 Kalnataka Sivamogga I'own (SMET) No
74 Kalnalalta I-losapet (HP'l) No
75 Karnatal<a I'lassan (llAS) No
76 Karnataka Arsikere Jn No
77 Karnataka Baglokot No
78 Karnataka Talaguppa No
79 Karnataka Mangalore No
80 Karnataka Biianura (B.lP) No
8l Karnataka Belgaurn No
82 Kerala Palehat (l'G'f) YES Dr. V l(alarani 9746763500
83 Kcrala EI{NAKUI-UM No
84 Kerala Shoranur (SRR) No
8s Madhva Pradesh ,IABIBGAN.I YES Dr Asha Chamania 97 52416500
86 Madhya Pradesh JABALPUR YES Dr B. C. Bara 97 s24t550t
87 Madhva Praclesh BHOPAL YES Dr Asha Chamania 97 52416s00
88 Madhya Pradesh KTT (Kota) YES Dr Ashish Mukheljee 900r017500
89 Madhya Pradcsh Itarsi Jn No
90 Madhya Pradesh Sahdol (SDL) No
9t Maclhva I'radesh NDORE, .ln No
92 Madhya Pradesh Ujiain (UJN) No
93 Madhva Pradesh Bina No
94 Madhya Pradesh Guna No
95 Madhya Pradesh I(ATNI MUI{WARA No
96 Madhya Pladesh Rewa No
97 Madhya l'raclcsh Satua (STA) No
98 Madhya Pradesh Nagada No
99 Maharashlra Solapur (SUI{) YES DR ANAND KNMBLE 72 9614500 7219614502
100 Maharashtra PI.-JNE YES DI{ I{N MKRISIINA 72 96 l 3s00
l0l Maharashtla BHUSAWAL YES DR SAMAN'fRAY 72 961 1500
102 Maharashtra NAGPUR YES DR SANDHYA HEDAWOO

DR SUSHMA DALAL
72

72

9612503
9612s05

r03 Maharashtra Mumbai Central YES Dr. Hafeezunnisa 9004490520
104 Maharashtra BANDITA 'I'IiI{MINUS YES Dr. Haf'eezunnisa 9004490520
105 Maharashtra I gatpuri No
106 Maharashtra Hazur Sahib Nanded No
r07 Maharashtra Daund (DD) No
108 Maharashtra I'}anvel (PNVL) No
109 Maharashtla Mirai (MRI) No
ll0 Maharashtra PandhaLpur' ( PVR) No

Maharashtla BALFIARSHAR No
n2 Maharashtra Dadar Western No
I l3 Maharashtra Lalur (LUR) No
tt4 Maharashtra SHIRDI (SNSI) No
l5 Maharasl-rtra Aurangabad No

I l6 Maharashtra Gondia (C) No
tt7 Maharashtra Itwari (lTR) No
l l8 Maharashtra N aehbir' No
ll9 Maharashtra NanclLrLbar (NI)ll) No
120 Odisha BHUBNNESIIWAR YES Dr. A. Senapati 8455885550
t2t Odisha KHURDA YES Dr. G. C. Dash 8455887500
t22 Odisha SAMI]I.IALPUR No
123 Odisha Titlagarh ( tlG) No
124 Odisha Kantabania (KB.l) No
125 Odisha Rayasada (RGDA) No
126 Odisha Korapat (KRPU) No
127 Odisha .II-IARSUDA No
128 Oclisha ROURKELA No
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.I
Sr. No. State Name of STATION

Availability of
healthcare staff
from Railwavs

Notlal Officer for the
Station

Mobile Number

129 [']un jab FEROZEPUR Cantt YES Dr Raniana sehagal 9179232509
130 Puniab AMIlITSAR YES Dr Raniana sehirsal 9779232509
l3l Puniab LUDIIIANA No
132 Puniab JULLUNDER CITY No
r33 Puniab PATI-IANKOT No
134 Puniab BHATINDA No
135 I'uniab SRI GANGANAGAR No
136 Raiasthan .IAIPUR .IN YES Dr P I( Mishra 900 I I 95550
137 Rajasthan AJMER JN YES Dr. P.C. Meena 9001 196500
138 Raiasthan BIKANER YES Dr. R. Manihi 900r r 97500
139 Ra.jasthan JODHPUR YES Dr. S.K. Saha 8r r8821 182. 900r r98500
140 Raiasthan Bhagat Ki Kothi YDS Dr. S.K. Saha 8r 18821 l 82, 9001 198500
141 Raiasthan UDAIPUR CITY No
142 Rajasthan Abu Road (ABR) No
143 Raiasthan Merta Road (MTD) No
144 I{a.jasthan IAISALMER No
145 Ra.jasthan BARMER No
146 Raiasthan Hanurnangarlt (tlMIl) No
147 Raiasthan Churu No
t48 Raiasthan Madar No
149 Raiasthan Sikar No
150 Raiasthan Suratgarh No
l5l Raiasthan Chittourgarh (COR) No
152 Raiasthan Munabao No
r53 Tarni Nadu CI-IENNAI EGMOT{B YES Dr. V. Nirmala Devi ,003160s16
154 Tami Nadu HLNNAI CI]NTRAL YES Dr. V. Nirmala Devi )003160516
155 Tami Nadu MADURAI YES Dr. R. .1. Bhaskar )00386250 I
156 Tarni Naclu E,r'ode YES Dr. Sountya A )48 I 453554
157 Tami Nadu Villuoulam (VM) YES Dr. Gnananandar.r )003 8645 l 3
158 Tami Nadu TirLrchchilapalli (-f P.l) YES Dr. [{. Soundalalajan )003864500
159 Tami Nadu l'irLrnevelli ('lllN) No
160 Tami Nadu .IOt,LARPET'fAI \o
t6l Tamil Nadu Maviladduturai (MV) \o
162 Tamil Nadu Thiluvarur (TVR) \o
163 Telangana Secunderabad YES S Mahapatra 9710370510
164 Telangana KACHEGUDA \o
165 Telangana Adilabad \o
166 Iripura AGARTALA ),lo
t67 Uttar Pradesh KANPUR YES Dr PK Sardar 9794837 50t
r68 Uttar Pradesh DEEN DAYAL

UPADHYNYA NACN R
YES Dr.M.S.Nabival 9794843500

169 Uttar Pradesh MORADABAD YES Dl Dinesh mohan 9760534526
170 Uttar Pradesh LI]CKNOW YES I)r VM sinha 9794833500
17t Uttar Pradesh PRAYAGI{AJ YES Dr V.Asarrval 979483 5505
172 Uttar Pradcsli .IHANSI YES Dr. Abha Jain 979483 8500
173 Uttar Pradesh .JORAI(HPUI{ YES Dr. P. Prasad 97948405 I I
t74 Uttar Pradesh Varanasi City (BCY) YES I)r. M.S.Nabiyal 9794843500
175 Uttar Pradesh LUCKNOW.IN YES Dr. S. Srivastawa 9794842500
176 Uttar I'radesh GONDA YES Dr.D.More 9794842521
177 [Jttar Placlesh Bareilley Citv (BC) YES Dr.A.Kunnu 976054 I 500
178 Uttar Pladesh MADUADIH YES DR. GYANI]DRA MOHAN 9794861605
179 Uttar Pradeslr Varansi YES Dr.M.S.Nabival 9794843500
180 Uttar Pradeslr BAREII,I,Y.IN YES I)r.A. Kur.rr.ru 9760s4 l 500
l8l Uttar Pradesh SAHARANPL]R No
182 Uttar Pradesh Chopan (CPU) No
r83 Uttar Pradeslr NAJIBABAD No
184 Uttal Pradesh Ballia (BUI) No
185 Uttar Pradesh MAU No
186 Uttal l'radesh Faizabad No
187 Uttar Pradesh Ghaziour Citv (GC'l') No
t88 Uttar Pradesh Azarlgarh No
189 Uttar Pradesh Nautarrwa (NTV) No
r90 Uttar radesh Farrukhabad (FBD) No
l9l Uttar Pradesh Bhahri (Bl-T) No
t92 Uttrakhand Kashiour (KPV) No
193 Uttlakhand I.IAI{IDWAR No
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Sr. No. State Name of STATION
Availability of

healthcare staff
from Railwavs

Norlal Officcr for the
Station

Mobile Number

194 Uttrakhand KATHGODAM No
195 Uttlakhand Ramnaeil (RMR) No
196 Uttrakhand Lalkua (LKU) No
197 Uttrakhand KASGANJ No
198 West Bengal HOWRAH YES Dr. B.C. Saha 9002022500
199 West Bensal KOLI(ATA YES Dr'. D.C. Bhunia 900202 I 500

200 West Bensal ASANSOL YES Dr. B. Ghatak 9002023500

201 West Beneal MALDA YES Dr. A.S. Prasad 9002024507

202 West Bensal JAMALPUR YES Dr. H.K. Mondal 7044466445

203 West Bengal ALIPURDUAR YES Dr. C.S. RAWAT 9002052500

204 Wsst Bengal NEW JALPAIGURI YES DR. R, BHATTACI-IARJEE 870947500

205 West Bengal ADRA YES DR,KALYAN BRATA 9002083s00
206 West Bensal KHARAGPUR YES Dr.S.A.Nazmi 900208 I s00

207 West Bensal Sealdah YES Dr. D.C. Bhunia 900202 l 500

208 West Bengal New Alipurdwar (NOQ) YES Dr'. C.S. RAWAT 9002052500
209 West Beneal Azjnsanl ( A7.\ No

0 West Beneal Rampur hat (RPH) No
I West Bengal Laleola (LGL) No
2 West Bensal LLOO (LLO) No
3 West Bengal Purulia No
4 West Bensal Krishnapur (KRP) No
5 West Bensal New Cooch Behar No
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Government of India 
Ministry of Health & Family Welfare 

Directorate General of Health Services 
(EMR Division) 

 
Additional guidelines for quarantine of returnees from abroad / contacts / isolation of 

suspect or confirmed cases in private facilities 

Scope 

Ministry of Health & Family Welfare has issued guidelines for home quarantine of contacts 
and home isolation of patients who have requisite accommodation at home for self-isolation 
as available at https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf.  

There are large number of facilities such as hotels, service apartments, lodges which remain 
unoccupied due to impact of COVID-19 on travel and tourism. There are also instances 
where people who don’t have requisite space at home may opt for such facilities. This is 
likely to reduce the pressure on the family, give comfort to the person, and protect the family 
members and immediate neighborhood. 

Standard Operating Procedure    

These standard operating procedures are applicable both for facility quarantine/ facility 
isolation in hotels, service apartments, lodges etc. unless and otherwise stated categorically. 
The State/UT government opting for this model will ensure that: 

1. The quarantine and isolation facility will not co-exist and the facility owner will have 
a choice to dedicate the facility for either of the two. 

2. These facilities will offer single room on paid basis to contacts/cases with attached 
washrooms. 

3. The tariff for the accommodation and services shall be fixed by the facility in 
consultation with the state government and widely publicized. 

4. The facility dedicated for isolation will follow the norms established for COVID Care 
Centre as available at -
https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf 

5. The cases shall only be kept in an isolation facility, if the cases are clinically assessed 
to be pre-symptomatic or very mild. 

6. Such facility that opts for isolation will have separate earmarked areas for keeping 
suspect cases and confirmed cases and will ensure no inter-mingling of these two 
categories. 

7. The contact/patient opting for such quarantine/isolation facility will give an 
undertaking as is available at -
https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomati
cCOVID19cases.pdf 
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8. The facility owner of the quarantine/isolation facility shall make such additional 
arrangements as under: 

a. They shall ensure in-house availability of a trained doctor and a nurse on 
24X7 basis. 

b. The doctor will monitor the contacts/cases in quarantine/isolation facilities 
once a day on basic parameters of temperature, pulse, blood pressure, 
respiratory rate and pulse oxymetry and keep record of the same. 

c. The doctor engaged by the facility will inform the District Surveillance 
Officer regarding the list of cases/contacts admitted to such facility and their 
health status. 

d. The facility should network with an approved laboratory for testing samples as 
per ICMR guidelines.  

e. The quarantined/isolated persons should not be allowed to meet visitors.  They 
can talk on phone. 

f. The facility will provide Wi-Fi facility and ensure that the client downloads 
the Aarogya Setu App on mobile (available at: 
https://www.mygov.in/aarogya-setu-app/) and it should remain active at all 
times (through Bluetooth and location service) 

g. The facility should train its staff to call 108 free Ambulance service or any 
other Ambulance as per requirement. 

h. The linens, towels etc. and rooms should be disinfected and the facility will 
follow infection prevention control practices as per guidelines available at 
https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in
%20HCF%20-%20final%281%29.pdf 

i. The in-house catering should only provide room services for freshly cooked 
food duly following physical distancing and environmental sanitation. 

9. The facility owner will give an undertaking to follow the above SOP and to have 
adequate manpower including the above mentioned health workers as per the 
prescribed protocol. 

10. Facility should ensure that the clear instructions for the contacts/cases are provided at 
the time of check-in as per MoHFW guidelines available at 

https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf and 
https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVI
D19cases.pdf 

11. The discharge of the contacts/cases from the facility will be in accordance with the 
discharge policy. 

*A contact is a healthy person who has been (i) in close (within 1 meter), unprotected (without appropriate 
personal protective equipment) contact of a confirmed case of COVID-19, or his/her bodily secretions or (ii) 
exposed to contaminated environment and is therefore at a higher risk of developing disease. (Additional 
details available at: https://ncdc.gov.in/showfile.php?lid=538). Such persons need to be put under quarantine. 
Persons being evacuated from COVID-19 affected countries are required to be quarantined. 
#Person who have been clinically assigned as a symptomatic but very mild case/ laboratory confirmed but pre-
symptomatic case by the treating medical officer (Additional details available at:  
https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19cases.pdf)Such 
persons need to be isolated to break the chain of transmission. 
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District level Facility based surveillance for COVID-19 

 
Background 

 There is a need to establish systematic surveillance for SARS-CoV-2 infection in all 
districts of country. This surveillance will be in addition to the routine testing as per current 
testing guidelines.  

 Besides the facility based surveillance, ICMR/NCDC in collaboration with key stakeholders 
and state health departments is initiating a population based sero-survey in selected 
districts representing the case detection across the country.  
 

Objective 

 Monitor the trend in prevalence of SARS-COV2 infection at district level  
 
Methods 

 Surveillance unit: district  
o From each district, 10 health facilities (including 6 public and 4 private health 

facilities should be selected) 
 

 Population groups: 
o Low risk population: Outpatient attendees (non-ILI patients) and pregnant women 
o High risk population: health care workers,  

 

 Sample size and frequency of sample collection: 

Sentinel Group Samples per 

District per 

Week 

Samples per 

District per 

Month 

High risk   

Healthcare workers  100 400 

Low risk    

Outpatient attendees (Non-ILI patients) 50 200 

Pregnant women 50 200 

Total 200 800 

 

 Laboratory test and pooling: 
o Throat/nasal swabs to be collected for RT-PCR tests 
o Samples should be tested in a onetime pool of 25. Results of this sample pooling 

is only for surveillance purposes. It should not be used for diagnosis of individual 
patients.   

o In addition to throat/nasal swabs, blood samples should be collected for detecting 
IgG antibodies for ELISA testing.  

o In subsequent rounds, IgG ELISA based testing of serum samples will replace 
RTPCR based testing for surveillance purpose. 

 

 Data collection and analysis: 
o Data on demographic characteristics will be collected on a specifically designed 

standard data collection form using ODK platform.  
o The data will be analyzed locally for action using standard indicator formats. 

Indicators for person, place, time and trend analysis will be made. 
o Data collation and dissemination will take place as decided jointly by ICMR and 

DoHFW.  
 

 Implementation partners: 
o District and State health administrative, IDSP, NCDC, ICMR institutes, community 

medicine departments of medical colleges and public health institutes. 
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Ministry of Health & Family Welfare 

Government of India 

 

1. INTRODUCTION 

1.1. Background 

Coronaviruses are large group of viruses that cause illness in humans and animals. Rarely, animal 

coronaviruses can evolve and infect people and then spread between people such as has been 

seen with MERS and SARS. Although most human coronavirus infections are mild, the epidemics 

of the severe acute respiratory syndrome coronavirus (SARS-CoV) and Middle East respiratory 

syndrome coronavirus (MERS-CoV), have caused more than 10,000 cumulative cases in the past 

two decades, with mortality rates of 10% for SARS-CoV and 37% for MERS-CoV. 

The outbreak of Novel coronavirus disease (COVID-19) was initially noticed in a seafood market 

in Wuhan city in Hubei Province of China in mid-December, 2019, has now spread to 214 

countries/territories/areas worldwide. 

 

1.2.  Risk Assessment 

WHO (under International Health Regulations) has declared this outbreak as a “Public Health 

Emergency of International Concern” (PHEIC) on 30thJanuary 2020. WHO subsequently declared 

COVID-19 a pandemic on 11th March, 2020. 

Most people infected with COVID-19 virus have mild disease and recover. Approximately 80% of 

laboratory confirmed patients have had mild disease, 15% require hospitalization and 5% 

casesare critical requiring ventilator management.  

The overall case fatality ratio (CFR) is 6.9% globally, which is considerably lower than that was 

reported during SARS (15%) and MERS-CoV outbreaks (37%). The CFR varies by location and 

intensity of transmission. The mortality is high among elderlies, particularly those with co-morbid 

conditions like coronary artery disease, diabetes, hypertension, chronic respiratory diseases etc. 

 

1.3. Global Scenario 

As on 14th May, 2020, COVID-19 confirmed cases are being reported from 214 

countries/territories/areas. A total of 42,48,389 laboratory confirmed cases and 2,92,046 deaths 

have been reported from globally. Focus of outbreak that was initially China, has now shifted to 

European region and United States of America. 
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Maximum number of cases is currently being reported from USA, Russia, Spain, UK, Italy, 

Germany, Brazil, Turkey and France.  

1.4. Indian Scenario 

As on 14thMay, 2020, a total of 51401 active cases, 27919 cured/ discharged and 2649 deaths 

have been reported so far. 

1.5. Epidemiology 

Coronaviruses belong to a large family of viruses, some causing illness in people and others that 

circulate among animals, including camels, cats, bats etc. Rarely, animal corona viruses may 

evolve and infect people and then spread between people as witnessed during the outbreak of 

Severe Acute Respiratory Syndrome (SARS, 2003) and Middle East Respiratory Syndrome (MERS, 

2014). The etiologic agent responsible for current outbreak of SARS-CoV-2 is a novel coronavirus 

is closely related to SARS-Coronavirus. 

In humans, the transmission of SARS-CoV-2 can occur via respiratory secretions (directly through 

droplets from coughing or sneezing, or indirectly through contaminated objects or surfaces as 

well as close contacts). Current estimates of the incubation period of COVID range from 2-14 

days. Common symptoms include fever, fatigue, dry cough and breathing difficulty. Upper 

respiratory tract symptoms like sore throat, rhinorrhoea, and gastrointestinal symptoms like 

diarrhea and nausea/ vomiting are also reported. 

As per analysis of the biggest cohort reported by Chinese CDC, about 81% of the cases are mild, 

14% require hospitalization and 5% require ventilator and critical care management. The deaths 

reported are mainly among elderly population particularly those with co-morbidities.  

At the time of writing this document, many of the crucial epidemiological information particularly 

source of infection, mode of transmission, period of infectivity, etc. are still under investigation. 

 

2. STRATEGIC APPROACH 

India would be following a scenario based approach for the following possible scenarios: 

i. Travel related case reported in India 

ii. Local transmission of COVID-19 

iii. Community Transmission of COVID-19 disease 

iv. India becomes endemic for COVID-19 
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2.1. Strategic Approach for when “only travel related cases reported from India” 

(i) Inter-ministerial coordination (Group of Ministers, Committee of Secretaries) and Centre-

State Co-ordination been established. 

(ii) Early Detection through Points of Entry (PoE)screening of passengers coming from 

affected countries through 30 designated airports, 12 major ports, 65 minor ports and 8 

land crossings. 

(iii)  Surveillance and contact tracing through Integrated Disease Surveillance Programme 

(IDSP) for tracking travellers in the community who have travelled from affected countries 

and to detect clustering, if any, of acute respiratory illness. 

(iv) Early diagnosis through a network laboratory of ICMR which are testing samples of 

suspect cases. 

(v) Buffer stock of personal protective equipment maintained. 

(vi) Risk communication for creating awareness among public to follow preventive public 

health measures.  

2. 2. Local transmission of COVID-2019 disease 

The strategy will remain the same as explained in para 2.1 as above. In addition, cluster 

containment strategy will be initiated with: 

• Active surveillance in containment zone with contact tracing within and outside the 

containment zone. 

• Expanding laboratory capacity for testing all suspect samples, close contacts, ILI and SARI  

• Establishing surge capacities for isolating all suspect / confirmed cases for clinical 

management. 

• Implementing social distancing measures. 

• Intensive risk communication. 

 

3. SCOPE OF THIS DOCUMENT 

In alignment with strategic approach, this document provides action that needs to be taken for 

containing a cluster. The actions for control of large outbreaks will be dealt separately. 
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4.  OBJECTIVES 

The objective of cluster containment is to break cycle of transmission and decrease the morbidity 

and mortality due to COVID-19. 

5. CLUSTER CONTAINMENT 

5.1.  Definition of Cluster 

A cluster is defined as ‘an unusual aggregation of health events that are grouped together in time 

and space and that are reported to a health agency’ (Source CDC).  Clusters of human cases are 

formed when there is local transmission. The local transmission is defined as a laboratory 

confirmed case of COVID-19:  

(i) Who has not travelled from an area reporting confirmed cases of COVID-19 or  

(ii) Who had no exposure to a person travelling from COVID-19affected area  

(iii) The cases are epidemiologically linked 

As a working definition, less than 15 cases in an area can be treated as a cluster.  

There could be single or multiple foci of local transmission.  

5.2. Cluster Containment Strategy 

The cluster containment strategy would be to contain the disease with in a defined geographic 

area by early detection, breaking the chain of transmission and thus preventing its spread to new 

areas. This would include geographic quarantine, social distancing measures, enhanced active 

surveillance, testing all suspected cases, isolation of cases, home quarantine of contacts, social 

mobilization to follow preventive public health measures. 

5.3. Evidence base for cluster containment  

Large scale measures to contain COVID-19 have been tried in China, Republic of Korea, Germany, 

France, Singapore and Italy. Since there is efficient human to human transmission, success of 

containment operations cannot be guaranteed. Interventions to limit morbidity, mortality and 

social disruption associated with SARS in 2003 demonstrated that it was possible then to mobilize 

complex public health operation to contain SARS outbreak. Mathematical modeling studies 

suggest containment might be possible. 

5.4. Factors affecting cluster containment  

A number of variables determine the success of the containment operations. These are: 

(i) Size of the cluster. 

(ii) How efficiently the virus is transmitting in Indian population. 
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(iii) Time since first case/ cluster of cases originated. Detection, laboratory confirmation and 

reporting of first few cases must happen quickly. 

(iv) Active case finding and laboratory diagnosis. 

(v) Isolation of cases and quarantine of contacts. 

(vi) Geographical characteristics of the area (e.g. accessibility, natural boundaries)  

(vii) Population density and their movement (including migrant population). 

(viii) Resources that can be mobilized swiftly by the State Government/ Central Government. 

(ix) Ability to ensure basic infrastructure and essential services. 

5.5. Assumptions 

(i) The virus is not circulating in Indian Population. 

(ii) Even if there is a global pandemic, there is large part of the country which remains 

unaffected and large population which remains susceptible. 

 

6. ACTION PLAN FOR CLUSTER CONTAINMENT  

6.1. Institutional mechanisms and Inter-Sectoral Co-ordination   

At the National Level, the National Crisis Management Committee (NCMC)/ Committee of 

Secretaries (CoS) will be activated. The co-ordination with health and non-health sectors will be 

managed by NCMC/ Cos, on issues, flagged by Ministry of Health. Ministry of Health and Family 

Welfare will activate its Crisis Management Plan.  

The Concerned State will activate State Crisis Management Committee or the State Disaster 

Management Authority, as the case may be to manage the clusters of COVID-19. 

There will be regular co-ordination meetings between the centre and the affected States through 

video conference. 

The State should review the existing legal instruments to implement the containment plan. Some 

of the Acts/ Rules for consideration could be  

(i) Disaster Management Act (2005)  

(ii) Epidemic Act (1897)  

(iii) Cr.PC and  

(iv) State Specific Public Health Acts. 

6.2. Trigger for Action 
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The trigger could be IDSP identifying a cluster of Influenza like Illness (ILI) or Severe Acute 

Respiratory syndrome (SARI), which may or may not have epidemiological linkage to a travel 

related case.   

It could also be through other informal reporting mechanisms (media/ civil society/ hospitals 

both government and private sector) etc. The State will ensure early diagnosis through the 

ICMR/VRDL (Virus Research and Diagnostic Laboratory) Network. A positive case will trigger a 

series of actions for containment of the cluster. 

6.3.  Deployment of Rapid Response Teams (RRT) 

State will deploy its state RRT and district RRT teams to undertake mapping of cases and contacts 

so as to delineate the containment and buffer zones. Emergency Medical Relief (EMR) division, 

Ministry of Health and Family Welfare may deploy the Central Rapid Response Team (RRT) to 

support and advice the State. 

6.4.  Identify geographically-defined Containment zone and Buffer zone 

6.4.1. Containment zone  

The containment zone will be defined based on: Containment Zones are delineated based on: 

i. Mapping of cases and contacts 

ii. Geographical dispersion of cases and contacts 

iii. Area having well demarcated perimeter 

iv. Enforceability of perimeter control 

The RRT will do listing of cases, contacts and their mapping. This area should therefore be 

appropriately defined by the district administration/local urban bodies with technical inputs at 

local level. For effective containment, it is advisable to err on the side of caution. 

Activities to be undertaken in the Containment zone includes: 

i. Active search for cases through physical house to house surveillance by Special Teams 

formed for the purpose 

ii. Testing of all cases as per sampling guidelines 

iii. Contact tracing 

iv. Identification of local community volunteers to help in surveillance, contact 

tracing and risk communication 

v. Extensive inter-personal and community based communication 
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vi. Strict enforcement of social distancing 

vii. Advocacy on hand hygiene, respiratory hygiene, environmental sanitation and 

wearing of masks / face-covers 

viii. Clinical management of all confirmed cases 

 

6.4.2.  Perimeter  

Once the Containment Zone is delineated the perimeter will be defined and there would 

be strict perimeter control with: 

i. Establishment of clear entry and exit points, 

ii. No movement to be allowed except for medical emergencies and essential goods 

    and services, 

iii. No unchecked influx of population to be allowed and 

iv. People transiting to be recorded and followed through IDSP. 

 

6.4.2. Buffer zone 

A Buffer Zone has to be delineated around each containment zone. It shall be appropriately 

defined by the district administration/local urban bodies with technical inputs at local level. 

Buffer zone will be primarily the area wherein additional & focused attention is needed so as to 

ensure that infection does not spread to adjoining areas. For effective containment, it is of 

paramount importance that the buffer zone needs to be a large area. 

The activities under the Buffer Zone include: 

i. Enhanced passive surveillance for ILI and SARI cases in the buffer zone through the 

existing Integrated Disease Surveillance Programme. 

ii. Create community awareness on preventive measures such as personal hygiene, hand 

hygiene and respiratory etiquettes. 

iii. Use of face cover, social distancing through enhanced IEC activities. 

iv. To ensure social distancing by: 

a. Cancelling all mass gathering events, meetings in public or private places. 

b. Avoiding public places 
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c. Closure of schools, colleges and work places  

 

7. SURVEILLANCE 

7.1. Surveillance in containment zone 

7.1.1. Contact listing  

The RRTs will list the contacts of the suspect /laboratory confirmed case of COVID-19. The District 

Surveillance Officer (in whose jurisdiction, the laboratory confirmed case/ suspect case falls) 

along with the RRT will map the contacts to determine the potential spread of the disease. If the 

residential address of the contact is beyond that district, the district IDSP will inform the 

concerned District IDSP/State IDSP. 

7.1.2. Mapping of the containment and buffer zones 

The containment and buffer zones will be mapped to identify the health facilities (both 

government and private) and health workforce available (primary healthcare workers, 

Anganwadi workers and doctors in PHCs/CHCs/District hospitals). 

7.1.3. Active Surveillance 

The residential areas will be divided into sectors for the ASHAs/Anganwadi workers/ANMs each 

covering 100 households (50 households in difficult areas). Additional workforce would be 

mobilized from neighboring districts (except buffer zone) to cover all the households in the 

containment zone. Additional workforce if required will be listed from the covidwarriors.gov.in. 

This website provides access to list of volunteers trained for surveillance (ASHAs, Anganwadi 

workers, NSS, NCC, IRCS, NYKV). This workforce will have supervisory officers (PHC/CHC/Ayush 

doctors) in the ratio of 1:5.  

The field workers will be performing active house to house surveillance daily in the containment 

zone from 8:00 AM to 2:00 PM. They will line list the family members and those having 

symptoms. The field worker will provide a mask to the suspect case and to the care giver 

identified by the family. The patient will be isolated at home till such time he/she is examined by 

the supervisory officer. They will also follow up contacts identified by the RRTs within the sector 

allocated to them. 

All ILI/SARI cases reported in the last 14 days by the IDSP in the containment zone will be tracked 

and reviewed to identify any missed case of COVID-19 in the community. 

Any case falling within the case definition will be conveyed to the supervisory officer who in turn 

will visit the house of the concerned, confirm that diagnosis as per case definition and will make 

arrangements to shift the suspect case to the designated treatment facility. The supervisory 
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officer will collect data from the health workers under him/ her, collate and provide the daily and 

cumulative data to the control room by 4.00 P.M. daily. 

7.1.4 Passive Surveillance 

All health facilities in the containment zone will be listed as a part of mapping exercise. All such 

facilities both in Government and private sector (including clinics) shall report clinically suspect 

cases of COVID-19 on real time basis (including ‘Nil’ reports) to the control room at the district 

level.  The health facilities in the buffer  

7.1.5. Contact Tracing 

The contacts of the laboratory confirmed case/ suspect case of COVID-19 will be line-listed and 

tracked and kept under surveillance at home for 28 days (by the designated field worker). The 

Supervisory officer in whose jurisdiction, the laboratory confirmed case/ suspect case falls shall 

inform the Control Room about all the contacts and their residential addresses. The control room 

will in turn inform the supervisory officers of concerned sectors for surveillance of the contacts. 

If the residential address of the contact is beyond the allotted sector, the district IDSP will inform 

the concerned Supervisory officer/concerned District IDSP/State IDSP. 

7.2.  Surveillance in Buffer zone 

The surveillance activities to be followed in the buffer zone are as follows: 

i. Review of ILI/SARI cases reported in the last 14 days by the District Health Officials to 

identify any missed case of COVID-19 in the community. 

ii. Enhanced passive surveillance for ILI and SARI cases in the buffer zone through the 

existing Integrated Disease Surveillance Programme.  

iii. In case of any identified case of ILI/SARI, sample should be collected and sent to the 

designated laboratories for testing COVID-19. 

All health facilities in the buffer zone will be listed as a part of mapping exercise. All such facilities 

both in Government and private sector (including clinics) shall report clinically suspect cases of 

COVID-19 on real time basis (including ‘nil’ reports) to the control room at the district level.  

Measures such as personal hygiene, hand hygiene, social distancing to be enhanced through IEC 

activities in the buffer zone. 

7.3.   Perimeter Control 

The perimeter control will ensure that there is no unchecked outward movement of population 

from the containment zone except for maintaining essential services (including medical 

emergencies) and government business continuity. It will also limit unchecked influx of 

population into the containment zone. The authorities at these entry points will be required to 
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inform the incoming travelers about precautions to be taken and will also provide such travelers 

with an information pamphlet and mask.  

All vehicular movement, movement of public transport and personnel movement will be 

restricted. All roads including rural roads connecting the containment zone will be guarded by 

police. 

The District administration will post signs and create awareness informing public about the 

perimeter control. Health workers posted at the exit point will perform screening (e.g. interview 

travelers, measure temperature, record the place and duration of intended visit and keep 

complete record of intended place of stay).  

Details of all persons moving out of perimeter zone for essential/ emergency services will be 

recorded and they will be followed up through IDSP. All vehicles moving out of the perimeter 

control will be decontaminated with sodium hypochlorite (1%) solution. 

 

8. LABORATORY SUPPORT 

8.1 Designated laboratories 

The identified VRDL network laboratory, nearest to the affected area, will be further 

strengthened to test samples. The other available govt. laboratories and private laboratories (BSL 

2 following BSL 3 precautions) if required, shall also be engaged to test samples, after ensuring 

quality assurance by ICMR/VRDL network. If the number of samples exceeds its surge capacity, 

samples will be shipped to other nearby laboratories or to NCDC, Delhi or NIV, Pune or to other 

ICMR lab networks depending upon geographic proximity.  

The list of laboratories identified for testing COVID is at  

https://www.icmr.gov.in/pdf/covid/labs/COVID_Testing_Labs_15052020.pdf 

All test results should be available within 24 hours of sampling. ICMR along with the State 

Government will ensure that there are designated agencies for sample transportation to 

identified laboratories. The contact number of such courier agencies shall be a part of the micro-

plan. 

The guidelines for sample collection, packaging and transportation is available at  

https://www.mohfw.gov.in/pdf/5Sample%20collection_packaging%20%202019-nCoV.pdf 

The designated laboratory will provide daily update (daily and cumulative) to District, State and 

Central Control Rooms on: 

i. No. of samples received 

ii. No. of samples tested 
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iii. No. of samples under testing 

iv. No. of positive samples  

8.2 Testing criteria 

The ICMR strategy for testing is given below: 

1.  All symptomatic individuals who have undertaken international travel in the last 14 days  

2. All symptomatic contacts of laboratory confirmed cases  

3. All symptomatic health care workers  

4. All patients with Severe Acute Respiratory Illness (fever AND cough and/or shortness of breath)  

5. Asymptomatic direct and high-risk contacts of a confirmed case should be tested once between 

day 5 and day 14 of coming in his/her contact 

Details are available at:  

https://main.icmr.nic.in/sites/default/files/upload_documents/Strategey_for_COVID19_Test_v

4_09042020.pdf 

The testing at the field level shall be taken up as per the criteria proposed by ICMR from time to 

time.  

8.3. Tests approved for COVID Diagnosis 

RT-PCR is the standard test for laboratory diagnosis. In laboratories, wherever Cepheid Xpert 

Xpress SARS-CoV2 Cartridge Based Nucleic Acid Amplification Test (CBNAAT) has been made 

available, the advisory of ICMR at the following link will be followed: 

https://main.icmr.nic.in/sites/default/files/upload_documents/Cepheid_Xpert_Xpress_SARS-

CoV2_advisory_v2.pdf 

Laboratories following TrueNat as a screening test for detecting SARS-CoV2 will follow additional 

guidelines available at:  

https://main.icmr.nic.in/sites/default/files/upload_documents/Additional_guidance_on_TrueN

at_based_COVID19_testing.pdf 

For testing persons in quarantine camps of migrant workers or those international passengers 

returning home, RT-PCR test based on pooled sampling will be used. The guideline for pooling of 

samples is available at: 

https://www.mohfw.gov.in/pdf/GuidelineforrtPCRbasedpooledsamplingFinal.pdf 

ICMR specimen referral form is available at:  

https://main.icmr.nic.in/sites/default/files/upload_documents/SRF_v9.pdf  
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Additional testing methodologies prescribed from time to time by government shall be adopted 

at the field level.  

 

9. HOSPITAL CARE 

All suspect cases detected in the containment/buffer zones (till a diagnosis is made) and those 

tested positive will be hospitalized and kept in isolation in separate areas in designated facilities. 

Three tier facility has been developed for isolation of suspect/ confirmed COVID-19 cases. 

These are Covid Care Centres (CCC) to keep pre-symptomatic/ very mild/ mild cases, Dedicated 

Covid Health Centres (DCHC) for those requiring Oxygen therapy and Dedicated Covid Hospitals 

for those requiring intensive care or ventilator management. The categorization of COVID health 

facilities and categorization of patients based on severity are available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf. 

Some patients may progress to multi organ failure and hence critical care facility/ dialysis facility/ 

and Salvage therapy [Extra Corporeal Membrane Oxygenator(ECMO)] facility for managing the 

respiratory/renal complications/ multi-organ failure shall be required. If such facilities are not 

available in the containment zone, nearest tertiary care facility in Government / private sector 

needs to be identified, that becomes a part of the micro-plan. 

Pre-symptomatic and very mild cases have an option of being in home isolation subject to 

fulfillment of availability of earmarked space for isolation at home. The guidelines for home 

isolation are available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomatic

COVID19cases10May2020.pdf.  

 

9.1 Surge capacity 

Based on the risk assessment, if the situation so warrants (data suggested an exponential rise in 

the number of cases), the surge capacity of the identified hospitals shall be enhanced, private 

hospitals will be roped in and sites for temporary hospitals identified and their logistic 

requirements shall be worked out. 

Related guidelines are available at: 

https://www.mohfw.gov.in/pdf/AdvisoryforHospitalsandMedicalInstitutions.pdf 
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9.2 Pre-hospital care (ambulance facility) 

Ambulances need to be in place for transportation of suspect/confirmed cases. Such ambulances 

shall be manned by personnel adequately trained in infection prevention control, use of PPE and 

protocol that needs to be followed for disinfection of ambulances (by 1% sodium hypochlorite 

solution using knap sack sprayers). 

The standard operating procedure for transporting Covid patient is at: 

https://www.mohfw.gov.in/pdf/StandardOperatingProcedureSOPfortransportingasuspectorcon

firmedcaseofCOVID19.pdf 

 

9.3 Infection Prevention Control Practices 

Nosocomial infection in fellow patients and attending healthcare personnel are well documented 

in the current COVID-19 outbreak as well. There shall be strict adherence to Infection prevention 

control practices in all health facilities. Detailed guidelines on infection prevention control are 

available at: 

https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in%20HCF%20-

%20final%281%29.pdf 

IPC committees would be formed (if not already in place) with the mandate to ensure that all 

healthcare personnel are well aware of IPC practices and suitable arrangements for requisite PPE 

and other logistic (hand sanitizer, soap, water etc.) are in place. The designated COVID treatment 

facility will ensure that all healthcare staff is trained in IPC (washing of hands, respiratory 

etiquettes, donning/doffing & proper disposal of PPEs and bio-medical waste management). 

Healthcare workers will be provided guidance on preventive measures and management of risk 

to accidental exposure or other-wise to COVID. Advisory for managing Health care workers 

exposed to COVID is available at: 

https://www.mohfw.gov.in/pdf/AdvisoryformanagingHealthcareworkersworkinginCOVIDandN

onCOVIDareasofthehospital.pdf 

At all times health care workers in COVID treatment facilities and Non-covid treatment facility/ 

areas will use personal protection gears following the below mentioned guidelines: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf 

Additional guidelines for Non- Covid areas are available at:  

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiv

eEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf 
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Environmental cleaning should be done twice daily and will consist of damp dusting and floor 

mopping with sodium hypochlorite solution of frequently touched surfaces. Detailed guidelines 

are available at: 

https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in%20HCF%20-

%20final%281%29.pdf 

The bio medical waste will be managed in accordance with Bio-medical waste management rules. 

Guidelines for handling, treatment and disposal of waste generated during treatment/diagnosis/ 

quarantine of COVID-19 Patients is at: 

https://www.mohfw.gov.in/pdf/63948609501585568987wastesguidelines.pdf 

 

10. CLINICAL MANAGEMENT  

10.1. Clinical Management 

The hospitalized cases may require symptomatic treatment for fever. Paracetamol is the drug of 

choice. Suspect cases with co-morbid conditions, if any, will require appropriate management of 

co-morbid conditions.  

For patients with severe acute respiratory illness (SARI), having respiratory distress may require, 

pulse oxymetry, oxygen therapy, non-invasive and invasive ventilator therapy.  

The clinical management protocol to be followed is available at:  

https://www.mohfw.gov.in/pdf/RevisedNationalClinicalManagementGuidelineforCOVID193103

2020.pdf 

10.2. Discharge Policy 

Discharge policy for suspected cases of COVID-19 tested negative will be based on the clinical 

assessment of the treating physician. For those tested positive for COVID-19, their discharge from 

hospital will be governed by the discharge policy available at: 

https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf 

10.3.   Dead body management 

The dead body of a COVID case does not spread infection. The healthcare worker however 

handling the body immediately after death is at risk in case there is exposure to bodily fluids and 

shall be protected. 

Detailed guidelines of dead body management as available at: 
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https://www.mohfw.gov.in/pdf/1584423700568_COVID19GuidelinesonDeadbodymanagement

.pdf 

shall be followed. 

 

11. PHARMACEUTICAL INTERVENTIONS 

As of now there is no approved drug or vaccine for treatment of COVID-19. Chemoprophylaxis 

with Hydroxychloroquine is recommended for healthcare workers and high risk contacts. 

Advisory on use of Hydroxychloroquine is available at: 

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARSCo

V2infection.pdf 

 

12. NON-PHARMACEUTICAL INTERVENTIONS 

In the absence of proven drug or vaccine, non-pharmaceutical interventions will be the main stay 

for containment of COVID-19 cluster. 

12.1.  Preventive public health measures 

There will be social mobilization among the population in containment and buffer zone for 

adoption of community-wide practice of frequent washing of hands and respiratory etiquettes in 

schools, colleges, work places and homes. The community will also be encouraged to self-monitor 

their health and report to the visiting ASHA/Anganwadi worker or to nearest health facility. 

12.2. Quarantine and isolation 

Quarantine and Isolation are important mainstay of cluster containment. These measures help 

by breaking the chain of transmission in the community. 

12.2.1. Quarantine 

Quarantine refers to separation of individuals who are not yet ill but have been exposed to 

COVID-19 and therefore have a potential to become ill. There will be voluntary home quarantine 

of contacts of suspect /confirmed cases. The guideline on home quarantine is available at: 

https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf 

12.2.2. Isolation 

Isolation refers to separation of individuals who are ill and suspected or confirmed of COVID-19. 

There are various modalities of isolating a patient. Ideally, patients can be isolated in individual 

isolation rooms or negative pressure rooms with 12 or more air-changes per hour. 
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In resource constrained settings, all positive COVID-19 cases can be cohorted in a ward with good 

ventilation (Covid Care Centre, Dedicated Covid Health Centre). Similarly, all suspect cases should 

also be cohorted in a separate ward. However, under no circumstances these cases should be 

mixed up. A minimum distance of 1 meter needs to be maintained between adjacent beds. All 

such patients need to wear a triple layer surgical mask at all times.  

Pre-symptomatic cases/ very mild/ mild cases can opt for home isolation provided they follow 

the guidelines available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptomatic

COVID19cases10May2020.pdf 

12.3 Social distancing measures 

For the cluster containment, social distancing measures are key interventions to rapidly curtail 

the community transmission of COVID-19 by limiting interaction between infected persons and 

susceptible hosts. The following measures would be taken: 

12.3.1 Closure of schools, colleges and work places  

Administrative orders will be issued to close schools, colleges and work places in containment 

and buffer zones. Intensive risk communication campaign will be followed to encourage all 

persons to stay indoors for an initial period of 28 days, to be extended based on the risk 

assessment. Based on the risk assessment and indication of successful containment operations, 

an approach of staggered work and market hours may be put into practice. 

12.3.2 Cancellation of mass gatherings 

All mass gathering events and meetings in public or private places, in the containment and buffer 

zones shall be cancelled/banned till such time, the area is declared to be free of COVID-19 or the 

outbreak has increased to such scales to warrant mitigation measures instead of containment. 

12.3.3. Advisory to avoid public places 

The public in the containment and buffer zones will be advised to avoid public places and only if 

necessary for attending to essential services. The administration will ensure supply of enough 

triple layer masks to the households in the containment and buffer zones. 

12.3.4. Cancellation of public transport (bus/rail) 

There will be prohibition for persons entering the containment zone and on persons exiting the 

containment zone. To facilitate this, if there are major bus transit hubs or railway stations in the 

containment zone, the same would be made dysfunctional temporarily. Additionally, irrespective 

of fact that there is a rail/road transit hub, the perimeter control will take care of prohibiting 

people exiting the containment zone including those using private vehicles and taxies. 
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As significant inconvenience is caused to the public by adopting these measures in the 

containment zone, State government would proactively engage the community and work with 

them to make them understand the benefits of such measures. 

Advisory on social distancing is at 

https://www.mohfw.gov.in/pdf/SocialDistancingAdvisorybyMOHFW.pdf 

 

13. MATERIAL LOGISTICS 

13.1. Personal Protective Equipment 

Personal protective equipments are a scarce resource and needs to be used rationally. Guidelines 

for rational use of PPEs using a setting approach is at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf 

Additional guidelines for Non- Covid areas are available at: 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiv

eEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf 

The State Government has to ensure adequate stock of personal protective equipment. The 

quantity required for a containment operation will depend upon the size & extent of the cluster 

and the time required containing it.  

13.2. Transportation 

A large number of vehicles will be required for mobilizing the surveillance and supervisory teams. 

The vehicles will be pooled from Government departments. The shortfall, if any, will be met by 

hiring of vehicles. 

13.3. Stay arrangements for the field staff 

The field staff brought in for the surveillance activities and that for providing perimeter control 

need to be accommodated within the containment zone. Facilities such as schools, community 

buildings etc. will be identified for sheltering.  Catering arrangement will need to be made at 

these locations.  

 

14. RISK COMMUNICATION  

14.1 Risk communication material 

Risk communication materials comprising of  

(i) posters and pamphlets;  
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(ii) audio only material; 

(iii) AV films  

prepared by PIB/MoHFW will be provided to the States for targeted roll out in the containment 

and buffer zones.  

14.2 Communication channels 

14.2.1 Interpersonal communication 

During house to house surveillance, ASHAs/ other community health workers will interact with 

the community  

(i) for reporting symptomatic cases  

(ii) contact tracing  

(iii) information on preventive public health measures.  

14.2.2 Mass communication 

Awareness will be created among the community through miking, distribution of pamphlets, 

mass SMS and social media. Also use of radio and television (using local channels) will ensure 

penetration of health messages in the target community. 

14.2.3 Dedicated helpline 

A dedicated helpline number will be established at Central, State and District level. Its number 

will be widely circulated for providing general population with information on risks of COVID-19 

transmission, the preventive measures required and the need for prompt reporting to health 

facilities, availability of essential services and administrative orders on perimeter control. 

14.2.4 Media Management  

At the Central level, only Secretary (H) or representative nominated by her shall address the 

media. There will be regular press briefings/ press releases to keep media updated on the 

developments and avoid stigmatization of affected communities. Every effort shall be made to 

address and dispel any misinformation circulating in media incl. social media. 

At the State level, only Principal Secretary (H), his/her nominee will speak to the media. 

15. INFORMATION MANAGEMENT 

15.1 Control room at State & District Headquarters 

A control room (if not already in place) shall be set up at State and District headquarters, 

managed by designated officers. This shall be manned by State and District Surveillance Officer 
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(respectively) under which data managers (deployed from IDSP/ NHM) responsible for collecting, 

collating and analyzing data from field and health facilities. Daily situation reports will be put up. 

The state will provide aggregate data on daily basis on the following (for the day and cumulative): 

i. Total number of suspect cases  

ii. Total number of confirmed cases 

iii. Total number of critical cases on ventilator 

iv. Total number of deaths 

v. Total number of contacts under surveillance 

15.2 Control room in the containment zone 

A control room shall be set up inside the containment zone to facilitate collection, collation and 

dissemination of data from various field units to District and State control rooms. This shall be 

manned by an epidemiologist under which data managers (deployed from IDSP/ NHM) will be 

responsible for collecting, collating and analyzing data from field and health facilities. 

This control room will provide daily input to the District control room for preparation of daily 

situation report. 

15.3 Alerting the neighboring districts/States 

The control room at State Government will alert all neighboring districts. There shall be enhanced 

surveillance in all such districts for detection of clustering of symptomatic illness. Awareness will 

be created in the community for them to report symptomatic cases/contacts.  

Also suitable provisions shall be created for enhancing horizontal communication between 

adjacent districts, especially for contact tracing exercise and follow up of persons exiting the 

containment zone.  

 

16. CAPACITY BUILDING 

16.1 Training content 

Trainings will be designed to suit requirement of each and every section of healthcare worker 

involved in the containment operations. These trainings for different target groups shall cover: 

1. Field surveillance, contact tracing, data management and reporting 

2. Surveillance at designated exit points from the containment zone  

3. Sampling, packaging and shipment of specimen 
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4. Hospital infection prevention and control including use of appropriate PPEs and bio-

medical waste management  

5. Clinical care of suspect and confirmed cases including ventilator management, critical 

care management 

6. Risk communication to general community 

16.2 Target trainee population 

Various sections of healthcare workforce (including specialist doctors, medical officers, nurses, 

ANMs, Block Extension Educators, MHWs, ASHAs), workforce from non-health sector (security 

personnel, Anganwadi Workers, support staff etc.), volunteers for COVID and other essential 

services (NSS/NCC/NYK/IRCS/Home Guard/Civil Defence).  Trainings will be tailored to 

requirements of each of these sections. 

Online training will be made available in IGoT platform of DOPT. The trained resource will be 

made available at www.covid warriors.gov.in. 

An orientation training will be conducted by the RRT a day prior to containment operations are 

initiated. 

16.3 Replication of training in other districts 

The State Govt. will ensure that unaffected districts are also trained along the same lines so as to 

strengthen the core capacities of their RRTs, doctors, nurses, support staff and non-health field 

formations. These trainings should be accompanied with functional training exercises like mock-

drills. 

An SOP for Mock- drill is at https://www.mohfw.gov.in/pdf/MockDrill.pdf 

17. FINANCING OF CONTAINMENT OPERATIONS 

The fund requirement would be estimated taking into account the inputs in the micro-plan and 

funds will be made available to the district collector from NHM flexi-fund. 

17.1 Scaling down of operations 

The operations will be scaled down if no secondary laboratory confirmed COVID-19 case is 

reported from the containment and buffer zones for at-least 4 weeks after the last confirmed 

test has been isolated and all his contacts have been followed up for 28 days. The containment 

operation shall be deemed to be over 28 days from the discharge of last confirmed case 

(following negative tests as per discharge policy) from the designated health facility i.e. when the 

follow up of hospital contacts will be complete. 
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The closing of the surveillance for the clusters could be independent of one another provided 

there is no geographic continuity between clusters. However, the surveillance will continue for 

ILI/SARI. 

However, if the containment plan is not able to contain the outbreak and large numbers of cases 

start appearing, then a decision will need to be taken by State administration to abandon the 

containment plan and start on mitigation activities. 

 

18. IMPLEMENTATION OF THE MICRO-PLAN 

Based on the above activities, the State/ District will prepare an event specific micro-plan and 

implement the containment operations. 

 

19. FOLLOWING UP OF ADDITIONAL GUIDELINES ISSUED FROM TIME TO TIME 

As the situation is still evolving, based on additional evidence, and the spread of cases, additional 

guidelines are issued by the government from time to time. Those applicable in terms of 

management efforts in the identified clusters shall be taken into account and implemented 

accordingly. 

The additional instructions, if any, are made available on MoHFW website from time to time. 
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1. INTRODUCTION 

 

1.1. Background 

Coronaviruses are large group of viruses that cause illness in humans and animals. Rarely, 

animal coronaviruses can evolve and infect people and then spread between people such as 

has been seen with MERS and SARS. Although most human coronavirus infections are mild, 

the epidemics of the severe acute respiratory syndrome coronavirus (SARS-CoV) and Middle 

East respiratory syndrome coronavirus (MERS-CoV), have caused more than 10,000 

cumulative cases in the past two decades, with mortality rates of 10% for SARS-CoV and 37% 

for MERS-CoV. 

The outbreak of Novel coronavirus disease (COVID-19) was initially noticed in a seafood 

market in Wuhan city in Hubei Province of China in mid-December, 2019, has now spread to 

214 countries/territories/areas worldwide. 

 

1.2.  Risk Assessment 

WHO (under International Health Regulations) has declared this outbreak as a “Public Health 

Emergency of International Concern” (PHEIC) on 30thJanuary 2020. WHO subsequently 

declared COVID-19 a pandemic on 11th March, 2020. 

Most people infected with COVID-19 virus have mild disease and recover. Approximately 80% 

of laboratory confirmed patients have had mild disease, 15% require hospitalization and 5% 

cases are critical requiring ventilator management.  

The overall case fatality ratio (CFR) is 6.9% globally, which is considerably lower than that was 

reported during SARS (15%) and MERS-CoV outbreaks (37%). The CFR varies by location and 

intensity of transmission. The mortality is high among elderlies, particularly those with co-

morbid conditions like coronary artery disease, diabetes, hypertension, chronic respiratory 

diseases etc. 

 

1.3. Global Scenario 

As on 14th May, 2020, COVID-19 confirmed cases are being reported from 214 

countries/territories/areas. A total of 42,48,389 laboratory confirmed cases and 2,92,046 

deaths have been reported from globally. Focus of outbreak that was initially China, has now 

shifted to European region and United States of America. 

Maximum number of cases is currently being reported from USA, Russia, Spain, UK, Italy, 

Germany, Brazil, Turkey and France.  
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1.4. Indian Scenario 

As on 14th May, 2020, a total of 51401 active cases, 27919 cured/ discharged and 2649 deaths 

have been reported so far. 

1.5. Epidemiology 

Coronaviruses belong to a large family of viruses, some causing illness in people and others 

that circulate among animals, including camels, cats, bats etc. Rarely, animal corona viruses 

may evolve and infect people and then spread between people as witnessed during the 

outbreak of Severe Acute Respiratory Syndrome (SARS, 2003) and Middle East Respiratory 

Syndrome (MERS, 2014).The etiologic agent responsible for current outbreak of SARS-CoV-2 

is a novel coronavirus is closely related to SARS-Coronavirus. 

In humans, the transmission of SARS-CoV-2 can occur via respiratory secretions (directly 

through droplets from coughing or sneezing, or indirectly through contaminated objects or 

surfaces as well as close contacts). Current estimates of the incubation period of COVID range 

from 2-14 days. Common symptoms include fever, fatigue, dry cough and breathing difficulty. 

Upper respiratory tract symptoms like sore throat, rhinorrhoea, and gastrointestinal 

symptoms like diarrhoea and nausea/ vomiting are also reported. 

As per analysis of the biggest cohort reported by Chinese CDC, about 81% of the cases are 

mild, 14% require hospitalization and 5% require ventilator and critical care management. 

The deaths reported are mainly among elderly population particularly those with co-

morbidities.  

At the time of writing this document, many of the crucial epidemiological information 

particularly source of infection, mode of transmission, period of infectivity, etc. are still under 

investigation. 

 

2.  Strategic Approach  

 

India would be following a scenario based approach for the following possible scenarios: 

 

i. Travel related case reported in India 

ii. Local transmission of COVID-19 

iii. Large outbreaks amenable to containment 

iv. Wide-spread community Transmission of COVID-19 disease 

v. India becomes endemic for COVID-19 

 

2.1. Strategic Approach for when “only travel related cases reported from India” 

(i) Inter-ministerial coordination (Group of Ministers, Committee of Secretaries) and 

Centre-State Co-ordination been established. 
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(ii) Early Detection through Points of Entry (PoE)screening of passengers coming from 

affected countries through 30 designated airports, 12 major ports, 65 minor ports and 

8 land crossings. 

(iii)  Surveillance and contact tracing through Integrated Disease Surveillance Programme 

(IDSP) for tracking travellers in the community who have travelled from affected 

countries and to detect clustering, if any, of acute respiratory illness. 

(iv) Early diagnosis through a network laboratory of ICMR which are testing samples of 

suspect cases. 

(v) Buffer stock of personal protective equipment maintained. 

(vi) Risk communication for creating awareness among public to follow preventive public 

health measures.  

 

2. 2. Local transmission of COVID-2019 disease 

The strategy will remain the same as explained in para 2.1 as above. In addition, cluster 

containment strategy will be initiated with: 

• Active surveillance in containment zone with contact tracing within and outside the 

containment zone. 

• Expanding laboratory capacity for testing all suspect samples, close contacts, ILI and 

SARI  

• Establishing surge capacities for isolating all suspect / confirmed cases for clinical 

management. 

• Implementing social distancing measures. 

• Intensive risk communication. 

 

2.3 Large outbreaks amenable to containment 

The strategy will remain the same as explained in para 2.2 as above but vary in extent 

depending upon spread and response to be mounted to contain it. Geographic quarantine 

and containment strategy will include:  

 Defining large area of operation and applying strict perimeter control 

 Active search of cases, early isolation, contact listing and tracking, quarantine and 

follow up of contacts 

 Testing all suspect cases, symptomatic contacts, asymptomatic direct and high-risk 

contacts of a confirmed case and ILI/ SARI cases as per the guidelines issued from time 

to time. 

 Clinical management based on risk profile 

 Social distancing measures 

 Administer HCQ in healthcare workers and contacts as per the defined protocol 

 Create awareness on hand hygiene, respiratory etiquettes and sanitation 
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3.  Scope of this Document 

In alignment with strategic approach, this document provides action that needs to be taken 

for containing a large outbreak. The actions for mitigation phase will be dealt separately under 

a mitigation plan. 

4.         Objective 

The objective of this plan is to break the chain of transmission thus reducing the morbidity 
and mortality due to COVID-19. 

 

5.        Containment for large outbreaks through geographic quarantine 

5.1 Large outbreak 

A large outbreak is defined as localized increase in the incidence of a COVID-19 cases 

occurring within a defined geographic area e.g., in a village, town, or city. This could also imply 

progression of a small cluster, earlier noticed for which cluster management action is under 

implementation, into multiple clusters. The cases may or may not be epidemiologically linked. 

For operational purpose, as a working definition a large outbreak is deemed to be present 

when there are 15 or more cases.  

5.2 Geographic quarantine 

Geographic quarantine (cordon sanitaire) strategy calls for near absolute interruption of 

movement of people to and from a relatively large defined geographic area where there is 

single large outbreak or multiple foci of local transmission of COVID-19. In simple terms, it is 

a barrier erected around the focus of infection.  

Geographic quarantine shall be applicable to such areas reporting large outbreak and/or 

multiple clusters of COVID-19 spread over multiple blocks of one or more districts that are 

contiguous based on the distribution of cases and contacts.  

5.3. Containment of individual clusters within the geographically defined perimeter 

The strategy is to contain multiple clusters noted within the outbreak zone. Cluster 

Containment Strategy would be to contain the disease within a defined geographic area by 

early detection of cases, breaking the chain of transmission and thus preventing its spread to 

new areas. This would include geographic quarantine, social distancing measures, enhanced 

active surveillance, testing all suspected cases, isolation of cases, quarantine of contacts and 

risk communication to create awareness among public on preventive public health measures. 

 

 

5.4. Evidence for implementing geographic quarantine 
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In 2009, during the H1N1 Influenza pandemic it was observed that well connected big cities 

with substantive population movement were reporting large number of cases, whereas rural 

areas and smaller towns with low population densities and relatively poor road/rail/airway 

connectivity were reporting only few cases. 

 

The current geographic distribution of COVID-19 mimics the distribution of H1N1 Pandemic 

Influenza.  This suggests that while the spread of COVID-19in our population could be high, 

it’s unlikely that it will be uniformly affecting all parts of the country. This calls for differential 

approach to different regions of the country, while mounting a strong containment effort in 

hot spots.   

 

Large scale measures to contain COVID-19over large territories have been tried in China. 

Mathematical modeling studies have suggested that containment might be possible 

especially when other public health interventions are combined with an effective social 

distancing strategy. 

 

5.4. Factors affecting large outbreak cluster containment  

 

A number of variables determine the success of the containment operations through 

geographic quarantine. These are: 

 

(i) Number and size of the cluster/s. 

(ii) Effectiveness of geographic quarantine. 

(iii) How efficiently the virus is transmitting in Indian population, taking into account 

environmental factors especially temperature and humidity. 

(iv) Public health response in terms of active case finding, testing of large number of 

cases, immediate isolation of suspect and confirmed cases and quarantine of 

contacts. 

(v) Geographical characteristics of the area (e.g. accessibility, natural boundaries)  

(vi) Population density and their movement (including migrant population). 

(vii) Ability to ensure basic infrastructure and essential services. 

 

6. Action plan for geographic quarantine for large outbreak containment   

 

6.1. Legal framework 

 

The State should review the existing legal instruments to implement the containment plan. 

Some of the Acts/ Rules for consideration could be  

(i) Disaster Management Act (2005)  

(ii) Epidemic Act (1897)  
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(iii) Cr.PC and  

(iv) State Specific Public Health Acts. 

 

The Home Ministry has delegated the powers under DM Act, 2005 [Section 10 sub-section 2 

clauses (i) and (l)]to Secretary (Health and Family Welfare) to act in such a way to contain or 

control the outbreak. States may invoke the provisions under DM Act, 2005 or under the 

Epidemic Act,1897to delegate powers to identified authority to act in such a manner to 

control or contain the outbreak. 

 

Indian Penal Code under sections 270provides power to act against those indulging in spread 

of disease. Section 144 of the Code of Criminal Procedure, when invoked, prohibits gathering 

of people. 

 

6.1. Institutional mechanisms and Inter-sectoral Co-ordination   

 

At the Union Government level 

 

6.1.1 The Group of Ministers (GoM) under the Chairmanship of Union Health Minister will 

be the apex body to take policy decisions. The GoM will have Ministers of External Affairs, 

Civil Aviation, Shipping, Pharmaceuticals, Home Ministry and option for co-opting any other 

Ministry. The Union Health Minister will have an advisory Group that will advise him on way 

forward. The Public Health Working Group under Secretary (H) and Joint Monitoring Group 

under DGHS will provide technical inputs. 

 

6.1.2.   At the national level, the Cabinet Secretary/ National Crisis Management Committee 

(NCMC) / Committee of Secretaries (CoS) will review the situation across the country and 

continue to direct the concerned Ministries to implement its directions. The co-ordination 

with health and non-health sectors will be managed by NCMC/ CoS, on issues, flagged by 

Ministry of Health.  

 

The scale of arrangement within the Ministry of health will be expanded with additional areas 

among the core capacities assigned to various officers. If need be, Empowered group will take 

decisions for the core areas of work (planning-co-ordination, surveillance, laboratory support, 

hospital preparedness, human resource, logistics and data analysis etc.). 

 

At the State level 

 

6.1.3.   The Concerned State will activate State Crisis Management Committee or the State 

Disaster Management Authority, as the case may be to manage the clusters of COVID-19. 

 

Institutional arrangement at the operational level 
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6.1.4. District Collector would be the nodal person for all preparedness and response 

activities within his jurisdiction. District Collector will hold regular meetings with health 

functionaries, DDMA, Revenue, PWD, Forest, Education and Panchayati Raj/ Local Self 

Governance Departments where the containment plan will be finalized and operationalized. 

These officials will issue directions to their ground level staff in all aspects of preparedness, 

control and containment in accordance with the Containment Plan and Guidelines. 

 
District Collector would need to identify key issues (logistics, legal, technical and resources) 
and address them for implementing containment operations. He/she will keep ready all 
administrative orders for social distancing, restriction of rail/road/air transport, perimeter 
control and continuity of essential services.  
 
In addition, a compendium of all the administrative orders required for enforcing the non-
pharmaceutical interventions would be prepared well in advance and kept ready to be 
executed during response phase. 
 

6.2. Trigger for Action 

 

Epidemiological intelligence on increase in the incidence of a COVID-19 cases occurring within 

a defined geographic area will be trigger for action. This will be provided by IDSPs early 

warning and response (EWAR) system. Routine laboratory based surveillance of SARI cases is 

another trigger for action.  

 

6.3. Deployment of Rapid Response Teams (RRT) 

 

State will deploy its state RRT and district RRT teams to undertake mapping of cases and 

contacts so as to delineate the containment and buffer zones. Emergency Medical Relief 

(EMR) division, Ministry of Health and Family Welfare may deploy the Central Rapid Response 

Team (RRT) to support and advice the State. 

 

6.4. Identify area under geographic quarantine (Containment zone) 

 
6.4.1 Defining containment and buffer zones:  
 
Boundary for geographic quarantine will be defined based on:  
 
i. Mapping of cases and contacts 

ii. Geographical dispersion of cases and contacts 

iii. Area having well demarcated perimeter 

iv. Enforceability of perimeter control 
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This is done by mapping the cases & contacts for defining the area of operation. If data for 

mapping is not readily available or could not be mapped immediately, then the below 

mentioned criteria will be followed: 

 

• Rural areas:  

• Block/Sub district/district population with buffer zone of all neighboring 

block/sub district/district 

• Urban areas:  

• Containment Zone: Entire population of towns and for large cities, 

zones/districts from where cases are reported  

• Buffer Zone: Neighboring urban/rural districts 

 

The area should be appropriately defined by the district administration/local urban body with 

technical inputs at local level & it would be appropriate to err on the higher side. 

 

The buffer zone is an area where new cases are more likely to appear. Thus, the health 

institutions, including private institutions, should be aware of the signs & symptoms and 

undertake SARI/ and ILI surveillance as per norms.  

 

6.4.2 Perimeter  

 

Once the Containment Zone is delineated the perimeter will be defined and there would 

be strict perimeter control with: 

i.  Establishment of clear entry and exit points, 

ii. No movement to be allowed except for medical emergencies and essential goods 

    and services, 

iii. No unchecked influx of population to be allowed and 

iv. People transiting to be recorded and followed through IDSP. 

 

6.4.3 Activities in Containment and Buffer zones 

Containment Zone Buffer Zone 

i. Active search for cases through physical 
house to house surveillance by Special 
Teams formed for the purpose 

ii. Testing of all cases as per sampling   
guidelines 

iii. Contact tracing 
iv. Identification of local community 

volunteers to help in surveillance, 
contact 

     tracing and risk communication 

i.   Enhanced passive surveillance for ILI 
and SARI cases in the buffer zone 
through the existing Integrated Disease 
Surveillance Programme. 

ii. Create community awareness on 
preventive measures such as personal 
hygiene, hand hygiene and respiratory 
etiquettes. 

iii. Use of face cover, social distancing 
through enhanced IEC activities. 

iv. To ensure social distancing by: 
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v. Extensive inter-personal and community 
based communication 

vi. Strict enforcement of social distancing 
vii. Advocacy on hand hygiene, respiratory 

hygiene, environmental sanitation and 
     wearing of masks / face-covers 
viii. Clinical management of all confirmed 

cases 
 

a. Cancelling all mass gathering events, 
meetings in public or private places. 

b. Avoiding public places 
c. Closure of schools, colleges and work 

places  
 

 

 

7. Surveillance  

 

7.1. Active Surveillance 

The residential areas will be divided into sectors for the ASHAs/Anganwadi workers/ANMs 

each covering 100 households (50 households in difficult areas). Additional workforce would 

be mobilized from neighboring districts (except buffer zone) to cover all the households in the 

containment zone. Additional workforce if required will be listed from the 

covidwarriors.gov.in. This website provides access to list of volunteers trained for surveillance 

(ASHAs, Anganwadi workers, NSS, NCC, IRCS, NYKV). This workforce will have supervisory 

officers (PHC/CHC/Ayush doctors) in the ratio of 1:5.  

The field workers will be performing active house to house surveillance daily in the 

containment zone from 8:00 AM to 2:00 PM. They will line list the family members and those 

having symptoms. The field worker will provide a mask to the suspect case and to the care 

giver identified by the family. The patient will be isolated at home till such time he/she is 

examined by the supervisory officer. They will also follow up contacts identified by the RRTs 

within the sector allocated to them. 

All ILI/SARI cases reported in the last 14 days by the IDSP in the containment zone will be 

tracked and reviewed to identify any missed case of COVID-19 in the community. 

Any case falling within the case definition will be conveyed to the supervisory officer who in 

turn will visit the house of the concerned, confirm that diagnosis as per case definition and 

will make arrangements to shift the suspect case to the designated treatment facility. The 

supervisory officer will collect data from the health workers under him/ her, collate and 

provide the daily and cumulative data to the control room by 4.00 P.M. daily. 

7.2. Passive Surveillance 

All health facilities in the containment zone will be listed as a part of mapping exercise. All 

such facilities both in Government and private sector (including clinics) shall report clinically 

suspect cases of COVID-19 on real time basis (including ‘Nil’ reports) to the control room at 

the district level.  The health facilities in the buffer  
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7.3. Contact Tracing 

The contacts of the laboratory confirmed case/ suspect case of COVID-19 will be line-listed 

and tracked and kept under surveillance at home for 28 days (by the designated field worker). 

The Supervisory officer in whose jurisdiction, the laboratory confirmed case/ suspect case 

falls shall inform the Control Room about all the contacts and their residential addresses. The 

control room will in turn inform the supervisory officers of concerned sectors for surveillance 

of the contacts. If the residential address of the contact is beyond the allotted sector, the 

district IDSP will inform the concerned Supervisory officer/concerned District IDSP/State IDSP. 

7.4.  Surveillance in Buffer zone 

The surveillance activities to be followed in the buffer zone are as follows: 

i. Review of ILI/SARI cases reported in the last 14 days by the District Health Officials to 

identify any missed case of COVID-19 in the community. 

ii. Enhanced passive surveillance for ILI and SARI cases in the buffer zone through the 

existing Integrated Disease Surveillance Programme.  

iii. In case of any identified case of ILI/SARI, sample should be collected and sent to the 

designated laboratories for testing COVID-19. 

All health facilities in the buffer zone will be listed as a part of mapping exercise. All such 

facilities both in Government and private sector (including clinics) shall report clinically 

suspect cases of COVID-19 on real time basis (including ‘nil’ reports) to the control room at 

the district level.  Measures such as personal hygiene, hand hygiene, social distancing to be 

enhanced through IEC activities in the buffer zone. 

 

7.5.   Perimeter Control 

The perimeter control will ensure that there is no unchecked outward movement of 

population from the containment zone except for maintaining essential services (including 

medical emergencies) and government business continuity. It will also limit unchecked influx 

of population into the containment zone. The authorities at these entry points will be 

required to inform the incoming travelers about precautions to be taken and will also provide 

such travelers with an information pamphlet and mask.  

All vehicular movement, movement of public transport and personnel movement will be 

restricted. All roads including rural roads connecting the containment zone will be guarded 

by police. 

The District administration will post signs and create awareness informing public about the 

perimeter control. Health workers posted at the exit point will perform screening (e.g. 

interview travelers, measure temperature, record the place and duration of intended visit and 

keep complete record of intended place of stay).  

438



Details of all persons moving out of perimeter zone for essential/ emergency services will be 

recorded and they will be followed up through IDSP. All vehicles moving out of the perimeter 

control will be decontaminated with sodium hypochlorite (1%) solution. 

 

8. LABORATORY SUPPORT 

8.1 Designated laboratories 

The identified VRDL network laboratory, nearest to the affected area, will be further 

strengthened to test samples. The other available govt. laboratories and private laboratories 

(BSL 2 following BSL 3 precautions) if required, shall also be engaged to test samples, after 

ensuring quality assurance by ICMR/VRDL network. If the number of samples exceeds its 

surge capacity, samples will be shipped to other nearby laboratories or to NCDC, Delhi or NIV, 

Pune or to other ICMR lab networks depending upon geographic proximity.  

The list of laboratories identified for testing COVID is at: 

https://www.icmr.gov.in/pdf/covid/labs/COVID_Testing_Labs_15052020.pdf 

All test results should be available within 24 hours of sampling. ICMR along with the State 

Government will ensure that there are designated agencies for sample transportation to 

identified laboratories. The contact number of such courier agencies shall be a part of the 

micro-plan. 

The guidelines for sample collection, packaging and transportation is available at: 

 https://www.mohfw.gov.in/pdf/5Sample%20collection_packaging%20%202019-nCoV.pdf 

The designated laboratory will provide daily update (daily and cumulative) to District, State 

and Central Control Rooms on: 

i. No. of samples received 

ii. No. of samples tested 

iii. No. of samples under testing 

iv. No. of positive samples  

 

8.2 Testing criteria 

The ICMR strategy for testing is given below: 

1.  All symptomatic individuals who have undertaken international travel in the last 14 days  

2. All symptomatic contacts of laboratory confirmed cases  

3. All symptomatic health care workers  

4. All patients with Severe Acute Respiratory Illness (fever AND cough and/or shortness of 

breath)  

5. Asymptomatic direct and high-risk contacts of a confirmed case should be tested once 

between day 5 and day 14 of coming in his/her contact 

Details are available at: 
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https://main.icmr.nic.in/sites/default/files/upload_documents/Strategey_for_COVID19_Tes

t_v4_09042020.pdf 

The testing at the field level shall be taken up as per the criteria proposed by ICMR from time 

to time.  

8.3. Tests approved for COVID Diagnosis 

RT-PCR is the standard test for laboratory diagnosis. In laboratories, wherever Cepheid Xpert 

Xpress SARS-CoV2 Cartridge Based Nucleic Acid Amplification Test (CBNAAT) has been made 

available, the advisory of ICMR at the following link will be followed: 

https://main.icmr.nic.in/sites/default/files/upload_documents/Cepheid_Xpert_Xpress_SAR

S-CoV2_advisory_v2.pdf 

Laboratories following TrueNat as a screening test for detecting SARS-CoV2 will follow 

additional guidelines available at: 

https://main.icmr.nic.in/sites/default/files/upload_documents/Additional_guidance_on_Tr

ueNat_based_COVID19_testing.pdf 

For testing persons in quarantine camps of migrant workers or those international passengers 

returning home, RT-PCR test based on pooled sampling will be used. The guideline for pooling 

of samples is available at: 

https://www.mohfw.gov.in/pdf/GuidelineforrtPCRbasedpooledsamplingFinal.pdf 

ICMR specimen referral form is available at: 

https://main.icmr.nic.in/sites/default/files/upload_documents/SRF_v9.pdf 

Additional testing methodologies prescribed from time to time by government shall be 

adopted at the field level.  

 

9. Hospital care 

 

All suspect/confirmedCOVID-19 cases will be hospitalized and kept in isolation in dedicated 

COVID-19 hospitals/hospital blocks. Persons testing positive for COVID-19 will remain 

hospitalized till such time as two of their samples are tested negative as per discharge policy. 

About 15% of the patients are likely to require hospitalization, and an additional 5 % will 

requires critical care and ventilator management.  

 

A three tier arrangement for managing suspect/ confirmed cases will be implemented to 

decrease burden on the COVID Block/ hospital.   

 

(i) The mild and very mild cases will be kept in COVID Care Centers which essentially 

are temporary makeshift hospital facilities made by converting hotels/ hostel/ 

guest houses/ stadiums near a COVID-19 hospital. The existing quarantine facility 
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may also be converted. This will be identified near an existing COVID hospital/ 

COVID block.  

 

(ii) Dedicated COVID Health Centers would be identified in existing hospitals. These 

centers will have isolation beds with oxygen support for managing moderate 

cases, which require monitoring of their clinical status (patients with radiological 

evidence of pneumonia).  

 

(iii) Severe cases requiring critical care/intensive care will be managed in Dedicated 

COVID Hospitals. Some of the severe cases may progress to respiratory failure and 

/or progress to multi-organ failure and hence critical care facility/ dialysis facility/ 

and Salvage therapy [Extra Corporeal Membrane Oxygenator(ECMO)] facility for 

managing the respiratory/renal complications/ multi-organ failure shall be 

required. If such facilities are not available in the containment zone, nearest 

tertiary care facility in Government / private sector needs to be identified, that 

becomes a part of the plan. 

 

The categorization of COVID health facilities and categorization of patients based on severity 

are available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf. 

 

In every hospital fever clinic with triage, holding areas, sampling stations and individual 

doctor’s chambers where patients with fever/cough/breathing difficulty will be attended will 

be established. Necessary infection prevention and control practices shall be ensured at all 

such facilities.  

 

9.1 Surge capacity 

 

Based on the risk assessment, if the situation so warrants (if data suggests an exponential rise 

in the number of cases), the surge capacity of the identified hospitals will be enhanced, private 

hospitals shall also be roped in and sites identified for temporary hospitals to be 

operationalized. 

Related guidelines are available at: 

https://www.mohfw.gov.in/pdf/AdvisoryforHospitalsandMedicalInstitutions.pdf 

 

9.2 Pre-hospital care (ambulance facility) 

 

Ambulances need to be in place for transportation of suspect/confirmed cases. Such 

ambulances shall be manned by personnel adequately trained in Infection Prevention and 

Control (IPC), use of PPE and protocol that needs to be followed for disinfection of ambulances 

(by 1% sodium hypochlorite solution using knap sack sprayers). 
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The standard operating procedure for transporting Covid patient is at: 

https://www.mohfw.gov.in/pdf/StandardOperatingProcedureSOPfortransportingasuspector

confirmedcaseofCOVID19.pdf 

 

9.3 Infection Prevention Control Practices 

Healthcare associated infections in fellow patients and attending healthcare personnel are 

well documented in the current COVID-19 outbreak as well. There shall be strict adherence 

to Infection prevention control practices in all health facilities. Detailed guidelines on 

infection prevention control are available at: 

https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in%20HCF%20-

%20final%281%29.pdf 

IPC committees would be formed (if not already in place) with the mandate to ensure that all 

healthcare personnel are well aware of IPC practices and suitable arrangements for requisite 

PPE and other logistic (hand sanitizer, soap, water etc.) are in place. The designated COVID 

treatment facility will ensure that all healthcare staff is trained in IPC (washing of hands, 

respiratory etiquettes, donning/doffing & proper disposal of PPEs and bio-medical waste 

management). 

Healthcare workers will be provided guidance on preventive measures and management of 

risk to accidental exposure or other-wise to COVID. Advisory for managing Health care 

workers exposed to COVID is available at: 

https://www.mohfw.gov.in/pdf/AdvisoryformanagingHealthcareworkersworkinginCOVIDan

dNonCOVIDareasofthehospital.pdf 

At all times health care workers in COVID treatment facilities and Non-covid treatment 

facility/ areas will use personal protection gears following the below mentioned guidelines: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pd

f 

Additional guidelines for Non- Covid areas are available at:  

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProte

ctiveEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf 

Environmental cleaning should be done twice daily and will consist of damp dusting and floor 

mopping with sodium hypochlorite solution of frequently touched surfaces. Detailed 

guidelines are available at: 

https://www.mohfw.gov.in/pdf//National%20Guidelines%20for%20IPC%20in%20HCF%20-

%20final%281%29.pdf 

The bio medical waste will be managed in accordance with Bio-medical waste management 

rules. Guidelines for handling, treatment and disposal of waste generated during 

treatment/diagnosis/ quarantine of COVID-19 Patients is at: 
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https://www.mohfw.gov.in/pdf/63948609501585568987wastesguidelines.pdf 

 

10. CLINICAL MANAGEMENT  

10.1. Clinical Management 

The hospitalized cases may require symptomatic treatment for fever. Paracetamol is the drug 

of choice. Suspect cases with co-morbid conditions, if any, will require appropriate 

management of co-morbid conditions.  

For patients with severe acute respiratory illness (SARI), having respiratory distress may 

require, pulse oximetry, oxygen therapy, non-invasive and invasive ventilator therapy.  

The clinical management protocol to be followed is available at: 

https://www.mohfw.gov.in/pdf/RevisedNationalClinicalManagementGuidelineforCOVID193

1032020.pdf 

10.2. Discharge Policy 

Discharge policy for suspected cases of COVID-19 tested negative will be based on the clinical 

assessment of the treating physician. For those tested positive for COVID-19, their discharge 

from hospital will be governed by the discharge policy available at: 

https://www.mohfw.gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf 

10.3.   Dead body management 

The dead body of a COVID case does not spread infection. The healthcare worker however 

handling the body immediately after death is at risk in case there is exposure to bodily fluids 

and shall be protected. 

Detailed guidelines of dead body management as available at: 

https://www.mohfw.gov.in/pdf/1584423700568_COVID19GuidelinesonDeadbodymanagem

ent.pdf   shall be followed. 

 

11. Psychosocial support 

 

Quarantine, isolation and being affected by a new disease, all can be very stressful for those 

involved and for their family members. Social distancing measures that force one to stay at 

home and resulting social isolation can be frustrating. This apart, the healthcare workers 

working under the fear of an unknown disease, under stressful and demanding situations, 

impact their mental well-being. A guidance note on dealing with various mental issues is 

available at: https://www.mohfw.gov.in/pdf/MindingourmindsduringCoronaeditedat.pdf. 

 

The National Institute of Mental Health and Neuro-Sciences (NIMHANS) will be the nodal 

agency to plan and execute psycho-social support. NIHMANS will prepare a Psycho-Social 

Support plan and implement the same in the COVID affected areas. 
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12. Pharmaceutical interventions 

 

As of now there is no approved specific drug or vaccine for cure or prevention of COVID-19. 

 

However, Hydroxychloroquine has been recommended as chemoprophylaxis drug for use by 

asymptomatic healthcare workers managing COVID-19 cases and asymptomatic contacts of 

confirmed COVID-19 cases under medical supervision.  

 

Advisory issued by ICMR in this regard is available at: 

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSAR

SCoV2infection.pdf).  

 

Contacts and healthcare workers receiving Hydroxychloroquine as chemoprophylaxis will be 

informed to report any untoward health event to nearest health facility. 

 

In addition, a combination of Hydroxychloroquine and Azithromycin has been advocated for 

use in severe cases of COVID-19 under medical supervision. 

Guideline on clinical management protocol of COVID-19 is available at: 

https://www.mohfw.gov.in/pdf/RevisedNationalClinicalManagementGuidelineforCOVID193

1032020.pdf 

 

13. NON-PHARMACEUTICAL INTERVENTIONS 

In the absence of proven drug or vaccine, non-pharmaceutical interventions will be the main 

stay for containment of COVID-19 cluster. 

13.1.  Preventive public health measures 

There will be social mobilization among the population in containment and buffer zone for 

adoption of community-wide practice of frequent washing of hands and respiratory 

etiquettes in schools, colleges, work places and homes. The community will also be 

encouraged to self-monitor their health and report to the visiting ASHA/Anganwadi worker 

or to nearest health facility. 

13.2. Quarantine and isolation 

Quarantine and Isolation are important mainstay of cluster containment. These measures 

help by breaking the chain of transmission in the community. 

13.2.1. Quarantine 

Quarantine refers to separation of individuals who are not yet ill but have been exposed to 

COVID-19 and therefore have a potential to become ill. There will be voluntary home 

quarantine of contacts of suspect /confirmed cases. The guideline on home quarantine is 

available at: 
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https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf 

13.2.2. Isolation 

Isolation refers to separation of individuals who are ill and suspected or confirmed of COVID-

19. There are various modalities of isolating a patient. Ideally, patients can be isolated in 

individual isolation rooms or negative pressure rooms with 12 or more air-changes per hour. 

In resource constrained settings, all positive COVID-19 cases can be cohorted in a ward with 

good ventilation (Covid Care Centre, Dedicated Covid Health Centre). Similarly, all suspect 

cases should also be cohorted in a separate ward. However, under no circumstances these 

cases should be mixed up. A minimum distance of 1 meter needs to be maintained between 

adjacent beds. All such patients need to wear a triple layer surgical mask at all times.  

Pre-symptomatic cases/ very mild/ mild cases can opt for home isolation provided they follow 

the guidelines available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymildpresymptom

aticCOVID19cases10May2020.pdf 

13.3 Social distancing measures 

For the cluster containment, social distancing measures are key interventions to rapidly 

curtail the community transmission of COVID-19 by limiting interaction between infected 

persons and susceptible hosts. The following measures would be taken: 

13.3.1 Closure of schools, colleges and work places  

Administrative orders will be issued to close schools, colleges and work places in containment 

and buffer zones. Intensive risk communication campaign will be followed to encourage all 

persons to stay indoors for an initial period of 28 days, to be extended based on the risk 

assessment. Based on the risk assessment and indication of successful containment 

operations, an approach of staggered work and market hours may be put into practice. 

13.3.2 Cancellation of mass gatherings 

All mass gathering events and meetings in public or private places, in the containment and 

buffer zones shall be cancelled/banned till such time, the area is declared to be free of COVID-

19 or the outbreak has increased to such scales to warrant mitigation measures instead of 

containment. 

13.3.3. Advisory to avoid public places 

The public in the containment and buffer zones will be advised to avoid public places and only 

if necessary for attending to essential services. The administration will ensure supply of 

enough triple layer masks to the households in the containment and buffer zones. 

 

13.3.4. Cancellation of public transport (bus/rail) 
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There will be prohibition for persons entering the containment zone and on persons exiting 

the containment zone. To facilitate this, if there are major bus transit hubs or railway stations 

in the containment zone, the same would be made dysfunctional temporarily. Additionally, 

irrespective of fact that there is a rail/road transit hub, the perimeter control will take care of 

prohibiting people exiting the containment zone including those using private vehicles and 

taxies. 

As significant inconvenience is caused to the public by adopting these measures in the 

containment zone, State government would proactively engage the community and work 

with them to make them understand the benefits of such measures. 

Advisory on social distancing is at 

https://www.mohfw.gov.in/pdf/SocialDistancingAdvisorybyMOHFW.pdf 

 

14. Material Logistics 

 

14.1. Personal Protective Equipment 

Personal protective equipments are a scarce resource and needs to be used rationally. 

Guidelines for rational use of PPEs using a setting approach is at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pd

f 

Additional guidelines for Non- Covid areas are available at: 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProte

ctiveEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf 

The State Government has to ensure adequate stock of personal protective equipment. The 

quantity required for a containment operation will depend upon the size & extent of the 

cluster and the time required containing it.  

 

14.2. Transportation 
 

A large number of vehicles will be required for mobilizing the surveillance and supervisory 

teams. The vehicles will be pooled from all Government departments. The shortfall, if any, 

will be met by hiring of vehicles. 

 

14.3. Stay arrangements for the field staff 

 

The field staff brought in for the surveillance activities and that for providing perimeter 

control need to be accommodated within the containment zone. Facilities such as schools, 

community buildings, etc. will be identified for sheltering.  Catering arrangement will have to 

be made at these locations.  

446

https://www.mohfw.gov.in/pdf/SocialDistancingAdvisorybyMOHFW.pdf
https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf
https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf
https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf
https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtectiveEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf


 

15. Risk communication  

 

15.1 Risk communication material 

 

Risk communication materials [comprising:  (i) posters and pamphlets (ii) audio only material 

(iii) AV films (prepared by PIB/MoH&FW)] will be prepared and kept ready for targeted roll 

out in the entire geographic quarantine zone.  

 

15.2 Communication channels 

 

15.2.1 Interpersonal communication 

 

During house to house surveillance, ASHAs/ other community health workers will interact 

with the community for:   

(i) Reporting symptomatic cases  

(ii) Contact tracing 

(iii) Information on preventive public health measures.  

 

15.2.2 Mass communication 

 

Awareness will be created among the community through miking, distribution of pamphlets, 

mass SMS and social media. Also use of radio and television (using local channels) will ensure 

penetration of health messages in the target community. 

 

15.2.3 Dedicated helpline 

 

A dedicated helpline number will be provided at the Control Room (District Headquarter) and 

its number will be widely circulated for providing general population with information on risks 

of COVID-19 transmission, the preventive measures required and the need for prompt 

reporting to health facilities, availability of essential services and administrative orders on 

perimeter control. 

 

15.2.4 Media Management  

 

At the Central level, only Secretary (H) or representative nominated by her shall address the 

media. At the State level, only Principal Secretary (H), his/her nominee will speak to the 

media. At the District level DM/DC will address the media. 
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There will be regular press briefings/ press releases to keep media updated on the 

developments and avoid stigmatization of affected communities. Every effort shall be made 

to address and dispel any misinformation circulating in media including social media. 

 

16. INFORMATION MANAGEMENT 

16.1 Control room at State & District Headquarters 

A control room (if not already in place) shall be set up at State and District headquarters, 

managed by designated officers. This shall be manned by State and District Surveillance 

Officer (respectively) under which data managers (deployed from IDSP/ NHM) responsible for 

collecting, collating and analyzing data from field and health facilities. Daily situation reports 

will be put up. 

The state will provide aggregate data on daily basis on the following (for the day and 

cumulative): 

i. Total number of suspect cases  

ii. Total number of confirmed cases 

iii. Total number of critical cases on ventilator 

iv. Total number of deaths 

v. Total number of contacts under surveillance 

16.2 Control room in the containment zone 

A control room shall be set up inside the containment zone to facilitate collection, collation 

and dissemination of data from various field units to District and State control rooms. This 

shall be manned by an epidemiologist under which data managers (deployed from IDSP/ 

NHM) will be responsible for collecting, collating and analyzing data from field and health 

facilities. 

This control room will provide daily input to the District control room for preparation of daily 

situation report. 

16.3 Alerting the neighboring districts/States 

The control room at State Government will alert all neighboring districts. There shall be 

enhanced surveillance in all such districts for detection of clustering of symptomatic illness. 

Awareness will be created in the community for them to report symptomatic cases/contacts.  

Also suitable provisions shall be created for enhancing horizontal communication between 

adjacent districts, especially for contact tracing exercise and follow up of persons exiting the 

containment zone.  

 

 

 

 

17. Capacity building 
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It is expected that in such circumstances, large human resource requirement will be there to 

manage: (i) Field activities including surveillance, (ii) Clinical care at hospitals, (iii) laboratory 

testing and (iv) support staff to provide support services. 

 

17.1 Training content 

Trainings will be designed to suit requirement of each and every section of healthcare worker 

involved in the containment operations. These trainings for different target groups shall 

cover: 

1. Field surveillance, contact tracing, data management and reporting 

2. Surveillance at designated exit points from the containment zone  

3. Sampling, packaging and shipment of specimen 

4. Hospital infection prevention and control including use of appropriate PPEs and bio-

medical waste management  

5. Clinical care of suspect and confirmed cases including ventilator management, 

critical care management 

6. Risk communication to general community and health service providers 

 

17.2 Target trainee population 

 

Various sections of healthcare workforce (including specialist doctors, medical officers, 

nurses, ANMs, Block Extension Educators, MHWs, ASHAs) and workforce from non-health 

sector (security personnel, Anganwadi Workers, support staff etc.) will be trained. A 

normative guidance is as under: 

 

• Trained health workforce for surveillance – ANM, AASHA, Anganwadi, NSS, Red Cross, 

Ayush students and NYK Volunteers 

• Trained supervisory field staff – PHC, Ayush and CHC doctors 

• For COVID Care Center – AYUSH doctors 

• For Dedicated COVID Health Center – PHC doctors 

• For Dedicated COVID Hospitals – Training will be imparted on clinical and ventilatory 

management - Respiratory physicians, anaesthetists, intensivists, MBBS doctors who 

have handled ventilators, including DNB and MD students drawn from medical 

college/private hospitals. 

 

District-wise trained manpower made available on dashboard of MoHFW and all training 

material made available on IGOT platform 

 

Orientation training will be conducted by the RRT a day prior to containment operations are 

initiated. 
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17.3 Replication of training in other Districts 

 

The State Govt. will ensure that unaffected Districts are also trained along the same lines so 

as to strengthen the core capacities of their RRTs, doctors, nurses, support staff and non-

health field formations. These trainings should be accompanied with functional training 

exercises like mock-drills. 

 

18. Financing of containment operations 

 

The fund requirement would be estimated taking into account the scale of operations and 

funds will be made available to the district collector from NHM flexi-fund. The SDRF funds can 

also be used as per notification issued by Ministry of Home Affairs. 

 

19. Scaling down of operations  

 

The operations will be scaled down if no secondary laboratory confirmed COVID-19 case is 

reported from the geographic quarantine zone for at least four weeks after the last confirmed 

test has been isolated and all his contacts have been followed up for 28 days. A containment 

operation (large outbreak or cluster) is deemed to be over 28 days from the date the last case 

in the containment zone tests negative. 

 

The closing of the surveillance for the clusters could be independent of one another provided 

there is no geographic continuity between clusters. However, the surveillance will continue 

for ILI/SARI. 

 

States shall ensure that all required steps are taken to contain clusters within the large 

outbreak and chain of transmission is broken.  

 

 

20. FOLLOWING UP OF ADDITIONAL GUIDELINES ISSUED FROM TIME TO TIME 

 

As the situation is still evolving, based on additional evidence, and the spread of cases, 

additional guidelines are issued by the government from time to time. Those applicable in 

terms of management efforts in the identified clusters shall be taken into account and 

implemented accordingly. 

The additional instructions, if any, are made available on MoHFW website from time to time. 
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          Date: 16.05.2020 

Ministry of Health & Family Welfare 

Directorate General of Health Services 

(Emergency Medical Relief Division) 

 

Preparedness and response to COVID-19 in Urban Settlements 

1. Background 

Informal settlements within cities that may have mushroomed due to migration have 

inadequate housing and poor living conditions. These settlements are affordable and 

accessible to the poor in the cities. The main reason for these settlements proliferation is 

rapid and non-inclusive patterns of urbanization catalyzed by increasing rural migration to 

urban areas. According to 2011 Census there are 2613 towns/cities such settlements with 

6.54 crore population residing in 1.39 crore households, representing 17.4 of all urban 

population. This would have increased in number further since last few years. 

2. Key vulnerabilities of these urban settlements   

These localities are often overcrowded, with many people crammed into very small living 

spaces. A substantial percentage of this population is migrant workers employed in 

industrial and other informal sector. These areas are characterized by poor structural quality 

of housing, inadequate access to safe water, poor sanitation and insecure residential status. 

There are gaps in health and healthcare services.  

In the context of COVID (or any other respiratory infectious disease for that matter) 

implementing strategic interventions such as surveillance, physical distancing, isolation, 

quarantine and communicating the risk to the dwellers could be challenging.  

3. Scope of document 

This document delineates focus area that need to be addressed by the Urban Local Bodies 

for preparedness in these settlements for responding to COVID-19.  

4. Preparing these urban settlements for prevention and control of COVID-19. 

4.1 Institutional mechanism 

As these settlements are governed under the jurisdiction of Urban Local Bodies (Municipal 

Corporations or Municipalities). Planning on preparedness and response to COVID-19 by 

such local bodies should cover the management of COVID-19 as well as focusing on 

challenges unique to such populations.  

4.1.1 Incident Response System 

An Incident Commander of appropriate seniority would be identified depending upon the 

geographic extent of the settlements and its population size. The Incident Commander will 

identify its planning, operation, logistics and finance teams to implement the preparedness 
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measures to respond to a COVID outbreak. The Incident Commander shall report to the 

Municipal Commissioner.  

 

4.1.2 Coordination Mechanism 

A coordination mechanism shall be evolved under the leadership of Incident Commander 

and would comprise of representatives from Health, W&CD, ICDS, Housing & Urban Affairs, 

Public Health Engineering Wing, Swachh Bharat Mission, elected representatives, prominent 

NGOs already serving the area, community leaders, etc.  

4.2 COVID-19 containment plan 

The COVID containment plan for these urban settlements will address the key challenges 

specific to these areas. Implementation of this plan will ensure that the core capacities are 

available to respond to COVID-19. The core components of this plan shall be as detailed in 

the following sections.  

4.2.1 Surveillance 

 

In most of the cities/towns the disease surveillance system is not as well organized as in the 

rural areas. This is more so pronounced in these urban settlements. Hence the surveillance 

system shall be strengthened for surveillance and contact tracing mechanism. This would 

include identification of the health workers in the health posts/dispensaries, ANMs, ASHAs, 

Anganwadi Workers, municipal health staff, sanitation staff, community health volunteers 

and other volunteers (NSS/NYK/IRCS/NCC and NGOs) etc. The trained manpower available 

on www.covidwarriors.gov.in will be contacted for their readiness to deployment at short 

notice.  

 

An orientation training will be organized by the Chief Medical Officer/Executive Health 

Officer to train the identified surveillance workers. The training would emphasize on the 

following: 

i. Basic information on COVID-19 

ii. Orientation on basic Dos and Don’ts with focus on hand hygiene, respiratory 

hygiene, environmental sanitation and use of face covers/masks 

iii. Active case search through questionnaire during field visit 

iv. Listing and tracking of contacts 

v. Recording temperature with handheld thermometer, recording oxygen saturation 

with pulse oximeter 

vi. Identification of high risk individuals based on contact history, age, and co-

morbidities 

vii. Inter-personal communication with households for creating awareness on COVID-19 

and other essential health services (immunization, RCH, nutrition, NCDs etc.)  

viii. Addressing stigma, health seeking behavior and other issues  

ix. Establishing rapport with the community 
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The plan will clearly delineate the allocation of households for the surveillance staff for 

house to house survey for case detection & contact tracing, coordinating sample collection, 

case management, data collection and reporting. The existing routine surveillance would be 

strengthened through dispensaries/health posts/urban health center and private health 

facilities for ILI/SARI surveillance. 

 

4.2.2 Hospital preparedness and clinical management 

There may not be community level structures in these areas that can be transformed into 

designated health facilities (COVID Care Centers); hence the existing facilities identified by 

the urban local body near to these settlements shall be earmarked as COVID Care Centers, 

Dedicated COVID Health Center and Dedicated COVID Hospital. 

The civil dispensaries, health posts, health & family welfare centers and private health 

facilities within these settlements will act as nodal points for the wards/sub-wards/zones for 

detecting and reporting ILI/SARI cases through their OPDs. Such facilities will also be used as 

depot holder for Hydroxychloroquine, masks, household disinfectants etc. Non Covid 

services especially immunization, management of communicable and non-communicable 

diseases, and maternal and child health services should continue to be provided in these 

areas. 

The earmarked COVID health facilities will identify teams for sample collection of suspect 

cases. 

Ambulances for referral to be stationed within or at the perimeter of these localities, will be 

identified. The toll free number shall be widely disseminated in the community. 

4.2.3 Pharmaceutical intervention 

Enough quantity of Hydroxychloroquine will be stocked in civil dispensaries, health posts, 

health & family welfare centers for chemo-prophylaxis of healthcare workers and high risk 

contacts of confirmed cases of COVID-19. 

4.2.4 Non-pharmaceutical interventions 

4.2.4.1 COVID Related Behaviour: There will be community mobilization to adopt COVID 

related behavior for life style changes. This would include  

(i) practicing frequent hand washing,  

(ii) following respiratory etiquettes,  

(iii) ban spitting in public places,  

(iv) following social distancing and promotion of masks/face covers 

(v) avoiding consumption of gutkha, paan, cigarettes/bidis etc. 
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4.2.4.2 Social distancing will be a major challenge due to many people crammed into very 

small living spaces. While sleeping the distancing can be achieved to an extent by sleeping in 

opposite direction in a manner that head end of one person faces the leg of the other. Social 

distancing should be practiced particularly in  

(i) community water points,  

(ii) public toilets,  

(iii) PDS distribution points,  

(iv) health centers etc.  

Social distancing is to be promoted at all formal and informal gatherings.   

4.2.4.3 Quarantine facility (school, stadium, etc.) in a nearby area needs to be identified, 

where large number of high risk contacts can be accommodated. Shifting of high risk 

contacts (elderly and those with co-morbid conditions) is a crucial intervention to minimize 

the spread of disease in such persons, thereby limiting morbidity and mortality among 

them. A contingency plan will also be in place to move high risk population to alternate or 

temporary sites. 

4.2.4.4 Face cover should be made mandatory. It can be manufactured locally within the 

area as self-help group activity or through NGOs. Common mask distribution sites and 

disposal sites should be identified and all dwellers may be made aware about the same. 

4.2.4.5 Sanitation: Community cleaning and disinfection drive needs to be undertaken on 

daily basis. In particular, the community toilets need to be cleaned at-least three to four 

times a day.  

4.2.5 Logistics 

Adequate arrangement for soaps (in public toilets), disinfectants (bleaching powder, 1% 

sodium hypochlorite) will be ensured at the civil dispensaries, health posts, health & family 

welfare centers catering to the area. Similarly, availability of triple layer medical masks and 

gloves for healthcare workers will be ensured. 

The civil dispensaries, health posts, health & family welfare centers will also be used as 

depot holder for Hydroxychloroquine, masks household disinfectants etc.  

4.2.6 Community Volunteers 

Community groups are key to creating awareness on COVID among these populations. Use 

of local (political, religious and opinion) leaders for communicating all aspects of the COVID 

prevention and control is vital as dwellers are more inclined to trust them. Under these 

leaders, community cadres need to be created for community engagement. 
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4.2.7 Risk communication 

All risk communication interventions must address psycho-social issues and stigma removal 

messages particularly in local languages. Posters should be put up outside in the community 

area, toilets, water points. Local cable TV channels may be utilized to create community 

awareness. The population uses mobile and social media applications for communication. 

Hence social media should be used with appropriate messages to target these population 

and for refuting fake news. Community groups should also popularize adoption of 

AarogyaSetu application. The risk communication will be designed to create awareness on: 

▪ Common signs and symptoms of COVID-19 

▪ High risk population particularly elderlies with co-morbidities like hypertension, 

cardiovascular diseases, diabetes, renal disease etc. 

 

Helpline number should be widely publicized for reporting cases.  

4.2.8 Capacity building 

 

The District Surveillance Officer will undertake orientation trainings of different cadres of 

healthcare workers working in health facilities catering to these areas, designated COVID 

health facilities. Such trainings will cover case management, IPC practices and data 

management. The District IDSP unit will also map field workers that can be used for 

surveillance and contact tracing. This includes ANMs, ASHAs, AWWs, corporation health 

staff, and community level volunteers (NSS, NCC, IRCS, NYK). Their trainings would focus on 

surveillance, contact tracing, home quarantine, IPC, managing quarantine and isolation 

centers, supply of ration to homes etc.  

 

5. Response to COVID-19 outbreak in Urban settlements  

 

5.1 Trigger for Action 
 
The trigger for action would be reporting of a suspect/confirmed case from routine ILI/SARI 

surveillance or cluster of cases of similar ILI/SARI observed by the health post/practitioners 

etc. It could also be a contact of a known confirmed case. 

 

5.2 Implementation of Cluster Containment plan 

 

5.2.1 Incident Command System and Control room will be activated for planning, 

operations and logistic support. Pre-implementation coordination meetings will be held at 

the incident command level and at sub-ward/ward/zone level with ward officer/assistant 

commissioner/local CBOs/NGOs. Inter-departmental meetings will be held with health 

department, District Surveillance Officer, National Urban Health Mission, Sanitation 

Officials, Education, WCD/ICDS/ AWW, MAHILA AROGYA SAMITIS, AYUSH, NYK, NSS etc. 
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5.2.2 Implementation of COVID Cluster Containment Plan 

 

The following activities will be ensured: 

 

5.2.2.1 Defining area of operation: Upon reporting of a suspect/confirmed case of COVID-

19, the District Surveillance Unit will undertake rapid identification of other cases and 

contacts to define containment and buffer zones. If data for mapping is not readily available, 

for small clusters the containment zone can be mapped as the administrative boundaries of 

residential colony/mohalla, surrounded by a buffer zone.  

In case of a large oubreak, the entire population of municipal ward, municipal zone, police 

station area, towns etc. from where cases and contacts are reported may be taken as 

containment zone with all neighboring wards/zones/towns/districts in the buffer zone. 

 

5.2.2.2 Applying strict perimeter control:  

 

Most of the inhabitants of such communities are daily wage workers, who might be 

compelled to go outside for work. Hence, strict perimeter control must be enforced to 

regulate entry and exit from the containment zone.  

Section 144 under CrPC will be enforced to ensure people remain in their dwelling units. The 

local administration however must make every effort to maintain supply of essential 

commodities (food, milk, groceries, medicine and other essential supplies) in such area. The 

routine medical needs of the population (immunization, RCH, TB, Dialysis, NCDs) must be 

catered to. If feasible, the relief centers in the containment zone may be geo-tagged and 

information may be made available through mobile applications.  

The containment activities shall be implemented in line with the MoHFW’s plans on COVID-

19 containment (available at: 

https://www.mohfw.gov.in/pdf/Containmentplan16052020.pdf  

and 

https://www.mohfw.gov.in/pdf/UpdatedContainmentPlanforLargeOutbreaksofCOVID19Version3.0.

pdf)  

for small clusters and large outbreaks respectively.  

However, special considerations and needs of such population should be kept in mind while 

implementing the plan in these dwellings as detailed below. 

5.2.2.3 Surveillance 
 
Active Surveillance: Considering the large and dense population, the designated health 
worker may be allotted a much larger number of households to be visited per day. However, 
in spite of that some of these areas would require mobilization of large human resource 
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trained and listed earlier. The identified and trained health workforce and also the already 
listed volunteers shall be deployed for active surveillance in the containment zone.  
The key activities for surveillance workers during house to house visits are:  

i. Active case search through questionnaire 

ii. Listing and tracking of contacts 

iii. Coordinating sample collection as per criteria 

iv. Recording temperature with handheld thermometer, recording oxygen saturation 

with pulse oximeter 

v. Identification of high risk individuals based on contact history, age, and co-

morbidities 

vi. Inter-personal communication with households for creating awareness on COVID-19 

and other essential health services (immunization, RCH, nutrition, NCDs etc.)  

vii. Address stigma, health seeking behavior and other issues 

 
Adequate provisions for appropriate PPEs must be made for field level surveillance teams. 
 
Passive Surveillance: In addition to government health facilities serving these population, 

surveillance network linkages need to be established with private medical practitioners 

working in such localities. These practitioners also need to be informed about common signs 

and symptoms of COVID-19, the IPC protocol to be followed while dealing with suspect 

cases, need for alerting the local public health authorities and referral centers for suspect 

cases. If deemed necessary, suitable incentive/compensation to such practitioners may be 

considered by local authorities. 

 

The surveillance teams conducting active surveillance and passive surveillance being 

undertaken in the containment as well as buffer zones must submit their daily reports on 

suspect cases detected and referred, contacts traced etc.   

 

5.2.2.4 Clinical management 

 

The management of the suspect and confirmed cases shall be institutional, in accordance 

with MoHFW guidelines (available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf) and no 

COVID-19 case will be managed at home. 

 

Those undergoing treatment at the identified COVID care centers shall be monitored using 

pulse oximetry and a provision for early oxygen supplementation and referral to Dedicated 

COVID Health Centers shall be made for those showing low/declining oxygen saturation.  

 

Referral system has to be clearly defined and it shall be ensured that there are no delays in 

transferring patients from one facility to another as per need including availability of 

sufficient ambulances. 
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Strict adherence to Infection, Prevention and Control practices shall be followed in all COVID 

and Non-COVID health facilities.  

 

In case of occurrence of a death, management of the dead body shall be in accordance with 

the MoHFW guidelines (available at:  

https://www.mohfw.gov.in/pdf/1584423700568_COVID19GuidelinesonDeadbodymanagement.pdf) 

 

5.2.2.5 Psychosocial support 

A provision for psycho-social counselling (including addressing issues like stigma, 

discrimination etc) through inter-personal communication or helplines should be made 

available to such communities by trained personnel. Psycho-social teams shall be deployed 

to the area to address mental health needs (incl. treatment of pre-existing psychiatric 

illness) and provide mental health services.  

Resource material available at https://www.mohfw.gov.in/ under Behavioural Health : Psycho-

Social module can be utilised for the same.  

 
5.2.2.6 Non-pharmaceutical interventions (NPI) 

5.2.2.6.1 NPI measures include  

(i) Imposition of social distancing, including ban on all sorts of social gatherings, and very 

restricted movement of personnel especially within the containment zone  

(ii) mandatory use of face covers with proper disposal at identified sites and  

(iii) intensification of community cleaning and disinfection drive under the Swatchh Bharat 

initiative, with more frequent cleaning of public places especially toilets. 

5.2.2.6.2 The high risk population as per clinical assessment and feasibility of effective 

home quarantine, if need be, can be shifted to institutional quarantine so as to have focused 

management of such cases as it may have an impact on mortality. 

5.2.2.7 Risk Communication 

COVID Appropriate Behaviour: There will be further intensification of risk communication 

and community mobilization to inculcate COVID appropriate behaviour for life style 

changes, especially hand hygiene and respiratory etiquettes. 

The surveillance teams during their house to house visits shall inform the inhabitants about 

common signs and symptoms, preventive measures that need to be adopted, need for 

prompt reporting of symptoms and also address stigma and fake news. It must be stressed 

at all times that hiding of cases would only prove detrimental to not only their health but 

also to their close family members. Social mobilization will be achieved by engaging local 

religious, self-help groups, NGOs, local community, opinion makers and religious leaders. 
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5.2.3.8 Supervising, monitoring and reporting 

 

The Incident Command will daily review the implementation of containment plans in the 

settlements. All information will be shared on a daily basis with the District and State 

Control rooms also. 

 

The Control rooms shall analyze the information on a daily basis and necessary guidance in 

turn will be provided to the teams at field level as per the information so collated regularly. 
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18th May, 2020 

Government of India 

Ministry of Health & Family Welfare 

Directorate General of Health Services 

(EMR Division) 

 

Guidelines on preventive measures to contain spread of COVID-19 in workplace 

settings 

 

1. Background 

 

Offices and other workplaces are relatively close setting, with shared spaces like (corridors, 

elevators & stairs, parking places, cafeteria, meeting rooms and conference halls etc.) and 

thus COVID-19 infection can spread relatively fast among officials, staffs and visitors.  

 

Thus there is a need to prevent importation of infection in workplace settings and to respond 

in a timely and effective manner in case suspect case of COVID-19 is detected in these 

settings, so as to limit the spread of infection. 

 

2. Scope 

 

This document outlines the preventive and response measures to be observed to contain the 

spread of COVID-19 in workplace settings. The document is divided into the following sub-

sections  

(i) basic preventive measures to be followed at all times  

(ii) measures specific to offices  

(iii) measures to be taken on occurrence of case(s)  

(iv) disinfection procedures to be implemented in case of occurrence of 

suspect/confirmed case. 

 

3. Basic preventive measures 

 

The basic preventive measures include simple public health measures that are to be 

followed to reduce the risk of infection with COVID-19. These measures need to be 

observed by all (employees and visitors) at all times. These include: 

 

i. Physical distancing of at least one meter to be followed at all times. 

ii. Use of face covers/masks to be mandatory. 

iii. Practice frequent hand washing (for at least 40-60 seconds) even when hands are 

not visibly dirty and use of alcohol based hand sanitizers (for at least 20 seconds). 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of 

covering one’s mouth and nose while coughing/sneezing with a 

tissue/handkerchief/flexed elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest 

460



Page 2 of 7 
 

 

 

4. Preventive measures for offices:  

 

Guidelines with respect to preventive measures specific to offices have been issued by 

DoPT. These guidelines are available at: 

https://www.mohfw.gov.in/pdf/PreventivemeasuresDOPT.pdf.  

 

Any staff reportedly suffering from flu-like illness should not attend office and seek 

medical advice from local health authorities [e.g. CGHS wellness center, medical 

attendance under CS (MA) etc.]. Such persons, if diagnosed as a suspect/confirmed case 

of COVID-19 should immediately inform the office authorities.  

 

Any staff requesting home quarantine based on the containment zone activities in their 

residential areas should be permitted to work from home.  

 

DoPT guidelines with respect to organizing meetings, coordinating visitors shall be 

scrupulously followed. 

 

5. Measures to be taken on occurrence of case(s):  

 

Despite taking the above measures, the occurrence of cases among the employees 

working in the office cannot be ruled out. The following measures will be taken in such 

circumstances:  

 

5.1. When one or few person(s) who share a room/close office space is/are found to be 

suffering from symptoms suggestive of COVID-19: 

 

5.1.1. Place the ill person in a room or area where they are isolated from others at the 

workplace. Provide a mask/face cover till such time he/she is examined by a 

doctor. 

5.1.2. Report to concerned central/state health authorities. Helpline 1075 will be 

immediately informed. 

5.1.3. A risk assessment will be undertaken by the designated public health authority 

(district RRT/treating physician) and accordingly further advice shall be made 

regarding management of case, his/her contacts and  need for disinfection. 

5.1.4. The suspect case if reporting very mild / mild symptoms on assessment by the 

health authorities would be placed under home isolation, subject to fulfilment 

of criteria laid down in MoHFW guidelines (available at: 

https://www.mohfw.gov.in/pdf/RevisedguidelinesforHomeIsolationofverymild

presymptomaticCOVID19cases10May2020.pdf) 

5.1.5. Suspect case, if assessed by health authorities as moderate to severe, he/she 

will follow guidelines at: 
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https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesver

sion2.pdf.   

5.1.6. The rapid response team of the concerned district shall be requisitioned and 

will undertake the listing of contacts.  

5.1.7. The necessary actions for contact tracing and disinfection of work place will 

start once the report of the patient is received as positive. The report will be 

expedited for this purpose. 

 

5.2. If there are large numbers of contacts from a pre-symptomatic/asymptomatic case, 

there could be a possibility of a cluster emerging in workplace setting. Due to the 

close environment in workplace settings this could even be a large cluster (>15 cases). 

The essential principles of risk assessment, isolation, and quarantine of contacts, case 

referral and management will remain the same. However, the scale of arrangements 

will be higher.  

 

 

5.3. Management of contacts:  

 

The contacts will be categorised into high and low risk contacts by the District RRT as 

detailed in the Annexure I.  

 

The high risk exposure contacts shall be quarantined for 14 days. They will follow the 

guidelines on home quarantine (available on: 

https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf).  

These persons shall undergo testing as per ICMR protocol (available at: 

https://www.mohfw.gov.in/pdf/Revisedtestingguidelines.pdf ).             

 

The low risk exposure contacts shall continue to work and closely monitor their health for 

next 14 days. 

 

 

6. Closure of workplace 

 

If there are one or two cases reported, the disinfection procedure will be limited to 

places/areas visited by the patient in past 48 hrs. There is no need to close the entire office 

building/halt work in other areas of the office and work can be resumed after disinfection 

as per laid down protocol (see para 7).  

 

However, if there is a larger outbreak, the entire building will have to be closed for 48 hours 

after thorough disinfection. All the staff will work from home, till the building is adequately 

disinfected and is declared fit for re-occupation. 
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7. Disinfection Procedures in Offices 

 

Detailed guidelines on the disinfection procedures in offices have already been issued by the 

MOHFW and are available on: 

https://www.mohfw.gov.in/pdf/Guidelinesondisinfectionofcommonpublicplacesincludingoffi

ces.pdf.  
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Annexure I 

Risk profiling of contacts  

Contacts are persons who have been exposed to a confirmed case anytime between 2 days prior to 

onset of symptoms (in the positive case) and the date of isolation (or maximum 14 days after the 

symptom onset in the case).  

High-risk contact 

• Touched body fluids of the patient (respiratory tract secretions, blood, vomit, saliva, urine, faeces; 

e.g. being coughed on, touching used paper tissues with a bare hand) 

• Had direct physical contact with the body of the patient including physical examination without 

PPE 

• Touched or cleaned the linens, clothes, or dishes of the patient. 

• Lives in the same household as the patient. 

• Anyone in close proximity (within 1 meter) of the confirmed case without precautions. 

• Passengers in close proximity (within 1 meter) in a conveyance with a symptomatic person who 

later tested positive for COVID-19 for more than 6 hours. 

Low-risk contact 

• Shared the same space (worked in same room/similar) but not having a high-risk exposure to 

confirmed case of COVID-19. 

• Travelled in same environment (bus/train/flight/any mode of transit) but not having a high-risk 

exposure. 
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Figure 1: Management of the case(s) and contacts 
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Fig-2: Disinfection of workplace 
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Date: 22/05/2020 

Revised advisory on the use of Hydroxychloroquine (HCQ) as prophylaxis for 

SARS-CoV-2 infection (in supersession of previous advisory dated 23rd 

March, 2020) 
 

1. Background 

The Joint Monitoring Group under the Chairmanship of DGHS and including representatives 

from AIIMS, ICMR, NCDC, NDMA, WHO and experts drawn from Central Government 

hospitals reviewed the prophylactic use of Hydroxychloroquine (HCQ)  in the context of 

expanding it to healthcare and other front line workers deployed in non-COVID and COVID 

areas, respectively. 

 

The National Task force (NTF) for COVID-19 constituted by Indian Council of Medical 

Research also reviewed the use of HCQ for prophylaxis of SARS-CoV-2 infection for high risk 

population based on the emerging evidence on its safety and efficacy.  The NTF reviewed the 

data on in-vitro testing of HCQ for antiviral efficacy against SARS-CoV-2, safety profile of 

HCQ reported to the pharmacovigilance program of India, and data on the use of HCQ for the 

prophylaxis of SARS-CoV-2 infection among health care workers (HCWs) and reported its 

findings as detailed below:  

 

1.1 In-vitro study 

At NIV, Pune, the report of the in-vitro testing of HCQ for antiviral efficacy showed reduction of 

infectivity /log reduction in viral RNA copy of SARs-CoV2. 

 

1.2 Safety Profile of HCQ 

The data on assessment of HCQ prophylaxis among 1323 HCWs indicated mild adverse effects 

such as nausea (8.9%), abdominal pain (7.3%), vomiting (1.5%), hypoglycemia (1.7%) and 

cardio-vascular effects (1.9%).However, as per the data from the Pharmacovigilance program of 

India, there have been 214 reported instances of adverse drug reactions associated with 

prophylactic HCQ use. Of these, 7 were serious individual case safety reports with prolongation 

of QT interval on ECG in 3 cases. 

 

1.3 Studies on prophylaxis of SARS-CoV-2 infection 

 A retrospective case-control analysis at ICMR has found that there is a significant dose-

response relationship between the number of prophylactic doses taken and frequency of 
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occurrence of SARS-CoV-2 infection in symptomatic healthcare workers who were tested 

for SARS-CoV-2 infection.  

 Another investigation from 3 central government hospitals in New Delhi indicates that 

amongst healthcare workers involved in COVID-19 care, those on HCQ prophylaxis were 

less likely to develop SARS-CoV-2 infection, compared to those who were not on it. The 

benefit was less pronounced in healthcare workers caring for a general patient population.   

 An observational prospective study of 334 healthcare workers at AIIMS, out of which 248 

took HCQ prophylaxis (median 6 weeks of follow up) in New Delhi also showed that those 

taking HCQ prophylaxis had lower incidence of SARS-CoV-2 infection than those not taking 

it. 

 

2. Eligibility criteria for HCQ prophylaxis 

The Advisory earlier issued (dated 23rd March, 2020; available at: 

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARSC

oV2infection.pdf), provided placing the high risk population (asymptomatic Healthcare Workers 

involved in the care of suspected or confirmed cases of COVID-19 and asymptomatic household 

contacts of laboratory confirmed cases of COVID-19) under chemoprophylaxis with HCQ. 

 

In light of all of the above, the Joint Monitoring Group and NTF have now recommended the 

prophylactic use of HCQ in the following categories: 

 

1. All asymptomatic healthcare workers involved in containment and treatment  of COVID19 

and asymptomatic healthcare workers working in non-COVID hospitals/non-COVID areas 

of COVID hospitals/blocks  

2. Asymptomatic frontline workers, such as surveillance workers deployed in containment 

zones and paramilitary/police personnel involved in COVID-19 related activities. 

3. Asymptomatic household contacts of laboratory confirmed cases. 

 

3. Exclusion/contraindications 

 The drug is contraindicated in persons with known case of: 

1. Retinopathy,  

2. Hypersensitivity to HCQ or 4-aminoquinoline compounds 

3. G6PD deficiency 

4. Pre-existing cardiomyopathy and cardiac rhythm disorders 

 

 The drug is not recommended for prophylaxis in children under 15 years of age and in 

pregnancy and lactation. 

 

Rarely the drug causes cardiovascular side effects such as cardiomyopathy and rhythm (heart 

rate) disorders. In that situation the drug needs to be discontinued. The drug can rarely cause 

visual disturbance including blurring of vision which is usually self- limiting and improves on 

468

https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARSCoV2infection.pdf
https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARSCoV2infection.pdf


 

Page 3 of 4 
 
 

discontinuation of the drug. For the above cited reasons the drug has to be given under strict 

medical supervision with an informed consent. 

 

4. Dosage 

S. No. Category of personnel Dosage 

1  Asymptomatic household contacts of 

laboratory confirmed cases 

400 mg twice a day on Day 1, 

followed by 400 mg once 

weekly for next 3 weeks; to be 

taken with meals 

2  All asymptomatic healthcare workers 
involved in containment and treatment  of 
COVID-19 and asymptomatic healthcare 

workers working in non-COVID 
hospitals/non-COVID areas of COVID 
hospitals/blocks  

 Asymptomatic frontline workers, such as 

surveillance workers deployed in containment 

zones and paramilitary/police personnel 

involved in COVID-19 related activities 

400 mg twice a day on Day 1, 

followed by 400 mg once 

weekly for next 7 weeks; to be 

taken with meals 

 

5. Use of HCQ prophylaxis beyond 8 weeks [in categories 4 (2) above] 

In clinical practice HCQ is commonly prescribed in a daily dose of 200mg to 400mg for 

treatment of diseases such as Rheumatoid Arthritis and Systemic Lupus Erythematosus for 

prolonged treatment periods with good tolerance. With available evidence for its safety and 

beneficial effect as a prophylactic drug against SARS-COV-2 during the earlier recommended 8 

weeks period, the experts further recommended for its use beyond 8 weeks on weekly dosage 

with strict monitoring of clinical and ECG parameters which would also ensure that the therapy 

is given under supervision.   

Based on the available evidence, it has been opined that HCQ is relatively safe, when certain 

contraindications are avoided, and has some beneficial effect as a prophylactic option.  

 

6. Monitoring 

 An ECG (with estimation of QT interval) may be done before prescribing HCQ prophylaxis. 

 An ECG should be done in case any new cardiovascular symptoms occurs (e.g., palpitations, 

chest pain syncope) during the course of prophylaxis. 

 An ECG (with estimation of QT interval) may be done in those who are already on HCQ 

prophylaxis before continuing it beyond 8 weeks. 

 One ECG should be done anytime during the course of prophylaxis. 
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7. Key considerations 

While following above recommendations, it should be noted that:  

1) The drug has to be given under strict medical supervision with an informed consent. 

2) The drug has to be given only on the prescription of a registered medical practitioner. 

3) Advised to consult with a physician for any adverse event or potential drug interaction before 

initiation of medication. The contraindications mentioned in the recommendations should 

strictly be followed. 

4) Health care workers and other frontline workers on HCQ should be advised to use PPE. Front 

line workers should use PPEs in accordance with the guidelines issued by this Ministry 

(available at: 

https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf 

and 

https://www.mohfw.gov.in/pdf/UpdatedAdditionalguidelinesonrationaluseofPersonalProtecti

veEquipmentsettingapproachforHealthfunctionariesworkinginnonCOVID19areas.pdf) or by 

their respective organization.   

5) They should be advised to consult their physician (within their hospital/surveillance 

team/security organization) for any adverse event or potential drug interaction before 

initiation of medication. The prophylactic use of HCQ to be coupled with the 

pharmacovigilance for adverse drug reactions through self-reporting using the 

Pharmacovigilance Program of India (PvPI) helpline/app. (available at: 

https://play.google.com/store/apps/details?id=com.vinfotech.suspectedadversedrugreaction&

hl=en_IN) 

6) If anyone becomes symptomatic while on prophylaxis, he/she should immediately contact the 

health facility, get tested as per national guidelines and follow the standard treatment 

protocol. Apart from the symptoms of COVID-19 (fever, cough, breathing difficulty), if the 

person on chemoprophylaxis develops any other symptoms, he should immediately seek 

medical treatment from the prescribing medical practitioner. 

7) All asymptomatic contacts of laboratory confirmed cases should remain in home quarantine 

as per the National guidelines, even if they are on prophylactic therapy. 

8) Simultaneously, proof of concept and pharmacokinetics studies should be continued/ taken 

up expeditiously. Findings  from  these  studies  and  other  new  evidence  will  guide  any  

change  further in  the recommendation. 

9) They should follow all prescribed public health measures such as frequent washing of hands, 

respiratory etiquettes, keeping a distance of minimum 1meter and use of Personal protective 

gear (wherever applicable). 

 
Note:  It is reiterated that the intake of above medicine should not instil a sense of false 

security. 
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Government of Maharashtra

Public Health DePartment
1Oft Floor, G.T. Hospital Compound,

L.T.Marg, Mumbai 4OO OO1

No. Corona 202OlCR.5 8/Aarogya-5 Dated 5'h May 2O2O

ORDER

References:
1 . The Epidemic Disease Act, 1897
2. The Disaster Management Act, 2005
3. The Maharashtra Essential Service Maintenance (Amendment)

Act, 2011
4. The Mumbai Nursing Homes Registration (Amendment) Act,2006

Whereas, in exercise of the power conferred under Disaster
Management Act, 2005, the undersigned, in his capacity as
Chairperson, State Executive Committee and Section 2, 3 & 4 of the
Epidemic Disease Act 1897 has issued several previous orders;

2. And whereas instances have been brought to notice that the
Private hospitals, Nursing homes, clinics, dialysis centres are either
refusing or delaying treatment/ admission of the patients on account of
suspicion of Covid- 19 causing delay in treatment and holding
ambulances for long time & it is affecting care of Non Covid patients.

3. And whereas Secretary, Ministry of Health & Family welfare,
Govt. of India has issued guidance note vide letter dated 14 1412O20. In
this regard the attention of all concerned is invited to this guidance note
for delivery of essentiai health services during COVID- 19 issued by the
Ministry of Health & Family Welfare, Govt. of India wherein it has been
emphasized that while continuing to focus on COVID- 19 related
activities, providing other essential services was important not only to
maintain people's trust in the health system to deliver essential health
services, but also to minimize an increase in morbidity and mortality
from other health conditions. Accordingly all states were directed to
identify essential services such as: pregnant women, those recently
delivered, infants and children under five, those on treatment for
chronic diseases, communicable diseases like TB/Leprosy, vector borne
diseases, requiring treatment for dialysis, cancer, blood transfusions,
and other special needs, that would be prioritized in the efforts to
maintain continuity of service delivery.

4. Hence in exercise of powers conferred Under Epidemic Disease
Act 1897 & the Disaster Management Act 2OO5, it is directed that no
patient who is reaching the non-COVID Hospital (whether Government
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or Private) other than with confirmed corona infection (COVID- 19)

should be denied treatment or admission in the hospital. Further it is
clearly directed that no hospital will deny any End Stage Renal Disease
Patient with maintenance Haemodialysis or shut down its Dialysis unit
beyond period of 24 hours for decontamination in case of treating any
COVID-19 patient.

5. Hence in this context the following orders/ guidelines/ SOPs

issued by the Government of India are brought to notice of a1l

concerned:-

(i) Revised Guidelines for Dialysis of COVID- 19 patients dated
07 l4l2O2O issued by the Ministry of Health & Family Welfare,
GOI (Annexure-l)

(ii) Guidelines on Rational use of Personal Protective Equipment
dated Ol l5/2O2O issued by Ministry of Health & Family Welfare,
GOI (Annexure-ll)

(iii)Guidelines to be followed on detection of suspect or confirmed
COVID-19 case in a non-COVID facility dared 20l4l2020 issued
by the Ministry of Health & Family Welfare, GOI (Annexure-Ill)

(iv)Advisory on the use of Hydroxy-Choloquin as prophylaxis for
SARS-COV-2 infection dated 23 I 3 I 2020 (Annexure-lV)

6. The above guidelines/SOPs provide complete information on issue

of taking p.""auiions for personal protection by health care providers
while facilitating the continuation of health care facilities'

7 . Any patient entering into hospital premises for any treatment for

Non Covld- ailment should be immediately checked into casualty or

screening clinic and after triage patient may be shifted or admitted.
Depending uPon the site condition
screening and triage of the patient i
transmitted. No Patient is to be tu
required intervention under any circumstances'

S.TheDirectorsoftheHealthServicesshouldpreparetheStandard
Operating Procedure for scree ning, transferring, admitting and

discharge of the Patients.
g.IfapatientisadmittedinaNonCovidHospital&thetrea-ting
do"to. "rr"p.cts 

Covid-19 infection then the hospital should collect

i'la"opfra.y.tgeal swab of the suspected Covid patients admitted on top

il;;l'ry ,'rrd- ..,"[r." that reports are collected within 12 hours and

srroutd ensure that patients are triaged as per the clinical conditions

and based on resulis of swab shifted to CCC (Covid Care Corners_),

DedicatedCovidHealthCentre(DCHC)orDedicatedCovidHospitals
(DCH) HosPitals.

10. In case of death of covid +ve patient the hospital administration

"frorfa 
ensure that the dead body is shifted from ward within 30
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Guidelines for Dialysis with reference to COVID-19 
Infection 
 
COVID-19, a disease caused by a novel corona virus (SARS CoV-2), is currently a pandemic, 
which produces high morbidity in the elderly and in patients with associated comorbidities. 
Chronic kidney disease stage-5 (CKD-5) patients on dialysis [maintenance hemodialysis 
(MHD)or continuous ambulatory peritoneal dialysis (CAPD)] are also vulnerable group because 
of their existing comorbidities, repeated unavoidable exposure to hospital environment and 
immunosuppressed state due to CKD-5. These patients are therefore not only more prone to 
acquire infection but also develop severe diseases as compared to general population.  
 
Patients on regular dialysis should adhere to prescribed schedule and not miss their 
dialysis sessions to avoid any emergency dialysis. 
 
There will be three situations of patients who require dialysis; patients already on maintenance 
dialysis, patients requiring dialysis due to acute kidney injury (AKI) and patients critically ill 
requiring continuous renal replacement therapy (CRRT). 
 
General Guidelines for Administration 
 

1. State/UT should identify and earmark at-least one hemodialysis facility with adequate 
number of dialysis machines, trained staff, reverse osmosis (RO) water system and other 
support equipment as preparatory fixed-point dialysis unit in case of rise of Covid-19 
epidemic. 

 
2. Health departments may issue directives to the district administrations allowing easy 

movements of these patients (with one attendant) to dialysis facility. Patients who do not 
have private vehicles, government run transport system should be organized for 
facilitating transport of these patients.  Patients should use their hospital papers as passto 
commute to the dialysis unit. 
 

3. District administration should ensure that service providers for the dialysis consumables, 
both for MHD and CAPD should be allowed to deliver the material to the hospital or 
home as the case may be. 

 
General Guidance for Dialysis Unit 
 
1. Adequate medical supplies such as dialysate, dialyzers and tubing, catheters, fistula needles, 

disinfectant and medicines etc. must be ensured in adequate quantity  
2. A sign board should be posted prominently in the local understandable language as well as 

Hindi and English asking patients to report any fever, coughing or breathing problem in 
dialysis unit and waiting area.The information including images for education can be 
obtained on the International Society of Nephrology website https://www.theisn.org/covid-19 
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3. All hemodialysis units should educate their personnel in hemodialysis units; including 
nephrologists, nurses, technicians, other staff and all patients undergoing MHD along with 
their care givers about COVID 19 

4. All universal precautions must be strictly followed. 
5. All staff should strictly follow hand hygiene (seven steps) with soap and water for 20 second 

before handling any patient and in between two patients. If soap and water are not readily 
available, use a hand sanitizer that contains at least 60% alcohol. If hands are visibly soiled 
or dirty, they should be first washed with soap and water and then an alcoholic hand rub 
used. Avoid touchingyour eyes, nose, and mouth with unwashed hands. 

6. Medical and support staff treating infected patients should be monitored for COVID infection 
at the dialysis facility and should take necessary action if found infected. 

7. Dialysis units should organize healthcare workers shift duties in a way that work of dialysis 
unit is not affected. 

8. All hemodialysis units should be aware of the testing, triage and notification policy 
recommended by the Union Ministry of health and Family welfare and those by State/ UT 
Health Departments as well as District health authorities.   

9. The dialysis unit staff should be trained for donning and doffing of Personal Protective 
Equipment (PPE) to be used for dialysis of COVID-19 positive patients.  

10. All staff should be trained for cough etiquette, hand hygiene and proper use and disposal of 
mask, gown and eye glassesand the need to protect themselves. 

11. All patients on dialysis, suspected of COVID – 19 should be tested with RT – PCR test as per 
Government of India protocol.  

12. Patients with suspected or positive COVID-19 should be referred to COVID-19 care team as 
per local guidelines.  
 

GUIDELINES FOR HEMODIALYSIS 
 

I. For Patients 
a. Before Arrival to Dialysis Unit 
 

1. All units should instruct their patients to recognize early symptoms of COVID-19 (recent 
onset fever, Sore throat, Cough, recent Shortness of breath/dyspnea, without major inter-
dialytic weight gain, rhinorrhea, myalgia/bodyache, fatigue and Diarrhea)and contact 
dialysis staff before coming to dialysis center. The unit needs to make necessary 
arrangement for their arrival in the screening area. 

2. Patients, who are stable on MHD may be encouraged to come to the unit alone without 
any attendant 

 
b. Screening Area 
 

1. We recommend that dialysis unit should have a designated screening area, where patients 
can be screened for COVID-19 before allowing them to enter inside dialysis area. Where 
this is not possible, patients may wait away from the dialysis unit until they receive 
specific instructions from the unit staff. 
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2. The screening area should have adequate space to implement social distancing between 
patients and accompanying persons while waiting for dialysis staff. In screening area, 
every patient should be asked about: 

 
▪ Symptoms suspected of COVID-19 as above.  
▪ History of contact with a diagnosed case of COVID 19  
▪ History of contact with person who has had recent travel to foreign country or from 

high COVID-19 prevalence area within our country as notified by the Central and 
State/ UT governments respectively. 

 
3. Patients with symptoms of a respiratory infection should put on a facemask before 

entering screening area and keep it on until they leave the dialysis unit. Dialysis unit staff 
should make sure an adequate stock of masks is available in screening area to provide to 
the patients and accompanying person if necessary. 
 

4. There should be display of adequate  IEC material (posters etc.) about COVID – 19 in the 
screening area.  

 
c. Inside Dialysis Unit 
 

1. Suspected or positive COVID-19 patients should properly wear disposable three-layer 
surgical mask throughout dialysis duration.   

 
2. Patients should wash hands with soap and water for at least 20 seconds, using proper 

method of hand washing. If soap and water are not readily available, a hand sanitizer 
containing at least 60% alcohol can be used. 

 
3. Patients should follow cough etiquettes, like coughing or sneezing using the inside of the 

elbow or using tissue paper.  
 

4. Patients should throw used tissues in the trash. The unit should ensure the availability of 
plastic lined trash cans appropriately labeled for disposing of used tissues. The trash cans 
should be foot operated ideally to prevent hand contact with infective material.  
 

5. There should be display of adequate  IEC material (posters etc.) about COVID – 19 in the 
dialysis area.  
 

 
II. For Dialysis Staff 

 
a. Screening Area 
 

1. The unit staff should make sure an adequate stock of masks and sanitizers are available in 
screening area to provide to the patients and accompanying person if necessary. 
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b. During Dialysis 
 
1. It should be ensured  that a patient or staff in a unit does not become the source of an 

outbreak.  
 
2. Each dialysis chair/bed should have disposable tissues and waste disposal bins to ensure 

adherence to hand and respiratory hygiene, and cough etiquette and appropriate alcohol-
based hand sanitizer within reach of patients and staff. 

 
3. Dialysis personnel, attendants and caregivers should also wear a three-layer surgical 

facemask while they are inside dialysis unit. 
 

4. Ideally all patients with suspected or positive COVID-19 be dialyzed in isolation. The 
isolation ideally be in a separate room with a closed door, but may not be possible in all 
units. The next most suitable option is the use of a separate shift, preferably the last of the 
day for dialyzing all such patients. This offers the advantage of avoiding long waiting 
periods or the need for extensive additional disinfection in between shifts. The next 
suitable option is to physically separate areas for proven positive and suspected 
cases.Where this is also not possible, we suggest that the positive or suspected patient 
may be dialyzed at a row end within the unit ensuring a separation from all other patients 
by at least 2 meters.  
 

5. Staff caring for suspected or proved cases should not look after other patients during the 
same shift. 
 

6. Dialysis staff should use of all personal protective equipment (PPE) for proven or 
strongly suspected patients of COVID-19. Isolation gowns should be worn over or 
instead of the cover gown (i.e., laboratory coat, gown, or apron with incorporate sleeves) 
that is normally worn by hemodialysis personnel. If there are shortages of gowns, they 
should be prioritized for initiating and terminating dialysis treatment, manipulating 
access needles or catheters, helping the patient into and out of the station, and cleaning 
and disinfection of patient care equipment and the dialysis station. Sleeved plastic aprons 
may be used in addition to and not in place of the PPE recommended above. 
 

7. Separating equipments like stethoscopes, thermometers, Oxygen saturation probes and 
blood pressure cuffs between patients with appropriate cleaning and disinfection should 
be done in between shifts.  
 

8. Stethoscope diaphragms and tubing should be cleaned with an alcohol-based disinfectant 
including hand rubs in between patients. As most NIBP sphygmomanometer cuffs are 
now made of rexine they should also be cleaned by alcohol or preferably hypochlorite-
based (1% Sodium Hypochlorite) solutions however the individual manufacturer’s 
manuals should be referred to. 
 

9. Staff using PPE should be careful of the following issues: 
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▪ While using PPE, they will not be able to use wash room so prepare accordingly 
▪ After wearing eye shield, moisture appears after some time and visibility may become 

an issue. Therefore, machine preparation can be done in non-infected area before 
shifting to near the patient 

▪ If dialysis is to be done bed-side in the hospital, portable RO should be properly 
disinfected with hypochlorite (1% Sodium Hypochlorite) solution between use of two 
patients 

 
 

DISINFECTION AND DISPOSAL PRACTICES IN DIALYSIS UNIT 
 
▪ Bed linen should be changed between shifts and used linen and gowns be placed in a 

dedicated container for waste or linen before leaving the dialysis station. Disposable gowns 
should be discarded after use. Cloth gowns should be soaked in a 1% hypochlorite solution 
for 20 minutes before sluicing and then be transported for laundering after each use. 
 

▪ Inside dialysis unit, clean and disinfect frequently touched surfaces at least thrice daily and 
after every shift. This includes bedside tables and lockers, dialysis machines, door knobs, 
light switches, counter tops, handles, desks, phones, keyboards, toilets, faucets, and sinks etc. 

 
▪ It is recommended that solutions for disinfection be composed either of hypochlorite, 

alcohol, formaldehyde or glutaraldehyde for disinfection of surfaces in accordance with the 
manufacturer’s instructions. Almost all common disinfectant solutions are effective in killing 
the virus on surfaces, the key is effective and frequent cleaning. 

 
▪ Bleach solution 

o Mix 1 liter of Medichlor with 9 liters of water. This solution can be used for upto 24 
hours after which it should be discarded and a fresh solution prepared. 

o As an alternative 10 Grams of household bleaching powder can be dissolved in a liter of 
water and used for a period of 24 hours. 

 
▪ Alcohol based solutions 

▪ Ensure solution has at least 60% alcohol. Appropriate commercially available solutions 
include Aerodosin a mixture of isopropanol, glutaraldehyde and ethanol or lysoformin a 
mixture of formaldehyde and glutaraldehyde can be used.  

 
▪ Wear unsterile but clean disposable gloves when cleaning and disinfecting surfaces. Gloves 

should be discarded after each cleaning. If reusable gloves are used, those gloves should be 
dedicated for cleaning and disinfection of surfaces for COVID-19 and should not be used for 
other purposes. Clean hands by above method immediately after gloves are removed. 

 
▪ For soft (porous) surfaces such as carpeted floor, rugs, and drapes, remove visible 

contamination if present and clean with appropriate cleaners indicated for use on these 
surfaces. After cleaning, launder items as appropriate in accordance with the manufacturer’s 
instructions. If possible, launder items using the warmest appropriate water setting for the 
items and dry items completely. 
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▪ Wear disposable gloves when handling dirty laundry from an ill person and then discard after 
each use. Do not shake dirty laundry. This will minimize the possibility of dispersing virus 
through the air. 

 
▪ Clean and disinfect clothes buckets or drums according to guidance above for surfaces. If 

possible, consider placing a bag liner that is either disposable (can be thrown away) or can be 
laundered.  

 
DIALYSIS OF COVID – 19 PATIENT WITH ACUTE KIDNEY 
INJURY (AKI) 
 
A small proportion of patients (~5%) of COVID – 19 develops AKI. The disease is usually mild 
but a small number may require RRT (Renal Replacement Therapy). In addition, even smaller 
proportion of patients with secondary bacterial infection will have septic shock, drug 
nephrotoxicity or worsening of existing CKD severe enough to require RRT (Renal Replacement 
Therapy). 
 
▪ It is suggested that all modalities of RRT may be used for patients with AKI depending on 

their clinical status. 
▪ Patient admitted in other ward of the hospital with AKI should be preferably given bed-side 

dialysis rather than shifting patient in main dialysis unit. 
▪ In such situation portable reverse osmosis water in a tank will serve the purpose for the 

dialysis.  
▪ If more dialysis is expected in selected area, dialysis machine may be left in the same area for 

future dialysis. 
▪ Ideally, this procedure should happen in COVID – 19 dedicated hospital/ ward.  
 
CONTINUOUS RENAL REPLACEMENT THERAPY (CRRT) 
 
▪ CRRT machines are free standing and can function anywhere in the hospital using sterile 

bagged replacement fluid and dialysate, but operating costs are high.  
 
OTHER EXTRACORPOREAL THERAPY FOR COVID-19 
 
▪ Use of cytokine removal therapies with Cytosorb, Oxiris and other similar devices is 

unproven and is not recommended except in the context of a clinical trial. 
▪ Cytokine storm associated with elevated levels of IL-6, IL-18 and IFN gamma are associated 

with more severe disease and higher mortality. Extracorporeal therapies using high volume 
hemofiltration or adsorption to decrease cytokine levels may theoretically be expected to 
confer benefit and 1 study of HVHF at 6L/hr showed cytokine reduction and improvement in 
SOFA scores in septic patients.  
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PERITONEAL DIALYSIS 
 
1. Patients already on CAPD 

▪ Patients who are already receiving peritoneal dialysis (PD) treatment have the relative 
advantage over patients who are receiving hospital or satellite-based haemodialysis 
treatment as they will not be exposed to hospital environment. This will reduce their 
exposure to infection. However, they should arrange their delivery of supply well in time 
to avoid missing dialysis exchanges.  

▪ Used dialysis bags and tubing should be properly disposed using 1% hypochlorite 
solution first and disposed in a sealed bag. Used dialysis fluid should be drained in the 
flush. 

 
2. New patient planned for CAPD 

▪ It will be difficult to maintain a service that can commence new patients on PD, mainly 
through a lack of healthcare worker to insert PD catheter and to provide the intensive 
training required. Therefore, initiation of new patient should be avoided, unless the 
resources are available and the facility is equipped.  
 

3. Acute PD  
▪ Use of acute peritoneal dialysis can be lifesaving and should be used as and when 

required and, in the setting, where hemodialysis facility is not available. Health care 
worker should use all precautions while initiating acute PD and discard used consumables 
properly.  

 
PERSONAL PROTECTIVE EQUIPMENTS (PPE) 
 
Personal protective equipment must be used while dialyzing COVID-19 positive patients. 
These include: 

▪ Shoe covers 
▪ Gown 
▪ Surgical cap or hood 
▪ Goggles or eye shields 
▪ Mask: Ideally all masks should be N95 respirators with filters. However, as the life of 

such masks is approximately 6-8 hours and they can be uncomfortable over a long term 
and are also in short supply, they should be prioritized for aerosol generating procedures, 
namely intubation, open suction and bronchoscopy. Surgical triple layer masks and cloth 
masks can be used as alternatives for all other procedures.   

▪ Surgical gloves.  
 
The correct method of donning and doffing personal protective equipment’s (PPE) can be 
viewed on YouTube at https://youtu.be/NrKo2vWJ8m8.  However, it is always better to give hands 
on training of donning and doffing to staff who is going to handle suspected or positive patients. 
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Ministry of Health and Family Welfare 
Directorate General of Health Services  

[Emergency Medical Relief] 

 

Novel Coronavirus Disease 2019 (COVID-19): Additional guidelines on rational use of Personal 
Protective Equipment (setting approach for Health functionaries working in non-COVID areas) 

1. About this guideline 

This guideline is for health care workers and others working in Non COVID hospitals and Non-
COVID treatment areas of a hospital which has a COVID block. These guidelines are in continuation 
of guidelines issued previously on ‘Rational use of Personal Protective Equipment’ 
(https://www.mohfw.gov.in/pdf/GuidelinesonrationaluseofPersonalProtectiveEquipment.pdf). This 
guideline uses “settings” approach to guide on the type of personal protective equipment to be used 
in different settings. 
 
2.  Rational use of PPE for Non COVID hospitals and Non-COVID treatment areas of a hospital 
which has a COVID block 
 
The PPEs are to be used based on the risk profile of the health care worker. The document describes 
the PPEs to be used in different settings.  
 
 2.1. Out Patient Department 
 
S.No. Setting  Activity Risk Recommended  

PPE 
Remarks 

1 Help desk/ 
Registration 
counter 

Provide 
information to 
patients 

Mild risk  Triple layer 
medical mask 

 Latex examination 
gloves  

Physical distancing 
to be followed at all 
times 

2 Doctors 
chamber   

Clinical 
management  

Mild risk  Triple layer 
medical mask 

 Latex examination 
gloves 

No aerosol 
generating 
procedures should 
be allowed. 

3 Chamber of 
Dental/ENT 
doctors/ 
Ophthalmology 
doctors 

Clinical 
management  

Moderate 
risk 

 N-95 mask 
 Goggles  
 Latex examination 

gloves 
 
+ face shield  

Aerosol generating 
procedures 
anticipated. 
 
 
Face shield, when a 
splash of body fluid 
is expected 

4 Pre- anesthetic 
check-up clinic 

Pre-anesthetic 
check-up 

Moderate 
risk 

 N-95 mask 
 Goggles* 
 Latex examination 

gloves 

* Only 
recommended when 
close examination of 
oral cavity/dentures 
is to be done 

5 Pharmacy 
counter 

Distribution of 
drugs 

Mild risk  Triple layer 
medical mask 

 Latex examination 
gloves 

 

Frequent use of hand 
sanitizer is advised 
over gloves.  
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6 Sanitary staff Cleaning 
frequently 
touched surfaces/ 
Floor 

Mild risk  Triple layer 
medical mask 

 Latex examination 
gloves 

 

 
#All hospitals should identify a separate triage and holding area for patients with Influenza like illness 
so that suspect COVID cases are triaged and managed away from the main out-patient department.  

  
 2.2.   In-patient Department (Non-COVID Hospital &Non-COVID treatment areas of a hospital which 
has a COVID block) 

  
S.No. Setting  Activity Risk Recommended  

PPE 
Remarks 

1 Ward/individual 
rooms 

Clinical 
management  
 

Mild risk  Triple layer 
medical mask 

 Latex examination 
gloves 

Patients stable. No 
aerosol generating 
activity. 

2 ICU/ Critical 
care 

Critical care 
management  

Moderate 
risk 

 N-95 mask 
 Goggles  
 Nitrile 

examination 
gloves 

 
+Face shield 

Aerosol generating 
activities performed. 
 
 
 
 
Face shield, when a 
splash of body fluid 
is expected 

3 Ward/ICU 
/critical care 

Dead body 
packing 
 

Low Risk  Triple Layer 
medical mask 

 Latex examination 
gloves 

 

4 Ward/ICU/ 
Critical care 
(Non-COVID) 
 

Dead body 
transport to 
mortuary 

Low Risk  Triple Layer 
medical mask 

 Latex examination 
gloves 

 

5 Labor room Intra-partum care Moderate 
Risk 

 Triple Layer 
medical mask 

 Face shield 
 Sterile latex 

gloves  
 
N-95 mask*  

Patient to be masked 
in the Labor room 
 
 
 
 
*If the pregnant 
woman is a resident 
of containment zone 

6 Operation 
Theater 

Performing 
surgery, 
administering 
general 
anaesthesia 

Moderate 
Risk 

 Triple Layer 
medical mask 

 Face shield (-
wherever feasible) 

 Sterile latex 
gloves  

 
+ Goggles 
 
 
 

Already OT staff 
shall be wearing  
 
 
 
 
 
For personnel 
involved in  aerosol 
generating 
procedures 
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N-95 mask* 

 
*If the person being 
operated upon is a 
resident of 
containment zone 

7 Sanitation Cleaning 
frequently 
touched surfaces/ 
floor/ changing 
linen 

Low Risk  Triple Layer 
medical mask 

 Latex examination 
gloves 

 

  
 
 
2.3. Emergency Department (Non-COVID) 
 
S.No. Setting  Activity Risk Recommended  

PPE 
Remarks 

1 Emergency Attending 
emergency cases  

Mild risk  Triple Layer 
medical mask 

 Latex examination 
gloves 

No aerosol 
generating  
procedures are  
allowed 

2 Attending to 
severely ill 
patients while 
performing 
aerosol generating 
procedure 

High risk  Full complement 
of PPE (N-95 
mask, coverall, 
goggle, Nitrile 
examination 
gloves, shoe 
cover) 

 

 
 
2.4. Other Supportive/ Ancillary Services 

  
S.No. Setting  Activity Risk Recommended  

PPE 
Remarks 

1.  Routine 
Laboratory 

Sample collection 
and transportation 
and testing of 
routine (non-
respiratory) 
samples 

Mild risk  Triple layer 
medical mask 

 Latex 
examination 
gloves 

 

Respiratory 
samples 

Moderate 
risk 

 N-95 mask 
 Latex 

examination 
gloves 

 

2 Radio-
diagnosis, 
Blood bank, 
etc. 

Imaging services, 
blood bank services 
etc. 

Mild risk  Triple layer 
medical mask 

 Latex 
examination 
gloves 

 

3 CSSD/Laundry 
 

Handling linen  Mild risk  Triple layer 
medical mask 

 Latex 
examination 
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gloves 
4 Other 

supportive 
services incl. 
Kitchen 

Administrative 
Financial 
Engineering** and 
dietary** 
services,etc. 

Low risk  Face cover 
 

** Engineering and 
dietary service 
personnel visiting 
treatment areas will 
wear personal 
protective gears 
appropriate to that 
area  

 
 
2.5. Pre-hospital (Ambulance) Services 
 
S.No. Setting  Activity Risk Recommended  

PPE 
Remarks 

1 Ambulance 
Transfer to 
designated 
hospital 

Transporting 
patients not on 
any assisted 
ventilation 

Low risk  Triple layer 
medical mask 

 Latex examination 
gloves 

 

Management of 
SARI patient  

High risk  Full complement 
of PPE (N-95 
mask, coverall, 
goggle, latex 
examination 
gloves, shoe 
cover) 

While performing 
aerosol generating 
procedure 

Driving the 
ambulance  

Low risk   Triple layer 
medical mask 

 Latex examination 
gloves 

Driver helps in 
shifting patients to 
the emergency 

 
 
Points to remember while using PPE 

 
1. Standard precaution to be followed at all times 
2. PPEs are not alternative to basic preventive public health measures such ashand hygiene, 

respiratory etiquettes which must be followed at all times.  
3. Always follow the laid down protocol for disposing off PPEs as detailed in infection 

prevention and control guideline available on website of MoHFW. 
 

In addition, patients and their attendants to be encouraged to put on face cover. 
 
In case a COVID-19 patient is detected in such Non-COVID Health facility, the MoHFW guidelines 
for the same has to be followed (Available at: 
https://www.mohfw.gov.in/pdf/GuidelinestobefollowedondetectionofsuspectorconfirmedCOVID19ca
se.pdf) 
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Ministry of Health & Family Welfare 
Directorate General of Health Services 

EMR Division 
 
 
Guidelines to be followed on detection of suspect/confirmed COVID-19 case in a non-

COVID Health Facility 

1. Background 

There have been some instances of hospitals having closed down as few health care workers 

(HCW) working there turned out to be positive for COVID -19. Also some non-COVID health 

facilities have reported confirmation of COVID-19, in patients admitted for unrelated/non-

respiratory illness, causing undue apprehension among healthcare workers, sometimes 

leading to impaired functionality of such hospitals. 

Although Ministry of Health & Family Welfare has issued comprehensive guidance to 

prevent occurrence of Hospital Acquired Infection (HAI) in health facilities, the practice of 

universal precautions might still be lacking in many of our hospitals.  A COVID-19 case with 

mild/asymptomatic/atypical presentation may go undetected and inadvertently transmit 

the infection to other patients and healthcare workers, putting these individuals at risk of 

contracting disease and compromise the functionality of the healthcare facility. 

2. Purpose of document 

This document aims to provide guidance on action to be taken on detection of 

suspect/confirmed COVID-19 case in a healthcare facility. 

3. Scope 

This document in intended for both (i) COVID-19 healthcare facilities (public and private)  

which are already receiving or preparing to receive suspected or confirmed COVID-19 

patients as well as (ii) Non-COVID healthcare facilities. 

4. Institutional arrangement 

The Hospital Infection Control Committee (HICC) has well-defined composition, roles and 

responsibilities.  This committee is responsible for establishing a mechanism for reporting of 

development of symptoms suggestive of COVID-19 in HCW.  These include surveillance for 

fever/cough/breathing difficulty through either self-reporting or active and passive 

screening at the beginning of their shift.  The Committee will also monitor patients (who 

have been admitted for non-COVID illness) for development of unexplained 

fever/cough/breathing difficulty during their stay. 

HICC will ensure that existing IPC guidelines against such high risk situations must be 

audited, updated and reiterated to all HCW.  Further, all IPC guidelines will be strictly 
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adhered to and followed at all times.  As a matter of abundant precautions for hospitals 

located in proximity/catering to COVID-19 containment zone/s it might be desirable to treat 

all patients as suspect COVID-19 case until proven otherwise and exercise standard care. 

Whenever a non-COVID patient or any healthcare workers is suspected to have COVID like 

symptoms/tests positive for COVID-19, the HICC will come into action, investigate the 

matter and suggest further  course of action as described below. 

4.1 Action to be taken on detection of COVID -19 case in non-COVID health facility 

When a positive COVID-19 patient is identified in a health care facility, not designated as 

COVID-19 isolation facility: 

• Inform the local health authorities about the case 

• Assess the clinical status of the patient prior to referral to a designated COVID facility 

• The patient should be immediately isolated to another room (if currently being managed 

in a shared ward/room).  If the clinical condition permits, such patients should be 

masked and only a dedicated healthcare worker should attend this case, following due 

precautions. 

• If the clinical status of the case permits, transfer such case to a COVID-19 isolation 

facility (Dedicated COVID Health Centre or dedicated COVID Hospital), informing the 

facility beforehand about the transfer, as per his/her clinical status, test results (if 

available), with information to local health authority. Complete case records of such 

patients must be made available to the receiving hospital. 

• Follow appropriate standard  precautions while transporting the patient 

• This should be followed by disinfection procedures at the facility and the ambulance 

• All contacts of this patient (other patients being  managed in the same room or ward, 

healthcare workers  who have attended to him/her, support staff who may have come in 

close contact, caretaker/visitors etc.) should be quarantined and followed up for 14 

days.   Their details must also be shared with the local health authorities. 

• All close contacts (other HCWs and supportive staff) of the confirmed case should be put 

on Hydroxychloroquine chemoprophylaxis for a period of 7 weeks, keeping in mind the 

contraindications of HCQ. 

• If a healthcare worker is suspected to have contacted the disease, the following 

additional action needs to be performed. 

4.2 When a suspect/confirmed COVID-19 HCW is identified 

• HCWs developing respiratory symptoms (e.g. fever, cough, shortness of breath) should 

be considered suspected case of COVID-19. 

• He/she should immediately put on a facemask, inform his supervisor and HICC.  He/she 

should be isolated and arrangement must be made to immediately to refer such a HCW 
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to COVID-19 designated hospital (if not already working in such a facility) for isolation 

and further management. 

• He/she should be immediately taken off the roster 

• Rapidly risk stratify other HCWs and other patients that might have been exposed to the 

suspect HCW and put them under quarantine and follow up for 14 days (or earlier if the 

test result of a suspect case turns out negative).  Their details must also be shared with 

the local health authorities. 

• All close contacts (other HCW and supportive staff) of the confirmed case should be put 

on Hydroxychloroquine chemoprophylaxis for a period of 7 weeks, keeping in mind the 

contraindications of the HCQ.  

• All health facilities (HCF) must have a staffing plan in place including a contingency 

plan for such an event to maintain continuity of operations.  E.g. staff in HCF can be 

divided into groups to work on rotation basis every 14 days and a group of back up 

staff which is pooled in case some high risk exposure/HCW  with suspected COVID-19 

infection is detected. 

• Ensure that the disinfection procedures are strictly followed. 

Once a suspect/confirmed case is detected in a healthcare facility, standard procedure of 

rapid isolation, contact listing and tracking disinfection will follow with no need to shut 

down the whole facility. 

5. Decision on further /continued use of non-COVID facilities where a single/multiple 

COVID-19 case has been reported 

The likely scenarios could be: 

- Socio-demographic reasons: 

a) Hospital’s catchment area is a large cluster of COVID-19. 

b) Catchment area is having a population which has a large number of vulnerable 

individuals having multiple co-morbid condition, poor nutritional status and/or 

having individuals not able to practice social distancing  e.g. slum clusters. 

 

- Internal Administrative Reasons: 

a) The health facility is not up to the mark in IPC practices. 

b) Non-fulfilment of guidelines regarding triaging of patients in the outpatient 

department and emergency. 

Based on the scope of the cluster and degree to which the hospital has been affected (HCW 

patients, and HCW contacts), degree of the risk to the patients visiting the hospital such as 

those with chronic diseases etc. the decision can be made based on a risk assessment to: 
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• If the hospital authorities are reasonably satisfied that the source case/s have been 

identified and isolated, all contacts have been traced and quarantined and adequate 

disinfection has been achieved, the hospital will continue to function. 

• In addition to steps taken above, if the health facility still continues to report new 

hospital  acquired COVID-19  cases in the following days, it would be  advisable to 

temporarily  close the defined  section of the health facility where the maximum number 

of  HAI is being reported.  After thorough cleaning and disinfection it can be put to use 

again. 

• Despite taking the above measures, if the primary source of infection could not be 

established and /or the hospital is still reporting large number of cases among patients 

and HCWs a decision needs to be taken to convert the non-COVID health facility into a 

COVID health facility under intimation to the local health department. In such a scenario, 

the entire healthcare workers of the facility should be oriented in Infection Prevention 

and Control practices and other protocols for which guidance is available at 

www.mohfw.gov.in. 

 

6. Follow up actions 

When a non-COVID health facility reports a COVID-19 case, the HICC will ensure the 

following in order to minimize the possibility of an undetected contact/case amongst other 

patients/HCWs: 

• Ensure that active screening of all staff at the hospitals is done daily  (by means of 

thermal screening especially at the start of shift) 

• All healthcare and supportive staff is encouraged to monitor their own health at all the 

time for appearance of COVID-19 symptoms and report them at the earliest. 

• Be on the lookout for atypical presentation (or clinical course) of admitted patients 

• Standard precautions to be followed diligently by all 

• Follow all guidelines regarding triaging of patients in hospital emergency and outpatient 

departments. 
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Revised Discharge Policy for COVID-19 

The revised discharge policy is aligned with the guidelines on the 3 tier COVID facilities and the 

categorization of the patients based on clinical severity (Available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf) 

1. Mild/very mild/pre-symptomatic cases   

Mild/very mild/pre-symptomatic cases admitted to a COVID Care Facility will undergo regular 

temperature and pulse oximetry monitoring.  The patient can be discharged after 10 days of symptom 

onset and no fever for 3 days. There will be no need for testing prior to discharge.  

At the time of discharge, the patient will be advised to follow the home isolation for further 7 days as 

per guidelines available at 

(https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf).  

At any point of time, prior to discharge from CCC, if the oxygen saturation dips below 95%, patient is   

moved to Dedicated COVID Health Centre (DCHC). 

After discharge from the facility, if he/she again develops symptoms of fever, cough or breathing 

difficulty he will contact the COVID Care Centre or State helpline or 1075. His/her health will again be 

followed up through tele-conference on 14th day. 

2. Moderate cases admitted to Dedicated COVID Health Centre (Oxygen beds) 

2.1. Patients whose symptoms resolve within 3 days and maintains saturation above 95% for the 

next 4 days 

Cases clinically classified as “moderate cases” will undergo monitoring of body temperature and 

oxygen saturation. If the fever resolve within 3 days and the patient maintains saturation above 95% for 

the next 4 days (without oxygen support), such patient will be discharged after 10 days of symptom 

onset in case of:  

 Absence of fever without antipyretics 

 Resolution of breathlessness 

 No oxygen requirement 

There will be no need for testing prior to discharge.  
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At the time of discharge, the patient will be advised to follow the home isolation for 7 days as per 

guidelines available at 

https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf). 

2.2. Patient on Oxygenation whose fever does not resolve within 3 days and demand of oxygen 

therapy continues 

Such patients will be discharged only after  

 resolution of clinical symptoms  

 ability to maintain oxygen saturation for 3 consecutive days 

3. Severe Cases including immunocompromised (HIV patients, transplant recipients, 

malignancy) 

Discharge criteria for severe cases will be based on  

 Clinical recovery 

 Patient tested negative once by RT-PCR (after resolution of symptoms) 
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To′

Government of Maharashtra

No.:- Corona-2o20/CR No. E6/AarogYa'5

Public Health Department

c T Hospital Complex Building

10 th Floor, MantralaYa, Mumbai 01

Date : 16.05.2020

1) District Collector (All)

2) Commissioner, Municipal Corporation (All)

3) Civil Surgeon (All)

4) District Health Officer (All)

Sub:- Recommendation of Task Force on patient management
protocol for serious and criticatly ill Covid-19 patients.

The Task Force of Specialist Doctors in Private Hospitals of Mumbai was constituted to

recommend the patient management protocol for serious and critically ill Covid-lg patients

vide Government order dated 13.04.2020.

The Task Force has given its recommendations regarding COVID treatment guideline,

EMS, Covid-19 ICU management, kidney and dialysis guideline, protocol for COVID positive

pregnant ladies, diabetic patients and hypertensive patients, discharge protocol etc. The copy

of report with annexures is attached herewith for guidance and necessary action.

In case of acute emergency while treating serious and critical Covid-19 patient Senior

Doctors (Incharge) can avail the facility of hotline numbers as earlier circulated to take

guidance from Task Force Specialist.

Certain guidelines (issued by GOI/ICMR or GOM) may change during the course of

time as COVID-19 is an evolving disease so in case any of these task force guidelines @mq in

conflict with GoI / ICMR / GoM guidelines, please seek clarification from Director Health

Services, Pune or Public Health department in the State Government.

/')

l^,agL \/," .
' ( D r. Pradesg)/Yaii+v' "

---P'nfi{tp 
al Secreta Vf

Public Health Department

Encl : As above.

Copy to,

1) Commissioner, Health Services and MD, NRHM, Mumbai.
2) Director, Health Services, Mumbai and Pune.

3) Dr. Oak, Chairman of Task Force.

r:\Covid\letter,Do.x rr0
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Mumbai to

basis.

6. Sh● Saurabh Vりay,Secretary,Higher and Technical EducaJon Department′ Room No.

411′ Mantralaya′ Annexe′ Mumbai 400 032,Land‖ ne No.022 22025301 sha‖ coordinate
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‐ DHS‐ 1ノ DHS‐ 11

Scanned with Camscanner

4

531



T(J\

ヽ
GOVERttMENT OF M̂HARASHTRA

C T Hos● bl cOmplex ttd9“ 1路Лヽ
ll● .COROltA‐ 202′ CR58′ 2●20′A●・ 5・

●̀

tod  Apri:,2020

ヽ

⌒

COVERNMENT ORDER

… 1. The Eddemk Dlseases A(t, 1897,

2. The Disa3ter Managern€nt A.t, 2005,
3. Gorenme.t Notificauon Revenue and Fo.est Departm€nq

Osasfter ManagEinent, Rdtef and Rehabifttauon dated. 13p4l20m
4. Go\€mmert Ord,er No. CORONA.202/CR.582020/Aa-5, Dated 13.fi,2020

IASK FORCE TO R"ECOMME {D 'PATIENTS tlA?{AGEr,lEltI PROTOCOL'roR SERIOUS I
CRmCALLY ILL COVID - 19 PATICITS in COVID - 19 CRTnCAL CARE HO6PrrALs

1. Vide Government Order at reference No.4, Task Force of Spedaf* Docto6 to

gJgEest measures to minimlze tlle death rate and qrgg€5t measues tor dir{cal

rnanag€ment of Critically ill COWD-I9 paue.ts has been corisdtutlr'' Folld/ri'E

Specialist doctors are rlow also induded in Blis Task Force as a memberi-

1. Dr. Shashanl loshi Membe.

2. Dr, Khusrav Baito I't€,nber

tn Go€mment order menfoned in Reference tlo.4, at Sr.No.3, ttE con€cEd narE

D..Vasart Nagavekar please be read in*ead of Dr'Saotoshl ]'lagvekar'

By order and in the nam€ of the Gov€mor of Maharashtra.

Cow t● :

Munl●
",CDmmLsloner MumbaL

P●ndpal secrebry to oller MI湘 畿 rl Mattra″ ●′Munbal
prind劇

…
ry′ puЫk Heath Mahansh",Mam● laya,M̈ bal

Secretary′ Medlcal Eduヵ tlon Departmen,Mantalaya,Mumb● 1

cOmmssIOner Health and“ D NHM′ Aa口 ∝Ⅳa Bhavan′

DH,1/DHS‐I:

addtudn\m-h..-

Scanned with Camscanner

隕
Govt o,llah.rashtra

532



2. Minutes of Meeting

MAHARASHTRA TASK FORCE COVID-l9
SPECLA.LISTS DOCTORS' MEETING.

13t April 2020.

PARTICIPANTS:

1. Hon. Shri Uddhav Thackeray, Chief Minister, Maharashtra State

2. Shri Ajoy Mehta, Chief Secretary, Maharashtra State

3. Shri Praveen Pardeshi, Municipal Commissioner, Greater Mumbai Municipal Corporation

4. Shri Ashish Kumar Singh, Principal Secretary to CM
5. Dr. Pradeep Kumar Vyas, Principal Secretary Public Health Deparknent, GoM

6. Shri Vikas Kharge, Principal Secretary to CM
7. Dr. Sanjay Mukherjee, Secretary, Medical Education and Drugs Department, GoM

8. Shri Saurabh Vijay, Secretary, Higher and Technical Education Department, GoM

9. Smt. Prajakta Lavangare, Secretary, Marathi Bhasha Departrnent, GoM
10. Dr. Sanjay Oak

I l. Dr. Zarir Udwadia

12. Dr. Shashank Joshi

13. Dr. Vasant Nagvekar

14. Dr. Kedar Toraskar

15. Dr. Rahul Pandit

16. Dr. Zaheer Virani
17. Dr. Nitin Kamik
18. Dr. Om Srivastava

19. Dr. Praveen Bangar

20. Dr. Subhash Salunke

L Hon. CM opened the meeting highlighting the issues in Covid- 19 spread. There is concem

about the death rate among cdtical Covid-19 patients. Hon. CS outlined the formation of
the Task Force and set the objectives of the meeting.

2. Dr. Sanjay Oak, Chairperson of the Task Force outlined the objectives of the task force as:

a) To separate a list of COVID hospitals from Non COVID ones.

b) To arrive at consensus for treatment protocols of critically ill patient.

c) Discuss the availability ofnew antiviral Drugs.

d) Monitoring parameters to stratifr the risks in patients.

e) Communication with medical professionals as well as common people

f) Discuss the role of immunomodulatory Drugs.

g) Discuss the varied presentations on X ray chest in Corona patients.

h) To discuss the norms ofambulance.

i) To highlight the significance of Telemedicine in the management of Corona.

6
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j) To discuss the complications in pregnancy and in cases requiring dialysis.

Dr.Vasant Nagvekar illustrated the difficulties in differentiating the COVID from NON
COVID patients when they present to the hospital. He insisted on protection ofhealth care

workers by PPEs. Afebrile COVIDS miss early diagnosis and are more prone to mortality.
He insisted on having a defined triage area in the hospital, He stressed upon the need of
setting up fever clinics in the city in each ward. He undertook the responsibility ofevolving
a risk stratification score in COMD patients.

Dr. Zair Udwadia quoted that there is no magic bullet and we will differ in treatments.

The treatment is mostly supportive and according to the symptoms. He felt that we will
have to present with a buffet of treatment options in the guidelines and it will be up to the
Doctor to choose the protocols as per the needs of the individual case. He highlighted the
importance ofsupportive care. He described the concept of "ICUs for Excellence". In some

ofthe hospitals. He expressed the need for a quicker test and suggested that there be many
more tests facilities be made available. Antibody based test was useful for Health care

worker protection according to him. He questioned the need of 2 separate negative tests

prior to the discharge and felt that we could do with single negative test and the fact that
the patient was asymptomatic even after 5 days. There was a debate on this protocol and

there was an agreement that hospital is not the suitable place for isolation and the patient

better be in his home isolated if the test was negative and patient was asymptomatic... After
five days. It was also made clear that by the 8fi day the viral load shedding is reduce to
non-infective levels and therefore such strict isolation after a single negative test could be

effective and will reduce the burden on the hospitals. It was felt that clinical guidelines for
discharge be written.

Dr. Udwadia has undertaken responsibility to
a) To propose buffet approach for treatments protocols form where the doctor can choose.

b) To propose correct Dr.ug combinations and dosage schedules.
c) To restrict the role of steroids to a careful decision making.
d) To document safe discharge guidelines from the hospital.

Dr. Rahul Pandit from Fortis ICU Mulund suggested the application of 3 -5 mins of simple
walking test in the OPD and observing ifthe patient becomes dyspneic. He highlighted the

use of prone position nursing with oxygen supplementation to the patient in the early
phases.

Dr. Shahshank Joshi highlighted that the death rates were high because state had listed the

death due to co morbidities also as COVID deaths which was not done by other states. He
insisted on taking care ofdiabetes and hypertension and cardiac problems. He stressed the
importance of Risk stratification, oxygen support, immunomodulation in selected cases and

oral antivirals which he hoped would be available after three weeks in country.

He has undertaken responsibility of writing treatment protocols with Dr. Zarir Udwadia.
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7. Dr. Zaheer Yirani brought about the difficulties in Dialysis as many centers had shut shops.

Hon. MC briefed that they had already conducted a meeting and therefore centers would
now reopen for dialysis ofregular patients, this would positively impact the mortality rate

ofthe State.

8. Dr. Kedar Toraskar stressed upon the need of Portable USG and suggested the relaxation
in PCPNDT act for registration ofmachines. He stressed the role of High flow oxygenators

which are more useful than invasive ventilators.

9. Dr. Subhash Salunkhe touched upon the Public Health Approach and insisted on the role
of HCQ prophylaxis in community.

10. Following Hospitals were recognized as COVID-19 CRITICAL CARE HOSPITALS:
a) SEVEN HILLS Hospital

b) ST. GEORGE Hospital

c) Saifee Hospital

d) NANAVATI Hospital

e) WOCKHARDT Hospital

0 HHS Balasaheb Thackeray Hospital

11. Hon CS listed following tasks to be completed on priority:

a) Treat every patient by default as COVID- l9 case unless proved otherwise.
b) To create a triage area in each hospital

c) To freeze number of COVID- 1 9 Critical Care hospitals and fill manpower and physical

infrastmcture gaps in all respect at the earliest, where need be BMC will seek assistance

from the State Govemment.

d) To lay down ICU protocols for COVID-l9 ICUs by evolving consensus on best
practices.

e) To establish telemedicine/hotline to link front line doctors with ICU experts

f) To formulate risk stratification score.

g) To study the legal aspect of PCPNDT.
h) To identifr and operationalize fleet of ambulances to facilitate rapid movement.

12. TASKS ASSIGNED TO INDIVIDUAL MEMBERS.
a) Risk stratification score - Dr. Nagavekar.

b) Webinar teachings - Dr. Pandit, Dr. Joshi.

c) Voluntary on call rota to take calls - Dr. Om Srivastava.

d) To write consensus policies about ICU management- Dr. Zarir & Dr. Joshi.

e) COVID-l9 ICU protocols - Dr. Zarir and Dr. Joshi.

f) To write policies for kidney conservation in COVIDS - Dr. Zaheer Virani.

13. The meeting ended thanking Hon. CM for guiding the Task Force.

8
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3. Ambulanace guidelines and Emergencv Medical
Servi

ヽ

AMBULANCE GUIDELINES

. Role of the Call Centre

. To GPS tag ambulance to the nearby designated hospital

' Have an update of Vacancies available at the hospitals in terms of ICU, Isolation,

HDU

. Communicate with the Ambulance doctor

Dispatch Guided Assistance

Role of the Doctor in Ambulance

To assess ( using NEWS Score) and stablise the patient

Give a surgical mask to all pts

If 02 required ....give 02 and then put a mask
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No need of IV Fluids unless hemodynamically unstable

Be prepared for intubation with full PPE and additional Vizer

Avoid the use of AMBU and directly connect to a portable ventilator after attaching

the HMEF

Emersencv Medical Services (EMS) and Ambulance

EMS Command Centre

Ambulance Services

Infrastructure

Set up a real time EMS command centre for critical care beds

Every COVID hospital and COMD critical care units to have their floor plan displayed

along with the bed numbers

Every 2 hours in a day real time update with the floor plan, on bed occupancy, patients

name on each bed and - likely time oftransfer out of ICU (This can be done once in a day)

EMS command centre would have a ready list of beds available within near proximity of

the patients location

Command centre to have an emergency medicine trained doctor 24X7 to do triage of

patient so that only COVID positive or COVID suspect patient is shifted on these precious

beds

″

Efforts to have negative pressure ambulance- A simple exhaust Fan, with air conditioning

settings to Dr.aw air from outside should be sufficient to create a better bio environment.

Plastic sheets can be used on the stretcher and flooring of Ambulance which can be

discarded between each patient as per bio medical waste norms

10
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. Ambulances will be cardiac ambulance only

o ECG, Pulse Oximetry, NIBP, One Invasive Monitoring facility

. Transport ventilator, capable of generating PEEP up to 20cmI-I2O, Having FiO2 blender,

Volume and pressure control mode

. One syringe pump for vasoactive medications, Suction Machine, Oxygen flow meter

. Oxygen supply to last for 8 hours at least

o Emergency medication KIT- Adrenaline, Nor Adrenaline, Atropine, Sodium Bicarbonate,

Hydrocortisone, Duolin nebs, Calcium Gluconate, 25% Dextrose, IV fluids (crystalloids)

o Intubation KIT- Laryngoscope with adult to neonatal blades, Endotracheal tubes, Ambu

bag, Mask, Oxygen therapy mask, Laryngeal mask Airway (LMA)

. Tapes, ties, suction catheters gloves, syringes, needles etc.

o Personal Protective Equipment's- Doctor, nurse or paramedic who remains within 2

meters of patient during the joumey at any time should be wearing full PPE, Cap,

N95Mask, Goggles, Neck Cover, Gown, Leggings

Personnel

;\ o Doctor - Trained to do an assessment ofpatient, able to do simple procedures, have ainray

skills, able to insert LMA in an emergency

. Ventilate a patient on portable ventilator.

. Paramedic to assist the doctor

o Ambulance crew- Driver, helper etc"

11

538



Role of Doctor

.Role of the Doctor in Ambulance

.To assess (using NEWS Score) and stabilize the patient

.Give a surgical mask to all pts.

.If 02 required, give 02 and then put a mask

.No need of IV Fluids unless hemodynamically unstable

.Be prepared for intubation with full PPE and additional Visor

.Avoid the use of AMBU and directly connect to a portable ventilator after attaching the HMEF

. As far as possible ifpatient needs to be Intubated, it should be done at the point ofpick up

only

. In a rare instance that it needs to be done in an ambulance then please follow intubation

protocol as per ICU guidelines

Record Keeping

. It is important to keep an record of patients history, vitals on first contact and during

transport

. Ventilatoryparameters

. Any signs and s).mptoms observed

. Detail hand over at the receiving hospital should be given

Refer to Arnbulance Checklist below

Checklist

o Confirm receiving hospital has a bed available from command centre

o Confirm availability ofPPE

″

^
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o Take only the necessary stock in ambulance that is needed

. Donning ofPPE should happen before parient contacr

o On Patient contact confirm patient identity

. Take an handover and all necessary reports

o Ensure patient can be safely transported, in needed secure airway there and then transport

o Do NOT delay transport for non-clinical reasons
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4.RECOPIⅣIENDATIONS ON

Please go through below link

htto:i/aoril2020-covidoaoes.s3-website-ao-southeast-1 .amazonaws.com/

For National Early warning score (News) once you click on link and fill the exact information you

will get the detailed calculation score and where to direct the patient according to the severity.

Thanks to Dr. Raman Gaikwad and Dr. Prashant Borade for technical assistance in creating this

link

NE\ S explained

The National Early Waming Score (NEWS) determines how severe the general status of the patient

is and the likelihood of decline which in tum requires admission to intensive care unit for more

specialized care.

NEWS is based on the Modified Early Warning Score (MEWS) and is based solely on

physiological bedside parameters and AVPU evaluation.

The items accounted for in the score are described in the table below:

NEヽ VS Description

Respiratory rate

Assesses the level of distress caused by illness to the pulmonary system and to

the central nervous system areas that regulate breathing. It is counted in breaths

per minute and ranges between under 8 to over 25.

Oxygen

saturation Levels of oxygen saturation below 9l and those above 96 become increasingly

Oxygen

supplementation

problematic and trigger need for more specialized care.

Body temperature To provide patient baseline and signal infection.

14
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Systolic blood
pfessure Offer information on the work ofthe heart and on blood circulation throughout

the arteries and veins.
Heart rate

AVPU The level of consciousness assessment (Alert, react to Verbal, reacts to Pain,
Unresponsive).

This model standardizes the clinical assessment of ill patients that might require critical care

intervention. The weights awarded to each tem are below:

National Early Warning Score (NEWS)

Physiological parameters 3 2 1 0 l 2 3

Respiration Rate ≦8 N/A 9-11 12-20 N/A 21-24 ≧25

Oxygen Saturation ≦91 92-93 94-95 >96 N/A

Supplemental Oxygen N/A Yes N/A No N/A

Temperature Ｊ^く

一
N/A 351-36 361-38 381-39 ≧391 N/A

Systolic Blood Pressure <90 91 100 101 110 111‐ 219 N/A ０う
ん

０
４

＞

一

Heart Rate ≦40 N/A 41-50 51-90 91-110 111-130 ≧131

AVPU score N/A A N/A V,PorU

ヘ

Should also be noted that ifan item scores 3 points and the final score is of 3 or 4, despite the fact

that the final score indicates low chance of ICU, the patient should still be monitored, especially

on the component where they scored 3 points.

Scores such as NEWS or MEWS are not addressed to admission only, like the Injury severity score

or the Glasgow Coma Scale are, but they should be assessed regularly during hospital admission

of patients with significant illness.
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There is also a version ofthe score for use in pediatric patients, the PEWS, where the risk of status

deterioration is assessed based on behavior, cardiovascular and respiatory signs and urinary

output.

Interpretation

The scoring system involves addition ofpoints that are awarded to tle items, depending on their

predictive value (the patient needing intensive care unit supervision) and the severity of the

condition.

In the following table, there is a summary of the association between the NEWS results, likelihood

recommendations:

Original source

Royal College of Physicians. National Early Waming Score (NEWS) standardizing the assessment

of acute-illness severity in the NHS. Report ofa working party. London: RCP,2012'

Validation

smith GB, Prytherch DR., Meredith P, Schmidt PE, Featherstone PI. The ability of the National

Early Waming Score (NEWS) to discriminate patients at risk of early cardiac arrest, unanticipated

intensive care unit admissiou, and death. Resuscitation.20l3l,84(4):465-70.

Other references

1. Subbe CP, Kruger M, Rutherford P, Gemmel L. Validation of a modified Early Warning Score

in medical admissions. QJM. 2001; 94(10):521-6.

⌒

ofICU and further

NEWS Likclihood of
ICU Recommendation

0-4 Very low
Clinical monitoring should be continued and the medical professional,

usually a registered nurse will decide further if clinical care needs to be

updated.

5,6 Moderate
The patient should be reviewed by a medical specialist with competencies

in acute illness, evaluation that may result in the referral to ICU.

≧7 High
Urgent critical care is need and the patient should be transferred to the

appropriate specialized department for further care.
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Recommendations

1. We recommend that the routine clinical assessment of all adult patients (aged 16 years or

more) should be standardized across the NHS, with the routine recording of a minimum

clinical dataset of physiological parameters resulting in the National Early Waming Score

(NEws).

2. The NEWS should not be used in children (i.e. aged <16 years) or in women who are

pregnant, because the physiological response to acute illness can be modified in children

and by pregnancy.

3. The NEWS may be unreliable in patients with spinal cord injury (especially tetraplegia or

highJevel paraplegia), owing to functional disturbances ofthe autonomic nervous system.

Use with caution.

4. The NEWS should be used as an aid to clinical assessment - it is not a substitute for
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5.

competent clinical judgment. Any concem about a patient's clinical condition should

prompt an urgent clinical review, irrespective of the NEWS.

We recommend that the NEWS is used to improve the following:

(i) The assessment of acute-illness severity

(ii) The detection ofclinical deterioration

(iii) The initiation of a timely and competent clinical response.

In hospitals, the NEWS should be used for initial assessment of acute illness and for

continuous monitoring of a patient's wellbeing tkoughout their stay in hospital. By

recording a patient's NEW score on a regular basis, the trends in their clinical responses

can be tracked to provide early waming of potential clinical deterioration and provide a

trigger for escalation of clinical care. Likewise, the recordurg of the NEWS trends will

provide guidance about the patient's recovery and retum to stability, thereby facilitating a

reduction in the frequency and intensity ofclinical monitoring towards patient discharge.

The NEWS should be used in the pre-hospital assessment ofacutely ill patients by 'first

responders', e.g. ambulance services, primary care and community hospitals, to identiff

and improve the assessment ofacute illness, triage and the communication ofacute-illaess

severity to receiving hospitals.

The NEWS should be used in emergency departrnents to aid the initial assessment of

patients, ongoing monitoring and patient triage decisions. The NEWS physiological

parameters and scoring system

9. We recommend that the NEW score should be determined from seven parameters (six

physiological, plus a weighting score for supplemental oxygen): Six physiological

parameters routinely recorded:

(i) Respiration rate

(ii) Oxygen saturation

(iii) Systolic blood pressure

(iv) Pulse rate

(v) level of consciousness and new confusion ('C'), thus AVPU becomes ACVPU, where

C represents new confusion

(vi) Temperature.

7

8

18
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In addition, a weighting score of2 should be added for any patient requiring supplemental

oxygen (oxygen delivery by mask or nasal carurula) to maintain their prescribed oxygen

saturation range.

10. Each of the six physiological NEWS parameters are allocated a score according to the

magnitude of disturbance to each parameter. The individual parameter scores should then

be added up, along with a score of2 for use ofsupplemental oxygen, to derive the aggregate

NEW score for the patient.

11. We recommend four trigger levels for a clinical alert requiring clinician assessment based

on the

NEWS:

. LOW score: an aggregate NEW score of 1 4

. A single red score: an extreme variation in an individual physiological parameter (a score

of3 in any one parameter, which is colour-coded red on the NEWS2 chart)

. MEDruM score: an aggregate NEW score of 5 or 6. A NEW score of 5 or more is a key

threshold and is indicative ofpotential serious acute clinical deterioration and the need for

an urgent clinical response

. HIGH score: an aggregate NEW score of 7 or more.

12. We recommend that these triggers should determine the urgency ofthe clinical response

and the clinical competency ofthe responder(s).

. A low NEW score (1-4) should prompt assessment by a competent registered nurse or

equivalent, who should decide whether a change to frequency of clinical monitoring or an

escalation ofclinical care is required.

. A single red score (3 in a single parameter) is unusual, but should prompt an urgent review

by a clinician with competencies in the assessment of acute illness (usually a ward-based

doctor) to determine the cause, and decide on the frequency of subsequent monitoring and

whether an escalation of care is required.

. A medium NEW score (5-6) is a key trigger threshold and should prompt an urgent review

by a clinician with competencies in the assessment of acute illness - usually a ward-based

doctor or acute team nurse, who should urgently decide whether escalation of care to a team

19
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with critical care skills is required (i.e. critical care outreach team).

. A high NEW score (7 or more) is a key trigger threshold and should prompt emergency

assessment by a clinical team / critical care outreach team with critical care competencies and

usually transfer ofthe patient to a higher-dependency care area.

The NEWS observations chart

13. We recommend the use of the standardized NEWS2 observation chart for the routine

recording of clinical observations, across the NHS. This should eventually replace the

existing NEWS chart.

14. The NEWS2 chart should replace the wide variety of temperature, pulse and respiration

rate (TPR)

Recommendations

@ Royal College of Physicians 2017 9

National Early Waming Score (NEWS) 2

10 @ Royal College ofPhysicians 2017

Charts currently in use, to provide a standardized system for recording routine clinical data

for all patients in hospital. A consistent format will provide easier recognition ofa patient's

clinical status, and facilitate national training in the measurement and recording of such

data for all NHS staff (http://tfinews.ocbmedia.com).

15. The NEWS2 chart is colour-coded to provide both visual and numeric prompts to aid

identification of abnormal clinical parameters.

16. The core of the NEWS2 chart for recording and scoring the NEWS physiological

paramete$ should be consistent nationally. It is recognized that the rest of tlle chart area

will be customized to reflect other key parameters not incorporated in the NEWS, e.g urine

output and pain scores, according to the clinical environment.

17. The NEWS can and should be used alongside validated scoring systems such as the

Glasgow Coma Scale (GCS) or disease-specific systems as dictated by patient need.

Using NEWS in clinical practice

20
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18. We recommend that the NEWS is used to determine the urgency of clinical response and

the clinical competency ofthe responder(s) according to acute-illness severity for patients

in hospitals, or in prehospital assessment.

19. Concern about a patient's clinical condition should always override the NEWS if the

attending healthcare professional considers it necessary to escalate care.

20. Clinical response to the NEWS should be recorded on the NEWS chart. This will provide

a continuous record of actions taken in response to variations in the NEWS and act as a

prompt for escalating care if necessary.

21. When clinical teams decide that the routine recording of data for the NEWS is not

appropriate, e.g for patients on an end-ofJife care pathway, such decisions should be

discussed with the patient (or their family/carer as appropriate) and recorded in the clinical

notes. The NEWS and sepsis

22. We recommend that sepsis should be considered in any patient with a known infection,

signs or symptoms ofinfection, or in patients at high risk of infection, and a NEW score of

5 or more - 'think sepsis'.

23. We recommend that patients with suspected infection and a NEW score of 5 or more

require urgent assessment and intervention by a clinical team competent in the management

of sepsis and urgent transfer to hospital or transfer to a higher-dependency clinical area

within hospitals, for ongoing clinical care.

The NEWS, supplemental oxygen and hypercapnic respiratory failure

24. We recommend that when supplemental oxygen is being used to maintain the desired

oxygen saturation, the rate of oxygen delivery (L/min) and the delivery system/device

should be documented on the NEWS chart using the British Thoracic Society oxygen

delivery device codes.

25. For patients confirmed to have hypercapnic respiratory failure on blood gas analysis on

either a prior or their current hospital admission, and requiring supplemental oxygen, we

recommend (i) a prescribed oxygen saturation target range of 88-92%o, and (ii) that the

dedicated SpO2 scoring scale (Scale 2) on the NEWS2 chart should be used to record and

score the oxygen saturation for the NEWS.

21
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26. The decision to use SpO2 scale 2 should be made by a competent clinical decision maker

and should be recorded in the patient's clinical notes.

27. In all other circumstances, the regular NEWS SpO2 scale 1 should be used.

28. For the avoidance of doubt, the SpO2 scoring scale not being used should be clearly

crossed out across the chart.

The NEWS and new confusion or delirium

29. We recommend the inclusion of 'new confusion' (including disorientation, delirium or

any acute reduction in GCS score) as part ofthe assessment ofconsciousness on the NEWS

chart. The AVPU term has been amended to AC\?U, where 'C' represents new confusion.

30. We recommend that new confusion scores 3 on the NEWS chart, i.e. a red score for a

single score of 3, indicating that the patient requires urgent assessment.

31. We recommend that, if it is unclear whether a patient's confusion is 'new' or their usual

state, the altered mental state/confusion should be assumed to be new until confirmed to be

otherwise. Clinical response to the NEWS

32. The organization of the clinical response to acute illness should be reviewed and a$eed

locally to ensure that the speed of response and clinical competency of the responder(s)

match that recommended for each ofthe grades of acute-illness severity as defrned by the

NEWS.

33. We recommend that, in acute hospitals, local arrangements should ensure an appropriate

response to each NEWS trigger level and should define:

. The speed/urgency of response to acute illness, inciuding a clear escalation policy to 
^

ensure that an appropriate response always occurs and is guaranteed 2417

. Who responds, i.e. the seniority and clinical competencies of the responder(s)

. The frequency of subsequent clinical monitoring

. The appropriate settings for ongoing acute care, i.ncluding availability of facilities, trained

staff and timely access to higher-dependency care, if required. Clinical competencies of

the responders to the NEWS

34. All healthcare staff recording data for, or responding to, the NEWS should be trained in

its use and should understand the significance ofthe scores with regard to local policies for

responding to the NEWS triggers and the clinical response required.
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Recommendations

@ Royal College ofPhysicians 2017 1 I

National Early Waming Score (NEWS) 2

35. The clinical responders to critical NEWS triggers (score of 5 or more) should have the

appropriate skills and competencies in the assessment and clinical management of acute

illness.38 in hospitals, team members should be clearly identified and provide coverage

24/7.

36. There should be locally agreed mechanisms for timely alert of the critical care teams

responding to a critical NEW score (score of 5 or more). Members of these teams should

have overriding responsibility to this role with regard to other duties, 2417.

The NEWS and frequency of clinical monitoring

37. The NEWS should be used to inform the frequency of clinical monitoring, which should

be recorded on the NEWS chart.

3 8 . We recommend that for patients scoring 0, the minimum frequency of monitoring should

be 12 hourly, increasing to zt-6 hourly for scores of 1-4, unless more or less frequent

monitoring is considered appropriate by a competent clinical decision maker.

39. We recommend that the frequency of monitoring should be increased to a minimum of

hourly for those patients with a NEW score of 5-6, or a red score (i.e. a score of 3 in any

single parameter) until the patient is reviewed and a plan of care documented.

40. We recommend continuous monitoring and recording of vital signs for those with an

aggegate NEW score of 7 or more.

The NEWS and clinical settings for acute clinical care

41. The NEWS should be used to aid decision making with regard to the most appropriate

clinical setting for ongoing care. Local policies should define pathways for efftcient and

seamless escalation and transfer of care, including:

. Access to clinical monitoring in hospitals, i.e. monitored beds, with staff trained to

interpret and respond appropriately

. Timely access to staff trained in critical care, i.e. airway management and resuscitation

and, when required, access to higher-dependency / critical cfie beds

⌒

23

550



. Timely access to specialist acute care, i.e. acute cardiac, respiratory, neurological, liver

or renal support.

The NEWS - education and training

42. Education, taining and demonstable competency in the use of NEWS should be a

mandatory requirernent and form part ofmandatory training for all healthcare staff engaged

in tle assessment and monitoring of acutely ill patients across the NHS.

43. We recommend that education regarding NEWS should form part of undergraduate

nursing, paramedical and medical training.

44. We recommend that the clinical responders to NEW scores of 5 or more must have 
4.

competelcy in the assessment of acutely ill patients. Responders to a NEW score of7 or

more must also have competency in critical care skills and airway management.

The NEWS and research and development

45. We recommend that future research be directed towards evaluating the efficiency of the

NEWS in improving clinical response times and clinical outcomes in patients with acute illness -
including in the primary care setting.

46. We recommend that the NEWS be used to catalyze an expansion of research into the

effectiveness of novel interventions, diagrostics and care pathways in acute care in the NHS.

ヘ
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This is a living document that will be updated in real time as more data will emerge.

Special populations like pregnancy and underlying lung disease or transplantation or people living
with HIV will need to refer to a separate annexure appended as a resource.

This document covers some potential off label + or experimental +r use of medication and does

not cover recommendations for infection control, PPE, management of hypxemia,and other

complications of COVID l9

TREATME,NT FOR HOSPITALISED COVID-l9 PATIENTS:

All symptomatic, hospitalized patients should receive Standard supportive care with hydration,

supplemental oxygen if SaO2 below 9570 at room air and IV paracetamol for fever and pain

(NSAID should be avoided ifpossible). IV fluids if under-hydrated.

Care should be taken to address and treat all co-morbidities that put them at risk of adverse

outcomes: for example monitoring and treating their hypertension, cardiac issues and diabetes.

In terms of specific Dr.ug treatment: we would advise that all hospitalized patients with mild,

moderate or severe disease should receive:

1) HYDR.OXYCHLOROQUINE in a dose of 400mg twice a day on Day 1, followed by

200mg twice a day from Day 2-516

2) AZITHROMYCIN 500mg a day for 5 days may be combined with this.

Some precautions need to be mentioned here:

A) Check ECG prior to HCQS initiation for QTc prolongation. Note the risk is increased when

used with other QT prolonging Drugs. Do not start HCQS if QTc is > 500 ms, or QTc >

550 ms in a patient with wide QRS, or discuss the risk/benefit ratio before starting.

B) Avoid adding Azithromycin to HCQS in patients with prolonged QTc.
C) G6PD test is desirable if possible for HCQS

D) Doxycycline is an altemative to Azithromycin

3) ANTMRALS that may be considered, if available in the treating hospital, are:

il REMDESIVIR**: administered IV in a dose of 200mg once a day on Day 1 followed

by 100 mg a day from Days 2-10.

Note:

A) This Dr.ug is currently off label.

B) This Dr.ug should be reserved for severe cases.

C) Monitoring of transaminases is advised and this Dr.ug should not be used in patients with

transaminases > 5 times normal or creatinine clearance < 30 ml/min.

5。 COVID 19 TREATⅣIENT GUIDANCE
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ii) FAVIPIRAVIR**: is an oral, experimental antiviral whose availability is restricted. It
may be considered ifavailable, or ifthe center is part ofan RCT with these Drugs.

4) ANTI-INFLAMMATORY DR.UGS: An overactive, exuberant inflammatory response
may contribute to l5% ofdeaths in patients with severe COVID pneumonia. IL-6 receptor
antagonists have been used to counter this response but these are still experimental. Drugs
include:

i) TOCILIZUMAB*: given in a single one-off IV dose of 4-8 mg /kg (maximum dose
400mg).

ii) SARILUMAB*
iii) ITOLIZUMAB * 1.6 MG/KG dose iv intusion

(Premedication 100 mg hydrocortisone and 30 mg phenaramine 30 min prior to the
infusion is recommended)

Note: there are fears about rebound viremia and secondary infections when these agents
are used.

Note: Serum IL-6 levels ifavailable and Ferritin levels may guide treatment decisions.

Note: These Drugs ifused are reserved for severe cases only.
Table (for Algorithm)

5) CONVALESCENT PLASMA*: Has been used in very small numbers of COVID_l9
patients. If considered its use is reserved for severe patients. Each patient should receive
400 mls of ABo compatible plasma obtained from a donor who has been documented to
have recovered from covlD-l9 themselves and whose serum has high levels of ELISA
antibodies.

6) DR.UGS TO BE AVOIDED /EXTREME CAUTION AT PRESENT:

A) ANTIBIOTICS: covlD-I9 itself is not an indication for antibiotics unless there is
laboratory evidence of a secondary bacterial infection.

B) ACE-I and ACE-RB: It is strongly recomrnended that those patients aheady prescribed
these Drugs for preexisting conditions should be continued on their treatmint. patients

should not be however started on these Drugs for the treatment of COVID-19.

c) LOPINAVIR-RIToNAVIR: with results from a large RCT being negative we would
argue against the use ofthese anti-viral Drugs unless further data emerges.

D) OSELTAMIVIR: SARS-CoV-2 the virus that causes COVID_l9, does not use
neuraminidase as part of its viral replication cycle so oseltamivir is unlikely to be useful
and should be reserved for treating patients with influenza.

E) CORTICOSTEROIDS: As always, the use of these Drugs remain controversial with
studies showing increased and decreased mortality in patienti on corticosteroids. They are
not generally indicated as per available evidence as they might protong viral shedding.-May
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be used in septic shock or ifpatient has other indications for steroid use. Further indications
for their antlinflammatory role may emerge from studies underway.

F) Anti-Diabetic Drugs: Among anti diabetic Drugs Glitazones, SGLT2 inhibitors should be

stopped and Insulin is preferred.Hydroxychloroquine can cause hypoglycemia.

ヽ
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6.ICU PIIAN GEⅣIENT OF CO
Introduction

The COVID 19 pandemic has been a concem for every country in the world. AII healthcare

systems and government are collaborating efforts to curb the spread in their countries. One ofthe
important aspects remains the patients who need hospitalization and especially who need critical

care. These patients are at risk of developing complications and have a higher mortality. Another

problem is COVID 19 is presenting in various different presentation, respiratory failure, cardiac

involvement and neuroffopism is also been reported.

With the experience of cases seen across the world, some scoring systems have been developed,

which will help in risk stratification ofthese patients and help in planning their area ofcare (ward,

ICU...) and their treatment. The parameters include different organ systems.

1. NEW score

The early warning signs have been in use in hospitals for a long time and have

identifuing patients who are at risk. Based on the early warning sigrrs the NEW
modification have been described by Liao et al.

We propose a following risk stratification in addition to the one proposed by Liao et al
High Risk
l. Male Patient

2. Co Morbidities- Diabetes and Hypertension
3. Fail 3 -5 minutes' walk test-

Walk Test- Patients who appear stable and have room air saturation above 96Vo are
requested to have a gentle walk in their cubical for 3-5 minutes, if they desaturate to less

than 93% then they are a high risk patient who is likely to deteriorate.
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Early Warning Rules

Pathophysiology- Cardinal Features to watch for

Cytokine Storm- COVID19 patients have increased levels of IL6. This in turn leads to high
r\ levels of Plasminogen activator inhibitor-1. This leads to reduced levels of tissue plasminogen

activator. This leads to prothrombotic state. Micro vascular Thrombosis occurs in all the

systems and presents with multisystem disorder which includes rapid onset AKI, Shock,

Convulsions, Ischemic Heart Disease, Pulmonary Vasculopathy, Acute Pancreatitis, and Skin

Rash. Endothelial dysfunction is associated in these patients. This is characterized by

discordant rise in D-DIMER with normalizing ferritin and CRP.

Cytokine storm is indicated by Elevated ESR, CRP, IL6 levels, Ferritin, D-DIMER, and LDH.

2. Renal dysfunction is seen in these patients as Acute on Chronic AKI with rapid worsening

but polyuric type. Treated by Dialysis.

3. Hypoxemia when treated with ventilator, majority ofpatients had normal lung compliance

with respiratory failure. Treatment for this will be different than low compliance setting...

4. COVIDlg positive patients may have autonomic involvement and present with hypertension

and rhythm disturbances. Treated by Labetalol.
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ICU Management-

Type ofpatients covered in this document

In this document we are going to cover patients who need intensive care admission and are critical

ICU Admission-

It is understood that it would be an LEVEL I ICU, which means capable of Cardiac Support,

Ventilator and Dialysis. The ICU will be under critical care (lntensivist) and shall have doctors

with airway skills round the clock.

It is Advisable to identify 3 teams

1. ICU Consultant- lntensivist who acts as overall in charge

2. Airway team- Preferably anestlesia led/Intensive Care led or senior most member with
best airway skills

3. Vascular team- Intensivist, Anesthesiologist or at times vascular sugeon or cardiologist.
The rationale for having teams identified means that the task is completed most effrciently with
maximum safety. High aerosol procedures like airway handling have a very high risk ofviral
transmission.

Intubation Protocol

●

●

Planed intubation as far as possible.

Take good time to have your steps planed

Assess the airway difficulty using mallampatti classification or LEMON classification
3 persons for intubation- Airway doctor, Airway assistance Nurse and Dr.ug adminisration
person.

All 3 should wear an extra hood over the PPE

Video laryngoscope is preferred, in not then standard laryngoscope can be used
Use Stylet or Bougie if in doubt to have ease in intubation.
Pre oxygenation with l5L Non Re-breather Mask or High Flow Nasal Cannula Circuit.
Keep Ventilator with disposable circuit checked and ready.

Rapid sequence induction- Use Propofol or ketamine as anesthetic agent (depending on
blood pressure) and use suxamethonium or Rocuronium as muscle relaxant agent. The
principle is not to intubate a patient who is coughing as it increases viral shedding by
several folds.

Attach a Bacterial viral filter to end to endotracheal tube so that once Intubated there is no
passive expiration which will increase viral shedding.

Clamp tube with a forceps, attach the ventilator circuit and confirm intubation using end
tidal carbon dioxide monitoring.
Auscultation is usually not possible as doctors are wearing a full ppE.

Lung ultrasound can be used for confirmation oftube position.

Avoid circuit disconnection- push twist all connections
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O  Place a nasogast五 c tubc after intubation is complete 2貶 ventilation established
O  Discard disposable safely after use dヒ decontaminate reusable equipment
O  Ensure dofflng of PPE is ineticulous aftcr leaving the room.

O  Clean the roon1 20 minutes aftcr intubation as per the cleaning protocol.

O IN CASE OF EMERGENCY INTUBATION,TRY TO FOLLOW ABOVE STEPS AS
MUCH AS YOU CAN,WITH FULL ENIIPHASIS ON PPE TO BE USED AND
ALWAYS USE MUSCLE RELAXANT.

Mallampati Classifi cation

Closs IL Closs l腫 Clsss I[

LEMON Classification
. Look at anatomy

. Examine the airway
o Mallampati
o Obstructions
. Neck mobility

Cねss I

う
０
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ARDS in COVID- Pathophysiology

COVD-l9 pneumonia, Pheno Type L
At the beginning, COMD-19 pneumonia presents with the following characteristics:

o Low elastance: the nearly normal compliance indicates that the amount ofgas in the lung
is nearly normal.

. Low ventilation to perfusion (VA/Q) ratio: since the gas volume is nearly normal,
hypoxemia may be best explained by the loss of regulation of perfusion and by loss of
hypoxic vasoconstriction. Accordingly, at this stage, the pulmonary artery pressure, should
be near normal.

o Low lung weight: Only ground-glass densities are present on CT scan, primarily located
sub pleurally and along the lung fissures. Consequently, lung weight is only moderately
increased.

o Low lung recruitability: the amount of non-aerated tissue is very low, consequently the
recruitability is low

COVID-19 pneumonia, Type H - Around 20-307o patients develop this
The Type H patient

. High elastance: The decrease of gas volume due to increased edema accounts for the
increased lung elastance.

. High right-to-left shunt: This is due to the fraction of cardiac output perfusing the non-
aerated tissue which develops in the dependent lung regions due to the increased edema
and superimposed pressure.

. High lung weight: Quantitative analysis of the CT scan shows a remarkable increase in
lung weight (> 1.5 kg), on the order of magnitude ofsevere ARDS.

' High lung recruitability: The increased amount of non-aerated tissue is associated, as in
severe ARDS, with increased recruitability.

Aims of Oxygen Therapy, High Flow Nasal cannula and Mechanical Ventilation.
o Start Oxygen therapy with nasal prongs 2-4llmin and titrate to keep saturation above 940lo
. Change to Hudson mask or NRB mask to give up to l5llmin again to keep sats above

94o/n.

' ABG monitoring, if P:F ratio Drops below 300, or increase work ofbreathing the consider
awake PRONE or CARP (Covid Awake Prone/Repositioning protocol)

o DO NOT USE BIPAP - as it is high aerosol generating and due to high compliance they
generate large tidal volumes and cause Ventilatory induced lung injury.

o Use CPAP with caution, only if HFNC is not available.
. Use High Flow nasal Cannula Oxygen if available, if acts

oxygenation, but does not change the mechanics much.
o All of above steps need to be reviewed every 30 min and if no

consider mechanical ventilation.

like an MV, improves

improvement in-patient

● DO NOT DELAY INTUBATION IFITIS VERY CLEAR THAT PATIENT WILL NOT
IMPROVE WITH OXYGEN THERAPY,HFNC WHATIS MORE DANGEROUSIS
DELAYING AN OBVIOUSINVASIVE VENTILATION

´
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Investigations
Base Line Investigations for ICU admission on Day 1-

. CBC, LFT, RFT, RBS, CXR, ECG, ABG, ESR, CRP, - May need to repeat ABG & some

other tests as per clinical requirement-

o S. Ferritin. D-dimer. LDH. S.Triglycerides-electrolytes

. If QTc prolongation then Daily ionic calcium & magnesium

. Blood Culture

. Cardiac Involvement- Troponin I, CK-MB, ntproBNP

. Point of care Ultrasound(POcus)- Lung/cardiac/IVC (Refer to the annexure 1) baseline

& then at least once a day
. If available IL6 level

' RED Flags in lnvestigations

1. Absolute Neutrophil to Absolute Lymphocyte ratio >3.5

2. P:F ratio <300

3. Rising CRP, Ferritin, D-dimer, LDH and Triglycerides
4. Troponin I Positive and Positive CK-MB

Before Mechanical Ventilation - Try Awake, Prone, High Flow Nasal 02 (refer to CARI
protocol below)

. Ventilation Strategies Ventilation Protocol for Patients with Acute Respiratory Distress

Syndrome
. All patients who present with acute breathlessness (less than 7 to 10 days) and having all

of the following: PaO2lFiO2 < 300

o Bilateral (patchy, diffuse, or homogeneous) infiltrates consistent with
. Pulmonary edema No clinical evidence of left Atrial hlpertension

o Are diagnosed with acute respiratory distress syndrome (ARDS)/ SARI (severe acute

respiratory illness)

Ventilation strategies will primarily depend upon the severity of SARI/ARDS

Ventilatory Management and Setup

. Calculate Predicted body weight

. Males- 50+ 2.3 [height (inches)-60]

. Females-45.5+2.3[height(Inches)-60]
o Select Control mode- Either mode is fine Volume control or pressure control

. Start v/ith 100% FiO2 and decrease as able

o Start with a PEEP of 8cmH2O and change as able depending on PaO2

. Aim for a tidal Volume of 6m1,4(g PBW

. Aim for a Plateau pressure ofless than 30 at all times

. Set initial rate to achieve the minute ventilation and aim for pH>7.2.

33
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o If PaCO2 is rising increase respiratory rate to maximum of 35/min

. As long as pH is maintained>7.2 tolerate permissive hypercapnia.

Oxygenation Targets- Sats 88- 957o and Pa02- 60- 8OmmHG

Do not aim for supra normal values. We do not know iftoo much of Oxygen is beneficial

or perhaps harmful

o Change PEEP as per Oxygenation, can use PEEP/FiO2 table from ARDS net,

usually high PEEP may not be needed in COVID patients.

o Plateau Pressure<30cmH2O at all times
o Measure plateau pressue with an inspiratory pause every 46 hourly and change

PEEP/TV accordingly
. If Transporting the patient, same principles apply to transport ventilator

Prone Ventilation-
As the compliance may be good in most patients, prone may or may not help in recruiting
more alveoli, however

. Despite best efforts in 2 - 4 hours after starting ventilation, if P:F ratio remains

<150 or fails to improve above baseline then please prone patient

o Will need a team of 6-8 people to do prone

. Dedicated person to ensure airway is intact and ventilation is not compromised
o DO NOT disconnect Ventilatory circuit as it will add to aerosol.

. Keep adequate cushioning at pressure points

. Once prone keep prone for 16- 18 hours

o Asses with an ABG, improvement in oxygenation
o After 16 hours, please supine, do daily nursing cares, X ray Chest, ABG and then

depending on condition consider repeating a prone session

Monitoring Expected-
. ECG

o Pulse Oximetry
o Non Invasive Blood Pressure

o In Intubated and Prone- Arterial line monitoring (ease ofABG collection)
. All critical Patients will need Central Line
. EICO2- for confirming intubation and at times continuous monitoring
. Blood Glucose- HGT initially Hourly x4 hours and then can extend as per patients control

ofblood sugar

Sedation and Muscle Relaxants
o All Intubated and ventilated patients will need continuous sedation
. Use Midazolam and Fentanyl as first choice

o Muscle relaxants for first 48 hours and continue ifpatient is prone.

o Remember to give daily sedation holiday for few hours (this depends a lot on clinical
assessment of patient's condition

34

561



9バヽヽ

Supportive Care for ICU patients
. All patients in ICU need to go through the check list of FAST HUGS BID

1. F- Feeding

2. A- Analgesia

3. S- Sedation

4. T- Thromboprophylaxis

5. H- Head elevation ofBed - 30- 45 degree

6. U- Ulcer Prophylaxis

7. G- Glycemic control
8. S- Spontaneous Breathing Trial
9. B- Bowel movement

10. I- Indwelling catheters (assess Foleys, Central and Arterial line, Remove ifnot
needed)

1 1. D- Neurological Disability (confusion, ICU psychosis, Agitation)

o Avoid Nonsteroidal anti-inflammatory Drugs (NSAIDs) like ibuprofen other than
o Paracetamol unless absolutely necessary
. All inhaled medicines (bronchodilators) should preferably be given by metered

dose inhalers (MDIs) to reduce the chances of aerosolization.
o Avoid nebulized Drugs
. Use of histamine-2 receptor blockers or proton-pump inhibitors to prevent

gastrointestinal bleeding, Sucralfate can be added
. A conservative or de-resuscitative fluid strategy after initial resuscitation
o Mechanical Thromboprophylaxis using intermittent pneumatic compression

stockings can be used in cases where pharmacologic Thromboprophylaxis is

containdicated.
o Judicious use of sedation, using sedation score.
. Daily sedation-free intervals, and assessment for weaning readiness.
. Use ofdisposable ventilator circuits for each patient.
. Appropriate use ofheat moisture exchanger (Bacterial Viral filter), attach one on

patient end and one on ventilator end.

o Standardized weaning protocols.

o Closed suctions catheters only, NO disconnection ofcircuit.
o Optimal care to reduce the incidence of catheter-related blood stream infections.
. Early enteral nutrition (within 24 to 48 hours of admission) ifnot contraindicated.
o Frequent position change to prevent pressure sores.

. Early mobilization including passive and active rehabilitation exercises to prevent
critical illness-related neuromuscular weakness.

. Tracheostomy in patients with prolonged mechanical ventilation.
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Patients with sepsis and mutti Organ Dysfunction- use surviving sepsis guidelines protocol

for COVID patients- General principles

1. Hemodynamics and Monitoring
. Do not USE hydroxyl Ethyl Starch

. Do not use dopamrne

. Use Dynamic parameters like Pulse Pressure Variation and Stroke Volume Variation

for assessing fluids-
. Capillary refill time, skin temperature and lactate give the best indication of

downstream parameters

2. Fluids
. Conservative fluid sfrategy

. Crystalloids
o Balance Salt Solutions lringers lactate, plasmalyte) preferred (weak evidence)

3. Vasopressors

. Noradrenaline first choice

o Vasopressin ifneeded
o Dobutaimne- in patients with poor cardiac function
. Target Mean Arterial Pressure of 65mmHg

4. Refractory shock

. Low dose hydro. High Flow Nasal Cannula (HFNC) over NIV
o ocortisone 50mg QID or 200mg Infusion over 24 hours

5. Ventilation strategy as above

COVID Awake Repositioning / Proning Protocol (CARP)

Aim: To avoid intubation and improve saturations in COVIDl9 patients Scope:

. Timed Position Changes Q 2 hrs. Ask patient to switch between the following positions,

bed adjustnents will be required between positions 1. Left Lateral Recumbent

2. Right Lateral Recumbent

3. Sitting Upright 60-90 degrees

4. Lying Prone in bed (Can be used with High Flow Oxygen and HFNC)

If these 4 positions are not raising the Oxygen Sahuation, a 5th position can be tried: 5.

Trendelenburg (Supine, Bed 30 degrees Head Down)

15 Minutes after each position change, check to make sure that Oxygen Saturation has

not decreased. If it has, try another position.

Positions Changes to Counter Hypoxemia.

Ifpatient has a significant Drop in Oxygen saturation, follow these steps:
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1. Ensure the source of the patient's Oxygen is still hooked up to the wall and is properly
placed on the patient (this is a common cause of desaturation)

2. Ask patient to move to a different position as above

3. Ifafter 10 minutes, the patient's saturations have not improved to prior levels.

Extra Corporeal membrane Oxygenation- ECMO
In a small group ofpatients despite maximal care, prone ventilation and ARDS net ventilation, the

patient may remain hypoxic. Some institutes which are ECMO ready, or medical colleges and

hospitals with cardiac surgery back up may consider ECMO.
It would be important to mention that ECMO may be only offered to patients without co-

morbidities and having single organ failure.

Modification of CPR for suspected or proven COVID patients
The recent (APRIL, 2020) American Heart Association guidelines modification for Covid 19

' patients to be followed.
AHA algorithms in the amexure 2
Salient points

o Complete PPE for the entire code team. Protect the team first.
. Ideally transfer the patient to negative isolation room ifpossible
. Go back to ABC- seal off the aerosol that will come out of A & B before you start C.

o Do not bag mask Covid patients.

o Follow the Covid modified intubation protocol mentioned above.

o Use mechanical CPR devices if available.

. Disposable AED pads preferred to conventional paddles

o Consider hwomagnesaemia as a cause of arrest if patient is on hydroxychloroquine witlt
or without azithromycin

o Doff carefully
. Decontaminate CPR equipment as perthe protocols & dispose offthe disposables carefully
o Run the rest ofthe code as per ACLS protocols

ICU Discharge /Transfer criteria
1. Stabilization ofphysiological status of the patient namely

Heart rate <100 per minute

Systolic bp > I 10 mmhg

Respiratory Rate < 20lminute
1. Conscious & oriented

2. Tolerating enteral feeds

3 . No organ support needed in last 24 hours of icu stay

4. Intensivists discretion will be final in case ofpatients who may not fulfill all the criteria
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1 . Collaborative effort to manage the seriously ill patients affected by COVID 19 who require

ICU care.

2. Risk stratification by the National early waming score (NEWS) 'Patient with score of 5 to

6 will get a review by the Intensivists for a possible transfer to the ICU. A score of >/:7
needs immediate admission to a level 1 ICU.

3. A multidisciplinary team approach with the head Intensivists heading the team should be

followed.
4. The following COVID 19 modified protocols to be followed:

a. Intubation & airway management

b. Oxygenation including HFNC

c. Noninvasiveventilation
d. Invasiveventilation

5. e Cardiopulmonary resuscitation

a. Hemodynamic support

6. Covid specific investigation protocols to be followed with availability ofdedicated portable

ultrasound machines in each ICU.

7. Predominantly supportive care since no definitive evidence-based therapy is available as

ofnow, But addition ofspecific Drugs & therapies fff specific group ofpatients depending

on the severity criteria to be done specifically if enrolled in a validated clinical trial.

^

38

565



¬ヽムちIⅥ

7.POCUSIN COVID 19 PATIENT CAM

Annexure I

REQUIREMENTS

Portable Ultrasound machine with a fast booting time

Probes Phased array or micro convex probe & linear (high frequency vascular) probe

A\ FREQUENCY - Baseline study & can be repeated every 12 to 24 hourly or early if the clinical
condition dictates so.

Disinfection as per the standard protocol after use of the machine.

A dedicated machine to be used for each unit

NO ULTRASOUND FINDINGS ARE SPECIFIC FOR COVID 19 PATIENTS THESE
HAVE TO BE CORRELATED IVITH THE CLINICAL SYNDRO■ lIE & THE
REVELANT REPORTS

⇒ LIING ULTRASOm
・   Thickcncd LTegular plcural line

・  B"(B pHme)prOilc(multifOCal,discrctc,conauenぅ _focal B lincs in carly phase
progressing to alvc。 lar intcrstitlal syndrome later

ヘ            ロ  Consolidation― generally pc五 phcrally bascd can bc sub pleura1/translobar/nontranslobar

(multi10bar invOlvcmcntD
・ A lincs duHng recovcry
・   Plcural cffusions rarcly sccn

+ CARDIAC
o Viral myocarditis
o Sffess cardiomyopathy

o Right ventricular enlargement

o Aids for fluid responsiveness along with Lung & IVC assessment

= Aids for central & peripheral venous cannulation & confirming the endotracheal tube
placement confirmation
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+ USG guided protocol-based approach can be used in case of Covid 19 patients presenting

with shock.
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a) COVID -19 and Kidney

Best Practices

I I Chronic Kidnev Disease on Hemodialvsis

Dialysis is a lifesaving procedure and should not be withheld.

Each and every dialysis unit should follow the Govemment of India Ministry of Health & Family

Welfare Guidelines for Dialysis of COVID - l9 patients.

Salient fearures ofthe guidelines are included below

General Guidance for Dialysis Unit and Staff

I. The dialysis department should enquire with patients on the phone or before entry to

dialysis unit whether they are suffering from fever, sore throat, and cough, recent shortness

of breath or runny nose. If yes, they should be asked not to come to the department and

should be directed to go to a Covid l9 dedicated facility'

[. A sign board should be posted prominently in Marathi, English and Hindi asking patients

to report any fever, coughing or breathing problem in the screening area outside the dialysis

unit

lI. From each dialysis bed or chair there should be an easy access to an alcohol-based hand

sanitizer or soap and water for hand washing. Strict and frequent 7 step hand hygiene and

universal precautions must be followed.

IV. Sharing ofequipment like stethoscopes, thermometers, oxygen saturation probes and blood

pressure cuffs between patients should be avoided. If that is not possible appropriate

cleaning and disinfection should be done in between use on patients.

V. All dialysis personnel should be given personnel protective equipment and

hydroxychloroquine prophylaxis. Full PPE for those caring for suspect or positive covid

19 patients. others should use at least minimum PPE i.e. mask, face shield and sterile

gloves

VI. Dialysis personnel should be trained about doruring and doffrng of Personal Protective

Equipment (PPE), disposal of mask, gown and eye glasses. This can be undertaken via

webinars or videos.

V[. Staff caring for suspected or proven cases should not look after other patients during the

same shift.

VIII. If any center is found to have a Covid 19 positive patient or staff tlen

. The center should be fumigated and thorough surface cleaning with 1% sodium

hypochlorite should be done.

o The center should be closed for not more than 24 hours.

42
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' Only patients and staff at that center who came in contact with the positive patient
should be tested.

o Those patients who test positive for covid 19 shourd be guided to covid 19
hospitals for quarantine and dialysis.

o The staff that tests positive should be guided to isolation centers/community care
centers as per govemment protocol.

o All staff and patients who were not in contact with the positive patient should
continue dialysis at that center.

Ix. No covid 19 positive patient should be allowed to travel for dialysis. They should be
admitted in a facility with machines available for Covid 19 patients.

x. Ifa dialysis center is unable to meet the needs of duration or frequency ofdialysis due to
inadequate staffor excess load ofpatients, it can consider on a case to case basis decreasing
the frequency and duration ofdialysis for a temporary period.
Patients can be advised regarding restricting fluid intake, low potassium diet, potassium
binders and other medications as per the disiretion ofthe ireating nephrologist. 

'

For Patients
I. They should declare their symptoms before entering the unit.

[. All stable dialysis patients are encouraged to come alone, Ifnot possibre then they should
come with only with one attendee.

m. Attendee should not wait in the dialysis area.

IV. All of them should wear a mask and maintain social distancing.

V' All patients should wash their hand with soap and water for 20 seconds ifpossible or else
use an alcohol-based hand sanitizer.

VI. Patients should not bring any non-essential items to the center.

vII. Patients should be taught cough etiquettes and how to dispose of waste [Eg. tissues] and
follow those protocols.

vI[' Patients should preferably get their own soap, towel, sanitizer, automated Bp instrument to
reduce the risk of infection.

IX. All patients to wear mask.

x. Any other rules made by the hospital / dialysis unit (based on their local problems and
circumstances) for containment of spread ofinfection should be adhered to.

ヽ
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II   USCd dialySiS bags and tubing should bC l

flrst and disposcd in a sCalcd bag UsCd d

III   One shOuld avoid idtiation OfpcHtOncal

anddecrcasCexpoSurctohealthCareSetiltcenteristralncdOndOingsobutltaganWill

IV   Acutc PcHtOnCal dialysis Can bc donc if

engage a hcalth CarCヽ VOrkCr fOr thc cntirc pciOd oftinC

´

´

子̀

:11111#棒IIIFiliイ111ヒlionorkidncytransplantbe dOnc atprcscnt

valuablC rcSOurccs and alsO eXposC bOth thC rcclplcnt and donor tO an

as it will use uP

increased risk of

infections.

['Deceaseddonorkidneytlansplantshouldbeavoiriedunlessitislifesavinganddecision
should be made on a case to case basis by the ZTCC'

Thcse arc bcst practicC guidelines bascd on guidclineS iOm the GovCnlmCnt of lndia and other
cducatiOmlresourCCS iOm around the WOrld

ln」 ury

571



η、QЧ

These were formulated by Dr. Zaheer Amin Virani and Dr. Shrirang Bichu.
They were approved by the Mumbai Nephrology Group executive committee.

b) Proposed euidelines for Municipal health officers for handlinq COVID l9 oatients on
dialysis in dialvsis unit

One Nodal officer to be appointed who will be aware ofthe functioning of the dialysis units the
problems ofmanagement, doctors and patients. Dialysis is offered in different set ups - stand alone,
charitable, and those in corporate hospitals. AII have different set of problems. Hi/She should be
aware of the need ofdialysis without a break for life sustenance and that the units are functioning
at full capacity but with a skeletal staffbecause of non-reporting of staff due to fear of infection.

１

つ
４

Patients should be categorized into COVID negative, suspect and positive.
All negative patients will be screened before every dialysis for history of contact with a
person who has travelled overseas in the last one month, anyone who had upper respiratory
tract symptoms or fever or contact with covlD positive patient. patient with Any such
history should be categorized as Suspect.

These suspect patients should receive dialysis in an isolated area outside regular dialysis
area and tested for covlD 19. Patient can return to main dialysis area iflest resuit is
negative. If very high index of suspicion for example if family member is covlD positive
or by the doctor's judgment based on symptoms, a second test should be performed on
Day5 before shifting the patient to the regular unit.

(we suggest - For standalone centres' and smalt hospitals where isolation facility is not
possible/practical and for poor patients in units where dialysis is highly subiided we must
have a covlD SUSPECT dialysis center at sloN Hospital. Theie patients don't need
admission - can be quarantined at home. we can start with 5 machinis - with capacity of
50 machines a,fter seeing how this unfolds in the next 2 weeks. patients currentty oi diaiysis
at Sion hospital can be shifted to KEM hospital to make placefor suspect patients)

covid positive patients should be shifted to a center dedicated for covlD positive patients.

(we suggest seven Hills hospital to be earmarked for this. Ir has a functional dialysis
center as per our knowledge. Patients can also be admitted there. 

'l{e 
can start wiih s

machines - yrith capacity of 50 machines after seeing how this unfold in the nexr 2 weel<s)

Dialysis unit where a covlD positive patient is detected should not be closed down.
Dialysis unit should be sanitized,/fumigated/surface disinfection done as per protocol at the
earliest so that the next shift can be taken up.
only those patients and those technicians in contact should be quarantined. Not to
quarantine all the technicians as there will be no one to perform dialysis.
All exposed staffand patients in that shift of diatysis should undergo a test for covlD.
All COVID suspect patients should be dialyzed with ppE.

J-
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The principle is to identify infected cases and protect the staff and other patients while trying ones

best to continue dialysis services.

Under no circumstances should we allow patients to die because oflack ofdialysis facility

46
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1. Asymptomatic patients can be discharged with a single PCR test negative to either a step

down facility (any form or supervised accommodation) with a stamp and counselled by a

Public Health worker for l4 days.

Asymptomatic patients can be discharged with a single pCR test negative can be

discharged for home for mandatory quarantine supervision with counselling by a public

Health Official.

Asymptomatic hospitalised patients showing positive pCR test after a period of5 days can

go to vigilant quarantine with a sramp. THERE MUST NOT BE ANy COMORBID

CONDITION IN THE INDEX PATIENT.

ヽ

ヘ
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LINE FACILITY TH ICU SPECIAL

Name, Contact number and E-mail ID of Doctors for Task Force COVID - 19

S.No Days

Available
Name PIIobile No Emailid

1 Monday Dr. Zarir Udwadia,

PD Hinduja Hospital

9820225309 zfudwadia@gmail.com

2. Tuesday Dr. Nitin Karnik,

Lokmanya Tilak,

Sion

9821483404 dmdkamik@hotmail.com

Ｏ
Ｊ Wednesday Dr. Vasant

Nagvekar, Lilavati
hospital

9820055178 drnagvekar@gmail.com

4. Thursday Dr. Kedar Toraskar,

Wockhardt Hospital

9819844451 drkedart@hotmail.com

ξ
υ Friday Dr. Om Shrivastav,

Kasturba Hospital

9869118780 omshrivastavT0@gmail.com

6. Saturday Dr.Shashank Joshi 9820186302 Shashank. sr@gmail.com

7. Sunday Dr. Rahul Pandit.

Fortis Hospital

9820595519 icupandit@gmail.com

´
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11。 ACCEPTANCE AND ACKNOWLEDGEMENT
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We have gone through the contents we agree and acknowledge the same.

Sr. No Name Position Signature

1 Dr. Sanjay Oak Chairman
f́tt‐ .′

rti■

2. Dr.Zarir Udwadia Member
多 /M

3 Dr.Shashank Joshi Member v.
4 Dr. Vasant Nagvekar Member

ξ
Ｊ Dr. Kedar Toraskar Member

叫
6 Dr.Rahul Pandit Member

7 Dr.Nitin Kamik Member

8 Dr. Zaheer Virani Member

9 Dr. Om Srivastava Member

凄&′

10 Dr. Khusrav Bajan Member
/″

/‐‐

Dr. Pravin Bangar Convener
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l2.Annexure I - Protocol for covid positive pregnant

ladies
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Disclaimer: The recommendations in this document are based on limibd evidence as rvailable now. As new :
evidence accumulatBs. some ofthe recommendatons may changa This wor^{d be guided Uy growinq ttouat anJ i
lndian a<perience, publshed librature, guidelines from inbrnitlonal and natjonit proteiJona ffi;:;;J ,t

govErnment guidelnes. UsBrs should use hese recommendabon in accordance witr hE laEst government
regulatons and advrsories.
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The coronavirus CQVID-I9 pandemic is upon us. This is a crisis of global proporlions which has [ansformed

urr world vlew The novel inlection brings wiUr it uncsrhinty. Knowledge is evdving in every aspect ol the

lnfectlon and ih spread.

Ihere is going h be every chance fiat community spread may happen in tre next lew days or weeks in lndia.

Ihe Goremm0flt b fylng its bost h pr8vont ho spr8ad by lockdowns, sell isolation, awar8noss, tosling m a

mass scale and prophyluls. At presen! healthcare provlders ar€ in a preparaton mode. MatErs rBlated t0

chitdblrtr cannot bB delayed inrtefinitely. Given fie propensity ol this virus to affect large numbers' it will be

inevitaile hatwe wi1 be cartng lorwomen inlected with C0VID-19 in pregnancy and lorchildbirh ln he sh0rtly

loreseeable futur6. Ihg matgmity healhcare providers and facililies need to prepare fortlp siilaton with a view

to prcventhe consequences of tre inlection on the mother and hernewbom. The oheraspects that are vitalare

to preventfie sgead oltre inlection lrom hs inlected woman to other pregnanttYomsn and he public atlargs'

Healthcare providers need to keepthemselves safe while hey dottis'

Hedhcare systems everywhere in he wodd arc under pressure. ThB prossuro is not only ol numbers and heavy

wod<load but also deating with an unknown pahogen. There arc limihtions of infrastucture, supply chains and

availability of equipmem and medications which will inevitably occur. ln times of a lockdown, wen tnnsport ol

healthcare providers to andfrom tre hospital is a challenge. The guidance inthe nextlew pages is our attemptt0

presentfie ldeal optons and some real world experlences and altematives. Team F0GSI hopes hat lt will be a

useful resource to every t0GSlan and healthcare worker'

Dr Alpesh Gandhi

President F0GSI
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Measures lor PlegnanlWomen lo Prevenl COVID-l9 inlecliun
Social Distancing - could be the single most important intervention at populatlon level

Do tlre Five - Staying at home, Hand hygiene, Respintory hygiene, Avoidng buching the

lace and Keepng distance should be practiced

Precauliuns tor heallhcare worhrs (HCW)

HCW as they are at high risk of getting inlected. Precautions arB necessary to protect

themselves and prevent spread to others.

Distancing - where possible, HCW should keep a distance and practica hard lrygiene
Personal Proteclive Equtpmenl (PPE) - us e should be accordirE to c,linical situaflm.
covering ol all surlaces especially hands and lace is vital. proFr tBchniqre to wear and
remove PPE is essential.

chemoprophylaxis - is recommended wlth Hydroxychloroquine only lor HCW with knonn
contact ol c0vlD-19 positive patisnts. ln case ol accidental BxposurE, complete pmtocol
should be fdlovrled

Tesling lur C0VID-1 g in pregnanuy

Current testlftg strategies in lndia - at present, preonant women arB tested accodiru to
ially illness with
met ly the RT_pcR test
agn hould be lollowed
her nvestigations

,ruruuts uruuu bruurEs ror rruecuon ano systemic assessment and ima$ng by cr scan
with abdominal shieldino.

Ouaranline lor pregnanl women -
Should be followed as per general population

Ellecls ol COVID-I9 inledion on mother and lelus
Maternal disease does not get aggravated by pregnancy urtress there are co-morbidities.
There is no evidence of transplacental spread to tie letus at present and letaj abnormalities
or compromise have notbeen seen.

. Anangements in existing heallhcare laciliiies to manage COVID-I g exposed
and inlected pregnant wom en

Hospitals should have isoratron zones which shourd incrude outpatient, ward, rcU,r labour rooms and opeation theatres demarcated lor c0VlD-1g inlected women
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6B mfl': pREGNANcy m covrD-lttn-lcctlon

,qrcunw suMMARy .,

Terminalion ol pegnancy (MTP), serual and reproducliue heallhcare services

are time sensitive and their provision is essential during the pandemic for all women.

Assessmenl labour) wilh C0VID'19 inleclion

Becognizing st women will not need hospitalization or crltical

care. Tacnyp p02 < 93%) and imaging showing > 50% lung

involvement indicate a need lor critical care.

Managemenl n wllh C0VID'lg lntection

There is no ra a woman early because of C0VID-'19

iilecfion. Dec should be as per standard obstetric practice

in most situations.

H
@

krT
l-o.AneslheslalnPregnanlwomenwlthcovlD.lglnlection

ef,. anesthesia can be used in women with C0VID-19 inlection.

,F=l should be adopted tor gerpral anesthesia'

' ;^ r ilewborn care should be practiced as per routine. At present. tes[ng is recommended if thel,r. tlewborn Garc snoulO De ptacuceo as per tuuLlllE' At Pruitrrrr' tsrur

\2 ilfrti$'frtflililln:*,.or 
ir the babv is svmptomatic' Breastreedins can be siven

:t,"

\jlTIl lj i [iiilflLtt,ill:lr',T,',:ffllixxffil,Tif;:,T-lHHT#f 
J""';:'xi*"""';:-l

- 
;^ postnata sG to lhe molher lnlecled wllh G0t[0-19 should lollow rouilne

\2 l[:t:h ;'ffi1'rh:n:onate sleshoudb:o::::::':'::'l*

DlGttorlhlprconenlwomanandc0vlD.lglnleclionshouldbeasperroutine.Thereare

no special diets- Rumors related to diet should be dispelled

Training and managing lhe heallhcare cadre is essential lo preventthem lmm getting

iniecteOi. Shilt anan-gements and transport nt ed to be anarqed. ll is important to keep up

morale.
tr\d
aaa
lll
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o lnttoducton

o Measures fol Pregnant Women to Prevent C0Ul0.1g inlection

Social Dislancing

Do the Ftue

a Precautions lol healthcare mrlers

Wy are precautbns necessary lor healthcae workers?

Dlstamlng

hrsonal Prctective Equipmwt (ppE) materht, appl)ution, melhods

Chemopmphylaxis

r Glinicat Presentation ot G0utD-l9 in pregnancyTesting lor c0l,l0-1s in pregnancy 06

Cunent lesting stntegies in tndia

Test methods and lacitities

Otlrer lnvestlgafions

' Notificalion ol C0VID'l9 cases Ouarantine lor pregnant women in the times ot COVlD.lg 0g

hndemlc

lndiulions

,4, Erresls ol C0Vl0-19 inleclion on mother and fetus tumngements in

eristing healthcare lacilitles to manage GovlD-19 erposed and infected pregnant women

* Terminalion ol pregnancy (MTP), serual and reptoductiue heatthcare in times ol covlD-lg 10

* Assessment ol pregnant women (not in labour) with c0vlD-1g inrection

Recognizing the cilticelty iil women

01

02

10
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in the trealment ol G0VID-19 inlec'tion in Pregnancy 11

Antivird thenpy

Vaccine

OWrDrWs

lntens lv e C are M u age me nt

& Labour Triage lor women wilh GOVID-1 I inlestion Managemenl ol Labour and Delivery in 13

Women with CovM-|9 lntection

1bsbtric decision naking

a illal8nal prescnlallons and perlnalal oulG0m08

c Laboutllalgesla and Aneslhesla ln Pregnanl women wllh covlD'19lnlecllon

o Tcstlno lorlhe llewborn

. Bnastlccdlne and lhG CoYID'l9 inlecled mother

o Gleanlng, mainlenance ol lacilities and medical cquipm€nt

t Poslnalal Carc and Advlse lo lhe mother lnlecled wllh C0Vl0'1 I

r Dlel lol lhe prtgnanl woman and C0VID'l9 inlmllon

r ltalnlm and managlngthe hcallhcare cadre

o Gonsail
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lntroduction
f his is an unprec edemed global war, and mankind ls lacingthe same anemy, tfn novel coronavirus. And hB fi Nt batlelield
is the hospitalwhere oursoldiers are tlc medical worlcrs.

Novelcoronavlrus (SARS-C0V-2) ls a new strain otcoronavirus causlng C0VID-19,llmt ldentffied lnWuhan City, Chlna.lts
chanctsrlstlc espBc lally hoss o, person to person transmlssion wBm documented ln D ecember 201 g(1).

TtEre are a nu mber of otrer coronavirus inlections that have been identilied ard are pathogenic to humans inclu rtrng the
comrEn cdd, and tln viruses_tl_at carse MERS (Middle Eastern Resgratory Syndrome) and SARS (Serere Alute
Respiratory Synfrome). The COVID-19 strain of coronavirus inlection has a high rate ol transmission liy droflet and
through lomltBs(1 ). A studyshonrsd that stool samples coriti nued b show presence of vlal partic les lora mein d 2g days
alErthe lirstsymptoms. This is lor4ertlranttut ol samples Imm the rBspiratorytract(2). This rslteratgs the reed lor
hyglene ard sala sanitation in genaral.

It was declared as a pandemic by the World H ealth organization on 1 1 March 2020{3). Most countrles across the globe
hale recogrized tt$s as a national emergency and have started hking msasurss againit tne inlection. The pandemii is a
differEnt states ol spread in different counfies. At the point ol writing this, it has reached 1 

g0 coufiries with more than 6
lakhs cases and over 27000 deaths(4).

0n reviewing the scientilic litemturE, 1794 articles onthe Coronavirus infection, 36 adressed the issue in pregnart
womBn A tohl ol eight studios (l0 case series/reports and l refospec0w c olrort stu dy) reported outc ome in TB women
with prEgnancy and C0VID-19 inlgction. Much olthe inlerences thatwe are drawing comei trpm ttris cMort ol pregnant
women{5).

lndia declared the linst diagnosed case on 30 Janu ary 20 1 9. The limt lew cases were related to tnvel lrom tlrre Middle East
andltaly'Ason2TthMarch2020threwereT26conlirmedcasesinttrecouffryandlgdeathshaveoccurred{6). ltis
expected fiat there will be large increase in these numbers il we go into the ne)d stage - that 0f comnu nity sprea[' As ol
now, tha lndian experience is limited. There is even less to draw lrom in terms oi experiance in pregnart'women and
neonates. We, at F0GS|, am trying totrack every pregnancy and deliv8ry process ol COVID-1g aflacted women and learn
aboutthe problems laced and their ongrou nd solutions. This Good Clinical Practice Recommendation (GCpR) ls therelor€
based on int8rnaUonalexperierre andlrom ttre statenrents and guidance lmm tlrc Government of lrdia inO WiO

As knowledge evotves, sorne aspects ol this recommendation will change. Newer versions will be released as new
evi dence emerges.

Measules lor Pregnanl l/l/omen t0 Pleue nl COVI0-19 intection

The greatest tool to prevent C0VID-19 lnfection ln the general poBJ lation and lor prBgnant women ls Social Dishncing. As
per thB Government ol lndia advisory this ls a non-pharmaceutical inlection prevention and control intervention
implemenDd to avoid/decIease contact between hose who are infected with a disease/pathogen and hose who ars noL
s0 as t0 sbp or slow down the rate and e)deff d disease transmission in a commu rity{Z). The advisory essentially loc usei
0n measurEs to be talcn by local admlnistration in relation to closure of establishments such as sthools, uni'versitias,
gyms, cultual cenfes, etc. Some importantaspectslorthe pregnantwoman in lndiafromthis advisory are:s Dlsl decti on ol su rlac es to reduc e lomites related spread.
& Forwornenworking outsidethe house, itis prelerable tohke Worklrom Home.* Keeping a d shnce of at least one metre in various necessary intencti ons and activities
* Avoid non-essertlal tnvel. lttravel ls undertaken, it is prelerable to u se a privats velicle. lf

public fansport is u sBd, dstance strould be mainairpd.
1& Avoid gaherings and f unctions to celekata the 7-mmth milesbne, which is acommon cultural

practce.

a Minlrnize vlsltons lrom comingto meetthe moherand newbom alterdelivery
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For he asymptomatic and uninlected woman, at present, the recomrnended strategy lor antenatal care is to deler

routne vijtsi6l. They can consult he healthcare providertelephonically orthrough a web.platlorm lor minor ailments

anO $estjoni.'fssential milestoru visits such as the 12 and 19 week scans are needed. Women ar8 advised to note

day. The neff visit can be at 32 weela pregnancy'

spicial category in terms ol healthcar€ and are possibly more susceptible. They should

guidelines taitidiousty. They can protect themselvBs by the moto 'Do the Five". The principle

Blsmonts ol this are:

Pracautio ns fol hcalthcatc workcrs

Wtty il6 prfi a[tiotts necessary tor hmltlrcare woiler s? 
.

Heilthcaie worke6 are at high risk ol acqui ring the C0VID -1 I inlection when they are caring lor patients' This is because

contact and procedures where there is spray/aemsolization

ur, delivery surgical procedures)' The reason to take universal

, obviou s. There is a risk of spread ol infection from an inlected

:?[:ff^',':iT::ll,[iJ'T#lIi[.Tl#i;lifliilX'#.ikli
20% ol healtrcare worlcrs who cared lor COV|D.1g inlected patients ln ltaly acquired the inlection('l0)' lt is als0

important to notB tlnt thi s is not always ttre case. With thorough and adequ ate u se ol PPE and other prohctivB measu res'

the experience in Singapore and H ong Xong nas been thattlEre was no transmissionto healthc are workers(1 1).

The tlree prirrciples that healtkare workers

chemoprophylaxis.

should lollow are distancing, use of appropriate PPE conectly and

As lor the general population, the healthcarE worker should also consider social dishncing as the comersbne ol

prsvention ihsrpvei possible.Ihe lollowing measu rEs may_be usefu I in addition to appropriate gear.

i Maintain a d shnce ol at least 1 mebrlrom patiBnts and other healthcare worken. This is possible in clinic

setings. H ovrever, this may not be leasible during examination, irpatient c are and procedures.

a Remoi,e mn-essential it€rns lrom the consu lting or examinationroom b {acilitate cleanirg and disinlection

and reduce ttn risk ollomites related spread.

S Regular hand clearingwith soap ard watsr or alc ohol based ru bs for at least 20 seconds.

a Patiens should be olfered sur$ cal masks ilthey have respiratory symptoms'

Home @poSsibleurleSSthereiSamedicalneedrelat0dt0
development ol symptoms ol inlection or rElatsd t0 pregnancy.

Routine antentalyisits areto bedeferred.llthere isa mirbrquery, it can be

sorted ott telephonically. At ffesent, telephonic consultations are perrnitted by

the Medical courcil ol lndia tillthe situati0n cornes under contml (g).

Keep the taflic ol home Yisitors includirU homecare personnel, maids, and

statl members to a minimurn or avoid completely if possible.

Hands @ and propenywith a soap and Water or an alc6hgl-

based hand r$ lor minirnum 20 seconos

Elhow
hiel or tissue while

coughing or snoezing. Then the used tissue should be disposed immediately. This is an

important component ol rtspiratory hygiene.

Face nvoiO toucning lace, eyes, nose and mouth with hands.

Space

58

585



9ue\r{

OE99ll! ,.ro.^r,o-, 
"*,o.rr,l"oo,,

Ths tsrm 'universal precautlms" (lrom the 'lg80s), relers to the msasures taken to prevent the tmnsmlsslon oI blood
borne infections t0 health workers. This was I atr cal led 'standard prec autions' b cover the risk ol transmission
hrough all bodylluids. ln setings where ttu pregnantwoman is conlirmedto tnve C0VID-1g infection and presents in
labour or ls undergdng a surglcal proceilre, there ls a need to lollow tlrese and some enhanced nnasures using
personal protectlv8 Eqrlpmeft (PPE) to prevent acquirilE lnf8ction thr0u0t mspiratory fi0plets. The ppE should
treretore include masls suchasthe Ng5 respirator(ideallyfittedto slze) andface protectlonbyaface shleld orat
least goggles and other maasu res('l 2).

ln the event that appropriate gear lor PPE i s not available at a particul ar u nit, consi &r tanstening the patient b a
centre which is befterequipped. ll it is an emergency situation and here is limited PPE, it should be aliocatsd tothe
uorkers who are caring lor pr8gnant women who are conlirmed cases or those wlrc present wlth symptoms
suggestlve of acute respiratory illness or those who are close contacts of conlirmed cases.

The lollowing recommendations are available lrom the Handbook of C0VlDl g prevention and lreatmsnt rrom the
Zheiiang Unlverslty School of Medicine(13).

Personal Protactiue Equipment in relalion lo c0vlD-l g inleciion managlmant

ProtBction LevEl Protaslive Eouioment Scope ol ADD|ication
Level I protectiM Disp osable surgical cap

Disosable surgical mask

Wort uniform

DiSosable htE( gloves an /ordisposable
isolation ctothin0

{b PrE a(amination fiee,
genenl ouhatiortt

departmant

Level ll probctjon utsp0sau0 surgtcal cap

Medical probctive mask (NgS)

Wort uniform

Disp osable medical protectjve uniform

DisposablB lato( oloves
Goggles

a Fever ulpatist
dapaftment

{ Non-ruspimtoryspecimen

examination of

suspected/confirm ed

patienb

A lmaging aomination of
suspectD /confirmed
p atients

& Cleaning of surgical

instrumenh used witr
suspected/confirm d
patienb

Level lll protection Disposable surgrcal c4
Medical probchve mask (NgS)

Wfit uniform

Disp osable medical pmtective ufl iform
DiSosablB hta( gtoves

Full fme rrspiratory potedive devices or
powerDd air-purlfying rcspirdor

A lnfubation, r?suscitdion
of suspected/confimed
pdienb whero hera is a

risk of spray or spt6h of
respiratory socrdions d
budy fluids or blood

r Surgary, procedures,

delivery of

suspectsd/confim d
patienb

& Aubpsy of

suspected/confirm d
patienb

The procedure of wearing {donning) and removing (dofling) ol the PPE should be strictly tollowed as has been
lllustrated in the following two ligures.
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lo manage COVID-19 Palienls

(SEggg'l rucril tlGllrr-@lt'lD'h-ldrgror

Guidance on Donning Removing Personal Ptotective Equipmenl (PPE)
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worker shflld notfall lnto a lalse sense ol security when e

measurBE should be lollowe(

ln cass ol accidental occupational Bxposure, the lollowing prfiocol should be fdlowed ln addition to

pharmacopmtryluis(1 3).

O((urGnGt o, COVlo-I9 ra[atcd o(cup-ttonaI cxporurc

Ll
II

I

Elinical Prescnrlation ol C0VID l9 in Pregnancy

The m8an incubation period (lrom exposure tothe appeannce ol clinical leatures) is 5to 7 days' Most people who are

inlected will show leaturBs f .tttt LV ii OiVt oier.pdduretf Sl' A history ol tnvel ibroad or contact with someone who

has travelled abroad should be included in the historytaking. the maiorlty ol people (pregnant and geneal population)

present with rEspirabry sympt;; of covto-ts infection. Pregnantwomen don't appear to be more susceptible to

consequemes ot intec'tion of COVID-l9 tlran general population(16)'
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Most prBgnant r,romen will have mild to moftrate Ilu-like symptoms ol cough, sore hrcat, and lever. Few may hava
djlfi ultf ln breatlrlng or shortness ol breath. Ihese have been classitled as leatures ol severB acute resplratory lllness
(SAR[ by fn WHO. Prugnantwomen, especlally those with assoclated medical diseases (dlabetes, astrma e[c) may
present with pneummia and marlcd hypoxia. lmmunoconpromised ard elderly pregnantwomen may prasert witi
atypical leatures such as fatigue, malaise, body ache an(or gastrointestinal symptoms like nausea and diarrhea{17).

At the time ol every patent cmtact, lrrespective ol flre reason lor the clinlc al meeting wlth a pregnart woman,
healthcare workers sho:ld enquire about teatures of SARI, favel abroad anflor contact with a krown or possible
C0VID-19 lnlected person thmugh household contact, visltors 0r attendng everts wlBre such a person was presenl

Iestlnglor C0VID-19 in Pregnancy

lndimtions (Eiltaria)

Ihe criteria lor oftering a laboratory test are the sams lor pregnant women and the non-prugnant population. Cunenty
as parfte guldance given by fte lndian Councillor Medical Research (ICMR) pregnart women should be tested ln tlE
lollowing c irc umstances(1 8).

1. A pregnant woman who has acuta raspintory illness with one d the lolloring criteria:
& ahistoryoftravel abroadinthelastl4days{6March2020onwards). lnadditiontoDstingLtheseindividuals

{with orwithot t symptoms) andtheirhousehold contacts shuld horire quarantine lor14 diys.
& is a close contact ol a laboratoryproven positlv8 patientor

o she ls a healthcare worlcr hersell or
hospitalized with leatures ol severe acute respiratory illness.

2- A pregant woman who is prEsently asymptomatic should be testsd between 5 and 14 days of coming into direct
and high risk cortact ol an irdividJ al who has been tested positive lor he irrectim.

As perthe guldance lmm the Government ol lndia, direct and hlgh rlsk contactls deflned as those llvlng ln the same
hqJsehold, traveling togsther by any conveyance, working together in close proximity {same mom), r-lrealthcars
workers providirq direct care(1 9).

This testing strategy may evolve and recommendations may change. Some countries such as South Korea andthe
experiences in Shanghai were shaped by more widespreadiesting. tn tnis approach, the rationale is to idertify as
manyirfected indlviduals as possible and isolate 0rquarantine them belore they inlect ofiers.The counterpointto this
is that as conmunity spread occurs, over 50% of the poplation is lilely to carry fie virus and it could mean a large
ouflay on testing whlch may not necessarily change the general reconmendations ol social distancirg and hygiene
which are already beir6 propagatsd.

Test methods ad lacllitles
Ihe CDC recommends c ollection ol a nasopharyngeal swab specimen h test ,or C0VID -l g(20). An oroplnryngeal
swab can bs collectBd but is not essential; it collecEd, it should be placed ln he same contalngr as the
nasopharyrqeal specimen. Sputum should only be collectedlrom patients with productive cougl,q inoction ol sputum
is not inrtr cated. COVID -1 I is detecbd by reverse-tnnscrifiion polymerase chain reaction (KI iCR). ItE test should
be performed lmm a canter which is authorized by the governmert ol lndia and state goverffnents. There are 114
ICMR appmved public laboratories where ttu tsst can be done. The govsrrmeft has a]lowed testrE b be conductad
at privats laboratories from 22 March 2020. The &tailed guidelines on testing are available on ttre lCfrAR
website(21)(22). lt hi$rlights the prelerence lor home collection ol samples, mairtalnlng salety durlrE transport and
disposal, guidance on disclosing results and fees. The costofthetest has been cappedin prtvite taUi at Rs 4s0ry-.
Reports should generally be available ln 24 hours. Repeat test is indicaEd only ll cilnically wananted. More npld
molecular diagnostiE tssts which have bBBn manulactured in lnda approved by FDA and iCtUR wnicn can giva resu lts
in 2-3 hours may be availabla som.

At presant, the RI-PCR test iE recommended by the ICMR. However, false negative tests are hown to m cur t0 he
rate d 1 0'3096 even with two serial swabs tested by the RI-PCR technique. ln tln naar lutu rB, .tssting may bg
conducted by Nucleic Acid Anplilicatlon lest (NAAI) or by semloglcal testlng. MAT ls a gold stardird test lt ls

7
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expensive and involves the risk ol multiplication ol vial particles. Serologlcal testing is laster and cheaper. At a

population le\€;, serological testing may be more leasible to see the prevalence, Also, alter 3weeks ol inlection, the

RTfCR would be negative, but serology would give the diagnosis(13)'

0lher investigations

other laboratory lindings that have been seen with c0vlD-1s inlection are leucopenia, lymphocytopenia, mild

thrombocytopenia, mild elevation of liver enzymes and oher acute inlection marlcrs. Co-inlection with other

common respiratory pathogens and the common cold virus are often seen with CoVID-19.

CT scan and other rmaging modalities usually show patterns consistentwith atypical pneumonia' ln cases where an

i-Ray is taken or a Cf ican is needed lor a pregnafi woman, there should be provision of an abdominal shield h
jrtrrt tnr letus lrom ndiation exposure. An inlormed consent lorthe imaging should be taken lrom the pregnant

woman and her rclatives.

Notilicalion ol D0Vl0-1 I cascs

Guidelines lor notifying C0VID-19 aflected persons by Private lnstitutions have been given by thB Governmentol

lndia(23). ln the wikJ of the prevailing CoVID-19 situati0n, it is ol utmost importance that each and evsry case

isu sliecisT conlirmed) ol C0ViD -1 9 is is olated and prov ided ap prop rlate [Batment an d their conhc ts arB traced at the

earliest to breakthe chain ol fiansmission'

Itis important tlrat support and cooperatlon ol privam sector is edisEd, inthis regard. Therelore, it shall be

,.nO.t'oryforull hospiials {Goryernmentand Private), Medical ollicers in Government health institutions and

regstered private Medical Practitioners including AYLJSH Practitioners, to notily such person(s) with C0VID-19 to

conc erned district su rvei llanc e urul

All practi[ oners sh all also lorms (enclose d) lor those who, wrthin their knowledge, are

having travel history ol C ln case he person has any such historyin the last14 days and is

symphmatic as per case he person must be isolated in the hospital and will be tested lor

CbViO-f g as pei promcol cases should be given b the State helpline number (list enclosed)

and also to national helpline 1075. Email may also be sent at nc0v2019@gov.in.

0uaranline lor pragnant women in the times ol C0Vl0-19 pandemic

The term Quaranlina is used to separate and restrictthe movement ol uell pemons who are lmown t0 be exposed

(directly or indirectly) or suspected to be exposBd to

may have been sxposed i0 a disease and remain asy

designated by ttE state which includes hotels, hostel

etlective measurE against the spread ol inlection{24)

restrlction d movenEnts of lll persons who have a conta

Ittypically occurs in a hospital setting or a special tacility'

positive test Ior C0VID 1 I are bei ng i solated.

The criteria lor quarantine are the same tor pregnant women and the general population. Ihese criteria, fuation and

measurgs may ba changed with he passage oitime as per a&ice ol the Government 0l lndia(zs)' A contact in the

context ol C0VID-19 is:

a A person livirp in the same hou sehold as a COVID-1 9 case

I A psrson luving had direct ptrysical contac t with a C0VID-1 9 case or his/tmr inlectiou s secr8i ons without

racommended personal protective equipment (PPQ or with a possible breach ol PPE

3 A person who was in a closed erwironment or had lace to lacs contact with a COVID-19 cas8 at a rtrstance of

wltin 1 meter lncludng air tavel.
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Instmdions lor conff,,cts, &"lng huna qarantind

The home quarafflned pemon shorld:
, Stay ln a well+entilatsd slngrle-room preferably with an attache4/separate tollBt
o lf amtmr lamily memhr needs to stay in tlrc same mom, lts advisaile to maintaln a dstance of at least 1 meter

bstwssn he two.
& Needs to stay away lrom elderty peode, pregnant women, children and persons with co-morbidities within the

hqisahold
t Restrict his/her movsment within the hotse.
* Under n0 circumshnces att8nd any sociafreligious gath8ring e.g. wedding, condolences, Btc.

Geneal healft measums to be ldlowed in qua.rantiru include hand washlng, ar,oidlrp strarlngfomites, wearllg a

surgical mask and changing it every 6to I hours wih correctdisposal in 1% lrypochlorite solution ll symptons
appaar furirg quanntina, tho prEgnant woman should contact a healtr lacility by telephone and lollow fia given

advice.

Fandlymembers of thepregnantuomanquarantirred athome shouldkeep adstancefrom heratall tlmes andavoid
direct contact with her and her fomitss. Disposable gloves should be used ln case soilad lirnn lns to ba handled.

Visitors should not be allowed. Clottres should be washed separately.

The duratlon ol home quanntlne ls 14 days lrom the time ol exposure to a confirmed case or earller lf a test ls
perlormed on a suspect case and it is n8gative.

Effecls d C0VID-l9 lnlaction on mothcr and lEtus

Pregnant wulen do not appearto be more lilely to be severely unwell than otlEr healthy adults il they are inlected
with C0VID-19 as per currently available data lt is $eected ttratttm large malorrty ol pregnailwomenwlll experience
only mild 0r moderatg col0llu like symsoms.{9) With otherviral inlections such as the flu, maternal disease may be

moru sevelE. Horever, flrls has mt been documenbd with CoVID-19 infections at pr8sert. As seen with tlE gsrcral
populatlon, the rlsk lactors lor mom severe dlsease may be lou nd ln pregnant women too. ll the prggnant woman has
co-morbid condtions such as diabetes, hypertension, obasity, rtspintory disease orls ol advanceilage, she ls more
likely to hava a severc form ol respiratory dsease. The caregver should be watchlul lorworsenlng of iynptoms and
the clinical 6icture in these women

Preliminary research suggests that the inlectim is not tansmitted trom the mother t0 child by placental tansler or
tluough secretions in the qBnital ttrct. ln huo rBports {1 SX20) including a tdal oI 18 pregnant women with suspected
or conlirmed 00VlD-19 gteumonia, all ol the newborns, who were delivered via cesarsan sectim. bsted nsgative ltr
fu corona virus, ard therB wBrB no traces ol the virus in the rnother's amniotic fluid, cord blmd or keast milk

{26)127).

With tE linitsd number ol deliveries to C0VID-19 inlected women, at present, there is m evi&nce d any letal eflech
ol the infecIon ln terms ol fetal abnormalities 0r otlrcr letal parameten of growtr, amnlotic llu ld or doppler lndlces.
There ls no ratonale lorrecornmending amnlocentesls to detect letal intection atthis tlme. An ultrasourd 14 days
alterthe infection can be considered lorfie trEgnant wtrnan who has recolsred from infection At presert, theie is
no evideme ol I'igher risk oI abortion wlth COVID -1 I inlection. At present, tlrere ls m eviftnce of lrigher rls k of
prBterm labou r with COVID -1 I inlection. Howeve6 as with systemic disease which can c ompromise malsrnal hsalth,
tlrere ls a posslbility that preterm labour may occur in these situatiom.

Anangtments in exisling healthcare lacilitles l0 managa E0Ul0.1S aposed and lnlacted pregnant wom3n
ln an iftd world, tre managemert ol C0VID-19 erposed or infacted pregnant women would be carriad out in a
dedicated unit where othar women are not being cared for and therelore the risk ol transmisslon ls minimlzed. ln thls
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ldeal set-up, ttrere slmuld bs three demarcated zones - clean, potentially contamlnated and cortamlnated wlth

exclusive pirragew.ys to minimize exposure ol irdivituals to each oheronce they have been allotted intothese

zonss. Each ol these zorres would then have its own lacili$ to deal with outpatisnt, inpatiert care and intensive care

,rnrg*rr,L ltmay be benelicial f or ttm ertire cortaminated zone (war6, labour moms, operation tluatres and ICU)

to havB arregative prsssure systemto limitthe spread oli fection. l/Vhereverpossible, ltmaybe bsmficial lorthe

entm cortairinated zone 1wait, labour roorm, operation theatres and ICU) to have a negativa pcssulE system t0

limit fn8 spread ol irfection

Howevef lt may not be leasible b creatB such lacilities everywhere. Therefore, the same prlnciples should be applied

tohe existlngiacllities as lar as posslble. The purpose is to minimize the chance ol Gontact between lrfected ard

nsr-inlected prE gnant women

Every pregnant woman should be triaged at entry and then allotted lrto one ol the zones depending on the

presantation.

I nlec{ed Potentially inlecled Clean

Tested and shown to be

positive f or CoVID-l9

. ffiptoms of SABI

. Contacl with inlected

individual

. Travel abroad in the

last 14 days

. Hcalthcare worker

caring lor C0VID-19

inlected individuals

. Tes result is awaited

No rymptorns ol SABI

No coniacl wilh

inlected individual

No travel history

The inlBcted and potBntially inlected pregnant women should be kept in separate isolation areas. Each isolation area

includes isolationwards, 
jnd an isolation ICU area. ll possible, each patient should be keptin a sepaate room wih an

attached bathroom.

Access to isolation areas should be strictly limiEd. Family visits and nursing shall be declined. Patients should be

,Iil;d 6 have their electronic communiiation devices t-o lacilitate inEractions with tre lamily and lriends.

Temindion of pragnancy (MTP), saxual and raproducliv

Aborilon and reproductive healthcarB may ba allected by d

p.uiOtrc and disruptions ol the supply c'hain ol mamriJ a I

to ensure that woman who seek abortion and lamily plann

that early abortions are safer lor women and the MIP Act p

,ifri tln provision ol abortion time-sensitive. lt is also well established that women who seek an abortion tend to get

it one way or anottwr. A lack ol these services may mean that womsn seek an abortion lrom unsale providers and put

ttnmselves in harm,s way. The services shouldtherelore continue to be provided by public and private providers.

Asscssmant ol Pregnant woman (nol in labour) wilh C0Vl0-1 I inlection

iiipirgnr,rt *omai is confirmeo Ly tests to have cOv ystemic shtus'

t. ' 
tt isymptomatic, the woman stiould be quarantine easures to be

talsn are discussed in the previous section. ll the on hospital

admission lor quarantine may change. She should sel

Z. ltsynptomatic,a&cisionneedstobemadeastotiErequirementolhospitalizationorlurtherintensivacare.
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Hospilalizalion lnlensive Care (to be managed by critical Dare

speciallstl { 1 3}

As 0l date (25 Mar 2020\, at confrrmed cases

are being hospitalized in lndia lor isolation and

observation to watch lor progess ol symptoms

Pregnant women who meet any of the lollowing

criteria:

. respiratory rate > 30 breaths/min;

. oxygen saturation < 93% at a rest

. arterial partial pressure ol oh/gen

{Paoz)/o)o/gen concertration {Fi02) < 300

mm Hg

. Patients with > 507o lesions progression

within 24 t0 4B hours in lung imaging

. Quick Sequential Organ Failure Assessmert

Score {qSOFA) score can be a uselul

adlunctto decision making lor ICU

manaoement.

h the luture, if there is a need to restrict

I'osptalization due to limited bed ayailability,

Fegnant women should be hospitalized if they
tuye clinical or imaging leatures ol pneumonia

or systemic disease

A quickbedside assessmenttool is also usable lorsepsis (typicallylorbacterial infections) scruening intriage
called the quick S0FA (qS0FA) score. lt includes 1 pointlor each ol S criteria.

qS0FA SCOBE Score > 2 is

suggestive of

sepsis and

needs inlensive

care

Number Criteria Point

1 Respiralory rate > 22 brealhs/min 1

2. Mental slalus Altered 1

J. _Syqlqlic Bl ood pressu re < 100 mm Ho 1

Medical management and drugs used in lhe treatment d c0vlD-lg lnlealion in pregnancy
Supportive therapy f or COVID-19 inlections should include rBSt, oxygen suppemeniaiir, fluid managemert
and nufitional care as needed.

The trBatment of C0V|Dl I viral inlection has been attempted by two approaches. The lirst approach is the use ol a
combination of Hydrorychlororyine andAzithmmycin. These drugs are ieadity available and cost-effective in lndia.
The otherappoach has been to use antiviral drugs, some ol which are not yet available in lndia.

ome a day)

one sEdy(28).

ncy was an

eding without
re$mens lor hydroxychloroquine are to give 400 mg twice

r days. Chloroquine can also be used as an alErnative.

thsrs is a crinicar suspicim of superadded bacterial i.rroiJ[!j:t'end 
that azithromycin should be added only where
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AntMrelthxepy
Lopimvir-rltonavlrwas thelimt antlvlnl combination used in an anemptt0 trBat C0VID-19 lnlectior This may be

comldergdasapossiblelineoltreatmentlorfiosewhohavechronicdisease,immunocompromlssoruncontr0llBd..

diabetes. Howeve6 there was no dillerBnce in time to clinical improvement or mortality at 28 days in a randomized trial

ol 199 patlerts wih severe C0VID-19 given lopinavir-ribnavlr {400/100 mg) twice daily tor 14 days ln additionto

standard cars versus hose who received standard d caru alone(S0).

ottEr agents such as Rsmdeslvlr are belng evaluaEd in a nndomized trlal(29)'

ln lndia, some tpalth autlmritles have prescribed a re$men of Ossltamavir 75 mg twice a day lor five days ln

corlunctim w1h hydmxyclloroquine(31). Ihe mcommendation is based onthe experience olthe H1N1 (swinefu)

,xperienrr. At peiert, daa onthis rdgimen is limited. The regimen is simple, cost eflecli\,e andthe drug is available

easily.

Vacclnc

At present, a rumber ol organizations in tre prblic and private sector are worl{ng towards the development ol a

vaccins. Some safetyfialihavs been initlated. Howeve[ itis estimatedthatavaccinowuuld ba availableto use only

albr 6-'12 mmths(32).

Othcr Drugs

A number-ol other fiugs thatarE usd in he management ol pregnartwomenwith CoVID-1S inlection are discussed

below.

/VSAIDs: These aru tln drugs used most oltan in he care ol C0VID-19 infected pregnant women for symptmatic reliel

of lever and myal$a. hracltamol ls tlre prelened drug. ll possible, lbupmfen and otmr NSADs may be avoided

because tlrcrs aro cmcerns about potentlating ACE raceptors.

Antemlal sterokts (letat malurily): Ster0lds arE recommended lor enhancing letal lung maturity in situations rt lrerB 
.

preterm delpery is iit<ety Oenr,,een 24to 34 weeks ol gestation. There is no documented eviderre ol the use ol stsroids

in C0V1Dl g infecflon However, glucocorticoids have been assmiated with an increased riskfor mortality in patienh

*itt, tnttrr*. and delayed viat cieannce ln patients. Therelore, tre use ol steroids needs to be lndiviilalized based on

tlu womanb condtion and should be dscusssd witr lrcr and her family'

urmundngthouseolACE{AnglotensinConvertingEnzyme)inhibitorsand

tha generil population, especially the Blderly with hypBrtsnsion. ln pmgnancy'

lr lmown deleterious effects on the letus. rhe point ol using ttnm in pregnarf

womer\ therelore, does not arlse.

/l/iifiidlx: lf tharB is a suspicion ol secordary bacterial infection, appropriats antitiotics #tich am comi&red sala in

pregnancy should h added'

Wgoft lllhsnis difliculty in breathing, otygen supplemenhtion by nasal prongs or mask may be added' HiOh llot't 
,

naiir oxygOn at 4 ro 6 t[# ;si;iludirroilitr ne immeolately administere(.Non irruasFe ventllaion can also be used

[trfs p6ift fiere snoutO Oia rewaluatlon of the patlerth stitus and consideation strould be gtvento he nead for

irtsnsive caIB.
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It ls estimated hat about 15% ol COVID-lg lnlected lndlviduals wlll need care in hospital and 5!6 will need irtenslve
c_are. (1) The fltcoma ol such lndviduals is largely deErmined by ttre un&rlying cemortidities and the avallabiltty of
l0u laclllties. lntlu public sector, lndia has a hospital bed availability of abart 5 per 

.l000 
population and lrrensi\E

care bed availability of 1.3 par 100000 population. TIp nLmber ol wntilatom are about half ol wtrat ls estimated to h
needed if there is a full{lown efldemic in tre country(33). Western counties are also lacing sinilar shrtages or
space, beds, persmnel andinfrastrucilre.This has resulted inatriagewture care is belng accor&d mrytoinfected
indlvltuals wlth a good prognosls ol survival.

ll awonan ls idertified to need intensive care, it should be done in conjunctlonwithateam of ICU Bxpsrts. Caring for
critically ill pregnart women patients with C0VID -19 is based on management oI viral pneurmnia with ruspiratdy
lailutt with addtional Fecautions to rBducs risk ol transmission. The pinciple evidence'based guidelines toilno6
lnc Iude:

w Conservative lntravenous lluid stratsgies
* Enpirical early affibiotic for possible bachrial pneumonia

& Early invasive ventilation may be needed
s Lung protective vanlilation stmtegies

' 
Periodic prorn positimirq &rirg mechanical ventilation fhare is litle aviderre on prme positioring ln

, pregnart wmen. Pregnanl romen may benelit from being placed ln lhe lateral lecutirs postiin.& Etncuporeal memhane oxygenation where needad

Labour Trlaga lor uomen uith C0Vl0-1 g lilaclion

A protocol should be in place in every maternity unit to receive pregnant u,omen in labour or suspected labour with
confirmed 0r suspBcted C0VID-19 infectjon The outline o'l the arn-ngements for halthcare lacilides has been
mentioned in an earlier section. The same principles should be follovied. The lJlilirE ;pects should be borne in
mind in planning forthis triage process (9).
o Thewoman should call in advance to alerthe matemity unit aboutherarrival wlrerreverthis is possiue. This

will give sorne time orkers b prep
* fhe woman should rt or an ambul maternity untL3 Stp shuld be met onned ppE at
t Rscsptlon and trlag as to be used ery This should be a

_ I90m 
with negative pressurs. But it is not available everffierB.* Keepthe room lreB from atry unnecessary items {decorations, extra chairs, etc) which could act as inlected

fomitss latBr.g There shqJld be a restrictlon on the rumber oI attendants allowed with the woman. There should be a
restrlction on the entry and eit ol non-essential staff into the room. ttre conpanion ol the woman shot ld bs
treated as irlected and all precautions should be talcn.

be some wtro would be

, an elaborate advisory

titJ[onal

Managamenl ol Labor and 0elivery in women with C0Vl0_1S idection

ln all circumstanc8s, maternlty cam provlders should coffinue to provide cliBfi-c8ntrEd, respaclul sl{llBd carB and
support. Birth attendants should be limitsd to one named conhct. Them should be .oqruu cotnselllng ol tha motlpr
about the irfection.
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separate delivery rmm ard openlm hsatrBs arB reqired formana$mert oI suspected or conllrmed covlD-1s

mothem. Both slpuld tuve neonahl msuscitation corners located at least 2 m away lrom ttn delivery tabla.

nri*nrr mquired include space, aquipmert, supplias and rs lor delivery cassarean

sscton anO neon.tal ntutrttttlon. fneibndarOs and laclllt ortrd ln these areas should be

same as that lor otlmr ail lts wlth suspacted or conlirmed C

following tra plrrlfles ln earller sectims on rc
COVO-fi inlected Yromen this sectifri is resfic s

nlection

in caring t

presenti

ll a woman pressnts in peterm ated in lollowlng the general prlnclples ol avolding such

an intsrvertion nith systemic di individualizad dapendng on the degree ol clinical

ieverity of th6 inlec1oL ll tlpre eta-mirptic agents s hould be avoided'

Tinirg ol delivery should not be alterBd on the basis ol

indicaiion to inrluce labour or deltuerthe woman' At pre

available irfrastructurg and tln couple's wishes'

ln labour, rnoritorirp stnuld include ttn perlodic evaluation ol the rBspiBbry status with.a watch tor sympEms ol

ditticutry 0r stnrhess d b";ii:;;pl"6ry ate, putse rate ard uygen satura.tiol on pulseoxlmstry' ll here ls a

deterioration of tlEss t8atur8s, interElve cars msasur8s would be required irrluding ventilalion'

i rNolvemsnt bY the inlection

At prBsent, prBgnant womsn have almost universally been delivered by caesare.an 
-sectim 

when they presert in labour

wlth C0VID-1g lnlecfion There ls no proven sclBntillc rationaie ioi ttis' ltcolld rellect local prelerence and gacflces

(36).

Ihe matemal proflles and rnonata descrlbed ln a study ol

orri*iro 
"iu, 

covlD-19 ir{ec[on cribes the prsssrtation

ol the 33 neonates were lound to had mild leatures of th m

tis su:0ls Pmsented below.

70

14

597



) 1Vl\V

OESI! ilEGr@
Neonateswllh SARS-coV-a No. (%l

No {n - 30} Yes {n - 3)

Preterm 3 (10) 1 (33)

Small for Gestational Age 2 (7) 1 (33)

Asphy'xia 1(3) 1 (33)

Malemal Features

Fever on admission 7 (23) 1 (33)

Poslpartum fever 4 (13) 1(33)

Cough e (30) 1 (33)

ICU adrnission 0 0

Pneumonta on UT scan 30(1 00) 3 (100)

Nasopharyngeal swab 30(1 00) 3 (100)

Delivered by caesarean 23 (77) 3 (100)

Premalure rupture of

membranes

2 (7) 1 (33)

Labour Analgesia and Anesthesia in pregnanil woman rr,rirh c0vlB-lg infgction

iples in earlier use and principles of isolalion 0I CoVID-]g inlected
n is restichd sthesia in labour and delivery. A team ol aneshetlsts
with a ssnior lead. There ls irterim guidanie on ttre sublect ot
and aneshesi ). 

-

Ihem is.no evidcnce that epdural or spinal analgesia or anaesthesia is containdicated in fie presence of
coronaviruses. Therelore, a cOVlD-l9 inlected woman who ls lit enougn to tanour cin ne oflered epidural analgesia.
lI she requires a cesarean be continued-and u grr*rrt .*rtnesia can be avoided.
lf a woman who has mt h a cesarean birth,il'E choice ol anesthasia is governed
by the general h8alth statu , spinal anesthesla by standard techniques is suitable.
Howeve[ in the situation wlure ttpre is respiratory compromise, general anesthesia and subsequertvertilation will
be needed.

with 100% 02 and perform rapid

a videolaryngoscops to imprc,g
is a pmcedure ttut irduces

tr.i$'J",Iff T,'.*,,J'XJf,:[fl xil8iilTf,lJ,,,""

Tesling lor lhe Newborn

Ihe care olthe newborn should be inthe hands of a neonatolo$st orpediatrician Some areas of concern regardirq
testing of the newborn are rnentloned below to help with couns-eling ttre motrer ano irotrylsl.
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ionwithin l4 daYs ol

delivery or r-p to 28 days alter birth

. Slmptomatic neonates exposed to close contacts \ryith C0VID-1S

inlection

@llected as soon as Possible

ll asymplomatic and roomed-in, test only il and when mother's test comes

positive. ll mother rs C0VID-19 positive and baby's initial sample is negative'

another sample should be repeated alter 48 hours.

@ nasopharyngealswab(N

Collection ol oropharyngeal swabs (0P) is a lswer pnority and il collected

should be combined in the same tube as the NP

Mechanicalty venlilated -Tracheal aspirate sample should be collected and

tested as a lower respimtory tract specimen

Il per nasqhar Yngeal swab

. Use only synthettc liber swabs with plastic shafts' Do not use calcium

al$nate swabs c swabs with wooden shalts, as they may contain

substances that inactirate some viruses and inhibit PCR testing'

. lnsert a swab into nostril parallel to the palate. Strab should reach

depth equal to distance lrom nostrils to outer opening ol the ear'

Leave swab in place lor several seconds to absorb secretions' Slowly

remove swab wltle rotating it'

.Placeswabsimmediatelyintostenletubescontaining2-3mlolviral

[ansport media.

}ropharyngeal sunb (e.g., throat swab): Suab the posterior pharyrx'

avoiding the ton9le.

Nasoplnryngeat washla$iale w nasal aspirate

Colled 2-3 mL irto a stenle, leak-proof, screw-cap sputum collection cup

or sterile dry c'ontainer.

0ther samf,es: Currently not advised: stool, urine and blood specimens'

sirne the isolation is less reliable than from respiratory specimens' Do not

lake these specimens for testing ftased on current advisory

OEp!{I!-- llea@

&eastlecding and llc C0Vl0-19 inlected molhet

Someviral lnlections such as cytomegalovirus and HIV ar

lcrourledge stads, ttEr8 ls no evldence that C0VID-19 ls

krovr ufrether mdhers with C0V|Dl g can transmit ths vi

as rregatlve lor C0VID-19; hotu

caution(27). The main risk lor i

o share inlect\ie airborne droplets'

source ol nufition and immunity lor the infant, I,JNFPA enco.rrages it(40). ln tre liOtt ol he

,, tniitir [*rfits ol breasfleeding outweigh arry potential risls 0l transmission of the

Th. ;H;nd b;rpfis of breastleeoing, incluoinb ttre risk ol holdng tha baby in clme

hould be discussed with her'
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Ilris guidarce may changn as time goes on and mom studies and knowledge evolves.

For womsn wishing to breastlaed, ths lollovring precartions should be talsn to limit spruad to the baby. Pregnantwoman shouldwash herhands belore and aftertouching herbaby,
' Mother should practice respiabry hy$ene by wearirq a mask and no,t sneelng ln tront ol a baby durirq

braast faeding
. All surfaces should be kept clean and disinlect she has touched
' lt a motrer is conlirmed with C0VID-19 lnlection orwho ls a symptomatic and u4shss expressing brsast milk

with a manual or dectric breast pump, the mother should wash lrer hands beloru touching any prp and
botde and should follow recommandations lor proper pump claaning after each use.. Conslder asking someone who is well b leed expressed milkto the baby

where mothBrs arB expressing breast milk in hospital, a dedicated brEast pump should be used. Forwomen bottle
leeding with lormula u expressad milk, sfict adherence to sterillsation guldellnes is recommended(39).
ll she is too unwell to breastfeed her baby due t0 c0vlD-l9 orits compiicatiom, she can ba suppoiteito safety
provida bmast milk to her baby in a way possible, and acceptable to her.

Cleaning, mainlenanca ollacilities and medbal lquipment

lhe isolation areas, procedure and surgical areas and medical equipment sl'puld all be tnnded as potartial sources ol
inlection il a COVID-'19 pregnant woman has been cared lor in thosa areas(13). tlthile this is being carried ott, ttw
worlor shouldwearPPE.

For surface cleaning and dsinlectjon, agents hat are usel
should contain 70% isopropyl alcohd. Chlorine based solu
strEngth) or % sodium hypoch
Ior dlsinlectj iological wasts is
ttnrelore a 1 ileach to liquid bi

should be at

' floom, sholld be wiped 2-3 times a day or lf there is visible contaminatlon.' Air can , plasma alr sterilizers or ultraviolet lamps.' Alter a uids, blood, and lecal matter should bsireated with the above solutions
beforB

' ll there is a large lluid sp.ill, sodium hypochlorite powder should be spread over the splll and lelt in contact for
30 minutes belore swabbing or cleaning it.

' Reusable medical equipment, linen, fabric and clothes should also be trBated with sortium hypochlorite belore
they are processed lurther.

Poslnalal Care and Advise to the mother in ected with C0Vl0-1 9

Postnatal care of the motherlnlectedwith c0vlD-19 should include coftinued medcal evaluationl0r respirahry
stafus and symptoms and stardard shatal care. she should be encounged to mairtain thegood pnctlces of hygiene relatedto hygiene. Advice should include managementof
angorged bruasts when feeding has measu rEs to erhance breasileeding alier the isolation
period is completed. Slre should consume a healthy, nutritious dist to racovsr lrom the infection and build lmmunity.

Tln dlscharge card lrom the materr$tyuritshould have advlce aboutC0V|DJg lnlecton in addton tothe usual post-
delluery lnsnucflons. lt should emphasize social distanclng and need for evatuatton il symptoms oI acute resppalory
illness (SARI) arise alter delivery.
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'lhe npther who is rucorerirq lrom an acute illness and/or is isolated lrom ttp inlart may be at risk lor developing

andBty, pospartJm deprassion and othermenEl healthissues. She shouldbe oflered counselirE and psychologlcal

suppoif Sonn women may need a psychiatristb consultations. Thssa interventions can be salely provlded by

eleionsultatlsr by remd8 etactrmii medla. Furher into the puerperlum, the couple strculd lollow cmtraceptlve

practicas as pertreir informed chcice.

0id lor thc prlgmnl uoman ad D0Yl0-19 hlaction

Diet tus beenthe subiect ol runrrous controwrsies in tre wake oltlp C0VID-19 pandemic. lt ls essertial to

outset that then ls no particular di8t that ls recormen&d to tr8at 0r us8 as

I inlection in a pregant woman or in the gernral population. TherB is also no

liclen or eggs leads to a hisrer risk ol acqiring C0VID-19 inlection'

crtain p d

lowerlng

pre$art

irfeclim

vitamin ard micronufient supplementation Natual source

lncludecitruslruits, ginge[ grlic, broccoli,turmeric, oregano oil ard s$nactr Liverdetodlication is essential to

rBduco toxins furden on our Oody. Wt itt ,*t ol the abol,l lack robust eviderf,e, taking thsse measures will not do

,r,V n ., so ttrey should be judiimsty used in consultationwiththe tr€ating doct6r.

Training and managing th! hBsllhcsrca&l

ing that has been ftscribed in earlier sections; sonp

s ii especially to do witr UB correct use of PPE' Ihs

hat a stall member perlorms in the hospital' A baseline

m make them aware ol ths risk d intection and dispel

ery room, r operaton ttpatre, shll (including doctors - iunlor and sertor) must

on, to ,nr*, itat tney know lmw to ptt on and remove personal protective equlpmert.

4

their respiatory tracts and mucosa.

Keeping up the tmm splrlt is essertial

a worklorce salBu is . 
-ilg-h 

;ril,ity, .rfi,B faining in the poper use ol barrier precautions and lrygieng pnctices

o qJt of h8aithcam wofiers ls common so provift emdional supporL

on

a ormgd memba.G ol ttn Public

18
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Orss$t PlEGtlllCY n COVID-Itlrhc{an

* Spaclal provlslon of npals to boost morals; laundry servica lorusad scrubs

Provlslon d lrequent updates and emoJEgements

6 Health insurarre

& Care of workers who may have medlcal condUons should h given appropriate care themselves.

Eonsenl

ln addition to routine consefi taken at the time ol admission, trcatmert procedures, delirrery or surgery it wq.lld h
pru@nth lnclude aspects mlated to CoVID-19 lnlectionlorthe time olthe pandemic. Tlrc points that should be

included arefie probable chances ol COVID-l9lnlection while in hosfital and its cmsaqrences andhe pecaltions

b be ElGn to avold ths lnlectim.
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tlow chart ol management 0l p?egnanl women with suspecled ot conlirmed Covid 19 inlection with

resplratory symplolm

75

Persons under lnv8stigation or conllrnEd cases , lrom the obst8trlc perspective, lollow the samB managsmsnt

patlwayas outlined; Tlrere is a significart group of patients, who though infected, remain asymptomatic. There should

he laboratory, the screening unit, the obstetric unit and the entirE multidlsciplinary

at each unit with a senior obstetrician, anaesthetist, neonatologist, cridcal care wih inlectious diseases e)Qsrt to plan

the best resporEe. Examination and tests are perlormed lor assessment of severity and further plannirq d care'

Flow chart ol management o{ pregnant women with suspected

or conlirmed Covid 19 infection with respiratory symptoms

+_
1.Give her a mask to put on, and should not be removed

2.Reassure her that we will take care I

3. Health careteam to be in PPE, as recommendedl 
I

t No

ls admission needed? Does she have severa symptoms

(box 1) 0R Does she have clinical or social risla {box2).
ll YES, urgent assessment and planning ol individualised

care. lf N0, can advise home staY

IS UIUIU

or is she in active labour ?

r uEr ruy,

YES

s she stab e ?
t No I Unstable, severe triggers, clinically severB or

critical stag8S ol C0VID 19. Translerto critical caru unit

YES

Move hBrto designated area, that includes LDR, 0T, lCU, wards, transfer sh

pati ents I nro rm c 0 Vr D te am (o rrs Entri c ra n, 

ffiXiliiiLli,H,l:Yj.r, ", 
nn

Obstetric Early Warning System; SOFA score; Worsening condition

Sepsis pathway; multidis ciplinary te am and Collaborative care

Requires labour management Requ ires surgic al intervention
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Note - Thero is controversy about the timing.ol cord clamping. Ths ACoG reconrnsnds early (imm8daE) cordclamping, whereas tre RC0G recommends-derayerli mifiutd1 coro cramping. 
'-' - '-- i

77

Delivery suite designated lorthese cases with all
isolation facilitieswith well equiped to ntonitor and

care. This should not be a part of the running
labour and delivery complex.

Minlmise the number ol pemons in the room,
Healficare team to be in ppE.

Birth companion to be in ppE*

z.Hourly vitals, intake output charting
3.3. Fetal monibring as per protocol

4. Minimise interventions, il they can be avoided
5. Entonox use only il with a single use filter

6. Water birth is contraindicated

7. Cut shortthe second stage il she is

getting exhausted

8. Mode ol delivery : CS is reserved forthose with
obstetric indications.l CS to be considered il she

has severe disease**
9. Delayed cord clamping is recommended*** by

RCOGl

I 0.'Vertlc al tansmission has not yet been proven

Designated 0T
Minimise tlre number ol persons in the 0I room

Healthcare team to ba in ppE

Plan ahead and minimiza the movement 0f thr
team in and out of the 0T during ilre procedure

l. Anaesthesia: regional is prelerred

lf gen eal a naesthesi a is nee d Bd then, ensu rB

negative presures in the 0I through he procedure

and at effubation

2. Antibiotics prophylaxjs is recommended
3. CaEgory 1, crash cesarean sBcti0n rnay

have a delay as the team needs

time to put 0n PPE and prepare the entjre team,
which may need h be explained. 1

fost 0p care as per stardards
lsolation room principles, banier numing with

u niversal standard precautions

21
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SIMPLE PATHWAY

F\

Flovv chart ol managemsn[ 0l pregnant wpmen with suspgcted or confirmed Covid 19 inlection

with respiratory symPtoms

1.Give her a mask t0 put 0n, explain that it should be worn at all times

2.Reagsure herthatwe will talc care

S.Heatth care ieam b be ln PPE, as recommended] 
- -

i No i Does she have severe

symptoms (box 1)

OR

Does she have clinical

or social risks (box 2)

ll YES, urgent

assessment and

planning ol individualised

c arE

lf N0, can advise

home staY

YES

f- U^tt.t t.;vere tnqgers, Classilication ol C0VID

'l inlection severity (box 3). Tran sler to Critical c are u nitls she stable ?
It
t/

No t
YES

v
Move her t0 designated isolation arsa, that includes

LDR, 0I, lCU, wards lor these palents lnlorm COVID Eam

78
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Box 1

Conducl I llness Severily Assessment

1. Does she have dllliculty breathing orshortness ol breath?
2' Does she have ditliculty completing a sentence with0ut gaspingforairorneedlngt0 stop to catch

breatr lrequenily when walking across the room?
3. Does patient cough blood?

1. Pogr 
she have new pain or prussurE rn the chest otherthan parn wrth coughirp?

5. . ls she unable to keep llquiG down?

0. Does she show signs of dehydration such as diziness when shnding?
7. l_sshelessresponsivethannormal ordoesshebecomeconfusedwhentalkingtoher?

Bor 2

Assess Cllnicd and Soclal Risks

1' comorbidities {Hypertension, diabetes, asthma, HIV chronic heart disease, chronic liver disease,
chronic lung disease, chronic kidney drsease, brood dyscrasla, and peopre on immurusuppressive
medications)

Box 3

Clinical Classilication ol Covid 19 infecrion (Dhina)

Moderale: Feuer + respiratory symtoms +

severe: Respiralory TatB > 30/ min, Spo2< g370 at rest, pao2l Fioz < 300 mmHg, Thoseurirh 50golesions progression within 24 to 4g hours ol imaging

ptesence ol shock, other organ lailurc
Erilical: Hesoiratorv lailure ra

ZC
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l3.Annexure II - Protocol for Covid positive Diabetics
patients

COVID 19: Diabetes an

API{CP Recommendat

Shashank R Joshi, Mangfesh H Tiwaskar, Siddharth N Shah

BASTCS

MERS with Z[0 people affected u'ith a cas htality nE of 3796.Both these

corm viruses hs bsr virtually curquered *cccsfirlly. Hoveru tre hardest

epidemlc

cancer in

Ensgenic rc o( a MERS model lpwed expression oI Dpp{ rept6 ori
thepulmoury almolarrullq.lhis Erodel sho$Ed thatMERS csoruvhlsbinds

rcTorx and more *rnere disease. Erur mse vre all Lnow 5 io 15 % d the
n'orld poplaticr anorallv sufiers tom irfluerua or flu(millions contsa(t it)
and it causes in m qcess of 3fl)000 to 600m puhqLily deatE. The cufiEnt
Hugun Corofla viflrs SARS Co'2 is a zoordic disease whid casE via bats

gr_arp indude $tperEsior, Dab€res, H€artDis€ase, tung dise.rses and .rny
otrcr iocuru cocrpmised stat€. Ou cufl,€nt loois is diab€,tps and obesity.

DhBEIESAND COVID 19

Indl€rr€ ol drftdions is usrally higher in patirnts with Diabete coorpared
to 6o6e with@t it Dirbetics also hew uue complicatius, more sevete

also a deficirncy oI omplaogrt C{ in Diabetes, which is associated wit}r

tE brological ftrrtion o, altibodiei h CO\IID 19 therc is onnr actiration of
T+l[s COfllDlgpatien6had
hiSIH th€reIo{e di.lbetps ad
hroerflvcemic srrtes tspecia\, witr (a) Elderlv abor.e the age of fl) years 1t)

it. Therelon 2130 cal*,g/day intale with nutrrgrt d€{Lee foods ard 152 6
proto{f.g/a:y is rccmomded Fc ICU r mtilated m, erfy elrtral
Nubitim is recosur.rded s euly u 12 hss po6t rru$ilatim ard 2+36
ttors in th€ ICU. A fomula MNT or srteric lomrula wih pep[des mry be

reded.Di*uspecifcentralleds litedizbeticryecift foruurlasc nl c
hryatic ryecific die6 are also usefirl Blood pr€ssun Ewagemclc stuld be
contimred as pef uilal recuusdatiors. Cufi€rdy do nd stop ACEi s AR3,

tlmghtfsneeds wdrughs
tobeinitiandma d|nr6sc
aEEt.

Whm diabetis m ill, cootsr mgulatGy homlones hL€ cdticosErddt
cat€dolanLes are released to 6tht tre illness as a dassical phpiob6rcal
rcspqe. T}p*Iugrc carbe tigts"d by ary nwiber ofcqditian+ zudr
as inlections, cardiovasodr isclta€atc €rElE, tasfenEritit md delrydraiot
casing Illrcsses etc This car cae wide 0udatiffi in th blod glure
tnels and inoeesed tly@ric vriabilily ofEr leading to Iifu tmiEug
corplicatics Iike Diahic krtocidosis, lrctic acidosis ard Hypercsurolr
hvncrgl),mk states. Coumm cold or 0u hduding @YID-19 apart fmor

Sore iiuoat &inafv taci urfecdorq Broncirids or pneunroria garr.",E"!,
ud diantpa u uell as Skin a gutihl inftctians sudr as absees (eryecidly

iI tte* coflditong are Iolloried by a fam or high Mpetature) can carse

Iwo{fglyetrtia aprd ftoor cstico*eroid drrapy. Prtiarb s}roru be mede

aware of terget glucGe l,arels during an illss. Itley mu$ be €ducad Hotf,
to adict medicatius, more ftequent SlvIBG ard Letme testhg. Irry drorld
be told to *k igrEEdiih mgency uredical heh il a) If tlev an nd m
H'hat to do b) If they vmit repeatedly (rct ablp io hold dom my food c
drinl for crore than six hotu:s), as trey can qgidty beore very rtehvdrated

c) U then blood glucooe stap high (>250 urg /dl) for rtore th^rr 24 hours c d)

If tlwv dewlop st'nptom u'hidr culd be indicatiw oI do'eloping diebetic

ketoacidosrs.

C,oteral guidelts iD srilag diabaes during an illruss indudes fteqrant

blood glucoseteding (S},SG). FdowErg srqsneed tobe talc& €vEn iI gItrG€
lernls are under cqrtrol. T& diabetes medicatim as uslal Inrulin Eeitm€nl

rhould ncver be etopped Te*f bbod glucce ernry for hours, sd kery hrd
oI tprEelIE Drir* odra(calorieftee) fluid (except cardiaccrcrulcmdical
cmditions where fluids are rEstided), dd tryto €.t rsnofiial.Allor peiicnB
to weigh thmE€lses ev6,v dry. Looing rRt8hr wirih eating rmally car be a

srgn of high blood glucae. Also dred body t€mperafilft ev€fy momirrg and

e1'6ting ad iJ fear is pFsent miy b€ a rign of infoctisr" The csrtrol diabetes
in dildm dudng il.lr:rs *rould ms be ignored tllough drildren heve

better mtffi in COVID 19 due to tqrmic huml fecrors. Carml sid day

diabetps narlagfltent principhs fa drildur rvitr diabetes are olue frcqsrt
blood glrcose and ketorc @lood or urire) turitoffrg, Thp ailr f6 a blood

glucce levels should b€ betsm€n 70180 n&/dl ald blod ketqres belora 0.5

nmo[Lwhent]rc duld isill NEytR STOPINSIILIN,IItETe isferrer, imrlin
needs are usually higher. Mmitor and &aintain hydrdion wtr ade$are e]t
and water balancp. TrEiErmr of undfflying ilkress urd qurptoms (ferer) s
oftmneeded. I[ ina dild witr diabetes,feveravmritingpersiss and/orxpitht
lo6s contirrues orqgfbrg.".qmg dehydratior urd poturtial ciru:latuy

qru\..{
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rl^ri 5@iE lorutr !d lstes rt oron Edot. A 16{ rem olhd "5tr98

r.Eton" .s . nd; r?tdtf[c d du!.tB dd hl"at ison t.ril .dtst lY ilter

UE @tc{dlc possibly by 2 to { lold. Di:lEtic lilngs in minel models, oftm hat'e

tt€led .!€D6tEd Y!.ub PsuEbjliiy dd coIaIEd dt'?ol.I +tlELu[!

covtD 19 oYsctttEMra. HYPERGITEMn (SIRESSI

tl'hdr glry iho c.nErbute lo lryFglt("mii or rE wors€ritg.

lflrla Slood sluc@ t6,"l! thould tt cheded .t Ld .r!ry fow hoc Plmry

ol .alotretR-fluds shodd tE lat n lo .vdd dEhydr.Eql Id€l bl6d saga

I€trls shoutd b? betw€{t 11G1E0 n8/d1 md stlodd be mrt('trtEd TyIe r

diab€tiG m hrulh FEP4 { tlry ha!! avadab4lity .ttd x.Ers l! FrntP c2t€.

str@ld cartintte F6p (2ri or el* urder o.Pen .deia. shirt lo t 5.t lolus

Egisrsr rrdr de{uate lj1jllh dd 5Iv18G srPPlier

cLoBAt RECOXTMEI,{DAIO FoR CgVID 19 AlD oIABEIES

ore F''ol€sidlrt iElFdiltdy.

fu ctors Bl@d Sluco!. *prddb€ contmlHf or alPrtirrtsdoringlEsPitilizah(it

to lrdritor tE progrPss of illJEss ad aloid 4gravalion Dfing he fweel

folorr-up Friod aftd dirdate, blood glue h@Eodasri dtdlld be

mahtamd cmtinuordy ard Patiarts med lo avoid Seniq oqoGed to otEr

injedious digetses due to a 16 pr indn E ,PT{($E nE DF (hEftutional

Dqkes fedcfrtitd sa.es ol'lpr PeoPIe dd IeoPIe wilh Fe(rding [Edital

cciditiolrs ($dl as diebeles, head diseae dd astuli) aPFa( b be nde

$ihtfF ledlrF2di.H6

to prslgll p.rtJ and r.Ie1s ol 8lFsu. Dg.ddidior fron ldrftq efEkin&

af,,lol .s r4tl is digilil detGf.atim (zero s(rten ii.oe rd mob e Phone

rEediEtirdorlurlidrQTinErrdte*ing.IlEydlayhavrrrchfolFoPhylars

is ldtEalhcdls! er dd dca cq{xl6 $dl a Pdt ol trabElt rP#nellg

sorcnl Radmurrd huls rc mw being cordur:ted ol tuse uuls *iidl ruy

dE$!f ttrr h r ffEr drtuiiiE w.y,

MAI{AGEIB{I AI{D SICI( DAY REGIMET{

oaybe reded ts pu requinnert lloirlger, loddot{i siturtion or acce$

to dE [Edi(atimi is dr ilsle dE $ider dr!t, DSN-MM, uP tiraicn of

a!"iLbh

ndued

cf,ltitr4

to s.r&r. CovID 6lEqdized- It ts not *is. to inii.h a88rcs$ce $Pi8ht

I(EY IIIESSAGES

. Dieb.tes rs a cfiditi.n widl siglrfdtt ifltrtrlE dystlrt-tdt

. COVIlt9 has also shonr a (olPo(gt o, ioEurle dyfudiott

. DnbeE6 pd!^t wfl mvlDlg ory halE !€\E!e iofift dFn inion

badng b (@Pliotims

. Di.ah€6 is eEIg tp noq cqm(l (@rbidilie6 ob6.rEd in Co\4D19
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losingneasurei duingCOVlDl9 inftctior"Awridrelhictive dietliteteto diet

or inhrmithnt or polorged fa$ing. l.Io sdden drange in pttsm o[ dia c
adiYityisadvipd

Modgatim is UE

hypuahboliur

pffi
. DirDdes ha alsobcgr sciand witrsenrity dd&e
. Dabees (alugwitrlryperEsimadcuurdyhutdi*ase)needstoh

a$e$d anduanqged in @VlDl9patimb

85

3. Madddmi L BuzE6 Rcorid-lg and diabeh! uellitus: unniling

te interadion d two pademie Diabetes MetD R$ [er. m [{rt
31B31213321. dot 10,m2/don3321, lEpub akd dFint]

{ Guph ( Glro{ A, ry,CK l,frsra A Ointuel cmsideatins fn

2020 Nh, 10;1{3)211-212 doi

5. Eloomgarden ZI Diabetes ard C0!1D19f Diabeter 2020 ApU(a)fl7-

Y, fiiai Ad Ruzo ]1, Dirhtes md

aleadof pcntlRedew.
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14. Annexure III - Protocol for Hvnertension covid
positive patients

Guidance fol Health Care Providers on Management of Caldiovascu-

lar complications in patients suspected or confirmed with C0VID 19

virus infection

Thomas Alexander, Viji Samuel Thomson, Amit Malviya, Bishav Mohan, GS Wander,

Harikrishnan S, Sandeep Seth, Srinivas Reddy, S Arulrhaj, Siddharth Shah, Shashank Joshi,

Mangesh Tiwaskar, Milind Nadkar, Kamlesh Tewary

As cardiovascular health professionals, this guidance document has been brought out

to help fellow physicians manage patients during the C0VID-19 pandemic.

IITTRODUCflON

The outent corqrevinrs drsease (COMI!l9) a rapidly advmg pdd€mic, ts a

relatively miqe inlection unlile tn eerLer sertre antE rcsptrabry s)tdr@te
(SARS) c Middle E:st r€?iratory s,vrdr6e (lvtERS) epidemics deom$rating

a mudr g€ate( inkivity though a lomr casefahlity rate. Ik dinical

ornifuations ale ontifirously being evaluated md maiEtement strate$€s

npidly arotving irxludmE speciEc antifinl stedicetios This deunsu
suouaises tr orrnt uderstading of tr cardiornscular coorplicatios of

this inlection ard discusses tE cumfit patophysiological medraflisgls and

managmrent. Howvrer, it must be mrphxisxl tut a ftil undemandn6 of dr
di*as€ p,roc6s is yet incutplets ud as nore uformatiorl becomes availiblg

this doomrmt willbe updatdto re8ect npw knowkdge.

T-hB-_d9grg9t-E4.ueq_qF_qg_44qgt.o!_c.r_digg{-at_c9gp.li_c-a!q$.

Hm, daaiH protocds fc tln diagrcis, uiage, isolatiol ard
marogmt of @VID19 p.timts with cudionnrlr mplietirc md,/
q ordiqesslar paiiats wilh COVID-I9 should be ddeloFd togettu
with oltpr [Edical spd:Itis3 inrctRd in mgmt oI AEt patimts -
intHsiYisc, Fdmlo8i* €tc.

Scopr of th. hobleB Ttp dinielndril€t.tiG oI @VIE|-I9 e dmirted
by Eryirato,ry slmpturs foXeEd by B8trchEstinal slEptoG, hmE
a signiEmt p@rtag€ oI patients hm 5€@ cadiff.srlar omplietiw
lhrt ff impact tE ur of AE ilkE. In .dditid! m patiab with
urdatying @dim$ulr dire (CVDs) Cw m imased rutality. Ealy
@ EFrs &qtE Chire Cgrtss!mDi*eCmtrolirdiatelhatpati4ts
wift urdctling @bid mditirc hare a iread risk for cctlrtint
COVID19 nd lnre a we This ir i8ni66dy wcscd with
ineahg age. Depodh8 m ttE Eport, betm 25% rd 50% of COvIDlg
patiaEhe pcsistiry cemqbitl urditim Cs fatdityBtE haEvuied
signifady bam ffiIties ard br diffaEt age gmps. EstimEs hry
betm 02595 {d 395, PatiaE wilh emqbiditie haE hiSIE ffit Iity
ttm the awage pgtilatio.
. Cffi 5.6% . Diabete:7.3%

r Hypertruim 6.G% . Cardirymdu di*a*: 10.5%

. Chmic spiratcy dirc: 6J%

C:rdhc Mnilcstatioru of 6e Covid 19 Inlectim Mycudial inFry
mi:ted withde SA8$CoV-2 rurcd in5 of ttr 6rstal puiuttsdiagrc*d
wiar COvIDfgh Wulw! whidr minly mi.tesd E a ireu in hth-
sitivity cedi.r tlopmh I (tHTnI) lsels. The lewb oa bidEt6 o,
mycardial inlEy re signitrcurdy higtm in patisrls admited b the ICU.

Furtm, mm tlm 5O'/5 oI pati"nts who died dmrctrated abrmatly
elsad Tropoin leEla

Ihe mportant EEnag€ment slrategies hclude

r Guideliredirected andical ttmapy streuld be optimizetl nt CVD patimts.

Ihis indudes dre csrtinuation of ACE ad ARB

. Optisnse volu[E stahr $/ih less aggrcssive fluid rcsrscitation for

hypotusion

o Alrialfib,rillatimtobe rurragedandically or ilhenodynrmicallyunstable,

cardiouerted. For boh Af and WW, afiiodrrcm can be usd as per

existing gurdetires"

6. Srstemic Hypertusicru Following reporb thri slntemic hypertusiut uuy

be associated with incnased risk of mortality in hcpttalized COVIDI9

lnfded nrb,€cts, tnre has been cmcem exp,rcssed regadingtepotntial
adrerse eftus 

-of 
aflgoYrsT .*::$lt_err1,* nLD.ii*.(ACE:f)

or An6iot@in Rreptor BlocLeF (AABs), TtE m ais ftm tle
ohervatim tBt, like ihe ffi@viff ewing SARS. ttc cOvID-lg vitr
bjflds to a speci.6c wym caled ACE2 to 6661 etlc, and ACE2 lEvEls @
irced lotl,owing treatEmt with ACE-I ad ARBS. This hE ffiult€d in
m€ patisrB atlEir dct6iMpFopdat€ly stoppint tr* mediotic
prcibed lu hypctwim q lpat hihre.

TtE salety m oIACEI dARB treatsEt int€tatimto COVID19 dm
not tER a ffid sisltitrc baG s of ffi. On lhe cmtrery, mimel $udi6
sug8est that the uEdicatic mi8ht be FotKtre rg.ist siru l6t
cmpliatim in patimt n irh COVID-l9 infettim Based m artElt data drd
m viry oI lhe olEffhelmint evidae of mqtality redfftim in qrdirvanla
dire, ACE-I and ARB tEapy strflId be iftitiated Gminteined in p.tienb
irepdire of 5AR5{oV2. Withdnwal o( RA.{S inhibitim q a silidr io

dtmte drugs at this point ! mt Rmded
7. DrugThgapymdcovlDl* Intffictim odCadiorcorlrlmplietim

Antivlral Rlhavirin
Therapy

LopinavllRl tonrvlr

How it Inhibits Lopimeir is e

wmks rrpliatiq oJ prctee intu:bitG;

RN.AmdDNA R-itffiYirintribits
viffi ryP3Aretabolis

in@6ing lsds oI
lopmarir.

CVDrut Anticm5ulants Antipletelets
Class Antioagulmc
IntsactiG statis
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z'1\I

Alouf 90S oI ryatklrs with pneumrur dmursnad d€vat€d Ddio€r
cmaElrtatims irdicative of tpight€lud ard gradftst€d

indeasedmchlitf.

lrledadsurs of tEse etrc6 inArde ry*eoic gtcinf@matuy cytofirr
nryuestut
inducion d
pdiryo*to
cces d SAR9CoV-2 inhciim reportedbvtte NatixulHeolhCommissionol
China (NHQ, scu padanrs pesart witr cardiwasolar sWrptoms.

A@ is inmlved in heart Irmctisr and has b€cn identiEed as a fiurtional
mceptor fc coruu vinrsesr ttcludlnt S,ARS{oV ard SARSCoV-2. SARg

CoV-2 invdes elveola epihelial eUt recrltinC in r€ryintory qErprools
whidr are llDm seeerp in petiarE with coexi*ing adfurascrnrr'dirBues

GE[{ERA|. ll4{ltcryEt{r4{D SpEqtHC SUBSETS

Cul*lineanCp4 ocdrcatics given to cadiilascd.u diseae (CVD)

patianb during ewidespread outbreak is oitical and tlese irrlu& statins, beta
blo&ers. ACE inhibitor afld enti-phtelEt agmts

Ealy idurtiEcatim ad isdatior of cardiovrsolrr patienb wih CCMID19

lmptmu ftour otret patimt is artically inpctart. It is prudenr to advise

risk ad to arcurnge

dtd soclal dt*aiong.
on the cardiovasculu

syshtrr:

r hcreased riskotAorh corurarv synclrom

. Myoorditis r worsatng oI peviarsly *able LV dysfirnctiur leadurg to
lteart hilure

t Anhylhmirs related b ac1ft in8dttruto(L ACS c LVF

o Shod

1.

Diagnosis d Myocarditis anong COVID-19 patien$ is uude by

o Eelrated EoponLrl or T(Ilop Vfrop D

: 
N-te'rsrirul brarnnauiuaic pcptide (NIBNp) orBNp

. Malignant tadrFrfiythmias - r,entsiorlartadrvcadiaorEhrillatior urdAV
blods indicah €rd*iv€ mynardial imlv€armt ad indicate pogmis

r Enlarged left ventride witr Lcw leIt venEiorlar eiedion ftartiur (L!.Ef and

globa.l LV dysftmmion or Edrocaldiography.

Milagedt€nt of slyocarditis indudes standa:d heat failue medications,

v-€ntitatory Tpport ard ECI{O. Isolated use shidies witr pednisolone tras

drown bqr6t b,rlt b not recuul€rd€d

lhe kdiafl Guncil d l{edical Researdr (IOUR) has dvised
Hy&o<vdlomEur prophylais inhalh cac rmrkesiruolved intE dr o{

rspecEd orccmfmed CCffID 19inftctert pathrtsadcmtacb of curfirmed
oses. h[fiemure, HCQ is also cp o( tre ndicatids beurg evaknhd s
treaEunt intlEse patimts Sieitis likely hat tme ould be awrypatimE
on lhis mdicetim e deraihd trble d drug inftracticr and precaartixs is abo

induded.

Dmg llErctiommd Artlmtobccondrknd
atr'ed&

l. Antiblotia

Irlaoolidee QTP,rdongatr6dd AxridcupesaipOcr,rf
(.{zitluomycin afihytrsrras utmod €sslbd asse$
etcl basalQ.fbyEccdd

sedally uroritor

Qlnol-onee Qlpdogatiururd Amdco-pesoipticr,if
(Ciprofloxacin uuust ersmtial lsess
etcl basalQTbt,ECcild

CYAdverse l.rnlrpwn
EffecB

Altledcadi.c Dinctnyocdiel
cufiraimQlc micityvs
prolmgato&hith q@tdidr
&greAVUd, dmderlyrng
tusa&depoinns erdiooyopcfty

A]rccd cadir
csnductimAV

blo&hndlebffirdr
blod, tosad.de
poinB, r,enEhrld

taryddia/
fbrillatiqr

2 Anti-ardrythDric

chge
(Amiodaroue,

rlicopyramide

procainamide
quinidine
rsriodanne
60talol)

3 Anti.diabeti(
dmgr including
Insulin

il B€tablockert

{}letopmlol,
Carvedilol,
Bimprolol etcl

5 Digoxin

gfgdugatinad lwidcopresoptct,
dwaes vvqgh tErists md
bme6t dd seel egert
opinionilrreded.

HOQlosrcrsbhod Mayrrcdtosranitc
sugrleds bloilsrgalerrclsad

mayneed to r€duedce

-- 
dqia;.ni.a"q-

HCQincases Cabecqtiftre4hrtftis
&uglespls d BB lro{torulg may be ne€ded
iruerterins withits
meoboliiir at high:r
doces

HGQinoees CarbecrtrnreGhr
Dgoxin kds at high mmitorfurg my be needed
dm.

8. $marv:

87

. tldcrlv

. Calrct

. Hypertcnrlon

. Diabetes Mellitrrs

. Chronk resdatory diseasc

. CVD - C:rdiovrscdar

Disla!c
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udamorudi4ncir

Diagncb oi ACS shond not be based orly ur ela'ated togonh lerds sinre

tlese can be sgnfcandy ele Ed in tEs€ Pt€nE evtn witlurt ACS A

diqnosis shaild be basd on

. Ifisldy

. SerialTrcpcninlewls

r ECG

r Edrocudiogrur-to comlatPwitlse8rEltalrmll motion abnorruliry

. CmrbLrd CI Corurary Angiogrrn (ll feasble) at tE tirE of toutine CT

sontning dorn Ic patiattmangeurnt.

o Swdad traryy (ryt'i& statirs, bcta{lodets, ad

angrotmsimomtrtiry erulst inhibitos) sttould be ontimed or

optimisd in dl thee Patients.

. Prooagulartefftcb of s,stEmicin0rsEEticnstayincl€ise tE
oI sllll tumbosis and PoErt illi-Platdet tturpy rny be advisabh

Cur:nt rxomundatisr Ic ACS naugerurt wudd irdrde - For

carfrmed COMD 19 inft{tidts

r STElvlL o(

.*'

. NSTENllfllrsubh*tgftta.Ccts€nalirEgmagemnt

for petimts witr srspaed CotfiI>lg inlectiur presarthg wih AC$ ltl:

cunent rccmrundatiutis

. STEVI: throosolyss stpuld b€ ttr repetfusiur stsategy of droice, Iike

tut in patimts r,r'iir ccrfimred COVID 19 casa (Pnfenbh Taecteplase o
R€Eplase)

. NSlBllrtUrstableAngirucorsuntivemanage[ududrlt]Pcmfmetdy

tssttsdts am nrailable.

Patients witr COVID1g carturn signifcant thmmboc)'toFla lhis studd

be consid€rd wtur dedding tE iwasculaisa&n f.tqy [.iPPi et eL

DOL 10.1016f ,cta.2020.03"fr22)

covD19.

Prelimiltdl $udirs

udcadioaxrdar
higherHimrkvel ddP66DIycardiaciniur,v aretisk frtors tocorsi&Ic

cudiogeniccigin

. shock

. Arrhythmir

. Conduction block

. WE - venous

throrI$oemboli!m

SAFETY OF MEDICAL PERSONNEL ANO CATHETERISATION ND

ECHOCARDIOGRAM I.ABORATORY PROTOCOT

The cardionasodar cle uan (irluding physiciars, nrses ad Ednicitrts)

Eclrocardiograor Labcetorl[ SPecilic recomffitdatiors for Edocardiogms

:ouldind'de

. 
r.* ** Pnor to ilbaqumt use.

CCU/CATH I.ABORAIORY:

Specfc recommordatiqrs for Gtrlab mdude

. Eective Focedures to be PostPo,rpd esP€cially in patiarts witt

cou,*Uraru*. Howemr the decision mafurg lus to be individudised

corsiderhg tnrisli to th€teatngmdicelteurrrtms theri* ol delay tn

. 
dia,nosis o tea'tenL 

N95 nasts ild be

dofttg d Persorul

. PatientswithlnovmCOVlDlgornrryectedCOMlll9wtroannqdredto

courc to the caftEtuizati{m hboraky, stmtld wea ar appropriete srgical

mask-All mes$6s of UP cah€terizatiorllabdatorytem shmld nea PPE

r lntubatio$ nrctidl, and aciw CPR can resrlt in aeruo[satim d resPintory

r"*ti*r, f*1Try8t" T-T.q m'dicalpsouel llntmdold

88

. MYxrrditls

. ACS - kute Coronary

Syndrome

. Thromboembolltm

. orug Related
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&r my dinicel iihr.ti6+ Edrrudiogrrpry md rm brein ubiuctic
pq6dc (E}.IP) o help ditili th di.gmds ud hrlp diffcrorieh ARD6 6d
cuiiogai( rlEL

MeEEaf *t.Lgi.s

. Asffirchu.i.tus
r fluid rroihtim - Ebictive rlha ihu hbcnl ud dili* crFhl.fds

mr olloids

r fq edulB rith @VID-19 :d :hodl u Nwairuphrim u tln turt-lira
vlsctin egan!, folbrndby vuprcin o cpirupluir!-

. TiE te Auidrr8qrse!5to adnt h MAP ol @{5roHg

. Additifi oI DoDtnaip 5lEuld bc widcnd in tia prcffi oI LV
dydrmtiu ud e lrlAP ebow TlmlIG.

. Lr Eedqy $odt strrci& ud ECMO u7 bc widercd-

Not!: I! prtiats with Cry@ viru itrfum rhare is nuled lynphopoi. ud
p.tiatwf,o sctub(d to - ECMO
m nsuli in rdudim in Hm
lynphayte wts rlould pitienE
o ECMO th. Eqt lity ttpcied wu 83t. (tset R6pir M.d m20; htF//
doiorg/I0.101ff S221326ff {Z)F0U9J)

4- Thrcorboabolir di*u Thsr hew beo c.n lclbrts oI ebrprmrl
oguletio pqa.t E h horyihtzd ptiatr with me COVID-19
disou- Ia e muticakc rcho?<tiw olrort study fro Chinr, etevted
Dliro l,rds we stugh ,.rcci:fed with in-hospitd mortdity

Endothdid aysnnctio wit ffiitat vuuler ingrrlutio uy
otrtdbut b ihr lypeergdrble stete in ndr petiab- Er thc seeing oI
siEcrlly ill @VlD19 petiab who dqwEatc dinicd dcteriqatim u
ridawd
d6dd bc

FrhEti6

Cu leport oI COVID-l9 infrchd petirnb show imesed vmu
dob

liwr

E_$.t tlumboprcptrybxis nginm lor patiah horyitalizd wiEr
@MDl9 rd:fed illn s is rrot }aom aDd trere is m deta m tlu re of
NOACs.

Grnal uugaat sbriegir: outd includa

r Unfi:ctioahd oIMW h€puin

r PrtigrB wi& recent ehntlng Eey ben€6t froEl intsEiicitio.n oI the DAIT
(ilb,stituh dopidoglel witr PragreVTicrgrelor)

5. Heart Frilue It is inpo.hnt to clo*ly monitor petimts Ior herrt f:ilue_
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कोव्हहड-19 संबंधधत कततहय बजावताना 
कोव्हहडमुळे मृत्यू होणा-या कमतचा-यानंा धवमा 
कवच/सानुग्रह सहाय्य लागू करण्याबाबत. 

महाराष्ट्र शासन 
धवत्त धवभाग 

शासन धनणतय क्र. संकीणत 2020/प्र.क्र. 4/हयय-9 
मादाम कामा मागत, हुतात्मा राजगुरू चौक, 

मंत्रालय, मंुबइ-400032 
धदनाकं: 29 मे, 2020. 

 

संदभत : कें द्र शासनाच्या अरोग्य  व कुटंुब कल्याण मंत्रालयाच ेअदेश धद. 28.03.2020. 
 

शासन धनणतय- 
कोरोनाच्या सावतधत्रक साथीमध्ये सवके्षण, शोध, माग काढणे, प्रधतबधं, चाचणी, ईपचार 

व मदत कायत यांचेशी संबधंधत कततहय बजाधवत ऄसताना शासनाच्या धवधवध धवभागातील धवधवध 
प्रवगातील कमतचारी यांचा कोरोना धवषाणूशी जवळून संबधं येत अहे.  ऄशा कमतचा-यांची 
काळजी घेण्यासाठी शासन कधटबध्द ऄसून या ऄसुरधक्षत पधरव्थथतीत त्यांच्या मागे ठामपणे ईभ े
राहण्याचा शासनाचा धनधार अहे. 
 

2. कें द्र शासनाच्या अरोग्य व कुटंुब कल्याण मंत्रालयाने त्यांच्या धद. 28.3.2020 च्या 
अदेशानुसार यासंबधंी अरोग्य कमतचारी यांचसेाठी धवमा कवच योजना लागू केली अहे. 
 

3. तथाधप, अरोग्य सेवा संबधंधत कमतचा-यांहयधतधरक्त ऄन्य कमतचारी (धजल्हा प्रशासन, 
पोलीस, होमगाडत, अंगणवाडी कमतचारी, लेखा व कोषागारे, ऄन्न व नागरी परुवठा, पाणी 
परुवठा व थवच्छता, घरोघरी सवके्षणासाठी नेमलेले ऄन्य धवभागांच ेकमतचारी आत्यादी) मोठ्या 
प्रमाणात कोव्हहड संबधंधत कततहये पार पाडीत अहेत.  कोव्हहड-19 च्या सावतधत्रक साथीशी लढा 
देणासाठी सक्रीय राहून कततहय बजावणा-या ऄशा कमतचा-यांना पाठबळ देण्याच्या 
दृष्ट्टीकोनातून व ऄशा कमतचा-यांचा दुदैवाने मृत्यू झाल्यास त्यांच े कुटंुधबयांच्या पाठीशी ईभे 
राहण्यासाठी शासनाने खालील प्रमाणे धनणतय घेतले अहेत. 
 

ऄ) कोव्हहड धवषाणचू्या सावतधत्रक साथीच्या ऄनुषंगाने सवके्षण, शोध, माग काढणे, प्रधतबधं, 
चाचणी, ईपचार व मदत कायत या कायतवाहीशी संबधंधत कततहयावर कायतरत सवत कमतचा-यांना 
रू. 50 लक्ष रकमेच े सवकंष वयैव्क्तक ऄपघात धवमा कवच परुधवण्यात येइल.  या बाबतची 
कायतपध्दती धवमा कंपन्यांशी धवचार धवधनमय करून ऄंधतम करण्यात येत अहे. 
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ब) सदर धवमा पॅकेज ऄंधतम होउन कायाव्न्वत होइपयंत ऄंतधरम ईपाययोजना म्हणनू 
कोव्हहड धवषयक कततहयावरील (सवके्षण, शोध, माग काढणे, प्रधतबधं, चाचणी, ईपचार, मदत 
कायत आत्यादी) कमतचा-यांच्या मृत्यूच्या सवत प्रकरणी रू. 50 लक्ष रकमेच े सानुग्रह सहाय्य 
खालील ऄटींच्या ऄधीन प्रदान करण्यात येइल.  

 

(1) सदर कमतचारी त्याच्या आव्थपतळात दाखल होण्याच्या ऄथवा मृत्यूच्या 
धदनांकांपवूी 14 धदवसांच्या काळात कततहयावर हजर ऄसला पाधहजे.  ही बाब 
धजल्हाधधकारी ऄथवा ऄन्य कोणताही पदधनदेधशत धवभाग प्रमुख आत्यादी यांचकेडून 
सत्याधपत प्रमाधणत करण्यात येइल. 

 

(2) सदर मृत्यू कोव्हहड-19 शी संबधंधत ऄसल्याबाबतच े वदै्यकीय प्रमाणन, 
शासकीय/ पाधलका/महानगरपाधलका, अय.सी.एम.अर नोंदणीकृत खाजगी 
आव्थपतळ/प्रयोगशाळा यांचकेडून प्राप्त ऄहवालाच्या अधारे करण्यात येइल. 

 

(3) “कमतचारी” यांमध्ये सवत कंत्राटी/ बाह्यस्त्रोतांद्वारे घेतलेले/ रोजंदारी/ तदथत/ 
मानसेवी कमतचा-यांचा समावशे ऄसेल. 

 

(4) प्रथतुत खचासाठी ऄथतसंकल्पीय लेखाशीषत संबधंधत मंत्रालयीन धवभागांकडून 
सुधचत करण्यात येइल. 

 

(5) या योजनेसारखीच सानुग्रह सहाय्याची योजना सवत थथाधनक थवराज्य संथथा व 
राज्य शासकीय सावतजधनक ईपक्रम यांचेकडून राबधवण्यात येइल. 

 

क) वरील “ऄ” व “ब” येथील तरतुदी, कें द्र शासनाच्या संदभाधीन 28.3.2020 च्या 
अदेशातील योजना लागू ऄसणा-या कमतचा-यांना व शासनाच्या योजनेत सुधारणा 
होउन ज्या प्रकारच्या कोणत्याही कमतचा-यांच्या समावशे होइल, ऄशा कमतचा-यांना 
लागू होणार नाहीत. 

 
4. सदर अदेश धद. 30, सप्टेंबर,2020 पयंत लागू राहतील. 
 

5. सदर शासन धनणतयाच ेऄधधकाधरक आंग्रजी प्रत सोबत जोडली अहे. 
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6. सदर शासन धनणतय महाराष्ट्र शासनाच्या www.maharashtra.gov.in या 
संकेतथथळावर ईपलब्ध करण्यात अले ऄसून त्याचा संकेताक 202005291511413805 
ऄसा अहे.  हा  शासन धनणतय धडजीटल थवाक्षरीने सांक्षांधकत करून काढण्यात येत अहे.  
 

महाराष्ट्राच ेराज्यपाल यांच ेअदेशानुसार व नावाने, 
 
 

(मनोज सौधनक) 
ऄपर मुख्य सधचव (धवत्त) 

प्रत, 

1) मा. राज्यपालांच ेप्रधान सधचव 
2) मा. मुख्यमंत्रयांच ेप्रधान सधचव 
3) मा. धवरोधी पक्षनेता, धवधान पधरषद/धवधान सभा, महाराष्ट्र धवधानमडळ सधचवालय, 

मुंबइ. 
4) सवत मंत्री अधण राज्यमंत्री यांच ेखाजगी सधचव. 
5) ऄपर मुख्य सधचव/प्रधान सधचव/सधचव सवत मंत्रालयीन धवभाग, मंत्रालय, मुंबइ. 
6) मा. मुख्य सधचव, सवत ऄपर मुख्य सधचव/प्रधान सधचव/सधचव सवत मंत्रालयीन धवभाग, 

मंत्रालय, मुंबइ. 
7) सधचव, महाराष्ट्र धवधानसभा/धवधान पधरषद धवधानमंडळ सधचवालय, मुंबइ. 
8) धवशेष अयुक्त, महाराष्ट्र सदन, कोपर्ननकस रोड, नवी धदल्ली 110001 
9) प्रधान महालेखापाल-1/2 (लेखा परीक्षा), महाराष्ट्र, मुंबइ/नागपूर 
10) प्रधान महालेखापाल-1/2 (लेखा व ऄनुज्ञयेता) महाराष्ट्र, मुंबइ/नागपूर 
11) संचालक, लेखा व कोषागारे, मुंबइ. 
12) ऄधधदान व लेखा ऄधधकारी, मुंबइ. 
13) धनवासी लेखा ऄधधकारी, मुंबइ. 
14) सवत धजल्हा कोषागार ऄधधकारी. 
15) सवत सह सधचव/ईप सधचव/ऄवर सधचव/कक्ष ऄधधकारी, धवत्त धवभाग, मंत्रालय, मुंबइ. 
16) धनवड नथती, हयय-9, धवत्त धवभाग, मंत्रालय, मुंबइ. 

Manoj 
Saunik

Digitally signed by Manoj Saunik 
DN: c=IN, o=Government Of Maharashtra, 
ou=Public Works Department, 
postalCode=400032, st=Maharashtra, 
2.5.4.20=f25a53a24b8d29e40821466854d96b3
14a8f72e7aed285522fcb6722abee3e2b, 
serialNumber=446051267064f6e7a79a97ad1d
4d1a909ec8dc2504daa67ce24795e4626ad8ee, 
cn=Manoj Saunik 
Date: 2020.05.29 16:08:06 +05'30'
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Regarding Insurance Cover/Ex-gratia 

assistance to employees in case of death 

on account of Covid during course of 

Covid related duties.  
 

Government of Maharashtra 

Finance Department 

Govt. Resolution No: Misc. 2020/C.R. 4/Exp-9 

Madam Cama Road, Hutatma Rajguru Chowk, 

Mantralaya,Mumbai 400032 

Dated - 29
th

 May, 2020 
 

Reference: 

1) Ministry of Health and Family Welfare Order dated 28.03.2020 
 

Government Resolution: 

Different categories of Government employees in various departments are getting 

exposed to the Coronavirus in performance of their duties relating to survey, tracing, tracking, 

prevention, testing, treatment and relief activities for Corona pandemic. State Government is 

committed to the welfare of such personnel and intends to standby them in such vulnerable 

situations. 

2.  In this regard Ministry of Health and Family Welfare, Government of India vide order 

dated 28.3.2020 has provided an insurance scheme for health workers and healthcare related 

staff. 

3.  However, besides healthcare staff a lot of other staff (District administration, Police, 

Home guards, Anganwadi workers, Finance and Treasury, Food and Civil supply, Water supply 

and Sanitation, Employees of various departments deputed for house to house survey work etc.) 

have also been involved in Covid related duties. Therefore, with a view to supporting such 

personnel in their active line of duty in fighting Covid-19 pandemic and to stand by their families 

in the event of their unfortunate loss of life, the State Government has taken the following 

decisions. 

A. The government will provide a comprehensive personal accident cover of Rs 50 lakhs to 

all employees who are on active duty relating to survey, tracing, tracking, testing, 

prevention, treatment and relief activities for Covid pandemic. The modalities in this 

regard are being worked out with insurance companies. 
 

B. Till the time such package is worked out and the insurance scheme comes into force, as 

an interim measure, all cases of deaths of the employees on duties (survey, tracing, 

tracking, prevention, testing, treatment, relief activities etc.), on account of Covid, will be 

covered through an ex-gratia assistance of Rs 50 lakhs subject to following conditions: 

 

a. The employee should have been on duty within the 14-day period preceding 

his/her hospitalization or death. The verification/certification in this regard would 

be done by District Magistrates or any other designated Head of Departments etc. 654



Government Resolution No.: Misc. 2020/C.R. 4/Exp-9 

 

Page 2 of 2 

 

b. The medical certification that death is related to Covid-19, would be done on the 

basis of report of Government/Municipal/ICMR notified Private   Hospital 

/Laboratory. 

c. Employees would include all contractual/outsourced/daily wages/ad-hoc/ 

honorarium-based staff also. 

d. The budget heads in this regard would be notified by the concerned departments  

e. Similar ex-gratia assistance scheme will also be implemented by all Local Bodies 

and State Govt. Public Undertakings. 

 

C. Provisions of A) and B) will not be applicable to the employees who have been covered 

under GOI scheme dated 28.3.2020 (Ref. 1) or any other category of employees included 

by amending that scheme. 
 

4.   These orders will be applicable till 30
th

 September 2020. 

5.  This Government resolution of Maharashtra Government is available at the website 

www.maharashtra.gov.in. Reference no. for this is 202005291511413805. This order has been 

signed digitally. 

By order and in the name of the Governor of Maharashtra. 

 

 

 (MANOJ SAUNIK) 

ADDITIONAL CHIEF SECRETRAY (Finance) 

 

 

 

Manoj 
Saunik

Digitally signed by Manoj Saunik 
DN: c=IN, o=Government Of Maharashtra, ou=Public 
Works Department, postalCode=400032, 
st=Maharashtra, 
2.5.4.20=f25a53a24b8d29e40821466854d96b314a8f
72e7aed285522fcb6722abee3e2b, 
serialNumber=446051267064f6e7a79a97ad1d4d1a9
09ec8dc2504daa67ce24795e4626ad8ee, cn=Manoj 
Saunik 
Date: 2020.05.29 16:09:22 +05'30'
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GOVERNMENTOFMAHARASHTRA
Department of Revenue and Forest, Disaster Management,
Relief and Rehabilitation, Mantralaya, Mumbai- 400 032
No: DMU/2020/CR. 92misM-l, Dated: 3pt May 2020

ORDER

Easing of Restrictions and Phase-wise opening of Lockdown. (MISSION BEGIN AGAIN)

Reference:
1) The Epidemic Diseases Act, 1897
2) The Disaster Management Act, 2005
3) Revenue and Forest, Disaster Management, Relief and Rehabilitation Department Order No.

DMU-2020/C.R.92IDMU-l, dated 2nd May 2020, 3rd May 2020, 5th May 2020, 1ph May 2020,
15th May 2020, 17th May 2020, 19th May2020 and 21st May 2020

4) Ministry of Home Affairs (MHA) Order No. 40-3/2020-DM-I (A) Dated 1st May 2020, 11th May
2020, 17th May 2020, 20th May 2020 and 30th May 2020

Whereas, in exercise of the powers, conferred under the Disaster Management Act 2005,
the undersigned, in his capacity as Chairperson, State Executive Committee has issued an Order
dated 17thMay, 2020 to extend the lockdown measures up to 31st May, 2020 and issued revised
consolidated guidelines from time to time vide above mentioned orders to contain the spread of
COVID-19.

Whereas the State Government is satisfied that the State of Maharashtra is threatened with
the spread of Covid-19 Virus, and therefore to take certain emergency measures to prevent and
contain the spread of the virus, the Government in exercise of the powers conferred under Section
2 of the Epidemic Diseases Act, 1897, read with all other enabling provisions of The Disaster
Management Act, 2005, it is expedient to extend the lockdown in the entire State of Maharashtra
further till midnight of 30th June 2020.

Now, therefore, in exercise of the powers conferred under section 2 of the Epidemic
Diseases Act, 1897 and the powers, conferred under the Disaster Management Act, 2005, the
undersigned, in his capacity as Chairperson, State Executive Committee, hereby issues directions
to extend the lockdown, with amendments ,to operationalise MISSION BEGIN AGAIN for easing
of restrictions and phase-wise opening, till 30th June 2020 for containment of COVID-19 epidemic
in the State and all Departments of Government of Maharashtra shall strictly implement the
guidelines issued earlier form time to time.
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It is further directed that all earlier orders shall be aligned with order and shall remain in
force up to and inclusive of 30th June 2020. Further easing under MISSION BEGIN AGAIN will
be notified in the due course.

BY ORDER AND IN THE NAME OF THE GOVERNOR OF MAHARASHTRA

~Mell-
(AJC& ~EHT A)

CHIEF SECRETARY
GOVERNMENT OF MAHARASHTRA

Copy to:

1. Principal Secretary to Hon'ble Governor of Maharashtra, Mumbai,
2. Hon'ble Chairman, Maharashtra Legislative Council,
3. Hon'ble Speaker, Maharashtra Legislative Assembly,
4. Principal Secretary to Hon'ble Chief Minister, Government ofMaharashtra,
5. Secretary to Hon'ble Deputy Chief Minister, Government of Maharashtra,
6. Private Secretary to Leader ofOppostion, Legislative Council / Assembly,
7. Private Secretaries of All Hon'ble MinisterlMinister of State, Mantralaya,
8. All Additional Chief Secretaries/Principal Secretaries/Secretaries of Government of Maharashtra,
9. Director General of Police, Maharashtra State, Mumbai,
10. Principal Secretary, Public Health Department, Mantralaya,
11. Secretary, Medical Education, Mantralaya,
12. All Divisional Commissioners in the State
13. All Commissioners of Police in the State
14. All Commissioners of Municipal Corporations in the State,
15. All District Collectors,
16. All Chief Executive Officers, Zilla Parishad,
17. All District Superintendents of Police in the State.
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GOVERNMENT OF MAHARASHTRA
Department of Revenue and Forest, Disaster Management,
Relief and Rehabilitation, Mantralaya, Mumbai- 400 03
No: DMU/2020/CR. 92IDisM-I, Dated: 31st May 2020

Subject: MISSION BEGIN AGAIN (Guidelines for Easing of Restrictions and Phase-wise
opening of Lockdown.)

[As per ministry of Home Affairs (MHA) Order No. 40-3/2020-DM-I (A) dated 30th May 2020, Govt. of
MaharashtraNotificationNo. DMU/2020/CR. 92lDisM-ldated 31st May, 2020 of Department of Revenue
and Forest,DisasterManagement,Relief and Rehabilitation]

1. This order will come into effect from 116/2020 and shall remain effective till 30.06.2020.

2. National Directives for Covid -19 management
National Directives for Covid-19 management as specified in Annexure I shall be followed
throughout the state.

3. Night Curfew
The movement of individuals shall remain strictly prohibited between 9pm to 5 am except for
essential activities. Local authorities shall issue orders in the entire area of jurisdiction under
appropriate provisions of law, such as prohibitory orders under sec 144 of CrPC, and ensure
strict compliance.

4. Protection Of Vulnerable Persons:
Persons above 65 years of age, persons with comorbidities, pregnant women and children
below the age of 10 years are advised to stay home, except for essential and medical services.

5. Containment Zones:
I. Containment zones will be demarcated by MunicipallDistrict Authorities after taking

into consideration the guidelines of MoHFW. The municipal commissioners in
corporation areas and district collectors in other parts of the district, are empowered to
decide the containment zones. Such zones should be a unit which can be effectively
governed and efficiently managed considering the recourses availability. The
containment zone will be residential colony, mohall a, slum, building, group of
buildings, lane, ward, police station area, villages, small cluster of villages etc.
Anything larger than this (eg. Whole taluka/ Whole Municipal Corporation etc.) can be
declared as containment zone only after consultation with Chief Secretary.

MISSION BEGIN AGAIN 3
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II. In containment zones, only essential activities shall be allowed. There shall be strict
perimeter control to ensure there is no movement of people in and out of these zones,
except for medical emergencies and for maintaining supply of essential goods.
Guidelines of MOHFW shall be taken into consideration for the above purpose.

6. Easing of Restrictions and Phase wise Opening:
In Municipal Corporations of MMR Region including MCGM, Municipal Corporations of
Pune, Solapur, Aurangabad, Malegaon, Nashik, Dhule, Jalgaon, Akola, Amravati and Nagpur
following activities are additionally permitted with restrictions, in phases as described below
except containment zones. This is in addition to the activities already allowed and permitted
(Annexure II).

MISSION BEGIN AGAIN Phase I (With Effect from 3rd June 2020)

1. Outdoor physical activities.
Individual physical exercises like cycling! jogging / running / walking shall be
permitted on public open spaces including beaches, public / private playgrounds,
grounds belonging to societies/institutions, gardens and promenades with following
conditions. No activities will be permitted in indoor portion or indoor stadium.

I) This will be allowed between 5 am to 7 pm.
2) No group activity will be permitted. However, children should be accompanied

by an adult.
3) People are advised to stay outdoors only for the purposes of physical activities

for limited duration.
4) No other activity is permitted.
5) People are permitted to use only nearby/neighbourhood open spaces. Long

distance travel will not be permitted.
6) People are advised to avoid crowded open spaces.

People are actively encouraged to use cycling as a form of physical exercise as it
automatically ensures social distancing.

11. Activities related to self-employed people like plumbers, electricians, pest-control and
technicians with social distancing norms and usage of masks and sanitization.

Ill. Garages to mend vehicles and workshops with prior appointments.

iv. All Government offices (excluding Emergency, health &Medical, treasuries, disaster
management, police, NIC, food & Civil Supply, FCI, N.Y.K., Municipal Services who

MISSION BEGIN AGAIN
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can operate at the levels as per the need) will function at 15% strength or minimum 15
employees whichever is more.

MISSION BEGIN AGAIN Phase II (With Effect from 5th June 2020)

i. All markets, market areas & shops, except malls and market complexes, are allowed
to function on PI-P2 basis (shops on one side of the road/lane/passage to be opened on
odd dates while shops on the other side on even dates) from 9 am to 5 pm with following
conditions.
a. The use of trial rooms in the shops will not be permitted for clothes, apparels and

similar items to prevent spread of infection. Similarly exchange policy and return
policy will not be permitted.

b. The shopkeepers will be responsible for ensuring social distancing norms in the
shops and are encouraged to take measures such as foot markings on the floor, token
system, home delivery etc.

c. People are advised to walk / to use cycles for shopping purposes and to use
nearby/neighborhood markets as far as possible. Long distance travel for non
essential items will not be permitted. Use of motorized vehicles for shopping will
be strictly discouraged.

d. If any failure of social distancing is seen, then authorities will immediately close
down such shops/markets.

n. Movement of people is allowed in following manner:
TaxilCab/aggregator Only essential I + 2
Rickshaw Only essential I + 2
Four Wheeler Only essential 1+ 2
Twowheeler Only essential One Rider

MISSION BEGIN AGAIN Phase III «(With Effect from 8th June 2020)

I. All private offices can operate with up to 10% strength as per requirement, with
remaining persons working from home. However all the employers will take
sensitisation programs to educate the employees to take adequate precautions on
returning home so that vulnerable group especially the elderly is not infected.

7. In the rest of State except the areas covered in clause 6, all activities, which are not in the
clause 8 of this order and which are not explicitly prohibited or banned, shall continue to be
permitted, with following conditions.

a. No permission is needed from any govt. authorities for permitted activities.

b. Outdoor portion of Sport complexes and Stadia and other open to sky public spaces will
be permitted to remain open for individual exercises; however, spectators and group
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activities will not be allowed. No activities will be permitted in indoor portion or indoor
stadium. All physical exercise & activities will be done with social distancing norms.

c. All public and private transport will follow passenger management:
1. Two Wheeler: 1 rider
11. Three Wheeler: 1+ 2
111. Four Wheeler: 1+ 2

d. Intra district bus service will be allowed with maximum 50% capacity per bus with
physical distancing and sanitation measures.

e. Inter-district bus service orders will not be permitted. Orders will be separately issued
in this regard.

f. All markets/shops will remain open from 9 a.m. to 5 p.m. If any crowding or failure of
social distancing norms is seen, then authorities will immediately close down such
shops/markets.

8. The following activities will remain prohibited across the state:

i. Schools, colleges, educational, training, coaching institutions etc.
ii. International air travel of passengers, except as permitted by MHA.
iii. Metro Rail.
iv. Passenger Movement by trains and domestic air travel unless specifically

allowed through separate orders and standard operating procedure (SOP)
v. Cinema halls, gymnasiums, swimming pools, entertainment parks, theatres, bars

and auditoriums, assembly halls and similar places.
vi. Social! political! sports/ entertainment! academic/ cultural! religious functions

and large congregations.
vii. Religious places/ places of worship for public
viii. Barber Shops, Spas, Saloons, Beauty Parlours.
ix. Shopping Malls, Hotels, Restaurants and other Hospitality Services.

Easing of Restrictions and opening up for these activities will be done in phased manner
along with Standard Operating Procedures/Guidelines

9. Special directions to ensure movement of persons and goods in certain cases.
1. All Authorities shall allow inter-State and Intra-State movement of medical

professionals, nurses and para medical staff, sanitation personnel and ambulances,
without any restriction.

MISSION BEGIN AGAIN
6

671



11. However inter-state and inter-district movement of persons shall continue to be
regulated. The movement of stranded labour, migrant workers, pilgrim, tourists etc will
continue to be regulated as per SOPs issued.

111. Similarly, movement of persons by shramik special trains and seafarers will continue
to be regulated as per SOPs issued.

IV. Movement ofIndian nationals stranded outside the country and of specified persons to
travel abroad; evacuation of foreign nationals; sign-on and sign-off of Indian seafarers
will continue to be regulated as per SOPs issued.

v. All Authorities shall allow Inter-State movement of all types of goods/ cargo, including
empty trucks.

VI. No authorities shall stop the movement of any type of goods/cargo for cross land-border
trade under Treaties with neighbouring countries.

10. UseofAarogya Setu
1. Aarogya Setu enables early identification of potential risk of infection, and thus acts as

a shield for individuals and the community.
11. With a view to ensuring safety in offices and workplaces, employers on best effort basis

should ensure that Aarogya Setu is installed by all employees having compatible mobile
phones.

111. District authorities may advise individuals to install the Aarogya Setu application on
compatible mobile phones and regularly update their health status on the app. This will
facilitate timely provision of medical attention to those individuals who are at risk.

11. General instructions
a) Notwithstanding anything contained in this order, containment areas will continue to

follow same health protocols, as laid down before this order.

b) No district/regional/State authority will issue ANY order/guideline/direction in
deviation or contrary to these guidelines, without the approval of Chief Secretary,
Maharashtra.

12. Penal provisions
Any person violating these measures will be liable to be proceeded against as per the
provisions of Section 51 to 60 of the Disaster Management Act, 2005 besides legal action
under Sec. 188 of the IPC, and other legal provisions as applicable. Extracts of these penal
provisions are at Annexure III.

(~~
CHIEF SECRETARY

GOVERNMENT OF MAHARASHTRA
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Annexure I

IMISSION BEGIN AGAIN: Department of Revenue and Forest, Disaster Management, Relief and
Rehabilitation, Mantralaya, Mumbai- 40032,Order No: DMU/2020/CR 92IDisM-1,Dated: 3rt May 2020]

National Directives for COVID 19 Management

1) Face coverings - wearing of face cover is compulsory in public places, in workplaces and during
transport.

2) Social distancing - individuals must maintain a minimum distance of 6 feet (2 Gaz Ki doori) in
public places.

Shops will ensure physical distancing among customers and will not allow more than five persons
at one time.

3) Gatherings -large public gatherings / congregations continue to remain prohibited.
Marriage related gatherings - Number of guests not to exceed 50.
Funeral/last rites related gatherings - number of persons not to exceed 20.

4) Spitting in public places will be punishable with fine, as may be prescribed by the concerned
authority in accordance with its laws, rules or regulations.

5) Consumption of liquor, Paan, tobacco, etc in public places is prohibited.

Additional directives (or workplaces.

6) Work from home (WFH) - as far as possible the practice ofWFH should be followed. Staggering
of work / business hours will be followed in offices, workplaces, shops, markets and industrial &
commercial establishments.

7) Screening and hygiene - provision for thermal scanning, hand wash and sanitizer will be made
at all entry and exit points and common areas.

8) Frequent sanitization of entire workplace, common facilities and all points which come into
human contact e.g. door handles etc. will be ensured, including between shifts.

9) Social distancing - all persons in charge of workplaces will ensure adequate distance between
workers, adequate gaps between shifts, staggering the lunch breaks of staff, etc.

MISSION BEGIN AGAIN
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Annexure II

IMISSION BEGIN AGAIN: Department of Revenue and Forest, Disaster Management, Relief and
Rehabilitation, Mantralaya, Mumbai- 40032,Order No: DMU/2020/CR. 92IDisM-1,Dated: 31"tMay 2020]

For the purposes of Clause 6:
Activities permitted so far by various orders upto order dated 19th May 2020

1. All essential shops which are allowed to remain open before this order, shall continue
to do so.

11. All non-essential shops will be allowed to continue as per relaxations and guidelines
issued before this order and are in operation as per the policy of respective Municipal
Corporation. Liquor shops will continue to operate if permitted, home delivery or
otherwise.

111. E-commerce activity for essential as well as non-essential items & material.

IV. All the industrial units which are presently open will continue to operate.

v. All construction sites (PubliclPrivate) which are allowed to remain open and
operational. All such pre-monsoon works (Public and Private) which are allowed.

VI. Home delivery restaurants / Kitchen.

Vll. On-line/ distance learning and related activities.

vin. Govt Offices at 5% strength or 10 persons whichever is higher.

IX. People's movement is allowed in following manner:

Twowheeler Only essential One Rider
Four Wheeler Only essential 1+ 2

x. Any other allowed and permitted activity by any specific/general order.

9MISSION BEGIN AGAIN
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[Department of Revenue and Forest, Disaster Management, Relief and Rehabilitation, Mantralaya, Mumbai-
40032, Order No: DMU/2020/CR. 92IDisM-1,Dated: 31"1May 2020]

Offences and Penalties for Violation of Lockdown Measures

Annexure III

51. Punishment for obstruction, etc.-Whoever, without reasonable cause-

(a) obstructs any officer or employee of the Central Government or the State Government, or a
person authorised by the National Authority or State Authority or District Authority in the
discharge of his functions under this Act; or

(b) refuses to comply with any direction given by or on behalf of the Central Government or the
State Government or the National Executive Committee or the State Executive Committee or the
District Authority under this Act,

shall on conviction be punishable with imprisonment for a term which may extend to one year or
with fine, or with both, and if such obstruction or refusal to comply with directions results in loss
of lives or imminent danger thereof, shall on conviction be punishable with imprisonment for a
term which may extend to two years.

52. Punishment for false c1aim.-Whoever knowingly makes a claim which he knows or has
reason to believe to be false for obtaining any relief, assistance, repair, reconstruction or other
benefits consequent to disaster from any officer of the Central Government, the State Government,
the National Authority, the State Authority or the District Authority, shall, on conviction be
punishable with imprisonment for a term which may extend to two years, and also with fine.

53. Punishment for misappropriation of money or materials, etc.-Whoever, being entrusted
with any money or materials, or otherwise being, in custody of, or dominion over, any money or
goods, meant for providing relief in any threatening disaster situation or disaster, misappropriates
or appropriates for his own use or disposes of such money or materials or any part thereof or
wilfully compels any other person so to do, shall on conviction be punishable with imprisonment
for a term which may extend to two years, and also with fine.

54. Punishment for false warning.-Whoever makes or circulates a false alarm or warning as to
disaster or its severity or magnitude, leading to panic, shall on conviction, be punishable with
imprisonment which may extend to one year or with fine.

MISSION BEGIN AGAIN

55. Offences by Departments of the Government.-(l) Where an offence under this Act has
been committed by any Department of the Government, the head of the Department shall be
deemed to be guilty of the offence and shall be liable to be proceeded against and punished
accordingly unless he proves that the offence was committed without his knowledge or that he
exercised all due diligence to prevent the commission of such offence .

. ~
~
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(2) Notwithstanding anything contained in sub-section (1), where an offence under this Act has
been committed by a Department of the Government and it is proved that the offence has been
committed with the consent or connivance of, or is attributable to any neglect on the part of, any
officer, other than the head of the Department, such officer shall be deemed to be guilty of that
offence and shall be liable to be proceeded against and punished accordingly.

56. Failure of officer in duty or his connivance at the contravention of the provisions of this
Act.-Any officer, on whom any duty has been imposed by or under this Act and who ceases or
refuses to perform or withdraws himself from the duties of his office shall, unless he has obtained
the express written permission of his official superior or has other lawful excuse for so doing, be
punishable with imprisonment for a term which may extend to one year or with fine.

57. Penalty for contravention of any order regarding requisitioning.-If any person
contravenes any order made under section 65, he shall be punishable with imprisonment for a term
which may extend to one year or with fine or with both.

58. Offence by companies.-(l) Where an offence under this Act has been committed by a
company or body corporate, every person who at the time the offence was committed, was in
charge of, and was responsible to, the company, for the conduct of the business of the company,
as well as the company, shall be deemed to be guilty of the contravention and shall be liable to be
proceeded against and punished accordingly: Provided that nothing in this sub-section shall render
any such person liable to any punishment provided in this Act, if he proves that the offence was
committed without his knowledge or that he exercised due diligence to prevent the commission of
such offence. (2) Notwithstanding anything contained in sub-section (1), where an offence under
this Act has been committed by a company, and it is proved that the offence was committed with
the consent or connivance of or is attributable to any neglect on the part of any director, manager,
secretary or other officer of the company, such director, manager, secretary or other officer shall
also, be deemed to be guilty of that offence and shall be liable to be proceeded against and punished
accordingly.

Explanation.-For the purpose of this section- (a) "company" means anybody corporate and
includes a firm or other association of individuals; and (b) "director", in relation to a firm, means
a partner in the firm.

59. Previous sanction for prosecution.-No prosecution for offences punishable under sections
55 and 56 shall be instituted except with the previous sanction of the Central Government or the
State Government, as the case may be, or of any officer authorised in this behalf, by general or
special order, by such Government.

60. Cognizance of offences.-No court shall take cognizance of an offence under this Act except
on a complaint made by-(a) the National Authority, the State Authority, the Central Government,
the State Government, the District Authority or any other authority or officer authorised in this
behalf by that Authority or Government, as the case may be; or (b) any person who has given
notice of not less than thirty days in the manner prescribed, of the alleged offence and his intention
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to make a complaint to the National Authority, the State Authority, the Central Government, the
State Government, the District Authority or any other authority or officer authorized as aforesaid.

188. Disobedience to order duly promulgated by public servant.-Whoever, knowing that, by an
order promulgated by a public servant lawfully empowered to promulgate such order, he is directed
to abstain from a certain act, or to take certain order with certain property in his possession or
under his management, disobeys such direction, shall, if such disobedience causes or tends to cause
obstruction, annoyance or injury, or risk of obstruction, annoyance or injury, to any person
lawfully employed, be punished with simple imprisonment for a term which may extend to one
month or with fine which may extend to two hundred rupees, or with both; and if such disobedience
causes or trends to cause danger to human life, health or safety, or causes or tends to cause a riot
or affray, shall be punished with imprisonment of either description for a term which may extend
to six months, or with fine which may extend to one thousand rupees, or with both.

Explanation.-It is not necessary that the offender should intend to produce harm, or contemplate
his disobedience as likely to produce harm. It is sufficient that he knows of the order which he
disobeys, and that his disobedience produces, or is likely to produce, harm.
Illustration

An order is promulgated by a public servant lawfully empowered to promulgate such order,
directing that a religious procession shall not pass down a certain street. A knowingly disobeys the
order, and thereby causes danger of riot. A has committed the offence defined in this section.

***
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fcficrr~ foCfllon ~~zroorcTCf f'41Cflf{f11 ~ q';ll'j)fll{ ~ ~ f.:plft~M Cfl{I~M. 

• ~ 'CflTl1 ~ Cll cffi1 -11 CR"U1 3"11 Cl ~;q Cfl 3"1 fl ~I fl ~-~ Cll cffi1 iJ ~ TTZ Cfl <I~ ('1 ~ 

Cfl~'€!1-<'lifl \ij(j)fiflll ~"f1frl:fiCR1~~ 3"1MlnCfl{UI ~. 

Cfil<:ft&<:uJl& ~ 1 ctii:IT041il '<:f'Rr Cfil~ls ~ $'fl('<:flft :-

• Cf"llOif'41tfl ~ fcncrr Cfl~'€!1-<'lifl "('11q' ~oo. 't fum' cf;{ ~g1~20 W ~ "('11q' I @CflMI I Gf1 

"ffiTT('1" 3"1 fl ~ I fl f110tll CX5 'QJO II M <q I ('1 ~ CfllfcT. 

• Cf"ll~l:s ~ qlf$"1fc:~ 3"1fl~lfl ~ ~~Cfl~i:ll~l ~ ~ ~'t ~ Cfll<'llM<'liM 

~~-;#t. 3"JMlnCfl{OIIcillcilf1 3ffiTn:r~ '""lilJ(\~lCfl 1'i'-Hi'j)fll{ Cfli~CII~i CRTCft. 

• Cfl~'€!1-<'ll'€!1 ~Positive 3"ll~lfl Contact tracing~ High risk Cf Low risk contact 

• ~Positive 3"11Jl~l Cfl~'€!1-<'li~A ~ ~ Cfi1ft 3tR ~ ~~ flOlf·•kiqm ~ ~ 

3"11Jl~l wf Cfl~i:!lil I ~~fu:q) 3ffi CllOCfl<OI CfllfcT. 

• Cfll<'llM<'llilll rn I~~~ i{<'lcful , Cfll<'llMlll~ Cflllilfllol ~ ~ ~ 3iM<ICI'6~ 

fi q CflJ ('1 3"11 Jl ~ I Cll cftfi il ffi fu:q) 3ffi Cll OCfl <a I CfliTct. 

• ~ fu:q) Cll OCfl{OI ~Jl~1 Cfl~'€!1-<'li~l Institutional Quarantine~~ CfllfcT. <'llcillcil(i 

~ Cfli~CII~l3ffiTn:r~ f-iJ1ft~Ml4ill(\~lCfl ~T.Hi'j)fll< CfllfcT. 

• ffiftcm Cll0Cfl{UI ~Jl~1 Cfl~'€!1-<qj;:fl , ~ lilfCfl'€!1 "C.fm~ ~Cf 3A liil j(\~JCfl ~T.HiiJ 

~ ~ ~ m ~ f-i<'l41Ml4ol Cfll<'l1Mll1~ Cflll4Cfli\Ji CfliTct or~~ l41f4'"li:ll 

c.w:R ~JlMI ~ m ~ ~ ~'t ~ ("lliilll trU Quarantine CfliTcT or ~ tl"M 

~llfiChl<'l Cflll4Cfli\Ji Cf){O<Ollilll ~ (\<'!1Clllf1. 31m Cfl~'€!1-<'li~l "('11q' I @CflMI I ~I 'tlN 

~ ~. ~ 3"11CiCX5~1fl ~ (\CII@I""'41<:"1IM 3"1MlnCfl<OI (Quarantine) ~ ~ 

Cf){U<ql(i ~. 

• \iR ct>l<'llM<'liM Cf"ll~l:s qTf$ifc:q; ct>Bill'!.l 1 ~ 3il<t>Ci5M w ~ &~Cfu'h .. ?l f(\~:q;qj cr cnp:r 

~ 3"1 fl M M m-~, ~ ~ fcflcrr ~ ~l4Fe=flill m- fcrrr fcficrr m- 11'iWIT, l4 p 1(\~1 Cf) 

~j)<t:Hi'j)fll< f~~(j)Cfl Cfl{l~f1. f~~(j)Chl<:fl{OII;::j(i{ Cfll<'llM<'!IiJ 'Cflll1:J:f: ¥~· 
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9. f-i;;i(j)ChlCfl{OI Cfl{0£11fll<3l ~ 9lflrlHI cfR" ~IG(Y'!:Iiill aq4Jll CRTCIT (three bucket 

system).~ ~IGMIJO!ut qyufT cr f,s;:;;i;::c:, 1f!-llll1ut ~ qyufT 3nfUT frlfl-lll ~IGMIJiut 
f-i;;i(j)ChiCfl{OI Cfl{0£11CflRC"11 ~% f!1:Sll!J1 ~ll!Ylctctl{1~2:il ~UJTCt. 

-:( . ~-wmfs;:;;i;::c: 31f!M(Y'!:II q10£11~ ~~-

~ - 9lflMM ~ 1)fl-lll ~ 31f!M(Y'!:II q10£11~ ~ CfiM u:rrct 3nfUT # ~ 
frlfl-lll ~IGMIA 31f!M(Y'!:II Z% ~l£1qlffil{l~2:iLII s!JCIOIIJO!ut ~ ~ ~ ~ ~ 

~uncfr. 

'd. ~ 9lflrlHI ~RiFt (Unidirectional Method) *?fT ~~~~lM ~ YlflOlllrl <mft. 

~- G{CII\l11, fugc:p:ll, ~' ~- fll:sll!Ji ~ll!Ylctctl{l~2:1:) Z% ~~ &:liClllrl. 

~ - CflTC2jf{, M, fcn-~, ~, ~, ~- ~Mct?(lf~Cfl Cffi1 \So% 3i(V<:f)l~lM 31f!MM 

W""iclli$H~ ~ &:~ICliiA. 

l9 . Cfllli1Mlli'1 "?niiiM~ f~Cifllf("""l cfR ~ fll:Sll!Ji ~lllqlffihl~c Z% fcncrr Detergent "iiT 

CJ"l"1R CfiM ~ dCII Cl lA. 

(_. "\l1"{" ~ cfciT ~ fcncrr ~ "\l1Tm ~ ~ 3lWf W, ~l'~l\l1'1 Y{TCffll~s (H~O~ ) "iiT 

CJ"l"1RCf>M~ '11fllffi Fogging Cf>M, ~'t rllf!l;::jrl{ ~Jil{<:"llill CJ"l"1R¥ Cfl{Olllrl ~-

~~ ~ BiiiMCfl, U.3TI.3T., ~ -Z 

BiiiMCfl ~W;rr, ~ITT. 
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Ministry of Health & Family Welfare 
Directorate General of Health Services 

EMR Division 
 

Guidance document on appropriate management of suspect/confirmed cases of COVID-19 
 

1. Introduction: Since its first detection in China, Coronavirus Disease 2019 (COVID-19) has 

now spread to over 210 countries/territories, with reports of local transmission happening across 

the world. As per WHO (as of 7th April, 2020), there has been a total of 12,14,466 confirmed cases 

and 67,767 deaths due to COVID-19 worldwide. 

In India, as on 7th April, 2020, 4421 confirmed cases and 114 deaths reported from 31States/UTs.  

2. Purpose of this document 

 

A series of measures have been taken by both the Central and State Governments to break the chain 

of transmission. One among these is to isolate all suspect and confirmed cases of COVID-19. 

However, as the number of cases increases, it would be important to appropriately prepare the health 

systems and use the existing resources judicially. Available data in India suggests that nearly 70% of 

cases affected with COVID-19 either exhibit mild or very mild symptoms. Such cases may not require 

admission to COVID-19 blocks/ dedicated COVID-19 hospitals.  

 

It is important to put in place mechanisms for triaging and decisions making for identification of the 

appropriate COVID dedicated facility for providing care to COVID-19 patients. The purpose of this 

document is to put in place such SOPs to ensure optimal utilization of available resources and thereby 

providing appropriate care to all the COVID-19 patients.  This will ensure that available hospital beds 

capacity is used only for moderate to severe cases of COVID-19. The SOPs specified hereafter also 

specify the different types of facilities to be set up for various categories of Covid-19 cases. 
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3. Types of COVID Dedicated Facilities: There are three types of COVID Dedicated Facilities – 

 

(1) COVID Care Center (CCC):  

1.1. The COVID Care Centers shall offer care only for cases that have been clinically assigned as mild 

or very mild cases or COVID suspect cases. 

1.2. The COVID Care Centers are makeshift facilities. These may be set up in hostels, hotels, 

schools, stadiums, lodges etc., both public and private. If need be, existing quarantine 

facilities could also be converted into COVID Care Centers. Functional hospitals like 

CHCs, etc, which may be handling regular, non-COVID cases should be designated as 

COVID Care Centers  as a last resort. This is important as essential non COVID Medical 

services like those for pregnant women, newborns etc, are to be maintained. 

1.3. Wherever a COVID Care Center is designated for admitting both the confirmed and the suspected 

cases, these facilities must have separate areas for suspected and confirmed cases with 

preferably separate entry and exit. Suspect and confirmed cases must not be allowed 

to mix under any circumstances. 

1.4. As far as possible, wherever suspect cases are admitted in the COVID Care Center, 

preferably individual rooms should be assigned for such cases.  

1.5. Every Dedicated COVID Care Centre must necessarily be mapped to one or more Dedicated 

COVID Health Centres and at least one Dedicated COVID Hospital for referral purpose (details 

All suspect cases (irrespective of severity of their disease) will be tested for COVID-19. Further 
management of these cases will depend on their (i) clinical status and (ii) result of COVID-19 
testing. 
All three types of facilities will be linked to the Surveillance team (IDSP) 
All these facilities will follow strict infection prevention and control practices  
 

All the selected facilities must be dedicated for COVID management. Three types of COVID 
dedicated facilities are proposed in this document. All 3 types of COVID Dedicated facilities 
will have separate ear marked areas for suspect and confirmed cases. Suspect and confirmed 
cases should not be allowed to mix under any circumstances. 

Guiding principles 
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given below). 

1.6. Every Dedicated COVID Care Centre must also have a dedicated Basic Life Support Ambulance 

(BLSA) equipped with sufficient oxygen support on 24x7 basis, for ensuring safe transport of a 

case to Dedicated higher facilities if the symptoms progress from mild to moderate or severe. 

1.7. The human resource to man these Care Centre facilities may also be drawn from AYUSH 

doctors. Training protocols developed by AIIMS is uploaded on MoHFW website. 

Ministry of AYUSH has also carried out training sessions. The State AYUSH Secretary/ 

Director should be involved in this deployment. State wise details of trained AYUSH 

doctors has been shared with the States. Their work can be guided by an Allopathic doctor.  

 

(2) Dedicated COVID Health Centre (DCHC):  

2.1. The Dedicated COVID Health Centre are hospitals that shall offer care for all cases that have been 

clinically assigned as moderate.  

2.2. These should either be a full hospital or a separate block in a hospital with preferably separate 

entry\exit/zoning.  

2.3. Private hospitals may also be designated as COVID Dedicated Health Centres.   

2.4. Wherever a Dedicated COVID Health Center is designated for admitting both the confirmed and 

the suspect cases with moderate symptoms, these hospitals must have separate areas for 

suspect and confirmed cases. Suspect and confirmed cases must not be allowed to 

mix under any circumstances. 
2.5. These hospitals would have beds with assured Oxygen support.  

2.6. Every Dedicated COVID Health Centre must necessarily be mapped to one or more Dedicated 

COVID Hospitals. 

2.7. Every DCHC must also have a dedicated Basic Life Support Ambulance (BLSA) equipped with 

sufficient oxygen support for ensuring safe transport of a case to a Dedicated COVID Hospital if 

the symptoms progress from moderate to severe. 

 

(3) Dedicated COVID Hospital (DCH):  

3.1. The Dedicated COVID Hospitals are hospitals that shall offer comprehensive care primarily for 

those who have been clinically assigned as severe.  

3.2. The Dedicated COVID Hospitals should either be a full hospital or a separate block in a hospital 

with preferably separate entry\exit. 
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3.3. Private hospitals may also be designated as COVID Dedicated Hospitals.   

3.4. These hospitals would have fully equipped ICUs, Ventilators and beds with assured Oxygen 

support. 

3.5. These hospitals will have separate areas for suspect and confirmed cases. Suspect and 

confirmed cases should not be allowed to mix under any circumstances. 
3.6. The Dedicated COVID Hospitals would also be referral centers for the Dedicated COVID Health 

Centers and the COVID Care Centers. 

All these facilities will follow strict infection prevention and control practices. 

4. Management of COVID cases  

4.1. Assessment of patients:  

In addition to patients arriving directly through helpline/ referral to above categories of COVID 

dedicated facilities, in field settings during containment operations, the supervisory medical officer 

to assess for severity of the case detected and refer to appropriate facility. 

States\UTs may identify hospitals with dedicated and separate space and set up Fever Clinics in 

such hospitals. The Fever Clinics may also be set up in CHCs, in rural areas subject to availability 

of sufficient space to minimize the risk of cross infections. In urban areas, the civil\general 

hospitals, Urban CHCs  and Municipal Hospitals may also be designated as Fever Clinics. These 

could be set up preferably near the main entrance for triage and referral to appropriate COVID 

Dedicated Facility. Wherever space allows, a temporary make shift arrangement outside the 

facility may be arranged for this triaging.  

The medical officer at the fever clinics could identify suspect cases and refer to COVID Care 

Centre, Dedicated COVID Health Centre or Dedicated COVID Hospital, depending on the clinical 

severity.  

4.2 Categorization of patients 
 

Patients may be categorized into three groups and managed in the respective COVID hospitals 

– Dedicated COVID Care Centre, dedicated COVID Health Centre and dedicated COVID 
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Hospitals. 

Group 1: Suspect and confirmed cases clinically assigned as mild and 

very mild 

Group 2:  Suspect and confirmed cases clinically assigned as moderate 

Group 3:  Suspect and confirmed cases clinically assigned as severe 

 

Group 1: Suspect and confirmed cases clinically assigned as mild and very mild (COVID Care 

Centres) 
 

➢ Clinical criteria: Cases presenting with fever and/or upper respiratory tract illness (Influenza 

Like Illness, ILI). 

➢ These patients will be accommodated in COVID Care Centers. 

➢ The patients would be tested for COVID-19 and till such time their results are available they 

will remain in the “suspect cases” section of the COVID Care Center preferably in an 

individual room. 

➢ Those who test positive, will be moved into the “confirmed cases” section of the COVID Care 

Center. 

➢ If test results are negative, patient will be given symptomatic treatment and be discharged with 

advice to follow prescribed medications and preventive health measures as per prescribed 

protocols. 

➢ If any patient admitted to the COVID Care Center qualifies the clinical criteria for moderate 

or severe case, such patient will be shifted to a Dedicated COVID Health Centre or a Dedicated 

COVID Hospital. 

➢ Apart from medical care the other essential services like food, sanitation, counseling etc. at the 

COVID Care Centers will be provided by local administration. Guidelines for quarantine 

facilities (available on MoHFW website) may be used for this purpose. 

Group 2: Suspect and confirmed cases clinically assigned as moderate (Dedicated COVID  

Health Centres) 
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➢ Clinical criteria: Pneumonia with no signs of severe disease (Respiratory Rate 15 to 

30/minute, SpO2 90%-94%). 

➢ Such cases will not be referred to COVID Care Centers but instead will be admitted to Dedicated 

COVID Health centres. 

➢ It will be manned by allopathic doctors and cases will be monitored on above mentioned 

clinical parameters for assessing severity as per treatment protocol (available on MoHFW 

website).  

➢ They will be kept in “suspect cases” section of Dedicated COVID Health Centres, till such 

time as their results are not available preferably in an individual room. 

➢ Those testing positive shall be shifted to “confirmed cases” section of Dedicated COVID 

Health Centre. 

➢ Any patient, for whom the test results are negative, will be shifted to a non-COVID hospital 

and will be managed according to clinical assessment. Discharge as per clinical assessment. 

➢ If any patient admitted to the Dedicated COVID Health Center qualifies the clinical criteria 

for severe case, such patient will be shifted to a Dedicated COVID Hospital. 

 

Group 3: Suspect and confirmed cases clinically assigned as severe (Dedicated COVID Hospital) 
 

➢ Clinical criteria: Severe Pneumonia (with respiratory rate ≥30/minute and/or SpO2 < 90% in 

room air) or ARDS or Septic shock 

➢ Such cases will be directly admitted to a Dedicated COVID Hospital’s ICU till such time as test 

results are obtained. 

➢ If test results are positive, such patient will remain in COVID-19 ICU and receive treatment as 

per standard treatment protocol. Patients testing negative will be managed with adequate 

infection prevention and control practices. 
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Algorithm for isolation of suspect/confirmed cases of COVID-19 

 
 
 
 
 
 

Patient to remain 
in COVID-19 
ICU 

 
Manage according 
to clinical 
assessment 

 
Discharge as 
per clinical 
assessment 

Manage 
according to 
clinical 
assessment. 
 
Observing all 
infection 
prevention and 
control practices.  
 
Shift to non-
COVID hospital 
/block when 
patient becomes 
stable 

Shift to 
“Confirmed 
case” section 
of 
DEDICATED 
COVID 
HEALTH 
CENTRE. 

 
Monitor for 
clinical 
severity 
Shift to CDH 
if necessary 
 

Shift to non- 
COVID 
hospital/block 
and manage 
according to 
clinical 
assessment. 

 
Discharge as 
per clinical 
assessment 

Shift to 
“Confirmed 
case” section of 
COVID CARE 
CENTRE 
Monitor 
health twice 
daily 
Shift to 
DCHC or 
CDH if 
necessary 

Discharge & 
symptomatic 
management 

Positive Negative Positive Negative Positive Negative 

Test all for COVID-19 Test all for COVID-19 Test all for COVID-19 

 
Admit to  

DEDICATED COVID 
HOSPITAL  

with ICU facility 
 

 
Admit to “Suspect case” 

section of  
DEDICATED COVID 
HEALTH CENTRE 

Admit to “Suspect case” 
section of  

COVID CARE CENTER 
(hotels/lodges/hostels/ 

stadiums)  

Mild and very mild 
(Fever/ URTI) 

Severe 
(Respiratory rate ≥30/minute 

SpO2 < 90% in room air) 

Moderate 
(Pneumonia with no signs of severe 

disease) 
(RR 15 to 30/minute, SpO2 90%-

94%) 

Suspect COVID-19 Case 

Screening at Fever Clinics Suspect cases directly reporting to COVID 
dedicated facility.  
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महाराष्ट्र राज्यात “Mission begin again” या 
ऄंतगगत M.M.R. कायगक्षेत्रातील बृहनममंबइ 
महानगरपाललकेसह सर्ग महानगरपाललका, तसेच 
पमणे, सोलापूर, औरंगाबाद, मालगेार्, नालिक, 
धमळे, जळगार्, ऄकोला, ऄमरार्ती  अलण नागपूर 
या महानगरपाललका कायगक्षेत्रामध्ये राज्य िासकीय 
कायालयातील ऄलधकारी/ कमगचारी यांच्या 
ईपस्थथतीबाबत. 

 
            महाराष्ट्र िासन  

सामानय प्रिासन लर्भाग 
िासन लनणगय क्रमांक : समय 2020/प्र.क्र.35/18(र.र्का.) 

मादाम कामा रोड, हमतात्मा राजगमरु चौक, 
मंत्रालय (लर्थतार), ममंबइ 400032 

लदनांक :  5 जून, 2020 
र्ाचा:- :  

1. िासन लनणगय, सामानय प्रिासन लर्भाग, क्रमांक : समय-2020 / प्र. क्र. 35 / 
18(र.र्का.), लदनांक 4 मे, 2020, 

2. िासन अदेि, अपत्ती व्यर्थथापन र् मदत र् पमनर्सगन, क्रमाकं :डीएमयू 
2020/सीअर 92/डीअयएसएम-1, लदनांक 31 मे, 2020, 

3.  िासन पलरपत्रक, सामानय प्रिासन लर्भाग, क्रमांक : संकीणग 102020 / प्र. क्र. 1 / 
सलचर् (व्यय), लदनांक 5 जून, 2020. 

 

िासन लनणगय:- 

कोरोना लर्षाणूंचा (COVID-19) प्रसार राज्य िासकीय कायालयांमध्ये होउ नये, 
तसेच िासकीय कायालयातील ऄलधकारी/कमगचारी यांना त्यांचा संसगग होउ नये म्हणनू 
लर्लर्ध प्रलतबधंात्मक ईपाययोजना राबलर्ण्याच्या दृष्ट्टीने या लर्भागाच्या संदभग क्र.  1 येथील 
िासन लनणगयानर्ये सूचना लनगगलमत करण्यात अलेल्या  अहेत. 

2.   ईक्त संदभग क्र. 1 येथील लद.4.5.2020 रोजीच्या िासन लनणगयातील पलरच्छेद क्र. 2 (ऄ) 
येथील  तरतूदीऄनर्ये ममंबइ महानगर प्रादेलिक लर्कास क्षेत्र (M.M.R.)  तसेच पमणे महानगर 
पाललका (P.M.C.), मालगेार् महानगर पाललका तसेच पपपरी-पचचर्ड महानगर पाललका 
(P.C.M.C.)  यांच्या कायगक्षेत्रातील िासकीय कायालयांतील एकूण ईपस्थथती 5 टक्क्यांपयंत 
ठेर्ण्यात अललेी अहे.  
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िासन लनणगय क्रमांकः समय 2020/प्र.क्र.35/18(र.र्का.) 

 

पषृ्ठ 4 पैकी 2 

   अता, अपत्ती व्यर्थथापन, मदत र् पमनर्गसन लर्भाग, मंत्रालय यांच्या ईक्त  संदभग क्र. 2 
येथील लद. 31 मे, 2020 च्या अदेिांनर्ये राज्यातील लॉकडाउनचा कालार्धी लद.30 जून, 
2020 पयंत र्ाढलर्ण्यात अला ऄसून राज्यात “Mission begin again” या ऄंतगगत फेज I, II, 
III ऄनर्ये यापरू्ी घालण्यात अलेल्या लर्लर्ध लनबधंामध्ये सर्लती देण्यात अल्या अहेत.  
त्यानमसार या अदेिामधील पलरच्छेद क्र.6(iv) येथे नमूद केलेल्या मागगदिगक सूचनेनमसार 
अदेिाच्या Annexure(II) येथील ममद्दा क्र.(viii) मधील तरतूदीत केलेल्या र्ाढीच्या ऄनमषंगाने  
पमढीलप्रमाणे समधालरत  अदेि देण्यात येत अहेत:-   

(ऄ)  ममंबइ महानगर प्रादेलिक लर्कास क्षेत्र (M.M.R.) या कायगक्षेत्रातील  बृहनममंबइ 
महानगरपाललकेसह सर्ग महानगरपाललका तसेच पमणे, सोलापूर, औरंगाबाद, मालगेार्, 
नालिक, धमळे, जळगार्, ऄकोला, ऄमरार्ती  अलण नागपूर महानगरपाललका, या 
कायगक्षेत्रातील सर्ग राज्य िासकीय कायालयामधील ईपस्थथती (ईक्त लद.31.5.2020 च्या 
अदेिातील पलरच्छेद क्र. 6(iv) येथे नमूद केलेल्या ऄत्यार्श्यक सेर्ा र्गळून), लद. 3 जून, 
2020 पासून 15 टक्के पकर्ा कमीत कमी 15 कमगचारी यापैकी जे जाथत ऄसेल आतकी  
ठेर्ण्यात यार्ी.   

ब) याऄनमषंगाने रोटेिन पध्दतीने  कायालयीन ईपस्थथती लनलित करण्यासाठी प्रत्येक 
मंत्रालयीन सलचर्/संबलंधत कायालयप्रममख यांनी अर्श्यक ती ईपाययोजना करार्ी. 
त्याचप्रमाणे लर्त्त लर्भागाच्या संदभग क्रमांक 3 येथील लदनांक 5 जून, 2020 च्या 
पलरपत्रकातील सूचनांचेसमद्धा काटेकोरपणे पालन करण्यात यार्.े 

क) ईर्गलरत संपणूग राज्यातील िासकीय कायालयातील ईपस्थथती ही अपत्ती 
व्यर्थथापन, मदत र् पमनर्गसन लर्भाग, मंत्रालय यांच्या ईक्त  संदभग क्र. 2 येथील लद. 31  मे, 
2020 रोजीच्या अदेिाप्रमाणे राहील. 

3. त्याचप्रमाणे सर्ग राज्य िासकीय ऄलधकारी र् कमगचारी (बाह्य यंत्रणेद्वारे लनयमक्त 
ऄलधकारी र् कमगचारी यांचसेह) यांनी िासकीय कायालयामध्ये कोरोना लर्षाणूंचा प्रसार 
रोखण्याच्या दृष्ट्टीने या लर्भागाच्या ईक्त संदभग क्र. 1 येथील लद. 4.5.2020  र् अपत्ती 
व्यर्थथापन, मदत र् पमनर्गसन लर्भाग यांच्या ईक्त  संदभग क्र. 2 येथील लद.31  मे, 2020 
रोजीच्या अदेिातील Annexure I येथे नमूद “कोर्ीड-19 च्या व्यर्थथापनाबाबत राष्ट्रीय 
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मागगदिगक सूचना” (National directives for Covid-19 Management) या मथळयाखाली 
नमूद सर्ग सूचना तसेच सार्गजलनक अरोग्य लर्भागाने र्ळेोर्ळेी प्रलसध्द केलेल्या अदेिातील 
सर्ग मागगदिगक सूचनांचे काटेकोरपणे पालन करार्.े 

4.  ईपरोक्त सूचना पमढील अदेिापयगनत लागू राहतील. 
 

5. सदर िासन लनणगय महाराष्ट्र िासनाच्या www.maharashtra.gov.in या 
संकेतथथळार्र ईपलब्ध करण्यात अला ऄसून त्याचा संगणक संकेतांक 
क्र.202006051403261207 ऄसा अहे. हे अदेि लडजीटल थर्ाक्षरीने  साक्षांलकत करुन  
काढण्यात येत अहेत. 

  महाराष्ट्राच ेराज्यपाल यांच्या अदेिानमसार र् नांर्ाने, 
 
 
 

          ( ऄनिम लसनहा ) 
सलचर् ( प्र.सम.र्.र.र्.का ) 

प्रत :  
1. मा.राज्यपाल यांच ेसलचर् (5 प्रती), 
2. मा.सभापती, महाराष्ट्र लर्धानपलरषद, महाराष्ट्र लर्धानमंडळ सलचर्ालय, ममंबइ 
3. मा.ऄध्यक्ष, महाराष्ट्र लर्धानसभा, महाराष्ट्र लर्धानमंडळ सलचर्ालय, ममंबइ 
4. मा.लर्रोधी पक्षनेता, लर्धानपलरषद/लर्धानसभा, महाराष्ट्र लर्धानमंडळ सलचर्ालय, 

ममंबइ. 
5. सर्ग सनमाननीय  लर्धानसभा, लर्धानपलरषद र् संसद सदथय, 
6. मा. ममख्यमंत्रयांच ेप्रधान सलचर्(5 प्रती), मंत्रालय, ममंबइ 400032. 
7. मा.ईपममख्यमंत्रयांच ेसलचर्, मंत्रालय, ममंबइ 400032. 
8. सर्ग मा.मंत्री / मा. राज्यमंत्री यांच ेखाजगी सलचर्, मंत्रालय, ममंबइ 400032. 
9. मा.ममख्य  सलचर् यांच ेर्लरष्ट्ठ थर्ीय सहायक, मंत्रालय, ममंबइ 400032. 
10. मा.महाऄलधर्क्ता, महाराष्ट्र राज्य, 
11. सर्ग ऄपर ममख्य  सलचर् / प्रधान सलचर् / सलचर्, मंत्रालय, ममंबइ 400032. 
12. प्रबधंक, ईच्च नयायालय, ऄपील िाखा, ममंबइ 
13. प्रबधंक, ईच्च नयायालय, मूळ िाखा, ममंबइ 
14. प्रबधंक, लोकायमक्त र् ईपलोकायमक्त यांच ेकायालय, 

Anshu 
Sinha

Digitally signed by Anshu Sinha 
DN: c=IN, o=Government Of Maharashtra, 
ou=General Administration Department, 
postalCode=400032, st=Maharashtra, 
2.5.4.20=a3a7504068b24f4e7eb0277456c
1fe4e5d31e4d0b0fdc81eb8816e33c5735
b5b, 
serialNumber=e71208cc885f6d3c01b374
ed0921df256abda4ed94d69472deb566c3
9b4ee68c, cn=Anshu Sinha 
Date: 2020.06.05 15:17:13 +05'30'
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15. सलचर्, राज्य लनर्डणकू अयोग, ममंबइ, 
16. सलचर्, महाराष्ट्र लोकसेर्ा अयोग, ममंबइ, 
17. प्रधान सलचर्, लर्धानमंडळ सलचर्ालय, लर्धान भर्न, ममंबइ, 
18. ममख्य मालहती अयमक्त, राज्य मालहती अयोग, ममंबइ, 
19. राज्य ममख्य सेर्ा हक्क अयमक्त, राज्य सेर्ा हक्क अयोग, ममंबइ, 
20. सर्ग लर्भागीय अयमक्त, 
21. अयमक्त, सर्ग महानगर पाललका, 
22. व्यर्थथापकीय संचालक, BEST महामंडळ, ममंबइ 
23. व्यर्थथापकीय संचालक, महाराष्ट्र राज्य पलरर्हन महामंडळ,(MSRTC), ममंबइ  
24. सर्ग लजल्हालधकारी, 
25. सर्ग लजल्हा पलरषदांच ेममख्य  कायगकारी ऄलधकारी, 
26. सर्ग मंत्रालयीन लर्भागांच्या ऄलधपत्याखालील सर्ग लर्भागप्रममख / प्रादेलिक प्रममख / 

कायालय प्रममख, 
27. महासंचालक, मालहती र् जनसंपकग  महासंचालनालय, ममंबइ (5 प्रती ), 
28. भारतीय जनता पाटी, महाराष्ट्र प्रदेि, सी.डी.ओ.बरेॅक नं.1, योगक्षेम समोर, 

र्संतरार्  भागर्त चौक, नलरमन पॉइंट, ममंबइ 400020. 
29. आंलडयन नॅिनल कााँगे्रस, महाराष्ट्र प्रदेि कााँगे्रस(अय) सलमती, लटळक भर्न, 

काकासाहेब गाडगीळ मागग, दादर, ममंबइ-400025. 
30. नॅिनलीथट कााँगे्रस पाटी, ठाकरसी हाउस, जे.एन.हेरेडीया मागग, बलेाडग आथटेट, 

ममंबइ 400038. 
31. लिर्सेना, लिर्सेना भर्न, गडकरी चौक, दादर, ममंबइ-400028. 
32. बहमजन समाज पाटी, प्रदेि सलचर्, महाराष्ट्र राज्य, बी.एस.जी.भर्न,  

 प्लॉट नं. 83-ऄे, कलेक्टर कॉलनी, चेंबूर, ममंबइ-400014. 
33. भारतीय कम्यमलनथट पाटी, महाराष्ट्र कलमटी, 314, राजभर्न, एस.व्ही.पटेल रोड, 

ममंबइ 400004. 
34. भारतीय कम्यमलनथट(माक्सगर्ादी) पाटी, महाराष्ट्र कलमटी, जनिक्ती हॉल, ग्लोब लमल   

पॅलेस, र्रळी, ममंबइ 400013. 
35. महाराष्ट्र नर्लनमाण सेर्ा, राजगड, मातोश्री टॉर्र, लिर्ाजी पाकग , दादर,  

  ममंबइ 400028. 
36. सामानय प्रिासन लर्भागातील सर्ग कायासने, मंत्रालय, ममंबइ 400032 
37. लनर्ड नथती (का.18), सामानय प्रिासन लर्भाग, मंत्रालय, ममंबइ400032. 
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महाराष्ट्र राज्यात कोरोना विषाण ू प्रसारािरील 
प्रवतबंधात्मक ईपाय म्हणनू लागू करण्यात 
अल ल््या लॉक डाउनच्या ऄनुषंगान  राज्यात  
शासकीय कामकाजासाठी इम ल तस च 
व्हॉट्सॲपचा िापर ग्राह्य धरण्याबाबत. 

 

 महाराष्ट्र शासन 
सामान्य प्रशासन विभाग 

शासन पवरपत्रक क्रमाकं : समय 2020/प्र.क्र.35/18(र.ि का.) 
मादाम कामा रोड, हुतात्मा राजगुरु चौक, 

मंत्रालय (विस्तार), मंुबइ 400032 
वदनाकं : 5 जून, 2020 

 

िाचा:- :  
1. शासन वनणणय, सामान्य प्रशासन विभाग, क्रमाकं : समय-2020 / प्र. क्र. 35 /18 

 (र.ि का.), वदनाकं 18 एवप्रल, 2020,  
2. शासन वनणणय, सामान्य प्रशासन विभाग, क्रमाकं : समय-2020 / प्र. क्र. 35 /18  

(र.ि का.), वदनाकं 22 एवप्रल, 2020, 
3. कें द्रशासनाच्या गृह मंत्रालयाची  ऄवधसूचना क्र. 40-3/2020-डीएम-अय-(ए)  

वद. 1 म , 2020, 
4. शासन ऄवधसूचना, अपत्ती व्यिस्थापन ि मदत ि पुनिसणन, क्रमाकं : डीएमयू 2020 /  

सी अर 92 / डीअयएसएम-1, वदनाकं 2 म , 2020. 
5. शासन वनणणय, सामान्य प्रशासन विभाग, क्रमाकं : समय-2020 / प्र. क्र. 35 /18  

(र.ि का.), वदनाकं 4 म , 2020,  
 

शासन पवरपत्रक :- 
 कोरोना विषाणूंचा (COVID-19) प्रसार राज्य शासकीय कायालयामंध्य  होउ नय , तस च 
राज्यातील ऄवधकारी / कमणचारी यानंा त्याचंा संसगण  होउ नय  म्हणनू विविध प्रवतबंधात्मक ईपाय 
योजना राबविण्याच्या दृष्ट्टीन  या विभागाच्या संदभण क्रमाकं 1, 2 ि 5 य थील शासन वनणणयान्िय  
विविध सूचना वनगणवमत करण्यात अल ल्या अह त.  

2.  लॉकडाउनच्या कालािधीत राज्य शासकीय कायालयातील कमणचाऱयांची ईपस्स्थती 
वनयंवत्रत करण्यात य त अह .  तस च भविष्ट्यातही ऄशा प्रकारची पवरस्स्थती लक्षात घ ता शासकीय 
ऄवधकारी / कमणचारी यानंी त्याचं  घरातच  राहूनही कायालयीन अिश्यकत नुसार ि तातडीनुसार 
शासकीय कामकाजाचा वनपटारा करण साठी ईपाययोजना करण  अिश्यक अह . यासाठी शासकीय 
इम ल (जस  एनअयसी म ल, आ.), त्याचं्या न हमीच्या िापरातील ऄन्य  इम ल तस च व्हॉट्सॲपचा 
िापर शासकीय कामकाजासाठी तस च संबंवधतानंा सूचना / अद श द ण्यासाठी करण  ग्राह्य धरण्यात 
य इल. 
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3. सबब सिण राज्य शासकीय ऄवधकारी / कमणचारी यानंा खालीलप्रमाण  सूचना द ण्यात य त 
अह त :- 

ऄ)   प्रत्य क ऄवधकारी / कमणचारी यानंी, त्याचं  शासकीय इ-म ल अयडी / त्यांच्या न हमीच्या 
िापरातील ऄन्य  इ-म ल अयडी तस च एस.एम.एस / व्हॉट्सॲपची सुविधा ऄसल ला 
मोबाइल क्रमाकं, त्याचं  कायालय प्रमुखासं ईपलब्ध  करून द्यािा.   

ब)   शासकीय कामकाजासाठी शासकीय इ-म ल अयडी / त्याचं्या न हमीच्या िापरातील 
ऄन्य  इम ल अयडी तस च व्हॉट्सॲपचा िापर करून त्याचं्या कामाचा जास्तीत जास्त 
वनपटारा करािा. 

क) प्रस्ताि इ-म लद्वार  फॉरिडण क ल्यानंतर त्याबाबतची सूचना लग चच संबंवधतासं 
एस.एम.एस (SMS)/ व्हॉट्सॲपिरून (Whatsapp) द ण्याबाबत दक्षता घ ण्यात यािी. 

ड)  ईक्त पद्धतीन  िवरष्ट्ठाकंडून प्राप्त सूचन नुसार इम लद्वार  ऄंवतम मान्यत साठी सादर 
क ल ला प्रस्ताि (फॉरिडण क ल ला प्रस्ताि ) हा, तो सादर करणार  ि ऄंवतम मान्यता 
द णार  या दोन्ही स्तरामधील ऄवधकाऱयानंी पावहला, तपासला ि मान्य क ला अह , ऄस  
गृवहत धरण्यात य इल. 

 प्रस्ताि तयार करणाऱया ऄवधकारी / कमणचारी यांनी प्रस्ताि इ-म लद्वार  ऄंवतमत: 
फॉरिडण करण्यापूिी तो सिण संबंवधत ऄवधकाऱयाचं्या वनदशणनास अणनू फॉरिडण करािा 
ि त्याची  प्रत (C.C. मध्य ) सिण संबंवधत ऄवधकाऱयानंा वचन्हावंकत करािी. 

4. तरी सिण मंत्रालयीन ऄपर मुख्य सवचि / प्रधान सवचि / सवचि तस च मंत्रालयाच्या 
वनयंत्रणाखालील सिण विभाग प्रमुख तस च कायालय प्रमुख यानंा विनंती करण्यात य त  की, त्यानंी 
सदर सूचना त्याचं  वनयंत्रणाखालील ऄवधकारी / कमणचारी याचं  वनदशणनास अणाव्यात. 

5. ईक्त सूचना पुढील अद शापयंत लागू राहतील. 

6. सदर शासन पवरपत्रक महाराष्ट्र शासनाच्या www.maharashtra.gov.in या 
संक तस्थळािर ईपलब्ध करण्यात अला ऄसून त्याचा संगणक सकं ताकं क्र. 
202006051403191907  ऄसा अह . ह  अद श वडजीटल स्िाक्षरीन   साक्षावंकत करुन  काढण्यात 
य त अह त. 

 महाराष्ट्राच  राज्यपाल याचं्या अद शानुसार ि नािंान , 

 

 
                                                         ( रा. भा. गायकिाड ) 

          कायासन ऄवधकारी 
      प्रत : 

1. मा.राज्यपाल याचं  सवचि (5 प्रती), 

Rajesh Bhaskar 
Gaikwad

Digitally signed by Rajesh Bhaskar Gaikwad 
DN: c=IN, o=Government Of Maharashtra, 
ou=General Administration Department, 
postalCode=400032, st=Maharashtra, 
2.5.4.20=5b1378a498cdff3fdd9ea5370b71fae3eca97
e85924d0e443758ade5f0221f9a, 
serialNumber=26e171ec96c63f6333217d12fb6da1c
5a800ce18a7a6fd59abf19b8ed3f02a91, cn=Rajesh 
Bhaskar Gaikwad 
Date: 2020.06.05 15:20:02 +05'30'
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2. मा.सभापती, महाराष्ट्र विधानपवरषद, महाराष्ट्र विधानमंडळ सवचिालय, मंुबइ 
3. मा.ऄध्यक्ष, महाराष्ट्र विधानसभा, महाराष्ट्र विधानमंडळ सवचिालय, मंुबइ 
4. मा.विरोधी पक्षन ता, विधानपवरषद/विधानसभा, महाराष्ट्र विधानमंडळ सवचिालय, 

मंुबइ. 
5. सिण सन्माननीय  विधानसभा, विधानपवरषद ि संसद सदस्य, 
6. मा. मुख्यमंत्रयाचं  प्रधान सवचि(5 प्रती), मंत्रालय, मंुबइ 400032. 
7. मा.ईपमुख्यमंत्रयाचं  सवचि, मंत्रालय, मंुबइ 400032. 
8. सिण मा.मंत्री / मा. राज्य मंत्री याचं  खाजगी सवचि, मंत्रालय, मंुबइ 400032. 
9. मा.मुख्य  सवचि याचं  िवरष्ट्ठ स्िीय सहायक, मंत्रालय, मंुबइ 400032. 
10. मा.महाऄवधिक्ता, महाराष्ट्र राज्य , 
11. सिण ऄपर मुख्य  सवचि / प्रधान सवचि / सवचि, मंत्रालय, मंुबइ 400032. 
12. प्रबंधक, ईच्च न्यायालय, ऄपील शाखा, मंुबइ 
13. प्रबंधक, ईच्च न्यायालय, मूळ शाखा, मंुबइ 
14. प्रबंधक, लोकायुक्त ि ईपलोकायुक्त याचं  कायालय, 
15. सवचि, राज्य  वनिडणकू अयोग, मंुबइ, 
16. सवचि, महाराष्ट्र लोकस िा अयोग, मंुबइ, 
17. प्रधान सवचि, विधानमंडळ सवचिालय, विधान भिन, मंुबइ, 
18. मुख्य मावहती अयुक्त, राज्य  मावहती अयोग, मंुबइ, 
19. राज्य  मुख्य स िा हक्क अयुक्त, राज्य  स िा हक्क अयोग, मंुबइ, 
20. सिण विभागीय अयुक्त, 
21. अयुक्त, सिण महानगर पावलका, 
22. व्यिस्थापकीय संचालक, BEST महामंडळ, मंुबइ 
23. व्यिस्थापकीय संचालक, महाराष्ट्र राज्य  मागण पवरिहन महामंडळ, (MSRTC), 

मंुबइ  
24. सिण वजल्हावधकारी, 
25. सिण वजल्हा पवरषदाचं  मुख्य  कायणकारी ऄवधकारी, 
26. सिण मंत्रालयीन विभागाचं्या ऄवधपत्याखालील सिण विभाग प्रमुख / प्राद वशक प्रमुख / 

कायालय प्रमुख,  
27. महासंचालक, मावहती ि जनसंपकण  महासंचालनालय, मंुबइ (5 प्रती ), 
28. भारतीय जनता पाटी, महाराष्ट्र प्रद श, सी.डी.ओ.बॅर क नं.1, योगक्ष म समोर, 

िसंतराि  भागित चौक, नवरमन पॉइंट, मंुबइ 400020. 
29. आंवडयन नॅशनल कााँग्र स, महाराष्ट्र प्रद श कााँग्र स(अय) सवमती, वटळक भिन, 

काकासाह ब गाडगीळ मागण, दादर, मंुबइ-400025. 
30. नॅशनलीस्ट कााँग्र स पाटी, ठाकरसी हाउस, ज .एन.ह र डीया मागण, ब लाडण आस्ट ट, 

मंुबइ 400038. 
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31. वशिस ना, वशिस ना भिन, गडकरी चौक, दादर, मंुबइ-400028. 
32. बहुजन समाज पाटी, प्रद श सवचि, महाराष्ट्र राज्य , बी.एस.जी.भिन,  

प्लॉट नं. 83-ऄ , कल क्टर कॉलनी, चेंबूर, मंुबइ-400014. 
33. भारतीय कम्युवनस्ट पाटी, महाराष्ट्र कवमटी, 314, राजभिन, एस.व्ही.पट ल रोड, 

मंुबइ 400004. 
34. भारतीय कम्युवनस्ट(माक्सणिादी) पाटी, महाराष्ट्र कवमटी, जनशक्ती हॉल, ग्लोब 

वमल पॅल स, िरळी, मंुबइ 400013. 
35. महाराष्ट्र निवनमाण स िा, राजगड, मातोश्री टॉिर, वशिाजी पाकण , दादर,  

मंुबइ 400028. 
36. सामान्य प्रशासन विभागातील सिण कायासन , मंत्रालय, मंुबइ 400032 
37. वनिड नस्ती (का.18), सामान्य प्रशासन विभाग, मंत्रालय, मंुबइ400032. 
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Revised Discharge Policy for COVID-19 

The revised discharge policy is aligned with the guidelines on the 3 tier COVID facilities and the 

categorization of the patients based on clinical severity (Available at: 

https://www.mohfw.gov.in/pdf/FinalGuidanceonMangaementofCovidcasesversion2.pdf) 

1. Mild/very mild/pre-symptomatic cases   

Mild/very mild/pre-symptomatic cases admitted to a COVID Care Facility will undergo regular 

temperature and pulse oximetry monitoring.  The patient can be discharged after 10 days of symptom 

onset and no fever for 3 days. There will be no need for testing prior to discharge.  

At the time of discharge, the patient will be advised to follow the home isolation for further 7 days as 

per guidelines available at 

(https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf).  

At any point of time, prior to discharge from CCC, if the oxygen saturation dips below 95%, patient is   

moved to Dedicated COVID Health Centre (DCHC). 

After discharge from the facility, if he/she again develops symptoms of fever, cough or breathing 

difficulty he will contact the COVID Care Centre or State helpline or 1075. His/her health will again be 

followed up through tele-conference on 14th day. 

2. Moderate cases admitted to Dedicated COVID Health Centre (Oxygen beds) 

2.1. Patients whose symptoms resolve within 3 days and maintains saturation above 95% for the 

next 4 days 

Cases clinically classified as “moderate cases” will undergo monitoring of body temperature and 

oxygen saturation. If the fever resolve within 3 days and the patient maintains saturation above 95% for 

the next 4 days (without oxygen support), such patient will be discharged after 10 days of symptom 

onset in case of:  

 Absence of fever without antipyretics 

 Resolution of breathlessness 

 No oxygen requirement 

There will be no need for testing prior to discharge.  
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At the time of discharge, the patient will be advised to follow the home isolation for 7 days as per 

guidelines available at 

https://www.mohfw.gov.in/pdf/GuidelinesforHomeIsolationofverymildpresymptomaticCOVID19case

s.pdf). 

2.2. Patient on Oxygenation whose fever does not resolve within 3 days and demand of oxygen 

therapy continues 

Such patients will be discharged only after  

 resolution of clinical symptoms  

 ability to maintain oxygen saturation for 3 consecutive days 

3. Severe Cases including immunocompromised (HIV patients, transplant recipients, 

malignancy) 

Discharge criteria for severe cases will be based on  

 Clinical recovery 

 Patient tested negative once by RT-PCR (after resolution of symptoms) 
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ifjf'k"V & 1 

 
izfrKki_k 

x=gfoyxhdj.k 

 

ek>ks ukao ---------------------------------------------  vlwu] eh  

---------------------------------------------------   ;sFkhy jfgok'kh vkgs- 

ek>ks dksohM&19 vktkjkps ikWf>kVhOg funku >kkys vlwu] ;k izfrKki_kk}kjs 

LosPNsus fofgr dkyko/khlkBh iq.kZ osG dkVsdksji.ks x=g foyxhdj.k djQu 

?ksbZu- ;k dkyko/khr eh Lor%ph vkf.k ek>;k fudV laidkZrhy O;DrhaP;k 

vkjksX;kaoj y{k Bsosu- tj ek>;ke/;s vktkjkph xaHkhj y{k.ks $ fpUgs 

vk<Gwu vkyh vFkok ek>;k laidkZrhy O;Drhae/;s dksohM&19 vktkjkph 

dks.krhgh y{k.ks vk<Gwu vkyh rj] Rofjr fu;qDr dsysY;k lOgsZ{k.k iFkd $ 
fu;a_k.k d{kk'kh laidZ djsu- 

x=g foyxhdj.k djrkuk eyk dks.krh dkGth ?;koh ykxsy] ;kcn@ny 

vkjksX; foHkkxkdMwu lfoLrji.ks lkafxrys xsys vkgs-  

 x=g foyxhdj.kkP;k ekxZn'kZd lqpukaps ikyu u dsY;kl eh 

fofgr dk;n;kuqlkj dkjokbZl ik_k vlsu- 

 

Lok{kjh & 

fnukad & 

laidZ dzekad &  
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ifjf'k"V & 2 
 

jQX.kkaph dkGth ?ks.kk`;k  O;aDrhlkBh lqpuk & 

 ekLd (eq[koVk) & vktkjh O;DrhP;k jQee/;s] dkGth ?ks.kk`;k 

O;Drhus 3 injh ekLd okij.ks xjtsps vkgs- okij  djr vlrkuk 

ekLdP;k iq<hy Hkkxkl Li'kZ djQ u;s- tj ekLd vksyk fdaok ?kkekeqGs 

[kjkc >kkY;kl] rkcMrksc cny.ks- ekLdph okijkuarj ;ksX; izdkjs 

foYgsokV ykowu gkr lWfuVk;>kjus LoPN djkosr- 

 R;kus$frus Lor%P;k psgjk] ukd fdaok rksaMkl Li'kZ dj.ks VkGkos- 

 vktkjh O;Drh fdaok R;kP;k lHkksorkyP;k oLrwa'kh laidZ vkY;kuarj 

dkGth ?ks.kk`;k O;Drhus Lor%P;k gkrkph LoPNrk lkc.k o ik.;kus 

djkoh- 

 gkrkph LoPNrk & vUu f'kto.;kiwohZ o f'ktY;kuarj] tso.kkiwohZ o 

tso.kkuarj rlsp 'kkSpky;kpk okij >kkY;kuarj o tsOgk tsOgk gkr 

vLoPN gksrhy rsOgk lkc.k o ik.;kus dehr deh 40 lsdan gkr 

LoPN djkosr- tj gkr dksjMs vlrhy rj vYdksgksy fefJzr 

vk/kkjhr lWfuVk;>kjpk okij djQu gkr LoPN djkosr- 

 lkc.k o ik.;kus gkr LoPN dsY;kuarj rs fV';w isijus dksjMs djkosr] 

fV';w isij miyC/k ulY;kl] LoPN VkWosypk okij djkok o VkWosy 

vksyk >kkY;kl cnykok- 

 jQX.kka'kh laidZ & jQX.kkaP;k 'kkjhjhd L_kkok'kh eq[;r% Fkqadh fdaok 'olu 

ekxkZrwu mRiUu gks.kk`;k L_kkoka'kh FksV laidZ VkGkok-  

 jQX.kkP;k laidkZr vkysY;k lHkksorkyP;k oLrwa'kh (mnk& jQX.k ?ksr 

vlysys flxkjsV] okijr vlysyh HkkaMh] is; ty] VkWosYl o 

vkaFkjQ.k) ;kapk FksV laidZ VkGkok- 

 jQX.kkyk R;kP;kp [kksyhr vUu iqjo.ks vko';d vkgs- 
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 jQX.kkauh okijysyh HkkaMh] fM'k o VkWosYl gs loZ lkc.k$fMVtZaV vkf.k 

ik.;kus LoPN djkosr- HkkaMh] fM'k] VkWosYl LoPN dsY;kuarj iqUgk 

okijys tkmQ 'kdrkr- gkreksts dk<Y;kuarj fdaok okijysY;k oLrw 

gkrkGysuarj gkr LoPN /kqokosr- 

 rhu injh esfMdy ekLd o fMLikstscy XyksOgtpk okij & lkiQliQkbZ 

djrkuk fdaok jQX.kkauh okijysY;k i="BHkkxkph fdaok R;kaP;k diM;kaph 

LoPNrk djrkuk fV!iy ysvj ekLdpk okij djkok- gkreksts 

?kky.;kiwohZ fdaok dk<ysuarj gkrkph LoPNrk djkoh- 

 dkGth ?ks.kk`;k O;Drhauh jQX.k osGsoj vkS"k/kksipkj ?ksr vlY;kph 

[kk_kh djkoh- 

 jQX.kkP;k laidkZr vkysys loZ O;Drh o jQX.kkph dkGth ?ks.kk`;k 

O;Drhuha R;kaP;k vkjksX;kps Loijh{k.k djkos- njjkst rkieku o 

dksohM&19 vktkjkph y{k.ks (mnk& rki] [kksdyk o 'oklksPNoklkl 

_kkl) vk<GY;kl rkRdkG lnjhy oS|fd; vf/kdk`;kauk laidZ 

lk/kkok- 

 
jQX.kkalkBh  lqpuk & 

 jQX.kkuh fu;fer fV!iy ys;j esfMdy ekLdpk okij djkok- 8 

rklkP;k okijkuarj fdaok R;kvxksnjp vksyk >kkyk vlsy rj ekLd 

dk<wu Vkdkok- 

 ekLdph 1% lksMh;e gk;iksDyksjkbZVP;k lkgk:;kus futqZarqdhdj.k 

dsY;kuarjp foYgsokV ykokoh- 

 jQX.kkauh R;kyk usewu fnysY;k [kksyhe/;spa jkg.ks ca/kudkjd vlwu 

jQX.kkauh ?kjkrhy brj O;Drh fo'ks"kr% ts"B ukxjhd] mPp jDrnkc] 

gn;fodkj o fdMuh fodkj vlysY;k O;Drhiklwu nwj jgkos- 

 jQX.kkauh iqjs'kh >kksi o tkLrhr tkLr nzo inkFkkZps lsou djkos- 

ts.ksdjQu 'kjhjkrhy ik.;kps izek.k larqfyr jkghy- 
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 jQX.kkauh m?kM;koj [kksdw vFkok Fkqadq u;s- 

 jQX.kkauh vkiY;k gkrkph LoPNrk lkc.k o ik.;kus dehr deh 40 

lsdan fdaok vYdksgksy fefJr lWfuVk;>kjus djkoh- 

 jQX.kkauh Lor%P;k oLrwpk laidZ brj O;Drh'kha ;s.kkj ukgh ;kph 

dkGth ?;koh-  

 jQX.kkaps jQee/khy VkbZYl (i="BHkkx) o okjaokj Li'kZ gks.kk`;k 

(mnk&Vscy VkWIl] Mksvj ukWCl] gW.My b-) 1% lksMhve 

gk;iksDyksjkbZV nzko.kkus LoPN djkos- 

 MkWDVjkauh fnysY;k lqpuk o vkS"k/kksipkjkps jQX.kkauh rarksrar ikyu 
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q-s+{ uqi
fr*gr (sr.)qatrc sJFfu, q-qq 4
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gfue, qTrf, ((6r(
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Prof, (Dr,) Balram Bhargava, padma shri

MD, DM, FRCP (Glasg.), FRCP (Edi^.),

FACC, FA}A FA}iTS, FNASC. FASC, FNA OSc

Secretary to the Government ol lndia
Depanment ol Health Rgsearc*t

Minisfy of Hoalth & Family Weltaro &

Director-General, ICMR

Subject: National COVID-l 9 sero-survey

,6\. O-ffi$\ iemT
\E 
(ef I ii,"Jflrr?y!:r."3r\w/

rrrrfta urgE-*r< sr-$iqn cRrq
wnw srgiun furr.r

erwgifi<noerq {am<
gT{-d gli5l{

& {qf*rr<rff r+q, siqlft Trn
r$ffi- rro ozs

lndian Council of Medical Research
Depafiment ol Health Research

Minisry ol Health & Family wetfare
Govemment of lndia

V Ramalingaswami Bhawan, Ansari Nagar
New Delhi - 1'10 029

D.O.No.ECD/COVI D I 9/Misc./2020
I I'h June, 2020

Dear Dr. Vyas,

I thank you and oflicials fiom your administration for extending the support for completing the sero-suNey to

estimate the sero-prevalence SARS-CoV-2 infection in your state. We have completed the testing of sera samples

collected from different districts. The result of IgG positivity by district is given below:

Testing of hotspot cities is still ongoing and we will share the results once testing is complete.

Thank you once again to you and officials from your administration for the support in the conduct of the sero-

survey. We look forward to your continued support in the next round of sero-survey.

With regards,
Yours sincerely,

District Number of samples
tested

Number positivc Unw€ighted prevalence (7o)

Bid 396 I l.0l
Parbhani 396 6 1.5 I

Nanded 393 5 1.27

Sangli 400 ) 1.25

Ahmadnagar 404 5 1 .23

Jalgaon 396 2 0.5

Ab/4ArL gh@'fsk
(Balram Bhargava)

Dr. Pradeep Kumar Vyas
Principal Secretary,
Department of Health & Family Welfare,
Govemment of Maharashtra,
Mumbai - 400001, Maharashtm.

Copy to :

l. The Director, ICMR-National Institute ofVirolog/, Pune

2. The Director, ICMR - National AIDS Rescarch lnstitute, 73 'G' Block, MIDC, Bhosari, Pune 411026

3. The Director, tCMR-National lnstitute of lmmunohaemotology' Mumbai, Maharashtra

4. Dr SampadaBangar, Scientist D, National AIDS Research lnstitute

5. Dr AvinashDeoshatwar, ICMR-National Institut€ ofvirology. Pune

6. Dr.Reetika Malik Yadav, Scientist B, ICMR National lnstitute of Immunohaemotology (NIIH), Mumbai

felej 26588204,26589620, Fax (Otr.) : 91- l 1-26588662, E-mail: secydg@icmr.gov.in
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Maharashtra

Total Cases Active Cases Deaths
Case fatality 

rate (%)
Doubling 

rate
Tests per million Confirmation %

India 245,885 129,338 7,056 2.87% 16.01 3206.69 5.5%

Maharashtra 84,583 42,795 3,035 3.59% 19.63 3626.47 16.3%

10 Most Affected Districts in State

Mumbai+ Mum. 
Suburban

48,835 26,524 1,638 3.35% 23.56 9301.20 26.3%

Thane 12,949 7,782 331 2.56% 15.77 4771.29 22.4%

Pune 8,707 2,785 406 4.66% 21.14 8311.90 10.2%

Palghar 1,531 885 40 2.61% 13.33 1896.80 24.7%

Aurangabad 1,867 586 92 4.93% 16.98 3132.38 14.7%

Solapur 1,283 561 102 7.95% 11.46 2101.32 12.9%

Jalgaon 1,010 477 110 10.89% 8.67 1776.62 12.3%

Raigad 1,369 441 59 4.31% 17.41 2800.43 17.0%

Nashik 1,450 370 76 5.24% 15.21 2144.07 10.1%

Akola 770 316 33 4.29% 16.82 2976.04 13.0%

As on 7th June

1. Doubling rate calculated based on last 7 days trajectory
2. As per the data fed by states 
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Maharashtra- Projected Cases & Infra Gap Analysis

S.
No.

State/ District
Cumulative 

cases
Projected Cases 

(30th June)

Dateof Infra Shortage
Infra Capacity Status 

(by 30th June)

Iso. Bed  
withoutO2

Iso. Bed  
with O2

ICU Bed Ventilator
Iso. Bed  

withoutO2

Iso. Bed  
with O2

ICU Bed Ventilator

1 Mumbai 48,835 96,064 ✓ ✓ ✓ 21-Jun 49,440 10,532 189 -199

2 Thane 12,949 35,581 ✓ ✓ ✓ 25-Jun 11,737 2,537 81 -84

3 Pune 8,707 18,510 ✓ ✓ ✓ ✓ 9,393 2,175 615 239

4 Palghar 1,531 5,069 ✓ ✓ 29-Jun 30-Jun 496 966 -11 -2

5 Aurangabad 1,867 4,772 ✓ ✓ ✓ ✓ 6,423 1,124 99 64

6 Solapur 1,283 5,160 ✓ ✓ ✓ ✓ 7,301 543 294 60

7 Jalgaon 1,010 6,357 ✓ 27-Jun 28-Jun 29-Jun 7,605 -107 -39 -8

8 Raigad 1,369 3,424 ✓ ✓ ✓ 26-Jun 2,617 294 51 -6

9 Nashik 1,450 4,138 ✓ ✓ ✓ ✓ 11,320 280 109 33

10 Akola 770 1,986 ✓ ✓ ✓ ✓ 945 153 50 19

Assumptions:Growth rate in the last 7 days is considered for projections, ALOS is 14 daysand ratio of hospitalizationin Isolation bed without O2, with O2 and ICU Bedis 85:10:5. Fatality district specific

# Growth Rate of 14 days considered* State Growth Rate  of 7 days considered

As on 7th JuneInfra Capacity Gap Analysis on Projected Cases from 8th June to 30th June (3 weeks) based on historical trend

 Indicates Bed data not running outtill 30th June
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COVID-19

Public Health Response

VC with States

11th June 2020
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• 6 states constitute more than 76% of active cases

• Maharashtra, Tamil Nadu, Delhi, Gujarat, Rajasthan, West Bengal

• Case fatality rate has remained flat at 2.90% (vs. 2.96% 2 weeks ago)

• 82% of total deaths are from 5 states (Maharashtra, Delhi, Gujarat, West Bengal, Madhya Pradesh)

• 65 districts have more than 5% fatality rate; 19 of these districts are in Madhya Pradesh, 11 districts in 
Gujarat, 10 districts in Maharashtra and 10 districts in Uttar Pradesh

• Doubling rate for India has increased to 16.9 days (vs. 14.1 days 2 weeks ago)

• 3 states have doubling rate lower than 7 days: Chhattisgarh, Manipur, Goa (states with less than 100 cases 
have been excluded)

• Increase in confirmation rate to 5.70% (from 4.87% 2 weeks ago) – indicates either spread 
of infection or less testing

• At the state-level, 3 states have more than 10% confirmation rate (Maharashtra, Delhi and Telangana) 

India: Overall Status As on 9th June
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• Top 30 districts account for 98,571 active cases (72% of India's active case-
load)

• These 'epi-centers' are largely urban areas with more than 600 cases in each district

• 23 districts are concentrated in 4 states: Delhi, Maharashtra, Tamil Nadu, West Bengal

• In these areas fatality mitigation is an additional urgent focus area (beyond 
containment, testing etc.)

• Beyond these epi-centers, 98 districts have been infected in the past 3 weeks 

• Significant spread in North-Eastern states: 53 districts infected in last 3 weeks are from 
7 north-eastern states 

• (Manipur – 12, Assam – 11, Mizoram – 9, Arunachal Pradesh – 9, Meghalaya – 5, Tripura – 4, Sikkim – 3)

• Significant spread in Eastern states: 4 other eastern states account for 25 recently 
infected districts 

• (Chhattisgarh - 9, Odisha - 7, Jharkhand - 5, West Bengal - 4)

Concentration and growth of cases As on 9th June
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• Emerging districts of concern since easing of restrictions after 18th May

• Defined as districts with more than 400 cases of which 50% were observed after 18th

May

• Concentration mainly in 7 states

• Maharashtra, Rajasthan, Tamil Nadu, West Bengal, Karnataka, Jammu and Kashmir and Haryana

• 4 districts having more than 400 cases of which 90% were observed after 18th May

• Gurugram, Udupi, Yadgir, Kolhapur

• Dual testing gap: Testing bottlenecks in some urban areas coupled with 
coverage gaps/long turnaround times for several rural areas
• Mumbai & Thane (Maharashtra), Chennai (Tamil Nadu) - confirmation rate >20% in both urban areas

• Palghar (Maharashtra), Medchal Malkajgiri (Telangana) and Hojai (Assam) – confirmation rate  >20% in 
these rural areas

Other Key Challenges As on 9th June
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Major Observations

• Top 14 districts i.e. Mumbai, Chennai, Thane, Ahmedabad, Pune, 
Chengalpattu, Gurugram, Kolkata, Hyderabad and 5 districts in Delhi account 
for  more than 60% (83,271 cases) of total active caseload

5

Key challenges emerging across districts
• Risk of capacity shortfall over next 1 month: Bed shortages in 17 districts (among top 50 districts) based on forecast

State Districts State Districts

Haryana Gurugram Rajasthan Bharatpur

J&K Kulgam, Kupwara Tamil Nadu Chennai, Chengalpattu, Thiruvallur, Tuticorin

Karnataka Udupi, Yadgir, Raichur

Uttar Pradesh Gautam Buddha Nagar

Maharashtra Mumbai, Thane, Palghar, Jalgaon, Raigad

As on 9th June
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Major Observations

6

Growing case fatality rates in few districts

• CFR more than 5% in 69 districts (India average of 2.90%)

S. 
No

State Districts
Number of 

Districts
S. 

No
State Districts

Number of 
Districts

1
Madhya 
Pradesh

Mandla, Sehore, Umaria, Mandsaur, Rajgarh, 
Satna, Ujjain, Hoshangabad, Burhan, Khargone, 
Sagar, Dewas, East Nimar, Shajapur, Ratlam, 
Chhindwara, Datia, Rajgarh, Tikamgarh, Agar 
Malwa, Jhabua

21

7
Himachal 
Pradesh

Mandi, Shimla 2

8 West Bengal
Kolkata, 24 Paragnas
North

2

2 Uttar Pradesh
Lalitpur, Jhansi, Meerut, Agra, Aligarh, Gorakhpur, 
Firozabad, Mathura, Etah, Jalaun, Mahoba

11 9 Delhi
Shahdara, North-east 
Delhi

2

3 Maharashtra
Washim, Nandurbar, Jalgaon, Dhule, Solapur, 
Aurangabad, Nashik, Satara, Amrawati, Wardha

10 10 Haryana Jind 1

4 Gujarat
Porbandar, Panch Mahal, Anand, Ahmedabad, 
Bhavnagar, Patan, Surendra Nagar, Kachchh, 
Bharuch

9 11 Karnataka Tumakuru 1

5 Rajasthan Karauli, Sawai Madhopur, Pratapgarh, Jaipur, Baran 5 12 Punjab Kapurthala 1

6 Telangana Narayanpet, Mancherial, Nirmal 3 13 Chhattisgarh Bastar 1

As on 9th June
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Major Observations

7

Growing testing bottlenecks

• Confirmation % is more than 10% for 46 districts (India average of 5.70%)

S. 
No

State Districts
Number of 

Districts
S. 
No

State Districts
Number of 

Districts

1 Maharashtra
Mumbai, Thane, Palghar, Aurangabad, 
Raigad, Pune, Solapur, Nashik, Akola, 
Osmanabad, Gondia, Jalgaon

12
7

Uttar 
Pradesh

Firozabad, Chitrakoot 2

8 Assam Hojai, Dima Hasao 2

2 Delhi
North-west, Central, South-east, East, 
West, North, Shahdara, South-west 
North-east

9 9 Gujarat Ahmedabad, Vadodara 2

3 Telangana
Medchal Malkajgiri, Hyderabad, 
Rangareddy, Suryapet

4 10 Tripura Sepahijala 1

4 Tamil Nadu
Chennai, Chengalpattu, Thiruvallur, 
Ariyalur

4 11 Uttarakhand Tehri Garhwal 1

5 Bihar
Khagaria, Purbi Champaran, Sitamarhi, 
Muzaffarpur

4 12 West Bengal Howrah 1

6
Madhya 
Pradesh

Khargone, Burhanpur, Neemuch 3 13 Rajasthan Pali 1

As on 9th June
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• Containment 

• Strict perimeter control crucial 

• Active house-to-house surveillance through Special Teams critical for early identification of cases

• Community led at scale surveillance in highly affected districts

• Testing and Tracing

• In high case-load states/districts- additional testing & strict containment measures needed, need to focus 
on early testing of high-risk contacts and clinical triaging at facilities

• In states/districts with low case-load / emerging hotspots, testing and tracing is crucial for containment

• Health System Upgradation

• Ensure sufficient hospital capacity through advance planning for next 2 months – online tool available

• Ensure sufficient logistics (e.g. pulse oximeters) along with bed capacity and HR (doctors, staff nurses, 
non-clinical staff)

• Institutional quarantine/isolation increasingly critical to reduce load on health-system – need to ramp-up 
institutional capacity (e.g. hotels, stadiums etc.)

Action Plan

758



• Fatality mitigation

• Preventive measures and active surveillance / testing – especially for vulnerable population – to reduce 
high-risk patient count and improve speed-to-care 

• Treatment initiatives to ensure lower fatality rate e.g. preferring hospitalization for co-morbid / elderly 
patients, timely referrals on escalation of symptoms, improving clinical practices via Centers of Excellence, 
providing on-call specialist care etc.

• End-to-end case management

• End-to-end management of cases is important, including surveillance, testing, treatment and referrals

• Critical to smoothen transition points e.g. test confirmation to hospitalization, ambulance uptime/ 
coordination

• Community engagement 

• Reduce stigma associated with virus and encourage health-seeking behavior, social distancing, sanitization

• Encourage care for vulnerable population along with regular monitoring of co-morbidities even in non-
Covid patients

Action Plan
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Action Plan: Fatality Mitigation

1. Promote specific preventive care measures – e.g., media campaigns encouraging co-morbid 
patients/ elderly to monitor their health and wellness

2. Engage employers to provide work-from-home / alternate working options for vulnerable 
population 

3. Engage RWAs to ensure compliance with preventive measures by vulnerable populations; 
encourage RWAs to enable home delivery of essential services to vulnerable populations

1. Encourage health-seeking behavior

2. Ensure timely testing of co-morbid contacts and elderly contacts as high-risk

3. Engage employers and RWAs to improve surveillance effectiveness, especially for co-morbid 
and elderly population

1. Ensure proactive capacity planning to ensure sufficient capacity for next 1-2 months

2. For co-morbid patients, hospitalization preferred over home isolation

3. Ensure timely referrals for patients with escalating symptoms

4. Strengthen clinical practices – e.g., Center of Excellence 

5. Focus on early diagnosis of complications for immuno-compromised patients 

Preventive 
measures 
to reduce the exposure of 
vulnerable segments to 
Covid-19

Active surveillance 
and testing 
to improve speed-to-care

Treatment 
initiatives 
to improve quality of care

Note: Population to be considered vulnerable on the basis of both age and co-morbidities 760
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Cases per Lakh Population amongst the Lowest in the World

91.67

20.77

93.2

204.1 209.5 220.6 230.9

332.8 338.3

389.6
425.9

517.5

589.5
605.7

746.8

0

100

200

300

400

500

600

700

800

World India Mexico Turkey Iran Germany France Brazil Russia Italy UK Spain US Peru Chile

as per WHO Situation Report 142 dated 10th June, 2020
2 763



Death per Lakh Population - Amongst the Lowest in the World 
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Sero-surveillance to monitor the 
trend of SARS-CoV-2 infection 

transmission 
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COVID serosurvey

• What is serological survey? 

• Blood samples collected from general population and tested for IgG antibodies 

• If a person is IgG positive, it means they were infected with SARS-CoV-2 in the past

• Serosurveys are expected to answer the following questions 

• What percentage of the general population has been infected by the virus? 

• Who are at higher risk of getting infection? 

• Which are the areas where containment efforts need to be strengthened? 
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Serosurvey for COVID

• ICMR conducted the first serosurvey in May 2020

• In collaboration with state health departments, NCDC, and WHO India

• Serosurvey had 2 parts

• PART I: Estimate fraction of population who has been infected with SARS-
CoV-2 in general population (COMPLETED)

• PART II: Estimate fraction of population who has been infected with SARS-
CoV-2 in containment zones of hotspot cities (ONGOING)
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Data and blood sample collection

• Data collection

• Socio-demographic details

• History of respiratory symptoms

• Written informed consent and ethics clearance

• Blood sample collection

• 3-5 ml of blood sample

• Laboratory investigations

• Sera tested for IgG antibodies, infection using COVID KAVACH ELISA
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PART I: Population based serosurvey in districts

• Districts into four groups based on number of reported COVID-19 cases 
(incidence)

• Zero cases  

• Low incidence 

• Medium incidence

• High incidence

• Selected minimum 15 districts from each group

• 400 individuals from each district 

• Selected 10 villages/urban wards randomly

• From each village/ward, enrolled 40 adults 

• Only one adult enrolled from each household
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Selection of districts & individuals surveyed  

Stratum Total 

no. of 

districts 

Districts 

selected

No. of 

clusters 

selected

No. of clusters in 

urban area (%)

No. of 

households 

visited **

No. of individuals 

enrolled **

(% response)

Zero cases* 233 15 150 16 (11.4) 5886 5614 (95.4)

Low* 229 22 220 42 (21.0) 8352 8022 (96.0)

Medium* 84 16 160 48 (32.0) 6917 5980 (86.5)

High* 190 18 180 70 (41.2) 7440 6784 (91.2)

Total 736 83 770 176 (26.7) 28,595 26400 (92.3)

*Based on incidence of reported COVID cases as on 25 April 2020

**Data for 65 districts completed
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Results 

• 0.73% of the population in these districts had evidence of past exposure to SARS-
CoV-2 

• Lockdown/containment has been successful in keeping it low & preventing rapid 
spread

• However, it means that a large proportion of the population is still susceptible

• Risk is higher in Urban (1.09); Urban Slums (1.89) times higher than rural areas 

• Infection fatality rate is very low 0.08%

• Infection in containment zones were found to be high with significant variations 
(still ongoing) 
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Conclusion: Way forward…

• Since, large proportion of the population is susceptible and infection can spread

• Non Pharmacological Interventions such as physical distancing, use of face 
mask/cover, hand hygiene, cough etiquette must be followed strictly

• Urban slums highly vulnerable for the spread of infection

• Local lockdown measures need to continue as already advised by GOI

• High risk groups: Elderly, chronic morbidities, pregnant women & children less 10 
years of age need to be protected

• Efforts to limit the scale and spread of the disease will have to be continued by 
strong implementation of containment strategies by the states

• The states cannot lower their guard & need to keep on implementing effective 
surveillance and containment strategies
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Maharashtra - Key Highlight 

1) Higher case fatality 7 out of 10 most affected districts have CFR higher than the state average. In

these districts, there is a need to focus on efficient clinical management of the cases and early

detection.

2) Higher confirmation rate in majority (including 10 most affected) districts compared to national

average, indicating need for ramping up the testing in these districts

3) Top 5 districts in terms of caseload contributes 87% of state’s case load, suggesting a localized

infection, therefore, a need for aggressive containment strategy in these districts

4) 6 districts witnessed a very high surge in last 14 days i.e., Sindhudurg, Osmanabad, Parbhani,

Jalna, Bhandara and Jalgaon (% increase in case load ranging from 63% – 85%)

5) Focus on infrastructure readiness, among the top 10 affected districts, 6 districts may witness

shortage of beds and ventilators by end of June 2020

6) Low adoption rate and low % of updated records (~62%) on the facility app
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Maharashtra

Total Cases Active Cases Deaths
Case fatality 

rate (%)
Doubling 

rate
Tests per million Confirmation %

India 273,869 141,477 7,945 2.9% 17.3 3,525 5.6%

Maharashtra 92,641 45,273 3,412 3.7% 20.8 4,215 16.6%

10 Most Affected Districts in State

Mumbai 52,728 27,694 1,857 3.5% 25.4 9,838 26.8%

Thane 14,655 8,570 379 2.6% 15.9 5,210 23.3%

Pune 9,408 2,890 439 4.7% 21.0 9,028 10.1%

Palghar 1,784 1,095 45 2.5% 13.5 2,158 25.3%

Aurangabad 2,075 675 117 5.6% 16.8 3,334 15.4%

Solapur 1,423 659 110 7.7% 12.7 2,248 13.4%

Jalgaon 1,249 587 121 9.7% 9.3 2,188 12.3%

Nashik 1,633 445 81 5.0% 14.3 2,299 10.6%

Akola 874 358 37 4.2% 15.6 3,180 13.9%

Raigad 1,503 326 62 4.1% 19.1 3,012 17.3%

Doubling rate calculated based on last 7 days trajectory

As per data provided by states for 10th June
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Maharashtra- Projected Cases & Infra Gap Analysis

S.
No.

State/ District
Cumulative 

cases
Projected Cases 

(30th June)

Current Infrastructure
Required Infrastructure 

(by 30th June)

Iso. Bed  
withoutO2

Iso. Bed  
with O2

ICU Bed Ventilator
Iso. Bed  

withoutO2

Iso. Bed  
with O2

ICU Bed Ventilator

1 Mumbai 52,728 81,109 77,149 13,883 1,357 710 66,514 7,825 3,913 1,957

2 Thane 14,655 29,290 26,078 4,066 883 315 24,253 2,853 1,427 714

3 Pune 9,408 15,502 17,140 2,743 929 400 12,562 1,478 739 370

4 Palghar 1,784 4,395 2,781 1,491 163 79 3,641 428 214 107

5 Aurangabad 2,075 4,088 8,188 1,332 203 116 3,278 386 193 97

6 Solapur 1,423 3,125 9,730 844 436 131 2,451 288 144 72

7 Jalgaon 1,249 4,003 10,697 580 115 57 3,073 362 181 91

8 Raigad 1,503 2,644 3,869 442 125 31 2,155 254 127 64

9 Nashik 1,633 3,555 12,970 474 206 81 2,872 338 169 85

10 Akola 874 1,783 1,691 241 94 41 1,452 171 85 43

Assumptions:Growth rate in the last 7 days is considered for projections, ALOS is 14 daysand ratio of hospitalizationin Isolation bed without O2, with O2 and ICU Bedis 85:10:5. Fatality district specific

As on 12th JuneInfra Capacity Gap Analysis on Projected Cases from 12th June to 30th June (3 weeks) based on historical trend
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10th May, 2020 

Government of India 

Ministry of Health & Family Welfare 

 

Revised guidelines for Home Isolation of very mild/pre-symptomatic COVID-19 cases 

 

1. Scope  

The guidelines are in addition to the guidelines on appropriate management of suspect/confirmed case 

of COVID-19 issued by MoHFW on 7th April, 2020.  

 

As per existing guidelines, during the containment phase the patients should be clinically assigned as 

very mild/mild, moderate or severe and accordingly admitted to (i) COVID Care Center, (ii) 

Dedicated COVID Health Center or (iii) Dedicated COVID Hospital respectively. Guidelines for 

home isolation of very mild/pre-symptomatic patients were issued on 27th April 2020. The present 

guidelines are in supersession of the guidelines issued on 27th  April 2020. 

  

However, very mild/pre-symptomatic patients having the requisite facility at his/her residence for 

self-isolation will have the option for home isolation.  

 

2. Eligibility for home isolation  

i. The person should be clinically assigned as a very mild case/ pre-symptomatic case by the 

treating medical officer.  

ii. Such cases should have the requisite facility at their residence for self-isolation and also for 

quarantining the family contacts.  

iii. A care giver should be available to provide care on 24 x7 basis. A communication link 

between the caregiver and hospital is a prerequisite for the entire duration of home isolation.  

iv. The care giver and all close contacts of such cases should take Hydroxychloroquine 

prophylaxis as per protocol and as prescribed by the treating medical officer.  

v. Download Arogya Setu App on mobile (available at: https://www.mygov.in/aarogya-setu-

app/) and it should remain active at all times (through Bluetooth and Wi-Fi)  

vi. The patient shall agree to monitor his health and regularly inform his health status to the 

District Surveillance Officer for further follow up by the surveillance teams.  

vii. The patient will fill in an undertaking on self-isolation (Annexure I) and shall follow home 

quarantine guidelines. Such individual shall be eligible for home isolation.  

viii. In addition to the guidelines on home-quarantine available at: 

https://www.mohfw.gov.in/pdf/Guidelinesforhomequarantine.pdf, the required instructions 

for the care giver and the patient as in Annexure II shall be also followed.  

 

3. When to seek medical attention  

Patient / Care giver will keep monitoring their health. Immediate medical attention must be sought if 

serious signs or symptoms develop. These could include  

i. Difficulty in breathing,  

ii. Persistent pain/pressure in the chest,  

iii. Mental confusion or inability to arouse,  

iv. Developing bluish discolorations of lips/face and  

v. As advised by treating medical officer  

 

4. When to discontinue home isolation  

Patient under home isolation will end home isolation after 17 days of onset of symptoms (or date of 

sampling, for pre-symptomatic cases) and no fever for 10 days. There is no need for testing after 

the home isolation period is over. 

____________________________________________________________________________  
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Annexure I  

Undertaking on self-isolation 

I ………………………… S/W of ……………………, resident of …………………………………… 

being diagnosed as a confirmed/suspect case of COVID-19, do hereby voluntarily undertake to 

maintain strict self-isolation at all times for the prescribed period. During this period I shall monitor 

my health and those around me and interact with the assigned surveillance team/with the call center 

(1075), in case I suffer from any deteriorating symptoms or any of my close family contacts develops 

any symptoms consistent with COVID-19.  

I have been explained in detail about the precautions that I need to follow while I am under self-

isolation.  

I am liable to be acted on under the prescribed law for any non-adherence to self-isolation protocol.  

 

Signature____________________  

Date________________________  

Contact Number ______________  
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Annexure II  

Instructions for care-givers  

• Mask: The caregiver should wear a triple layer medical mask appropriately when in the same 

room with the ill person. Front portion of the mask should not be touched or handled during use. 

If the mask gets wet or dirty with secretions, it must be changed immediately. Discard the mask 

after use and perform hand hygiene after disposal of the mask.  

• He/she should avoid touching own face, nose or mouth.  

• Hand hygiene must be ensured following contact with ill person or his immediate environment.  

• Hand hygiene should also be practiced before and after preparing food, before eating, after using 

the toilet, and whenever hands look dirty. Use soap and water for hand washing at least for 40 

seconds. Alcohol-based hand rub can be used, if hands are not visibly soiled.  

• After using soap and water, use of disposable paper towels to dry hands is desirable. If not 

available, use dedicated clean cloth towels and replace them when they become wet.  

• Exposure to patient: Avoid direct contact with body fluids of the patient, particularly oral or 

respiratory secretions. Use disposable gloves while handling the patient. Perform hand hygiene 

before and after removing gloves.  

• Avoid exposure to potentially contaminated items in his immediate environment (e.g. avoid 

sharing cigarettes, eating utensils, dishes, drinks, used towels or bed linen).  

• Food must be provided to the patient in his room  

• Utensils and dishes used by the patient should be cleaned with soap/detergent and water wearing 

gloves. The utensils and dishes may be re-used. Clean hands after taking off gloves or handling 

used items.  

• Use triple layer medical mask and disposable gloves while cleaning or handling surfaces, 

clothing or linen used by the patient. Perform hand hygiene before and after removing gloves.  

• The care giver will make sure that the patient follows the prescribed treatment.  

• The care giver and all close contact will self-monitor their health with daily temperature 

monitoring and report promptly if they develop any symptom suggestive of COVID-19 

(fever/cough/difficulty in breathing)  

 

Instructions for the patient  

• Patient should at all times use triple layer medical mask. Discard mask after 8 hours of use or 

earlier if they become wet or visibly soiled.  

• Mask should be discarded only after disinfecting it with 1% Sodium Hypo-chlorite.  

• Patient must stay in the identified room and away from other people in home, especially elderlies 

and those with co-morbid conditions like hypertension, cardiovascular disease, renal disease etc.  

• Patient must take rest and drink lot of fluids to maintain adequate hydration  

• Follow respiratory etiquettes all the time.  

• Hands must be washed often with soap and water for at least 40 seconds or clean with alcohol 

based sanitizer.  

• Don’t share personal items with other people.  

• Clean surfaces in the room that are touched often (tabletops, door knobs, handles, etc) with 1% 

hypochlorite solution.  

• The patient must strictly follow the physician’s instructions and medication advice.  

• The patient will self-monitor his/her health with daily temperature monitoring and report 

promptly if develops any deterioration of symptom as detailed below.  

 

778



24.05.2020 

Government of India 

Ministry of Health and Family Welfare 

 

Guidelines for international arrivals 

 

i. Before boarding, all travellers shall give an undertaking that they would undergo mandatory 

quarantine for 14 days - 7 days paid institutional quarantine at their own cost, followed by 7 

days isolation at home with self-monitoring of health. 

ii. Only for exceptional and compelling reasons such as cases of human distress, pregnancy, 

death in family, serious illness and parent(s) accompanied by children below 10 years, as 

assessed by the receiving states, home quarantine may be permitted for 14 days. Use of 

Aarogya Setu app shall be mandatory in such cases. 

iii. Dos and Don'ts shall be provided along with ticket to the travelers by the agencies concerned. 

iv. All passengers shall be advised to download Arogya Setu app on their mobile devices.  

v. At the time of boarding the flight/ ship, only asymptomatic travelers will be allowed to board 

after thermal screening. 

vi. Passengers arriving through the land borders will also have to undergo the same protocol as 

above, and only those who are asymptomatic will be enabled to cross the border into India. 

vii. Self-declaration form in duplicate shall be filled by the person in the flight/ship and a copy of 

the same will be given to Health and Immigration officials present at the airport/ seaport/ 

Iandport. The form may also be made available on Aarogya Setu app. 

viii. Suitable precautionary measures such as environmental sanitation and disinfection shall be 

ensured at the airports as well as within the flights. 

ix. During boarding and at the airports, all possible measures to ensure social distancing to be 

ensured. 

x. Suitable announcement about COVID-19 including precautionary measures to be followed 

shall be made at airports/port and in flights/ships and during transit. 

xi. While on board the flight/ ship, required precautions such as wearing of masks, environmental 

hygiene, respiratory hygiene, hand hygiene etc. are to be observed by airline/ ship staff, crew 

and all passengers. 

xii. On arrival, thermal screening would be carried out in respect of all the passengers by the 

Health officials present at the airport/ seaport/ Iandport. 

xiii. The passengers found to be symptomatic during screening shall be immediately isolated and 

taken to medical facility as per health protocol. 

xiv. The remaining passengers shall be taken to suitable institutional quarantine facilities, to be 

arranged by the respective State/ UT Governments.   

xv. These passengers shall be kept under institutional quarantine for a minimum period of 7 days. 

They shall be tested as per ICMR protocol available at 

 https://www.mohfw.gov.in/pdf/Revisedtestingguidelines.pdf  

If they test positive, they shall be assessed clinically.  

a. If they are assessed as mild cases, they will be allowed home isolation or isolated in 

the Covid Care Centre (both public & private facilities) as appropriate. 
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b. Those having moderate or severe symptoms will be admitted to dedicated COVID 

Health facilities and managed accordingly. 

If found negative, they shall be advised to further isolate themselves at home and self-monitor 

their health for 7 days. 

xvi. In case, any symptoms develop they shall inform the district surveillance officer or the 

state/national call center (1075). 

 

 

NOTE: States can also develop their own protocol with regards to quarantine and isolation 

as per their assessment. 
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24.05.2020 

Government of India 

Ministry of Health and Family Welfare 

 

Guidelines for domestic travel (air/train/inter-state bus travel) 

 

1) Dos and Don'ts shall be provided along with tickets to the travellers by the agencies 

concerned. 

2) All passengers shall be advised to download Arogya Setu app on their mobile devices. 

3) Suitable announcement about COVID-19 including precautionary measures to be followed 

shall be made at airports/railway station/bus terminals and in flights/trains/bus. 

4) The States/UTs shall ensure that all passengers shall undergo thermal screening at the point 

of departure and only asymptomatic passengers are allowed to board the flight/train/bus. 

5) During boarding and travel, all passengers shall use face covers/mask. They will also follow 

hand hygiene, respiratory hygiene and maintain environmental hygiene.  

6) At airports/railway stations/ bus terminals required measures to ensure social distancing shall 

be taken. 

7) Airports/railway stations/bus terminals should be regularly sanitized/disinfected and 

availability of soaps and sanitizers shall be ensured.  

8) Thermal screening at exit point shall be arranged.  

9) Asymptomatic passengers will be permitted to go with the advice that they shall self-monitor 

their health for 14 days. In case, they develop any symptoms, they shall inform the district 

surveillance officer or the state/national call center (1075). 

10) Those found symptomatic will be isolated and taken to the nearest health facility. They will 

be assessed for clinical severity at the health facility.  

11) Those having moderate or severe symptoms will be admitted to dedicated COVID Health 

facilities and managed accordingly. 

12) Those having mild symptoms will be given the option of home isolation or isolated in the Covid 

Care Centre (both public & private facilities) as appropriate and tested as per ICMR protocol 

available at https://www.mohfw.gov.in/pdf/Revisedtestingguidelines.pdf. 

If positive, they will continue in COVID Care Centre and will be managed as per clinical 

protocol.  

If negative, the passenger may be allowed to go home, isolate himself/herself and self-

monitor his/her health for further 7 days. In case, any symptoms develop they shall inform 

the district surveillance officer or the state/national call center (1075). 

 

NOTE: States can also develop their own protocol with regards to quarantine and isolation 

as per their assessment. 
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4th June, 2020 
Government of India 

Ministry of Health & Family Welfare 
 

SOP on preventive measures to contain spread of COVID-19 in offices 

 

1. Background 

 

Offices and other workplaces are relatively close settings, with shared spaces like work 

stations, corridors, elevators & stairs, parking places, cafeteria, meeting rooms and 

conference halls etc. and COVID-19 infection can spread relatively fast among officials, staffs 

and visitors.  

 

There is a need to prevent spread of infection and to respond in a timely and effective 

manner in case suspect case of COVID-19 is detected in these settings, so as to limit the 

spread of infection. 

 

2. Scope 

 

This document outlines the preventive and response measures to be observed to contain 

the spread of COVID-19 in office settings. The document is divided into the following sub-

sections  

(i) Generic preventive measures to be followed at all times  

(ii) Measures specific to offices  

(iii) Measures to be taken on occurrence of case(s)  

(iv) Disinfection procedures to be implemented in case of occurrence of 

suspect/confirmed case. 

Offices in containment zones shall remain closed except for medical & essential sevices. Only 

those outside containment zones will be allowed to open up. 

 

3. Generic preventive measures 

 

Persons above 65 years of age, persons with comorbidities, pregnant women are advised to 

stay at home, except for essential and health purposes.  Office management to facilitate the 

process.  

 

The generic preventive measures include simple public health measures that are to be 

followed to reduce the risk of infection with COVID-19. These measures need to be 

observed by all (employees and visitors) at all times. These include: 

 

i. Individuals must maintain a minimum distance of 6 feet in public places as far as 

feasible.  
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ii. Use of face covers/masks to be mandatory. 

iii. Practice frequent hand washing with soap (for at least 40-60 seconds) even when 

hands are not visibly dirty. Use of alcohol-based hand sanitizers (for at least 20 

seconds) can be made wherever feasible. 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of covering 

one’s mouth and nose while coughing/sneezing with a tissue/handkerchief/flexed 

elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest to the 

immediate supervisory officer. 

vi. Spitting shall be strictly prohibited. 

vii. Installation & use of Aarogya Setu App by employees. 

 

 

4. Specific preventive measures for offices:  

 

i. Entrance to have mandatory hand hygiene (sanitizer dispenser) and thermal 

screening provisions. 

ii. Only asymptomatic staff/visitors shall be allowed. 

iii. Any officer and staff residing in containment zone should inform the same to 

supervisory officer and not attend the office till containment zone is denotified.  

Such staff should be permitted to work from home and it will not be counted as 

leave period. 

iv. Drivers shall maintain social distancing and shall follow required dos and don’ts 

related to COVID-19. It shall be ensured by the service providers/ officers/ staff 

that drivers residing in containment zones shall not be allowed to drive vehicles. 

v. There shall be provision for disinfection of the interior of the vehicle using 1% 

sodium hypochlorite solution/ spray. A proper disinfection of steering, door 

handles, keys, etc.  should be taken up. 

vi. Advise all employees who are at higher risk i.e. older employees, pregnant 

employees and employees who have underlying medical conditions, to take extra 

precautions. They should preferably not be exposed to any front-line work 

requiring direct contact with the public. Office management to facilitate work 

from home wherever feasible.  

vii. All officers and staff / visitors to be allowed entry only if using face cover/masks.  The 

face cover/mask has to be worn at all times inside the office premises.  

viii. Routine issue of visitors/temporary passes should be suspended and visitors with 

proper permission of the officer who they want to meet, should be allowed after 

being properly screened. 

ix. Meetings, as far as feasible, should be done through video conferencing.  

x. Posters/standees/AV media on preventive measures about COVID-19 to be displayed 

prominently. 
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xi. Staggering of office hours, lunch hours/coffee breaks to be done, as far as feasible. 

xii. Proper crowd management in the parking lots and outside the premises – duly 

following social distancing norms be ensured. 

xiii. Valet parking, if available, shall be operational with operating staff wearing face 

covers/ masks and gloves as appropriate. A proper disinfection of steering, door 

handles, keys, etc. of vehicles should be taken up. 

xiv. Any shops, stalls, cafeteria etc., outside and within the office premises shall follow 

social distancing norms at all times. 

xv. Specific markings may be made with sufficient distance to manage the queue and 

ensure social distancing in the premises. 

xvi. Preferably separate entry and exit for officers, staff and visitors shall be organised. 

xvii. Proper cleaning and frequent sanitization of the workplace, particularly of the 

frequently touched surfaces must be ensured. 

xviii. Ensure regular supply of hand sanitisers, soap and running water in the washrooms. 

xix. Required precautions while handling supplies, inventories and goods in the office 

shall be ensured.  

xx. Seating arrangement to be made in such a way that adequate social distancing is 

maintained. 

xxi. Number of people in the elevators shall be restricted, duly maintaining social 

distancing norms. 

xxii. For air-conditioning/ventilation, the guidelines of CPWD shall be followed which 

inter alia emphasises that the temperature setting of all air conditioning devices 

should be in the range of 24-30oC, relative humidity should be in the range of 40-

70%, intake of fresh air should be as much as possible and cross ventilation should 

be adequate. 

xxiii. Large gatherings continue to remain prohibited.  

xxiv. Effective and frequent sanitation within the premises shall be maintained with 

particular focus on lavatories, drinking and hand washing stations/areas. 

xxv. Cleaning and regular disinfection (using 1% sodium hypochlorite) of frequently 

touched surfaces (door knobs, elevator buttons, hand rails, benches, washroom 

fixtures, etc.) shall be done in office premises and in common areas  

xxvi. Proper disposal of face covers / masks / gloves left over by visitors and/or employees 

shall be ensured. 

xxvii. In the cafeteria/canteen/dining halls: 

a. Adequate crowd and queue management to be ensured to ensure social 

distancing norms. 

b. Staff / waiters to wear mask and hand gloves and take other required 

precautionary measures. 

c. The seating arrangement to ensure a distance of at least 1 meter between 

patrons as far as feasible. 

d. In the kitchen, the staff to follow social distancing norms. 
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5. Measures to be taken on occurrence of case(s):  

 

Despite taking the above measures, the occurrence of cases among the employees 

working in the office cannot be ruled out. The following measures will be taken in such 

circumstances: 

 

i. When one or few person(s) who share a room/close office space is/are found to be 

suffering from symptoms suggestive of COVID-19: 

 

a. Place the ill person in a room or area where they are isolated from others at 

the workplace. Provide a mask/face cover till such time he/she is examined 

by a doctor. 

b. Immediately inform the nearest medical facility (hospital/clinic) or call the 

state or district helpline. 

c. A risk assessment will be undertaken by the designated public health 

authority (district RRT/treating physician) and accordingly further advice 

shall be made regarding management of case, his/her contacts and need 

for disinfection. 

d. The suspect case if reporting very mild/mild symptoms on assessment by 

the health authorities would be placed under home isolation.  

e. Suspect case, if assessed by health authorities as moderate to severe, will 

be treated as per health protocol in appropriate health facility.  

f. The rapid response team of the concerned district shall be requisitioned and 

will undertake the listing of contacts.  

g. The necessary actions for contact tracing and disinfection of work place will 

start once the report of the patient is received as positive. The report will 

be expedited for this purpose. 

 

ii. If there are large numbers of contacts from a pre-symptomatic/asymptomatic case, there 

could be a possibility of a cluster emerging in workplace setting. Due to the close 

environment in workplace settings this could even be a large cluster (>15 cases). The 

essential principles of risk assessment, isolation, and quarantine of contacts, case 

referral and management will remain the same. However, the scale of arrangements 

will be higher.  

 

iii. Management of contacts:  

 

a. The contacts will be categorised into high and low risk contacts by the District 

RRTas detailed in the Annexure I.  

b. The high-risk exposure contacts shall be quarantined for 14 days. 
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c. These persons shall undergo testing as per ICMR protocol. 

d. The low risk exposure contacts shall continue to work and closely monitor 

their health for next 14 days. 

e. The flowchart for management of contact/ cases is placed at Annexure - II.  

 

 

6. Closure of workplace 

 

i. If there are one or two cases reported, the disinfection procedure will be limited to 

places/areas visited by the patient in past 48 hrs. There is no need to close the 

entire office building/halt work in other areas of the office and work can be 

resumed after disinfection as per laid down protocol.  

ii. However, if there is a larger outbreak, the building/block will have to be closed for 

48 hours after thorough disinfection. All the staff will work from home, till the 

building/block is adequately disinfected and is declared fit for re-occupation. 

 

7. Disinfection Procedures in Offices 

 

Detailed guidelines on the disinfection as already issued by Ministry of Health & Family 

Welfare as available on their website shall be followed. 
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Annexure I 

Risk profiling of contacts  

Contacts are persons who have been exposed to a confirmed case anytime between 2 days 

prior to onset of symptoms (in the positive case) and the date of isolation (or maximum 14 

days after the symptom onset in the case).  

High-risk contact 

• Touched body fluids of the patient (respiratory tract secretions, blood, vomit, saliva, 

urine, faeces; e.g. being coughed on, touching used paper tissues with a bare hand) 

• Had direct physical contact with the body of the patient including physical examination 

without PPE 

• Touched or cleaned the linens, clothes, or dishes of the patient. 

• Lives in the same household as the patient. 

• Anyone in close proximity (within 1 meter) of the confirmed case without precautions. 

• Passengers in close proximity (within 1 meter) in a conveyance with a symptomatic 

person who later tested positive for COVID-19 for more than 6 hours. 

Low-risk contact 

• Shared the same space (worked in same room/similar) but not having a high-risk 

exposure to confirmed case of COVID-19. 

• Travelled in same environment (bus/train/flight/any mode of transit) but not having a 

high-risk exposure. 
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Annexure II 

Management of the case(s) and contacts 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case with symptoms 

suggestive of COVID-19 

Inform central/state/local health 

authority/Helpline 1075 

Assessment of exposure history 

and clinical presentation 

Assessed to be COVID-19 suspect 

case 

Assessed to be non-COVID case 

Referral or transfer to a non-

COVID health facility for further 

management as per clinical 

presentation 

No line listing of contacts, 

isolation, and disinfection 

required. 

Follow medical advice of the 

treating doctor and continue 

following basic preventive 

measures 

Referral or transfer to a COVID 

health facility for further 

management (including testing) as 

per clinical presentation.  

Isolation of suspect case at 

designated COVID Health facility 

or Home 

Initiation of listing of contacts 

Testing for COVID-19 

Negative Positive 

Referral to a non-COVID 

Health facility or discharge 

as per clinical assessment 

and diagnosis 

Further clinical management as per clinical 

severity – If patient has only mild/very mild 

symptoms, home isolation as per laid down 

criteria otherwise facility based management 

Contact tracing, Home quarantine of contacts, 

Testing of contacts as per ICMR guidelines 
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4th June, 2020 

Government of India 

Ministry of Health and Family Welfare 

 

SOP on preventive measures to contain spread of COVID-19 in religious places/places of worship  

 

1. Background 

 

Religious places / places of worship get frequented by large number of people for spiritual 

solace. To prevent spread of COVID-19 infection, it is important that required social 

distancing and other preventive measures are followed in such premises.  

 

2. Scope 

This document outlines various generic precautionary measures to be adopted in addition to 

specific measures to be taken at particular places to prevent spread of COVID-19.  

Religious places/places of worship for public in containment zones shall remain closed. 

Only those outside containment zones will be allowed to open up. 

 

3. Generic preventive measures 

Person above 65 years of age, persons with comorbidities, pregnant woman and children 

below the age of 10 years are advised to stay at home. Organisations managing the religious 

institutions to advise accordingly.  

 

The generic preventive measures include simple public health measures that are to be 

followed to reduce the risk of COVID-19. These measures need to be observed by all 

(workers and visitors) in these places at all times.  

 

These include: 

i. Individuals must maintain a minimum distance of 6 feet in public places as far as 

feasible.  

ii. Use of face covers/masks to be mandatory. 

iii. Practice frequent hand washing with soap (for at least 40-60 seconds) even when 

hands are not visibly dirty. Use of alcohol-based hand sanitizers (for at least 20 

seconds) can be made wherever feasible. 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of covering 

one’s mouth and nose while coughing/sneezing with a tissue/handkerchief/flexed 

elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest to state and 

district helpline.  

vi. Spitting should be strictly prohibited. 

vii. Installation & use of Aarogya Setu App shall be advised to all.

789



Page 2 of 3 
 

 

4. All religious places shall also ensure: 

i. Entrance to have mandatory hand hygiene (sanitizer dispenser) and thermal 

screening provisions. 

ii. Only asymptomatic persons shall be allowed in the premises. 

iii. All persons to be allowed entry only if using face cover/masks.   

iv. Posters/standees on preventive measures about COVID-19 to be displayed 

prominently. Audio and Video clips to spread awareness on preventive measures for 

COVID-19 should be regularly played. 

v. Staggering of visitors to be done, if possible. 

vi. Shoes / footwear to be preferably taken off inside own vehicle. If needed they 

should be kept in separate slots for each individual / family by the persons 

themselves. 

vii. Proper crowd management in the parking lots and outside the premises – duly 

following social distancing norms shall be organized. 

viii. Any shops, stalls, cafeteria etc., outside and within the premises shall follow social 

distancing norms at all times 

ix. Specific markings may be made with sufficient distant to manage the queue and 

ensure social distancing in the premises. 

x. Preferably separate entry and exits for visitors shall be organized 

xi. Maintain physical distancing of a minimum of 6 feet at all times when queuing up for 

entry. 

xii. People should wash their hand and feet with soap and water before entering the 

premises.  

xiii. Seating arrangement to be made in such a way that adequate social distancing is 

maintained. 

xiv. For air-conditioning/ventilation, the guidelines of CPWD shall be followed which 

inter alia emphasises that the temperature setting of all air conditioning devices 

should be in the range of 24-30oC, relative humidity should be in the range of 40-

70%, intake of fresh air should be as much as possible and cross ventilation should 

be adequate. 

xv. Touching of statues/idols / holy books etc. not to be allowed. 

xvi. Large gatherings/congregation continue to remain prohibited.  

xvii. In view of potential threat of spread of infection, as far as feasible recorded 

devotional music/songs may be played and choir or singing groups should not be 

allowed.   

xviii. Avoid physical contact while greeting each other.  

xix. Common prayer mats should be avoided and devotees should bring their own 

prayer mat or piece of cloth which they may take back with them. 

xx. No physical offerings like Prasad/distribution or sprinkling of holy water, etc.to be 

allowed inside the religious place. 

xxi. Community kitchens/langars / “Ann-daan”, etc. at religious placesshould follow 

physical distancing norms while preparing and distributing food.  

xxii. Effective sanitation within the premises shall be maintained with particular focus on 

lavatories, hand and foot-washing stations/areas. 
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xxiii. Frequent cleaning and disinfection to be maintained by the management of the 

religious place. 

xxiv. The floors should particularly be cleaned multiple times in the premises.  

xxv. Proper disposal of face covers / masks / gloves left over by visitors and/or 

employees should be ensured. 

xxvi. In case of a suspect or confirmed case in the premises:  

a. Place the ill person in a room or area where they are isolated from others.  

b. Provide a mask/face cover till such time he/she is examined by a doctor. 

c. Immediately inform the nearest medical facility (hospital/clinic) or call the 

state or district helpline. 

d. A risk assessment will be undertaken by the designated public health 

authority (district RRT/treating physician) and accordingly further action be 

initiated regarding management of case, his/her contacts and need for 

disinfection. 

e. Disinfection of the premises to be taken up if the person is found positive.  
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4th June,2020 

Government of India 

Ministry of Health and Family Welfare 

 

SOP on preventive measures in Restaurants to contain spread of COVID-19 

 

 

1. Background 

Given the current COVID-19 outbreak in India, it is important that restaurants and other 

hospitality units take suitable measures to restrict any further transmission of the virus while 

providing restaurant services.  

 

2. Scope 

This document outlines various generic precautionary measures to be adopted in addition to 

specific measures to be ensured at particular places to prevent spread of COVID-19.  

Restaurants in containment zones shall remain closed. Only those outside containment 

zones will be allowed to open up. 

 

3. Generic preventive measures 

Persons above 65 years of age, persons with comorbidities, pregnant women and children 

below the age of 10 years are advised to stay at home, except for essential and health 

purposes.  Restaurant management to advise accordingly.  

 

The generic measures include simple public health measures that are to be followed to 

reduce the risk of COVID-19. These measures need to be observed by all (staff and patrons) 

in these places at all times.  

 

These include: 

i. Physical distancing of at least 6 feet to be followed as far as feasible. 

ii. Use of face covers/masks to be made mandatory. 

iii. Practice frequent hand washing with soap (for at least 40-60 seconds) even when 

hands are not visibly dirty. Use of alcohol-based hand sanitizers (for at least 20 

seconds) can be made wherever feasible. 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of covering 

one’s mouth and nose while coughing/sneezing with a tissue/handkerchief/flexed 

elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest to state and 

district helpline.  

vi. Spitting shall be strictly prohibited. 

vii. Installation & use of Aarogya Setu App shall be advised to all. 
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viii.  

4. All Restaurants shall ensure the following arrangements: 

i. Takeaways to be encouraged, instead of Dine-In. Food delivery personnel should 

leave the packet at customer’s door. DO NOT handover the food packet directly to 

the customer.  

ii. The staff for home deliveries shall be screened thermally by the restaurant 

authorities prior to allowing home deliveries. 

iii. Entrance to have mandatory hand hygiene (sanitizer dispenser) and thermal 

screening provisions. 

iv. Only asymptomatic staff and patrons shall be allowed. 

v. All staff and patrons to be allowed entry only if using face cover/masks.  The face 

cover/masks has to be worn at all times inside the restaurant.  

vi. Posters/standees/AV media on preventive measures about COVID-19 to be 

displayed prominently. 

vii. Staggering of patrons to be done, if possible. 

viii. Adequate manpower shall be deployed by restaurant management for ensuring 

social distancing norms. 

ix. All employees who are at higher risk i.e. older employees, pregnant employees and 

employees who have underlying medical conditions, to take extra precautions. They 

should preferably not be exposed to any front-line work requiring direct contact 

with the public. Restaurant management to facilitate work from home wherever 

feasible.  

x. Proper crowd management in the parking lots and outside the premises – duly 

following social distancing norms shall be ensured.  

xi. Additional patrons to be seated in a designated waiting area with norms of social 

distancing.  

xii. Valet parking, if available, shall be operational with operating staff wearing face 

covers/ masks and gloves as appropriate. A proper disinfection of steering, door 

handles, keys, etc.  of the vehicles should be taken up. 

xiii. Specific markings may be made with sufficient distance to manage the queue and 

ensure social distancing in the premises. 

xiv. Preferably separate entry and exits for patrons, staff and goods/supplies shall be 

organized. 

xv. Required precautions while handling supplies, inventories and goods in the 

restaurant shall be ensured. Proper queue management and disinfection shall be 

organized. 

xvi. Maintaining physical distancing of a minimum of 6 feet, when queuing up for entry 

and inside the restaurant as far as feasible. 

xvii. Seating arrangement to be made in such a way that adequate social distancing is 

maintained.In restaurants, not more than 50% of seating capacity to be permitted. 

xviii. Disposable menus are advised to be used.  

xix. Instead of cloth napkins, use of good quality disposable paper napkins to be 

encouraged. 

xx. Buffet service should also follow social distancing norms among patrons.  

xxi. Number of people in the elevators shall be restricted, duly maintaining social 

distancing norms. 
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xxii. Use of escalators with one person on alternate steps may be encouraged. 

xxiii. For air-conditioning/ventilation, the guidelines of CPWD shall be followed which 

inter alia emphasises that the temperature setting of all air conditioning devices 

should be in the range of 24-30oC, relative humidity should be in the range of 40-

70%, intake of fresh air should be as much as possible and cross ventilation should 

be adequate. 

xxiv. Large gatherings/congregations continue to remain prohibited.  

xxv. Effective and frequent sanitation within the premises shall be maintained with 

particular focus on lavatories, drinking and hand washing stations/areas. 

xxvi. Cleaning and regular disinfection (using 1% sodium hypochlorite) of frequently 

touched surfaces (door knobs, elevator buttons, hand rails, benches, washroom 

fixtures, etc.) to be made mandatory in all guest service area and common areas. 

xxvii. Proper disposal of face covers / masks / gloves left over by patrons and/or staff 

should be ensured.  

xxviii. Deep cleaning of all washrooms shall be ensured at regular intervals. 

xxix. Adequate crowd and queue management to be ensured to ensure social distancing 

norms. 

xxx. Staff / waiters should wear mask and hand gloves and take other required 

precautionary measures. 

xxxi. Contactless mode of ordering and digital mode of payment (using e-wallets) to be 

encouraged. 

xxxii. Tables to be sanitized each time customer leaves. 

xxxiii. In the kitchen, the staff should follow social distancing norms at work place. Kitchens 

area must be sanitized at regular intervals. 

xxxiv. Gaming Arcades/Children play areas (wherever applicable) shall remain closed.  

xxxv. In case of a suspect or confirmed case in the premises:  

a. Place the ill person in a room or area where they are isolated from others.  

b. Provide a mask/face cover till such time he/she is examined by a doctor. 

c. Immediately inform the nearest medical facility (hospital/clinic) or call the 

state or district helpline. 

d. A risk assessment will be undertaken by the designated public health 

authority (district RRT/treating physician) and accordingly further action be 

initiated regarding management of case, his/her contacts and need for 

disinfection. 

e. Disinfection of the premises to be taken up if the person is found positive.  
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4th June,2020 

Government of India 

Ministry of Health and Family Welfare 

 

SOP on preventive measures in shopping malls to contain spread of COVID-19 

 

 

1. Background 

Shopping malls get frequented by large number of people for shopping, entertainment and 

food. To prevent spread of COVID-19 infection, it is important that required social distancing 

and other preventive measures are followed.  

 

2. Scope 

This document outlines various generic precautionary measures to be adopted in addition to 

specific measures to be ensured at particular places to prevent spread of COVID-19.  

Shopping malls in containment zones shall remain closed. Only those outside containment 

zones will be allowed to open up. 

 

3. Generic preventive measures 

Persons above 65 years of age, persons with comorbidities, pregnant women and children 

below the age of 10 years are advised to stay at home, except for essential and health 

purposes.  Shopping mall management to advise accordingly. 

The generic measures include simple public health measures that are to be followed to 

reduce the risk of COVID-19. These measures need to be observed by all (workers and 

visitors) in these places at all times.  

These include: 

i. Physical distancing of at least 6 feet to be followed as far as feasible. 

ii. Use of face covers/masks to be made mandatory. 

iii. Practice frequent hand washing with soap (for at least 40-60 seconds) even when 

hands are not visibly dirty. Use of alcohol-based hand sanitizers (for at least 20 

seconds) can be made wherever feasible. 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of covering 

one’s mouth and nose while coughing/sneezing with a tissue/handkerchief/flexed 

elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest to state and 

district helpline.  

vi. Spitting shall be strictly prohibited. 

vii. Installation & use of Aarogya Setu App shall be advised to all. 
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viii.  

4. All shopping malls shall ensure the following arrangements: 

i. Entrance to have mandatory hand hygiene (sanitizer dispenser) and thermal 

screening provisions. 

ii. Only asymptomatic customers/visitors shall be allowed. 

iii. All workers/customers/visitors to be allowed entry only if using face cover/masks.  

The face cover/masks has to be worn at all times inside the shopping mall.  

iv. Posters/standees/AV media on preventive measures about COVID-19 to be 

displayed prominently. 

v. Staggering of visitors to be done, if possible. 

vi. Adequate manpower shall be deployed by Mall Management for ensuring social 

distancing norms. 

vii. All employees who are at higher risk i.e. older employees, pregnant employees and 

employees who have underlying medical conditions, to take extra precautions. They 

should preferably not be exposed to any front-line work requiring direct contact 

with the public. Shopping Mall management to facilitate work from home wherever 

feasible.  

viii. Proper crowd management in the parking lots and outside the premises – duly 

following social distancing norms shall be ensured. 

ix. Valet parking, if available, shall be operational with operating staff wearing face 

covers/ masks and gloves as appropriate. A proper disinfection of steering, door 

handles, keys, etc.  of the vehicles should be taken up. 

x. Any shops, stalls, cafeteria etc., outside and within the premises shall follow social 

distancing norms at all times. 

xi. Specific markings may be made with sufficient distance to manage the queue and 

ensure social distancing in the premises. 

xii. Preferably separate entry and exits for visitors, workers and goods/supplies shall be 

organized. 

xiii. The staff for home deliveries shall be screened thermally by the shopping mall 

authorities prior to allowing home deliveries. 

xiv. Required precautions while handling supplies, inventories and goods in the shopping 

mall shall be ensured. Proper queue management and disinfection shall be 

organized. 

xv. Maintaining physical distancing of a minimum of 6 feet, when queuing up for entry 

and inside the shopping mall as far as feasible. 

xvi. Number of customers inside the shop to be kept at a minimum, so as to maintain 

the physical distancing norms.  

xvii. Seating arrangement, if any, to be made in such a way that adequate social 

distancing is maintained. 

xviii. Number of people in the elevators shall be restricted, duly maintaining social 

distancing norms. 

xix. Use of escalators with one person on alternate steps may be encouraged. 

xx. For air-conditioning/ventilation, the guidelines of CPWD shall be followed which 

inter alia emphasises that the temperature setting of all air conditioning devices 

should be in the range of 24-30oC, relative humidity should be in the range of 40-
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70%, intake of fresh air should be as much as possible and cross ventilation should 

be adequate. 

xxi. Large gatherings/congregations continue to remain prohibited.  

xxii. Effective and frequent sanitation within the premises shall be maintained with 

particular focus on lavatories, drinking and hand washing stations/areas. 

xxiii. Cleaning and regular disinfection (using 1% sodium hypochlorite) of frequently 

touched surfaces (door knobs, elevator buttons, hand rails, benches, washroom 

fixtures, etc.) to be made mandatory in all malls in common areas as well as inside 

shops, elevators, escalators etc. 

xxiv. Proper disposal of face covers / masks / gloves left over by visitors and/or 

employees should be ensured. 

xxv. Deep cleaning of all washrooms shall be ensured at regular intervals. 

xxvi. In the food-courts: 

a. Adequate crowd and queue management to be ensured to ensure social 

distancing norms. 

b. In food courts and restaurants, not more than 50% of seating capacity to be 

permitted. 

c. Food court staff / waiters should wear mask and hand gloves and take other 

required precautionary measures. 

d. The seating arrangement should ensure adequate social distancing between 

patrons as far as feasible. 

e. Contactless mode of ordering and digital mode of payment (using e-wallets) 

to be encouraged. 

f. Tables to be sanitized each time customer leaves. 

g. In the kitchen, the staff should follow social distancing norms at work place. 

xxvii. Gaming Arcades shall remain closed.  

xxviii. Children Play Areas shall remain closed. 

xxix. Cinema halls inside shopping malls shall remain closed.  

xxx. In case of a suspect or confirmed case in the premises:  

a. Place the ill person in a room or area where they are isolated from others.  

b. Provide a mask/face cover till such time he/she is examined by a doctor. 

c. Immediately inform the nearest medical facility (hospital/clinic) or call the 

state or district helpline. 

d. A risk assessment will be undertaken by the designated public health 

authority (district RRT/treating physician) and accordingly further action be 

initiated regarding management of case, his/her contacts and need for 

disinfection. 

e. Disinfection of the premises to be taken up if the person is found positive.  
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4th June,2020 

Government of India 

Ministry of Health and Family Welfare 

 

SOP on preventive measures in Hotels and Other Hospitality Units 

to contain spread of COVID-19 

 

 

1. Background 

All hotels and other hospitality units must take suitable measures to restrict any further 

transmission of COVID-19 while providing accommodation and other tourist services. The 

SOP aims to minimize all possible physical contacts between Staff and Guests and maintain 

social distancing and other preventive and safety measures against COVID-19. 

 

2. Scope 

This document outlines various generic precautionary measures to be adopted in addition to 

specific measures to be ensured in hotels and other hospitality units(henceforth, ‘hotels’)to 

prevent spread of COVID-19.  

Hotelsin containment zones shall remain closed. Only those outside containment zones 

will be allowed to open up. 

 

3. Generic preventive measures 

(A) Persons above 65 years of age, persons with comorbidities, pregnant women and 

children below the age of 10 years are advised to stay at home, except for essential and 

health purposes.  Hotel management to advise accordingly.  

(B) The generic measures include simple public health measures that are to be followed to 

reduce the risk of COVID-19. These measures need to be observed by all (staff and 

guests) in these places at all times.  

These include: 

i. Physical distancing of at least 6 feet to be followed as far as feasible. 

ii. Use of face covers/masks to be made mandatory. 

iii. Practice frequent hand washing with soap (for at least 40-60 seconds) even when 

hands are not visibly dirty. Use of alcohol-based hand sanitizers (for at least 20 

seconds) can be made wherever feasible. 

iv. Respiratory etiquettes to be strictly followed. This involves strict practice of covering 

one’s mouth and nose while coughing/sneezing with a tissue/handkerchief/flexed 

elbow and disposing off used tissues properly. 

v. Self-monitoring of health by all and reporting any illness at the earliest to state and 

district helpline.  

vi. Spitting shall be strictly prohibited. 

vii. Installation and use of Aarogya Setuapp shall be advised to all. 
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4. All Hotels shall ensure the following arrangements: 

i. Entrance to have mandatory hand hygiene (sanitizer dispenser) and thermal 

screening provisions. 

ii. Only asymptomatic staff and guests shall be allowed. 

iii. All staff and guests to be allowed entry only if using face cover/masks.  The face 

cover/masks has to be worn at all times inside the hotel.  

iv. Adequate manpower shall be deployed by hotel management for ensuring social 

distancing norms.  

v. Staff should additionally wear gloves and take other required precautionary 

measures. 

vi. All employees who are at higher risk i.e. older employees, pregnant employees and 

employees who have underlying medical conditions, to take extra precautions. They 

should preferably not be exposed to any front-line work requiring direct contact 

with the public. Hotel management to facilitate work from home wherever feasible. 

vii. Proper crowd management in the hotel as well as in outside premises like parking 

lots–duly following social distancing norms shall be ensured. Large 

gatherings/congregations continue to remain prohibited.  

viii. Valet parking, if available, shall be operational with operating staff wearing face 

covers/ masks and gloves as appropriate. A proper disinfection of steering, door 

handles, keys, etc.  of the vehicles should be taken up. 

ix. Preferably separate entry and exits for guests, staff and goods/supplies shall be 

organized. Maintaining physical distancing of a minimum of 6 feet, when queuing up 

for entry and inside the hotel as far as feasible. Specific markings may be made with 

sufficient distance to manage the queue and ensure social distancing in the 

premises. 

x. Number of people in the elevators shall be restricted, duly maintaining social 

distancing norms. Use of escalators with one person on alternate steps may be 

encouraged. 

xi. Details of the guest (travel history, medical condition etc.) along with ID and self-

declaration form must be provided by the guest at the reception. 

xii. Posters/standees/AV media on preventive measures about COVID-19 to be 

displayed prominently. 

xiii. Hand sanitizers must be kept at the reception for guests to use. Guests to sanitize 

hands before and after filling relevant forms including A&D register. 

xiv. Hotels must adopt contactless processes like QR code, online forms, digital 

payments like e-wallet etc. for both check-in and check-out. 

xv. Luggage should be disinfected before sending the luggage to rooms. 

xvi. Guests who are at higher risk i.e. those who are older, pregnant or those who have 

underlying medical conditions are advised to take extra precautions. 

xvii. Guests should be advised not to visit areas falling with in containment zone 

xviii. Required precautions while handling supplies, inventories and goods in the hotel 

shall be ensured. Proper queue management and disinfection shall be organized. 

xix. Appropriate personal protection gears like face covers/masks, gloves and hand 

sanitizers etc.shall be made available by hotel to the staff as well as the guests. 

xx. Detailed guidelines issued for restaurants shall be followed. 
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a. Seating arrangement in the restaurant also to be made in such a way that 

adequate social distancing is maintained. 

b. Disposable menus are advised to be used.  

c. Instead of cloth napkins, use of good quality disposable paper napkins to be 

encouraged. 

d. Contactless mode of ordering and digital mode of payment (using e-wallets) 

to be encouraged. 

e. Buffet service should also follow social distancing norms among guests.  

xxi. Room service or takeaways to be encouraged, instead of dine-in. Food delivery 

personnel should leave the packet at guest or customer’s door and not handed 

directly to the receiver. The staff for home deliveries shall be screened thermally by 

the hotel authorities prior to allowing home deliveries. 

xxii. For room service, communication between guests and in-house staff should be 

through intercom/ mobile phone and room service (if any) should be provided while 

maintaining adequate social distance. 

xxiii. Gaming Arcades/Children play areas (wherever applicable) shall remain closed. 

xxiv. For air-conditioning/ventilation, the guidelines of CPWD shall be followed which 

inter alia emphasises that the temperature setting of all air conditioning devices 

should be in the range of 24-30oC, relative humidity should be in the range of 40-

70%, intake of fresh air should be as much as possible and cross ventilation should 

be adequate. 

xxv. Effective and frequent sanitation within the premises shall be maintained with 

particular focus on lavatories, drinking and hand washing stations/areas. 

xxvi. Cleaning and regular disinfection (using 1% sodium hypochlorite) of frequently 

touched surfaces (door knobs, elevator buttons, hand rails, benches, washroom 

fixtures, etc.) to be made mandatory in all guest service area and common areas. 

xxvii. Proper disposal of face covers / masks / gloves left over by guests and/or staff 

should be ensured.  

xxviii. Deep cleaning of all washrooms shall be ensured at regular intervals. 

xxix. Rooms and other service areasshall be sanitized each time a guest leaves. 

xxx. In the kitchen, the staff should follow social distancing norms at work place. Kitchens 

area must be sanitized at regular intervals. 

xxxi. In case of a suspect or confirmed case in the premises:  

a. Place the ill person in a room or area where they are isolated from others.  

b. Provide a mask/face cover till such time he/she is examined by a doctor. 

c. Immediately inform the nearest medical facility (hospital/clinic) or call the 

state or district helpline. 

d. A risk assessment will be undertaken by the designated public health 

authority (district RRT/treating physician) and accordingly further action be 

initiated regarding management of case, his/her contacts and need for 

disinfection. 

e. Disinfection of the premises to be taken up if the person is found positive.  

 

800



11th June 2020

1

Guidelines on preventive measures to contain spread of 

COVID-19

Offices
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Every individual 
is at risk

If infected , you may 
spread infection to 

others in crowded places 

You may put 
your family 

members at risk 

As we progress in Unlock 1.0, to contain the spread of COVID-19 , we need to 
follow Covid Appropriate Behavior at all times

You may particularly 
put elders in your 

family at risk 

Need for Covid Appropriate Behaviour

802



Generic Preventive Measures

Maintain adequate social

distancing

Use face covers/masks 

Wash hands with soap/ sanitizers

(as required)

Respiratory etiquettes
• Cover mouth & nose with tissue/

handkerchief/ flexed elbow
• Dispose off used tissues properly

Spitting is strictly prohibited

Thermal screening of all entrants 
and staff

Maintain 6ft distance while
queuing for entry in public places

Staggering of visitors/patrons

803



Who are advised to stay at home?

Generic Preventive Measures

People aged more than 

65 years

Children aged less than 

10 years

Pregnant Women Persons with comorbidities such 

as hypertension, diabetes, etc

Except for essential and health purposes

Large gatherings/ 
congregation prohibited

Aarogya Setu app
(Recommended to Install & Use)

Immediate report illness
(To state and district helpline)

Self-monitor health
(Guest and staff)

804



Offices – Specific Measures

Mandatory sanitizer 
dispensers and 

thermal screening 
provisions at 

entrance

Officer/visitors/ 
staff to be allowed 

entry only if 
wearing masks

Air-conditioning
(Temp of 24–30OC, 

Relative humidity of 
40–70%,

Intake of fresh air, 
Cross ventilation) 

Only 
asymptomatic 
staff/ visitors 

allowed

Safe Disposal of 

face covers/ 

masks/gloves

Posters/ standees/ 
AV media on COVID 

preventive 
measures displayed 

at all times

Specific markings with 
sufficient distance for 
queue management 
and social distancing 

norms

Effective and 
frequent 

sanitation (esp. 

lavatories, drinking 
and hand/foot 

washing stations)

Proper Crowd 
Management in 
Parking Lots and 

outside the 
premises

Cleaning and 
regular disinfection 

(using 1% sodium 
hypochlorite of 

frequently touched 
surfaces)

Separate entry 

and exit for 

officers, staff and 

visitors

805



Offices – Specific Measures

Guidelines with respect to preventive measures specific to offices have been issued by DoPT to be followed

Officers/staff 
residing in 

containment zone to 
inform supervisory 

officer and work 
from home 

Drivers to maintain 
social distancing and 
follow required do’s 

and don’ts
(Disinfection of steering, door 
handles, keys using 1% sodium 
hypochlorite solution/ spray)

Staff/Drivers 
residing in 

containment zones 
should not be 

allowed to drive 
vehicles

Avoid front-line work 
and take extra 

precaution for high risk 
employee

(older, pregnant employees 
and employees with 

underlying medical conditions)

Suspend issue of 
visitors/ temporary 

passes & screen 
permitted visitors 

properly 

Video 
Conferencing for 

meetings

Valet parking operational 
(Face covers/ masks & gloves for 
staff and disinfection of steering, 

door handles, keys)

Staggering of office 
hours, lunch 

hours/coffee breaks

Ensure regular supply 
of hand sanitizers/ 

soap/ running water 
in washrooms

Limited number 
of people in 

elevators

806



Offices – Specific Measures

The detailed guidelines are available at MoHFW website, states may adopt accordingly

Closure of Workplace

Disinfection 
procedure for 
places/areas 

visited by patient 
in past 48 hrs

Work can be 
resumed after 
disinfection as 
per protocol

No need to close 
entire office 
building/halt 
work in other 

areas 

OPEN

Scenario: One or Two reported cases Scenario: Larger Outbreak or Potential Emerging Cluster

Building/block 
to be closed 
for 48 hours 

after thorough 
disinfection

Work from home 
for entire staff, till 
the building/block 
is disinfected and 

fit for re-occupation

Risk assessment, 
isolation, and 
quarantine of 

contacts, case referral 
and management 

Precautions while 
handling 

supplies/inventories

Seating arrangement 
in cafeteria to ensure 

adequate social 
distancing

Staff/waiters to 
wear masks and 

hand gloves

Shops/stalls/Cafeteria 
to follow social 

distancing within and 
outside premises

Staff to follow social 
distancing norms in the 

cafeteria/ canteen/ 
dining halls/ kitchen

807



Protocol for attending to suspect or confirmed case

Disinfection of Premises 
(If person is positive) 

Risk assessment and further 
action by designated public 

health authority 
(district RRT/treating physician)

1

2
3

4

5

Immediately inform nearest 
medical facility or call state or 

district helpline

Provide mask/face cover 

Place the ill person in an 
isolated room or area 

The detailed guidelines are available at MoHFW website, states may adopt accordingly 808
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COVID-19
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Every individual 
is at risk

If infected , you may 
spread infection to 

others in crowded places 

You may put 
your family 

members at risk 

As we progress in Unlock 1.0, to contain the spread of COVID-19 , we need to 
follow Covid Appropriate Behavior at all times

You may particularly 
put elders in your 

family at risk 

Need for Covid Appropriate Behaviour

810



Generic Preventive Measures

Maintain adequate social

distancing

Use face covers/masks 

Wash hands with soap/ sanitizers

(as required)

Respiratory etiquettes
• Cover mouth & nose with tissue/

handkerchief/ flexed elbow
• Dispose off used tissues properly

Spitting is strictly prohibited

Thermal screening of all entrants 
and staff

Maintain 6ft distance while
queuing for entry in public places

Staggering of visitors/patrons

811



Who are advised to stay at home?

Generic Preventive Measures

People aged more than 

65 years

Children aged less than 

10 years

Pregnant Women Persons with comorbidities such 

as hypertension, diabetes, etc

Except for essential and health purposes

Large gatherings/ 
congregation prohibited

Aarogya Setu app
(Recommended to Install & Use)

Immediate report illness
(To state and district helpline)

Self-monitor health
(Guest and staff)

812



Religious Places – Specific Measures

Mandatory sanitizer 
dispensers and 

thermal screening 
provisions at 

entrance

Persons to be 
allowed entry only 

if wearing face 
cover/masks

Air-conditioning
(Temp of 24–30OC, 

Relative humidity of 
40–70%,

Intake of fresh air, 
Cross ventilation) 

Safe Disposal of 

face covers/ 

masks/gloves

Only 
asymptomatic 

persons 
allowed

Posters/ standees/ 
AV media on COVID 

preventive 
measures displayed 

at all times

Specific markings with 
sufficient distance for 
queue management 
and social distancing 

norms

Effective and 
frequent 

sanitation (esp. 

lavatories, drinking 
and hand/foot 

washing stations)

Proper Crowd 
Management in 
Parking Lots and 

outside the 
premises

Cleaning and regular 
disinfection of the 

religious place

Separate entry 

and exit for 

visitors

Shops/stalls/Cafeteria 
to follow social 

distancing within and 
outside premises

813



Religious Places – Specific Measures

Footwear/ Shoes to 

be taken off inside 

own vehicle 
(if needed, keep in separate 

slots for each individual / 

family by persons themselves)

Hand and feet wash 
with soap and water 

before entering

Avoid physical 
contact while 

greeting 

Seating arrangement 
to maintain adequate 

social distancing

Touching of 
statues/ idols/ 
holy books not 

allowed

Play recorded 
devotional music/ 

songs and avoid choir 
or singing groups

No common prayer 
mats - bring your mat/ 

cloth

NOT Allowed - Physical 
offerings like Prasad/ 

distribution or 
sprinkling of holy 

water, etc. 

Adequate Social 
Distancing (6 ft) at 

community kitchens/ 
langars / “Ann-daan” 
etc. while preparing 

and distributing food 814



Protocol for attending to suspect or confirmed case

Disinfection of Premises 
(If person is positive) 

Risk assessment and further 
action by designated public 

health authority 
(district RRT/treating physician)

1

2
3

4

5

Immediately inform nearest 
medical facility or call state or 

district helpline

Provide mask/face cover 

Place the ill person in an 
isolated room or area 

The detailed guidelines are available at MoHFW website, states may adopt accordingly 815
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Every individual 
is at risk

If infected , you may 
spread infection to 

others in crowded places 

You may put 
your family 

members at risk 

As we progress in Unlock 1.0, to contain the spread of COVID-19 , we need to 
follow Covid Appropriate Behavior at all times

You may particularly 
put elders in your 

family at risk 

Need for Covid Appropriate Behaviour

817



Generic Preventive Measures

Maintain adequate social

distancing

Use face covers/masks 

Wash hands with soap/ sanitizers

(as required)

Respiratory etiquettes
• Cover mouth & nose with tissue/

handkerchief/ flexed elbow
• Dispose off used tissues properly

Spitting is strictly prohibited

Thermal screening of all entrants 
and staff

Maintain 6ft distance while
queuing for entry in public places

Staggering of visitors/patrons

818



Who are advised to stay at home?

Generic Preventive Measures

People aged more than 

65 years

Children aged less than 

10 years

Pregnant Women Persons with comorbidities such 

as hypertension, diabetes, etc

Except for essential and health purposes

Large gatherings/ 
congregation prohibited

Aarogya Setu app
(Recommended to Install & Use)

Immediate report illness
(To state and district helpline)

Self-monitor health
(Guest and staff)

819



Restaurants – Specific Measures

Mandatory sanitizer 
dispensers and 

thermal screening 
provisions at 

entrance

Workers/Patrons/ 
Staff to be allowed 

entry only if 
wearing masks

Air-conditioning
(Temp of 24–30OC, 

Relative humidity of 
40–70%,

Intake of fresh air, 
Cross ventilation) 

Only 
asymptomatic 

staff and 
patrons  
allowed

Safe Disposal of 

face covers/ 

masks/gloves

Posters/ standees/ 
AV media on COVID 

preventive 
measures displayed 

at all times

Specific markings with 
sufficient distance for 
queue management 
and social distancing 

norms

Proper Crowd 
Management in 
Parking Lots and 

outside the 
premises

Cleaning and 
regular disinfection 

(using 1% sodium 
hypochlorite of 

frequently touched 
surfaces)

Deep cleaning of 
washrooms

Separate entry 

and exit for 

patrons and 

good/supplies

820



Restaurants – Specific Measures

Use of  markings to 

maintain distance while 

queuing at the entrance 

or at buffet services

Avoid front-line 
work and take extra 
precaution for high 

risk employee
(older, pregnant 

employees and employees 
with underlying medical 

conditions)

Delivery and 

Takeaways to be 

encouraged, Packet to 

be left at the door,

Staff for takeaway to 

be screened thermally

Additional patrons to 

be seated at 

designated waiting 

areas with norms of 

social distancing

Valet parking 
operational 

(Face covers/ masks & gloves 
for staff and disinfection of 

steering, door handles, keys)

Precautions while 
handling 

supplies/inventories

Seating arrangement 
to ensure not more 

than 50% of capacity 
is permitted

Disposable 

menus to  be 

advised

Paper napkins 

instead of 

Cloth napkins

Adequate Manpower to 

be deployed by 

restaurants for ensuring 

social distancing norms821



Restaurants – Specific Measures

Staff/waiters to 
wear masks and 

hand gloves

Staff to follow social 
distancing norms in the 

kitchen and Kitchen area 
to be sanitized at regular 

intervals

Frequent cleaning, sanitisation

(focusing on lavatories, drinking 

and handwashing areas)

Tables to be 

sanitized each time 

customer leaves

Contact-less mode of 

ordering and digital 

mode of payment to be 

encouraged

Gaming 

arcade/Children 

play area closed

Restricted number of 

people in elevators

Use of escalators with one 

person on alternate steps 

may be encouraged 822



Protocol for attending to suspect or confirmed case

Disinfection of Premises 
(If person is positive) 

Risk assessment and further 
action by designated public 

health authority 
(district RRT/treating physician)

1

2
3

4

5

Immediately inform nearest 
medical facility or call state or 

district helpline

Provide mask/face cover 

Place the ill person in an 
isolated room or area 

The detailed guidelines are available at MoHFW website, states may adopt accordingly 823
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COVID-19

Shopping Malls 
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Every individual 
is at risk

If infected , you may 
spread infection to 

others in crowded places 

You may put 
your family 

members at risk 

As we progress in Unlock 1.0, to contain the spread of COVID-19 , we need to 
follow Covid Appropriate Behavior at all times

You may particularly 
put elders in your 

family at risk 

Need for Covid Appropriate Behaviour

825



Generic Preventive Measures

Maintain adequate social

distancing

Use face covers/masks 

Wash hands with soap/ sanitizers

(as required)

Respiratory etiquettes
• Cover mouth & nose with tissue/

handkerchief/ flexed elbow
• Dispose off used tissues properly

Spitting is strictly prohibited

Thermal screening of all entrants 
and staff

Maintain 6ft distance while
queuing for entry in public places

Staggering of visitors/patrons

826



Who are advised to stay at home?

Generic Preventive Measures

People aged more than 

65 years

Children aged less than 

10 years

Pregnant Women Persons with comorbidities such 

as hypertension, diabetes, etc

Except for essential and health purposes

Large gatherings/ 
congregation prohibited

Aarogya Setu app
(Recommended to Install & Use)

Immediate report illness
(To state and district helpline)

Self-monitor health
(Guest and staff)

827



Shopping Malls – Specific Measures

Mandatory sanitizer 
dispensers and 

thermal screening 
provisions at 

entrance

Workers/Customers
/Visitors to be 

allowed entry only 
if wearing masks

Air-conditioning
(Temp of 24–30OC, 

Relative humidity of 
40–70%,

Intake of fresh air, 
Cross ventilation) 

Cleaning and 
regular disinfection 

(using 1% sodium 
hypochlorite of 

frequently touched 
surfaces)

Safe Disposal of 

face covers/ 

masks/gloves

Only 
asymptomatic 
staff/guests/ 

visitors allowed

Posters/ standees/ 
AV media on COVID 

preventive 
measures displayed 

at all times

Specific markings with 
sufficient distance for 
queue management 
and social distancing 

norms

Effective and 
frequent 

sanitation (esp. 

lavatories, drinking 
and hand/foot 

washing stations)

Proper Crowd 
Management in 
Parking Lots and 

outside the 
premises

Deep cleaning of 
washrooms

Separate entry 

and exit for 

visitors, workers 

& goods/supplies

828



Shopping Malls – Specific Measures

Avoid front-line work and 
take extra precaution for 

high risk employee
(older, pregnant employees and 

employees with underlying 
medical conditions)

Valet parking 
operational 

(Face covers/ masks & 
gloves for staff and 

disinfection of steering, 
door handles, keys)

Adequate Manpower to 

be deployed by Mall 

Management for ensuring 

social distancing norms

Shops/stalls/Cafeteria 
to follow social 

distancing within and 
outside premises

Staff for home 
deliveries to be 

screened thermally 
by shopping mall 

authorities

Precautions 
while 

handling 
supplies/ 

inventories

To maintain social 
distancing, No. of 
customers to be 
kept minimum 

inside shops 

Restricted number of 

people in elevators

Use of escalators with 

one person on 

alternate steps

Gaming 

arcade/Children 

play area/Cinema 

Halls remain 

closed

Food 

Courts/Restaurants 

to follow detailed 

guidelines on 

restaurants 829



Protocol for attending to suspect or confirmed case

Disinfection of Premises 
(If person is positive) 

Risk assessment and further 
action by designated public 

health authority 
(district RRT/treating physician)

1

2
3

4

5

Immediately inform nearest 
medical facility or call state or 

district helpline

Provide mask/face cover 

Place the ill person in an 
isolated room or area 

The detailed guidelines are available at MoHFW website, states may adopt accordingly 830
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Guidelines on preventive measures to contain spread of 

COVID-19

Hotels
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Every individual 
is at risk

If infected , you may 
spread infection to 

others in crowded places 

You may put 
your family 

members at risk 

As we progress in Unlock 1.0, to contain the spread of COVID-19 , we need to 
follow Covid Appropriate Behavior at all times

You may particularly 
put elders in your 

family at risk 

Need for Covid Appropriate Behaviour

832



Generic Preventive Measures

Maintain adequate social

distancing

Use face covers/masks 

Wash hands with soap/ sanitizers

(as required)

Respiratory etiquettes
• Cover mouth & nose with tissue/

handkerchief/ flexed elbow
• Dispose off used tissues properly

Spitting is strictly prohibited

Thermal screening of all entrants 
and staff

Maintain 6ft distance while
queuing for entry in public places

Staggering of visitors/patrons

833



Who are advised to stay at home?

Generic Preventive Measures

People aged more than 

65 years

Children aged less than 

10 years

Pregnant Women Persons with comorbidities such 

as hypertension, diabetes, etc

Except for essential and health purposes

Large gatherings/ 
congregation prohibited

Aarogya Setu app
(Recommended to Install & Use)

Immediate report illness
(To state and district helpline)

Self-monitor health
(Guest and staff)

834



Hotels – Specific Measures

Mandatory sanitizer 
dispensers and 

thermal screening 
provisions at 

entrance

Workers/Customers
/Visitors/Staff to be 
allowed entry only 
if wearing masks

Air-conditioning
(Temp of 24–30OC, 

Relative humidity of 
40–70%,

Intake of fresh air, 
Cross ventilation) 

Cleaning and 
regular disinfection 

(using 1% sodium 
hypochlorite of 

frequently touched 
surfaces)

Safe Disposal of 

face covers/ 

masks/gloves

Only 
asymptomatic 

staff/guests 
allowed

Posters/ standees/ 
AV media on COVID 

preventive 
measures displayed 

at all times

Specific markings with 
sufficient distance for 
queue management 
and social distancing 

norms

Effective and 
frequent 

sanitation (esp. 

lavatories, drinking 
and hand/foot 

washing stations)

Proper Crowd 
Management in 
hotel & outside 

the premises like
parking lot

Deep cleaning of 
washrooms

Separate entry 

and exit for 

guests, staff and 

goods/supplies

835



Hotels – Specific Measures

Avoid front-line work and 
take extra precaution for 

high risk employee
(older, pregnant employees and 

employees with underlying 
medical conditions)

Staff to 
additionally 
wear hand 

gloves

Valet parking 
operational 

(Face covers/ masks & gloves 
for staff and disinfection of 

steering, door handles, keys)

Restricted number of 

people in elevators

Use of escalators with one 

person on alternate steps

Travel history, 
medical 

condition  and 
Self declaration 
form to be filled

Hand sanitizers to 

be kept at reception 

for guests to use 

before filling forms 

and A&D register

Contactless 

payments for 

both check-in 

and check-out

Luggage to be 
disinfected before 

sending to the 
room

Guests above 60 
years of age to 

take extra 
precautions 

Guests should 

not visit 

containment 

zone

Adequate Manpower 

to be deployed by 

Hotels for ensuring 

social distancing norms

836



Hotels – Specific Measures

Precautions while 
handling supplies/ 
inventories/goods

Personal Protection  
gear shall be made 
available by hotel 

to staff

Restaurants, if 
operational to follow 
detailed  guidelines 

for restaurants

Room service to be 
encouraged, instead of dine-

in. Packet to be left at the 
door. Staff for takeaway to 

be screened thermally

Communication 
between guests and 
in-house staff should 
be through intercom 

or mobile phone

Rooms and 
service areas to 

be sanitized after 
guest leaves/ 

checks out

Staff to follow social 
distancing norms in the 

kitchen and Kitchen 
area to be sanitized at 

regular intervals

Gaming 

arcade/Children 

play area closed

837



Protocol for attending to suspect or confirmed case

Disinfection of Premises 
(If person is positive) 

Risk assessment and further 
action by designated public 

health authority 
(district RRT/treating physician)

1

2
3

4

5

Immediately inform nearest 
medical facility or call state or 

district helpline

Provide mask/face cover 

Place the ill person in an 
isolated room or area 

The detailed guidelines are available at MoHFW website, states may adopt accordingly 838
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management-of-severe-acute-respiratory-infection-when-novel-coronavirus-(ncov)-infection-is-
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Infant and Young Child Feeding Recommendations 
When COVID-19 is Suspected or Confirmed 
 

 

 
Notes for health care providers and counsellors: 
• All recommended IYCF practices remain the same, based on global guidelines: 

 Initiate breastfeeding within 1 hour of birth 

 Exclusively breastfeed for the first 6 months 

 Introduce age-appropriate, adequate, safe, and properly fed complementary foods starting from 
6 months up to 2 years of age 

 Continue breastfeeding for up to 2 years of age or beyond. 

• Refer to the Key Messages Booklet in the UNICEF Community Infant and Young Child Feeding 
Counselling Package for additional important information about complementary feeding 
(https://www.unicef.org/nutrition/files/Key_Message_Booklet_2012_small.pdf). 

• Health care providers should re-assure and support all mothers to initiate and continue to 
breastfeed their infants – even if they are suspected or confirmed to have COVID-19.  

• To date, the virus has not been found in amniotic fluid or breast milk, which means that the virus is 
not being transmitted during pregnancy or through breast milk. 

• Some mothers may need extra support in feeding their infants while they are recovering from 
COVID-19. 

• These user-friendly graphic materials are designed to be adapted to local contexts and may be 
periodically updated to reflect new or emerging evidence.
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1. Actions needed to prevent the spread of COVID-19 
 

 

 
• Wash your hands frequently with soap and clean running water for 20 seconds. Washing hands with 

soap kills the COVID-19 virus. 
• Ask family members to wash their hands with soap and clean running water for 20 seconds. 
• Wear a medical mask when available or a cloth face covering when feeding or caring for your baby. 
• Ask family members and others who are caring for your baby to use a medical mask when available 

or a cloth face covering. 
• Do not touch your face, nose, or eyes, and ask family members and other to avoid touching their 

face, nose, or eyes. 
• If you, or others, have to cough or sneeze, cover your mouth and nose with your bent elbow or use 

a tissue to prevent droplets from spraying. Safely dispose of used tissues after use and wash your 
hands with soap and clean running water. 

• Clean frequently touched surfaces with soap and water if you have or suspect you have COVID-19. 
• Practice physical distancing. Stay at least 1 meter away from other persons. Two meters are 

suggested. 
• Stay at home and avoid going to market, crowded places, or any public events. 
• Ask family members to stay at home and avoid going to market, crowded places, or any public 

events.  
• If someone needs to go out to buy food, fetch water, buy medicines, or visit the health center, 

avoid crowds, and practice physical distancing as much as possible. 
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2. Take precautions during delivery and rooming-in 
 

 

 
• If you are suspected or confirmed to have COVID-19, the health workers will take extra precautions 

when you deliver to help protect your baby, and to protect others in the hospital or maternity clinic. 
• The health worker will wear extra protective coverings and will help you wear a medical mask when 

available or a cloth face covering when your baby is given to you to hold and breastfeed.  
• Holding your baby skin-to-skin immediately after birth will keep your baby warm and breathing well, 

help him or her reach the breast easily, and help you and your baby feel close. 
• Begin breastfeeding within the first hour of birth. Early breastfeeding helps the baby learn to 

breastfeed while the breast is still soft. 
• Colostrum, the first milk, protects your baby from illness and infections. 
• Stay together with your newborn during the whole time you are in the hospital or clinic.  
• The health worker will wear extra protective coverings and will help you wear a medical mask when 

available or a cloth face covering, especially when you are holding and breastfeeding your baby.  
• Breastfeed frequently to help your breast milk ‘come in’ and to ensure that you produce plenty of 

breast milk for your baby.  
• Do not give water or any other liquids to your baby during the first days after birth and avoid giving 

water or any other liquids up until your baby is 6 months of age. 
• When you go home from the hospital or maternity clinic, you will need extra rest and extra help in 

caring for your baby while you continue to recover from COVID-19.  
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3. Take precautions when breastfeeding, day and night 
 

 

 
• To help protect your baby while you are recovering from COVID-19, wash your hands with soap and 

clean running water for 20 seconds before and after contact with your baby. 
• Ask family members and others who are helping to take care of the baby to wash their hands with 

soap and clean running water for 20 seconds. 
• Wear a medical mask when available or a cloth face mask or cloth face covering when feeding or 

caring for baby until you recover fully. 
• If you, or others who are around the baby, have to cough or sneeze, cover your mouth and nose 

with your bent elbow or use a tissue to prevent droplets from spraying. Safely dispose of used 
tissues after use and wash your hands with soap and clean running water afterwards. 

• Breastfeeding helps to protect your baby even if you are infected 
• All recommended breastfeeding practices remain the same. 
 Breastfeed on demand, day and night. 

 Breastfeed exclusively for 6 months. Your breast milk provides all the food and water that your 
baby needs during this time. Breast milk also protects your baby against sickness or infection. 

 Do not give any other food or liquids to your baby, not even water, during your baby’s first 6 
months. 

 Even during very hot weather, breast milk will satisfy your baby’s thirst. 

 Giving your baby anything other than breast milk will cause him or her to suckle less and will 
reduce the amount of breast milk that you produce and may make your baby sick. 
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4. Wash hands with soap to prevent spread of COVID-19 
 

 

 

• Washing hands with soap and clean running water for 20 seconds is critical to fighting the spread of 
COVID-19, and is important for the health of your baby, and your entire family. 

• Always wash your hands during these critical times: 

 Before preparing and eating foods 

 Before feeding infants and young children 

 After using the toilet or latrine 

 After cleaning your baby’s bottom 

• It is also important to wash hands frequently, especially after blowing your nose, coughing or 
sneezing into a tissue, cleaning your home and compound, after practicing agriculture, and after 
handling livestock or other animals. 
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5. Wash hands for 20 seconds following these steps 
 

 
 

• Always spend at least 20 seconds carefully washing your hands and your children’s hands. Follow 
these steps: 
1. Wet your hands with clean running water. 
2. Create foam in your hands by rubbing them together with the soap. 
3. Rub your palms together. 
4. Interlock your fingers and rub them together (back and front).  
5. Rub each thumb. 
6. Rub around your wrists and up toward your elbows. 
7. Clean under your fingernails. 
8. After at least 20 seconds of scrubbing, rinse your hands with clean running water. 
9. Shake your hands dry in the air. 
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6. Practice food safety and prepare clean water 
 

 

 
• While you are recovering from the virus, encourage other family members to help safely prepare 

food and clean water.  
• Always wash hands with soap and running water before and after preparing food.  
• Wear a medical mask when available or a cloth face covering when preparing food. 
• Use safe water for drinking and cooking. If you are not sure about the safety of the water, boil it.  

You can also use a small amount of bleach (chlorine), a water treatment product, or a water filter 
system. 

• If possible, use dedicated eating utensils for those suspected/confirmed. These utensils should be 
cleaned with soap and clean water after use. 

• Carefully clean all pots, dishes, bowls, and utensils with soap and water, and store them in a clean, 
safe place.  

• Wash and rinse raw fruits, and vegetables well with safe water before cooking and eating them. 
• Clean all food preparation areas, including tables and cutting boards, with soap and clean water. 
• Keep raw meat, fish, and poultry separate from other foods before cooking, to prevent spreading 

germs. 
• Cook meat, fish, and eggs thoroughly. 
• Serve food immediately after preparation. 
• Feed your baby using clean hands, his or her own clean bowl and spoon, clean utensils, and clean 

cups. 
• Prepared food should be given to the young child within 2 hours of cooking. Reheat cooked food 

thoroughly.  
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7. Practice safe complementary feeding  
 

 
 

• If you or others in your family are recovering from COVID-19, it is especially important to practice 
safe complementary feeding, starting at 6 months of age up to 24 months. 

• Wash your hands, and have others wash their hands, with soap and clean running water for 20 
seconds before preparing foods and before feeding your baby.  

• Clean food preparation areas, including tables and cutting boards, with soap and clean water.  
• If you or others have COVID-19, wear a medical mask when available or a cloth face covering when 

feeding the baby. 
• If you or others have to cough or sneeze, cover your mouth and nose with your bent elbow or use a 

tissue to prevent droplets from spraying. Safely dispose of used tissues and wash your hands with 
soap and clean running water afterwards.  

• Feed your baby from his or her own clean spoon and bowl.  
• All recommended complementary feeding practices remain the same. Follow national 

recommendations on complementary feeding practices regarding frequency, amount, thickness, 
variety, responsive feeding, and hygiene. 

• Feed your baby with care. Be patient and actively encourage your baby to eat. Do not force your 
baby to eat.  

• When possible, try to give your baby a variety of foods, including fruits, vegetables, legumes and 
animal source foods such as eggs, meat, poultry, organ meats, fish, and dairy products.  

• Do not give foods that are high in sugar, salt, and fat, such as fried foods, sweets, juices and salted 
snacks. These foods are not healthy for your child.  

• Do not give foods that are pre-chewed to your child. 
• If your child gets sick, he or she will need extra fluids and foods to recover faster. Breastfeed your 

child more often and encourage your child to eat soft and appetizing foods during sickness.  
• After sickness, feed your child more often than usual for about two weeks, to help your child regain 

strength. 
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8. When to seek advice from the health facility 
 

 

 
• It is important to continue to take your child for routine immunizations, following your national 

immunization schedule. 
• Continue with follow-up services according to local recommendations. Appointment frequency and 

locations may change.  
• If you are not well, ask a family member who is well to take your child for immunizations and follow-

up services, and to ask questions about your child’s growth, health, and nutrition. 
• Take your child immediately to a trained health worker or clinic if any of the following symptoms 

are present:  
 COVID-19 symptoms, including fever, dry cough, and difficulty in breathing 
 Refusal to feed and limp, or weak 
 Vomiting (cannot keep anything down) 
 Diarrhoea (more than 3 loose stools a day for two days or more and/or blood in the stool, 

sunken eyes) 
 Convulsions (rapid and repeated contractions of the body, shaking) 
 The lower part of the chest sucks in when the child breathes in, or it looks as though the 

stomach is moving up and down (respiratory infection) 
 Fever 
 Malnutrition (visible thinness or swelling of the body) 
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9. How to hand express breast milk and cup feed 
 

 

 

Why express breast milk? 
• A mother can express her own breast milk: 
 To help establish or maintain milk production if health worker recommends separation from her 

baby, until she recovers 
 When she wants to re-establish her milk production after being separated from the baby 
 When she knows she is going to be away from her baby and miss a feeding  

 

Steps in expressing breast milk: 
• Wear a medical mask when available or a cloth face covering while preparing and expressing your 

milk. 
• Wash your hands with soap and clean running water for 20 seconds.  
• The cup or container you use to collect breast milk should be clean.  
• Get comfortable.  
• It is sometimes helpful to gently stroke or massage your breasts. A warm cloth may help stimulate 

the flow of milk.  
• Put your thumb on the breast above the dark area around the nipple (areola) and the other fingers 

on the underside of the breast behind the areola.  
• With your thumb and first two fingers press a little bit in towards chest wall and then press gently 

towards the dark area (areola).  
• Milk may start to flow in drops, or sometimes in fine streams. Collect the milk in the clean 

container.  
• Avoid rubbing the skin, which can cause bruising, or squeezing the nipple, which stops the flow of 

milk.  
• Rotate the thumb and finger positions and press or compress and release all around the areola. 
• Express one breast for at least 3 to 5 minutes until the flow slows, then express the other breast, 

then repeat both sides again (20 to 30 minutes total).  
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How to store and feed expressed breast milk: 
• Clean the exterior of the cup or container with soap and water before storing. 
• Store breast milk in a clean, covered container. 
• Breast milk can be stored for about 8 hours at room temperature (in the shade) and up to 24 hours 

in the refrigerator.  
• Wear a medical mask when available or a cloth face covering when feeding the baby if you have any 

signs of being infected by COVID-19 or if you have been exposed to someone with COVID-19. 
• Pour just enough breast milk from the clean covered container into the feeding cup. Ask health 

worker to show you. 
• Give baby expressed breast milk from a cup. Bring cup to rest against the corners of baby’s upper lip 

and allow baby to take small amounts of milk, lapping the milk with his or her tongue. Do not pour 
the milk into baby’s mouth. 

• Bottles are unsafe to use because they are difficult to wash and can spread germs to baby. 
 
Note: Feeding a baby who is younger than 6 months any other foods or liquids, including animal milks 
or water, increases the chances of the baby becoming sick.  
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10. If you give infant formula while recovering from the 
virus  
 

 
  

Safely mix and feed the infant formula: 
• Giving infant formula may be recommended as a last resort while a mother is recovering from 

COVID-19, and until breastfeeding can be established or re-established. 
• If you give infant formula while recovering from the virus, it is very important that you safely mix 

and feed the infant formula 
 

Safely mix the infant formula using these steps: 
• Wear a medical mask when available or a cloth face covering when preparing the infant formula.  
• Wash your hands with soap and clean running water for 20 seconds before starting to prepare 

infant formula. 
• Clean all surfaces and boil equipment to sanitize. 
• Read and follow the instructions that are printed on the tin very carefully. Ask for more explanation 

if you do not understand. 
• Only prepare as much as the baby will need within one hour. 
• Carefully measure the amount of clean boiled or treated water to mix with the dry infant formula. 
• Carefully measure the amount of dry infant formula required. 
• Mix the dry infant formula and water until all the powder is completely dissolved.  
 

How to feed infant formula to your baby: 
• Wear a medical mask when available or a cloth face covering when feeding the infant formula. 
• Wash your hands with soap and clean running water for 20 seconds before starting to feed infant 

formula. 
• Give baby infant formula from a cup that has been cleaned and boiled. 
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• Bring cup to the baby’s lower lip and allow baby to take small amounts of milk, lapping the milk with 
his or her tongue. Do not pour the milk into baby’s mouth.  

• Bottles are unsafe to use because they are difficult to wash and can spread germs to baby. 
 
Note: Feeding a baby who is younger than 6 months any other foods or liquids, including animal milks 
or water, increases the chances of the baby becoming sick.  
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FREQUENTLY ASKED QUESTIONS: 
Breastfeeding and COVID-19 
For health care workers 
(28 April 2020)

Preface

This FAQ complements the WHO interim guidance: Clinical management of severe acute respiratory 
infection (SARI) when COVID-19 disease is suspected  
(13 March 2020 -  www.who.int/publications-detail/clinical-management-of-severe-acute-
respiratory-infection-when-novel-coronavirus-(ncov)-infection-is-suspected ) and provides responses 
to questions that have arisen about the recommendations. 

The interim guidance and FAQ reflect: 

i. the available evidence regarding transmission risks of COVID-19 through breastmilk; 
ii. the protective effects of breastfeeding and skin-to-skin contact, and, 
iii. the harmful effects of inappropriate use of infant formula milk. 

The FAQ also draws on other WHO recommendations on Infant and Young Child Feeding and the Interagency 
Working Group Operational Guidance on Infant and Young Child Feeding in Emergencies. A decision tree shows 
how these recommendations may be implemented by health workers in maternity services and community 
settings, as part of daily work with mothers and families.

 www.who.int/news-room/q-a-detail/q-a-on-covid-19-and-breastfeeding

1. Can COVID-19 be passed through breastfeeding?

The COVID-19 virus has not, to date, been detected in 
the breastmilk of any mother with confirmed/suspected 
COVID-19. It appears unlikely, therefore, that COVID-19 
would be transmitted through breastfeeding or by giving 
breastmilk that has been expressed by a mother who 
is confirmed/suspected to have COVID-19. Researchers 
continue to test breastmilk from mothers with confirmed/
suspected COVID-19. 

2. In communities where COVID-19 is prevalent, 
should mothers breastfeed?

Yes. In all socio-economic settings, breastfeeding 
improves survival and provides lifelong health and 
development advantages to newborns and infants. 
Breastfeeding also improves the health of mothers. 
In contrast, transmission of COVID-19 through breastmilk 
and breastfeeding has not been detected. There is no 
reason to avoid or stop breastfeeding.

3. Following delivery, should a baby still be 
immediately placed skin-to-skin and breastfed 
if the mother is confirmed/suspected to have 
COVID-19?

Yes. Immediate and continued skin-to-skin care, 
including kangaroo mother care, improves thermal 

regulation of newborns and several other physiological 
outcomes, and is associated with reduced neonatal 
mortality. Placing the newborn close to the mother 
also enables early initiation of breastfeeding which 
also reduces neonatal mortality.

The numerous benefits of skin-to-skin contact and 
breastfeeding substantially outweigh the potential risks 
of transmission and illness associated with COVID-19.

4. If a mother is confirmed/suspected to have 
COVID-19, should she continue breastfeeding?
Yes. The transmission of the COVID-19 virus through 
breastmilk and breastfeeding has not been detected. 
While breastfeeding, a mother should still implement 
appropriate hygiene measures, including wearing a 
medical mask if available, to reduce the possibility of 
droplets with COVID-19 being spread to her infant. 

Mothers and families can be advised that among the few 
cases of confirmed COVID-19 infection in children, most 
have experienced only mild or asymptomatic illness. 

In contrast, there is high quality evidence showing 
that breastfeeding reduces neonatal, infant and 
child mortality including in high resource settings 
and improves lifelong health and development in 
all geographies and economic settings.

Clinical management of severe acute respiratory infection (SARI) when COVID-19 disease is suspected: Interim guidance V 1.2. 
 

   

-1-  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
This is the second edition (version 1.2) of this document for the novel coronavirus SARS-CoV-2, causing COVID-19 
disease. It was originally adapted from the publication Clinical management of severe acute respiratory infection when 
MERS-CoV infection is suspected (WHO, 2019). 

This document is intended for clinicians involved in the care of adult, pregnant and paediatric patients with or at risk for 
severe acute respiratory infection (SARI) when a SARS-CoV-2 infection is suspected. Considerations for paediatric 
patients and pregnant women are highlighted throughout the text. It is not meant to replace clinical judgment or specialist 
consultation but rather to strengthen clinical management of these patients and to provide up-to-date guidance. Best 
practices for infection prevention and control (IPC), triage and optimized supportive care are included. 

This document is organized into the following sections: 
1. Background 
2. Screening and triage: early recognition of patients with SARI associated with COVID-19 
3. Immediate implementation of appropriate infection prevention and control (IPC) measures 
4. Collection of specimens for laboratory diagnosis 
5. Management of mild COVID-19: symptomatic treatment and monitoring 
6. Management of severe COVID-19: oxygen therapy and monitoring 
7. Management of severe COVID-19: treatment of co-infections  
8. Management of critical COVID-19: acute respiratory distress syndrome (ARDS) 
9. Management of critical illness and COVID-19: prevention of complications 
10. Management of critical illness and COVID-19: septic shock 
11. Adjunctive therapies for COVID-19: corticosteroids 
12. Caring for pregnant women with COVID-19 
13. Caring for infants and mothers with COVID-19: IPC and breastfeeding 
14. Care for older persons with COVID-19 
15. Clinical research and specific anti-COVID-19 treatments 
Appendix: resources for supporting management of severe acute respiratory infections in children 
 
These symbols are used to flag interventions: 

 Do: the intervention is beneficial (strong recommendation) OR the intervention is a best practice statement. 

 Don’t: the intervention is known to be harmful. 
    Consider: the intervention may be beneficial in selected patients (conditional recommendation) OR be careful when 

considering this intervention. 

 

This document aims to provide clinicians with updated interim guidance on timely, effective and safe supportive 
management of patients with suspected and confirmed COVID-19. It is organized by the patient journey. The definitions 
for mild and severe illness are in Table 2, while those with critical illness are defined as patients with acute respiratory 
distress syndrome (ARDS) or sepsis with acute organ dysfunction. 

The recommendations in this document are derived from WHO publications. Where WHO guidance is not available, we 
refer to evidence-based guidelines. Members of a WHO global network of clinicians, and clinicians who have treated 
SARS, MERS or severe influenza patients, have reviewed the recommendations (see Acknowledgements). For queries, 
please email: outbreak@who.int with “COVID-19 clinical question” in the subject line. 

 

Clinical management of severe acute 
respiratory infection (SARI) when COVID-19 
disease is suspected. 
 
Interim guidance 
13 March 2020  
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5. What are the hygiene recommendations for a 
breastfeeding mother confirmed/suspected to 
have COVID-19?

If a mother is confirmed/suspected to have COVID-19 
she should:

• Wash hands frequently with soap and water or use 
alcohol-based hand rub, especially before touching 
the baby

• Wear a medical mask while feeding. It is important to:

- Replace masks as soon as they become damp 

- Dispose of masks immediately

- Not re-use a mask

- Not touch the front of the mask but untie it from 
behind

• Sneeze or cough into a tissue, immediately dispose 
of it and use alcohol-based hand rub or wash hands 
again with soap and clean water

• Regularly clean and disinfect surfaces

6. If a mother confirmed/suspected to have 
COVID-19 does not have a medical face mask 
should she still breastfeed?

Yes. Breastfeeding unquestionably reduces neonatal 
and infant mortality and provides numerous lifelong 
health and brain development advantages to the infant/
child. Mothers with symptoms of COVID-19 are advised 
to wear a medical mask, but even if this is not possible, 
breastfeeding should be continued. Other infection 
prevention measures, such as washing hands, cleaning 
surfaces, sneezing or coughing into a tissue are also 
important.

Non-medical masks (e.g. home-made or cloth masks) 
have not been evaluated. At this time, it is not possible 
to make a recommendation for or against their use.

7. Is it necessary for a mother with confirmed/
suspected COVID-19 to wash her breast before 
she breastfeeds directly or before expressing 
milk?

If a mother is confirmed/suspected to have COVID-19 
has just coughed over her exposed breast or chest, then 
she should gently wash the breast with soap and warm 
water for at least 20 seconds prior to feeding. 

It is not necessary to wash the breast before every 
breastfeed or prior to expressing milk. 

8. If a mother confirmed/suspected to have 
COVID-19 is not able to breastfeed what is 
the best way to feed her newborn/infant?

The best alternatives to breastfeeding a newborn 
or young infant are:

• Expressed breastmilk

- Expression of breastmilk is primarily done or 
taught through hand expression, with the use of 
a mechanical pump only when necessary. Hand 
expression and using a pump can be equally 
effective. 

- The choice of how to express will depend on 
maternal preference, availability of equipment, 
hygiene conditions and cost.

- Expressing breastmilk is also important to sustain 
milk production so that mothers can breastfeed 
when they recover. 

- The mother, and anyone helping the mother, should 
wash their hands before expressing breastmilk 
or touching any pump or bottle parts and ensure 
proper pump cleaning after each use. (See question 
10 below)

- The expressed breastmilk should be fed to the child 
preferably using a clean cup and/or spoon (easier to 
clean), by a person who has no signs or symptoms of 
illness and with whom the baby feels comfortable. 
The mother/caregiver should wash their hands 
before feeding the newborn/infant.

• Donor human milk

- If the mother is unable to express milk and milk is 
available from a human milk bank, donor human 
milk can be fed to the baby while the mother is 
recovering.

• If expressing breastmilk or donor human milk are not 
feasible or available then consider:

- Wet-nursing (see question 11 below)

- Infant formula milk with measures to ensure that it 
is feasible, correctly prepared, safe and sustainable.

9. Is it safe to give expressed breastmilk from a 
mother confirmed/suspected to have COVID-19?

Yes. The COVID-19 virus has not, to date, been detected 
in the breastmilk of any mother confirmed/suspected 
to have COVID-19. It is unlikely that the virus can 
be transmitted by giving breastmilk that has been 
expressed by a mother with confirmed/suspected 
COVID-19.
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10. If a mother with confirmed/suspected COVID-19 
is expressing her milk for her baby, are there 
extra measures needed when handling the 
breastmilk pump, milk storage containers or 
feeding utensils?

Even when COVID-19 is not a consideration, breastmilk 
pumps, milk storage containers and feeding utensils 
need to be appropriately cleaned after every use. 

• Wash the pump/containers after every use with 
liquid soap, e.g. dishwashing liquid and warm water. 
Rinse after with hot water for 10-15 seconds.

• Some breast pumps parts can be put in the top rack 
of a dishwasher (if available). Check the instruction 
manual before doing this.

11. If a mother with confirmed/suspected COVID-19 
is not able to breastfeed or to express breastmilk, 
can wet-nursing be recommended?

Wet-nursing may be an option depending on 
acceptability to mothers/families, national guidelines, 
cultural acceptability, availability of wet-nurses and 
services to support mothers/wet-nurses. 

• In settings where HIV is prevalent, prospective 
wet-nurses should undergo HIV counselling and 
rapid testing, according to national guidelines, 
where available. In the absence of testing, if feasible 
undertake HIV risk assessment. If HIV risk assessment/
counselling is not possible, facilitate and support wet-
nursing. Provide counselling on avoiding HIV infection 
during breastfeeding.

• Prioritise wet-nurses for the youngest infants.

12. If a mother confirmed/suspected to have 
COVID-19 was unable to breastfeed because 
she was too ill or because of another illness, 
when can she start to breastfeed again?

A mother can start to breastfeed when she feels well 
enough to do so. There is no fixed time interval to 
wait after confirmed/suspected COVID-19. There is no 
evidence that breastfeeding changes the clinical course 
of COVID-19 in a mother. 

She should be supported in her general health and 
nutrition to ensure full recovery. She should also be 
supported to initiate breastfeeding or relactate.

13. Do the results of COVID-19 testing make any 
difference to infant and young child feeding 
recommendations?

COVID-19 testing does not have any immediate 
implications for decisions on infant and young 
child feeding. 

However, confirmation of COVID-19 means that a mother 
should implement appropriate recommended hygiene 
practices for the period that she is likely to be infective 
i.e. while symptomatic or through the 14 days after the 
start of symptoms, whichever is longer.

14. Is it advisable for a mother with confirmed/
suspected COVID-19 who is breastfeeding, 
to give a ‘top-up’ with infant formula milk?

No. If a mother is confirmed/suspected to have 
COVID-19 and is breastfeeding, there is no need to 
provide a ‘top-up’ with an infant formula milk. Giving a 
‘top-up’ will reduce the amount of milk produced by a 
mother. Mothers who breastfeed should be counselled 
and supported to optimise positioning and attachment 
to ensure adequate milk production. Mothers should 
be counselled about responsive feeding and perceived 
milk insufficiency and how to respond to their infants’ 
hunger and feeding cues to increase the frequency 
of breastfeeding.

15. What are key messages for a mother who wants 
to breastfeed but is scared about passing 
COVID-19 to her infant?

As part of counselling, a mother’s or family’s anxiety 
about COVID-19 should be acknowledged and 
responded to with the following messages:

I. COVID-19 has not been detected in the breastmilk 
of any mother with confirmed/suspected COVID-19 
and there is no evidence so far that the virus is 
transmitted through breastfeeding.

II. Newborns and infants are at low risk of COVID-19 
infection. Among the few cases of confirmed 
COVID-19 infection in young children, most have 
experienced only mild or asymptomatic illness.

III. Breastfeeding and skin-to-skin contact significantly 
reduce the risk of death in newborns and young 
infants and provide immediate and lifelong health 
and development advantages. Breastfeeding also 
reduces the risk of breast and ovarian cancer for 
the mother.

IV. The numerous benefits of breastfeeding 
substantially outweigh the potential risks of 
transmission and illness associated with COVID-19.
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Images: Corona Borealis Studio & Sarokato (both Shutterstock)

16. If a mother is confirmed/suspected to have 
COVID-19, is infant formula milk safer for infants?

No. There are always risks associated with giving infant 
formula milk to newborns and infants in all settings. 

The risks associated with giving infant formula milk are 
increased whenever home and community conditions 
are compromised e.g. reduced access to health services 
if a baby becomes unwell / reduced access to clean water 
/ access to supplies of infant formula milk are difficult or 
not guaranteed, not affordable and not sustainable.

The numerous benefits of breastfeeding substantially 
outweigh the potential risks of transmission and illness 
associated with the COVID-19 virus.

17. For what period of time are WHO 
recommendations on Breastfeeding and 
COVID-19 relevant?

The recommendations on caring and feeding of infants 
of mothers with confirmed/suspected COVID-19 are 
for the time when she is likely to be infective, i.e. while 
symptomatic or through the 14 days after the start of 
symptoms, whichever is longer.

18. Why do recommendations for mothers with 
confirmed/suspected COVID-19 and their 
infants seem different from social distancing 
recommendations for the general population?

Recommendations for adults and older children to 
maintain social distancing aim to reduce contact 
with asymptomatic persons who have COVID-19 and 
transmission of the virus that may result. This strategy 
will reduce the overall prevalence of COVID-19 and the 
number of adults who experience more serious disease.

The aim of recommendations on the care and feeding 
of infants and young children whose mothers have 
confirmed/suspected COVID-19 infection is to improve the 
immediate and lifelong survival, health and development 
of their newborns and infants. These recommendations 
consider the likelihood and potential risks of COVID-19 in 
infants and also the risks of serious illness and death when 
infants are not breastfed or when infant formula milk are 
used inappropriately as well as the protective effects of 
breastfeeding and skin-to-skin contact.

In general, children are at low risk of COVID-19 
infection. Among the few cases of confirmed COVID-19 
infection in children, most have experienced only mild 
or asymptomatic illness. The numerous benefits of 
breastfeeding substantially outweigh the potential risks 
of transmission and illness associated with the COVID-19. 

19. Is it alright for health facilities to accept free 
supplies of formula milk for infants of mothers 
with confirmed/suspected COVID-19?

No. Donations of infant formula milks should not be 
sought or accepted. If needed, supplies should be 
purchased based on assessed need. Donated formula 
milk is commonly of variable quality, of the wrong type, 
supplied disproportionate to need, labelled in the wrong 
language, not accompanied by an essential package of 
care, distributed indiscriminately, not targeted to those 
who need it, is not sustained, and takes excessive time 
and resources to reduce risks.

20. Why do WHO recommendations on mother/
infant contact and breastfeeding for mothers with 
confirmed/suspected COVID-19 differ from those 
of some national and professional organizations?

WHO’s recommendations on mother/infant contact and 
breastfeeding are based on a full consideration not only 
of the risks of infection of the infant with COVID-19, 
but also the risks of serious morbidity and mortality 
associated with not breastfeeding or the inappropriate 
use of infant formula milks as well as the protective 
effects of skin-to-skin contact and breastfeeding. 

Recommendations of other organizations may focus only 
on the prevention of COVID-19 transmission without full 
consideration of the importance of skin-to-skin contact 
and breastfeeding.

Disclaimer

The responses to questions in this document are derived 
from WHO publications and the Interagency Working 
Group Operational Guidance on Infant and Young Child 
Feeding in Emergencies. The WHO interim guidance was 
developed by a WHO global network of clinicians and 
clinicians who have treated patients with SARS, MERS, 
or severe influenza or COVID-19. 

For queries, please email: 
outbreak@who.int with 
“COVID-19 clinical question”  
in the subject line.

www.who.int/news-room/q-a-detail/ 
q-a-on-covid-19-and-breastfeeding
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Continue alternative modes 
of feeding the baby
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Is mother a suspected or  
confirmed case of COVID-19?

 Support mother 
to breastfeed:

 - For newborns, initiate 
breastfeeding within first 
hour after delivery and 
practice skin-to-skin care 
as soon as possible

 - For infants < 6 months, 
support exclusive 
breastfeeding 

 - For infants and young 
children > 6 months, 
continue breastfeeding 
with safe and health 
complementary foods

 Do not separate 
mother and baby

 Advise mother to:

 - Wash hands frequently 
with soap and water or use 
alcohol-based hand rub 
before touching the baby

 - Regularly clean and 
disinfect surfaces that 
she has touched

Mother should wear a medical mask 
during feeding. If a medical mask is 
unavailable, advise mother to:
 Sneeze or cough into a tissue 

and immediately dispose of it 
& wash hands

Chest should be washed if she has been 
coughing on it. Breast does not need 
to be washed before every feeding.

Feed mother’s 
expressed milk 
to the baby

Revert to direct 
breastfeeding 
when mother is 
well enough to 
breastfeed

Is mother well enough  
to breastfeed?

Is mother able to 
express breastmilk  

(including with help)?

Is human milk available from 
a donor human milk bank?

Is wet-nursing culturally 
acceptable and can a safe 
wet-nurse be identified?

Is mother willing to 
breastfeed after recovery?

YES

NO

Assist mother with 
relactation when she is well 
enough to breastfeed

NO

NO

NO

YES

YES

YES

YES

YES

NO

NO

Facilitate wet-nursing of 
the baby until the mother 
recovers

Feed infant formula milk 
to the baby until the 
mother recovers

Feed donor human milk to the baby 
until the mother recovers

 www.who.int/news-room/q-a-detail/q-a-on-covid-19-and-breastfeeding

DECISION TREE
for breastfeeding in context of COVID-19: 
Guidance for health care and community settings
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Guide to address stigma
 associated with COVID-19

#TogetherAgainstCOVID19
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Lack of adequate
information

Fear of the disease

 People a�ected with COVID-19,  their families 
 /caregivers / friends 
 People under quarantine and their families
 Frontline health care providers like doctors, 
 nurses, paramedics, �eld workers, hospital 
 sta� and sanitation workers etc.
 Those who have recovered from COVID-19
 Migrant workers

Rumours or 
 misinformation

People facing Stigma and Discrimination:

Why is there Stigma?

Stigma associated with COVID-19 is based on three main factors:

1 Guide to address stigma associated with COVID-19 |

COVID-19 pandemic is a public health emergency that is causing a
stressful and a di�cult time for everyone. During this crisis,
rumours and misinformation create more stress and can hamper 
COVID-19 recovery.
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Lack of adequate
information

Fear of the disease

 People a�ected with COVID-19,  their families 
 /caregivers / friends 
 People under quarantine and their families
 Frontline health care providers like doctors, 
 nurses, paramedics, �eld workers, hospital 
 sta� and sanitation workers etc.
 Those who have recovered from COVID-19
 Migrant workers

Rumours or 
 misinformation

People facing Stigma and Discrimination:

Why is there Stigma?

Stigma associated with COVID-19 is based on three main factors:

1 Guide to address stigma associated with COVID-19 |

COVID-19 pandemic is a public health emergency that is causing a
stressful and a di�cult time for everyone. During this crisis,
rumours and misinformation create more stress and can hamper 
COVID-19 recovery.

People concealing symptoms
Hesitancy in seeking medical care
People not adhering to interventions like home quarantine
Increased sense of emotional isolation, feeling of guilt and anxiety
Lack of self-esteem and con�dence
Ostracisation of healthcare workers and others involved in 
COVID-19 management
Worsening of pre-existing psychiatric illness such as depression

E�ects of Stigma and Discrimination:

1. Although COVID-19 is highly contagious, we can protect ourselves 
    by following preventive measures such as physical distancing,  
    washing hands frequently and wearing a face cover / mask.
2. Despite precautions, if a person contracts COVID-19, it is not his/her  
     fault. Anyone is susceptible to contracting the disease, no one 
     needs to be blamed.

COVID-19 cases not being reported, or 
reported late, making management of the 
outbreak more di�cult.

Diversion from the required preventive 
measures which need to be undertaken.

These may lead to:

Things to know about COVID-19:

2Guide to address stigma associated with COVID-19 | 869



To know more visit: www.mohfw.gov.in

Tips to reduce stigma related to COVID-19:

Be appreciative and supportive 
of e�orts made by frontline workers

Verify the information from a 
reliable source such as Ministry of 
Health and Family Welfare’s website, 
before sharing or forwarding the same 

Share positive stories of those who
 have recovered from COVID-19

Don’t spread name, identity, 
locality of persons a�ected 
or under quarantine

Don’t spread misinformation

Don’t label any individual, 
group or area for spread of 
COVID-19

Dos Don’ts 

3. In situations of distress, the patient and the family need support and 
    cooperation.
4. Be a well-wisher to those in isolation/ quarantine and their families. 
     Testing, isolation and quarantine are meant to protect the family and 
     community.
5. Celebrate persons who have recovered from COVID-19 as WINNERS. 
     They do not have the virus & there is no risk of transmission.

3 | Guide to address stigma associated with COVID-19 870
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An Illustrative Guide on
COVID Appropriate Behaviours

871



As you are aware, the COVID 19 pandemic
has led to unprecedented and

unanticipated challenges requiring
collective action and support from all.

While all necessary measures to fight the
spread of Novel Corona Virus (COVID 19)

are being effectively led by the Central 
Government and State Governments,

there is a need to reinforce the
importance of preventive measures and
practices in a sustained manner, to deal

with the disease over the long run.

This guidebook outlines a comprehensive
list of 15 preventive behavioural practices

which are critical to winning this fight
against the deadly virus.

This fight can be won only when
everyone knows their goal; everyone

knows their role.

1 872



A set of 15 promises, we need
to follow, as part of COVID
Appropriate Behaviours

(add illustrations for each below)

2

Maintain physical 
distance 

Wear reusable
face cover or mask 

Avoid touching 
eyes, nose and 
mouth

Wash hands 
frequently and 
thoroughly 

2 Gaj ki Doori
(6 feet)

Maintain
respiratory hygiene

Regularly clean 
and disinfect 
frequently 
touched surfaces

Avoid unnecessary 
travel 

Do not discriminate 
against anyone 

Do not circulate social 
media posts which 
carry unverified or 
negative information 

Discourage
crowd - Encourage 
Safety

Greet without 
physical contact 

Do not chew 
tobacco, khaini 
etc. or spit in the 
public places 

1. 2. 3.

4. 5. 6.

7. 8. 9.

10. 11. 12.

Seek information
on COVID-19 from 
credible sources  

13.
Seek psychosocial 
support for any 
stress or anxiety

15.
Call National Toll-free 
helpline 1075 or State 
helpline numbers for 
any queries

14.
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Greet without
physical contact

3

1.

874



Avoiding physical contact is a responsible
behaviour as it prevents the spread of COVID-19 

disease and other viruses.

4

Be responsible!
Promote greeting without

any form of physical
contact

875



Maintain
Physical distance

2 Gaj ki Doori
(6 feet)

5

2.

876



Follow distancing norms 
in all public places

Keep minimum distance 
of 2 Gaj(6 feet)

2 Gaj ki Doori
(6 feet)

2 Gaj ki Doori
(6 feet)

6 877



Especially, when you go out to shop for 
essential products to the vegetable or 

fruit market, dairy store, pharmacy, 
hospital, etc....

7 878



Also follow distancing norms when in
a room / office with other people

If the other person is 
infected, their

physical contact may 
increase the risk of

transmission

8

2 Gaj ki Doori
(6 feet)
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Wear reusable hand- made
face-cover or mask, at all times

9

3.

880



Why is it necessary to wear 
a hand-made

face cover or mask?

10 881



A handmade face cover or mask limits 
the spread of any respiratory infection 
and protects the community at large

11 882



How to wear a mask

12

Wear mask so nasal clip 
is over the nose. External 
pleats should face
downwards

Do not touch front 
of the mask

Clean hands after 
removal of mask

Open mask pleats 
so it covers mouth 
and nose

Remove by first
untying lower string 
and then upper string.

Tie upper strings first. 
Then lower strings. 
There should be no gap 
between face and mask 

Dispose the mask in the 
recommended manner

Do not reuse single use 
mask

Replace mask 
after 8 hours or 
when damp/humid

1.

4.

7. 8.

9.

5. 6.

2.

3.
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Do I need to wear a 
mask at all times?

13 884



Remember three key occasions one must 
definitely wear a face cover or mask

1. When you undertake any essential travel or go
to a public place

2.  When you are in a room with other people
3. When you have any signs of cough, cold or flu

14 885



You can easily make a face cover at 
home to protect yourself

Really?

15 886



Yes, just log on to www.mohfw.gov.in 
and read the manual on how to make a 

face cover

16 887



Always remember, wash hands with soap 
and water or use an alcohol based sanitizer 

before wearing a mask

17 888



Avoid touching your eyes,
nose or mouth

18

4.

889



But Why? 

We tend to touch our face inadvertently… 
let’s be extra careful

19 890



Your safety is in your own hands-
quite literally!

Hands touch many surfaces 
and can easily pick up germs 

and viruses 

Once contaminated, hands 
can transfer the virus to 

your eyes, nose or mouth

From there, the virus 
can enter your body 

and can make you sick 

20 891



Maintain
respiratory hygiene 

21

5.

892



Cover your nose and 
mouth when you cough 
or sneeze with tissue or 

handkerchief 

22 893



Don’t forget…
Wash hands 

immediately after you 
cough or sneeze 

Not carrying a tissue or 
handkerchief?

Cough or sneeze into 
your bent elbow

23 894



Wash hands
regularly and thoroughly!

24

6.

895



Your safety is in your 
hands – Literally!

Wash your hands frequently and 
thoroughly with soap and water

25 896



Meet our hand 
hygiene superheroes

Frequently hand-wash with me using water.
I am there to protect you from any virus, 

including COVID-19

ALCOHOL-BASED HAND SANITIZER
You can use me if you don’t have 

soap and water facility.  

26 897



Regularly clean and disinfect
frequently touched surfaces 

27

7.

898



How is that?

Practicing good environmental hygiene 
makes your surroundings safer.

28 899



Because the infected droplets are likely to 
settle on surrounding surfaces.

But wait…
Don’t forget to wear gloves 

during disinfection

You may use chemical 
disinfectants to clean the 

surfaces

29 900



Do not spit
in the open 

30

8.

901



Every time you spit in a public place, you put 
your and everyone else’s life at risk

31 902



32

Spitting in public places 
can increase the risk of

COVID-19 spread

This also includes spitting 
after consuming smokeless 

tobacco products

903



33

Remember - Spitting in public 
places is also punishable by law

904



Avoid
unnecessary travel

34

9.

905



Travel only when it’s 
absolutely essential

35

And if you do step out of your house…

Wear your face-cover and follow
distancing norms

2 Gaj ki Doori
(6 feet)
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Do not
discriminate - Against anyone!

36

10.

907



37

Show compassion and support to persons 
affected with COVID-19 and their families

908



38

Remember – As people keep a check 
on any symptoms associated with 

COVID-19 and are willing to undergo 
testing, they also provide an opportunity 

to beat the disease!

Download the Aarogya Setu app to 
monitor your health

909
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It is time to show CARE
Compassion 
Assurance
Respect
Encouragement 

Boost the morale of doctors, nurses, police, sanitation 
workers who are on guard 24X7 to protect us
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Discourage
crowd - Encourage safety
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11.
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Limit going to 
social gatherings 

and say no to 
crowded places.

Unnecessary travel to crowded places or 
large gatherings increases the risk of 

COVID-19 transmission!

912



2 Gaj ki Doori
(6 feet)
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Keep a reasonable 
distance of atleast 
2 Gaj(6 feet) from 

others

For important events which cannot be postponed, 
keep the number of guests to minimal
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Oh, have you tried connecting with your loved 
ones and colleagues virtually? 

Try it, it is much safer!

914



Do not circulate social media
posts which carry unverified or
negative information
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12.
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Seek information on COVID-19
from credible sources
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www.mohfw.gov.in

www.mohfw.gov.in

mohfw

13.
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There is COVID-19 related 
information coming in
from so many sources. 

Which one should I rely on?

The most credible source for COVID-19 
information is Ministry of Health and 

Family Welfare’s website
(www.mohfw.com).

You will receive all updated information 
and facts related to

COVID-19 here.
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Call national toll free helpline numbers
1075 or State helpline numbers for any
COVID-19 related queries
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14.
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If you have any COVID-19 related queries or
observe any COVID-19 related symptoms like 
fever, cough, or difficulty in breathing, call the 

national helpline number 1075 (toll free)
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Do not hesitate to disclose your symptoms 

The earlier you seek help, the faster you will beat 
the disease!
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Seek psychosocial support in
case of any distress or anxiety   
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15.
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Do not ignore or
suppress any feelings 
of anxiety or distress
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Coping with any public emergency or outbreak can 
be a testing time for people and their families – both 

affected or unaffected 
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Psychosocial support services are available 
at all times for you,

to address any stress or distress related 
queries and concerns

Call on national psychosocial 
toll-free helpline number

08046110007
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Together,
we will fight COVID-19!
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