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deH— 1. i@ 20 a9 2022, ARG WRGR, b Wy Yd GRIR Hedro AT,
Revised Comprehensive Guildlines for Management of COVID-19 in Children and
Adolesscents (below 18 Years)

2. HHI® /Pifas—19 = /amg S d. /2020 / 928 WuTd, feATd 24.06.2020

e
A i

SWig fawarfa @@ 2 5 18 9§ @ &9 oy @ g=ai qur fFeRr &g
Bifds—19 Feed Bg favga gfea -y o fad ™ 2| fRewel & g gw
I Variant of concern Omicron @ SaRUlT # afe & gfema Rm—fret ¥ welem
AT & | ST B AR Omicron Variant § B arel WaBHUT &0 TR gRI 72 ¥ | fa of
g8 HEYTS © AN dEx a Iy # wraurh g frwr @t oig | ol el o v
fren—frde 7 yarell @ 79 Wy Suee B9 R HRd Ry ama |

faeivsti gRT SudE HEW WE B AR W FIfde—19 vEuT gq frErEr
gema e T 8-

1. qd # 9 TWIG P Comprehensive Guidelines for Management of COVID-19 in
CHILDREN (below 18 vyears) #IfAa fdam wam 1| SHa @H W 3@ 39

Comprehensive Guidelines for Management of COVID-19 in CHILDREN and ADOLESCENTS
(below 18 years).
2. BIfdS—19 WHHAYT & THRAT ¥ FRUg U= araval siufdai 3@ Monoclonal

Antibodies ST WA 18 Tl A & g P deai H 78! (ol AT |

3. ®dd Covid Antibodies & &R H f{f?g' 89 TR Multisystem inflammatory syndrome in
children (MIS-C) &1 STITHINGG R HHY AIGETH! qweil T |

4. C - reactive protein (CRP) Level Smg/dL. & 3T B WX Mis-c e fbar o wasd
gl

fAveR.....2
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5 TR Steroids &1 SUANT fraT ST & A IES WA 10 W 14 A gH FHE

Terg ol | g8 A B welifed el 3 gur Wi s

6. Anticoagulants ® IgART @ e o genfea fear mar g
7. Post Covid Care%ﬂ T4 w7 feen—fadwt & aftafera fear man =
gd & ol fdet & weifta foie frergar 8 -

FAQs on SARS-CoV-2 Variant-Omicron, available at
https://www.mohfw.gov.in/pdf/FAQsonOmicron.pdf

Revised guidelines for Home Isolation of mild /asymptomatic COVID-19 cases, available at
https:// www.mohfw.gov.in/ pdf/Revised Homelsolation Guidelines 05012022.pdf

Guidelines for COVID-19 vaccination of children between 15-18 years, available
athttps://www.mohfw.gov.in/pdf/ Guidelinesfor CovID19
VaccinationofChildrenbetween15to18yearsandPrecautionDosetoHCWsFLWs&60populationwit

hcomorbidities.pdf

SARS-COV-2 HHUT B ey g Fri=or 2 IS o de &aeR e 8 —

3Ws:

2Vs:

e]

O

Watch your distance - UXXUX 2 meters & 3feEH i\?f ) S |
Washycurhands-ﬁ'ﬂﬁﬁ wU F B 9% fHY I |
Wear a mask - FFIRAR AR 7 SUATT fHam o |

Ventilation - el I §g Tl Y qorm d ffre gRferd 2id 2
Vaccination—15 ¥ 18 99 B gzal g bRl &1 Srbrdvr BT 9 |

FEor IR, He, FA TR qur TR WU ¥ BIfde—19 HEHU ¥ U deal 9 18

A A B A B (HURT B UG B B ASHICY, Soll dracyd, HALH qe
SN sga Ey F wff I W SwER & gewta do aiforer e

IFER B
. 18 WA @ B9 MY B Al 9 FOR] F Pfde—19 B A T yauT 8g WA,

e, 81 fbar o 2

Antiviral 3SR SN Remdesivir, Favipiravir, Molnupiravir, Fluvoxamine Tl
Monoclonal Antibodies SI¥ Sotrovimab, Casitvimab+imdevimab &1 SUANT Y& @

TGS B e B ITa # g el 2

D:AS/Letter & Notesheet/Letter IDSP-2/Page No.319



//3//

« = B Comorbidities B @I TN ¥ Hafd IR &1 FHfId SUER OIN R

S |

=l # IR WM 9 BIfde—19 & |HY -

.g@]—\’
o 7

o A% B &I,

o T H WY o TXI AL

o WY ® W@ T oI,

e ITH TT, HAGWNI, o Ifl HIAM, T
T, T dAT TG
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w1 AT BT | i
e B AR TR HIfIS—19 B THRAT B SAiber vg dlferedr —
Differentiating efor fed HG A& HH TR iR (Severe)
Symptoms/signs (Asymptoma (Mild) (Moderate)
ol&TvT tic)
e Respiratory Norma‘l with Normal Rapid Respiration Rapid Respiration
rate/min age with age <2months>60/min <2months>60/min |
dependent dependent 2-12months >50/min " | 2-12months >50/min
NSHALIGR Viriation 1-SYear>40/min 1-5Year>40/min |
>5 Year>30/min =5 Year>30/min |
Sp02 on room air 294% 294% 90-93% O <90%
| Grunting Severe
‘ X X X s
retration of chest ‘I
Lethargy :
somnolence X X X +/-
(e, e s
Seizure (s/cd 31) X X X A
Acute Respiratory Distress Syndrome (ARDS) AT 9T BT .-
Pediatric Acute Lung Injury Consensus Conference (PALICC) B ufamT @ HJHR ARDS B
frer Sfrat & R Rean o @ —
fReR... 4



/[ /47 /

i.  Mild ARDS

High Flow Nasal Oxygen 0.5 L/kg/min ¥ WIR® @Y 2 L/kg/min T FTd §Y

monitoring @1 ST 370dT BiPAP or CPAP B HEH ﬁ non-invasive ventilation
ferar S |

ii. Moderate-Severe ARDS

o BHI HI Rkl ® fTU low tidal volume 4-8 mli/kg BT mechanical ventilation SIECH

ferar < | plateau pressure <28-30 cmH20, MAP <18-20 cmH20, driving pressure

<15 cmH;0; PEEP 6-10 cm H,0 (or higher if severe ARDS), Fi02, <60% sedoanalgesia *
neuromuscular blockers; cuffed ETT, inline suction, heat and moisture exchange filters
(HMEF)

ventilator circuit, nebulization 32Td] metered dose inhaler P IR—AR disconnect &
frar & |

fluid overload @ U @1 TOAT @Y T @AT 3W 10 UfOEd | HH I
ST AT Fluid BT SUGIT AT A S |

fe Hypoxemicaﬁl Ted B Ul @ 3= Prone positionﬁ g7 Y |

gfafes weaning T extubation &I geror AT WA | 24 ©UEl H  enteral
nutrition YW far ST den 48 gvel # sl @ ol aMER gae fhar
S |

Oxygenation 1 Refa Hemodynamics @ MR U Transfusion HICIdId

AR fram S | (Transfusion trigger Hb <7g/dL if stable oxygenation and

hemodynamics and <10 g/dL if refractory hypoxemia or shock)

3if6 & WEYUH (Management of Shock) —

Crystalloid Fluid Bolus 10-20 ml/kg TAE=IYdE 30-60 minutes DI a8 # dR—eR
URM® Vasoactive Support[epinephrine)fﬁ ey f&ar o |

o A BT Blood Cultures ¥ VI T TIMHR Treatment Guidlines JTHAR T&H TS

@ WIaY Antimicrobials a7 WIHT URW fhar WY |
fluid boluses, vasoactive drugs TT Target Mean Arterial Pressure 2H ) ¥ I Poor

Perfusion TI2IT Myocardial Dysfunction g9 w® Inotropes (milrinone or dobutamine) &1
IYAT fHar o |
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Fluid Refractory Catecholamine Resistant Shock B P g9 A Hydrocortisone fear S
AHAT & | IS U8l | B dexamethasone 31eTdT methylprednisolone fed o W8 &
39 ReIfr § Hydrocortisone T8 feaT W1 |

Fluid Overload ¥ §aTd & forg It @t Rerfy Rer 819 R v fluids &1 I
e fbar S =nfey |

TG W AR a1 Sfed] 81 §a Ia1 Seal URT dAr Sfad g |
Oxygenation Gl ﬁﬂﬁf Hemodynamics B IR WX Transfusion SIEIbrel HHAR
feFam ST | Transfusion trigger Hb <7g/dL if stable oxygenation and hemodynamics, and

<10 g/dL if refractory hypoxemia or shock

pifds—19 T T=if qor fFaRt & Multisystem Inflammatory Syndrome (MIS-C) &1 H&E :

Multi System Inflammatory Syndrome in Children (MIS-C) TIT syndrome © Roras g=af #

@R >38°CH SUR I1 I8AT & TUT IHBT epidemiological HEH SARS-Cov-2 & 2 |

Diagnostic criteria (WHO)

0-18 years a0 T fHeiR e @9 o5 9 omoR @R 2@ |
1§ | g 37 e 8
o Rash J72dT g1 3@} # non-purulent conjunctivitis 312dT ﬂ'@ B g Wi A
muco-cutaneous inflammation @ GI&TTT |
o Hypotension 3dT shock
o myocardial dysfunction, pericarditis, valvulitis, 32fdT coronary abnormalities B
oTeToT 9™ EcHO findings AT d&T AT Troponin/NT-proBNP wftafera & |
o PT, PTT, elevated D-Dimers 1 Wm coagulopathy &1 HI&Y |
o T, Socl T Uc T¢ AT Acute Gastrointestinal FHAY |
ESR (>40 mm), C-Reactive Protein (>5 mg/dL), or procalcitonin ks inflammatry markers
T de-T |
Inflammation T microbial DRI T _E-'Si_'\f P TIM H (Bacterial Sepsis, Staphylococcal
3eIdT Streptococcal shock syndromes wftafera 2 1)

Bl H Covid-19 THHY & ATeY (RT-PCR antigen test or serology positive) 312Id]
Fifds — 19 IN I Fus |
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MIs-C BT G %1 @ qd =1 Alternative diagnoses @1 3Tqaford &R o+ =Teg:

. Tropical fevers (FRIRaT, 7, ©Hd TAHH, (RS BIR)
» Toxic shock syndrome (staphylococcal or streptococcal)

» Bacterial sepsis

Multisystem inflammatory syndrome in children (MIS-C) with Kawasaki Disease (KD)

phenotype # gUTN, conjunctival redness, oropharyngeal findings (<fTel QT:I/CHQIT'-IT He—Fe Sﬁa,

strawberry tongue), rash, swollen U4 /3JeTdT  erythematous hands and feet TAT cervical

lymphadenopathy g8 ST B |
Mis-c I0f1 § Sif, g den yeeE g FerEre el |
MIS-C T Tee R far o —

s cardiac dysfunction, coronary involvement, shock or multi-organ dysfunction syndrome

(MODS) @ Weerd B M Bl MATHATER MY, H W PR wHRE

ITgR veTd fFar o |

o gEEl H cardiac_failure/ fluid overload g1 P I H IVIG Pl e o 48 gUE

B o1af a e o= =Ry |

. FANfAE quT LRGP AT B T‘é'a steroids T Dose 2 9 3 WET8

& HHI & B §h (Taper) feam S|

o G Gl Bl PH W Y 4 F 6 A dB Aspirin 3-5 mg/kg/day, JEHTH 75

mg/day fTar S = %QI (with platelet count >80,000/uL) gl H coronary

aneurysmsqﬂj GIEER R Aspirin Jfrs FHY T fear o |

o 31 Ifrat # thrombosis or giant aneurysm Bl ATI B absolute coronary diameter 2

8 mm or Z score > 10 or LVEF <30% B! 378 Low molecular weight heparin (Enoxaparin) 1

mg/kg/dose twice daily s/c in >2 months (0.75mg/kg/dose in <2 months).

. gEd W gey @ Hafd GERT BN W 4 9§ 6 AW ddb IHPB ECG 48 HUT
TAT ECHO 7 | 14 29 & ardvtar # fopar oA | IfT ecHo # fRAFwfa arg Sl

2 39 01 a¥ 9% g fhar o |
geal ) AR 8g weY Herd 2
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L AT L
THHYT BT ADHATH G fAGFT Infection Prevention and Control (IPC)
JAh BIfdS DAY FRT H multidisciplinary hospital infection control AT aTasa®
U A Ifed @ WA | HHAT B AHAM g e 2q TR gt @ amar w
WHIY TR @ S -

o HFED AGUH] o GTATERY & Gy, ARieHY qun @

. Dropleti"i—ﬁ;ﬁﬁ AT o  dN—dN ‘Ei;g M arel) sl aar IYHERv
@ AEHIg aA FAHEHH |

¢ Airborne W&HUT Haell HIGHTH! o linen @1 WIS UG fA:EishHOl |

o HUd Hath Hiaurerfl den sl @ o Od aufl¥e @ gl gdu |

T |

o TNIR® G| o M R AFERieT FER fJud oW
HIED & |

o T RIErR de wewdl | o ER QAT IS H FAI YSAdAl ERI
HIEh eI |

o HAHIT gATCTR PET |

o WY A HaE WHAY Bl
fARTY |

o HHW WReI HAT YTl BT M7 9.

4. (Inter Persional Communication)

qee § uferor|
AP B SIANT Heel fEI—FAS (Guide for using mask) :-
o 574 W FH AY I B qTdl B ARG B SUANT & RETY G 3T TR |
e W 11 9H B I AR WA T ¥ ARG & IUATT A D aHdl B
MR 9R AT/ feraadt @ iR A A g gad # |
o 12 9% T IEW AVF MY B FAl P A Bl g M fRw-fdel @
3HY ARG BT SYIRT FHY |

o AD H IUANT HIA GHA BRA B @Al Wigd R U SHefdl eehlgd
amenRa s 39 9 gHi=a @ o |
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Antimicrobial ® SUgNT Heel fem—Age —

COVID—19 U&h dRIRel HHHY £ 3R HHRI COVID—19 aTaNel HHHT B yaud H

SR (Antimicrobials) 1 ®1E AHT 78I B |

o« T XARA TUT HE SEVT Tt FHROT:- U/ THON H SUAR Al Mifthetfaaw
@ forg RO (Antimicrobials) Garail @ RywIRer & @1 S 2 |
HegH 3R TR gER- AT GORUSS WHHOT B @l S # IR
(Antimicrobials) Ea131l @1 Sual fafecas g1 fhar o \war 2 |

. s vie. Rifecaara Aot 0 B host factors, T TRFSHTTATSH o
IRUETSl B antimicrobials I P SMEMR TR WA pathogens 1 A fbd
S BY YRR @ goid B AR empirical Antimicrobials It BT A ST |

Steroids TTYT Anticoagulants T IUANT TAT Post COVID care:-

Steroids:

FeTor R TAT HE BIAS—19 D U H Steroids EIfNBND B HHd & Al

I9%T SuanT T8 fhur A anfav |

Steroids @1 SYANT THR ©Y ¥ R Hifde—19 & AT B sRgare 7 +fl B
sfaa e # far s anfeg | '

Steroids BT IUINT I Ty R IfRa A # Sfra ey @@ far S =Ry |
Corticosteroids @1 QUM @Rd T W dg adl WHRI T F9& THR
Bifas—19 wavol # far ST SRiRIT 81 Steroids HT SUAN = SIS A fhan
ST —

o Dexamethasone 0.15 mg/kg, maximum dose 6 mg once a day OR

- Methylprednisolone 0.75 mg/kg, maximum dose 30 mg once a day

gfafes A<ife qeaid @ MR W Steroids BT IUAN 5 1 7 A1 a6 SRy <@
ST aAr 10 & 14 7 9% &9 fFar e |

el URY B 3 W 5 Al TP steroids BT STANT 7 fHAr S | URfS sraven
# steroids ® SUANT § ATIRSA AST FY 3@y H g BN 2

faem RifraraTa oyl @ steroids BT T IUATT 7 fHar S |
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Anticoagulants:

o U ®9 ¥ Anticoagulants &1 IUANT 7 fHar S |

o STl ¥ WA R F=@ H thrombosis B @ WX Hedld AT W )
thrombosis & a8 # ARAY R &1 1Y |

e Prophylactic anticoagulant @I = uRRerfol # far S| (Saa way 3 o 1y
ol @1 MR g% @1 bleeding risk TAT Prophylactic anticoagulant @ Hedl Xidefd &

TIH+ B8ITT |)

a)a’lﬁﬂ"‘Tﬂ 3121gT gRaR H Venous thromboembolism (VTE) &1 gfog™ 81 R |

b) central venous line T T BT TUT /AT FY &I JUA] AP faRad Risk
Factors T BIT |

NEIEESEEL 37 risk factors B |

(*thrombosis D PRD Predisposing risk factors — venous thrombotic events (VTE), &1
fRTTa szﬁ—ﬁﬂ‘ﬂ IRaR & Aoeie) Reaery & vre &1 §%€T‘ﬁ, central venous
line 3’% Etlﬁ*?lﬁf baseline q mobility H Eﬁfﬁ, burns, Hlby ?‘)H‘\’ Estrogen Therapy,
inflammatory T H E[ﬁ-é‘ s 'H}IETUT,, TR dehydration, ET%PJT surgery 3f=A0d[
dre)

9 D Ed\”udlc*i‘ief eI Eﬁ'ef TP S low molecular weight heparin {Enoxaparinjz
0.5 mg/kg twice daily,a'?[ a1 # fSar I |

thrombosis &1 Wog &M WR FHfyd g grr e ge faar o gfie
JURIT 12 FEE Tb low molecular weight heparin W{[ﬁﬂ e # therapeutic
a1 # fear S |

BIE 1155 ¥ & I Bl anticoagulation SUAR W&TH fHar 1 v&T € @I 39 Wi
g7 91 | afeg bleedingﬁ)lel UX anticoagulation SUTNN P! g5 gy o |

low molecular weight heparin (Enoxaparin) Gl Therapeutic HIAT 1 mg/kg e # Q1 ar

oo

Post COVID Care:

SAEToT MR JfAT HE FEI0T drel blfde—19 AT geal Bl —
o WIEIPIcl AR SWHTA DI T |
o CIHTHRYT =g UTA B8, A1 IdIhrYl fhan Sind |
o UMWl wee gRTRl ge fRar SR |
o WANSIMG WEIdl USH B W |

fdar.
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. T Y A TR Pfie—19 Fafa gell B Swiad gl @ faRd
sare @ R 8N W osFe "a-fdr/dwfar @ e fasgert w
WY fear S

o TaET H FfoAE waeh vl @ 9 e swE fred @ sfad
R @ T |

o RS & TE ¥ T B Wl H g @ W eg SR @ W
& favg & SFER 41 9 |

. oA ¥ W 9= @Y e o RYw @ e A s B W
wgfd SUER e fhar Wi |

SRR &t &1 urer e s gifed fGar s |

o~ SURIGTTER
(.
ey MY (Y8 W,
e W@y Ud favrT "y
Y55,/ AME.SLTEH. /2022 /1 2. - MIT, 25701 / 2022

yfafef— suar gl |

1. AR T i, WY, U, die @Red U URaR et T, HaATerd,

2. A AR JMgE, A |

3. arrgee, Rifeoar e, dager wa, Aare, w9 |

4. P9 HoTel, U WRey A (T .gE.wE.) |, H |

5. WeTeld, TR Vard, FATeATerd WRed |ard, 7. |

6. TEL Y HaTerd, GURT Wy Wan, weuye |

7 T THAETE IR BrEfe @ R Sdd e frmfy qewrde W
TS &g |

Arp ey Ud ﬁ}wr HY.
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Dated 20" January 2022

Government of India
Ministry of Health and Family Welfare

Revised Comprehensive Guidelines for Management of COVID-19 in Children and Adolescents (below 18 years)

The Comprehensive Guidelines for Management of COVID-19 in CHILDREN and ADOLESCENTS (below 18 years) were
reviewed by the group of experts in view of the current surge mainly attributed to the Omicron variant of concern.
The available data from other countries suggests that disease caused by the Omicron variant is less severe; however,
there is need for a careful watch, as the current wave evolves. These guidelines are dynamic, and will be reviewed
and updated, on availability of new evidence.

The experts have assessed the available evidence and overall, the management remains unchanged, barring a few
changes outlined below.

1.

7.

Title of the document has been changed from Comprehensive Guidelines for Management of COVID-19 in
CHILDREN (below 18 years) to Comprehensive Guidelines for Management of COVID-19 in CHILDREN and
ADOLESCENTS (below 18 years).

Use of antivirals or monoclonal antibodies is not recommended for children less than 18 years of age,
irrespective of the severity of infection.

For diagnosing MIS-C, caution should be exercised while interpreting an isolated increase in COVID
antibodies.

The CRP level for diagnosis of MIS-C has been revised as >5mg/dL.

If steroids are used, they should be tapered over 10-14 days, subject to clinical improvement.
Use of anticoagulants has been revised.

New section on post-COVID care has been added.

Attention is drawn to the following MoHFW guidelines:

FAQs on SARS-CoV-2 Variant-Omicron, available at https://www.mohfw.gov.in/pdf/FAQsonOmicron.pdf

Revised guidelines for Home Isolation of mild /asymptomatic COVID-19 cases, available at
https://www.mohfw.gov.in/pdf/RevisedHomelsolationGuidelines05012022.pdf

Guidelines for COVID-19 vaccination of children between 15-18 years, available at
https://www.mohfw.gov.in/pdf/GuidelinesforCOVID19VaccinationofChildrenbetween15to18yearsandPreca
utionDosetoHCWsFLWs&60populationwithcomorbidities.pdf

COVID Appropriate Behavior is recommended to prevent SARS-CoV-2 infections:

3Ws:

2Vs:

Watch your distance (more than 2 meters)
Wash your hands
Wear a mask

Ventilation — open spaces are less risky than closed or poorly ventilated areas
Vaccination — for 15-18 years age group


https://www.mohfw.gov.in/pdf/FAQsonOmicron.pdf
https://www.mohfw.gov.in/pdf/FAQsonOmicron.pdf
https://www.mohfw.gov.in/pdf/RevisedHomeIsolationGuidelines05012022.pdf
https://www.mohfw.gov.in/pdf/RevisedHomeIsolationGuidelines05012022.pdf
https://www.mohfw.gov.in/pdf/GuidelinesforCOVID19VaccinationofChildrenbetween15to18yearsandPrecautionDosetoHCWsFLWs%2660populationwithcomorbidities.pdf
https://www.mohfw.gov.in/pdf/GuidelinesforCOVID19VaccinationofChildrenbetween15to18yearsandPrecautionDosetoHCWsFLWs%2660populationwithcomorbidities.pdf
https://www.mohfw.gov.in/pdf/GuidelinesforCOVID19VaccinationofChildrenbetween15to18yearsandPrecautionDosetoHCWsFLWs%2660populationwithcomorbidities.pdf

* Positive without symptoms

« Sore throat, rhinorrhoea

. umwmhmmmh

* Sp0; <90% on room air

mmmnahwm » Any of the following — signs of severe pneumonia,
» Cough without breathing difficulty « Rapd respiration - <2 months RR =60/mn, acute respiratory distress syndrome, septic sheck,
2-12 months, RR l-!mll =40 mir; multi-organ dysfunction syndrome, or poesmonia
* Spl: x04% on room ar »5 years, RR 230/mun; with cyanosis, grunting, severe retraction of chest,
Symptoms, see COVID-19 symptoms — AND/OR Sp0; 90-93% o room air Jethargy, somnolence, setzure
.:? = : a2 = For other symg COVID-19 symp at » Forather symptoms, see COVID-1¢ symptoms —at a
glance glance
Home isolation Home isolation* (tele consultation SOS) recsh S5 : :
Bele b $09) GOV Ca e CRTT SRR  Admitin HDU/ICU of COVID-19 Hospital
Mainstay of Treatment Mainstay of Treatment Mainstay of Treatment Mainstay of Treatment
« Infants and younger children 1o tay under - s«m wmwwmn, « Initiate oxygen iF Sp0, i <94% and maintan Initiate immediste oxygen therapy and maintain
immediate care of parents/guardians Detween 34-06% target Sp0: 94-96%

* No speaiic medication required foe COVID-19
Infection:

- km*mmwﬂm

o Maintain fluid and electrolyte balance

Maintain fluid and electrolyte balance

o Fluids and feeds ensure ora fluids fo maintsin i N X i Corticosteroids therapy to be initiated
. d and give a nutritious B it ]
Cantinue for other it any i m( 'T’ diet poor Anticoagulants may also be indicated: see
= Promate COVID appropnate behaviour (mask, strict o Atimacrabials are not indicatad . % 2 S anthcoaguiants quide
hand hygiene, physical distancing; please sce guide * Mantain q g g af B in * Exercise caution- see use of corticosteroids
for using mask (refer page 9) ;mgslimm.uﬁm Ml’wd‘" and anticoagulants guide {refer page 6)
« Fluids and feecs: ensure oral tiulds to maintain 'M ntake rorga "h' « In case Acute Respiratory Distress Syndrome
hydration and geve 2 nuntious diet young chil . - % mw?‘”’nhmf:k v (ARDS) or shock develops, initiate necessary
o Advise ol children and famey to stay connected O mtmmmmm 6 hours management; m
and engage In positwe talks through phone. video- m"?"w’“‘“” - wmumuimns « Antimicrobias to be administered If there is
calls etr. 9 Mb’“. ﬂndﬂﬂuadhﬂbﬂa)m bacterial evidence/strong suspicion of mpuxmed
« Parentjcaregivers to contact the doctor i case of in Mpum“u’& bacterial infection; see
appearance of symptoms calls, ete. . & care for bid conditions, i any « May need ocgan support In case of organ
= Wﬁ!ﬂmﬂﬂwhﬂd : dysfunction e.q. renal replacement theragy
Investigations Investigations Investigations Investigations

« No mvesigations needed

« No iwestgations needed

o Basaline: CBC inchuding ESR, blood gluscose
o (hest X-Ray

CT chest is not indicated in

is or management of COVID-19 infection in children
Consder CT chest only # no amprovement in respiratory status

« Hassline: CBC indhuding £5K, bloed glucose, CRP,
LFT, KFT, serum femitin, D-Dimer
o (Chest X-Ray

As of now, in absence of safety and efficacy data, the use of antivirals such as Remdesivir, Favipiravir, Molnupiravir, Fluvoxamine, and monocional antibodies such as Sotrovimab, Casirivimab+imdevimab,
are NOT recommended for children less than 18 years of age irrespective of severity of illness

dren - at a glance

Children with comorbidities should continue to receive appropriate management for their underlying disease

* Decision for home isolation for children with immunocompromised state or chronic illness should be taken after proper assessment and discussion with family

Fever Sore throat/throat irritation Diarrhoea

Cough Body ache/headache Anorexia/nausea/vomiting
_ Rhinorrhoea Malaise/weakness Loss of sense of smell and/or taste »
Differentiating symptoms/signs Severe

Rapid respiration (age based)

Normal <2 months >60/min «2 months 25)/min
R tory rate/mi . : 212 moeths >50/mi Y nths >
espiratory rate/min with age dependent variaion with ag¢ dependent va ll‘sms 3405;&':" zlusuy:“ Z;WS(:/:‘-\
»5 years 230/min »5 years 230/min
SpO; on room air 294% 294% 90-93% <90%
Grunting, severe retraction of chest X x x +/-
Lethargy, somnolence X x x +/-
Seizure X X x +l-



Management of Acute Respiratory Distress Syndrome (ARDS) and Shock Guide:

ARDS may be classified based on Pediatric Acute Lung Injury Consensus Conference (PALICC) definition into mild,

moderate and severe

i)

i)

Mild ARDS
o High flow nasal oxygen (start with 0.5 L/kg/min to begin with and increase to 2 L/kg/min with monitoring)
or non-invasive ventilation (BiPAP or CPAP) may be given
Moderate-Severe ARDS
o Lung protective mechanical ventilation may be initiated, low tidal volume (4-8 ml/kg); plateau pressure
<28-30 cmH,0, MAP <18-20 cmH,0; driving pressure <15 cmH,0; PEEP 6-10 cm H0 (or higher if severe
ARDS), FiO,, <60% sedoanalgesia + neuromuscular blockers; cuffed ETT, inline suction, heat and moisture
exchange filters (HMEF)
Avoid frequent disconnection of ventilator circuit, nebulization or metered dose inhaler
Restrict fluids; calculate fluid overload percentage, keeping it <10%
Prone position may be considered in hypoxemic children if they are able to tolerate it

O O O O

Daily assessment for weaning and early extubation; enteral nutrition within 24 hours, achieve full feeds by
48 hours

o Transfusion trigger Hb <7g/dL if stable oxygenation and hemodynamics and <10 g/dL if refractory
hypoxemia or shock

Management of shock:

Consider crystalloid fluid bolus 10-20 ml/kg cautiously over 30-60 minutes with early vasoactive support
(epinephrine)

Start antimicrobials within the first hour, after taking blood cultures, according to hospital antibiogram or
treatment guidelines

Consider inotropes (milrinone or dobutamine) if poor perfusion and myocardial dysfunction persists despite
fluid boluses, vasoactive drugs and achievement of target mean arterial pressure

Hydrocortisone may be added if there is fluid refractory catecholamine resistant shock (avoid if already on
dexamethasone or methylprednisolone)

Once stabilized, restrict IV fluids to avoid fluid overload

Initiate enteral nutrition-sooner the better

Transfusion trigger Hb <7g/dL if stable oxygenation and hemodynamics, and <10 g/dL if refractory hypoxemia
or shock

Management of Multisystem Inflammatory Syndrome (MIS-C) in children and adolescents temporally related to

CoviD-19
Multi System Inflammatory Syndrome in Children (MIS-C) is a new syndrome in children characterized by unremitting
fever >38°C and epidemiological linkage with SARS-CoV-2

Diagnostic criteria (WHO)

Children and adolescents 0-18 years of age with fever 23 days
And any two of the following:
o Rash or bilateral non-purulent conjunctivitis or muco-cutaneous inflammation signs (oral, hands or
feet)



Hypotension or shock
Features of myocardial dysfunction, pericarditis, valvulitis, or coronary abnormalities (including ECHO
findings or elevated Troponin/NT-proBNP)
o Evidence of coagulopathy (PT, PTT, elevated D-Dimers)
o Acute gastrointestinal problems (diarrhea, vomiting, or abdominal pain
* And elevated markers of inflammation such as ESR (>40 mm), C-Reactive Protein (>5 mg/dL), or procalcitonin
* And no other obvious microbial cause of inflammation, including bacterial sepsis, staphylococcal or
streptococcal shock syndromes
* And evidence of recent COVID-19 infection (RT-PCR antigen test or serology positive), or likely contact with
patients with COVID-19

Alternative diagnoses that must be excluded before making a diagnosis of MIS-C
* Tropical fevers (malaria, dengue, scrub typhus, enteric fever)
* Toxic shock syndrome (staphylococcal or streptococcal)
* Bacterial sepsis

MIS-C with Kawasaki Disease (KD) phenotype is characterized by fever, conjunctival redness, oropharyngeal findings
(red and/or cracked lips, strawberry tongue), rash, swollen and/or erythematous hands and feet and cervical
lymphadenopathy

Stepwise investigations in a patient with MIS-C

All of the following: A e
Unremitting fever >38°C {for 23 days) > ’
Epidemsological Link 10 SARS-CoV-3 Wositor for evoiving festures of M C

Cinical festures suggestve of MIS-C

lvn

. No Tier 1 creen positive Tier 2 evakation
fre shock/life w i Tier | evaluaton ———— Work up for common tropical infections*
manifestations presecs
qu /
Simedtancous Tier Land 2 tests — Fulfils Sagnostic criteriz for MIS-C

Work up for common tropical infections*

Ne Yeu \ Any of these present?
Cardac dyshunction/shock

Evaluate for alternate disgnosis® Comanry invohvament

Morstor for evohving features of MIS-C MODS
Life theeatening conditions

AN

May start treatmeet whie completing evaluation for tropical Rule ot tropecal
Infections* {depending on acuity of condition) infections* first

Tier 1 tests imay be dons 2 Covid Care Cestre, Dedicated Covid Health Centrel: (5C, compiste metabolic prafie |LFT/KFT/biood sasislucose], (AP andfor ESR. SARS-Co¥-1 serelogy and/or RT-PCR, blood culture
Positive Tier 1 screen (Doth of these should be present:

1. CRP>S mg/dL andfor ESR >40mm/hoer

L Atieast one of theser ALC <1000, platelet comt <153,000/L, Nz <113 mEg/L, nutroghilia, hypeafundnemia
Tier 2 tests |may be dose at Dedicated Covid RospRal): Cardiar {ECG, echocardiogram, BNP, traponin T}; inflammatory maskers {procalcitonin, ferritn, PT, BTT, 0-Gimer, fibrinogen, LDH, tristyceride, cytokine panell;
blood smear; SARS-(o¥-2 senvlogy
Isolted increased COVID-19 antibodies are NOT SYNONYMOUS with MIS-C
* Far dizguosis of WS-C, it is mandatory to rale out common tropécal infecticns inchading malana, dergue, esteric fever, ricketisia dlness (scrub typhus), etc.



MIS-C with shock or MODS

v

IVIG 2 @iy over 1218 hours (rmas. 100 g), and
1V methrytprednisolame 2 1 /b ooy ang

Incroase IV MPS 1o 10 mg/hg/day (max. 1 g)
Comult specialist/expert for biologicals

Management of MIS-C

4

VG 2 g over 5216 howrs i 100 g1, st
1V muthrglpredninolone |2 =g g/ tay

¥ symproms perust for 48-72 of
“vtﬂm

Consult specialist/espert for biologicals

MiS-C without shock

IV mwttvytprednisolene | 1 g g day

Troat as per the phenotype
to which evolution occurs

* Appropriate supportive care is needed preferably in ICU for treatment of cardiac dysfunction, coronary
involvement, shock or multi-organ dysfunction syndrome (MODS)

* |VIG to be given slower (over up to 48 hours) in children ) )

] ) i ] Use biologicals only after expert

with cardiac failure/ fluid overload

* Taper steroids over 2-3 weeks with clinical and CRP
monitoring

*  Aspirin 3-5 mg/kg/day, maximum 75 mg/day in all children for 4-6 weeks (with platelet count >80,000/pL)
for at least 4-6 weeks or longer for those with coronary aneurysms

*  Low molecular weight heparin (Enoxaparin) 1 mg/kg/dose twice daily s/c in >2 months (0.75mg/kg/dose in
<2 months) if patient has thrombosis or giant aneurysm with absolute coronary diameter 28 mm or Z score
>10 or LVEF <30%

*  For children with cardiac involvement, repeat ECG 48 hourly & repeat ECHO at 7-14 days and between 4 to
6 weeks, and after 1 year if initial ECHO was abnormal

consultation and at tertiary care only

Suggested proforma for monitoring in children

Name Age Se Date

Co-amvorbid conditions (1 wny Controlled (yes/no Druys bedivy taken

5P,
& pulse rate

Nespiratory ratesy Cheet indrawing

Physical activity

(recond) o (recona Iy T revond| TS
0600 am

12400 noon

0600 pm

12:00 am

I Berdin oF ivmetimss, =2 Soll shortivess of oyt tirmattieg Tty Temmedes imis 5500y g beveh 10 b mimpsard by piibe onmeter

# Ireessiiny O ¥ g apgropcss BF cuts are avatiable: ## recand resplranscey rate in a calin 0r Ykeeping chikd




Infection Prevention and Control (IPC)

Every COVID care facility should have a multidisciplinary hospital infection control committee; key components of

infection control strategy are:

Standard precautions * Environment cleaning, disinfection, and

Droplet precautions sanitation

Airborne precautions *  Cleaning/disinfection of frequently touched

Contact precautions and hand hygiene surfaces/equipment

Physical Distancing * Cleaning and disinfection of linen
Cough etiquette/respiratory hygiene * Safe management of bio-medical waste
Well ventilated rooms .

Triple layer mask to be worn by patient as

Monitor healthcare associated infections per guidance below

Train all health care workers to develop IPC .
skills

Masks for care givers (home/hospital)

Guide for using mask

Masks are not recommended for children aged 5 years and under

Children aged 6-11 years may wear a mask depending on the ability of child to use a mask safely and
appropriately under direct supervision of parents/guardians

Children aged 12 years and over should wear a mask under the same conditions as adults

Ensure hands are kept clean with soap and water, or an alcohol-based hand rub, while handling masks

Antimicrobial use guide

COVID-19 s a viral infection and antimicrobials have no role in the management of uncomplicated COVID-19 infection

Asymptomatic and mild cases: antimicrobials are not recommended for therapy or prophylaxis

Moderate and severe cases: antimicrobials should not be prescribed unless there is clinical suspicion of a
superadded infection

Septic shock: empirical antimicrobials (according to body weight) are frequently added to cover all likely
pathogens based on clinical judgement, patient host factors, local epidemiology and antimicrobial policy of
the hospital

Use of steroids and anticoagulants; Post COVID care

Steroids:

Steroids are not indicated and are harmful in asymptomatic and mild cases of COVID-19
Indicated only in hospitalized severe and critically ill COVID-19
cases under strict supervision

Self-medication of steroids
Steroids should be used at the right time, in right dose and

must be avoided

for the right duration
Indications and recommended dose of corticosteroids-may be used in rapidly progressive moderate and all
severe cases

o Dexamethasone 0.15 mg/kg, maximum dose 6 mg once a day OR

o Methylprednisolone 0.75 mg/kg, maximum dose 30 mg once a day
Continue for 5-7 days and taper up to 10-14 days, depending on clinical assessment on daily basis
Avoid steroids in first 3-5 days since onset of symptoms as it prolongs viral shedding



Anticoagulants:

Not indicated routinely
All hospitalized children should be evaluated for risk of developing thrombosis and monitored for development
of thrombosis
Prophylactic anticoagulant is indicated in following circumstances (the decision to administer prophylactic
anticoagulation must be balanced with the child's bleeding risk):
a) strong personal or family history of VTE, or
b) an indwelling central venous line and two or more additional risk factors*, or
c) four or more risk factors*
(*Predisposing risk factors for development of thrombosis — personal history of venous thrombotic
events (VTE), family history of first-degree relative with VTE, presence of central venous line,
decreased mobility from baseline, burns, active malignancy, estrogen therapy, flare of inflammatory
disease, morbid obesity, severe dehydration, recent surgery or trauma)

Prophylactic dose of low molecular weight heparin (Enoxaparin): 0.5 mg/kg twice daily, till child is discharged
from hospital

On suspicion of thrombosis, confirm by appropriate investigations and start on low molecular weight heparin
in therapeutic doses for period of 12 weeks with monitoring

Children already on anticoagulation therapy may continue same unless they develop active bleeding
Therapeutic dose of low molecular weight heparin (Enoxaparin): 1 mg/kg twice daily.

Post COVID Care:

Children with asymptomatic infection or mild disease should receive routine childcare, appropriate vaccination
(if eligible), nutrition counselling, and psychological support on follow up

In addition to above, for children with moderate to severe COVID, at discharge from hospital,
parents/caregivers should be counselled regarding monitoring for persistence/worsening respiratory difficulty
and explained the indications for bringing the child back to facility

Children who develop any organ specific dysfunction during hospital stay or subsequently should receive

appropriate care



