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Madam/Sir,

As you are aware thal numbers of Covid-19 palienls were noted to be higher
than those were in 1st wave. The State needs to be in full preparedness for capacity
building for managing high number of cases expected during predicted 3rd wave of
the pandamic.

In view of the reports of incidence of COVID-19 cases amongst Children &
Adolescents and possibility of future increases as predicted by public health experts,
Government has been taking all possible measures for the care of Children &
Adolescents.

Keeping in view of the above, Governmenlt after careful consideration have
been pleased to approve the SOP for Operationalization of COVID Care Services




for Children & Adolescents. A copy of the same Is enclosed herewith for your
information and necessary action,
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Additional Thief Secretary uEﬂvarnmenl
73 ¢/

Dated, | 7 b~ &0

Copy with enclosure forwarded to MD, NHM, Odisha /| MD, OSMCL,
Bhubaneswar ( all Directors under Health & FW Department for information and

necessany action.
i n-['
E.*Ea

;; 37 J: Dapuiaﬁtﬂl' ;ry;ur WTE}?’};

Copy with enclosure forwarded to Depuly Secretary lo Govt,, FW Eec‘tl-ﬂn
Health & FW Department for information and necessary action,

Deputy Sec }Amm&nt
Memo No. "r ? 3/? 3 H

Dated, / -7 b L0

Copy forwarded to OSD to Chief Secretary, Odisha for kind information of
Chief Secretary.

M Al
; ? ff’ ‘} A}, - Deputy Secreta E:'m mmenl.

Memo No. Dated,

Copy forwarded lo PS to Hon'ble Chief Minister, Odisha ,.' PS to Hon'ble
Minister, Health & FW for kind information of Hon'ble Chief Minister, Odisha /
Hon'ble Minister, Health & FW. o ﬂn,_"l

gh

Deputy Secretasy to r?;:l: riment.

Memao No.

Memo No.




Operationalization of
COVID Care Services

for Children &
Adolescents

Odisha




Executive Summary

.
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Based on sero-surveillence reports, COVID 19 infection in children above 10 yeirs of age occurs
in similar frequency to that of adults, even though, among the confirmed cases <12% are

individuals < 20 vr age in India.

Currently approximately 8% of the total COVID 19 cases are in the age group in the state,
Children have less severe disease than adults, In the majonty, infection is asymplomatic or mildly
symptomatic. It is uncommaon to have moderate to severe covid in healthy children. Children with
co-marbid conditions have more severe manilestations and poorer outcomes: they should be a
pricrity group for vaccination, once vaccines are approved forchildren,

It is anticipated that there may be intermittent surges in the mumber of cases. A combined effon
from private & public sector is needed to handle any surge in future after the withdrawal of the
lockdown, school re-opening or as third wave over next 3-4 months.

The basic principles of equity and dignity of care should be followed,

The estimates for additional bed capacity for pediatric care may be calculated based on the peak
daily cases in différent districts during the second wave, From this number, projections for
pediatric cases and number of admissions required can be denived,

It is desirable to augment the existing covid care Facilities to provide care to children with acute
covid 19. This will need additional pediatric specific equipment, infrastructure, and pediatric
formutations. Also, adequate number of trained manpower- both doctors and nurses should be
provided,

The health autherities should initiate capacity building programs for appropriate pediatric care,
Only in standalene pediatric hospitals, will separate pediatric COVID care facilities may be
developed.

It is desirable to designate specific areas in the COVID facilities for pediatric care with
provision to allow parenis to stay with the child.

For children with MIS-C, Mucormycosis and other post COVID residual ailments who test

negative for acute COVID, care has to be provided by the existing pediatrie facilities.

« The document provides guidance about additional reguirements for infrastructure, equipment and

OTULTIPIWET,

. The management protocols for children with acote COVID and MIS-C have been developed by the

MoHFW which has already been circulated. Most drugs used in adults such as Ivermectin/ HOQY
Favipiravir! Antibiotics such as Doxyeyeling or Azithromycin have not been tested in children for
prevention or treatment of COVID infection in children. Therefore, these are not recommended in

children,

. Mujority of children have asymptomatic or mild illness and can be managed at home by parents at

home. Treatment is symplomaltic including parscetamal for fever, good monitoring for worsening

by measuring respiratory rates, difficulty in respiration, oral intake and oxyeen saturation.

In a community setting, ASHA / MPW should be involved for management of children al home

and also monitor to assess the need for referral! admission, (Appendix 1)

At the community level, it is important to train community heaith workers to pick red flng signs.,
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16. All stake holders including the community should be educated by 1EC,

17, Medical officers should provide leadership to ensure service delivery locally by involvement of
community health workers, Public representatives, volunteers and public community leaders

18, For improving the quality of care and for capacity building, hand-holding of district hospitals and
other facilities should be taken up by the medical colleges,

19. Capacity building by virtual & hand on training must be started soon, Development of centers
for training through simulation technology may be initisted.

20, Three old Medical colleges with post-graduate departments will be designated as the Regional
Centres of Excellence for COVID care as well as research. These centers can provide leadership
in clinical management and training.

21, Telemedicine could be harnessed to its maximum possible capacity for reaching out to large
number af facilifies,

22, Data drives science, the imporance cannot be over emphasised. Therefore, it is important o
ensure data collection at all levels and transmission from community to higher centors.

23, A Smate level documentation should be ensured through State surveillance cell.

24, Appropriate |1EC campaign should be launched for communication of correct information and

dealing with the mis-information campaigns on media and social media.

Introduction
In the ongoing COVID-19 pandemic, morbidity and mortalitv has mainly been seen in adulis,

In India, = 12% of all confirmed cases are in individuals < 20 yr (1), while this population constitutes
approx, 41% of the population (2). Similarly, of all desths due to COVID-19, only <2% are
contributed by < 20 yr age group (3}, MIS-C has been reported to occur in children; typically, the
surge in cases of MIS-C follows that of the surge in total COVID-19 cases dfter approx. 2-6 weeks.

In the second wave, there was a sharp increase in the numbers of cases of COVID-19, the
peak crossing 4 lakh new cases a day. The proportion of individuals < 20 yr of all COVID-19
confirmed cases has remained unchanged (1), However, with increase in the number of cases, the
numbers of children and adolescents with confirmed COVID-19 have also increased.

Among adults with confirmed COVID-19 infection, it is well documented that B0%
experience mild illness, appreximately [4-15% experience moderate- severe disease and 5% are
critically ill. Earlier reponts had sugeested that illness severity was associated with age (>60 years old)
and co-morbid disease. During the second wave, large numbers of younger individuals had moderate-

severe discase,

Till date, children have relatively been spared of serious disease and poor outcomies. As per
the svailable sero-survey data prior to launch of vacomation drve, children 10-17 years had
serapositivity similar 1o that in adulis, e, 25.3% (4). However, the proportion of <20 yr olds among
confirmed COVID-19 cases is lower than expected. It means that children are as susceptible as aduls
to infection, but a large majority remains asymptomatic. Even among the symptomatics, vast majority

have mald disease only,
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WVarious experts are predicting a third wave with o disproportionately high burden among the
pediatric population. Re-opening of schools and colleges may contribute an increase in the infections
in childrén. Therefore, there is a need to prepare for any future sudden surge of COVID cases in the
pediatric age group. It is important to augment existing health facilities for children, particularly [C

and HDU facilities, while also strengthening community level care Le., PHCs! HWCs,

Estimated burden of COVID-19 in children

Mational and international data indicated o maximum of 2-3% of such children requiring
hospitalisation in wave 1/ 2. However, to meet the surge in India, we need to be ready for a little
higher number and for an indicative projection, a figure of 5% of children with COVID have been
estimated to be requiring hospitalisation, Box | provides estimates for requirement for beds for
pediatric COVID care for various peak case numbers. [t will be desirable 10 have estimates for the
additional capacity at hospital level! at level of administrative units to ensure adeguate projections and
preparedness; this is important because the incidence of COVID is likely to be variable in different
areas and also the peak in number of cases will also be at different time points. The same framework
could be used for estimating the bed requirements for different percentages of children necding
hospitalization. Also, the focus has 1o be augmentation at all levels and not just of ICU beds,

Investment in ICLI beds alone or disproportionately will not be cost-effective.

Estimation and Projection of COVID19 il ' In Odisha (0-18 Yrs.

Currently approx. B% of the total COVIDIS cases are in of the age group of 0-18 Yrs. In USA the
contribution of cases of 0-18 yrs age group is up to 14%. Considering the possible surge of infection in this
age group, it is estimated to be around 15% of the infected population. In the Stale context, taking reference
of the current wave of pandemic, where daily case detection comes around an avernge of 10,000, there
could be nearly 1500 cases detected per day. of which about 20% will be needing hospitalisation (comes to
about 300 cases each day), of whom about 5% children (15 number of cases each day) will be required to
be put under intensive care support. Taking average stay of hospitalisation as 10 days, the active Covid-149
case of children in the age group of 0-18 vears is tabled below;

Prajections for beds requirement for pedintric COVID care { projected total No: 1IN cases)
(Fable 1)

Catepory Beds Calenlation of cases Remarks
Reguiired
General 2850 15% of Active Pacdiatrics cases | Calculated based on  stay
Hospitalization period of 10 dsvs on
Critical Care | 50) 5% of Active Paedintrics cases | average with 150 cases
Total 30410 A total of 200 may require detected each day
hospitalisation

For providing care to children with MIS-C, the existing pediatric facilities have to be
strengthened. As per the IPHS norms, approx, 10% of beds in a district hospital should be earmarked
for sick children, These facilities should be uperaded tw have adequate emergency facility, and
enough HOL beds.

This document provides guidance for sugmenting health fucilities to be prepared for another

surge, which may affect the children,
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Development of Guidance to Prepare for Managing an incrensed number of Children and
Adolescents with COVID-19.

Froposed operationalization (figure 1)
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The document presents an overall guidance. The implementation will require assessment of
available facilities - n mapping of beds (ward/HDL/ICU) for children at various facilities, equipment,
trained staff has to be camed out. To prepare for a pessible surge, it will be good o have a datnbase of
all medical and paramedical staff who could contribute in the moll-out of pediatric care during the
surge. The estimates of beds! manpower required during a possible surge should be reviewed
considering the local epidemiology of COVID,

Linking the community to DCHC! DCH /district hospitals to Medical Colleges shall be done,
Suspecting COVID-19 and testing in children

The guidelines developed by the MoHFW for management of pediatric COVID-19 outlines the
symplomsofCOVID- 1 9 hitps:/'www mohfw gov. in'pd fProtocol for Management of Covid 19 in the
Paediatric AgeGroup.pdf).), The indications for testing children for COVID-19 are the same as that
proposed by the Ministry/ [ICMR. Presence of a recent/ current confirmed case of COYID- 1% ina

family member or a close contsct raises the index of suspicion,

At a community level, use of the IMNCI framework to manage children may suffice. The
framework will be able to identify sick children needing referral. However, all children with fast
breathing and confirmed COVID-19 will need referral for gdmission, Providing pulse oximeter to the
MPW/ ASHA will improve the monitoring and care of children, Children with malnutrition, children
with disability, and conditions such as HIV infection, underlying cardiac, liver, Kidney ailments,

children on cancer chemotherapy and immunodeficiencies would need specinl attention,
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The following figure shows the IMNCI approach to COVID-19 in children (Figure 2).

Figure 2: IMNCI type approach for COVID-19 in children
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Children seeking care at various facilities should be screened for COVID if they have the
clinical features of COVIDY), Children with indications for testing for COVID should be
I.  tested at the designated facilities:

I,  Children seeking care in ER should bis tested in the facility itself. 1t will be desirable Lo
have RAT kits in ER for quicker confirmation of the diagnosis. RAT may help in
early diagnosis in symptomatic children, however negative test should be followed by
ETPCR

M.  Children who need admission and need to undergo a RTPCR! CBNAAT, should be
transferred (o a holding area while awaiting the reports. The holding area should have

requisite facilities for oxygen therapy, HDLY [CU support.
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Management at Different Levels of Health care :
Depending upon the severity of the disease/ spectrum of pediatric covid cases , the patients may be
advised for home isolation in case of asymptomatic cases or cases with mild symptoms, Such
cases needs optimal parental care under supervision of the nearest available health care workers
and on deterioration of the conditions may be referred 1o Covid care facilities; i.e DCHC/DCH,

To allow safe home isolation, parent must be adeguately explained on their role (Annexure
- Ijand be required to monitor the child's health condition and maintain a chart at Annexure — 11

Spectrum of Pediatric Covid Cases

Mild Moderate Severe - MIS-C
Mild llIness Maderate lllness ?;wm Mness e
Y < EYETE pMCLITHHLI, 5
Sm.t Throat, E"E“T.ﬂ A : E'EI;E‘ i Sepais, Septic Shock, MODS
Rhinorrhea, Cough, No H':;lll_“_"h‘vtéﬂg"’-z s 111' eumonia with any of these:
Fast breathing = UMIRIn. WS hains. ) Comnaln
8 = Suvmin for 312 months Spl0d < G _
= d0imin for 1-Smonths """‘“"T'?" respiraiory e Torls
& ! {grunding severe relmelion)
- JD':Imm for = 3 Years Lisihargy, Somiolence, seizure
Mo signs of severs
prenmonia illness

a 1
Home [splation’ Community Facility Based Care
Based Care (CCC) DCHC/ DCH

NB:  The child may be shifted to higher and appropriate facility on deterioration.
Management of COVID-19 cases at community level

Children with mild COVID- 1% can be managed in the community setting with home isolation

under direct care of the parents and family,

I.  Parents should be explained about the danger signs for progression of disease (fast
breathing, increased work of breathing, bluish discoloration, Sp02 < 94%, not
accepting feeds. lethargy, fever persisting bevond 5 days, or high grade fever for

more than 3 days),

I, Community health workers (MPW and ASHA) should visit the home at least once
daily for providing basic medications as necessary, and monitoring for vitals and
danger signs. If any worsening is suspected, community health workers should
contact the designated physician (MOJCHO) for a teleconsultation (phone call, video
call). Community health workers should inferm the patient transter ambulance/fteam

for transfer of the patients to DCHC/DCH in case there are indications for admission.

UL Overall services should be monitored in a COYID Control Room under supervision of

MO,

Community level preparations

1. A comprehensive IEC campaign which includes messages about pediatric COVID &
role of different stake halders ie Parents & other family members, neighbors &

community health workers,

2. There has to a specific emphasis on vulnerable children.
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3. The orphanages, boarding schools, hostels would need special attention as these

eouild be potentinl holspots,

4.  Bupgested components of the IEC campaign should include
*  Reassurance about diseass inchildren
¢ Svmptoms and signs of COVID-19
«  Meed for early testing for COVID-19 in case of symptoms
»  Principles of home isolation
* Avoidance of sell-medication for COVID-19

*  Whom to contact in case of emergency

*  Awareness about MIES-C

= MNof to peglect routing immunization of the child

*  Following COVID-19 approprinte behavior including use of mask,
social distancing and hand  hygiene. (Masks recommended in
children aged 5 vesrs or above, it may be used in children between
the age of 2-5 years provided, it is possible.) and in schools,

= COVID-19 vaccination for parents and family members & eligible
children,

= Continoe other medications for chronie illnesses
*  Advice to parents to report the course of COVID 19

«  Advice to the schools on care of children.

This community level intervention will include pamphlets in vernacular lnnguages, posters
and home isolation kit

Pulse oximeters can be loaned to a family with support of community platforms if needed and
then can be used later for another family once the previous family recovers.

There are concerns about the reliability and ability to record accurate saturation with the
finger pulse oximeters in the voungest children. So, adequate importance should be given to the
symptoms and clinical findings to assess a child for seeking further medical advice.

Omee COVID vaccines are approved for children, community level programs should focus on

appropriate communication to facilitate a wide coverage.

Objective of COVID Health Facilitics

|, To start with the Infrastructures available for Pediatrics COVID care will be utilized

with augmentation of the capacity also by utilizing a portion of existing adull care

COVID facilities. This is important for isolation of infected children away from other

children.

Phase wise expansion of the capacily le bed strength, ICL/HDU numbers will be

Started.

3, The capacity building in war footing basis for augmentation of the tramned manpower
strength will be undertaken through virtual modes and hand on traiming and also by
using simulation technology in selected centers when made functional,

P
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Paedizntries eare facilities created in the State:

I. All DHH &SDH, are required to earmark at least 10 beds for isolation of the suspected cases and
will take steps for transfer of the symptomatic patients 1o the appropriate COVID care facilities.

2. At CHC level 2 to 4 beds may be earmarked as isolation bed for management of suspected cases
unfil they get transferred to appropriate facility, The wards should be clearly demarcated with
appropriate signage.

3. At Governmeni Medical Colleges in the state the following numbers of beds constituting Isolation,
HDU/PICL/SNCUMNICU beds,

(Table 2)

MEDICAL ~ NICU | PICU//SNCU | HDU ISOLATION BED |
_ COLLEGE LEVEL |
VIMSAR. Burla & al Al 40
SCRH, MCH, Cuttack 10¥ 11 Sl
FMMCH, Balasore [} () 1
 SERMUHRomput M s 2 B 13
MECG, Berhampur i 5 I 24
PRMMCH, Baripada r o 4 10
BBMCH, Balangir [ | (¥ 10
Totl 64 . + 155

o All other COVID care contre’s having [CL! facilities need be required 1o earmarked 153% of the
capacity to be earmarked for Pediatric patient including NICU& PICL! care and isolation. All the
CDM & PHOs and Collectors of the District are required to ensure the creation of such facilities.

o  Considering the total number of Isolation beds to be 10,736 and 1CLYHDU beds to be 4,072,
Following numbers of beds can be earmarked lor Pediatrics COVID Care,

{Tahle 3}
Isolation [EE:::]U
- (NICU/PIC Total Projected requirement
’ LISNCL)

Beds to be Reserved 2B50 lsolation Beds, 150 ICU/HDL
in COVI} Hospitals Beds(Total 3000 beds) considering
{Excluding MCH) 1455 408 1863 10,000 pverage duily incidence.
for Pediatric Patients

@is% ;

Beds in Medical 55 203 157

| Coilege
CCU ¢ DEHC T8 ] TRO
Total Beds
Available 239} 6l S0

®  All Hospitals are advised 1o keep sufficient stocks of the medicine, consumables & Medical
Oxygen for the purpose.

® In areas where case loads are expected to be high, establishment of standalone Pediatric COVID
care facilities shall be considered,

« This infrastructure developed for COVID care needs to be augmented for managing paediatric
COVID- 19 cases for future,

Tivis fnfresirmcnire will peed adiiifonael respirces fo core for the increased merrber of chuld peiicni wie dften
wirerled e peeompaimying oive fareily mieieder. Children s areadiardy should proferably be soperede from adult wards for
shele preenind comfort ond o pisuee parent i alfoeed to coosugpany Sre cledld, Ta contrast fe the policles i edalt arem, To
aeddition, o cope wp with o COVIDT9 reloted condition wniqee to children- MIS-C, there I also @ reed fo strengthen the
exbing healih focilives for providing asvyred quality criticadcare

Emergency Services
The emergency services need strengthening, There has to be appropriete tringe systems in

| P e



place. To keep patients suspecled to have COVID-19, while awaiting reports, a holding area is
required. The available holding area mainly for adult patients may be augmented to provide
appropriate space for children, Such a facility should have facilities for oxygen therapy, HDU and
preferably [CU support

Categorization of Health facility

Currently, the COVID-19 hospitals are cateporized into three types. As per, the management
algorithm for COVID-19 cases, inlrastructure and other health system requirements varies by
symptoms , wherein the severe cases are admitted in dedieated COVID- 19 hospitals (DCHs), cases
with moderate symptoms, paricularly those requiring oxygen support are admitted in dedicated
COVID-19 health centres (DCHCs) and mild or asymptomatic cases are either home isolated or
admitted in COVID-19 care centres{CCCs)

[X'HC has hospital beds with facilities to cater for Oxvgen delivery with! without High
Dependency Units (HDU Y the DCHC typically has all components of hospital care including

Intensive Care Unit (ICU). DCHC are also referred 1o as Level 2 Care and DCH as Level 3 Care,

Triaging! deciding the level of care of children with COVID-19
Children sceking care at a facility should be triaged appropriately at two stages

Initind Sercening and Trigge Iar the health focilite
1) Just at the entry gate, trained personnel with the recommended PPE to screen the patient by

recording temperatire, recording Sp0),, take the history af the patient if they have come in
centact with COVID-19 patient or if they have any symptom. Patients with fow Sp02
{=94%) should be immediately started on oxygen support in the frioge areo.

21 Attendants and patients beyond 3 years of age group, should wear mask and alse follow
hand hyglene, A distance of af feaxt [- meter fo be maintained.

Triage 2
1) The colorting of patients may further be done by the attending doctor based on the clinical

observations aud will be placed accordingly for appropriaie management.

2} The moderate cases are shifted to the yelfow! arange area where COVID-19 testing is done
{if mor tested earlier). Iff COVID-19 positive, whether moderate or severe symptomns, ey will
be admitted to DCH DCHC for advance care, If the child tests negative for COVID- 19, they
are provided with non- COVID-19 essentlal services, Children in whom there is a strong
suspicion of COVID, particalarly with family member having COVID, but the child tesis
negative for COVID, the child should be managed in the holding area and the RTPCR
shonld be repeated.

1) For parients showing severe symptoms and reguiring fmmediote lfesaving measures,
emergency showuld be equipped with ventilator suppori, access fo oxygen supperd and
mralfipara monitors.

4)  After stabilization In Emergency, they can be shifred to paediatric ICUL

Depending upon the type and severity of cases the three types of health facilities presently
functional for care of patients with active COVID-1? and the patients will be shifted o the

|f” Faue



appropriate facility as follows: {fipure 3)

Aak 1 PANEAI sNH L e
pisl i in
s 1 itk COVI0 = vm gutients

Emrarsi
i
l Wialime area

ik s

.m
3
b

4 ‘are Centre (CCC

Admtiadon o dedicstad Pedlatrie
COV B ward FICL FHEEU

O Chmerndiiitin F astllA
Hid Plam (LA i e

The COVID Care Centres are for cases that have been chnically assigned as mild cases or

mild COVID suspect cases, in the scenario where there is no facility to isolate at home.

In case there is an increase in cases, additional centres can also be created in makeshift

facilities so the existing hostels, hotels, schools, stadiums, lodges etc., both public and private

facilities can be used for the same. All such facilities should have separate areas for suspected and

confirmed cases with separate entry and exit.

All these COVID care centres have to be mapped 10 one or more DCHC in case the patient

requires referral.

The AYLUSH doctors can be utilised in giving clinical care im these hospitals.

Dedicated COVID-19 Health Centres (DWCHC)
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The Dedicated COVID Health Centres are the hospitals that offer care for all cases whose

severity has been clinically assigned as moderate. They will function in a separate zoring area

Dedi COVID-19 Hospitals (TCH

Dedicated COVILD Hospitals offer comprehensive care primarily for those who have heen
clinically assigned as severe. They will Function in & separate roning ored with Separate entrance &
exit,

Augmentation of additional beds! ICUs will be done in the existing identified DCH facilities.
Also beds & ICUs can be shared with adults in case of older children. The Dedicated COVID
Hospitals would also be referral centres for the Dedicated COVID Health Centres and the COVID
Care Centres,

There should be ambulance facilities for smooth inter-facility fransfiers.

Aungmentation of ili i

Appropriate tools for monitoring should be available (e.g., pulse oximeters with pediatric and
newbom size probes). Appropriate formulations of medications required for supportive care should be
available. Adequately trained manpower (doctors amd nurses) should be available for care of sick
children {details below)
Common examples of anticipated care at different levels of care for Pediatric COVID patients are
depicted in the following Table . These depend on the availability of specialist providers and the oxvgen

needs of the patient.

Examples of tvpe of Care vis-g-vis tvpe of facility (Tabie 4)

Type of Care Examples

o  Oxygen requirement up to § L/min to maintain oxygen saturation
=050 with stable vital parameiers

DCHC o Oxypen by fooe mask or nusal prongs or oxy-hood

¢ Monitoring by Medical doctor with a remote on=call
Pediatrician / Internal medicine specialist

o Ouygen requirement =3 L/min and/or unstable vitals

Requizsite backup (Lab, Radislogy, Blood bank services etc) o
migintain 24X 7 [CL Care : -

#  High flow oxyeen: Mon rebreathing masks,

DCH I'Inf.}'a-'I1 nasal Eﬁgﬁﬁlﬂ i 5

s PMon invasive vestilation: Bubble CPAP, BiPAP

#  Mechanical Mentilation,

& PMonitoring under supervision of Pediniricinn
Intensivists [ Internol medicine specialist with
Pediatrician on call,
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Provisions to allow parent! family member to stay with the child
These facilities should have provision for the stay of a parent/ care-giver with the child. This

could be an adult family member who alse has mild COVIEY asymptomatic infection, or onie who has
previously recovered from COVID. In case the caregiver is COVID negative, he/she still may be
allowed 1w be with the child, after due counselling, appropriate consent, and providing them with

appropriate PPE (esp. a good fitting N95/ FFP2 mask),

Augmentation of existing pediatric care Incilities to provide care to children with MIS-C

MIS-C is a severe post-COVID-19 inflammatory disorder in children which is frequently
associted with complications such as cardiac dysfunction, coronary ancurysms, thrombosis, and multi-
organ dysfunction ete. MIS-C cases tend to peak 2-6 weeks following the peak of COVID-19 cases in
the community, MIS-C should be suspected in children with persistent fever bevond 3 days with
clinical manifestations (Rash, bilateral non-purulent conjunctivitis, diarthoea, vomiting, or abdominal
pain, bleeding, respiratory distress, shock), especially if child had contact with COVID-19 patient in
past 1-2 months or had acute covid infection, These features should be included in IMNCI fover
algorithms for carly suspicion of MIS-C in community and first referral. [f MIS-C is clinically
suspected, children should be referred to centres capable of providing intensive care support
(mechanical  ventilation, shock management, facilities for echocardiography, a5  needed).
Management involves supportive care, organ support and immunomodulation (steroids-first line),

Clinical definition of MIS-C, evaluation and treatment protocols have been published
(hitps://www mohfw.gov.in/pdfProtecolforManagemento fCovid | YinthePaediatric AgeGroup.p df)

Many of these children, who are PCR/ CBNAAT negative, will be cared for in the pediatric
facilitics, The HDLY ICU facifities will need avgmentation for the same, The mainstay of

management of children with MIS-C are steroids (iv methylprednisolone ) and 1V1G.

Augmenting bed capacity for pediateie eare in urban, peri urban and rural area
2 The existing covid facilities should be augmented in phased manner il needed.

3. Standalone pediatric hospitals should create areas dedicated for pediatric covid care

4,  For managing MIS-C, the existing pediatric facilities within various hospitals need
strengthening for HDUY 1CU care,

5. If the surge is excessive and the capacity of covid facilities is overwhelmed, then use of
general beds! wards' ICUs in hospitals may be considered,

COVID CONTROL ROOM
This is also to flag here that any strengthening in the facility will only be able to respond

adequately if it is properly linked with community-based home care. Lesson from the present

pandemic has clearly indicated reactions by the public, rushing to the facilities, seeking care
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for the cases which could have besn well managed at home and this may have resulted in
denial of certnin services for those who actually needed the admission. It is therefore also
proposed that every district should have a COVID control room under the guidance of
paediatrician and physician so that focus on adequate 1EC, reassurance for community and
home-based management particularly for mild cases is properly disseminated and assured to

the people.

Training
Capacity building of HR on surveillance, infection prevention and control, clinical

management and risk communication should be ensured, A combination of online trumimg with virtual
interactions, and supplemented by in-person training {Hyvbrid) may be developed for optimal capacity
building. The regional centers should supervise the medical colleges and each of the medical colleges
could support’ mentor 2-4 district hospitals; appropriate linkages for the same shall be developed.
Both the doctors and nurses posted in emergency, HDU/CU, peediatric wands should be

trained in routine and critical paediatric care,

Medical equipment plays a significant role in patient care in COVID Hospitals. All the

necessary equipment o provide clinical, support and other services should be ensured.

Infection Prevention & Control
Since COVID-19 infection is highly infectious; every hospital handling such potients is

expected o put robust infection prevention control protocol in place.

Disposal of the deceased

While the cutcomes in pediatric covid are good, deaths may occur oceasionally, Dead body
disposal for children dying due to COVID-19 should be streamlined; the principles are same a3 that
for adults.

For children admitted in a facility, the criteria for discharge arc same as thal for adults

[hitps:faww.moh B gov.in/pd R eviseddischarge Policy forC OV 9 pdf]

Post COVID-19 care
Children who have suffered from severe COVID-19 infection especially those who have

needed invasive ventilation will need enhanced care on follow up.
The following are recommended for discharge and post discharge care of children who have
suffered severs COVID-19
1, Advice about how the saturation should be monitored
2. Advice about waming signs which include development of fever, persistent drop in oxygen
saturation, increased cough or breathlessness, chest pain, headache! jaw pain/ tooth pain/
nasal binckage.

3, Emergency contact number
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4. Influenza and pneumococceal vaccination may be considered

Care of neosnates born to COYID-19% positive mothers
Up to 10% of neonates born to COVID19 positive mothers may be RT-PCR positive for

SARS-CoV-2 during hirth hospitalization . Majority of these neonatés remain  asymptomatic.
Cccasionnlly, moderate to severe infections with oxygen requirement can ocour. A significant
proportion of neonates may however reguire special or intensive care due to prematurity and perinatal
complications, Breastfeeding, rooming-in, kangaroo mother care (when required) should be
enicouraged in all cases. Therefore, the pediatric facility should have equipment  and  surgical
consumables suitable for neonates including preterms. Routine immunization should be done for stable

neonates.,.,

Meonates with Late-onset Covid-19 disease

During the second wave, an increasing number of neonates with moderate to severe Covid-19
preumonia and gastrointestinal symptoms have been scen, These neonates typically acquire the
infection at home from other family members. Cocasionnl cases of MIS related to COVID antibodies
transmitted from the mother have also been seen. The pediatric HDU/ ICU should have suitable
equipment and surgical items for care of these neonates e.g. servo- controlled open care systems, air-
oxygen blending systems, CPAP, ventilators capable of supporting preterms and approprate sized

nasal interfaces and endotracheal tubes.
Caring for infants and mothers with COVID-19: [PC and breastfeeding

Relatively few cases have been reported of infants confirmed with COVID-19; those that have been
reported experienced mild illness. No vertical transmission has been documented. Amniotic fluid from
six mothers positive for COVID-19 and cord blood and throat swabs from their neonates who were
delivered by caesarean section all testod negative for the COVID-19 virus by RT-PCR. Breastmilk
samples from the mothers after the first lactation were also all negative for the COVID-19 virus,
Breastfeeding profects against morbidity and death in the post-neonatal period and throughout infancy
and childhood, The protective effect is particularly strong against infectious diseases that are prevented
through both direct transfer of antibodies and other anti-infective factors and long-lasting transter of
immunclogical competence and memaory,

{ hitps:Yapps. who.intidsbitstream/handle/ 10665/ 107481 /279227, pdf). Therefore, standard infant feeding
guidelines should be followed with appropriate precautions for [PC,

Infants horn to mothers with suspected, probable, or confirmed COVHE-1Y should be fed
gecording to standard infant feeding guidelines, while applying necessary precantions for
1PC.

Breastfeeding should be initinted within | hour of birth, Exelusive breastfeeding should continue for &
maonths with timely introduction of adequate, safe and properly fed complementary foods ol age &
manths, while continuing breastfeeding up to 2 years of age or beyond, Because there is a dose-
response effect, in that earlier initiation of breastfeeding results in greater benefits, mothers who are
not able fo initiate breastfeeding during the first hour after delivery should still be supported to breastfeed
as soon as they are able. This may be relevant to mothers who deliver by caesarean section, after an
anacsthetic, or those who have medical instability that precludes initiation of breastfeeding within the
first hour after birth,

. As with all confirmed or suspected COVID-19 cases, symptomatic mothers who are
breastfeeding or practising skin-to-skin contact or kangaroo mother care should practise
respiratory hvpiene, including during Feeding (lor example, use of a medical mask when near a
child if the mother has respiratory symptoms), perform hand hygiene before and after contact
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with the child, and routinely clean and disinfect surfaces with which the symptomatic mother
has been in contact,

L Breastfeeding counseiling, bosio psychosocial support, and pructical feeding support should be provided 1o
ell pregnant women and mothers with infants and young children, whether they or their infants and young children
have suspected or confirmed COVID-19. All mothers should receive practical support to enable them 1o initiate
and gstablish breastfeeding and manage common brestleeding difficulties, including IPC measures, This support
should be provided by oapproprintely trainéd heslth care professionals and community-based lay and peer
breastfeeding counsellors,

. In situations when severe illness in a mother with COVID-19 or other complications
prevents her from caring for her infant or prevents her from continuing direct breastfeeding
mothers should be encouraged and supported 1o express milk, and safely provide breastmilk 1o
the infant, while applving appropriate [PC measures There should be no promotion of
breastmilk substitutes, feeding bottles and teats, pacifiers or dummies in any part of facilities
providing matemity and newhborn services, or by any of the statt, Health facilities and their staff
should not give feeding bottles and teats or other products,

. Mothers and infants should be enabled to remain together and practise skin- to-skin
contact, kangaroo mother care and to remain together and to practise rooming-in throughout the
day and night, especially immediately after birth during establishment of breastfeeding, whether
they or their infants have suspected, probable, or confirmed COVID-19.

. Parents and caregivers who may need to be separated from their children, and children
who may need to be separated from their primary caregivers, should have access to appropriately
trained health or non-health workers for mental health and psychosocial supporl.

The following types of clinical areas are required for the care of neonates (Table 5}

Requirements for various scenarios for new born care

5 | Tvpe of meility Type of care Location Remarks

Mo, —

i, Newborn Care Comers Reuscitation Facilities| Wext to or within Special attention
each delivery orea recpuired for
for suspect und ensuring
confirmed Covid- thermoregulation
|9 pregnont woimen | and availability of

blended pir-oxygen
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Special Care Mewborn
LinitMeonatal intensive care
Linit for care of *suspect’
necnates

Specinl or inlensive
care for prémmriy
oF other perisatal
illnesses,

Ideally should be
[scated close 1 the
delivery ares, Can
be part in pediairic
COVID care zone
suspect ward, or as
a standalong unit,
or carved out of
existing
SNCLYMICL with

Special stention

régjuired for
eREuring
thermaregulatbon and
approprinke
ecjiipmient,

Mg majority of
necies bofi fo
Cowid-19 mothers
wil fuerm oul to be

separale eniryexit | negative and will
and e b stay in the
donning/doffing area for 5-6 days
facilities, before they can be
confidently declared
negative for 3ARS-
Cow-2, this area will
eed the lariest
praportion of
neciatal beds, stafT
and equipment
Special Care Newbom unie Special or intensive | Partof pedintric As the number of
/Meonstal intensive care unit for | care for prematurity | COVID confirmed | such cases is poing
care of “confirmed’ neonates or other perinatal BT to be small, it will
ilinzsses or early be more efficient o
pnsel Covid-19 locate them within
dizease the pediafric
COVID facility.
Postiatal COVID ward Rooming-in of Part of obstetric Equipment und staff
fraams for mother-baby stahle bahies with posinatal for monitering and
dvinds suspect or confirmed | wards/rooms for essentinl neonatal
Covid- 19 mothers ‘suspect” or care will be
‘confirmed” Covid- | required.
1% mothers, (thermoregulation,
Incimtion and KMC
sUpPort, monitoring

for blood glucose,
Junnchies and

phototherapy
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5. Well-baby COVID arca Rogming-in of An tren under Famify members

stable noonates pedipirics will have | may also be

with Family to b ke Tor positive or nod
CAMGEIVETS inocuse this. avoilable for baby
o non-nvailability IF such a Facility care. Insuch cases,
of mother. cannot be created, | the babies can be

these babies may pocommodated i
be accommadated the SMCU for

v the SRCL for ‘suspect” cases,
‘suspect” cases
{lrem o, 2 until i
for discharge

It will be more efficient and beneficial for patients as well a8 care providers, if the obstetric and
delivery arcas for suspect and Covid-19 pregnant women are located along with neonatal and
pediatric areas.

Vaceination in Children:

At present the programme involves vaccination of people from the age of 18 years and above. No
vaccine is approved in India for use in children below the ape of 18 years, At a fime when same
experts have raised concerns of a third wave of Covid-19 in India affecting children the most, the
Drugs Controller General of India gave permission for conducting Phase IV trials of Bharat
Biotech's Covaxin in the 2-18 age group. Many more vaceines approved for Pediatrics use in abroad
are on pipeline to introduced in India. Once available / approved further SOP will be issued. Till that
time vaccination of parents family members and peoples coming in contact to children in school &
transport environments may be helpful for protection of the child indirectly through herd immunity
and / or herd.
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Appendix 1: Checklists for surveillance and monitoring by ANM/ASHA

Physical Triage Checklist = Surveillance in Children

{To be used by ASHAMPW-M or F/{Community Health Worker/Community Volunteer)

I. Demographics

B AT E s i e P E A R G
Viarrere e s D=2 months o 2« 12 months o 1-5 years o >5+9 years
o FO-14 years o |5-18 vears & !

T AR

RT-PCR/REAT status with date

2, Symptoms (Please consult CHO/MO if any one of the following symptoms is present):

4,  List of curreent medications:

a.

' E_ympman No. of Days Symptom No. of Days since
since onset of onset of
Sy plom Sy prtom
Fever | Fatigus (|
Cough o Body ache o |
Shortness of breath o Lioss of smell 0
Loss of taste o Headache =]
' Runny/blocked nose o Vomiting o
| Sore throat T o Rash o
Blood in sputum ol Confused status o
Redness of eve, lips ] Lonse stools a]
Abdominal pain o Chest pain [m]
3. Co-maorbidities (il already known): -
Diabetes Mellitus Type | o Chronic Liver disease o
Hyperténsion ] Congenital Heart Disease a
Cardine disease o Cancer ol
Respiratory illness ] O steroid/chemotherapy B
Chronic kidney disease o Regular dialysis? £
Psychiatric illness ] Dhe-sF 5]
Chronic arthritis 0 Severe malnutrition i o
| Neurological disorders o

b.

G,
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3. Examination (Please consult CHOMO if any one of the following signs is present):

¢ Action required- Consult
D;'; Parameter Response CHOMO in case of the following
) B finding
[ ious, oriented ?
I Mental status el A Altered sensorium
Altered sensorium
If more than
Respiratory rate o =60¢min for (-2 months
2 | (RR) = 50/min for 2-12 months,
[eount/min) = 4¥min for 1-5 years
> 3¢min for =5vears
Civgen
3 belonw Q49
saturation T, ginn
1. Eligibility criteria for home isolation (Plense
tick the response)
A Is respiratory rate < age specific cutoff Yes Mo
B. Is room air Splh == 94% Yes Mo
. Absence of ALL of the following high-risk features Yes Mo
o Cardiovascular disease including hypertension
& [habetes
o [mmunocompromised states
& Chronic lung disease
o Chronic kidney discase
& Chromnie liver disease
& Cancer
& Transfusion dependent thalassemianhemophilia
e  Cerebrovascular disense
e Obesity (BMI> 25D}
& Severe malnutrition
2, Social eligibility criteria for home isolation
{Please tick the response)
A The patient has & requisite facility for isolation at hisfher Yes Nao
residence and also for quarantining the family contacts
B Caregiver is available to provide care on.a 24X7 basis Yoes Mo
C The parents/caregiver has agreed to monitor health of the Yes No
child and regularly inform histher health status w the
Surveillance Officer’ doctor
D The parents! caregiver have filled an undertaking on Y o8 Mo
sell-isolation and shall follow home
isolation/guarantine guidelines
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Red flag signs:

5. Mo, Poarnmeters When to refer (Danger Sions)
I Fever =100.4 F for more than 3days
2 Spi2 helow 94 %
3 Bluish discolouration of body Refer if Yes
4 Respimtory mte I more than
=6l min for -2 months
= 50¢min for 2-12 months,
= 4min for [-5 years
= 30 min for =3years
T Chest indrawing Refer if Yes
) Skin rashes —n — ‘Refer if Yes
i, Redness or 5wetii'ng of lips and Loz Refer il Yes
] Redness and swelling of hands and feet Refer if Yes
] Oral Intake Refer if reduced
1 Lethargic Refer if Yes
i} Liting output (at least 6 times/dey for newbhorn) | Refer if Reduced
12 Cold extremitics {check in newborn) | Refer if Yes
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Annexure - |
Govt. of Odisha, Health & FW Department.
Advise to the Parents of mild/ asymptomatic Covid 19

children on home isolation:
1. Tafollow strict iselation of the Covid 19 children from other healthy childrens | elderly persons and
persons with comorbidity in the community,
2, Do not send the child to school, social functions and religious places,
3, Encourage the child and other family members to follow Covid 19 appropriate behavior, i.e. use of
masks, social distancing, hand washing and vse of sanitizers
4, The child should be counseled to report any discomfort as soon as possible.
5. Consult nearest Health eare workers on the events of any donbt or deterioration of health conditions,
&, Watch for Symptoms
Children with COVID-1% may have a wide range of symptoms reported — ranging from mild symptams
to severe [liness. Symptoms may appear 2-14 days after exposure to the virus, Anyone can have mild to
SEVETe SYmploms,

Fever or chills

Cough

Shortness of breath or difficuity breathing, blue colouration of body
Fatigue, lethargy

ruscle or body aches

Headache

Mew loss of taste or smell

Sore throat, Painful ulcers in mouth
Congestion ar runny nose

Mausea or vomiting

somnolence,

Diarrhea

Monitor Sp2

This list does not include all possible symptoms,

When to Seek Emergency Medical Attention: Look for emergency waming signs* for COVID-19, If
someane |s showing any of these signs, seek emergency medical care immediately:

Trouble breathing

Chest indrawing

Masal flare

Reduced Urine output

Persistent paln or pressure in the chest

Mew confusion

Inability to wake or stay awake

Pale, gray, or blue-colored skin, lips, or nail beds, depending on skin tone

L I I e e e

Whom to contact in case of emergency or doubt:
Phone MNumber:

Bl N LRTRLE



Annexure - 1l
Monitoring Chart to be lilled at Home

MName of the Child: Ape Sex:

Fathers Mame:

Addross:

Day | Date Pulse Respiration | Sp02 Nasal Flare/ | Temperature | Others
Rate Chest
retraction
{(Yes Mo
E& | 2P WA | e || BPaA | BAM | 2P| @FM | EAM | I | @A

EPM | A | oees | arm | EA | DM | aiw
M 1]

NB: Day must be caleulated from the day of anset of symptoms or positive test result whichever is earlier,

In case of emergency, contact
Phone Number: Signature of the Parent:

23 |Pape




