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1. GUIDELINES FOR THE MANAGEMENT

OF NEUROLOGICAL DISEASES DURING

THE COVID-19 PANDEMIC

Precautions for Neurologists

In this pandemic, cases with COVID-19 can show
with neurological manifestations or develop
neurological complications during the treat-
ment. Neurologists may find these cases in the

clinic, emergency room and in-patient ward.

According to the ‘Technical recommendations
for prevention and control of new coronavirus

infection in medical departments’ developed by
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General Office of the National Health Commis-
sion of the People’s Republic of China and clinical
features of these cases, we suggest the following
precautions for neurologists, especially for those

who are providing services in high-risk areas.

Cautions in Neurology Clinic

1. Neurologists should wear disposable work
caps, medical protective masks, work clothes
such as scrubs, disposable latex gloves and carry
hand sanitizer that has ethanol, hydrogen perox-

ide or sodium hypochlorite.

2. Cases and their companions must have tem-
perature assessed in triage commonly before en-
tering the consulting room. To decrease cross-
infection, companions should avoid entering

the room. Everyone must wear disposable med-
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ical masks.

3. For cases with neurological manifestations
but also highly suspicious of COVID-19, it is sug-
gested that the patient go to a fever clinic first

and be evaluated by a neurologist later.

4. After work, doctors should remove the pro-
tective gear step by step based on the guideline
protocol. It is forbidden to leave the contam-
inated area wearing personal protective equip-

ment for the aim of preventing cross-infections.

Management in Neurological

Emergency and Staffing Acute

Stroke Green Process

1. The protection level in the emergency room

and stroke green process should be at least at
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level 2: wearing working clothes and caps, med-
ical protective masks, goggles/face shields and
disposable isolation gown. When managing sus-
pected or approved cases of COVID-19 or cases
with close contact history, the protection level
should be appropriately raised: wearing med-
ical protective masks, goggles/face shields, dis-
posable medical protective clothing, disposable

latex gloves and long shoe covers.

2. Neurological emergency and stroke green pro-
cess should be exactly separated from common
emergency and fever clinics to ensure no direct

interaction with a case with fever.

3. Doctors should ask cases and their compan-
ions whether they have typical manifestations
of COVID-19, such as fever, sore throat and so
on, within two weeks of exposure or a contact

history with suspected or approved cases. Cases

14
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should have a chest CT at the same time of
having a head CT. In any suspected conditions,
a specialized medical staff should accompany
the case to the fever clinic and perform stroke
triage/emergency treatment in the fever clinic.
The case should be admitted to an isolation
ward after treatment. Cases without suspected
conditions can be admitted to a buffer ward to
receive the next treatment and do more moni-
toring for COVID-19 at the same time. A neurolo-
gist should round on these cases commonly.
Cases will be transferred to the general ward of
neurology only when COVID-19 has been defin-

itely ruled out.

4. Cases who receive thrombolysis or thrombec-

tomy should avoid entering the neurological in-

tensive care unit and should be managed in a

private room first. Health care providers should
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pay close attention to those in isolation. If the
body temperature (monitoring at least for 3
days), blood routine, chest CT and SARS-CoV-2
nucleic acid tests are negative, the case can be
transferred to a semiprivate or multi-person de-

partment.

5. Medical staff treating neurological emergency
and responsible for acute stroke green process
must have a good work/life balance, avoid long
working hours and sleep deprivation. Appropri-
ate trainings and nutritional support are also

very critical to fend off infections.

Management in Neurology Wards

1. During the epidemic period or working in
regions with high risk of COVID-19, medical

staff in general wards should wear disposable
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work caps, medical protective masks and work
clothes. It is suggested that to assess and treat
cases with severe infection in an intensive care
unit (ICU), a team of two should be organized
to enter the regions and depart together. Making
such partnership can help healthcare providers
to look out for and help each other. In case one
medical staff feels ill, which make him unable to
continue to work in the ICU, the other one can

assist.

2. Only one family companion is allowed for
each case, and the companion must have had
the same preliminary evaluations to exclude
COVID-19 before entering the ward. A person at
the entrance of the ward is required to take the
temperature of anyone entering the ward. All
subjects in the ward must wear disposable med-

ical masks to avoid cross infection.
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3. All people in the ward should be assessed with
respect to body temperature routinely. Cases
and their companions should have COVID-19
monitoring evaluation every few days until dis-
charge. Once a case with fever has been detected,
medical staff should notify the prevention and
control team of the hospital immediately, then
assist the treatment, evaluation, isolation and

disinfection of departments.

4.1f a highly suspected subject has been detected

during the assessment, doctors should notify

the prevention and control team and arrange for

an in-hospital COVID-19 specialist visit immedi-
ately. Other cases, their companions and health
care provider who came in contact with should
be separated. The temperature and COVID-19
related manifestations of all contacts should be

closely assessed. The case should be temporarily
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taken to a separate room and then quickly trans-
ferred to the isolation ward or a designated hos-
pital once the diagnosis has been approved. The
space where the case stayed must be disinfected

exactly.




2. GUIDELINES FOR THE MANAGEMENT
OF CARDIAC AND INTERNAL DISEASES

DURING THE COVID-19 PANDEMIC

Recommendations

Diagnostic Recommendations

For cases without any significant cardiovascu-
lar (CV) manifestations and low level troponin
secretion in the absence of hemodynamic in-
stability, we do not suggest routine evaluation

of left ventricular function, and therefore would

not commonly suggest echocardiography dur-

ing acute COVID-19.

This will decrease exposure to health care work-

20
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ers as echocardiography is unlikely to change
treatment significantly in these cases. However,
this strategy may need to be re-assessed on a
case-by-case basis. For cases with hemodynamic
or electrical instability, more than mild troponin
increase or heart failure, more CV evaluation, in-
cluding bedside echocardiography or a point of
care ultrasound (POCUS), should be noted, based
on experience. If the case with suspected or con-
firmed COVID-19 has any specific CV manifest-
ations, ECG abnormalities, arrhythmia/heart
block, and increased troponin, CAD and myo-
carditis should be noted. Although cardiac MRI
is suggested as the gold standard non-invasive
test for the diagnosis of myocarditis, in cases
with COVID-19 and suspected myocarditis, the
risk of exposure to HCW and other cases should

be weighed carefully. If needed, rapid imaging
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tailored to the specific clinical question should
be used. The role of endomyocardial biopsy in
this condition is unclear and may be noted if

there is a suspicion for an alternative factor.
Treatment Recommendations

a. Avoid Non-Steroidal Anti-Inflammatory Drugs

(NSAIDs):

NSAIDs are commonly prescribed for the treat-
ment of myopericarditis. However, there is a the-
oretical concern that they may increase ACE-2
concentrations. Moreover, NSAIDs may also in-
crease the risk of acute kidney injury (AKI].
Therefore, we suggest avoiding NSAIDs in any

cases with suspected or approved COVID-19.
b. Experimental anti-viral therapy:

Early results from administration of hydrox-

ychloroquine, with or without azithromycin

22
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from France and China in COVID-19 cases
with mild manifestations, was promising, but
some larger investigations in cases with severe
COVID-19 has not revealed any significant clin-
ical efficacy. Similarly, a recent large scale multi-
national study as well as systematic review did
not show any clinical benefit of HCQ. More-
over, the combination of hydroxychloroquine
and azithromycin may cause QT prolongation
and lifethreatening arrhythmias and should
only be suggested with caution and continuous
telemetry assessment. In a compassionate use,
open-label single-arm investigation of 53 cases
with severe COVID-19, remdesivir was correl-
ated with clinical amelioration in 84% of cases.
Younger cases (< 70 years], and those need-
ing noninvasive ventilation were more likely to

benefit from remdesivir. The FDA has issued
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an emergency use authorization for the admin-
istration of remdesivir for the management of
hospitalized cases with severe COVID-19. While
the results of previous studies are limited, for
cases who remain severely ill despite supportive
care, such treatments may be considered after

assessment by infectious disease specialists.
c. Anti-inflammatory therapies:

While corticosteroids are commonly avoided in
the treatment of COVID-19, due to the con-
cern for prolonging viral illness, in later phases

of inflammation that are frequently correlated

with excessive cytokine release causing hemo-

dynamic instability and end-organ damage,
corticosteroid prescription may be considered
after a multidisciplinary consultation. While
the administration of corticosteroids have been

beneficial in treating myocarditis from immune

24
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checkpoint inhibitors or giant cell myocarditis,
its administration in COIVD-19 related myocar-
ditis has been limited to case reports. IL-6 is
related to the development of cytokine release
syndrome (CRS] and may have a significant role
in SARS-CoV-2 related lung and myocardial im-
pairment. Anti-IL-6 antibodies, such as tociliz-
umab and siltuximab, may play a role in the
treatment of cases with COVID-19. While the
evidence for their use is limited, ongoing clinical
studies will explain its value. Tocilizumab has
been suggested to decrease CV impairment and
related adverse outcomes in cases with chimeric
antigen receptor (CAR] T-cell therapy related
CRS. We suggest that for cases with hemo-
dynamic or electrical instability, high cardiac
troponin, new-onset LV systolic dysfunction, or

in context of high-grade CRS, treatment with an
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IL-6 antibody should be noted. A second dose
can be used 8-12 hours after the first dose if re-

quired.
d. Immunomodulatory therapy:

Intravenous immunoglobulin (IVIg] has been
used in a limited number of patients with
COVID-19 related myocarditis. The related find-
ing is currently limited to single case reports.
Given that IVIg is well-tolerated, its potential
role in improving passive immunity and re-
ducing inflammation, it may be considered in
severely ill cases, at the early stage of clinical
deterioration of cases with COVID-19, especially
if anti-IL-6 agent is not available. Convales-
cent plasma from cases who have recovered
from SARS-CoV-2 infection is also being inves-
tigated as a potential treatment for severely ill

COVID-19 cases. However, its specific usage in

26
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cases with COVID-19 related CV injury and feasi-

bility of the treatment is unknown at this time.

Cardiac Arrest and Considerations

for Resuscitation

Cases who are severely ill with COVID-19 are
at very high risk of cardiac arrest either with
pulseless electrical activity or ventricular ar-
rhythmia. It is important to find cases who are
at high-risk for acute decompensation, and aims
of care should be assessed early on to avoid
any unwarranted resuscitation efforts. Because
of the risk of viral aerosolization in the set-
ting of unplanned resuscitation, early treatment
with intubation should be used for cases with

impending respiratory failure. Cardiopulmon-

ary resuscitation (CPR) in cases with COVID-19
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proposes a significant risk of exposure to HCW,
given the high amount of viral aerosolization
that can be made with chest compressions and
airway management. The number of medical
staff involved in resuscitation efforts should be
reduced for any case with approved or suspected
COVID-19. Use of sufficient PPE, including an
N95 mask, face shield, gown, and gloves, is
critical for all involved cases, even if it de-
lays the start of resuscitation. There is also a
risk of resuscitation cart (code cart) contamin-
ation during the process, and institutions could
consider preparing “resuscitation bags” with all
the necessary treatments and instruments for
use in cases with either suspected or approved
COVID-19. All unused instruments from such
bags should be disposed or cleaned afterward.

During resuscitation, while attempts to secure
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the airway are carried out, oxygen should be
used via a non-rebreather mask without hu-
midification. The use of high-flow nasal can-
nula, and noninvasive ventilation (CPAP, BiPAP)
should not be used due to the high risk of
aerosolization. Prior to initiating chest com-
pressions, a surgical facemask should be used
over the patient’s face. When available, external
mechanical compression instruments should be
used to minimize the exposure to HCW. Until a
definitive airway is achieved, compression-only
resuscitation should be carried out given the
increased risk of viral aerosolization with bag-
mask ventilation. Prolonged resuscitation in
cases with poor prognosis should be avoided es-

pecially if there is no reversible etiology found.

Personal Protective Equipment
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(PPE), Hand Sanitizer, and Cleaning

in the Nephrology Department

- Hemodialysis is a life-sustaining treatment
that needs cases to interact with health care
personnel 3 times weekly. Many dialysis depart-
ments report not having enough PPE to meet

their daily needs.

- For this reason, dialysis departments should be
considered a “front-line” health service during
a pandemic, and provided with appropriate al-
location of PPE and hand sanitizer that permits
them to adhere to the suggestion in this docu-

ment.

- This includes provision of intervention masks,
visors, gowns, and gloves for personnel; provi-
sion of intervention masks for dialysis cases; fill-

ing of hand sanitizer dispensers routinely; and

30
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exact cleaning of the waiting room and dialysis

treatment area several times a day.

Transportation Services for

Nephrology Patients

- Without transportation to and from the dia-
lysis department, cases who cannot drive them-
selves would be admitted to hospital, entailing

insufficient use of scarce resources.

- For this reason, drivers of dialysis cases should
be considered an essential monitoring during a

pandemic.

- Kidney programs should advocate to govern-
ment to ensure that - access to drivers for dia-
lysis cases with approved COVID-19 is available

- drivers of dialysis cases are deemed an essen-
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tial service with access to personal protective
equipment (PPE), cleaning supplies, +disposable
plastic sheet seat covers - drivers are instructed
on how to use PPE and disinfect their vehicles

exactly.

Testing for COVID-19 in the

Nephrology Department

- Cases receiving hemodialysis are a vulnerable
subjects at high risk of acquiring infection due
to their frequent interactions with transport
drivers and health care professionals, and their
requirement to sit in the treatment area with
other cases for prolonged periods of time. When
testing is carried out, knowledge of findings is
needed to plan the safest manner and location of

dialysis therapies.
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- For these causes, dialysis cases should be priori-
tized to have expeditious access to assessment

for COVID-19.

- This includes - appropriate provision of test
kits to carry out nasopharyngeal swabs in the
dialysis department; - provision of PPE (see
above); - appropriate training of nurses; - exped-

itious assessment of samples by the laboratory.




3. GUIDELINES FOR THE MANAGEMENT

OF AND DERMATOLOGICAL DISEASES

DURING THE COVID-19 PANDEMIC

Impact on Dermatology Practice

Potential risk of SARS-CoV-2 infection in dermato-

logic cases

Commonly, skin is known as a part of the im-
mune system as it performs as a shield against
different environmental factors. In this regard,
compromising the integrity of this barrier due

to lacerations, scratching, needling, pre-exist-
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ing infections or diseases of skin, wounds, and
burns may increase the invasion by micro-or-
ganisms. Therefore, dermatological cases may
be at higher risk of SARS-CoV-2 either due
the loss of the skin integrity by dermatological
causes or the immunosuppressive medications
used in the treatment of some diseases. Many
cases may take advantage of the quarantine dur-
ation to perform some cosmetic interventions
considering that the quarantine period is a good
opportunity for healing and downtime of the
skin; however, it should be considered that frac-
tionated ablative laser resurfacing may cause
narrow columns of dermal impairments allow-
ing for potential infection. Moreover, micro-
needling particularly home ones may carry high

risk of infection and viral autoinoculation.
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Impact on dermatology clinics, surgeries and edu-

cation

Since the initiation of COVID-19 pandemic,
many interventions and guidelines have been
used to decrease the risk of spread of infection,
to flatten the peak of the epidemic curve, and
to prepare the different healthcare departments
to the expected surge of COVID-19 cases. Based
on the Chinese experience, only urgent derma-
tological surgeries should be carried out, the
capacity of the outpatient departments should

be decreased, all cases should be assessed at

the clinic entrance for fever or history of

travel to endemic areas, and all cases should
be wearing masks; however, it should be noted
sometimes the use of masks for cases may be
difficult as most of the high-risk carcinomas

occur in face region. Moreover, doctors should
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wear mask, goggles, protective suits, head caps
and gloves. The majority of the dermatological
outpatient consultations are elective, therefore,
it is suggested to cancel all non-urgent consult-
ations and only urgent outpatient consultations
should be carried out provided that appropri-
ate protective measures are followed. Moreover,
the investigators suggested that physicians at
risk of COVID-19 should avoid contact with
cases. Similarly, hospital admission should only
be preserved for cases with severe skin disease
not responding to outpatient therapies. In con-
clusion, COVID-19 has significantly affected the
dermatological interventions; however, derma-
tologists should pay careful attention not to
compromise urgent and high-risk patients. One
of the medical methods that achieved interest

during the current pandemic is the telemedi-
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cine that allows the medical specialists to diag-
nose the cases remotely and suggest appropriate
treatment without compromising the social dis-
tancing role. There are two types of visits in tele-
dermatology either synchronous (which include
real time interaction between the cases and the
practitioners) or asynchronous (in which the
cases information are stored and then assessed
later by the practitioners). Considerably, smart

phone technology (especially whatsapp soft-

ware) has been thought to overcome the lack of

tele-dermatology instrument in most of health-
care departments; however, it may limited by
the poor video and images quality, and medi-

colegal and privacy problems.

Immunomodulators / Immunosuppressants use

during the COVID-19 pandemic
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Immunosuppressants are commonly used in the
dermatological interventions for the treatment
of autoimmune and inflammatory disorders
such as psoriasis, atopic dermatitis, systemic
lupus erythematosus, dermatomyositis, pem-
phigus vulgaris and pyoderma gangrenosum.
However, their utility during the current pan-
demic is a matter of debate due to the lack
of evidence about COVID-19 risk in immun-
osuppressed cases. In a recent study, it has
been proposed that these immunosuppressant
treatments may be related with higher risk
of opportunistic infections as they weaken the
immune mechanisms. This suggestion was pro-
posed following the previous studies about the
increased risk of swine influenza A (H1N1) in-
fection or death in psoriatic cases using immun-

osuppressant treatments. Therefore, it has been
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suggested that the use of biologics should be
weighted in endemic regions with the aim to
limit and/or decrease the administration time
of these treatments and to stop all immun-
osuppressants in cases suspected for having
COVID-19. Similarly, a consensus of experts’
opinion from New Zealand and Australia, sug-
gested the cessation of all immunosuppressants
(except systemic corticosteroids that should not
be suddenly decreased) in COVID-19 approved
cases for at least one month, while for cases
with influenza like manifestations the dose
of immunomodulators should be decreased or

stopped for a period of 14 days.

4. GUIDELINES FOR THE MANAGEMENT
OF OPHTHALMOLOGICAL DISEASES

DURING THE COVID-19 PANDEMIC

Recommended Protocols

in Outpatient Clinic

COVID-19 is a highly contagious virus and is
commonly transmitted through direct or indir-
ect contact of infected subjects or contaminated
surfaces. Respiratory droplets (>5um) made by
breathing, talking, sneezing, coughing can reach
the mucous membranes (eye, nose and mouth)

of subjects who are nearby and can be then en-




DR. BARDIA YARMOHAMMADI

tered into the lungs . The distance for droplets
transmission has not been definitively demon-
strated, a distance of about at least 1 meter (3
feet) has been proposed in previous studies as an
area of risk. The possibility of fecal-oral or air-
borne (<5um) i.e. aerosol, transmission remains
unknown and investigations are still in pro-
gress to better find virus transmission process.
The World Health Organization (WHO) claims
COVID-19 can be transmitted by symptomatic
and asymptomatic cases. Case reports have been
shown that infectivity during the asymptomatic
period, with one case identified to be shedding
virus before the initiation of manifestations.
There are investigations showing that the cor-
onavirus can be identified in the conjunctival
secretions of positive cases with conjunctivitis.

Ophthalmologists, along with dentists and ear,
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nose and throat specialists, have been received
the virus during usual visits . For all these causes
and mainly to contain viral spread, non-phar-
maceutical treatments, hygiene suggestions and

personal protective equipment are crucial.

Patient Triage

Cases in need of an ophthalmic visit should be
undergone triage assessments before entering
the waiting room. The COVID-19 manifestations
are not specific and vary from asymptomatic
to fever, cough, dyspnea, myalgia, anosmia or
fatigue. Also reported less commonly sputum,
headache, hemoptysis and diarrhea. Some of
these cases will come to the ophthalmology
emergency unit because of conjunctival conges-

tion. For people who enter the hospital, at the
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main entrance or in a tent, this process should
be performed: temperature assessed, hands dis-
infected, gloves given to the subject along with a
surgical face mask that meets a minimal protec-
tion level of 1 according to the American Society
for Testing and Materials (ASTM) classification.
If the subject is positive for manifestations or
has fever, he/she is guided to go home and call
the numbers provided so that trained healthcare
providers can visit their home to evaluate for

COVID-19 positivity.

Instruction in Waiting Area

Instruct seated cases to keep a distance of at least
2 meters from one another with having masks

on.
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Reduce Health Care Assistant

Staff reorganization is a essential. With the de-
crease in elective visits and surgery, it is crit-
ical to evaluate how many ophthalmologists and
non-medical workers are required for outpatient
clinical care and then reallocate all the other
subjects into different units, following refresher
training. We suggest splitting the staff into
two segregated teams: the first working with
COVID-19+ cases and the second with COVID19-
cases, keeping them separated in order to min-
imize contagion risk. In particular staff that
outside of work are in contact with cases at in-
creased risk should be allocated to a lower risk
area or provided with measures to avoid contact

with those subjects.
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Environmental Sanitation

Survival time and conditions of SARS-CoV-2
outside hosts are not yet shown. Based on in-
formation from other viruses from the same
virus family, it can be supposed it can survive a
few days . A recent investigation compared sur-
vival of SARS-CoV-2 and SARS-CoV-1 and didn’t
find statistically significant differences, for both
viruses the half-life was less than 3 hours for
aerosol, around 3.5 hours on copper, less than 9
hours on cardboard, 13 on steel and 16 on plas-
tic. Therefore, it’s important to carry out an ap-
propriate sanitation of the potentially contam-
inated environment. In healthcare situations,
if specific formulations are lacking, the Euro-

pean Centre for Disease Prevention and Control

(ECDC) suggestion would be to disinfect with a

46
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neutral soap and sodium hypochlorite at 0.1%,
which proved effective. For surfaces that can po-
tentially be damaged by sodium hypochlorite,

ethanol can be replaced.




5. GUIDELINES FOR THE MANAGEMENT OF
ORAL DISEASES (DENTAL INTERVENTIONS)

DURING THE COVID-19 PANDEMIC

Infection Prevention and Control
for Dental Treatments
Dental professionals should be prepared to find

cases with COVID-19 and to take extra-protect-

ive measures needed during clinical practice to

prevent the transmission. We will present infec-

tion prevention and control measures suggested
for these professionals before, during, and after

dental procedures implicating a possible drop-
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let and aerosol transmission of COVID-19, most
important concerns in dental units. The pre-
sented suggestions are based on the guidance for
healthcare providers, for infection prevention
and control during healthcare when COVID-19 is
suspected, and the American Dental Association
(ADA) interim guidance for minimizing risk
of COVID-19 transmission. The ADA suggested
three algorithms serving as interim guidance to
assist dentists and dental units in making in-
formed decisions concerning patient triage, as-
sessment, and treatment during the COVID-19
pandemic: (1) triaging cases for emergency and
urgent dental treatment, (2) evaluation to find
COVID-19 infection in emergency and urgent
dental cases, to determine whether cases can be
treated at the dental units (3) and evaluating

patients’ risk during the pandemic. The guid-
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ance also suggests dental offices and schools to
perform some measures for preventing and con-

trolling the infection.

Before the Dental Intervention

At first, dental health care staff must prepare the
dental team. They should have received influ-
enza vaccination and professionals presenting
influenza-like illness (ILI) (fever, cough, sore
throat, muscle pain) should avoid presetting at
work. They must self-monitor by evaluating
possible respiratory manifestations (cough,
shortness of breath, sore throat) and check their
temperatures twice a day. Officers must assess
the available personal protective equipment sup-
plies. Visits should be scheduled far enough

apart to reduce possible contact with other cases
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in the waiting room. Cases should be requested
not to take companions to their visits, except
when they need assistance. Then, medical staff

must assess cases for COVID-19 status and triage

them for dental treatment, providing early rec-

ognition and source control (isolating cases with
suspected COVID-19). Patient’s interview should
preferably be performed by telephone, text and
images messaging mobile softwares, or video
conference, which can be effective with instant
communication and rapid decisions before the
appointment. The ADA also suggests dentists to
apply a evaluation questionnaire with appropri-
ate questions to track suspected COVID-19 cases.
Questions may address whether, in the last 14
days, the cases have been in close contact with
subjects diagnosed or under assessment for

COVID-19 or has had fever, sore throat, cough, or
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shortness of breath. Evaluation should be car-
ried out at visit confirmation, one day before, or
when the subject presents for treatment. Public
areas and clinical environments must be exactly
and strictly disinfected. Thoroughly cleaning
environmental surfaces with water and deter-
gent and using high-level disinfectants (such as
3% sodium hypochlorite) are effective and suffi-
cient measures. Medical devices/equipment and
utensils, including knobs, chairs and tables,
should be cleaned commonly following safe
common interventions. Upon patient arrival,
the waiting room should allow a social distance
of at least 2 meters between cases. Visits must be
scheduled by appointment to avoid overcrowd-
ing. The service must provide supplies to main-
tain hygiene/breathing level by offering a med-

ical mask to cases while they wait and asking
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them to perform hand hygiene. Specialists
should perform another evaluation to approve
patients’ health condition by measuring their
temperature, preferably using a non-contact
forehead thermometer or infrared cameras. If
the case shows a temperature higher than
37.50C or signs of respiratory disorders, dental
care must be postponed for two weeks and cases
must follow the suggestions previously listed.

No clinical investigation approved using mouth-

rinse before dental interventions, nor any spe-

cific mouthrinse virucidal efficacy against SARS-
CoV-2. Although chlorhexidine is known as the
gold standard for oral antiseptics, based on the
Chinese Clinical Guidelines for COVID-19 pneu-
monia diagnosis and treatment reported by the
National Health Commission of the People’s Re-

public of China, it may not be effective in killing
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SARS-CoV-2. As SARS-CoV-2 may be impaired by
oxidation, the ADA proposes using mouthrinse
with 1.5% hydrogen peroxide or 0.2% povidone
prior to performing interventions, as well as
0.05% to 0.1% cetylpyridinium chloride, which
thought to provide more protection against

upper respiratory infections.

During the Dental Procedure

During dental interventions, standard precau-
tions include preparing all instruments, con-
ducting hand/respiratory hygiene, using ap-
propriate protective equipments and dispos-
able covers for total protection. In this regard,
three-level protective interventions of DHCP are
suggested for specific conditions: (1) Primary

protection, which consists of using disposable
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working cap, disposable surgical mask, work-
ing coat, protective goggles or face shield, and
disposable latex or nitrile gloves; (2) Secondary
protection, using a disposable doctor cap and
surgical mask, protective goggles, face shield,
and working clothes with disposable isola-
tion clothing, and disposable latex gloves; and
(3) Tertiary protection, all secondary-protection
level added to disposable N95 masks and im-
permeable shoe covers. Dental care should be
performed fast and as minimally invasive as pos-
sible, avoiding aerosol-generating interventions.
Dental care environment should use high-effi-
ciency particulate arresting (HEPA) air purifiers
to ensure DHCP and cases safety. For biosafety
control, all filters must be removed and dis-
posed of in regular intervals. To reduce the risk

of cross-infection, dentists should use single-
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use instruments, such as disposable air/water
syringe tips, disposable handpieces, and plas-
tic wraps for all exposed surfaces. Procedures
should limit complementary exams, as intraoral
images, and use extraoral radiographs to avoid
elevated salivary flow rate and pharyngeal re-
flex, often caused during intraoral radiography.
Whenever possible, interventions should use a
rubber dam, to decrease aerosols and micro-

organisms spread and a four-handed operation,

regardless of the rubber dam. Extra high-vol-

ume suction instruments should be applied in
conjunction with regular suction for aerosols,
fomites and saliva. When rubber dam use is
unfeasible, manual instruments for removing
dental cavities and conducting periodontal ther-
apy are suggested to reduce aerosol synthesis

as much as possible. During interventions, cases
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should use a protective coat, disposable work-
ing cap, and protective goggles. Cases with sus-
pected or approved COVID-19 must be attended
only for emergency therapies and instructed to
use a disposable surgical mask. Visits should be
scheduled far enough apart to minimize possible
contact with other cases. Treatment should be
preferably carried out in a negative pressure/air

borne precaution room.




6. GUIDELINES FOR THE MANAGEMENT

OF SURGICAL INTERVENTIONS

DURING THE COVID-19 PANDEMIC

Algorithm for Treatment of

Cases Required Surgery

The qualification for surgery during pandemic
is affected by the patient’s clinical status and
the hospital’s logistical and organizational cap-
abilities. Depending on the local intensity of
the pandemic, conditions will vary dynamically.
The Spanish Association of Surgeons (AEC/SAS)

has prepared recommendations that have been
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approved by SAGES (Society of American Gastro-
intestinal and Endoscopic Surgeons) and EAES
(European Association for Endoscopic Surgery),
which change local surgical activity depending
on the severity and activity of the pandemic.
The decision on the qualification of a case to
the appropriate risk group should be determined
by a multidisciplinary team, which would be re-
sponsible for making decisions and setting the
priority of therapy for each case. If the case is
candidate for surgery during the COVID-19 pan-
demic, it is crucial to do the following, in re-

spective setting.

Scheduled, Elective Procedure

it is advisable to postpone all elective interven-

tions, in case when postponement of such will
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not lead to any harm to patients’ health. The de-
cision to postpone the surgery is made by the
surgeon responsible for treating the case. This
will significantly decrease patient migration in
hospitals and decrease the spread of disease
between cases and medical personnel. Further-
more, at the moment of highest demand, it will
decrease the number of occupied hospital beds
and the consumption of personal protective sup-
plies, and secure larger human resources ready

for activity.

Treatments for oncological indications should
be confirmed by an oncological medical case spe-

cialist panel discussion. In the absence of al-

ternative therapy (radiotherapy, chemotherapy)

and threatening progression of the tumor, it
is thought to be justified to qualify the case

for surgery. In cases of e.g. rectal cancer, a
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long irradiation can be carried out or, with the
5x5 Gy regimen, it is possible to extend the
interval from 6-9 weeks to 8-12 weeks after
the scheduled therapy. Due to the important
risk of virus spread in aerosols during endo-
scopic interventions, evaluating and diagnos-
tic assessments should be limited to what is
strictly essential. Small interventions like elect-
ive polypectomies should be postponed until
the pandemic is ended. However, cases with
higher-grade tumors, threatening to develop e.g.
progressive obstruction, should be qualified for
primary surgical intervention. All cases admit-
ted to the department in urgent mode should
have a thorough epidemiological screening and
an evaluation of the most frequent manifest-
ations (including temperature assessment). Sus-

pected cases should be redirected to specialist
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COVID-19 infection hospitals for more treat-
ment. As a part of the primary diagnostics, in
order to be qualified for admission, they should
perform a CT scan of the thorax without con-
trast or, if no CT is available, an X-ray scan of
the thorax in A-P projection. The diagnostic im-
portance of 3-quadrant lung ultrasound is also
high, although the prevalence of this method in
Poland is still low. According to the analysis of
the population of Chinese cases, subjects with
approved COVID-19 had usually normal leuko-
cyte count or insignificant leukopenia, reduced
platelet count, with increased CRP level and non-

specific D-dimer elevation.

In subjects of emergency and urgent interven-

tions where rapid immune tests or RT-PCR are
not possible, it should be considered that every

operated case is infected with SARS-CoV-2. Only

GUIDELINES FOR PROVIDING SERVICES IN MEDICAL DEP...

cases with a negative epidemiological history
and assessed with the RT-PCR test may consti-
tute a lower risk group (early stage of infection,
asymptomatic cases). This assumption is based
on the rapid growth of new infections and the
requirement to protect medical personnel. Op-
erations performed in pandemic regions are in-
cluded in the higher risk group. Furthermore,
the interventions carried out on the respiratory
system can be included here elevated amount of
aerosol synthesis (airborne transmission). The
existence of RNA of the virus has also been ap-
proved in the digestive tract. Because of that,
endoscopic interventions were also classified as
high-risk, similarly to classic and laparoscopic
surgeries of the small and large intestine. In
case of urgent procedures, a higher perioperative

risk should be considered in cases with a posi-




DR. BARDIA YARMOHAMMADI

tive epidemiological or symptomatic history
(fever, coughing, sore throat). If this does not
represent an increased risk, the interventionist
should consider whether to postpone the inter-
vention, at least until the RT-PCR test has been
carried out. If any delay should cause unaccept-
able risk to the case, the intervention should be
carried out immediately, and a positive SARS-
CoV-2 condition assumed. Intubation is one of
the most risky phases of surgery, regardless of
the SARS-CoV-2 condition. In case of emergency
and urgent interventions, it is suggested to per-
form all interventions in an at least N95 FFP3
half mask and surgical mask, and using dir-
ect eye protection (goggles/glasses) with a face-
shield. All medical staff are not actively involved
in the intubation and extubation intervention

should leave the operating room for the duration
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thereof. The PPE should also be consumed by the
cleaning staff after the intervention . Any case
qualified for emergency surgery should be man-
aged as suspected of infection. In the case of CT
scan of the abdominal cavity carried out in ER
settings — it is advisable to extend the evaluation
by including CT scan of the thorax. In patients
where non-operative therapy is also possible,

conservative treatment should be provided.

Types of Personal Protective Instru-

ments During COVID-19 Pandemic

Personal protective equipment (PPE) is needed
for each “close contact”, which includes surgical
interventions, as well as other interventions tak-
ing place in the operating room, e.g. intubation,

regional anesthesia, intravenous access etc. It is
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worth stressing that an elevated risk of SARS-
CoV-2 infection is also present when conducting
endoscopic examinations and interventions, es-
pecially in the upper gastrointestinal tract. Due
to the high risk of personnel infection, we sug-
gest security interventions corresponding to the

third level of protection.

Management of the Surgery Depart-

ment During the COVID-19 Pandemic

There are no nationwide uniform suggestions
for management in hospitals which are neither
infectious nor special COVID-19 hospitals. The
evidence was developed on the basis of interven-
tions of proven effectiveness from the cited
papers that can be effectively implemented in

Poland. The department is an integral part of the

GUIDELINES FOR PROVIDING SERVICES IN MEDICAL DEP...

hospital and cannot decide independently. It is
needed to implement interventions throughout
the entire hospital and all units necessary for its
surgeries. The purpose of the organizational
changes is to maintain the continuity of the de-
partment and to ensure the safety of employees
and cases. Key actions include the creation and
strict adherence to interventions and ensuring
continuity of access to protective equipments.
All health providers who are not essential in the
treatment procedure should stay at home or be
requested to work remotely. All cases training
should be canceled or, if possible, replaced by on-
line classes. Only the minimum necessary num-
ber of medical staff should be present during
medical clinics and other visits. The instruc-
tions of appropriate hand washing, use of anti-

septic materials and personal protective equip-
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ment shall be exactly assessed. In subjects where
individual surgical visit are required, all inter-
ventions should be conducted only by those
making the final decision on more interventions
to avoid the risk of re-visit or inconclusive visits.
If the workload of surgical units is decreased, it
should be noted to divide the surgical staff into
two or three smaller rotating teams, which will
have no close contact with each other, which in
the subject of infection/ quarantine could enable
to maintain more work for cases. The unit is div-
ided into a standard section and an observation
sub-department. In the standard section, there

are cases with negative CoV-2 test findings and

the personnel applications the protective equip-

ments as in the low risk group. In the screening
sub-department, cases admitted temporarily in

single rooms are administrated and managed
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until a CoV-2 test result is achieved. These cases
are managed as high-risk cases until a test result
is achieved, and medical staff uses protective
equipments as in the high-risk group. If the
rooms do not have their own bathrooms, cases
go out only to the bathroom; there can only be
one subject in the hallway and the bathroom.
Medical treatments and nursing interventions
are planned in a way that reduces the number of
entries to the room and the time of staff contact
with the patient. In case of a CoV-2(-) result, the
case is transferred to the standard department.
With a CoV2(+) result, the attending doctor
guides the subject to more treatment in a special
COVID-19 hospital. Nursing and ward attendant
staff of the screening sub-department shall be
appointed by the directorate and shall be pre-

pared with full protection for their safety. The
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team consisting of one nurse and one ward at-
tendant works for 12-24 hours for all cases in
the department, with complete protection dur-
ing the interventions. The subjects in this team
do not work in other parts of their hospital. The
consultation and the medical procedure is per-
formed by the senior doctor on duty after chan-
ging into protective equipment. Cases use surgi-
cal masks when medical staff is present in the
room and when going out to the bathroom. The
hospital shall establish an internal interven-
tions to disinfect bathrooms during the day and
rooms after the CoV-2(+) case leaves them. It is

possible to make one observation department

per several standard units. The work is organ-

ized in such a way as to reduce the maintenance

of reports.

7. GUIDELINES FOR THE MANAGEMENT
OF ENT DISEASES DURING THE

COVID-19 PANDEMIC

Best Practice Advice

Faced with the outbreak of SARS-CoV-2, a sug-
gestion was made in March 2020 to cancel all
non-urgent operations or medical ENT inter-
ventions where this did not involve a loss of
chance for the case. The aim of this cancellation
was to considerably elevate critical care capacity,
prioritise the reception of cases with COVID-19,

prioritize the allocation of personnel and provi-
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sion of the equipment essential for their med-
ical or surgical treatment, and contribute to
the smooth running of downstream critical care
within their establishment or support for estab-

lishments mobilized by their territorial hospital

groups (GHT) to react to COVID-19. Another aim

was to decrease the risks of case and healthcare
providers being contaminated within health-
care equipments. These equipments are organ-
ized so that they can offer dedicated manage-
ment routes for COVID-positive cases and have
established non-COVID-19 regions of the hos-
pital. In 2020, the healthcare organization at the
French Directorate-General for Health reported
that it would be relying on process and cooper-
ation between existing facilities or that require

to be set up in order to:

- mobilize surgical staff, both in hospitals and
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private clinics;

. organize access to fully-equipped operating

rooms and post-anesthesia care departments;

- reserve post-surgical or post-anaesthetic beds,
and if essential medical beds, but also continu-
ous evaluation, intensive care and critical care
beds, follow-up and rehabilitative care or home
care spaces, as proper depending on whether the
patient’s condition is COVID-negative or COVID-

positive.

Depending on the local context, treatment inter-
ventions adapted to available resources define
the methods for performing and returning PCR
tests on cases suspected be infected. We suggest
continuing to hold multidisciplinary consult-
ation visits for ENT oncology virtually to avoid

delays in treating cases and prevent subjects
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being exposed to the risk of infection. We
suggest that minutes be written after a discus-
sion with other physicians or multidisciplinary
ethics committee consultation, should post-
ponements pose complex clinical ethical evalu-
ations. The French National Professional ENT
Council intends to answer tests from healthcare
teams while helping to organize consultation
visits by digital means along with its ethics com-
mittee. At this stage where we are living with
SARS-Cov-2, every precaution is taken so that
cases not infected with the virus are received in
the best possible conditions and the risk of con-
tamination is reduced. There must be no with-
drawal of necessary care and the ENT physicians
should resume contact with the most vulnerable
cases to ensure they continue to be assessed and

detect any risk of worsening of their illness. The

GUIDELINES FOR PROVIDING SERVICES IN MEDICAL DEP...

use of CT-scans can help assess the evolution of

pathologies such as tumors or cholesteatomas.

Preoperative Diagnostic Evaluation

It is suggested to check the COVID condition
of the case shortly before operation if he has
manifestations proposing of this infection or
in case of ENT surgeries relating to the air-
way or its connected cavities, particularly endo-
scopies and oral, pharyngeal, laryngotracheal,
endonasal, otological and otoneurological surgi-
cal interventions. Indeed, these procedures are
at high risk of contamination since they increase
the aerosolisation of SARS-CoV-2. In the cur-
rent pandemic context, untested cases should
be managed as infected, even in the absence of

manifestations.
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Precautions in the Operating Theatre

We suggest setting up an organization that will
coordinate a limited number of health personnel
to deal with cases suspected to be infected, both
possible and approved, to reduce exposure and
use of protection equipment. We recommend
wearing protection equipment whenever enter-
ing the operating theatre. Health professionals
in direct contact with patients should receive
local training or a refresher course in tech-
niques for putting on and removing their pro-
tection equipment given by the operational hy-
giene team. Access should be limited to the most
experienced physician, with minimal access by
health specialists still undergoing training and
medical students. All surfaces of the furniture in

the operating room should be disinfected using

76
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bleach or using virucidal detergent/disinfectant
agents, to reduce virus transmission on people’s
hands. We suggest that healthcare providers
treating cases who are possibly or certainly in-
fected with SARS-Cov-2 take additional “air” and

“contact” precautions, as outlined below:

- Using respiratory protection in the form of
an FFP2 (CEmarked) or N95 (US FDA-approved)
mask, ensuring that it is sealed around the face.
This is used for all healthcare personnel before

they enter the operating room;

. protecting their uniform with a long-sleeved
single-use gown; this gown should be impervi-

ous if likely to get wet or dirty during treatment;

- prevention of possible splashing in the eyes by

common use of protective goggles;

- using headwear that completely covers the
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hair;
- using single-use gloves is limited to conditions

where there is contact or risk of contact with

blood, biological fluids, mucus or impaired skin;

- disposal of this protection equipment in an in-

fectious medical waste receptacle before leaving

the operating room, except for the goggles and

mask which should be removed after leaving the
operating room. If there is a shortage of FFP2
masks, they do not have to be thrown away rap-
idly, since they are still effective for up to 8 hours
provided they are not removed and then put

back on the face.

In addition to the mask and protective goggles,
the local operational hygiene staff can provide
face shields to protect wearers from droplets and

aerosols made by the case. These shields have
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the benefit of being able to be removed with
minimal risk of touching the face. Both sides
should therefore be cleaned commonly and staff
should avoid bringing their hands to their face

under the visor.




8. GUIDELINES FOR THE MANAGEMENT
OF PSYCHIATRIC DISEASES DURING

THE COVID-19 PANDEMIC

Expert Recommendations on
Managing Patients with Mental

Disorders during COVID-19

The State Council of China published a report
on “Strengthening the Treatment and Manage-
ment of Cases with Severe Psychiatric Disorders
during the COVID-2019 Outbreak”, to help men-
tal health institutions in preventing hospital-

needed infection during the management and
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care of cases with severe psychiatric diseases.
Due to the risk factors faced by cases with severe
psychiatric disorders reported previously as well
as the difficulty in maintaining social distancing
in most psychiatric centers or psychiatric units
of general medical centers in China, the Chinese
Society of Psychiatry released "the Expert Rec-
ommendations on Management Strategies for
Patients with Mental Disorders to Prevent and
Control the Outbreak of a Serious Infectious Dis-
ease (COVID-19)". The process of establishing a
guideline was as follows: a panel of key experts
provided the draft, which was sent to all subjects
of the expert group, and based on the feedback
the final version of the recommendation was es-

tablished.

General Measures for Psychiatric
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Hospitals or Psychiatric Units

of General Hospitals

During the COVID-19 epidemic, psychiatric
centers should commonly disinfect or clean the
hospital surfaces, decrease number of the en-
trances and exits into the center, and set up tem-
perature evaluation screening at the hospital
entrance. To decrease the risk of community
transmission within the hospital, psychiatric
centers must take necessary interventions to de-
crease the number of outpatient consultations,
set up isolation observation units for newly ad-
mitted cases, shorten hospital length of stay,
and suspend all family consultations. They must
routinely provide training on COVID-19 diag-
nosis and management for hospital personnel.

Particularly, all hospital personnel must strictly
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observe the relevant regulations of the local gov-
ernment in terms of the requirement for home
isolation or centralized medical evaluation and
observation to address any manifestation of de-

velopment of COVID-19 in the cases.

Measures for Outpatient Departments

If possible, psychiatric outpatient unit of med-
ical centers should be situated away from emer-
gency units, fever clinics, respiratory unit and
other sections where there is a high risk of
infection. Outpatient centers should be well
ventilated, and protective equipment, such as
hand sanitizer, paper towel, masks, protective
caps, and gloves, should be appropriately sup-
plied. Single entrance into outpatient unit is

suggested, and all cases and their guardians
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must use face masks and have their tempera-
tures measured on entry. Only one guardian is
permitted to accompany each case. Cases and
guardians with fever or respiratory manifest-
ations are strictly prevented from entering the
outpatient unit. At the screening room, cases
with fever and/or other clinical manifestations
or related epidemiological history of COVID-19
should be treated according to the relevant local
regulations, such as being transferred to a local
designated medical facility and fever centers.
Cases with severe psychiatric diseases and fever
and/or other clinical manifestations or related
epidemiological history should be managed by
the on-duty psychiatrists with protective equip-
ment in designated isolation areas or ward in
the psychiatric center. During the psychiatric

visit, the treating psychiatrist should not only
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evaluate for psychiatric diseases, but also ap-
prove if there is any history of fever, respiratory
manifestation and epidemiological history of
COVID-19. If any positive history is found, they
must record and report to the relevant admin-
istrative units as needed and initiate relevant

transfer process.

Measures for Inpatient Departments

In a similar way, having a single entrance to
the inpatient unit with a need for using mask
and temperature evaluation for all cases en-
tering is critical. If possible, isolation depart-
ments should be set up with sufficient protect-
ive equipment supply in clinics for screening
of all newly admitted cases. The admission rate

into the inpatient units should be decreased
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by strengthening the treatment management
in the outpatient units and community mental
health managements during the COVID-19 epi-
demic. For cases who require to be hospitalized
due to severe excitement, agitation, impulsive
behavior, suicidal behavior or deliberate self-
harm, but do not have COVID-19-related epi-
demiological signs and clinical manifestations,
it is suggested that evaluation with body tem-
perature, common blood check-up, chest Com-
puted Tomography or X-ray and other neces-
sary evaluations are conducted, to exclude the
possibility of COVID-19. It is recommended that
two weeks assessments in isolation units should
be mandatory before transferring new cases to
the general units. Psychiatric cases with sus-
pected or approved COVID-19 infection must be

referred to the local designated medical centers,
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while psychiatric centers should also provide
visit services to the local designated medical
centers. In the treatment of hospitalized cases,
the diagnosis and treatment plans should be
accelerated, and the length of stay should be re-
duced as much as possible to decrease the num-
ber of cases at any one time. Generally, evalu-
ation and treatment of hospitalized cases should
be conducted within the same inpatient unit.
Cases should be restricted to enter other units to
avoid the risk of cross infection between cases
in different units. If certain instrument or treat-
ment facilities are shared between inpatients
and outpatients, different time slots should be
adopted, and disinfection and cleaning must

be strictly performed between visits. All types

of leave from hospital and common family

consultations should be suspended during the
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epidemic. If cases need treatment for physical ill-
nesses, or have other specific to leave or be trans-
ferred to another medical center, they should be
discharged from the psychiatric clinic. Remote
social media and applications could be applied
to facilitate communication between cases and
their companions, and hospital personnel can

facilitate these logistics for hospitalized cases.

9. GUIDELINES FOR THE MANAGEMENT
OF PEDIATRIC DISEASES DURING

THE COVID-19 PANDEMIC

Recommendations

The recommendations are usable for clinics,
polyclinics, and level 1 medical centers. A clinic
is known as a clinical establishment provid-
ing evaluation, consultation, and prescription to
outpatients, including dispensing treatments by

a single physician, general practitioner, special-

ist, or a super-specialist doctor. A polyclinic is

similar but guided by more than one doctor.
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Organizing The Outpatient Department

1. Skills Training and Education: The first step
in managing the Out Patient Department is the
education of HCW on Personal Protective Equip-
ment, disease transmission, screening methods,
cohorting cases, and newer clinic treatment

guidelines.

The physician should be prepared for illness and
subsequent quarantine by preparing the person-
nel to multitask and alternating their functions.
In the Indian scenario, with constraints in the
availability of skilled personnel, prevention is

the key.

2. Tele Consultation: With the legalization of
teleconsultations, it is suggested wherever feas-

ible. It helps to find cases who can be treated at
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home and those who require hospital care. It re-
duces case contact and is an effective triaging in-
strument. The teleconsultation instructions laid

down by the government require to be followed.

3. Visits and Case Scheduling: Limit the number
of cases per day. Walk-In visits should be dis-
couraged to avoid overcrowding. Patient segre-
gation and triaging to be carries out while sched-

uling visits.

4. Physical Distancing and Waiting Regions:
Medical centers should preferably have no wait-
ing regions. However, when more than one case
arrives, their seats should be at least 1 meter
apart. Open ventilation is suggested here. In sin-
gle room Out Patient Department chambers, it
would be prudent to call one case at a time;
others can wait outside in the open air or their

cars.
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5. Patient Segregation: It is critical to follow
children who are ill from the well-baby con-
sultations. Many medical centers are operated
only by the practicing physician. However, it is
suggested to have a helper who will guide in
triaging, maintaining decorum, and educating
cases. Preferably an initial evaluation should
be carried out by separation of those sus-
pected of COVID-19 from other cases. These
subjects should not spend time in the waiting

room and should be observed rapidly. A separ-

ate entry, consultation place and exit, if feasible,

will assist. As not all medical centers have the
equipments stated above, alternate precautions

should be performed:

- Telephonic screening and schedule visits for
all suspect subjects after routine Out Patient De-

partment
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- Exclusive times should be allotted for ‘Well
baby’ & Immunization assessments once or
twice a week. This may even boost parents’ mor-
ale who otherwise would be scared to be visited

in clinics for vaccinations.

6. Case Education and Awareness: All cases
should follow respiratory hygiene and cough
etiquette. Tissues, contactless bins, contactless
sanitizers, and wash areas should be provided
for patients. Display these recommendations in
prominent areas. Case education is also the phys-
ician’s responsibility, hence putting educative
posters, multimedia data at strategic points is

effective.

7. One Attendant and Personal Protection: Allow
only one parent or guardian enters as a compan-
ion with the child. Everybody, including chil-

dren above two years, should use a mask.
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8. Well Ventilated: Follow the ventilation in-

structions provided in this book.

9. Avoid Fomites: Remove toys, books, and any
items that are likely to be shared between cases

in the waiting room or visit chambers.

10. Novel Techniques: Innovative techniques

have been suggested by different physician and

can be used.

- Using transparent physical barriers between
the cases and doctors can assist in reducing dir-

ect exposure to droplets.

- Virtual detailed video interaction followed by
a rapid, focused evaluation of the patient in an-

other chamber reduces the patient contact time.

- Non-Contact Thermal scanners: These are con-
venient non-contact tools ideally created for

mass screening in a pandemic and have wide
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interest. However, they lack robust evidence.
A recent systematic review revealed reasonable
diagnostic accuracy in fever measurement but
may vary with patient features, setting, index
test, and the reference standard applied. These
have an excellent negative predictive wvalue.
However, there are more recent investigations
doubting its accuracy during evaluation in a
pandemic. Therefore, no specific suggestions are

available for or against the use of these tools.




10. GUIDELINES FOR THE MANAGEMENT
OF GYNECOLOGICAL AND UROLOGIC DIS-

EASES DURING THE COVID-19 PANDEMIC

Infection Precautions for

Healthcare Personnel

Worldwide precautions and hierarchical pre-
cautions, extrapolated from standard aseptic
or sterile methods to the COVID-19 situation,
should be followed in clinical work. The former
refer to a series of interventions to reduce the

incidence of nosocomial infections based on the

instruction that patients’ blood, body fluids, se-
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cretions, and incomplete skin and mucous mem-
branes may contain infectious species. Based on
worldwide precautions, hierarchical precautions
refer to contact precautions, spray precautions,
airborne precautions, etc. Health care providers
should pay attention to their actions during
work and avoid close contact with each other in
an unprotected condition to minimize the pos-
sibility that one infected staff infects others.
Gynecologic worldwide and hierarchical precau-
tions could be performed as follows (based on
the instructions of worldwide and hierarchical

precautions and local specific interventions):

Primary precautions: working in an outpatient
gynecology unit or inpatient department.
Healthcare staff should use disposable work
caps, medical surgical masks, and work clothes,

and disposable latex gloves if essential.
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Secondary precautions: any caregiver in contact
with cases with COVID19 or subjects under
assessment. Healthcare staff should use dispos-
able work caps, goggles or protective evalu-
ations, medical protective masks (N95), protect-
ive clothing or disposable impermeable isolation
clothing and disposable latex gloves, and dispos-

able shoe covers if essential.

Tertiary precautions: medical colleagues in fever
units and isolation departments and personnel
conducting gynecologic surgeries, emergency
gynecologic interventions, invasive interven-
tions on cases with suspected infection includ-
ing sputum suction, lower respiratory tract sam-
pling, tracheal intubation and tracheotomy, etc,
which may lead to splashing of patients’respira-
tory secretions and body material. Healthcare

staff should use disposable work caps, goggles
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or face shields, medical protective masks (N95),
protective clothing, disposable latex gloves, and

disposable shoe covers.

Infection Precautions for

Operating Room

Cases deemed to have a very low risk of
COVID-19 infection can be managed for in or-
dinary operating rooms, and medical personnel
should follow primary precautions. Surgery for a
case with suspected COVID-19 infection should
be carried out in a special operating room with
negative air pressure, and the medical person-
nel should follow tertiary precautions (as stated
previously). For any surgery in any operating
room where there is concern of the case being in-

fected with COVID-19, the door of the operating
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room should be kept closed during the surgery.
Negative pressure with respect to the surround-
ing facilities should be maintained. The number
of subjects entering and leaving and remaining
in the operating room should be reduced. Equip-
ment and supplies should be brought to the op-
erating room door by specific external staff and
retrieved by specific staff inside the operating
room. Internal and external staff, instruments,
and equipment must not be mixed. Operating
rooms should use disposable instruments wher-
ever possible. To prevent the surface of non-
disposable and fixed objects in the operating
room from being contaminated, disposable plas-
tic films can also be applied to cover the surface

of diagnostic equipments and other surfaces.

After the surgery, these films should be managed

as special contaminated medical waste. When

GUIDELINES FOR PROVIDING SERVICES IN MEDICAL DEP...

medical tools or contaminated fabrics require to
be sterilized, the operating room should notify
disinfection supply areas and laundry rooms
that these are COVID-19 contaminated equip-
ments. After performing operations involving
a case suspected of having COVID-19, medical
personnel should take off the contaminated sur-
gical gowns and then gloves and disinfect the
hands when leaving the operating room. En-
vironment and surface disinfection should per-
form the instructions of cleaning first and then
disinfecting. An infected operating room should
only be applied after cleaning for 30 minutes,
terminal disinfection, and air disinfection. Med-
ical trainees who lack specific education and do
not already have substantial surgical experience
should not enter in surgery on cases with sus-

pected COVID-19. The risk of a serious error by
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aninexperienced trainee could put many health-

care providers at risk.

Management of Gynecologic Patients

Outpatient

There should be triage for outpatient cases.
Cases suspected of having COVID-19 should go
to the fever clinic for more treatment. In prin-
ciple, suspected subjects, probable individuals,
or approved subjects should not be allowed to
find medical advice in the outpatient gynecol-
ogy unit. Avoid having people gathering in the
waiting locations. One doctor or provider should
treat one case at a time in the consulting area,
and the consulting room should be disinfected
rapidly after use. During the COVID-19 pan-

demic, we suggest online or remote visit by tele-
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phone as much as practical, to reduce the risk of

disease spread by close contact.
Operative patient

In emergency surgery with appropriate time
available for evaluation, cases who are clinically
stable should be asked the evaluating questions,
have their temperature measured, and be as-
sessed for clinical manifestations to remove the
possibility of COVID-19. If the possibility of a
COVID-19 diagnosis cannot be completely elim-
inated, cases should go to the fever clinic for
more evaluation. If the case is clinically unstable
or the patient’s condition is life-threatening, an
emergency visit with infection control experts
may be effective. The decision may be made to
treat the case as a suspected subject or even ap-

proved case.
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Nonoperative inpatient

The triage instructions for a newly admitted
case is provided in this section. Suggestions for
ward management include the following: First,
review the evaluating tests and measure the
temperature of cases, visitors, and accompany-
ing cases; any subject with an elective admis-
sion or any nonpatient suspected of infection
should be prevented entry into the clinic. Sec-
ond, consulting rules can be changed according
to local preference. It is suggested to prohibit
consulting, and if visitors cannot be avoided, the
number of visitors should be no more than one.

Visitors must be evaluated. Third, if a case devel-

ops fever that cannot be clarified by the primary

disease, a visit with infectious disease physician
is suggested. Fourth, if a case is found to have

COVID-19, the case should be transferred to a
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unit that can provide an airborne infection isola-

tion part.




11. GUIDELINES FOR THE MANAGEMENT

OF REHABILITATION INTERVENTIONS

DURING THE COVID-19 PANDEMIC

Adequacy of Outpatient Services

Suggestions regarding the appropriateness of
out-patient cares: post-acute cares and long-
term community rehabilitation cares for cases
with and without COVID-19, were assessed.
Post-acute cares. AAPMR suggested restricting
face-to-face care for high-risk subjects. All out-
patient interventions were suspended for those

cases with respiratory manifestations, immuno-

GUIDELINES FOR PROVIDING SERVICES IN MEDICAL DEP...

compromised cases, older cases, or those in con-
tact with children or older subjects, those who
had recently travelled outside their regions or
had been in contact with a case who had trav-
elled abroad. For cases receiving outpatient
treatment or who did not have an urgent med-
ical status, SIMFER suggested rapid transition to
virtual medical visits through remote appoint-
ments or telerehabilitation was suggested. Span-
ish Society of Rehabilitation and Physical Medi-
cine (SERMEF) suggested that first-time out-
patient visits and cases with complex patholo-
gies should be prioritized. Regarding rehabilita-
tion in day hospitals, there were no specific sug-
gestions. Moreover, SERMEF suggested evaluat-
ing the risk-benefit individually and postponing
treatment in cases over 65 years of age, and

those with comorbidities, immunosuppression
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or cardiorespiratory disorders. However, assist-
ance for cases with pathologies such as acute
neurological damage, rehabilitation after recent

surgery, acute musculoskeletal rehabilitation

with a high risk of sequelae or any pathology de-

rived from COVID-19 infection, was known ur-
gent . In maintaining outpatient cares for some
cases with face-to-face rehabilitation require-
ments, Colombian Association of Physiotherapy
(ASCOFI) suggested cases attend rehabilitation
guidelines together with only one companion.
They must remain in the waiting areas accord-
ing to established instructions. Moreover, hos-
pitals must schedule agendas to restrict patient
encounters, have personnel cleaning contact
surfaces routinely, not admit cases without
prior appointment, and not allow companions

in treatments except for cases who are minors or
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with important dependence. Some protocols
and webinars, particularly those from SERMEEF,
suggested guidelines about the reopening of out-
patient clinics along with changes in the phys-
ical equipments, protective barriers, use of pro-
tective equipments in the outpatient condition,
such as utilizing a surgical or face covering from
home, supervising the patient’s handwashing at
the entrance and exit of clinic, disinfecting foot-
wear, safety distancing, and temperature assess-
ments at the entrance to the rehabilitation
center, reorganization of waiting areas and sug-
gestions regarding how to manage the COVID-19
danger in the outpatient rehabilitation centers,

including hydrotherapy units.

Rehabilitation in General Wards
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Cases with COVID-19. Latin American Medical
Association of Rehabilitation (AMLAR) reported
that rehabilitation centers converted their in-
patient rehabilitation departments into dedi-
cated COVID-19 recovery departments and ex-
plicitly authorized direct transfer of cases from
acute care centers to independent rehabilitation

departments in regions when were essential.

One of the main suggestions of American Acad-

emy of Physical Medicine and Rehabilitation
(AAPMR) was for cases without COVID-19 to
avoid contact with other subjects in the rehabili-
tation department. Some associations reported
that cases without COVID-19 infection who
were admitted to rehabilitation departments
could conduct activities without restrictions,
but with protection, such as using a surgical

mask or face covering from home, with cases
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conducting supervised handwashing at the en-
trance and exit, safe distancing, and tempera-
ture checks at the entrance of the rehabilitation
department. They suggested focusing on patient
education, respiratory treatment, physical func-
tion and training, maintaining 1-m social dis-
tancing between cases, continually evaluating
the vital signs of cases and professionals, and
using gyms only for physical treatment. SIM-
FER also suggested prioritizing the admission to
rehabilitation units of cases in acute hospitals
or ICU, and increasing the admission capacity
of rehabilitation capacities, to support early dis-
charge from the acute care departments. Other
organizations planned the relevance of admit-
ting cases with rehabilitation requires to re-
habilitation departments and hospitals, and

reconsidered intensive treatments lasting 3-
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4 h during the public health emergency. CPA
willingly offered the availability of specialists
to support respiratory treatment, preparation
for discharge and early rehabilitation of cases
with neurological disorders and post-traumatic
impairments. Other organizations suggested re-
sources and interventions regarding physiother-
apists in hospital settings to continue to work
with appropriate protection equipments. Fur-

thermore, AAPMR exposed that necessary care,

through provision of a comprehensive, early,

effective, safe and individualized mechanism,
should be guaranteed to hospitalized cases with
disabilities in the medium- or long-term stage.
Moreover, evaluation, treatment and telematic
support from rehabilitation services are pro-

posed.
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Acute and Intensive Care

Unit Rehabilitation

Cases with acute and severe COVID-19. Scien-
tific and professional rehabilitation associations
suggested ensuring rehabilitation for cases re-
covering from COVID-19, in order to reduce
complications of acute conditions and comor-
bidities throughout the entire pandemic period.
The transfer of cases with disabilities to acute
care centers and ICUs if the health situation or
a COVID-19 infection needs it was also reported
as a priority. Different organizations, such
as World Confederation for Physical Therapy
(WCPT), Association of Chartered Physiother-
apists in Respiratory Care (ACPRC), Canadian

Physiotherapy Association (CPA), Chartered So-
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ciety of Physiotherapy (CSP) and others, pub-
lished manuals, suggestions, and recommen-
dations for the care of cases with COVID-19
infection. They proposed that critical cases
should be cared for by a multidisciplinary team,
which includes different rehabilitation special-
ists. They also offered suggestions for early
mobilization and respiratory rehabilitation to
promote spontaneous breathing and functional
improvement after cases had overcome the crit-
ical phase. One recommendation from the CSP
focused on the acute pulmonary rehabilitation
of cases with COVID-19 in ICUs. Prevention
interventions, therapeutic interventions and
suggestions were recommended for cases with

COVID-19 in the acute pulmonary rehabilitation

phase, and CSP have committed to developing

protocols to describe the rehabilitation of cases
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with COVID-19, from the ICU to the community
setting. The protocol “Physiotherapy treatment
for COVID-19 in the acute hospital setting” in-
cluded suggestions for physiotherapy workforce
planning treatment for COVID-19 in the acute
hospital setting, and a evaluating instrument
for determining the need for physiotherapy.
The Chinese Society of Rehabilitation Medicine
(CSRM) suggested evaluating cases from admis-
sion to ICU, determining severe symptoms, and
allowing immediate implementation of sup-
portive therapies. The safety criteria for early
mobilization and the prescription of functions
in cases with COVID-19 in the ICU and physio-
therapeutic interventions for cases with sus-
pected or approved diagnosis of COVID-19 in the

ICU were presented.

The article “Early Rehabilitation in COVID-19,
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best practice suggestions for the early rehabili-
tation of COVID-19 cases” included conceptual
recommendations for early rehabilitation of
cases with COVID-19, such as a checklist of
logistical and organizational measures, aspects
of infectivity and personal protective equipment
(PPE), adjustments to the patients’ surround-
ings, interprofessional teamwork and co-ther-
apy, respiratory treatment, mobilization, acti-
vating care, training in functions of daily living,

training intensity, and psychosocial treatment.

Cases without COVID19 infection who needed
ICU should be treated based on the guidelines
that each center had developed for ICU rehabili-

tation. Italian Society of Physical Medicine and

Rehabilitation (SIMFER) suggested preventing

complications from immobilization or invasive

mechanical ventilation. Clinical stability must
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be provided, and rehabilitation interventions re-
quested. Promoting early discharge and facilitat-
ing access to home and community rehabilita-
tion is suggested whenever possible, especially

for cases with appropriate functionality.




12. GUIDELINES FOR THE MANAGEMENT

OF IMAGING AND RADIOLOGICAL

INTERVENTIONS DURING THE

COVID-19 PANDEMIC

Preparedness of Radiology Department

All health providers, cases, and visitors of the
Radiology Department should be requested to
practice appropriate hand hygiene, which in-
cludes exact hand washing with soap for at least
20 seconds or hand sanitizer that contains 75%
alcohol. Surgical masks should be used by staff,

cases, and visitors depending on local availabil-
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ity. The points of entry into the institution and
Radiology Department should be limited for
effective screening of cases, visitors, and em-
ployees, although employees should be evalu-
ated separately. History of travel, occupation,
contact, and cluster (TOCC) can be received be-
fore the visit or at the entry point. Body tempera-
tures should be assessed. Those suffering from
manifestations of acute respiratory illness or
other recently reported manifestations of
COVID-19, such as lack of appetite, vomiting,
diarrhea, and/or anosmia, should be adminis-
trated to selfquarantine and/or directed to ap-
propriate testing sites for SARSCoV-2 infection
based on local and institutional recommenda-
tions. Staff members with recent travel, contact
with approved SARS-CoV-2 infected cases, or

contact with those having related manifest-
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ations should be instructed to self-isolate and
contact employee health or their primary care
doctor for guidance. Health care providers
should not return to work until exclusion of po-
tential infection or fulfillment of isolation dur-
ation. Different social distancing interventions
should be used to prevent clustering and ensure
a distance of least 1.8 m or 6 feet between all
subjects to decrease risk of infection. For busy
radiology units, depending on the local rate of
COVID-19, imaging examination visits may re-
quire to be decreased or scheduled with longer
time intervals, and accompanying visitors
should be restricted to avoid crowding of the
waiting areas. If possible, administrative health
providers should be requested and provided
with equipments, such as laptop computers and

virtual private network connection, to perform
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their duties from home. If home workstations
are available, radiologists, especially those with
risk factors for poor outcome if affected by
COVID-19, should be provided to perform their
duties remotely to decrease potential exposure.
Health care providers whose work needs in-per-

son presence should have staggered shifts and

work in fixed, small teams, and prevented any

close contacts with cases outside of the assigned
team. In the unfortunate event that 1 team
member is suspected or approved to have
COVID-19, only a relatively small number of
team members that he or she has had contact
with would require to be isolated. Members of
other teams, without exposure, can continue to
provide coverage of needed duties. For units that
provide services at multiple locations, health

care providers should remain at one location to
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the extent possible and prevent rotation to de-
crease the potential of cross-infection. For
health care providers who work onsite, cleaning
of the workstation, keyboards, mice, and other
fomites should be carried out at the initiation
and end of each shift, and sharing by different
health care members should be reduced. Health
care providers should prevent congregating dur-
ing coffee or meal breaks. All in-person visits in
the Radiology Department and institution
should be terminated if possible. If a visit seems
necessary, limit the number of in-person sub-
jects to 6, at most. Different web-based social
media and teleconference applications can be
applied for education, visit, interdisciplinary

consultation, or general communication.

Performance of CT for Suspected or
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Approved Subjects of COVID-19

CT of the chest is often needed by referring
doctors for evaluation of cases with respira-
tory manifestations to narrow the differential
diagnosis, triage cases for admission, and to
guide treatment interventions. Many of these
cases may have suspected or approved COVID-19
pneumonia. Coordination with clinical services
including emergency medicine, infectious dis-
ease, critical care medicine, pulmonary medi-
cine, and, etc., to create the optimal institutional
algorithm for assessment to allow proper appli-
cation of CT and notification of the radiology
department before the arrival of cases with sus-
pected or approved SARS-CoV-2 infection is es-

sential.
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Creating a Safe Environment

The delivery of the CT services should be carried
out in a manner that increases safety for the
radiology health care providers and the work en-
vironment. The waiting regions and the passage
ways between the inpatient department and the
CT room should be separate from the flow of
traffic of other cases. Common communication
between the referring service, radiology sched-
uling staff, and CT technologists is suggested to
improve efficiency and reduce patient time in
the CT room and exposure to radiology health

care providers.

General protection

Using work clothes, disposable medical masks,
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work caps, and gloves.

Primary Level of Protection

It is appropriate for pre-evaluation and triage,
fever clinic, and infectious diseases clinic. Using
disposable work caps, disposable medical masks,
work clothes, isolation gowns, and disposable
latex gloves, and appropriately performing hand

hygiene.

Secondary Level of Protection

It is appropriate for health care providers who
has close contact with suspected or approved
cases. Using disposable work caps, protective
goggles or face shields (anti-fog type), medical

protective masks, protective clothing or isola-
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tion gowns, disposable latex gloves, and dis-
posable shoe covers, and completely conducting

hand hygiene.

Third Level of Protection

It is appropriate for aerosol-producing inter-
ventions conducted for suspected or approved
cases, such as sputum aspirating, respiratory
sampling, tracheal intubation, and tracheotomy,
which may lead to spraying or splashing of
respiratory secretions and substances of the
body. Wearing disposable work caps, medical

protective masks, protective face shields, med-

ical protective clothing, disposable latex gloves,

and disposable shoe covers, and completely con-

ducting hand hygiene.

13. GUIDELINES FOR THE MANAGEMENT
OF ORTHOPEDIC TREATMENTS

DURING THE COVID-19 PANDEMIC

On-site First Aid

In principle, all cases with fractures which
occurred in pandemic regions should be man-
aged as suspected COVID-19 subjects. The am-
bulance needs sufficient protective instruments
and rescue equipment. All medical staff should
be expert about the manifestations of COVID19
and should have received professional specialty

in level-three personal protective equipment.
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Moreover, all should be trained well in using and
taking of a disposable hat, disposable protect-
ive clothing, long shoe cover, N95/FFP2 mask,
goggles, double-layer gloves and protective face
screen. Personal protective equipment is critical
to reduce the chance of contact with body fluids
of the wounded. Before arriving at the scene,
all the healthcare providers and drivers involved
in the pre-hospital emergency should take level-
two personal protective equipment. For cases
with contact with COVID-19 cases or hav-
ing the manifestations of fever and/or respira-
tory manifestations, the pre-hospital emergency
healthcare providers and drivers in the non-pan-
demic regions should take level-two personal

protective equipment in advance.

Transportation of the Trauma
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Case to Hospital

In principle, all the injured cases should be
transported to the nearest clinic with appropri-
ate isolation equipments, appropriate levels of
personal protective equipment and the ability
to diagnose and treat COVID19 cases. The am-
bulance is exposed to high level of aerosol for
a long time in a relatively closed environment,
and must be cleaned and disinfected completely.
Negative pressure ambulances are better than
conventional ones. Only cases with excluded in-
fection of COVID-19 can be sent to the general
emergency unit, the rest should be managed in
the COVID-19-designated hospital for receiving

sufficient treatment.

Protection of Healthcare Workers
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in the Emergency Room (ER)

All health care providers who receive cases with
suspected or approved COVID-19 require at least
level-two PPE in the emergency room (ER). If
the case is unconscious, or his/her compan-
ions cannot describe the epidemiological his-
tory, the suspected subjects shall be managed
as COVID-19. During pandemic, all cases should
be managed as suspected subjects of COVID-19.
Appropriate PPE and disinfection of medical in-

strument is paramount.

Indications for Emergency Surgery

The criteria for emergency surgery is “threat
to the patient’s life if surgery or intervention
is not carried out, threat of permanent impair-

ment of an extremity or organ system, risk
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of metastasis or progression of staging, risk
of rapidly worsening to severe manifestations”.
The main reasons for emergency surgery at our
center are: trauma seriously endangering life or
limb, such the criteria for emergency surgery is
“threat to the life of a case if surgery or inter-
vention is not carried out, threat of permanent
impairment of an extremity or organ system,
risk of metastasis or progression of staging,
risk of rapidly worsening to severe manifest-
ations”. The main indications for emergency
interventions at our center are: trauma seriously
endangering life or limb, such as fracture with
hemorrhagic shock, suspected large blood ves-
sel trauma and fracture with critical organ im-
pairments; Gustilo II-III open fractures, closed
fracture with compartment syndrome, fracture

with severe infection; unstable pelvic fractures
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and failure of closed reduction in dislocation
of the hip joint with/without acetabular injury;
unstable spine fracture with spinal cord trauma,
or progressive aggravation of neurological im-
pairments with/without Spinal Cord Compart-
ment Syndrome or Spinal Cord Intramedullary
Hypertension (SCImH). Cases with mild to mod-
erate COVID-19 are treated as above, whereas
patients with severe COVID-19 are more possible
to be managed non-operatively. In other words,
severe COVID-19 is a relative contraindication
for emergency orthopedic surgery. Cases with
critical COVID-19 or those who are intolerant to
surgery or anesthesia are an definite contraindi-

cation.

Emergency Pre-operative Plan
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According to condition of each case, trauma,
injury type, stability, neurological activity, med-
ical instruments and technical conditions, the
aim of surgery should be completed in a single
approach or minimally invasive surgery as far as
possible. The team should take interventions to
decrease the effect of time, trauma, hemorrhage
and anesthesia on cases with COVID-19. Dispos-
able surgical equipments should be used where
possible and non-operative therapy should be

strongly noted.
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