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Annex ¥

REPUBLIC OF KENYA

IN THE MATTER OF THE STATUTORY OATHS AND DECLARATIONS ACT

CHAPTER 15 LAWS OF KENYA
-AND-

IN THE MATTER OF INVITATION TO SUBMIT MEMORANDA OF APPROVAL

HEARING FOR DR. PATRICK OMWANDA AMOTH NOMINEE FOR

APPOINTMENT TO THE POSITION OF DIRECTOR GENERAL FOR HEALTH

AFFIDAVIT (STATEMENT ON OATH)

I, DR. WAHOME NGARE resident in Nairobi of Post Office Box Number 72071-00200
Nairobi in the Republic of Kenya do hereby make oath and Solemnly state as follows: -

I

THAT, | am an adult Kenyan of sound mind and duly competent and authorized to make
this Affidavit (statement under oath) on my own behalf, being a Kenyan and a doctor in

full time practice by profession.

THAT, I am the Chairman of the Kenya Catholic Doctors Association and founding
Chairman of the African Sovereignty Coalition.

THAT, the Health Act Chapter 241 Section 17 indicates the following as the function of

the Director General:
“(a) be the technical advisor to the Government on all matters relating to health within

the health sector;
(b) be the technical advisor to the Cabinet Secretary of health;

(c) be responsible for preventing and guarding against the introduction of infectious

diseases into Kenya;

(d) promote the public health and the prevention, limitation or suppression of infectious,
communicable or preventable diseases within Kenya;

(e) advice the two levels of Government on matters of national security on public health;

(f) promote and facilitate research and investigations in connection with the prevention
or treatment of human diseases;

(g) prepare and publish reports and statistical or other information relative to the public
health;

(h) obtain and publish periodically information on infectious diseases and other health
matters and such procurable information regarding epidemic diseases in territories
adjacent to Kenya or in other Countries as the interests of public health may require;

(i) provide guidelines for registration, licensing, certification and gazettement of all
health facilities;
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(j) be responsible for internship program for health workers;

(k) supervise the directorates within the national Ministry of health; and

() perform any other duties as may be assigned by the appointing authority and any

other written law.”

4. THAT, Dr. Patrick Amoth has been acting as Director General of Health since the year 2020
during which time it has become clear he is not fit and suitable to hand the said portfolio,
whether in acting capacity or as confirmed due to the following reasons:

4.1 His management of the Covid19 crisis.

a)

d)

e)
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Deliberately subjecting innocent Kenyans and the unsuspecting members of public to
wanton psychological torture by using the appeal to fear public health messaging
fallaciously by indicating Covid19 had no treatment and that only a vaccine would
allow us to go back to normal. Annex 1 Appeal to fear in health care.

He refused to acknowledge and recommend treatment of the viral replication phase of
Covid19 with re-purposed drugs such as Ivermectin and Hydroxychloroquine as well
supportive treatment with Vitamin D, yet all were safe and effective. In fact, the
guidelines released under his watch clearly discouraged treatment of the early phase of
the disease and recommended the use of Hydroxychloroquine in the second phase of
the disease when it was ineffective! Annex 2 Interim guidelines on management of
Covid19 in Kenya. Such treatment would have contributed significantly to reducing
transmission as well as reduced mortality. Annex 3 Comparisons between the
Neighboring States of Amazonas and Para in Brazil and Annex 4 Preventive Vitamin
D Supplementation and Risk for COVIN-19 Infection.

I used the drugs to treat family, friends and patients during the crisis and am happy to
report [ did not loss any patient to Covid19.

Introducing lockdowns as a way of containing an aerosol or airborne spread respiratory
disease. Countries like Sweden and Tanzania did not take this draconian route seeking
rather to balance between the risk of disease and destroying the economy. Annex 5
Sweden's no-lockdown COVID strategy, Annex 6 Tanzania’s position on the COVID-
19 pandemic. Both Lockdown and contact tracing did not make any sense given that
they overlook the well-established physics of respiratory emissions, where droplets of
all sizes can be carried many meters within a moist and hot turbulent cloud of exhaled
breath. and had good results, Annex 7 How did we get here?

Recommending the use of Covidl9 “vaccines” without reviewing the phase I and 11
clinical trial results to ascertain they are safe and effective hence creating a national
security risks taking into account that the health care workers and security forces were
the first to be injected. Covid19 vaccinations were rolled out in Kenya in March 2021
with Dr Amoth as the index candidate yet the phase I and II clinical trial results only
become available through a court order after Pfizer was sued under the Freedom of
Information Act in the USA. Annex 8 Pfizer FOIA Order by judge.



f)

2)

These were experimental vaccines released for use under emergency use authorization
that required participants to fully understand this fact and give informed consent. Even
for those who willingly took the vaccine did not give a true informed consent as the
risks were never disclosed beforehand, they only got assurance from WHO that the
vaccines were safe and effective. Annex 9 WHO lists two additional COVID-19
vaccines for emergency use and COVAX roll-out. This is against the Nuremberg code.
Annex 10 Nuremberg Code.

Similar concerns about Dr Amoth’s suitability to hold office had been raised with the
Public Service Commission by the Kenya Catholic Doctors Association on the 11" of
August 2023, Annex 11 Gross misconduct of DG and Annex 12 Email to PSC sent on
12" August 2023.

5._ THAT the Information from those who have analyzed the data from the Pfizer phase I and 11
clinical trials indicate that before releasing the Covid19 injections, Pfizer knew:

i)

vi)

vii)

viii)

The mRNA vaccines did not work.

The vaccine is distributed throughout the body in a couple of days, accumulating in the
liver, adrenals, spleen and ovaries.

The injections damaged the hearts of minors.

61 people in the trials died of strokes, and half of the stroke adverse events were within
a couple of days after injection.

Five people in the trials died of liver damage—with, again, many of the liver damage
adverse events sustained shortly after the injection.

Neurological events, cardiac events, strokes, brain haemorrhages, blood clots, lung
clots and leg clots were occurring at a massive scale.

There was harm to sperm count, testis, and sperm motility; harm to ovaries, menstrual
cycles, and placentas.

Over 80 per cent of the pregnancies in one section of the Pfizer clinical findings
documents ended in spontaneous abortion or miscarriage.

Annex 13 Pfizer and Moderna document analysis (https://www_ukcnlumn.nrg/series/uk-situation-_

- room-pfizermoderna-document-analysis).

6. THAT, the mRNA technology used in the Astra Zeneca vaccine given in Kenya is similar to
that of Pfizer. Could the many sudden deaths we are noticing in Kenya be related to Covid19
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vaccination? Can Dr Amoth furnish us with the clinical trial results of the phase I and II clinical
trials of the Astra Zeneca vaccine that he used to approve its use in Kenya?

7. THAT, The Covid19 injections contain artificial viruses (Nano particle capsule or genetically
modified Adenovirus containing the artificial mMRNA (genetic material) that codes for the spike
protein found on the SARS-Cov-2 virus). Unlike traditional viral vaccines where the dead or
inactivated vaccine stimulates an immune response, the artificial virus is Covid19 injections
actually infect normal human cells making them produce the spike protein — the exact same
thing that caused the disease Covidl9 disease! Annex 14 How Covid19 vaccines work and
Annex 15 Astra zeneca insert 29th Jan 2021-pending-endorsement-european.

8. THAT, Viruses causing respiratory infections enter the body through mucus membranes and
the body uses secretory IgA to prevent infection. For a vaccine to be effective against
respiratory infections, it needs to stimulate production of secretory IgA. However, the Covidl9
injections were given intramuscularly therefore producing systemic immunity as opposed to
secretory IgA and this may explain why they were not effective in preventing infection. Annex
16 Inducing mucosal IgA.

9. THAT, one cannot develop a vaccine if the body’s natural immunity cannot mount an effective
immune response to the natural infection. It was wrong to make Covid 19 vaccination mandatory
by preventing those who had not been vaccinated from accessing services (hotels, restaurant,
workplace) or traveling (out of and into the country). Such coercion is inconsistent with medical
practice. In the Covid19 situation, the choices were between taking a chance with the infection
and available treatment or taking a chance with the vaccination and its possible side effect. Each
person’s choice should have been respected and neither should have been discriminated against
and or coerced into making any decision without full and frank disclosures. Annex 17
Comparing SARS-CoV-2 natural immunity to vaccine-induced immunity.

10. THAT, if a vaccine is safe and effective, then the person who has taken the injection has no
reason to worry about the person who has not taken the vaccine! The unvaccinated person takes
a risk with the infection but does not in any way threaten one who has been protected by the

vaccine.

1. THAT, The mantra “no one is safe from COVID-19 until everyone is safe” is based on a
misunderstanding of basic immunology. A story explaining why we must vaccinate health
workers and highest-risk populations in all countries first and at the same time to protect
ourselves locally suggested that vaccine doses must be shared globally and immediately.
Unfortunately, this thought process is based on the assumption that the body does not have an
effective natural immune system! Annex 18 No one is safe until we are all safe - mandatory
vaccination. Both natural immunity and vaccine immunity contribute to herd immunity with
natural immunity being more effective because the immune system responds to many different
antigens on the virus while immunization generally uses one antigen from the virus. It follows
that those who had healed from Covid19 did not need vaccination. Immunity from vaccination
cannot be better than natural immunity. Annex 19 Comparing SARS-CoV-2 natural immunity
to vaccine-induced immunity
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12. THAT, he Approved the use of the RT PCR test as the gold standard, including testing people
who did not have symptoms. The test detects the genetic material of the virus but cannot tell
if the virus was active or dead at the point of sampling! Clinically, it would have made more
sense to only test those with symptoms and still treat those with symptoms but who test
negative. Testing people who were not sick knowing the RT PCR test had false positives
would have exaggerated the number of “infections”. Testing travelers who did not have
symptoms also did not make medical sense. Annex 20 Recent advances and challenges of
RT=PPCR tests for the diagnosis of COVID-19. The RT PCR test emergency usc authorization
by the Food and Drug Administration was withdrawn in Dec 2021 because of its unreliability
but the test continued being use in Kenya. Annex 21 Changes to CDC RT-PCR for SARS-

CoV-2 Testing (cdc.gov).
13. THAT, Dr Amoth supports killing of unborn children contrary to medical ethic and the law:

a) In May 2023, Dr Amoth, seemingly without the knowledge of the Cabinet Secretary
Health, attempted to launch guidelines titled “A clinical handbook on the prevention
and management of the big five direct causes of maternal morbidity and mortality in
Kenya” which under medical uterine evacuation procedures (page 38 -39) illegally
sanction the killing of unborn children up to 28 weeks’ gestation (7 months of
pregnancy) for “risky or unintended” pregnancy (Prevention No. iv on page 37). Annex
22 Guidelines, Standards & Policies Portal 11th Aug 2023. The country was only saved
from this disaster when the Catholic Bishops and Kenya Catholic Doctors Association
brought the matter to the attention of the CS of health, who then called off the launch.

14. THAT, Article 26(4) of the Constitution of Kenya 2010 is very clear that “abortion is
not permitted unless in the opinion of a trained health professional, there is need for
emergency treatment or the life or health of the mother is in danger, or if permitted by
any other law.” Since the constitution is written in simple English and is not a medical
document, the term abortion simply means bring to an end prematurely or terminate. This
article of the Constitution prohibits the bringing to an end or termination of pregnancy
unless by the opinion of a trained health professional. In other words, only the opinion of
a trained health professional is valid when considering bringing to an end or terminating a
pregnancy, even when permitted by any other law.

|5. THAT, the Health Act Section 6(2) clearly defines a trained health professional as one
with formal medical training. This means that it is medical ethics that must determine why
and how a pregnancy is to be brought to an end or terminated. ‘The terms “risky or
unintended” pregnancies are social and not medical terms. In medicine, we use the phrase
High Risk Pregnancy supported by a clear diagnosis. The terms “risky or unintended”
pregnancy don’t constitute a medical opinion of a trained health professional. Termination
of pregnancy base on a pregnancy being “risky or unintended” would be inconsistent with
the COK 2010 and the Health Act.

16. THAT, his management of malaria is wanting:
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a) He has sanctioned the use of vaccination and GMO mosquitoes in the fight against
Malaria in Kenya. Annex 23 Kenya to Release Genetically Modified Mosquitoes to

Fight Malaria.

b) The UK eliminated Malaria in 1921 without using vaccination or GMO mosquitoes.
Annex 24 The last British malaria outbreak.

¢) The United States of America had been malaria free since 1951. In late 2020, 750 GMO
mosquitoes were released in Florida Annex 25 Florida mosquitoes 750 million
genetically modified insects to be released. Now by coincidence, 8 cases of locally
acquired malaria were reported in the USA in 2023, 7 of them in Florida. Annex 26
Important Updates on Locally Acquired Malaria Cases Identified in Florida.

d) Malaria is a treatable disease and deaths from Malaria can be eliminated by ensuring
the availability of life saving medication and use of safer environmental measures

making Malaria vaccination totally unnecessary.

17. THAT, his management of HPV infection is wanting and is causing vaccine hesitancy:

a) The Ministry of Health campaigns prescnts HPV vaccination as prevention of cancer
of the cervix yet it is for prevention of a sexually transmitted virus called Human
Papilloma Virus. A person who has not engaged in sexual activity is not at risk of
contracting HPV.

h) Where a person is infected with HPV, the body’s natural immune systems destroys the
virus up to 90% of the time. Only a small fraction of those who develop persistent HPV
infection undetected for 15-20 years are at risk of developing cancer of the cervix.

¢) The problem is therefore not HPV infection but persistent HPV infection. Persistent
infection can be detected using pap smear and other simple tests 8 — 10 years before
establishment of cancer of the cervix allowing for simple cheap treatment that would

eliminate the risk of cancer.

d) Developed countries had reduced the risk of death from cancer of the cervix to
negligible levels by simply encouraging all women who have ever engaged in sexual
intercourse to have a pap smear test done once every 5 — 10 years. Annex 27 Human
papillomavirus and cancer

e) HPV vaccination is not without risks, some lifelong e.g. premature ovarian failure or
premature menopause. Annex 28 Benefits and harms of the HPV vaccines, Annex 29
Human papillomavirus associated premature insufficiency, Annex 30 Adolescent
premature ovarian insufficiency HPV. Since there are other safer ways of preventing
cancer of the cervix that target only the group at risk, HPV vaccination must remain
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voluntary, with all the risks made clear to all parents so that they make an informed

choice.

f) HPV vaccinations are sometimes being conducted in schools without parental consent,
making parents very suspicious of the intension of the movement which is

counterproductive.

g) The consent form being given to parents fall far short of standard consent forms as they
fail to disclose how the disease is transmitted, the side effects of the vaccine and other

available prevention modalities.

h) Setting out to achieve a vaccination targets of 90% of girls fully vaccinated with the
HPV vaccine by the age of 15 as set by WHO, yet the vaccination is voluntary is
counterproductive and defeatist and will lead to vaccine hesitancy. Annex 31 Cervical

Cancer Elimination Initiative.

18. THAT, his submission without question to World Health Organization (WHO)
initiatives and advisories risks compromising national sovereignty:
a) the management of Covidl9, Malaria, HPV and abortion mentioned above are
almost cut and paste from WHO.

b) He was elected to the executive committee of WHO as the Vice-chairman in May
2020 and later become the chairman in 2012. This is a clear conflict of interest that
would not allow him (o remain objective in case some WHO advisories were
inconsistent with the interests of the county. Annex 32 Amoth appointed as WHO

Executive Board chairperson.

19. THAT, he has not spoken against the IHR and new pandemic treaty despite the fact that
some of the clauses threaten our national security and sovereignty. In fact, his office
seems to be facilitating the process. If the action by WHO has been so disastrous with
the little power they have under the IHR 2005, one shudders to imagine what they would
do with more power. Annex 33 WHO IHR proposed amendments 2022. Fortunately for
the Member States of WHO, the last World Health Assembly held from 27" May to 1%
June that adopted amendments to the IHR 2005 did so in contravention of Article 55(2)
of the same regulations that require that amendments “be communicated to all States
Parties by the Director-General at least four months before the Health Assembly at
which it is proposed for Consideration”. This means the final text discussed in the last
Health Assembly should have been communicated to all State Parties by January 27%
2024 which was not done, making the adopted amendments null and void. Annex 34
WHO international health regulations 2005.

20. THAT, The process of his appointment:

a) The Health Act Article 16(2) is clear that the Director-General for health shall be
recruited by the Public Service Commission through a competitive process, vetted by
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Parliament and appointed by the Cabinet Secretary. It is my understanding that
Parliament would receive a report from the Public Service Commission indicating the
candidates interviewed, marks awarded to each and the reason why the winning
candidate was chosen. We are therefore surprised that it is the Cabinet Secretary of the
Ministry of Health who forwarded the name to Parliament.

h) On 22 June 2024, Justus Kiprono of the Business Today reported that the then Cabinet
Secretary of the Ministry of Health Susan Nakhumicha, had nominated Dr Partick
Amoth to be the Director General of Health. He further quotes the CS as saying *'lhe
advert does not exclude Amoth from applying. I have confidence, given the experience
he has. He (Amoth) should emerge the best,”. It would appear the interview was
conducted before the CS of health had received the report from the Public Service
Commission. If so, her utterances show bias, favoritism and amount to interfering with
the independence of the Public Service as well as being unfair to other candidates. This
is contrary to Article 6 and Chapter 10 of the Constitution of Kenya 2010. Annex 35 Dr
Patrick Amoth Is CS Nakhumicha’s Choice.

¢) The invitation for Memoranda by Parliament published in various media early in July
2024 clearly indicates the nomination of Dr Amonth was communicated to Parliament
by the CS as opposed to the Public Service Commission. This in our understanding is
contrary to the law. Annex 36 Invitation to submit memoranda.

21. THAT, Given the gravity of the matter and considering many of the technical statements
made may need further clarification, I request for an in person presentation and I do
hereby attach the evidence relied upon and/or exhibits jointly marked as “WN1"

22. THAT, I make this statutory declaration conscientiously believing the same to be true
and in accordance with the Oaths and Statutory Declaration Act.

S W O R N at Nairobi by the said )

DR. WAHOME NGARE ) !—«L

)

Y
this..[  dayofd LALS..........2024)

BEFORE ME

COMMISSIONER FOR‘OATHS
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DRAWN BY:

DR. WAHOME NGARE
P.O.BOX 72071-00200
NAIROBI

TO BE SERVED UPON
OFFICE OF THE CLERK OF THE NATIONAL ASSEMBLY

AND SENATE
P. 0. BOX 41842-001000
NAIROBI.

9|Page









IN THE MATTER OF INVITATION TO SUBMI'T MEMORANDA OF APPROVAL
HEARING FOR DR. PATRICK OMWANDA AMOTH NOMINEE FOR
APPOINTMENT TO THE POSITION OF DIRECTOR GENERAL FOR HEALTH

INDEX O DOCUMENTS

ITEM

PARTICULARS

Appeal to fear in health care: appropriate or inappropriate?

Simpson Chiropractic & Manual Therapies (2017) 25:27

2

a) Interim Guidelines on Management of Covid-19 In Kenya.

https://www.kenyalaw.org/kl/fileadmin/pdfdownloads/Interim-guidelines-on-the-

management-of-COVID-19-in-Kenva.pdf

b) Guidelines on Management of Covid-19 in Kenya.
https://healthsciences.uonbi.ac.ke/sites/default/files/2021-
10/Final%20GUIDELINES%200N%20THE%20MANAGEMENT%2001-09-21 .pdf

b)97-157

‘Comparisons between the Neighboring States of Amazonas and Pard in Brazil in the

Second Wave of COVID-19 Outbreak and a Possible Role of Early Ambulatory
Treatment.

Int. J. Environ. Res. Public Health 2021, 18, 3371.

158-176

Preventive Vitamin D Supplementation and Risk for COVID-19 Infection: A
Systematic Review and Meta-Analysis.
Nutrients 2024, 16, 679

177-191

Sweden's no-lockdown COVID strategy was broadly correct, commission suggests.

CBS  News item: https://www.cbc.ca/news/world/sweden-report-coronavirus-

1.6364154

192




Tanzania’s position on the COVID-19 pandemic. 193-194
Published Online April 14, 2021
https://doi.org/10.1016/S0140-6736(21)00678-4

7. How did we get here: what are droplets and aerosols and how far do they go? A historical | 195-204
perspective on the transmission of respiratory infectious diseases.
Interface Focus 11: 20210049. https://doi.org/10.1098/rsfs.2021.0049

8. UNITED STATES DISTRICT COURT FOR THE NORTHERN DISTRICT OF | 205-208
TEXAS FORT WORTH DIVISION.

9. WHO lists two additional COVID-19 vaccines for emergency use and COVAX roll-out. | 209-211
https://www.who.int/news/item/15-02-202 1-who-lists-two-additional-covid-19-
vaccines-for-emergency-use-and-covax-roll-out

10. The Nuremberg Code (1947) 212-213
BRITISH MEDICAL JOURNAL No 7070 Volume 313: Page 1448, 7 December 1996.

11 Letter from KCDA to Public Service Commission dated 11" August 2023 and titled: 214-217
Gross misconduct and dereliction of duty by the acting Director General of Health of
Kenya.

12 Email cover letter for document No. 11 above. 218

13. UK Situation room: Pfizer and moderna document analysis. 219
https://www.ukcolumn.org/series/uk-situation-room-pfizermoderna-document-analysis
How the oxford vaccine works. 220-221

| Second image:

First image:

https://ichef.bbci.co.uk/news/2048/cpsprodpb/3A97/production/ 116299941 oxford ¢

oronavirus_vaccine_640_3x-nc.png

https://healthfeedback.org/wp-content/uploads/2021/06/Covid-19-RNA-vaccine-no-
text.png




COVID-19 Vaccine AstraZeneca: Product Ih?oﬁtioh_;lappmved by the CHMP on | 222-255
29 January 2021, pending endorsement by the European Commission
https://www.ema.europa.cu/en/documents/product-information/covid- 19-vaccine-
astrazeneca-product-information-approved-chmp-29-january-202 1 -pending-
endorsement-european-commission _en.pdf

16. Inducing mucosal IgA: A challenge for vaccine adjuvants and delivery systems. 256-273
J Immunol. 2017 July 01; 199(1): 9-16. doi:10.4049/jimmunol.1601775.

17. Comparing SARS-CoV-2 natural immunity to vaccine-induced immunity: 274-305
reinfections versus breakthrough infections.
medRxiv preprint doi: https://doi.org/10.1101/2021.08.24.21262415;
Monster Alert. ' 306
https://www.who.int/docs/default-
source/coronaviruse/who030_equitabledistribution _seamonsterposter v1.pdf?sfvrsn=f
6312429 6

19. Comparing SARS-CoV-2 natural immunity to vaccine-induced immunity: Repeated
reinfections versus breakthrough infections. See 17 abo
medRxiv preprint doi: https://doi.org/10.1101/2021.08.24.21262415:

20 Recent advances and challenges of RT-PCR tests for the diagnosis of COVID-19. 307-315
Pathology - Research and Practice 221 (2021) 153443

ol 07/21/2021: Lab Alert: Changes to CDC RT-PCR for SARS-CoV-2 Testing 316-317
https://www.cde.gov/locs/2021/07-21-2021-lab-alert-Changes CDC_RT-PCR_SARS-
CoV-2 Testing 1.html

24, Clinical handbook on the prevention and management of the big five direct causes of | 318-384

maternal morbidity and mortality in Kenya




Kenya to Release Genetically Modified Mosquitz)cs to Fight Malaria.
https://theaccratimes.com/kenya-to-release-genetically-modified-mosquitoes-to-

fight-malaria/

385

The last British Malaria outbreak.
https://bjgp.org/content/bjgp/70/693/182.full.pdf

386-387

25

Florida mosquitoes: 750 million genetically modified insects to be released
BBC news item: https://www.bbc.co.uk/news/world-us-canada-
53856776#:~:text=Thc%20aim%20is%20t0%20rcducc?20thc%20population%20

of.carry%20diseases%20like%20dengue%200r%20the%20Zika%20virus.

26.

388-390

Important Updates on Locally Acqﬁred Malaria Cases Identified in Florida, Texas,
and Maryland.
CDC health update: https://emergency.cde.gov/han/2023/han00496.asp

21

391-395

Human papillomavirus and cancer.
https://www.who.int/news-room/fact-shects/detail/human-papilloma-virus-and-

cancer

396-340

28.

Benefits and harms of the human papillomavirus (HPV) vaccines: systematic review
with meta-analyses of trial data from clinical study reports.

Jorgensen et al. Systematic Reviews (2020) 9:43

341-363

29.

Human papillomavirus vaccine-associated premature ovarian insufficiency and
related adverse events: data mining of Vaccine Adverse Event Reporting System.
https://www .nature.com/articles/s41598-020-67668-1

364-371

30.

Adolescent Premature Ovarian Insufficiency Following Human Papillomavirus
Vaccination: A Case Series Seen in General Practice.
Journal of Investigative Medicine High Impact Case Reports October-December

2014: 1-12

372-384




2l Cervical Cancer Elimination Initiative. 385-386
https://www.who.int/initiatives/cervical-cancer-elimination-initiative

32, Amoth appointed as WHO Executive Board chairperson. 387-391
Star newspaper online publication: https://www.the-star.co.ke/news/2021-06-02-
amoth-appointed-as-who-executive-board-chairperson/

33 Proposal for amendments to the International Health Regulations (2005). 392-401
https://healthpolicy-watch.news/wp-content/uploads/2022/02/C.1..2.2022-IHR-
amendments-English.pdf

34. International Health Regulation (2005). 402-479
https://iris.who.int/bitstream/handle/10665/246107/9789241580496-
eng.pdf?sequence=1

39, Dr Patrick Amoth is CS Nakhumicha’s Choice as New Health Director General. 480-481
Business today online article: https://businesstoday.co.ke/dr-patrick-amoth-is-cs-
nakhumichas-choice-as-new-health-director-general/

36, [nvitation o submit memoranda. 482




Simpson Chiropractic & Manual Therapies (2017) 25:27
DOI 10.1186/512998-017-0157-8

Appeal to fear in health care:

or inappropriate?

J. Keith Simpsont

Abstract

Aim: This paper examines appeal to fear in general: its perceived positive aspects, its negative characteristics, its

appropriate as well as its fallacious use.

Background: Appeal to fear is a commonly used marketing method that attempts to change behaviour by
creating anxicty in those receiving a fearful message. I is regularly used in public health initiatives such as anti
smoking, anti-drunk driving campaigns as well as in hypertension awareness campaigns. Some chiropractors appear
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appropriate

to use appeal to fear to promote subluxation awareness and thereby encourage the use of chiropractic treatment. |
Research supporting its use is equivocal; nevertheless, when used judiciously, appeal to fear probably has sufficient
strengths to warrant its continued conditional use. When used to promote care for which there is no supporting

evidence, its use is fallacious.

Discussion: Appeal to fear has been used in health promation campaigns for sixty years or more with the intent of |

modifying behaviours. While there is evidence to suggest that appeal to fear may motivate some individuals to |
modify offending behaviour or adopt recommended behaviour there is growing resistance to the use of appeal to |
fear on ethical and psychological grounds. Using appeal to fear as a tool of persuasion can be valid or fallacious

depending on the truth of the premises within the argument. }

When used to raise awareness about genuine health concerns such as smoking, drunk driving and hypertension
appeal to fear is considered to be a valid approach with certain caveats. However, when appeal to fear, not based

on evidence or reason, is used as motivator to get others to accept unnecessary interventions for unproven

disorders, the usc of appceal to fear is fallacious.

Conclusion: In spite of the evidence against its use, it seems likely that appeal to fear will continue to be used in
conjunction with other public awareness initiatives to modify recognized detrimental behaviours such as smoking
and drunk driving as well as silent killers such as hypertension. However, when used to promote a treatment that
has no evidentiary basis such as subluxation based practice in chiropractic the appeal to fear is a fallacy and must

be stopped.

Keywords: Health care marketing, Appeal to fear, Appeal to fear fallacy, Chiropractic subluxation

Background; Believe me or else bad things will

happen
Marketers use a variety of methods in an effort to per-
suade target audiences to modify behaviours in the inter-

the developers of public health campaigns is to provoke
an emotional response. Emotional appeals may include
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fear of ill health, death, disfigurement, as well as shame,
scorn, humiliation or even disgust [1]. According to
Witte [2] P3?% “Fear appeals are persuasive messages de-
signed to scare people by describing the terrible things

sage recommends.” Appeal to fear is often presented as

a warning:
X is something to fear; therefore Y should be imple-

mented to prevent X.
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Examples of appeal to fear
1) Smoking kills in many ways ..
now!

X (death) is something to fear; therefore Y (stopping
smoking) should be implemented to prevent X.

2) Autism is a potentially devastating neurological dis-
order that can be caused by vaccinations. Protect your
child from autism, do not vaccinate.

X (Autism) is something to fear; therefore Y (not vac-
cinating children) should be implemented to prevent X.

An appeal to fear in an argument can be valid or falla-
cious depending on whether the facts (premises) pre-
sented are true or false. The fallacy occurs when the
level of fear created does not relate to the truth of the
claim [3, 4].

In example 1 the facts are true (see below) rendering
the argument valid: smoking does kill and stopping
smoking does prevent smoking related deaths.

In example 2, the data do not support the premises
rendering the argument invalid and making this appeal
to fear fallacious.

The autism vaccine link began in 1998 with the publi-
cation of a descriptive study by Wakelield et al. [5]
hypothesising a connection between the development of
autism and the 8 children in the study having received a
Measles-Mumps-Rubella vaccination (MMR) one month
previously. In spite of Wakefield et al.’s paper providing
no data supporting a causal association between MMR
vaccine and autism and a lack of a plausible biological
mechanism a world-wide fear emerged [6]. Even though
the Wakefield et al. paper was retracted by The Lancet
[7], the fear persisted prompting significant well-
designed research projects to test the vaccine-autism hy-
pothesis. The scientific evidence is clear - there is no
link between vaccines in any form and autism [8-12]
and any appeal to fear related to vaccination and autism
is, by definition, fallacious.

As a motivational technique, appeal to fear has a
certain intuitive appeal and is by no means new. Ac-
cording to Walton [13], Aristotle described appeal to
fear as a fundamental rhetorical strategy and it has
been a commonly used strategy in marketing and
politics for six decades in the modern era [14]. Ap-
peal to fear has many aliases, including argument

. quit smoking right

A
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While there is a perception of little backfire effect, the
research into fear campaigns indicates that they may in-
deed backfire leading target audiences to increase en-
gagement in the harmful behaviors [17-21] suggesting
that other options for prompting behaviour change are
more appealing [14, 22, 23]. Further, there is a growing
number of authors suggesting that appeal to fear needs
to be examined in light of its negative ethical and psy-
chological implications [24-26].

Notwithstanding the negative findings, appeal to fear
is considered to be a legitimate, if not caveat laden,
method to employ in public health campaigns [27].

The appeal to fear fallacy occurs when baseless fear is
employed in an excessive or exaggerated way to per-
suade others to accept a concept or adopt a behaviour
[3, 4]. When used in this manner appeal to fear becomes
fallacious scaremongering and is a particularly deceptive
misrepresentation when the level of fear created does
not relate to the truth of the claim.

This commentary provides an overview of appeal to
fear and its effect on consumer behaviour. It then will
consider the appropriateness or otherwise of using ap-
peal to fear within the realm of mainstream health care
by looking at four common usages:

¢ Anti-smoking campaigns’

e Anti-alcohol & drunk? driving campaigns
s Hypertension awareness campaigns

o Chiropractic anti-subluxation advertising

Appeal to fear: Overview

Use of the appeal to fear, in the form of threatening
health messages, is commonly used as a strategy for
changing behaviours within a population in relation to
public health initiatives. The tactic involves using images
or messages to elicit negative emotions such as anxiety
in the expectation that the audience will be motivated to
adopt the healthier behaviours [28].

Several examples exist within North America and
Australia with anti-smoking and anti-alcohol campaigns
being obvious ones with hypertension awareness cam-
paigns being lesser known but widely used. Appeal to
fear smoking campaigns have employed everything from
graphic images of the lung damage caused by smoking

from adverse consequences, scare tactics and threat
appeals. It is generally perceived by health promoters
and the general public as an effective device for
changing attitudes and behaviours with little backfire
effect. [15]. Backfire effect is the phrase coined by
Nyhan and Reifler to describe the apparent psycho-
logical phenomenon whereby when an unsubstanti-
ated belief is corrected by presenting data, instead of
the opinion or belief changing, it becomes further
strengthened [16].

to appealing to the smoker’s children with varying de-
grees of success [29].

Early research into appeal to fear pointed to a use with
caution approach and little has changed in the interven-
ing decades. In 1953 Janis and Feshbach’s seminal re-
search identified three main types of emotional reactions
to anxiety-arousing topics.

1. Inattentiveness — a defensive tendency to avoid
thoughts related to the topic.



Simpson Chiropractic & Manual Therapies (2017) 25:27

2. Aggressiveness — a defensive tendency to become
aggressive towards the communicator, likely in the
form of rejecting the arguments.

3. Defenstve avoldances — attempts to ward off
exposure to the anxiety causing communication
typically in the form of failing to recall the message,
losing interest in the topic, denying or minimizing
the importance of the threat [30].

Janis and Feshbach suggested a negative association
between fear producing messages and intended results.
They found that a message that induced a minimal
amount of fear was more effective than one evoking a
high fear response in terms of both positive attitude
change and resistance to subsequent attitudinal retro-
gression [30].

In an effort to better understand the relationship be-
tween fear inducing messages and persuasion, research
continued throughout the 1960’s and by end of the dec-
ade a clearer appreciation had been formulated. In short,
fear appeared to be positively related to persuasion, but
not necessarily on behaviour change. Rather, high fear
produced greater intentions to act than did low fear, but
did not result in changes in behaviour and messages de-
livered by highly credible sources resulted in a more im-
mediate attitude change than messages delivered by
sources with low credibility [23].

Seven theories have been put forward to explain fear
appeals in behaviour change: The linear model of fear
appeals the curvilinear model of fear appeals [31], the
health belief model [32], the parallel process model [33],
the extended parallel process model [34], the stage
model [35), and the elaboration likelihood model [36]. It
is beyond the scope of this paper to review them. For
those interested, Ruiter et al. provide a comprehensive
review of the state of the art in their 2014 paper [20].

The theories about fear appeals have focused on ei-
ther the content of the message, the nature of the be-
havior recommended by the communication, or the
characteristics of the audience receiving the message.
However, all three of these aspects (message, behavior,
and audience) are important and focusing on a singular
aspect appears likely to yield ambiguous results. There
does appear to be agreement that fear appeals are more
effective when they involve health related behaviours,
include an efficacy message which assures message re-
cipients that they are capable of performing the fear ap-
peal’s recommended actions (self-efficacy) and/or that
performing the recommended actions will result in de-
sirable consequences [21]. However, fear-arousing mes-
sages may actually have deleterious consequences for
recipients with low self-efficacy, as the message may
strengthen the recipient’s belief that they cannot avoid

health threats [37].
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Tannembaum et als 2015 meta-analysis provides per-
haps the best, if not controversial summary of appeal to
fear research to date:

Overall, we conclude that (a) fear appeals are effective
at positively influencing attitude, intentions, and
behaviors; (b) there are very few circumstances under
which they are not effective; and (c) there are no
identified circumstances under which they backfire
and lead to undesirable outcomes [38] B1L78

This is a curious finding when most of the literature
suggests when members of the target audience feel
threatened but they are not convinced of their self-
efficacy or of the effectiveness of the alternative behav-
iour the resulting behaviour may be defensive, more ori-
ented toward avoidance of the anti-smoking fear
message than action to quit smoking [19, 21, 35, 39, 40].
Furthermore, messages that arouse extreme fear may
cause people to deny cancer risks and may inadvertently
result in more smoking [41]. Perhaps Tannembaum et
al.s interpretation of the data relates to their combining
various outcomes, — attitudes, intentions and behaviors -
into one single effect size, and failure to report on stud-
ies with behavioral outcomes separately. Also, they com-
pare a high fear condition with a condition designed to
depict a lower level of fear or no fear instead of with al-
ternative behavior change methods. In short, their work
neither contains convincing arguments that fear appeals
change actual behavior, nor that fear appeals would be
more effective than an approach based on self-efficacy in
combination with risk information.

So where does this leave us? As a marketing ploy ap-
peal to fear has an intuitive appeal but paradoxically
the outcomes are often ineffective or counterproductive
[42] rendering it at best an equivocal tool for changing
behaviours. In spite of this, appeal to fear continues to
be widely and persistently used throughout the world
[28]. There is general agreement that appeal to fear
when used in this manner — to motivate individuals to
adopt positive public health behaviours — is not a fal-
lacy, but rather an appropriate positive rationally moti-
vated form of argument [28, 43]. That said, use of fear
in this manner must be approached cautiously and used
judiciously [28, 44]. While some have argued that from
a utilitarian perspective appeal to fear campaigns are
ethical [45, 46] perhaps appeal to fear should be
avoided altogether given the negative consequences
highlighted above. Instead, health promoters should
identify effective alternatives to fear arousal by carefully
developing theory and evidence-based programs as out-
lined by Kok et al. [17].

If appeal to fear must be used, Witte and Allen pro-
vide sage advice:
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Fcar appeals motivate attitude, intention, and
behaviour changes—especially fear appeals
accompanied by high-efficacy messages. Therefore,
they can be quite useful to practitioners. However,
tear appeals should be used cautiously, since they may
backfire if target audiences do not believe they are
able to effectively avert a threat [21] p. 605.

Some consideration needs to be given to special popu-
lations which are seen as more vulnerable to appeal to
fear, specifically the elderly. Researchers have questioned
the ethics of using appeal to fear marketing targeting the
elderly, especially campaigns targeting health care initia-
tives given that there may be detrimental psychological
reactions to fear provoking messages. The evidence
available suggests however that the elderly are no more
or less vulnerable to this type of advertising and may
well be more discerning than their younger counterparts
[46] and thus less likely to be affected positively or
negatively.

Anti-smoking campaigns

Cigarettes or more correclly tobacco [alls into a unique
category amongst consumer products. On the one hand
it is highly addictive and on the other hand it kills about
50 % of long-term users — a quarter while still in middle
age [47]. Doll et al.s fascinating prospective study of
smoking and death among British doctors began in 1951
when the ill-effects of smoking first became known and
continued for 50 years. The researchers confirmed the
association between smoking habits and many severe
diseases (vascular, neoplastic and respiratory diseases)
and the suspected relationship between smoking and 12
types of cancer as well as increased mortality rate
amongst all smokers. It clearly demonstrated that stop-
ping smoking at any age brings with it an increase in life
expectancy: stopping at age 60, 50, 40, or 30 gains, re-
spectively, about 3, 6, 9, or 10 years of life expectancy.
Doll et al. chose British doctors for pragmatic reasons.
One could speculate also that Doll et al’s study group,
highly educated doctors who continued to smoke in the
face of building evidence regarding its ill effects, is illus-
trative of the highly addictive nature of tobacco. This is
borne out by La Torre et al's study examining know-
ledge, attitudes, and smoking behaviours among physi-
cians specializing in public health [48].

Doll et al.’s research was also instrumental in mo-
tivating governments to develop and run anti-
smoking campaigns aimed to decrease the numbers of
people starting to smoke and to increase those stop-
ping the habit. The campaigns are multimodal and in-
clude print, televised anti-smoking campaigns as well
as graphic images and warning text messages on

cigarette packaging.
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Research into the impact of graphic and text messages
points in the direction of motivating smokers towards
cessation actlvity. Larger warnings are more efleclive
than smaller ones and graphic images are more effective
than printed warnings; strengthening pack warnings is
associated with increased knowledge about the risks of
smoking, increased Quitline calls, reduced smoking con-
sumption, increased quit attempts, increased short-term
smoking cessation, and reduced smoking prevalence
[49-52].

While such approaches do appear to have a positive
impact on smoking cessation or at least intent to
stop, there are unwanted side effects. According to
Hackley and Kitchen appeal to fear as found in anti-
smoking campaigns violates ethical and social justice
norms [53]. Further, Hastings et al. alert readers to
the real possibility of collateral damage amongst non-
smoking viewers caused by appeal to fear in anti-
smoking advertising [37].

Whether the benefits outweigh the side effects of appeal
to fear in anti-smaoking campaigns is np for debate. In-
deed, the courts in the USA are having such a debate with
notable disagreement on the legality of using appeal to
fear in the face of poor evidence that such advertising
would directly cause a decrease in smoking [52]. The very
fact that there is controversy reinforces the earlier state-
ment: use of fear in this manner must be approached cau-
tiously and used judiciously [29].

Anti-alcohol and drunk driving campaigns

Recent anti-alcohol and drunk driving campaigns in
Australia have promoted the messages: 'If you drink then
drive, you're a bloody idiot’; ‘the faster you go, the bigger
the mess’ because alcohol is the main cause of Austra-
lian road deaths, accounting for a third of all road
fatalities.

Over 70% of people with serious alcohol-related road
injuries are male, while only 56% of people with non-
alcohol-related road injuries were male. The average age
of alcohol-related crash victims was 27.5 years with over
50% aged between 15 and 24 years. This is in contrast to
the average age of 37.6 years for non-alcohol-related
road injuries [54, 55]. In other words, teenage drivers, in
particular teenage male drivers are an at risk group and
thus the group whose behaviour society would most like
to change [56].

In an effort to reduce alcohol related road fatality rates
governments have funded and implemented targeted
measures, including speed cameras, advanced laser
speed detectors and compulsory breath testing. The
major component from a budgetary perspective was, and
continues to be, television advertisements focused on
drunk driving and speed related themes, many of which
include appeal to fear messages in the form of graphic
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images. The State of Victoria in Australia has been run-
ning this type of campaign since 1989 with research
examining the effectiveness of the Victorian initiative
clearly demonstrating an association between levels of
publicity supporting the speed and alcohol enforcement
programs and reductions in casualty crashes when other
major factors are held constant: between 1989 and 1992
there was a reduction of nearly 50% in road fatalities
and 40% in serious injuries [57].

Overall however, research into the effectiveness of ap-
peal to fear campaigns for modifying drunk driving has
yielded mixed results [58]. For example, Macpherson
and Lewis examined drunk driving offense rates and
were unable to provide any evidence supporting the hy-
pothesis that such advertising modified drunk driving
behaviour [59], while Tay (1999) attributed a significant
reduction in drunk driving behaviour [60] and alcohol
related road fatalities [61) to the New Zealand advertis-
ing campaign.

Given such divergent findings, Tay and Ozanne under-
took a study to examine the effect of the New Zealand
advertising campaign among different subdivisions of
New Zealand drivers [62]. They hypothesized that appeal
to fear advertising would be effective, but only among
some segments of the population. Their findings sup-
ported this hypothesis. Tay and Ozanne found that fatal
accident rates had been reduced among three groups of
drivers: female drivers aged between 15 and 24, female
drivers aged between 25 and 34, and male drivers aged
between 35 and 54. However, the fatal crash rate of the
main target audience of the campaign, young male
drivers, remained unaffected.

Thus we are drawn to the conclusion that used pru-
dently appeal to fear campaigns to reduce drunk driving
and alcohol related fatalities may or may not be effective
for the overall population and are not effective in those
most at risk: teenage male drivers.

Beware of silent killers

Appeal to fear in public awareness campaigns for
hypertension (high blood pressure) - The silent killer

Up to this point I have considered public awareness cam-
paigns aimed at modifying behaviours such as tobacco
smoking and drunk driving. It is worth considering a cam

paign designed to raise awareness about a medical condi-

tion (hypertension) and motivate the target audience to
take action (have their blood pressure checked).

Reports by the American Heart Association (AHA)
and the Centers for Disease Control and Prevention
[63, 64] paint a clear picture why hypertension is a
primary public health concern.

e About 1 in 3 American adults or 75 million (29%)
have high blood pressure.

S
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¢ Only about half (54%) of people with high blood
pressure have their condition under control.

e Nearly 1 of 3 American adults has
prehypertension—blood pressure numbers that are
higher than normal, but not yet in the high blood
pressure range.

¢ More than 360,000 Aierican deaths in 2013
(almost 1000 deaths per day) included high blood
pressure as a primary or contributing cause [64].

High blood pressure increases risk for dangerous
health conditions:

« First heart attack: About 7 of every 10 people having
their first heart attack have high blood pressure.

e First stroke: About 8 of every 10 people having their
first stroke have high blood pressure.

e Chronic (long lasting) heart failure: About 7 of every
10 people with chronic heart failure have high blood
pressure.

» High blood pressure is a major risk factor for kidney
disease [63].

Hypertension is a lifestyle modifiable, preventable, and
controllable risk described by the World Health Organisa-
tion as The Silent Killer [65]. As detailed in the AHA re-
port, hypertension is the primary and most common risk
factor for heart disease, stroke and renal diseases. It is la-
beled the silent killer because hypertension has no symp-
toms therefore the only way to determine the presence of
hypertension is by measuring one's blood pressure.

Hypertension is not confined to the developed world.
Indeed, it is considered to be a worldwide epidemic and
is the leading risk factor for death and disability globally.
It is estimated that nearly one billion people are affected
by hypertension worldwide, and this figure is predicted
to increase to 1.5 billion by 2025. Nearly one-half of this
population is unaware of their condition [65]. Thus,
public awareness campaigns are designed to alert the
target audience to the importance of

1. Having their blood pressure checked
2. Modifying lifestyle factors (diet, exercise, alcohol
~ consumption)

3. Receiving medical attention and

4. Adhering to medical advice, including taking
prescribed medication.

The World Hypertension League (WHL) is an inter-
national, nonprofit organization with membership from
85 countries; it works through its member countries to
promote hypertension awareness, early detection, and
the prevention and control of this modern epidemic. In
2005, in an attempt to improve the awareness of high
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hlnod pressure, the WHI. initiated World Hypertension
Day (WHD). The aim of WHD is raising public aware-
ness about hypertension, its life-threatening complica-
tions and measures to prevent it. Appeal to fear plays a
role in raising awareness by alerting the target audience
(all adults) to the complications of hypertension: heart
attack, stroke, kidney disease, and death. WHD is con-
sidered to be highly successful and is being expanded on
a yearly basis [65-67].

Subluxation: The other silent killer - Appeal to fear in
chiropractic subluxation advertising

Thus far 1 have reviewed appeal to fear used in anti-
smoking campaigns, driver safety and hypertension
awareness campaigns. As discussed, to use appeal to fear
in this manner is considered appropriate but its use may
need to be reconsidered in lerms of eflfectiveness and
ethicality and collateral damage.

It is now appropriate to examine fallacious use of ap-
peal to fear using chiropractic advertising as an example.

The putative lesion that chiropractors 'treat’ is com-
monly referred to as chiropractic subluxation, vertebral
subluxation complex (VSC) or simply ‘subluxation’ [dif-
ferentiating the chiropractic lesion from orthopaedic
subluxation]. Broadly speaking within chiropractic today
the term ‘subluxation’ has two meanings: the Traditional
Palmerian Subluxation (TPS), whereby the presence of
subluxations leads to ill health and the second: The
Modern Subluxation, whereby subluxations have a local
biomechanical effect.

The TPS is the focus of this discussion. DD Palmer,
who ‘discovered’ chiropractic in 1895 proposed that 95%
of all disease (dis-ease) was due to subluxations of the
spine and that the remaining 5% was caused by subluxa-
tions of the extremlties, particularly the jolnts of the feet
[68]. DD and his son B] Palmer hypothesized that the
chiropractic vertebral subluxation differed from the
medical “subluxation” in that it interfered with the trans-
mission ol Innate Intelligence (a fraction of Universal
Intelligence) [69], independent of what has come to be
recognized as the action polential. However, Innate
Intelligence remains a metaphysical construct [70].

The more contemporary position is that Palmerian

tem, which leads to suboptimal healt}\—éha'symptomatic
dis-ease, and that chiropractic health care is primarily
involved in the detection and removal of subluxations
|71]. Chiropractors who still adhere to the founder’s
paradigm - and there are many such practitioners - de-
pict and market subluxation as an enemy that needs to
be contained and eliminated.

Before examining examples of subluxation marketing,
it is cogent to briefly discuss the history of chiropractic
and its embracing of marketing to attract clientele.

subluxations cause interference within the nervous sys-
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Chiropractic emerged in the late nineteenth century and,
in spite of fierce opposition, grew rapidly in practitioner
numbers and patient numbers during the first half of the
twentieth century |72]. This is in part attributable to
chiropractic adopting a unique professionalism. Unlike
traditional professionalism wherein altruism is a central
tenet (73], chiropractic professionalism favoured entre-
preneurialism with recognition of financial success as a
strong indicator for accomplishment [74]. While medical
professionalism witnessed an ethical ban on advertising
as early as 1847 [75], the emerging chiropractic profes-
sion embraced marketing. In fact, even chiropractic stu-
dents were encouraged to advertise heavily [74, 76]. The
Developer of Chiropractic, B] Palmer advised his many
readers:

What you want to keep out of a news- paper is news.

What you want to get into a newspaper is an
advertisement [74] p. 44.

Whether or not current chiropractic advertising is a
legacy from the early days of chiropractic is moot. It is
evident however that advertising claims made by some
chiropractors and indeed by some chiropractic colleges
are suspect [77, 78]. A few examples of subluxation mar-
keting are in order.

WH Koch, a chiropractic author makes the danger
posed by subluxation abundantly clear:

We must now look at this condition of 'disease;
Vertebral Subluxation Complex, which is so
disturbing to the flow of life force and innate
expression in your body that it causes pain and the
progressive breakdown of the body tissue known as
pathology. The V.5.C. is the silent killer, one of the
most serious health threats known to man (79] p. 34.

The World Chiropractic Alliance (WCA), is a world-
wide organisation promoting subluxation based care.
The WCA represents the interests of more than 70,000
doctors of chiropractic and chiropractic students, In
2006 the WCA issucd a position paper stating that
“chiropractic care to detect and correct vertebral sublux-

ations offers benefits for all people, including those who
do not demonstrate symptoms of a disease or health
condition”.

‘Paticnt cducation’ materials prepared by Chiropracti
cis aims to educate patients to “believe choosing to be
checked for the presence of vertebral subluxation
throughout a lifetime is the only logical choice”. Once
patients understand 5 facts about their health, they are
well on their way to being chiropractic patients for life.
The five facts are:
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1. Your Spinal Cord is located in the spine and is
your Nervous System’s information highway.

2. Your Nervous System controls and coordinates
every part of your body.

3. Misalignments of your spine can DISTORT nerve
messages and contribute to a wide range of health
problems.

4, Misalignments of the spine are known as vertebral
subluxations and negatively affect your nervous
system, health and well-being.

5. Maintaining the health of your spine and nervous
system should be a regular part of a health lifestyle
and can dramatically improve your quality of life.

Koren Publication’s What is a Subluxation? bro-
chure tells readers that chiropractic has become so
popular because “chiropractors are the only profes-
sionals trained to locate and remove subluxations. If
subluxations are in your body, you cannot be truly
healthy"

JC Smith, a prolific chiropractic author and sublux-
ation advocate advises in his paper “Killer Subluxation”.

“The Idea of sudden cardiac arrest from a vertebral
subluxation is just oo far outside the consciousness of
most people ... [however] "killer subluxations” actually
may not be that far from the truth.

The subluxation brochure produced by Patient Media,
Inc., is perhaps the most alarmist publication. Its Sub-
luxation pamphlet provides a succinct description of
how vertebral subluxations operate as well as the im-
portance of their detection and removal.

Maybe you've never heard of subluxations. That's OK.
There probably was a time when you'd never heard of
AIDS or Alzheimer’s.

There are three basic causes of subluxations. Physical
causes include slips and falls, accidents, repetitive
motions and improper lifting. Stress, anger and fear
are examples of emotional causes of subluxations.
Alcohol, drugs, pollution and poor diet can be
chemical causes of subluxations. The result is the
verlebral subluxation complex, or more simply, a
subluxation.

Subluxations are serious!

However, the most important aspect of a subluxation
is its effect on your nervous system. Compromising
the way your nervous system controls and regulates
your body can have grave consequences. Distorted
communications between your brain and your body
can cause all kinds of health problems beyond just
headaches and backaches.

2
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You can have subluxations and not even know it. Like
tooth decay or cancer, subluxations can be present
before any warning signs appear. The results of a
thorough examination can show the location and
severity of any subluxations you may have.

In an essay entitled ‘If You Don't Know Subluxation,
You Don’t Know Chiropractic’ Dr. Carey N. Pabouet-
Sigafoose alerts readers to the dangers of subluxations:

There's loss of motion in the body causing death
because of a subluxation. It's a major problem, a
major killer, a major cause of disease in man and
we've got to understand that. We've got to take
ourselves in and give it the time and the space and
the effort to get these things cleared up, not in just
you, but your friends and your family. It's imperative,

These are but a select but indicative sampling of the
176,000 results obtained by conducting a Google search
using ‘subluxations kill'.

Chiropractors adhering to the TPS theory or its con-
temporary interpretation believe that subluxations luave
an ellect on the overall health of the individual while
those adopting the modern subluxation theory hold that
the subluxation has a more local biomechanical affect. It
is often reported that TPS practitioners represent only a
small portion of the overall profession [80]. This is not
the case. A survey of North American chiropractors
found amongst respondents, in excess of 75% of those
adhering to the modern subluxation construct believe
that the adjustment of the vertebral subluxation complex
usually elicits improvements in select visceral ailments
[81]). Compounding the problem is the commonly
relayed message that subluxations are only detectable by
the skilled hands of a qualified chiropractor. Given this,
one must ask: what is the evidence supporting the TPS
ideology that minor vertebral displacements cause vis-
ceral disease?

Nansel and Szlazak [82] carefully examined this very
question and concluded scientific consensus does not
support the theory that nerve interference caused by ver-
tebral misalignment or subluxation is a causc of visceral
disease. Further, Nansel and Szlazak clearly state “there
have been no appropriately controlled studies that estab-
lish that spinal manipulation or any other form of som-
atic therapy [manual therapy] represents a valid curative
strategy for the treatment of any internal organ disease”.
It is noteworthy that Nansel and Szlazak’s findings have
never been challenged.

Worse yet, from an epidemiological perspective (strength
of association, specificity, temporality, dose response, ex-
perimental evidence, biological plausibility, coherence and
analogy), the subluxation is found to be wanting [83]
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These consolidated guidelines provide recommendations for comprehensive prevention and case management strategies in
Kenya

Scope of the Guidelines:

Infection prevention and conrol
Patient triage
Emergency Medical Services
Case management
Laboratory testing algorithrn

Target Audience:

Health care workers taking care of patients suspected or confirmed to have COVID-19
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FOREWORD

The interim guidelines and protocols for SARS-CoV 2 and COVID 13 were developed in response to the new Coronavirus Disease 2013
(COVID-13). COVID -19 is a serious respiratory viral infection caused by a novel coronavirus recently named SARS-COV2. The outbreak
started in Wuhan City, Hubei Province in mainland China and has since spread globally, infecting more than 300,000 people resulting i1
over 13,000 deaths and occurring in 188 count-ies. This pandemic continuzs to pose grave danger to all populations, particularly thase in
Sut-Saheran Africa where overburdened health systers continue to struggle with scarcity of human and financial resources.

These guidelines combine both preventive and clinical management of the disease in Kenyan context. The pratoco borrows various
inte matioral recommendations including the 'Norld Fealth Organization, from experience of other countries such as China that has
struggled with the outbreak for a longer time ard from principles of v -ology and infectious disease management.

| expect every clinician and healthcare worker as well as the caregivers to adhere to these guidelines to effectively managa the Coronavirus

epidsmic. With these guidelines we expect highest quality care for the suspected and confirmed corona patien:s. As experience and
knowledge on COVID-19 is rapidly evolving, these interim guidelines will be updated periodically.

(Bt

Dr. Patrick Amoth
Ag. Director General for Health
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INTRODUCTION:

Corcnavirus disease 2019 (COVID-19) is an acute respiratory infection caused by severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2). SARS-CoV-2 belongs to the Sarbecovirus subgenus of the Coronaviridae family, and is the seventh coronavirus kncwn to infect
humans. Coronaviruses are a large family of enveloped RNA viruses, some of which cause illness in people (e.g., common cold, SARS,
MERS), and others that circulate among mammals (e.g., tats, camels) and birds. Rarely, animal coronaviruses can spread to humans and
subsequently spread between humans. Similar to SARS and MERS, it is thought that human transmission occurs via respiratory droplets
produced when a person sneezes or coughs. Current estimates of the incubation period range from 1 to 14 days, according to tre World
Health Organization. The average incubation period is currently estimated to be 5 days. Transmission can cccu- during the incubation
period.

The most common clinical presentation is that of & respi-atory irfection with a symptom severity ranging from a mild common zold-like
iIness (estimated 80% of cases), to a severe viral preumonia leading to acute respiratory distress syndrome that is potentially fatal. WHO
first declared COVID-19 to be a public health emercency of international concern on 30 January 2020 and subsequently ceclared it a
pancemic on 11 March 2020. The first confirmed case in Kenya was reported on 13th March 2020

Infection prevention and Control (IPC) plan in Response to COVID-19

The main aim for IPC will be to enhance infection prevention and control measures at all levels of health care systems

(A) QUARANTINE AND SOCIAL DISTANCING

Quarantine is separation and restricted movement of well persons presumed exoosed often at home or may be in designatec residential
facility or hospital. It can be applied at the individua, family or community level. Until the Ministry of Health establishes the existence of
sustained community transmission, all confirmed CCVID-1€ cases idntified should be monitored closely at a health facility isolation room.
Contacts of cases are to be quarantined either at home or in designated facilities. Once sustained community transmission has been
established, home management of mild cases shoulc be encouraged. All personnel who have access to cases and the contacls should
cbserve standard and transmission (contact and droplet) precautions. Maintain adherence to hand hygiene 2y washing with soap and
wate- or using alcohol-based hand sanitizer. It is imoortant to practice hand hygiene immediately after remov ng gloves and masks and
efter any contact with respiratory secretions or patiert enviraonmerts.
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(B) IMPLEMENTING QUARANTINE

Methods of Quarantine
Quarant ne can either be self-quarantine or carried out at a designated facility. Instructions for self-quarantine include:
O Limit v sitors
0 Cortinue to observe respiratory hygiere and cough etiquette
1 Obse-ve hand hygiene as advised
O Observe bady temperature twice daily

(C) MODALITIES OF IMPLEMENTING SOCIAL DISTANCE

Measures to incrzase social distance
0J School closures with the school children advised to avoid loitering in the estates and streets.
(1 Business and market closure
(1 Cancellation of events — Harambees, public berazas, etc.
0 Movement restrictions — advice on use public transport
O Restriction 01 public gatherings - places of worship, bars, hotels, supermarkets, weddings, funerals etc.
[0 Supervision of burials
0 Reducing crowding at hospitals, this may involve reducing the number of visitor's patients admitted ta the facilities can receive

(D) RECOMMENDED ISOLATION PRACTICES

Isolation

Separation and restricted movement of ill persons with cantagious disease, often in a hospital setting;
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In the community:

If an individual suspect to have a flu, practice self-triage based on:
Your symptems and duration of symptoms;
Exposure history
0 Whether you travelled to an area that has confirmed COVID-19 transmission or
O Whether you have been in close contact with sorreone from ar area with COVID-19 transmission or
1 Has been in contact with a probable or confirmed CCVID-"9 case or
) Has participated in cleaning a COVID-19 patient's raom or artic es

Seeking health care

If an individual has symptoms of fever, cough or difficulty breathing then they should call centre number (719), tre individual will be directed
to the nearest facility with capacity to screen, collect samples for :he laboratory and manage the patient. If safe trensport is not available,
then an ambulance with appropriate personnel and PPE viil' be cispatched to pick the patient. Safe transportation includes a private car
where all the occupants including the sick person use masks. Pubdlic traaspart (matatus, buses, Ubers, taxis) should not be used to transport
sick individuals to the nearest isolation facilities as :hese are likely to propagate the spread of infection.

On arrival to a facility or arrival of the ambulance, health personrel will assess the atient to determine if they meet the case definition.

For patients who meet the case definition, on arrival to the faciity, s:aff will ensure that they don appropriate PPE, move the patient to
isolation, assess to get better history and conduct a physical exan

3|



On arrival to a health facility:

0 Healthcare facilities should organize prompt triage services at the reception using a symptom criterion of fever, cough or difficulty in

breath ng.
0 Older children should be assisted by their parents/car=2g vers to ensure that they wear the mask at all times

0 All acute febrile patients with Influenza like illness (ILI) should be directed to a respiratory cohort area and promptly provided with a

surgical face mask.
[J The triage rurse should assess the patients to determine the nature of respiratory illness and:

c Directs all acute febrile illness to a cohorl area
¢ Encourages patients to use a mask if not in respiratory distrass

c Teaches the cohorted patients on respiratory hygiene and cough etiquette.

4]
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TRIAGE FORM FOR COVID-19 IN THE OUTPATIENT SETTING

1. COUGH, FEVER, SHORTNESS OF BREATH IN THE LAST 14 DAYS NO ROUTINE MANAGEMH

CHECK TEMPERATURE, FEVER PRESENT (>38"(C)

-
m
w

GIVE PATIENT MASK

2. EXPOSURE

TRAVEL TO HIGH RISK COUNTRIES IN THE LAST 14 DAYS (CHINA, ITALY, JAPAN,
IRAN, KOREA, INDIA, SAUDI ARABIA ETC).

CONTACT WITH PEOPLE WHO HAVE TRAVELLED TO THESE COUNTRIES IN THE ) NO
LAST 30 DAYS.

CONTACT WITH SOMEONE WITH CONFIRMED COVID-19 IN THE LAST 14 CAYS

WORKED AT OR VISITED HOSPITAL OR CLINIC WHERE THERE HAS BEEN
PATIENTS WITH HOSPITAL-ASSOCIATED COVID-19 INFECTIONS

INFORM PUBLIC HEALTH
YES INFORM ISOLATION UNIT BY FHONE

REFER TO ISOLATICN UNIT

SEPARATE PATIENTS BY 2 METRES
OBSERVE STANDARD, DROPLET AND CONTACT PRECAUTIONS
NEGATIVE
ISOLATE, CALL THE AMBULANCE SERVICE

OBTAIN NASOPHARYNGEAL/OROPHARYNGEAL SWAB IN FULL PPE

T
;
NT

QUARANTINE FOR 14 DAYS

FOUTINE MA

NAGEMENT
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In-Patient care

1 Isolate mild, moderate and severe cases

J Do not wait for lab confirmation before placing a patient in isolation

[ Plan for large number of severe cases

] Provide medical and social care

Patient placement

Isolate patient/s in a well-ventilated single room or an isclation unit for a group of patients.

The room should have hand washing facilities — basin with flowing water or water pan with a receptacle or alcohol-based hand sanitizer.

ISOLATION FACILITIES FOR CHILDREN WITH SUSPECTED OR CONFIRMED SARS COVID-1¢

INFECTION

All referral hospitals should set up facilities for paediatriz patients with COWIC 19 infection away from the paediat
separate from the adult isolation ward. Children most at risk are those with cc-morbidities e.g. sickle cell anaemia,
heart diseases, cancer, HIV etc. The isolation ward shoulc be able to accammodate a parents/caregiver to stay w
duration of admission. Visitors to the child should be strictly limited.

Patient movement
If the patient requires to be moved to another department. the destination point should be notified in advance, whi
wears a surgical mask and the procedure is performed last when other patients have moved out.

Precautions by Healthcare Personnel

Healthcare personnel are defined as persons, including employees, studeats, contractors, attending clinicians, :
activities involve contact with patients in a healthcare or laboratory setting.

ric in-patient warc and
congenitel or acquired
ith the child during the

e on transit the patient

and volun-eers, whose
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q PPE to Be Provided to Staff According to Risk Categories

Risk . Characteristicof =~ . Examples of Staff Surgical. Gloves : Gown Particulate ' [

Category Exposure of Staff " Masks Respirators (s
(e.g.N95
masks)

1 ' Health care workers who manage 'E.g. Dostors, nurses f
patients clinically and have close ‘who wark in the faver v v v v v
contact (<1 meter) with clin 5
: known/suspected COVID-19 patients | .
 or their infectious material |
2 'Non-health care worker staff who have E.g. Security |
gclose contact (<1 meter) with personnzl, receptionist, y \ v X X
“known/suspected COVID-19 patients  cleaning staff who work
“or their infectious material in the fever zlinic
|
3 - Staff with close contact (<1 'E.g., Essenfial duty v o oX X X X
meter) with persons of travelers
"unknown” COVID-19 status ; |
4 Staff infected with COVID-19 'E.g. Patienfs in the y X X X b3
influenza fever clinic
|5 ' Staff with no known close contact (<1 E.g. Critical s-aff
! “meter) with known/ suspected COVID-  "quarantined” in work X X X X X
119 patients or their infectious “space, and naot werking
-material -in the fever ¢l nic

AR



NB. Health workers should remember to cbserve hand hygiene and standard precautions. Maintain adherence to hand hygiene by washing
with soap and water or using alcohol-based hand sanitizer immediately after ramoving glcves and other equipment and after ary contact
with respiratory secretions. While obtaining nasopharyngeal swabs for suspected cases and undertaking aerosol generating procedures
(e.g. bronchoscopy, elective intubation, suctioning, administering nebulized medications, dental procedures), full personal equipment
should be worn comprising of PPE suit, N95 mask, coggles, hair protection. The procedure should be undertaken in a well-ventilated
separate room. In the setting of COVID-19 outbreak, these invasive procedues should 2e kept to a minimum to avoid generzting large
quantities of infectious aerosols. Intubation must be rapid sequence induction preceded by a long preoxygenation and where initial manu|
ventilation is carried out, this should be done using small tidal volumes

Isolation precautions

—
|

a0 a

0O

Healthcare personnel entering the room of a patient in isolat on should be limited to those performing direct patient care only.

All healthcare personnel who enter the patient's room should take standard and contact precautions.

Non-sterile gloves and N95 masks should be donned when ertering a patient's room.

All healthcare personnel who attend to patients in the isolation rooms should wear an N95 face mask and gloves while those who
enter for short duration may use a standard surgical mask

Minimize amount of time that health care personnel spend in -he patient areas to only what is necessary to evaluate and manage
the patient taking in to account the severity of illness.

Management of visitors

Limit visitors for patients in isolation for COVID-19 infection to persons who are necessary for the patient's emotional well-being
and care.

Visitors who have been in contact with the patient before and during hespitalizatior are a possible source of COVID-19
Visitors should be instructed to lirit their movement within tae facility.

Visitors should be offered surgical masks and be required to practice hand hygiene on leaving the isolation “oom.

& |
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Curation of precautions

m]
m

™

Surveillance of healthcare personnel

U

Isclaticn precautions should be continued for up to 14 days from symptom onset, whichever is longer.

Persors with COVID-19 should be considered potentially contagious from two days before to 14 days following illness anset.
Persors who continue to be ill longer than 7 days after illness onset should be considered potentially contagicus until symptoms

Fave resolved.
Children, especially younger children, might be contagious for longer periods.

In communities where transmission is occurring, healthzare personnel should be monitored daily for signs 2
raspiratory illness.

Healthcare perscnnel who develop these symptoms skould be instructed not to report to work, or if at wor
care activities and notify their supervisor and infection control personnel.

In communities without SARS-COV-2 transmission, healthcare personnel working in areas of a facility w
teing assessed or isolated for COVID-19 should be menitored daily for signs and symptoms of febrile resp
This would include healthcare personnel exposed to patients in an outpatient setting or the emergency d
rersonnel who develop these symptoms should be instructed not to report to work, or if at work, should ceas
end notify their supervisor and infection control personnel.

Healthcare perscnnel who do not have a febrile respiratory illness may continue to work.

Asymptomatic healthcare personnel who have had an unprotected exposure to COVID-19 should be quar
quarantine facility should be provided. Hospitals could consider securing a guest house, hotel or staff hou
for 7 days at which time they should have a throat swab taken for COVID-19 testing, if this is negative then
back tc work, if positive, then isolation should continue for 14 days

and symptors of febrile
k, should cease patient

here “hee are patients
rato-y Infection.

epariment. Hea thcare
e patient care activities

antired (an appropriate
ses for staff quarantine
they should be allowed
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Management of ill healthcare personnel

01 Healthcare personnel should not report to work if they havz a febrile respiratory illness.

Z In communities where transmission is occurring, healthcarz personnel who develop a febrile respiratory iliness should be zxcluded

from work and should be tested for COVID-19. If negative, then they stould stay away from work until sympt
then they should proceed to isolation for 14 days

oms resolve. If positive

1 Healthcare personnel, who develop a febrile raspiratory iliness and have been working in areas of the hospital where SARS-COV-
2 patients are present, should be exclud=d frem work for 7 days or unt| symptoms have resolved, whichever is longer.

Stewardship of personal protective equipment and antivirals

Health Facilities should implement plans to ensure appropriate allocation of parsonal prozective equipment, includi
respirators, and antiviral medications. Referra isolazion centres should be adequatelv staffed, equipped with
ventilaors, oxygen, patient monitors and consumables.

Environmental infection control

ng gloves, masks, N95
functional mechanical

Routine cleaning and disinfection strategies used du-ing influenza seasons can be applied to the environmental management of SARS-

COV-2Management of laundry, utensils and mecical waste should also be pzrformed in accordance with procedures
(refer to the COVID-19 waste management guidelines).

Implementation of Respiratory Hygiene/Cough Etiquette

o prevent the transmission of all respiratory infections in healthca-g settings, ‘ncludirg SARS-COV 2, respiratary h
measures should be implemented.

Elements of Respiratory Hygiene/Cough Etiquette include

1) Education of healthcare facility staff, patients, and visitors;

2) Postad signs in language apprapriate to the population served witt instructions to petients and accompanying fam
3) Source control measures (e.g., covering the mou-h/nose with a tissus when coughing and disposing of used
masks on the coughing person when tolerated znd appropriate);

4) Hand hygiene after contact with respiratory secretions; and

for waste management

ygiene/cough etiquette

ily members cr friends;
tissues, using surgical

10|




D) Spatial separation, ideally > 1 metre (>3 feet), of persons with respiratory infections in common waiting areas when possible.

N.B. Covering sreezes and coughs and placing masks on coughing patients are proven means of source containment that prevent infected
persons from dispersing respiratory droplets into the air. Physical proximity of <3 feet has been associated with an increased risk for
fransmission of infections via the droplet route and therefore supports the practice of distancing infected persons from others who are not
infected.

Guidance for Emergency Medical Services (EMS) Systems for Management of Patients with
Confirmed or Suspected COVID-19

Bacxground
As a component of the Nation's critical infrastructure, emergency medical services (along with other emergency services) play a vital role
in responding to requests for assistance, triaging patients, and providing emergency treatment to suspected COVID-19 patients. However,
unlike patient care in the controlled environment of a f xed medical facility, pre-hospital EMS patient care is provided in an uncontrollzd
environment, often confined to a very small space, anc frequently requires rapid medical decision-making, and interventions with limitsd
information. EMS personnel are frequently unable to dezermine the patient his-ory before having to administer emergency care.

Recommendations i

Coordination among the EMS system, designated isolation healthcare facilities, and the public health system is impprtant for a coordinated
response to the COVID-19.

Infectious Period

Persons with CCVID-19 should be considered potentially infectious from two days before -0 14 days following illness onset. Persons who
continue to be ill longer than 7 days after illness onset should bz considered potentially contagious until symptoms have resolved. Children,
especially younger children, might potentially be contagious for longz- periods.

Non-hospitalized ill persons who are a confirmed or suspected case of COVID-19 are recommended to stay at home (voluntary isolation)
for at least the fi-st 14 days after checking with their health care provider about any special care they might need|if they are pregnant or
have a health condition such as diabetes, heart disease, asthma, or emphysema.




Recommendations for EMS

Patient assessment

Assess all patients for sympzoms of acute febrile respiratory illness (fever plus one or mare of the following: nzsal zongeston/ -hinorrhea,
sore throat, ar cough).

1. If acute febrile respiratory illness is present, use of appropriate PPE when coming into close contact with the patient is recommended.

2. This includes fit-tested disposab'e N95 respirator or a surgical mask and eye protection (e.g., goggles; eve shield), disposable non-
sterile gloves, and gown,

3. If no acute febrile respirztory illness, proceed with normal EMS care

4. If no acute febrile respiratory illness, place a standard surgical mask on the patient (if tolerated) Use good respiratory hygiene — use
non-sterie gloves for contact with patient, patient secretions, or surfaces that may have been contaminated. Fcllcw hard hygiene
inzluding hand washing or cleansing with alcohol-based hand disinfectant after contact.

Infection Control

Emergency medical se-vices personnel (EMS) should always practice basic infection control procedures including vehicles2quipment
decontamination, hand hygene, cough and respiratory hygiene, and proper use of the recommended medical parsonal protective
equipnent ‘PPE).

Recommencations:

0 Beczuse SARS-COV-2 is transmitted through droplets and contact with contaminated surfaces, EMS personnzl who zre in close
con:act with patients with suspected or confirmedCOVID-19 should wear a fit-tested disposable N95 respirator, disposable non-
sterilz gloves, eve protection (e.g., goggles; eye shields), and gown with hood, when coming into close conact witt the patient.

All EMS personnel engaged in aerosol generating activities in the management suspected or confirmed COVIC-19 patierts (e.q.
endot-acheal intubation. nebulizer treatment, and resuscitation involving emergency intubation or cardiac pulmonary resuscitation) should
wear a fit-tested disposable 35 respirator, disposable non-sterile gloves, eye protection (e.g., goggles; eye sh elds). and gown with
hood, All patients with acute febrile respiratory illness should wear a surgical mask unless patient cannot tolerate tre mask.
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Inter-facility Transport

EMS personnel iwvolved in the inter-facility transfer of patients with suspected or confirmedCOVID-19 should use standard, droplet and
contact precautions for all patient care activities. This should include wearing a fit-tested disposable N95 mask/respirator, wearing
disposable non-sterile gloves, eye protection (e.g., goggles, eye-shield) ard gown with hood. The use of a surgical mask on the transported
patient can help to minimize the sprezd of infectious droplets in th= patient care compartment. Encourage good patient compartment vehicle
airflow/ventilztion to reduce the concentration of aercsol accumilation when possible.

Guidance for Cleaning EMS Transport Vehicles after Transporting a Suspected or Confirmed COVID-
19 Patient

~he following are general guidelines for cleaning or mairtaining EMS traasport vehicles and equipment after transporting a suspected or
confirmed COVID-19 patient.

Routine cleaning with soap or detergznt and water fo remove scil and organic matter, followed by the proper use of disinfectants, are the
basic components of effective envircnmental management of SARS-CCV-2. Reducing the number of SARS-COV-2virus particles on a
surface through these steps can reduce the chances of hand transfer of virus. SARS-COV-2 virus is susceptible to inactivation by a number
of chemical disinfectants readily available from consumer and commercial sources.

After the patient has been removed and prior to cleaning. the air within te vehicle may be 2xhausted by opening the doors and windows
of the vehicle while the ventilation system is running. This should be done outdoors and away from pedestrian traffic. Routine cleaning
metFods should be employed throughout the vehicle a1d on non-disposable equipment.

EMS Transfer of Patient Care to a Healthcare Facility

\When transporting a patient with symatoms of acute febrile respiratory illness, EMS personnel should notify the receiving healthcare facility
so that appropriate infection centrol precautions may te taken prior to patient arrival. Patients with acute febrile respiratory illness should
wear a surgical mask, if tolerated. Small facemasks are zvailab e that can be worn by children, but it may be problematic for children to
wear them correctly and consistently.
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Biosafety Guidelines for Laboratory Workers

This guidance is for all individuals who may be processirg or performing diagnostic testing on clinical specimens from patients with
suspected COVID-19, or performing viral isolation. Reference should be made to the National Biosafety Guidelines for more information

Clinical Laboratory Testing (Laboratory Diagnostic Work)

Diagnostic laboratory work on clinical samples from patients who are suspected cases of COVID-19 should be conducted in a BSL2
laboratory. All sample manipulations with the potential for creating an aerosol should be done inside a biosafety cabinet (BSC) that is

certified annually. Personal protective equipment should include.

0 Gloves
_ Laboratory coat
0 Eye protection

Laboratory waste

All waste disposal procedures should be followed as outlined in your facility stardard laboratory operating procadures. Steam autoclaving

is the preferred method for all decontamination processes. Alternative methods may be considered based
regulations, as well as on a site-specific risk assessment.

App-opriate disinfectants

on applicable national

Several chemical disinfectants, including chlorine, alcohols, peroxygen. detergents, iodophors, quaternary ammonium and phenoliz

compounds, are effective against corona viruses if used at the correct concaniration for the appropriate contact t
manufacturer's recommendations.

Work surfaces and equipment should be decontaminated as soon as possible after specimens are processed. St
corona viruses can survive on environmental surfaces and can infect a person “or up to 2-8 hours after being dep>

me as specified in th2

udies have shown that
sited on the surface.
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Occupational Health

All personnel should self-monitor for fever and other symptoms suc as cough, sore throat, runny or stuffy nose, Jody aches, headache,
chills, end fatigue. Any irfluenza-like illness should be reported to your supervisor immediately.

Personnel who have had an occupational exposure to clinical materia or live virus from a confirmed case of SARS-COV-2 should
immediately report to their supervisor. Antiviral chemoprophylaxis f available and should be monitored for 14 days

(G) GUIDANCE FOR EMERGENCY SHELTERS ON THE SARS-COV-2

Background

Emergency Shelters that serve refugees, IDPs and other disg'aced persons can help protect the health of th=ir clients, staff, volunteers
and local communities during this outbreak of COVID-19 by taking actions to prevent its spread. Recommendations to reduce transmission
of SAR3-COV-2 in this group setting are addressed below.

Influenza-like lliness (ILI) and COVID-19

Transmission

SARS-COV-2 is spread from person to person through the caughing or sneezing of infected people (droplet infectio) or by touching
something with SARS-COV-2 viruses on it and then touching their mouth nose, or eyes (contact transmission).

Symptoms

Symptoms of COVID-19 include fever and either cough or difficulty breath ng. In addition, illness may be accomparied by other symptoms
including headache, tiredness, runny or stuffy nose, chills, body aches, diarrhea, and vomiting. Like seasonal flu, COVID-19in t umans can
vary in severity from mild o severe.

General Prevention Recommendations

0 Encourage all perscns within the sheler to cover their cough or sneeze with a tissue. Throw all tissues in the t-ash after use.
Maintain good hand hygiene by washing with running wzter ar.d soap, or using an alcohol-based 1and sanitizer if available,
especially after coughing or sneezing. Avoid touching eyes, nose and mouth.
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Reducing Exposure and Spread of SARS-CoV Within Shelters

Shelter maragerrent should contact local and national health officials for more specific guidance. Shelters that
should refer to MOH Guidance for Pregnant and breas:feeding mothers

Reduction of Risk of Introdi.ction

O

Prcvice the means for appropriate hand cleansing readily available within the shelter, including common

, food preparatior. and

eating areas. Ideal means for hand cleansing include, running water, soap. Paper towels and waste baskets should be mads

available. Shelter staff, volunteers and clients should frequently wash their hands with soap and water, or
hand wasning with soap and water is not possiblz and hand sanitizers are available.

use a hand sanitizer if

Shelters settings should follow standard infectior prevention precautions. These includes training staff in the control of infectious
diseases, providing access to personal protective equipment and apparatus, and encouraging proper haniwashing. Items -hat are

often in contact with respiratory droplets and hands (e.g., doorknobs, faucets, etc.,) should be cleaned and

Cleen all common zreas within the sheller routinely and immediately, when visibly soiled, with the cleznirg

disinfected regularly.

agents normally used

in these ereas. Eating utensils should be washed with detergent and water. Cups and utensils should 10t be shared urtil after

washing.

Educational materiels and information should be provided to clients in a way that can be understood by
Kiswahili speakers.

Shelter cliznts, staff and volunteers should be nstructed to immediately inform shelter management if zhey
iliness (ILI) or if they have had one in the previous 7 days.

Direc persons with ILI symptoms to facilities or alternative care sites (ACS) where they can receive proper ¢
are availadle.

Staff ard volunteers with ILI should stay home (or be sent home if they develop symptoms while at the shelte
for 7 days or until 24 hours after symptoms resolve, whichever is longer.

non-English and non-

have pregnant women

have an influenza-like

are, if such alternstives

r), and remain at home
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Rapid Detection of Cases

Management and Isolation of Suspect and Confirmed Cases

Follow current vaccination recommendations and encourage staff and voluniteers to take the upcoming season’s influenza vaccine,

when it is available.

Shelter staff and volunteers should te diligent about early recognition of ilness and placing those with ILI symptoms away from

others (encourage self-quarantine).

Instruc: existing clients, staff and volunteers to report symptoms of ILI to thz shelter management at tre first

Plan for how persons with ILI may be evaluated and treated, if necessary.

Consider daily temperature checks with shelter clients who had contact with persons with ILI.

Minimize the number of personnel diractly exposed to ill people.

For proper techniques in caring for an ill person, refer to the MOH Guidancs for nCOV: Takinc Care of a SicH

t sign of illness.

Person in Your Home.

Pregnant staff member(s) and others at high risk of severe illness from irf uenza should not be designatec
clients who are staying in the sheller.

Refer to the guidance documen: 01 Personal Protective Equipment
Actively monitor the number and szverity of cases of ILI and inform the public hezlth officials

Ideally, sick persons should be confined to individual rooms and should avc:d common areas. If individual ro
not available, consider using a large, well-ventilated room specifically for sick persons with beds at least 1
of temporary barriers between becs, when possible.

Designate staff to care for the sick persons and limit client movement between different parts of the instituti
of spreading influenza to other parts of the shelter.

Pre-exposure antiviral chemopropylaxis should only be used in limited 3 rcumsiances, and in consultatio
public health authorities.

 as caregivers for sick

oms for sick clients are
retre apart and the use

on to decrease the risk

n with local medical or
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1 Provide sick clients with access to fluids, tissues, plastic bags for the proper disposal of used tissues, and
hards with soap and water or alcohol-based hand saritizers.

- Linens, eating utensils, and dishes belonging to those who are sick do not need to be cleaned separately,

a mears to wash their

but thev should not be

shared without thorough washing. Linens (such as bed sheets and towels) should be washed using laundry soap and dried in the
sun Individuals should wash their hands with soap and water or use alcohol-based hand sanitizer immediately after handling dirty

laundry.

Caring for Persons at High Risk

The shelter should be aware of the special health needs of persons at increased risk of severe illness from influenz

a.

Persons at high -isk for complications from nCOV infection mav be similar to those who are at high risk for seascnal Influenzz complications
and include the following: children 5 years and younger, persons age 65 years and older, pregnant women, persons|of any age with chronic
medical conditions (such as asthma, diabetes, or heart disease), and persons who are immunocompromised (for example, taking

immunosugpressive medications or infected with HIV).

If severe symptoms of infection are identified, persons should be taken to receive medical attention from a physic
symptoms include:

[ Difficulty breathing or shortness of breath
0 Pain or gressure in the chest or abdomen
0 Sudden dizziness

0 Confusion

0 Severe or persistent vomiting

O Flu-like symptoms imorove but then return with fever and worse cough

ian or hospital. Severe
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General Prevention Recommendations for the Facility

Encourage all persons within the facility o cover their cough or sneeze with a tissue or onto their shoulders. Throw all tissue in the
trash after use. Maintain good hand hygiene by washing with soas anc water, especially after coughing or sneezing. Avoid touching
eyes, nose and mouth w thout cleaning hands.

Make the means for approp-ate hand cleansing readily availatle within the facility, including intake areas where prisoners are
booked and processed. visitcr entries and exits, visitation rooms. common areas, and staff-restrictec areas, in addition to toilets
and food preparation and dining areas. The means for hand clearsing are ideally running water and soap, and hand drying
machines or paper towe s and waste baskets.

Clean all common areas within the facility routinely and immediarely, when visibly soi ed, with the cleaning agents normally uszd in
these areas. Eating uterisils should be washed either in a dishwashe- or by hand wit+ water and soap. Cups and utensils should
not be shared until after washing.

Respiratory hygiene/couh etiquette shouid be implemented beginning at the first poin: of contact with a potzntially infected person
to prevent the transmiss an cf all respiratcry tract infections in the prison.

Reduction of Risk of Introduction into the Institution

O

Potential visitors should be informed that anyone who had an influenza-like illness (ILI) in the 7 days prior or who still has symptoms
of ILI 7 days after iliness began may not 2nter the facility. When possible, facilities should use their usual ccmmunication channels
to inform potential visitcrs of these rules a=fore they travel to the facilitv.

Exclude visitors who had ILI n the 7 days prior or who still have symptoms of ILI 7 days after illness began.

Staff wih ILI should stay home (or be set home if they develop symptoms while at the facility), and remairi at home for 7 days or
until 24 hours after symptoms resolve, w1 chever is longer.

If therz is ILI in the facil tv, cencel internal group gatherings and stagger group meals and other activities to provide more personzl
space between individuals. Consider temporarily suspending visitation or modifying visitation programs, when appropriate.
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CASE MANAGEMENT

Case management activities will involve;

O

Create isolation areas for case management in COVID-19 dssignated hospitals

Strengthen NIC - Reference laboratory to handle s ispectec COVID-1¢ samples

Provision of viral taking sets and transportation kits

Procure respirators (Intermittent Positive Pressure Respirators)

Procure pharmaceutical and non-pharmaceutical supplies for supportiva zase management

Distribution of all supplies to targeted areas

Diagnostic Algorithm to be put in a poster format fo- use at screening pai~t and OPDs and distributed accordirgly

Management should be at source mast recommended to minimize spread,

SOPs for home management - keep minimal contact with people.

SOPs for health workers - have surgical masks when in working environment, retrain them on bio-safety when dealing with the patient,
work in well ventilated environment, should contac: DSRU o~ NIC, the local edministration should be informed advise patient on self-
quarantine (5 -7 day after onset of symptoms) but hospitalize severe cases - take sample, serve verity of disease not as highlighted —
in public and media.

PPE should be available to all health workers — ministry

Strengthen critical care capacity by increasing access to oxygen, closed sJct on systems, availability of ventilation site and equipment
and enable internet connectivity to assist medical p=rsonnel communicate or patient management issues in real time.
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Clinical management of severe acute respiratory infection when COVID-19 is suspected

Introduction

This document is intended for clinicians taking care of hospitalized adult and paediatric patients with severe acute respiratory infection
(SARI) when COVID-19 is suspected. It is not meant to replace clinical judgmerit or specialist consultation but rather to strengthen clinical
management of these patients and provide up-to-date guidance. Best practicas for SARI including IPC and optimized supportive care fcr
severely ill patients are essential.

Sections in this Document:

1. Triage: recognize and sort patients with SARI

2. Immediate implementation of appropriate infection prevention and contro (IPC) measures

3. Early supportive therapy and monitoring

4. Collection of specimens for laboratory diagnosis

5. Manzgement of hypoxemic respiratory failure and acute respiratory distress syndrome (ARDS)
6. Manzgement of septic shock

7. Prevent on of complications

8. Specfic anti-nCoV treatments

9. Special considerations for pregnant patients

10. Direction on self-quarantine

Pre-Hospital Triage through the National and County Hotlines

The initial triage of patients will happen through the hotline (719). Patients with suspected COVID will be advised through the national an
county Fotlines on which designated facilities to present to. These facilities will have PPE and the HCWs will be trained to receive and
handle these patients. Patients will be brought to hospital through the ambulance service or through safe fransporzation.
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Pour: of Entry

Seff-initiated ' or Clinician-initiated? Concem Over COVID-19

Contact National Call Centre®

Does the person fit COVID-19 case
definition?
National Call Centre contacts Courtty Rapid
Response Team*

County Rapid Respornse Tearn Visits Person

Does the person fit COVID-19 case
definition?

Symptoms MILD or SEVERE?

Self-Isolate unless symptoms worsen®

Reassure/
Refer the person to nearest health facility

Transfer to nearest Capable Containment
Unit' Manage v/hile awaiting test result®’

Contact Tracing®
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Case Definition for Novel Coronavirus Disease (COVID-19)*

The case ce™nition is based on the current information available and may be revised as new information becomes available

Suspect case
A. A patient with any acute respiratory iliness (fever or cough or shortness of breath) AND
« A history of travel to a foreign country during the 14 days prior to symptom onset, or

» Having been in contact* with a confirmed or probable case of COVID-19 (see definition of contact) in the 14 days pror tc
symptom onset.
3. A patient with severe acute respiratory illness (fever or cough or shortness of breath; AND requiring hospitalization) AND in
{~e absence of an alternative diagnosis that “ully explains :he clinical presentation.

Probabla case:

A. A suspect case for whom testing could not be performed for any reason or
B. A suspect case for whom testing for 2019-nCoV is inconclusive

Confirmed case:

A person with laboratory confirmation of COVID-13 infection, irrespective of clinical signs and symptoms

*Definitions of a contact:

A contact is a person who experienced any one of the following exposures during the 2 days before and the 14 days after the onset of symptoms of a probzble cr

confirmed case. Close contact is defined as:

+ Wor<ing tcgether in close proximity or sharing the same environmet with a COVID-19 patient

+ Face-to-face contact within one meter and for more than 15 minutes

+ Travelling toget~er with a COVID-19 patient in any kind of conveyance

* Livirg in the same household as a COVID-19 patient

+ Health care associated exposure, including providing direct care for COVID-19 patients, working with health care workers infected with COVID-1¢
visiting patierts or staying in the same close environment as a COVID-19 patient



F

Note: for confirmed asymptomatic cases, the period of contact is measures as the 2 days before through the 14 days after the date on which t-e sample was taken
with |2d to confirmation

Triage patiznts and start emergency treatments based on disease sevarity.

NB:

COVID-19 may present with mild, moderate, or severz iliness; Ihe latter includes severe pneumonia, ARDS, sepsis and sepric shock. Early
recognition of suspected patients allows for timely initiation of IPC. Early identification of those with severe manifestasions allows for
immediate optimized supportive care treatments anc safe, rapid admission (or referral) to intensive care unit according tc institutional or
naticnal protocols. For those with mild iliness, hospitzlization may not be required unless there is concern for rapid deterioration. All patients
discharged home should be instructed to return to hespital if they develop any worsening of illness.

IMMEDIATE IMPLEMENTATION OF APPROPRIATE IPC MEASURES

Hov: to implement infection prevention and control measures for patients with suspected or confirmed COVID-19
At triage:
0 Give suspect patient a medical mask and direct patien: to separate area, an isolation room if available.
Keep at least 1meter distance between suspected patiznts anc other patients.
Instruct all patients to cover nose and mouth with tissuz or flexed elbow during coughing or sneezing
Perform hand hygiene after contact with patient or patiznt environment
Parents/caregives need to support their chilcren in maintaining cough hygiene by ensuring the child wears the mask or if the child
becomes irritable end unable to tolerate the mask, the aarznt/caregiver should ensure they provide tissue fer the child coughs into.
Parents should esure they guide hand wash ng for yo.ng children using soap and water.

OO g o
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Apply droplet precautions:

Droplet precautions prevent large droplet transmission of respiratory viruses.

Use a medical mask if working within 1-2 metres from the patient.

Place patients in single rooms, or group together those with the same etiological diagnosis.

If an eiological 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 ey protection (face-
mask or goggles), because sprays of secretions may occur.

Limit patient movement within the institution and ensure that patients wear medical masks when ottside their rooms and that
patients’ clean hands frequently either by washing with soap and water or use an alcohol hand rub.

Apply contact precautions:

Droplet and ccntact precautions prevent direct or indirect transmission frem conact with contaminated surfaces or equipment (i.e. contact
with contaminated oxygen tubing/interfaces).

Use PPE (medical mask, eye protection, gloves and gown with hood) when entering room and remove PPE when leaving.

If poss ble, use either disposable or dedicated equipment (e.g. siethosccpes, 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 hand es and light switches).
Ensure adequate room ventilation.

Avoid movement of patients or transportation.

Perform hand hygiene after touching each patient or patient environmant.
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Apply airborne precautions when performing an aerosol generating procedure:

Ensure that healthcare workers obtaining nasopharyngeal swabs, performing dental procedures and pe-fcrn
procedures (i.e. open suctioning of respiratory tract, intubation, bronchoscopy, cardiopulmonary resuscitat
gloves, long-sleeved gowns, eye protection, and fit-tes:ed partizulate respirators (N95 or equivalent, o~ kig
(The scheduled fit test should not be confused with user seal check before ezch use.)

When possible, use adequately ventilated single rooms when performing aerosol-generating procecu
pressure rooms with minimum of 12 air changes per hour or at east 160 litres/second/patient in facilities w

1 Avoid the presence of unnecessary individuals in the rcom.

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

ning aerosol-generating
on) Lse PPE, including
her level of protection).

res, meaning negative
th natural ventilation.
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Clinical syndromes associated with COVID-19

'Uncomplicatec illness

-Mild pneumonia

Severe pne monia

Critical cases

-exclude some pulmonary complications.

~» Patients with uncomplicated upper respiratory tract viral infection, may have nr.m-specific
symptoms such as fever, cough, sore throat, nasal congestion, malaise, headache, muscle pain or

malaise.
'+ The elderly and immunosuppressed may present with atypical symptoms.
~» These patients do not have any signs of dehydration, sepsis or shortness of bt

"+ Patient with pneumonia and no $igns 0° severs pneumonia.

eath

» Child with non-severe pneumonia has cough or difficulty breathing + fast breathing: fast breathing (in

breaths/min)

| Adolescent or adult: fever or suspectec respiratcry infection, plus one of respiratory rat
severe respiratory distress, or Sp02 <93%

e >30 breaths/min

Child with cough or difficulty in breathirg, plus at least one of the following: central cyahosis or SpO2 < 90%;
severe respiratory distress (e.g. gruntirg, very severe chest indrawing); signs of pneumonia with a general

“danger sign: inability to breastfeed or drink, lethargy or unconsciousness, or convulsior

1s (15). Other signs of

pneumonia may be present: chest indrawing, fast breathing (in breaths/min): < 2 months: = 60; 2-11 mor ths:

> 50; 1-5 years: 2 40 (16). While the diagnosis is made on clinical grounds; chest ima

Cases meeting any of the following critzria:
+ Respiratory failure and requiring mechanical ventilations
« Shock

+ Other organ failure that requires ICU care

ging may identify or
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Acute Respiratory

' Distrass Syndrome

* Onset: within 1 week of a known clinical insult or new or worsening respiratory sympioms.

= Chestimaging (radiograph, CT scan, or lung ultrasound): bilateral opacities, not fully exp ained by volume

overload, lobar or lung collapse, or nodules.

+ Origin of pulmonary infiltrates: respiratory fai'ure not fully explained by cardiac failure or f uid overload. Need
objective assessment (e.g. echocardiography) to exclude hydrostatic cause of infiltrates/oedemna if no risk
factor present. .

Oxygenation impairment in adults:
» Mild ARDS: 200 mmHg < Pa02/Fi02a < 300 mmHg {with PEEP or CPAP = 5 cmk20, or non-
ventilated)
* Moderate ARDS: 100 mmHg < Pe02/Fi02 < 200 mmHg (with PEEP = 5 cmH20, or non-ventilatad)
» Severe ARCS: Pa02/FiO2 < 100 mmHg (with PEEF 25 cmH20, or non-ventilated)
* When Pa02 is not available, SpO2/Fi02 < 315 suggests ARDS (including in non-ventilated patients).

- Oxygenation impairnent in children: note Ol = Oxygenation Index and OSI = Oxygenation ndex using Sp02.
- Use PaO2-based

* metric when available. If PaO2 not available, wean FiO2 to maintain SpO2 < 97% to calculate OSlor
SpO2/FiQZ ratio:

* Bilevel (NIV or CPAP) = 5 cmH2C via full face mask: PaO2/Fi02 < 300 mmHg or SpO2/Fi02 < 264

* Mild ARDS {invasively ventilated): 4 <Ol <8 0or5< 08l < 7.5

* Moderate ARDS (invasively ventilated): 8 <Ol <16 or 7.5 < 0SI < 12.3

* Severe ARDS (invasively ventilated) Ol = 16 or OSI = 12.3.



Sepsis -Adults: life-threatening organ dysfunction caused by a dysregulated host response to
 infection, with organ dysfunction*.
Signs of organ dysfunction include: altered mental status, difficult or fast breathing, low

suspected or proven

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 hype

bilirubinemia.

Children: suspected or proven infection and 2z SIRS criteria, of which one must be abnormal temperature or

white blood cell count

| Septic shock '+ Adults: persisting hypotension despite volume resuscitation, requiring vasopressors
mmHg and serum lactate level >2 mmol/L.

0 maintain MAP =65

* Children (based on [ 12]): any hypotension (SBP 2 SD below normal for age) or 2-3 of the following: altered '

mental state; tachycardia or bradycardia (HR 160 bpm in infants and HR 150 bpm in
capillary refill (>2 sec) or warm vasodilation with bounding pulses; tachypnea; mottle
purpuric rash; increased lactate; oliguria; hvperthermia or hypothermia

Septic shock — Tachycardia definition for infants Heart rate > 160bpm child >1year HR
Bradycardia - Infant Heart rate <80bpm; child >1year HR <50bpm

children); prolonged
d skin or petechial or

>150bpm

Abbreviations: AR, acute respiratory infection; BP, blood pressure: bpm, beats/minute; CPAP, continuous positive airway pressure; F
oxygen, MAP, mean arterial pressure; NIV, noninvasive venti ation; Ol, Oxygenation Index; OSI, Oxygenation Index using Sp02; Pa02
oxygen; PEEP, positive end-expiratory pressure; SBP, systolic blood pressure; SD, stzndard deviation; SIRS, systemic inflammatory re
oxygen saturation. APRV, airway pressure release ventilation; *If altitude is higher than 1000m, then correction factor should be calcula
». Barometric pressure/760

02, fraction of inspired
partial pressure of
sponse syndrome; SpO2,
iied as follows: PaO2/Fi02
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Collection of specimens for laboratory diagnosis

O

NB:

Collect specimens from the upper respiratory tract (URT nascpharyngeal and oropharyngeal) AND, where clinical suspicion
remains and URT specimens are negative, collect specimens from the lower respiratory tract when readily available (LRT;
expectorated sputum, endotracheal aspirate, or broncho-alveolar lavage in ventilated patient) for SARS-CoV-2 testing by RT-PCR
and bacterial stains/cultures.

Collect blood cultures for bacteria that cause pneumonia and sepsis, ideally before antimicrobial therapy. DO NOT delay
antimicrobial therapy to collect blood cultures.

Use appropriate PPE for specimen collection (droplet and zontact precautions for URT specimens; airborne precautions for LRT
specimens). When collecting URT samples, use virel swabs (ster le Dacron cr rayon, not cotton) and viral transport media. Do not
sample the nostrils or tonsils. In a patient with suspected SARS-CoV-2, especially with pneumonia or severe illness, a single URT
sample does not exclude the diagnosis, and additional URT and LRT samples are recommended (vs. URT) samples are more likely
to be positive and for a longer period. Clinicians may elect to collec: only LRT samples when these are readily available (for example,
in mechanically ventilated patients). Sputum induction shotld be avoiced due to increased risk of increasing aerosol trarsmission.
Dual infections with other respiratory viral infections have been found in SARS and MERS cases. At this stage we rieed detailed
microbiologic studies in all suspected cases. Both URT and LRT specimzns can be tested for other respiratory viruses, such as
influenza A and B (including zoonotic influenza A), respiratory syncytiel virus, parainfluenza viruses, rhinoviruses, adenoviruses,
enteroviruses (e.g. EVD68), human metapneumovirus, and endemic haman coronaviruses (i.e. HKU1, OC£3, NL63, and 229E).
In hospitalized patients with confirmed COVID-19 infection, repeat URT ard LRT samples should be collectad to demonstrate viral
clearance. The frequency of specimen collection will depend on local circumstances but should be at least after 7 days until there
are two consecutive negative results (both URT and LRT samples if both are collected) in a clinically recovered patient at least 24
hours apart. If local infection control practice requires two negative results before removal of droplet precautions, specimens may
be collected as often as daily
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Management of mild COVID-19: symptomatic treatment and monitoring

Patienzs with mild disease do not require hospital inzerventions, but isolatior: is necassary to contain virus transmission. This will initially
be done in hospital if there are only sporadic cases or small clusters. If the nunbe- of cases increases then facilities should be identified
for isolation of mild cases outside of the hospitals.

Provide parients with mild COVID-19 with symptomatic treatmant such as & tipyretics for fever e.g. paracetamol 500mg -1gm TID for
edults and for children 10-15mg/kg TID

Counsel petients with mild COVID-19 about signs and symptoms of complicated disease. If they develop any of these symptoms, they
should see< urgent care through national referral systems.

Manzgement of children

0

Reassure parents and involve them in caring for their child, most children wiill have mild symptoms - much milder than those seen
in adults.

Be extra-vigilant in children with pre-existing conditions (e.g. long-term respiratory conditions, immunocomp-omise from disease or
treztment and cyanotic heart disease) but reassure parents that the risks of co-morbidities are much greater in adults than children.

Chest x-rays, bloods, and blood gases are not routinely indicated. Consider these only in children with persistent fever, altered fluid
balance, signs of liver dysfunction, or respiratory failure.

Although recommended in some adult studies, the following medical treatments are likely to have more side-effects than beneficial
effects in children and are not routinely indicated: bronzhodilators, systemic steroids, antibiotics, antivirals, and diuretics.

Escalate respiratory support as per the respiratory falure pathway — do not use high flow nasal cannula oxygen if the child is
saturating adequately with low flow oxygen.
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Management of severe COVID-19: oxygen therapy and monitoring

Early supportive therapy and monitoring:
a.

Give supplemental oxygen therapy immediately to patients with SARI and respiratory distress, hypoxaenjia, or shock. Remarks:
Initiate oxygen therapy at 5 L/min and titrate flow rates to reach target Sp02 290% in non-pregnant adults|and Sp02 =92-95 % in
precnant 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 Sp02 294%; otherwise, the target SpO2
is 29C%. (All areas where patients with SARI are cared for should be equipped with pulse oximeters, functioning oxygen systems
and c sposable, single-use, oxygen-delivering interfaces (nasal cannula, simple face mask, and mask Th reservoir bag). Use

contact precautions when handling contaminated oxygen interfaces of patients with COVID-19.

Use conservative fluid management in patients with SARI when there is no evidence of shock because aggressive fluid
resuscitation may worsen oxygenation, especially in settings were there is limited availability of mechaniéal ventilation.

Give empiric antimicrobials to treat all likely pathogens causing SARI. Give antimicrobials within ong hour of initial patient
assessment for patients with sepsis. The recommended antitiotics for a patient with SARI coming from the community would
incluce Amoxicillin 1gm TID or Amoxicillin-clavulanic acid 625mg BD PLUS erythromycin 500mg BD or agithromycin 500mg OD
or Clarithromycin 500mg BD (Paediatric dosing - Amoxicillin DT mild infection 25mg/kg/dose BD or severe infection 40-
45mgrkg/dose BD or Amoxicillin-clavulanic acid 25-30mg/kg/day BD PLUS erythromycin 30-50mg/kg/day TID or azithromycin
100mg/kg) 1

D2 not routinely give systemic corticosteroids for treatment of viral pneumonia or ARDS outside of clinic

indicz-2d for another reason. |

Monitor patients with COVID-19 for signs of clinical deterioration, such as rapidly progressive respiratory| failure and sepsis and
respond immediately with supportive care interventions.
Haenr atology and biochemistry laboratory testing and ECG should be performed at admission and as clinically indicated to monitor
for complications, such as acute liver injury, acute kidney injury, acutz cardiac injury, or shock.
For pregnant patients, once the pregnant woman has been resuscitated and stabilized then fetal monitoring should be done

| trials unless they are
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NB: Although the patient may be suspected to have COVID-19 adminis-er appropriate empiric antimic-obia
identification of sepsis. Empiric antibiotic treatment should be based an the clirical diagnosis (community-acquired p
associated pneumonia [if in“ection was acquired in healthcare sztting], or sepsis’, local epidemiology and susceptit
guidelines. Empiric therapy includes a neuraminidase inhibitor far treatment of irfluenza when there is local circulati
including travel history cr exposure to animal influenza viruses. Empiric therapy should be ce-escalated on the basis
and clinical judgment.

During intensive care management of SARI determine which chronic therapies should be continued and which thera

s within ONE hzour of
neumonia, health care-
lity data, and trea-merit
on or other risk fastors,
of microbiology results

pies should be stzpped

temporarily. Communicate proactively with patients and families anc provide support and prognostic informatio. U
values and preferences regarding life-sustzining interventions.

Management of critical COVID-19: acute respiratory distress syndrome (ARDS)

pderstand the petient's

Recognize severe hypoxemic respiratory failure when a patient with respiratory distress is failing to respond to standard oxygen therapy

and prepare to provide advanced oxygen/ventilatory support.

Patients may continue to have increased work of breathing or hypoxemia even when oxygen is del veref via a face mask with

reservoir bag (flow rates of 10-15 L/min, which is typically the minirum flaw required to maintain bag infl

tion; FiO2 0.60-0.95).

Hypoxemic respiratory failure in ARDS commonly results from intrepu monary ventilation-perfusion mismatch or shunt and Lsually

requires mechanical ventilation.

Endotracheal intubation should be performed by a trained and experiencec provider using airborne precautions and rapid sequence.

Patients with ARDS especially young children or those who are obzse cr pregnant, may desaturate quickly
oxygenate with 100% FiO2 for 5 minutes, via a face mask with reservcir bag. Rasid-sequence intubation
airway assessmznt that identifies no signs of difficult intubation.

during ntubation. Pre-
is appropriate after an




The following recommendations pertain to mechanically ventilated adults and paediatric patients with ARDS.

Implement mechanical ventilation using lower tidal volumes (4-8 mL/kg precicted body weight, PBW) and lower inspiratory pressures
(plateau pressure < 30 cmH20).

» Remarks for adults: This is a strong recommendation from a clinical guideline for patients with ARDS, a1d is suggested for patients
with sepsis-induced respiratory failure who do not meet ARDS criteria. The iritial tidal volume is 6 mL/<g PBW; tidal volume up to
8 mL/kg PBW is allowed if undesirable side effects occur (e.g. dyssynchrony, pH < 7.15). Permissive hypercapnia is permitted.
Ventilator protocols are available. The use of deep sedation and iritial neuromuscular blockade may be required to control
respiratory drive and achieve tidal volume targets.

Remarks for children: In children, a lower level of plateau pressure /< 28 cmH20) is targeted, and lower target of pH is permitted
(7.15-7.30). Tidal volumes should be adapted to disease severity: 3-6 mL/kg PBW in the case of poor respiratory system
compliance, and 5-8 mL/kg PBW with better preserved compliance.

In adult patients with severe ARDS, prone ventilation for 12-16 hours per day is recommended.

Remarks for adults and children: Application of prone ventilation is strcngly recommended for adult patients and may be
considered for paediatric patients with severe ARDS but requires sufficiert human resources and expertise to be performed
safely; protocols (including videos) are available (https:/www.nejm.org/dai/full/10.1056/NEJMoa12141J3).

There is little evidence on prone positioning in pregnant women. Pregran- women may benefit from being olaced in the lateral
decubitus position.

Use a conservative fluid management strategy for ARDS patients without tissus hypoperfusion.

In patients with moderate or severe ARDS, higher PEEP instead of lower PEEF is suggested and prone positicning with APRV
recommended.

» PEEP ftitration requires consideration of berefits (reducing atelectrauma znd improving alveolar recruitment) vs risks (end-
inspiratory overdistension leading to lung injury and higher pulmonary vascular resistance). Tables are avzilable to guide PEZP
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titration based on the FiO2 required to maintain SpO2. In younger children, maximal PEEP rates are 15 cmH20. Although high
driving pressure (plateau pressure - FEEP) may more accurately predict increased mortality in ARDS compared with high tidal
volume or plateau pressure, data from RCTs of ventilation strategies that target driving pressure are not currently available.

« Arelated intervention of recruitment manoeuvres (RMs) is delivered as episodic periods of high continucus positive airway pressure
(CPAP) (30-40 cmH20), progressive inzremental increases in PEEP with constant driving pressure, or high driving pressure;
considerations of benefits vs risks are similar. Higher PEE> and RMs were both conditionally recommended in a clinical practice
guideline. For PEEP, the guideline cons'dered an individual patient data meta-analysis of three RCTs. However, a subsequent
RCT of high PEEP and prolonged high-pressure RMs showed Farm, suggesting that the protocol in tris RCT should be avoided.
Monitoring of patients to identify those who respond to the initial application of higher PEEP or a differert RM protocol and stopping
these interventions in non-responders are suggested.

In patients with moderate-severe ARDS (Pa02/FiO2 < 150), neuromuscular blockade by continuous infusion SHOULD not be routinely
used as may result in myopathy.

» A trial found that this strategy improved survival in adult patients with severe ARDS (PaO2/FiO2 < 150) without causing significant
weakness, but results of a recent larger trial found that use of neuromuscular blockade with high PEEP stratzgy was not associated
with a survival benefit when compared with a light sedation strategy without neuromuscular blockade. Continuous neuromuscular
blockade may still be considered in patients with ARDS, both adulis and children, in certain situations: ventilator dyssynchrony
despite sedation, such that tidal volume limitation cannot be reliably achieved; or refractory hypoxemia or hypercapnia.

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 t ibe when disconnection is required (for example, transfer to a transport
ventilator).

The following recommendations pertain to adu't and paediatric patients with ARDS who are treated with non-invasive or high-flow oxygen
systems.

O High-flow nasal oxygen (HFNO) should be used only in selected patiants with hypoxemic respiratory failure.
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0 Non-invasive ventilation (NIV) should be used only in selecled patients with hypoxemic respiratory failure.

mM

0 Petients treated with either HFNO or NIV should be closely monitored for clinical deterioration.

« Adult HFNO systems can deliver 60 L/min of gas flow and FiO2 up to 1.0. Paeciatric circuits generally only handle up to 25 L/min,
end many children will require an adult circuit to deliver adeqJaze flow.

« Because of uncertainty around the potential for aerosolizat on, HFO, NIV, including bubble CPAP with viral filters, should be used
with airborne precautions until further evaluation of safety can be completed.

» Compared with standard oxygen therapy, HFNO reduces the need for intubation. Patients with hypercapnia (exacerbation of
obstructive lung disease, cardiogenic pulmonary oedema), hemodynamic instability, multiorgan failure, or abnormal mental status
should generally not receive HFNO, although emerging data suggest that HFNO may be szfe in patients with mild-moderate and
non-warsening hypercapnia. Patients receiving HFNO should be in a monitored setting and cared for by experienced personnel
capable of performing endotracheal intubation in case the patient acutely deteriorates or does not improve after a short trial (about

1 hour). Evidence-based guidelines on HFNO do not exist, and reports on HFNO in patients infected with other coronaviruses are
limited.

Clinizal management of severe acute respiratory infection (SARI) when COVID-19 disease is suspected: Interim guidance

- Fatients receiving a trial of NIV should be in a monitored settirg and cared for by experienced personnel capable of performing
endotracheal intubation in case the patient acutely deteriorates or does not improve after a short trial (about 1 hour). Patients with

hazemodynamic instability, multiorgan failure, or abnormal mental status should NOT receive NIV in place of other options such as
invasive ventilation.

« In situations where, mechanical ventilation might not be available, bubble nasal CPAP may b2 used for newaorns and children with
savere hypoxemia.
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Prevention of Complications

Anticipated Qutcome

Reduce days of invasive
mechanical ventilation

Reduce incidenze of ventilator
associated pneumonia

Reduce incidence of venous
thromboembolism

Reduce incidence of catheter
relzted bloodstream infection

Reduce incidence of pressure
ulzers

Reduce incidence of stress
ulcers and gastrointestinal
bleeding

Interventions

Use weaning protocols that include daily assessment for readiness to breatne spontaneously
Minimize continuous or intermittent sedation. targeting specific titration endpoints (light sedation
unless contraindicated) or with daily interruption of continuous sedative infusions

Oral intubation is preferable to nasal intubation in adolescents and adults * Keep patient in semi-
recumbent position (head of bed elevation 30-45°) « Use a closed suctioning system; periodically drain
and discard condensate in tubing * Use a new ventilator circuit for each patiznt; once patient is
ventilated, change circuit if it is soiled or damaged but not routinely « Changz heat moisture exchznger
when it malfunctions, when soiled, or every 5-7 days

Use pharmacological prophylaxis (low molecular-weight heparin [preferred if available] or heparin
5000 units subcutaneously twice daily) in adol2scents and adults without contraindications. For those
with contraindications, use mechanical prochylaxis (intermittent pneumatic comaression devices).

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 ramove catheter if no longer needed

Turn patient every two hours
Give early enteral nutrition (within 24-48 hours of admission) « Administer h stamine-2 receptor
blockers or proton-pump inhibitors in patien:s with risk factors for Gl bleeding. Risk factors for

gastrointestinal bleeding include mechaniczl ventilation for 248 hours, coaglopathy, renal
replacement therapy liver disease, multiple comorbidities, and higher organ failure score
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L‘\ Reduce incidence of ICU- Actively mobilize the patient early in the course of illness when safe to do so
related weakness

SPECIFIC ANTI-SARS-COV-2 TREATMENTS

Multiple clinical trials are ongoing or planned to assess the activity of various drugs in COVID-19. There is insufficient evidence to
strongly recommend a particular drug.

There have been recent reports on the role o° ¢t croquire and hydroxychloroquine in management of COVID 19. One small
study reported that hydroxychloroguine alone or in combination with azithromycin reduced detection of SARS-CoV-2 RNA in
upper respiratory tract specimens compared with 3 non-randomized control group but did not assess clinical benefit.

Recommendation:
» No antiviral treatment for patients witt m id disease

» For patients with severe disease or wto are rapidly deteriorating, in addition to the management described above,
consideration may be given to addirg 1ydroxychicroquinz (Dose of 400mg BD on day 1 followed by 200mg BD on days 2-
8);

Ncte that this is not a strong recommendation and may change s more data from clinical trials becomes available
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Special considerations for pregnant patients

Precnant women with suspected or confirmed COVID-19 should be treated with supportive therapies as descri

bed above, taking intz

acccunt the physiologic adaptations of pregnancy. The use of investigational therapeutic agents outside of & regearch study should bz

quided by irdividual risk-benefit analysis based on potential benefit for motrer and safety to fetus, with consult

ation from &n obstetric

specialist and ethics committee. Emergency delivery and pregnancy te'mination decisions are challenging and based on many factors:
gestational age, maternal condition, and fetal stability. Consultations with odstetric, neonatal, and intensive care specialists (depending 01
|

the condition of the mother) are essential.

Guidance on discharge and de-isolation of patients with COVID-19

* SARS-CoV-2 virus can initially be detected 24-48 hours prior to symptom onset in upper respiratory tract samples; the virus can persist
for 7-12 days in moderate cases and up to 2 weeks n severe cases (WHO mission to China Report) [1]. Pro onged viral shedding of us

to 22 days has been noted in children even after milc infectians.

* Mild cases can be managed from home as long as they are able to self-isolate I self-isolation is not possitl
admitted for 14 days

How to move from the hospital:

Patient should be picked by only one person who should wear a mask.
Sit on the back-left seat of the vehicle (do not sit on the co-driver's seat)
Not have any physical contact with the driver W

e, then they should be
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If one is to self-isolate, then they must stay at home and not move out of their home for a period of 14 days and:

[ While at home stay away from others. If possible, should stay in a spesific room with adequate venilation and use a separate
bathroom. If sharing bathroom facilities then this should be disinfected regularly using household disinfectant or soap and water

1 Wash hands often with soap and water for 20 seconds.

0 Avoid sharing personal household items. After using personal items, such as silverware, dishes, towels, sheets and more, wash
thoroughly with soap and water.

[ Cover mouth and nose with a tissue when you cough and s1eeze and then throw it into the trash.

[ Wear a surgical mask.

0 The rest of the family should be advised to minimize contact with the patient and to wear a mask if coming in to contact. They
should frequently wash hands with soap and water

Patients admitted can be discharged from the facility if:

7 Symptoms have resolved
1 They are able to self-isolate as indicated above

Viral Clearance
Where capacity allows, viral clearance should be defined as:
Resolution of symptoms
0 Two documented negative Viral PCR tests in 2 respiratory samples collected at least 24 hours apart. Repeat testing to determine
viral clearance should be repeated at least 10 days after diagnosis provided that all symptoms have resolved
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General considerations for health facilities: 3

Identify a room where individuals suspected to have COVID-19 can be isolzted prior to being transferred to an isoFLtion facility.

|
|
facilities should identify and train personnel who will take care of patients with COVID-19, all the staff in th:b facility should be

sensitized on COVID-19, facilities should also ensure they identify clinical or lab personnel that are trainedi on sample
collection. -

Set up a triage station near the entrance to the facility and follow the triage guidance given above

[solation

Hospitals should identify a comfortable location where ealth care personnel can stay for periods of quarantine and isolation.
Hospitals should reduce crowding at their facilities. Possible ways of doing this include: #
Reducing number of patients attending elective clinics by proper triage !
Reducing elective surgeries

Only admitting patients who require in-patient care

Reducing number of visitors, a patient can receive to only one per day

Fill out longer prescriptions for patients on stable chronic care

Private outpatient clinics:

0 Reduce number of patients seen in clinic to only those that require urgent or emergency care.
Fill out longer prescriptions for patients on stable chronic care

0 Triage patients on phone - those with respiratc-y symptoms or recenit travel into the country should not come to clinic but should
stay home on self-quarantine and call 719

(1 Ensure all the precautions highlighted below a“e adhered to




.
N Other measures that facilities and private clinics should implement include:

0 Avoid crowding at the patient waiting area ensuring the 1-meter distance between patients is maintained.
[ Ensure the waiting area is well ventilated.
Any over flow of patients should be advisec to wait outside 1 an open sgace until their appointment time arrives.

0 Asanitizer must be present at the entrance of the waitirg area with a minimum of 70% alcohol and should be used by each patiert
entering the waiting area.

 The clinicians, nurses and receptionist staff must avoid sha<ing hands w th the patients and each other.
1 Encourage use of electronic money transfer services fcr payment of clinical services

[ The clinician must wash his hands thoroughly with soap and water following the d handwashing before and after coming into contact
with each patient.

Frequently decontaminate all surfaces and equipment usinz 0.5% chlorire
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\Q REDUCING RISKS OF TRANSMISSION IN OFHTHALMOLOGY

O Ensure that there is adequate water and soap for Hard washing
O Ensure you sanitize your hands and the tools (including the slit lamps,) used to examine the patient, befare and after examining the paients.

O Always when in the hospital/examination room, reain in a face mask, protecting the mouth, nose, with eye protection-googles/shields, besides
usual dust/Lab coat

O Use available material to you/in your context to create a good barrier between the health worker and the Patient, especially while using a slit
Lamp (see Fig. 1) Laminated materials, Transparencies or Old X-ray Films, remember to sanitize the barrier too

0 Where possible use a slit lamp indirect ophthalmoscopy, or use head mounted Light source to do indirect ophthalmoscopy. Encourage minimal
talking when using the slit lamp

O Only Patients with emergency conditions (painful concitions occurring in the last 5 days) should visit the hospitals during this period of Corona
shitdown.

0 Corona Conjunctivitis, may be mild, may be the first marifestation and will need basic antibiotic eye drop or Artif cial Tears.
7 QOut Patient Clinics, Elective Surgical/Medical Procedures preferatly should be deferred till when the situation is under control.
(1 Atthe end of the day, sanitize all the surfaces, including the furniture.

Creating a Slit Lamp Barrier
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Management of Dialysis

This section gives guidance on:

* In‘ection prevention practices within the dialysis unit dur ng the COVID-19 pandemic

* Manzgement of a patient on outpatient hemodialysis wr=n suspected to have CCVID-19 infection
* Manzgement of a patient on outpatient hemodialysis wrzn confirmed to have COVID-19 infection

Dialysis patients are at increased risk of COVID-19 infection as they represent an immunocompromised population. In Kenya, all patients
with end stage renal disease (ESRD) undergo in-patient hemodialysis (HD) and so are constantly exposed to a hospital envircnment,
thereby increasing their risk of infection. Further, a large percentage of the population are above the age of 65 yea-s and herce at greater
ris< of complicated COVID-19 infection.

In Wuhan City, where the COVID-19 viral infection originated, in a sirgle centre in Renmin Hospital, Wuhan University 37 of 230 HD
patients, and 4 of 33 staff members developed COVID-19 infection betwveen 14 January and 17 February 2020. These patients had less
lymphodenia, lower serum levels of inflammatory cytokines and milder clinical disease than described in patients with comorbidities other
than ESRD on HD. Nonetheless, mortality was 16.2% (6 patients) in the HD population within this one month.

MANAGEMENT OF PATIENTS ON DIALYSIS DURING COVID-19 PANDEMIC

In-center HD represents an increased risk of transmission of infection, not only to patients but to their family members, madical staff and
other facility workers.

Information Updates and Group Activities:

A working team consisting of dialysis physicians, nursing staff and tectnologists should receive training in updated clinical kncwledge of
epidem ¢ COVID-19, notification of infection at risk, epidemic preventior tools, and guidelines from the governmen: and hospital aLttority.

Information on travel, occupation, contacts, and clusters history (TOCC) of each medical staff, dialysis patient, their family members, friends
they have been in physical contact with, residents of the same institution, and colleagues at work, will be collected and upcated regularly.

Group activities, including group rounds, group studies, and case discussions will be minimized.
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Itis recommended that staff members have meals at different time to avoid dining together. Hands washed with flowing water before meals.

Precautions:

All patients entering the dialysis facility should be screened a: triage and all appropriate IFC measures put in flace ncluding ensuring that:

Staff shall sel-monitor their symptoms and shal inform the team leader in case they or their family members develop symptom(s;
suggestive of COVID-19 infection.

Patients with susoected or confirmed COVID-19 infection should ideally be admitizd to negative pressure igolation ward of
specified hospitals.

Where this is not possible, for those patients on 14-day sel*-quarantine for possible contact with COVIC-19| the "=ixed Dialysis
Care Model" as below is recommended.

Place of dialysis treatment: patients will continue hemodialysis a: the original herodialysis center and not chang% to another center.

Dialysis shift and persornel: Do not change dialysis shifts and caregiver staff to avoid cross contamination and infect on. Minimize the

relevant contacts.

If patients need vascular access intervention and are sorfirmed or suspected to have COVID-19 should be carried oLt in a designated

room (for example negative pressure room in ICU if available) with necessary protection for medical staff.

Transportation: Fublic transport should not be used. Transpor: personnel and escorts should wear surgical grade or N95 masks throughout.
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Hemodialysis management of suspected or confirmed COVID-19 infected case:

Best efforts must be made to isolate patients with suspected or confirmed COVID-19.

If no separate room is available, patients suspected to have COVID-13 should be cohorted on a designated isolation shift (preferably
the last shift of the day), or dialyzed in a designated COVID-19 facility.

If patients with COVID-19 must be treated at the same time as patients who are asymptomatic, patients who are symptomatic
should be treated in a corner or end-of-row staticn. At least 6 feet cf separation should be maintained befween masked patients

Separate rooms with the door closed may be used if available, except those rooms used for treatment of p tients with hepatitis B.
who are symptomatic and others.

waterproof isolation clothing, hair caps, goggles. gloves and medical masks (FFP2 or FFP3 mask if available) filtering 95 to 99% of
particulate matter and aerosols in inhaled air. Hand hygiene must be strictly implemented: carefully weshing hands with soap and

All personnel involved in the direct care of patients affected by COYID-19 must undertake full protection, mcludmg long-sleeved
water and systematically using alcoholic solutions and disposable gloves.

caring for them together in the section of the unit and/or on the same shift (e.g., consider the last shift of the day). Avoid, however,

Consideration should be given to cohorting mo-e than one patient with suspected or confirmed COVID-19 and the healthcare team
mixing of suspected and confirmed cases.

Healthcare team should be cohorted i.e. sepzrate teams for management of high-risk and low risk patiepts. Only the minimum
number of assigned healthcare team should enter the isolation room/cohort area, all non-scheduled team-m tes should be excluded
at all times.

If a newly confirmed or highly suspected case of novel Coronavirus infection in dialysis centers is identifigd, disinfection must ba
carried out immediately. Areas in close contact with these patients nrust not be used for other patients until|cleared.

waste and disposed accordingly.

The medical waste from confirmed or suspected patients with novel Coronavirus infection must be consijere{d as infectious medical
|
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« [tis not a requirement that patients infected with COVID-19 be treated in an airborne infection isolation room.

Special Considerations:

a. Procedures
Patients who need vascular access surgery should be screened for COVID-19. Operations on patients with confirmed or suspected COVID-
19 infection should be carried out in a designated room with necessary protection for medical staff.
b. Home haemodialysis and peritoneal dialysis
These patients should be assisted at home as far as is possible, using tele — reporting and home visits by h=althcare staff, as deemed
necessary.
c. Dialysis Frequency
 ltcan be considered to decrease the frequency of haemodialysis sessions from three to two times per week in patients 11at tolerae
such a regimen. This could be considered:
» todecrease the need for travelling by taxi / ambulance in case of shortage of such transportation means

» to decrease the chance of dialysis patients getting infecled by travelling back and forth to the dialysis unit

» fo decrease the chance of dialysis patients spreading the infection to the dialysis unit or the hospital to decrease tre need for
supplies of which shortages are expected. (Especially with factories closing down (temporarily) and supply groblems, ycur unit may
‘un into logistical problems with shortage of material needed for dialysis. An early change from three to tvo haemodialysis sessions
oer week in a large part of your dialysis population may help to save material, allowing you to run your dialysis unit as long as
possible).
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Operational strategies for family member znd caregivers

o All the family members living with dialysis patients must follow all the prscautions and regulations given to patients to prevert
person-tc-person and within family transmission of the COVID-19, which inzlude body temperature measurement, good personal
hygiene, handwashing, and prompt reporting of potzntially sick people.

o Dialysis patients, who hzve a family member or caregiver subject to "basic juarantine”, can have dialysis as usual in accordance
during the 14-day period

» When transporting a susoected or confirmec COVID-1¢ infected casz to hospital for hemodialysis, family members should wear a
surgical cr N-95 mask. T1e mode of transport anc the route followed should remain the same

RECOMMENDATIONS FOR DENTAL PRACTICE IN RESPECT TC COVID19 PANDEMIC

Inter'm guidance on infection prevention and ccntrcl during health care is recommended when COVID-19 infection is suspected. Dental
professionals are uniquely exposed to COVID-13 due to r23ular contact with oral m.cosa, and bodily fluids, saliva and blood. Most dental
procedures resuf: in production of droplet and aercsols. whizh can remain suspended in the air for some time before being inhaled or
settling on envircnmental surfaces. Dental professicnals should therefore have an understanding of COVID-19 transmission, detection of
infection and extra precautions required when providing d21tal treatment to avoid contracting or transmitting the infaction.

Provision of routine care

Care should be taken to avoid or m nimize operations thai can produce droplets or aerosols. Routine dental visits should be deferred,
pending advisories from the Ministry of Health. Dental emergencies will con:inue to be managed non-invasively where applicable.
Whe-e procedures must be done, tris shauld be done with prasumption of COVID-9 exposure and appropriate precautions taken. It was
reported that dental practice should be postponed at least 1 month for convalescing patients with SARS. It is unknown yet whether the
same suggestion should be recommended for patients recovered from COVID-19.

Plan ahead

All clinics should have standard operating procedures in pace for handling patierts presenting to the clinic who have been potentially
exposed to COVID-19. Standalone clinics should have a designated space to safely separate the patient potentially exposed to COVID-
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19 from others who may be in the waiting area. This should be an area separated by a door. Clinics within hospitals should be aware of
the designated point for handling suspected COVID-19 exposure. All professionals should be well versed with the country case definition
for COVID-19 infection which may be amended from time to time as the situation evolves.

Evaluation of Patients

Where rossible, patient triaging over the telephone should be done prior to arrival at the clinic. Patients with symptoms of respiratory tract
infection should b2 advised to stay home until the condition resolves.

Where additional history reveals recent travel from a counry with confirmed COVID-19 cases or contact with such individuals should be
advised to call the national hotline 719 for further evaluation. Follow-up on compliance of the advisory to use the hotline should be done.

Where telephone triaging is not possible, dental clinics are recommended to establish precheck triages to measure and record the
temperature of evary staff and patient as a routine procedure. A contact free thermometer is strongly recommended. Precheck staff should
ask patients questions about their health status and history of contact or travel. Patients who have a presentation and/or travel or contact
history suggestive of COVID-19 exposure should be isolated pending transfer to designated hospitals screening COVID-19 cases, or if the
clinic is within a hospital, the designated COVID-19 screening site. For patient transfer, calling the national hotlinz 719 will avail a rapid
response team who will come to evaluate and evacuate the patient. Following the MOH advisory, patients who have been to epidemiz
regicns within the past 14 days, will be quarantined for at least 14 days. Such patients should only be seen to address dental emergencies.

Oral Examination

The current literature suggests that a significant proportion of people infected with COVID-19 are asymptomatic. Preoperative antimicrobial
mouth rinse could reduce the number of microbes in the oral cavity. Chlorhexidine mouthwash has been found to have poor virucidal activity
against cororavirus. A pre-procedure mouth rinse with oxidative agents such as 1% hydrogen peroxide or 0.2% povidone is recommendec.
Intraoral x-ray examination is the most common radiographic technique in dental imaging; however, it can stimulate saliva secretion and
coughing Therefcre, extraoral dental radiographies, such as panoramic radiography is advised.
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Provision of dental care for confirmed COVID-19 infected patients.

= Provision of care for confirmed cases of covid-19 infect on should be restricted to dental emergencies. Appropriate precautions should
be taken to protect the patient and all staff in the ope-atcy and minimize risk of contamination. Strict personal protection measures should
be in place. All personnel should endure handwashing before and after examination, procedures, leaving the patient surroundincs and
after hendling tissue, bodily fluids or contaminated matzrial. Care should be taken by staff to avoid touching their owr eyes, mouth ard
nose.

- PPE for &ll staff in the operatory should include: hair net, disposable gown, face masks and goggles/face shields, surgical gloves anc
waterproof footwear are recommended. Face shields 21d goggles are essential with use of high or low-speed drilling with water soray

- Care sFould be taken to avoid or minimize operations that can produce droplets cf aerosols. Procedures that are li<ely to induce coughing
should be avoided (if possible) or performed cautiously (WHO 2020a). Aerosol-generating procedures, such as the use of a 3-way syringe,
chould te minimized as much as possible. The 4-handed technique is beneficial for controlling infection. The use of saliva ejectors with
low or Figh volume can reduce the production of droplets and aeroscls. Rubber dams and high-volume saliva ejectors can help minimize
aerosol or spatter in dental procedures.

» |" a carous tooth is diagnosed with symptomatic ireversible pulpitis not controlled by medication, pulp exposure could be made with
chemo mechanical caries removal under rubber Jam isolation ard a high-volume saliva ejector after local anesthesia; then, pulp
devitalization can be performed to reduce the pain. ~he filling material can be replaced gently without a devitzlizing agent later according
to the manufacturer's recommendation. Where use of high-sp=ed handpiece is unavoidable it recommended to schedule the procadure
as the last patient in the day to decrease the risk of nosocamial infection. After treatment, environmental cleaning and disinfaction
procedures should be followed. Alternatively, patierts could be treated in an isolated and well-ventilated designated treatment room. or
negativaly pressured rooms if available.

» The treatment planning of tooth fracture, luxation, or avulsion is cependent on the age, the traumatic severiyy of dental tissuz, the
development of the apex, and the duration of tooth avulsion. If the tooth needs to be extracted, if suturing is needed, absorbable suture
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is prafer-ed. For patients with facial soft tissue contusion, debridement and suturing should be performed. It is recommended to rins= the
wound slowly and use the saliva ejector to avoid sprayin3.

« Denta emergencies can occur and exacerbate in a shert period and therefore need immediate treatment. Life-threatening ceses with
oral and maxillofacial compound injuries or infectians should be admitted to the hospital immediately, and chest imaging should b
prascribed if available to exclude suspected infecticn because of the turnaround time for receiving COVID-19 test results. RT-PCR test,
besides beirg time-consuming, needs a labora‘ory with pan-coronavirus or specific SARS-CoV-2 detection capacity.

Recommendations for Dental Education

It is worth advocating to encourage all dental pro“essionals to engage in self-learning, make full use of online resources, and learn zbout
the latest academic developments. With the increased knowledge of viral features, epidemiologic characteristics clinical spectrum, and
trealmant, srrategies to prevent, control, and stop the spread of COVID-19 will continue to be developed.

Conclusion

7 Only dental emergencies should be addressed at all levels until further communication.
. Patients are encouraged to call for consul-ation and only visit the dental clinic on the advice on the den‘al professianal.
1 If & stand-alone clinic does not have enougt room/zapacity to triage and isolate suspected cases, it should desist from operating.

" The dentists working in public dental faciliies should liaise with the hospitals where they are working on how to handle the patients.
|1 the absence of proper PPE as prescribed in the -ext above, they should not handle any patients.

0 I:is the responsibility of the dental practiticner to educate their patients on the risks of undertaking a non-urgent procedure and also
to erscre their safety and the safety of otter patients and staff.
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Considerations for individuals with Diabetes Mellitus

The following Individuals with diabetes are considered most vulnerable:

0

Those with inadequately controlled diabetes mellitus, specifically with a HBA1c reading > 7.6% or thase with recently fluct. ating
sugars.

1 Patients more than 55 years of age.

[ Patients with diabetes and concomitant comorbidities such as heart failure, hypertension, chronic obsfructive pulmonary disease,

chronic kidney disease, cancer and HIV who are al-eady known to have a significant impairment in their immune function.
Specific points relating to diabetes mellitus and COVID-19 infection

It is important to note that those patients living with diabetes who are well controlled with no significant comorbidities have a
significantly lower risk of developing severe complications of COVID-19 and their risk is comparable to that of the ganeral population.
(12)

The risk associated with COVID-19 infection is similar in individuals who have either type 1 or type 2 diabetes excluding other risk
facters such as age, micro and macro vascular complications, comorbidities and glycemic control. (12)

CQOVID-19 infection in individuals who have sither type 1 or tvpe 2 diabetes can put them at a higher risk of developing diabetic
ketoacidosis. The same standard treatment proocol for managing diabetic ketoacidosis as outlined by the American diabetes
association (ADA) is used to treat patients with diabetes who cevelop diabetic ketoacidosis secondary 10 COVID-19 infection (12)

! Inindividuals with Diabetes we recommend the following measures to prevent COVID-19 infection: (12 13)

) Frequent hand washing using the correct technique with water and soap is usually sufficient. If sanitizer is available, it should

contain at least 70% alcohol to be considered effective.

] Social distancing - Keeping a one-meter d stance from individuals in various spaces.

Avoid being in crowded places or group mzefings of more thar 10 people at a time.
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O All utensils and surfaces must be thoroughly cleaned as frequently as possible.

Avoid touching your face.
Only go to the hospital if it is absolutely necessary.

or non-urgent clinical cases, we recommend you contact your health care provider and ensure you get

a reesonable stock of

medication supplies for the next eight weeks. This should be ensured until there is more clarity on the progress of the condition in

the country.

Ensure thet you have current phone contacts of your treatment facility and ensure your family membe-s ha
in the event of any emergency.

Try coughing either into your flexed elbow or a disposable tissue and away from people. Ensure proper and
the used tissues.

Wear a face mask when coming into a crowded health care facility.
Avoid non-zssential local and international travel during this current phase.

Avoid all crowded public areas and social gatherings such as in churches, temples, mosques, as well as en
as clubs, gyms restaurants and bars.

Minimizz the number of visitors coming into your homes especially for those who are considered higt risk
criteria noted above.

Caregivers taking care of patients living with diabetes must always thoroughly wash their hands with the cq
and after coming into contact with them.

Avcid tcuching common surfaces such as handrails, elevator buttons, door handles, counter tops. If you d
or sanitize your hands each time you come into contact with them.

ve this contact as well

immzadiate cisposal of

ertairment areas such

individuals as per the

rrect technique before

) SO, ensure you wash
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Recommendations for doctors’ inpatient and outpatient clinical practice adapted fro

’

2. Where possible, any elective procedures should be postponed till aftzr the pandemic.

Avoid admitting anyone living with diabetes who does 1ot need to be in the inpatient satting to reduce further cont
the inpatient transmission rate is estimated to be as high 41% as noted by

Consult your doctor on pone if you note any form of glycemic variability that is cff the recommended patien

specific blood glucoss

‘argets. In general, the recommended glycemic targets are 5 fo 7 mmol/l for fasting blood sugar arc & to 10 mmol/l for 2-hour

postprandial blood glucose.

=nccurage patients to review patient education material on how to avoid and manage hypoglycemia wit1 their family members and

caregivers. These materials are availab e onlire and can be avaled cn electranic platforms by cliniz sta
preparedness on the part of the patient as well as his/her support system at hore.

f to patients to ensurs

Ensur2 that you have stacked a reasonable sLpply of strips and ensu-e your aluccmeter is well calibrated and in good working

condition.

For thase with type | diabetes ensure that you have ketone strips on standby in the event you find ycu th
hyperglycemia and symptomatology to suggest mpending diabetic ketoacidosis. Contact your cliniciat on
marked hyperglycemia and a ketone reading of > 0.6 mmol/l. If you do not have access to ketone strips, int
sugars remain persistently high.

at you nave persistert
phone in the event cf
orm your doctor if your

m the CDC

act and exposure since

!
3. The strictest hygiene measures and laid down asept ¢ techniques of weund care must be observed when dealing w th ciabetes related
wounds that may need frequent dressing such as diabetic foot or post-surgical wounds.

£. CoronavirJs can survive up to 8 hours on fabric. It is therefore recommended that staff werking in high turnover units such as high
dependency units, accident and emergency, intensive care units, chanotherapy centres and dialysis units wepr scrubs that can be
laundered at the end of the shift to avoid possiblz transmission of infect on to homes of medical personnel.

2. |f outpatient clinics have to coatinuz for those patients who need to be genuinely reviewed ensure the following precautions

Avoid crowding at the patient waiting area ensu-ing the 1-meter distance between pztients is maintained. i

wn
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[ Ensure the waiting area is well ventilated.
O Any ove- flow of patients should be advised to wait outside in an open space until their appointment time arrives.

O Asanitizer must be present at the entrance of the waiting area with a minimum of 70% alcohotand should be used by each patiert
enterinc the waiting area.

0 The clinizians, nurses and receptionist staff must avoid shaking hands with the patients.

O Enccurage use of electronic money transfer servizes for payment of clinical services to avoid coming int contact with currency
notes and coins that are known vehicles of transmssion.

|

The clinician must wash his hands thoroughly with soap and water following the designated 7 steps of handwashing before and
after coming into contact with each patient.

0 We recommend 0.5 % chlorine-based solutions to decontaminate all floors, zlinical surfaces including countertops, desk tops,
tables, cairs.

]

We recammend 0.05% chlorine-based solutions to decontaminate all clinic equipment e.g. stethoscopes, blgod pressure machines
and glucometers to prevent spread of the coronavirus.

1

0 Ensure e clinicians desktop is sanitized as frequently as possible.

) Ensure that the examination couch is decontaminated regularly and draped in linen. Tissue liners should be rolled over the
examination couch and discarded after each patient is examined.

1 Avoid touching your nose, eyes and face.

Ali contacts of confirmed cases should be asked to self-quarantine. The information below should be given to individuals
required to self-quarantine (Appendix 1)
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CONSIDERATIONS FOR OBSTETRICS AND GYNAECOLOGY

The approach to prevention, evaluation, diagnosis, and treatment of pregnant women with suspected COVID-19 should be similar to thzt

in nonpregnant individuals (as described above), with consideration that pregnant women with other potentially se\
infections, such as influenza, severe acute respiratory syndrome (SARS)-CoV, or Middle East respiratory syndrom
appear tc be more vulnerable to developing severe disease.

Itis unknown wheter the virus can be transmitted through breast milk; however, droplet transmission could cccur
during dreastfeeding.

Recommendation:

« A mother with confirmed COVID-19 or who is symptomatic should take all possible precautions to avoid spreadi
infant, including washing her hands before touching the infant and wearing a face mask, if possible, while areas

ere respiratory
e (MERS)-CoV,

through :lose contac:

ng the virus fo her
feeding. If expressing

breast milk with a manual or electric breast pump, the mother should wash her hands before touching any pumg or bottk parts and

follow "ecommendations for proper pump cleaning after each use. If possible, consider having someone who is
exprassed breast milk to the infant.

Elective surgeries

well to feed the

* In asituation where COVID-19 has caused stress on the health care system, it may be advantageous to icentify| and mcdiy surgical
scheduling, inz uding for procedures that are medically indicated, when a patient’'s health and safety woulc not e harmed by suzh

delay.

+ Obstetric ard gynecologic procedures for which a delay will negatively affect patient health and safety should nqt be delayed. This

includzs gynezologic procedures and procedures related to pregnancy for which delay would harm the patient h

ealth.
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APPENDIX 1

Having come in to contact with an individual diagnosed to have COVID-19, you will be required to self-quarantine. This must be
adhered to.

What is quarantine?

Querantine separates and restricts the movement of peapl who were exposed to a contagious disease to see if they become sick. This
means that you reduce contact with other peoplz until the period of cuarantine is over. The aim is to protect you- loved ones ard other
merbers of the public from potentially acquiring an infec-ion Tom you since you may have come into contact with -he disease. This is an
impcrtant public health measure that will be enfo-ced.

How to move around:

I 'You should avoid using public transportation
7 If you use a car:
I You should be picked by only one person 'vho should wear a mask.
1 Sit on the back-left seat of thz vehicle (cc 10t sit on the co-driver's seat)
() Do not have any physical contact with t-e driver

If you are to self-quarantine, then you must stay at home and not move out of your home for a
period of 14 days and:

o While at home stay away from others. If possible, you should stay in a specific room with adequate ventilation and use a s=parate
bathroom. If you are sharing bathroom fazilities then this should be disinfected reqularly using household disinfectant or scap and
water

Wash your hands often with soap and waler for 20 secends.

Avoid sharing personal household items. After using personal iems, such as silverware, dishes, towels, s1eets and more, wash
thoroughly with soap and water.

Cover your mouth and nose with a tissue ‘vhen you coLgt and sneeze and then th-ow it into the trash.
Postpone all non-essential appointments until you are cut of quarantine.
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If you are unable to self-quarantine, then you will be taken to a quarantine facility |

If you develop any symptoms during the period of quarantine (such symptoms may include fever, cough, musc
throat, diarrhoea), then you should call 719 for direction to an isolation facility.

If you are safe y able to present to an isolation facility (in a private vehicle accompanied only by the driver and y
without physical contact with the driver) then you can of on your own, otherwise you will be given further directions

At the facility, you will be evaluated by a health care personnel and a swab o your throat and nose taken for,
appropriate care offered. ‘

We will collect your contact details (name, next of kin, physical address and t=lephone contact) to allow for folloy
yourself quarantine. If at any time you feel you are unable to continue szlf-quarantine then call 719 and you wi
quarar tine fac ity.

Understand that if you break the self-quarantine then you risk exposing your loved ones and other members of the

e pain, headache, sore

pu sit on the back seat
upon calling 719.

labor tory testing and

N-up on the progress of

| be diracted to a self-

ipublic to infection.

Your movements during this period of quarantine may be monitored by ths Mi-istry of Health from time to time.
quarartine, then Ministry of Health officials are authorized to admit you to a quarantine facility.

If your break the self-

Ensure you give correct contact and address information. Please note that t is an offence under the Public F{eaith Act to give false
information r
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By signing this form, you agree to abide by these instructions (failure to agree means you accept to b2
Admitted to a government quarantine facility):

Name: Next of Kin

ID/Passpor: number:

“elephone Number: Next of kin contact

Physical contact:

Signature:
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APPENDIX 2

Guidance for wearing and removing personal protective equipment in healthcarz settings for the care of pa
or confirmed COVID-19

***European Centre for Disease Prevention and Contrcl Technical Report Feb 2020
Before wearing ths PPE for managing a suspected or confirmed COVID-19 case, proper hand hygiene should be 3

Figure 1. Hand hygiene performed using alcohol-based solution

The first PPE to be donned (Figure 2) is the gown. There arz different types of gowns (single use, reusable); tti
reusable long-sleeved water-resistant gown. When using a gown with back closure, as shown below, a second ap
buttoning up the back (Figure 3).

tients with suspected

erformed (Figure 1).

5 quidance presents a
e-ator should assist in
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Figure 2. Danning of a long-sleeved water-resistant gown
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Figure 3. Buttoning up the backside of the gown; performed byan  Figure 4. Wearing of an FFP (class 2 or 3) respirator
assistant

After wearing the gown, it is suggested to proczed with the resairator that protects from the inhalation of droplets and particles. It is
important to perform a fitting test after the respirator has been put on, following the manufacturer's instructions.



W

Figure 5. Fitting the respirator’s metal nose clip Figure 6. Wearing of a face mask (surgical mask)

The metal nose clip needs to be adjusted (Figure 5) and the straps have to be tightened to have a firm and comfortable fit. If you cannot

achieve a proger fit, position the straps crosswise. However, this minor modification could imply a deviation from the recommendations
in the manufacturer's product manual.

If a face mask (surgical mask) is worn as substitution for a respirator (Figure 6), it is important to correctly position it on the “ace ard
adjus: it with tre metal nose clip (Figure 7) in order to achieve a proper fit.
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Figure 7, Fitting the face mask’s metal nose clip Figure 8. Wearing of goggles with textile elastic strap

Once the respirator has been properly positioned, put on the goggles for eye protection. Flace the goggles over the mask's straps and
ensure that the textile elastic strap “its snugly — but riot too tighily (Figures 8 and 9).
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Figure 9. Side view of goggles with an elastic textile strap Figure 10. Wearing of goggles with temples

if goggles w th temples are used, make sure that they are properly positioned and fit well (Figure 10).

After the goggles, the gloves are next. When wearing gloves, it is important to extend the glove to cover the wrist over the gown’s cuffs
(Figure 11). For individuals allergic to latex gloves, an alternative option, for example nitrile gloves, should be available.
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Figure 11. Wearing of gloves

Removing (doffing) the PPE

Wearing the PPE correctly will protect the healthcare worker from contamination. After the patient has been examined, the removal /doffing)

of the PPE is a critical and important step that needs to be carefully caTied out in order to avoid self-contamination because the PPE could
2y now be contaminated.

The gloves are removed first because they are considered a heavily ccntaminated item. Use of alcohol-based Fand disinfectant shoJld be
considered before removing the gloves. The glovas should be removed following eight steps (Figure 12).

Start by (1) pinching and holding the glove (with the other gloved nand; between the palm and wrist area, (2) peeling the glove away from
“he wrist (3) until it turns inside out covering the fingers. With :h= now alf-gloved hand, (4) pinch and hold the fully gloved hand between
*he paim and wrist, (5) peel the glove away from the wrist (6) urtil it tums inside out and covers the fingers. Now that both hands are nalf-
cloved, (7) remove the glove from one hand completely by grabaing the inside part of the glove and peeling it eway from the hand and do
‘he same for the remaining half-gloved hand using the non-gloved hand, while always grabbing the inside part of the glove. Dispose of the
cloves (8) in a biohazard bin.

67 |

-



£¢€

Figure 12. Removal of gloves (steps 1 to 8)

1
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After the removal of gloves, hand hygiene should be performed and a new dair of gloves should be worn to further|continue the doffing
2-0sedure. Using a new pair of gloves will prevent self-contamination. ‘

Wit the new pair of gloves on, the gown should be removed. When using a gown with back closure (as used 1 tht document, a second
02erato- should assist in unbuttoning the backside of the gown (Figure 13). The assistant should wear gloves and a surgical mask, which
n2ed to be removed after opening the gown. Afigr the gloves of the assistant are removed, hand hygiene should b‘a perfarmed using an
alcoholiz solution. After the gown has been unbuttoned, the gown can be removed by the healthcare worker by grabbing the back of the
gown (Figure 14) and pulling it away from the body, keeping the contaminated front part inside the gown (Figure 11).

Figure 13. Unbuttoning of the backside of the gown, performed by T 'gure 14. Removal of gown: grabbing the ba‘:ck of the gown
an assistant

i 69 |



)14

Figure 15. Removal of gown: pulling the gown away from the body

Single-use gowns can now be disposed of; reusable gowns have to be laced in a bag or container for disinfection (Figure 16).
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Figure 16. Placing the gown in a biohazard container for disinfzction

After the gown, tre goggles should be removed and either disposed if they ae s ngle-use, or placed in a bag or corplainer for disinfection.
I order to removz the goggles, a firger should be placed under the textile elastic strap in the back of the head andlthe goggles taken off

as shown in Figure 17. Touching the front part of the googles which can b= contaminated, should be avoided. If goggles with temples are
used, they shoulc be removed as skown in Figure 18.
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Figure 17. Removal of goggles with textile elastic strap '(steps 1t04)




1]

The respirator should be removed next. In order to remove the respirator, a finger or thumb should be placed under the straps in the tack
end the respirator taken off as shown in Figure 19.

The respirator (or the surgical mask) should be disposed of after remroval. I- is important to avoid touching the respirator with the gloves
(except for the elastic straps) during its removal.

Figure 19. Removal of respirator (steps 1 through 4)

The last PPE iters that sho.ld be removed are the gloves. Use of alcohol-based salution should be considered befare removing the
gloves. The gloves should bs removed in accordance with the procedure describec above. After glove removal, hard hyciene should be
parfo'med.
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Figure 20. Removal of gloves

(steps 1 through 8)
1 : X ’

1‘ 2
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APPENDIX 3

Notes on Testing:

All testing and reporting are coordinated by the Head of the Naticnal lab. All requests for testing should be directed to the EQC
aamwmwmwmaﬂmmhﬁﬁﬁ

There are currently 4 labs that can test samples - National Influeza centre &t the National Public Health laboratory (NIC), KEMRI labs in
Nairobi, Kilifi and Kisumu.

Counties and facilities should identify and train clinical and lab personnel to collect samples.

Counties shoulc tdentify and put in place at least 2 RRT teams who should be available to support case investigation, sample collection
and transport to the lab.

For persons calling the Hotline number 719 from home or small health care facilities with no isolation capacity, the county/subcounty RRT
team will respord and send a team to:

[ assess whether the patient meets the case definition
0 Collect a sample and transport to the lab
Transfer patient to an appropriate isolation facility

For private hosgitals in Nairobi, the facility should facilitate collectior and delivery of a sample to the NIC, privae hospitals in the counties
should coordinate with the county RRT team.
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Figure 21: LAB FLOW

Self-initiated’ or Clinician-initiated” Concern Over COVID-19

Meets case definition on triage at facility or by

RRT
Call EOC
Isolate patient NO 0732353535
0729491414
YES .

NIC, KEMRI Nairobi, KEMRI Kilifi,

Sample collection by trained personnel (cliniciar or lab) and KEMRL Kisumu {refer to fab

fill case investigation form

mapping)
Sample packaging and delivery to late by ambulance/
courier
Continue case management as per guidelines - NG Reassure
=3
Results will be communicated to facility by EOC POSITIVE KRN RSO andvref.er UPERES HarageiEn,
guideline
NEGATIVE
Discharge to continue self quarantine at home Contact Tracing‘3
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GUIDELINES ON MANAGEMENT OF COVIp-lg'IN*K “A‘ ;

b1

It has been over a year since Kenya identified the first case of COVID-19 in the countrs. The Government
formed the National COVID-19 task force, which supported the country's response through mlti-sectoral
technical working groups on testing, casc management, risk communication and comumunity c¢ngagement
among others. An earlier version of the COVID case management guideline was released in April 2020 and
capacity building of health care workers on diagnosis and treatment of COVID-19 was quickly carried out, even
as counties prepared themselves by setting up isolation centres and supplies.

As at 18th of July, 2021, we have confirmed 192 758 people to have COVID-19, with 3775 deaths reported.
Through all this, our health care workers are now armed with more knowledge on COVID-19, they have learnt
who is at risk for severe COVID-19, they have learnt what treatment works and, in some cases, what does not
work. We know which public health measures we need to focus on in order to combat the pandemic, and also
have a few more shields in our armament, such as the COVID-19 vaccines.

These consolidated guidelines for the prevention, control and management COVID-19 in Kenya provide
updated recommendations for comprehensive prevention and case management strategies in Kenya. They cover
infection prevention and control measures including the use of vaccines. They also target the diagnosis and case
management of COVID-19. These guidelines come at a critical time, especially since we continue to see several
waves of the pandemic, to build the capacity of health care workers to handle patients with COVID-19 from
their diagnosis, treatment and management.

This has been a collaborative effort bringing together health workers from all sectors-our universities, private
and government facilities managing COVID-19 clients to determine and institute the best practices in their
management.

We look forward to health workers using these guidelines to improve the quality of care given to all Kenyans,
as we strive towards a healthy and productive nation.

R Moo

Dr. Patrick Amoth, EBS

Ag. Director General tor Heaith

Ministry of Health,
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