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(A) Screening for COVAD®
(as perSGPGI OPD screening proforma
Name:
Age:
CR Number:
Mobile Number:

Question

Yes

No

1. Aarogya Seté\pp Status (Green/ Orange/ Red)

2. Fever

3. Cough

4. Breathlessness
5. Sorethroat

6. Diarrhoea

7. Vomiting

8. Nasal Discharge

0. Bodyache

10. | Any new onset smell or taste disturbance

11. | History of seHltravel or contactwith any traveller or COVID
suspect person in last 1 month

COVID Suspect: Yes/ No




Format for PreAnaesthetic Checkip:

tFGASYG:Qa 5Sidl Afa

Diagnosis:

Proposed Surgery:

COVIBL9 Screening: Not a suspect

Anaesthesiology Advice:

Age:

Weight:

Height:
Comorbid lliness:
ASA Grade:

PAC done by:

Date of PAC:

tFdASYGiQa |1 Aad2Ne

History:

Comorbid llinesses:

Drug History:

Physical Activity: METs



Examination

General Examination:
Pulse Rate:

Blood Pressure:
Temperature:

CVS:

Respiratory:

Breath Holding Time:

CNS/ Spine:

Abdomen:

Airway Examination

Mallampati Grade:
Mouth opening:
Thyromental Distance:
TMJ:

Dentition:

Neck:

Neck Movement: Flexion:

Investigations

Hematology:

Hemoglobin: TLC:

Liver Function Test:

Bilirubin (T/ D):

SGOT/ SGPT:

Extension:

ALP:

DLC:N L E M B



Coagulation:

PT: aPTT:

Renal Function Test:

S. Creatinine: BUN:

S. Calcium (Total/ lonized):
ECG:
CXR:

CT/MRI:

PFT:

FEV1: FVC:

PEFR:
Other

Echocardiography:

Consultations:

9 Cardiology:
Optimisation of blood pressure

1 >0 > >

Other reasons:

1 Pulmonary Medicine:
A Optimisation of COPD/ Asthma
A Severe Restrictive defect
A Other reasons:

i Endoemedicine:

A Optimisation of blood sugar in case of Diabetes Mellitus

A Other reasons:
1 Nephrology:

A
1 Neurology:

A H/O seizures

INR:

Na/ K:

FEV1/FVC:

Poor physical activity with high risk of MACE (major adverse cardiac events)
Known case of Coronary artery disease requiring antiplatelet optimisation



A Other reasons:

Anaesthesology Advice

Fasting:

Premedication:

Consent
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ADDITION TO ROUTINE CONSENT *

SANJAY GANDHI POST GRADUATE INSTITUTE OF MEDICAL SCIENCES
- EMI

Patient name: CR No:
Age / gender: Diagnosis:
Surgery:

I am informed that in view of COVID-19 pandemic, I will be tested for COVID-19 infection as
per Govt. of India guidelines. I am aware that hospital is/will be treating suspected and
confirmed COVIDI9 patients as per the Govt of India guidelines.

I have been explained that all the precautions are being taken and every attempt is being made
by the hospital, as per the Govt. of India guidelines, to provide preventive measures under the
prevailing conditions, still as the disease is new and its kinetics, symptoms and treatment are still
being studied, no assurances or guarantees can be offered regarding disease transmission to me

and my attendants.

I have been duly explained the risk of getting exposed to infection under the prevailing
COVID-19 Pandemic conditions, and 1 am aware of the sequelae and consequences if [
contract infection.

I submit that I hereby absolve Hospital Authorities and Doctors and other allied staff from
any financial, legal or moral liabilities / claims that may arise if I/my attendants contract
COVID-19 infection during my treatment in hospital.

I have been explained that if myself or my attendants is/are infected with COVID 19, hospital
will be treating me/attendants as per standard Government guidelines and hospital policy. | am
also aware that in case of myself or my attendants developing symptoms of COVID 19
infection or becoming COVID 19 positive, during my treatment or follow-up, I will not
conceal this information and it will be my utmost responsibility to immediately inform
hospital authorities where I am treated.

I have been explained everything mentioned in above paragraphs in simple language which 1
can understand, and I hereby give consent for my treatment.

Signature of witness/Guardian....................... Mameofthe PAIENT. ... coivammmumissimssssveiiaessss

RRIRHONSNID ovvsensmmomsussins sinsmvmswvessmmnvens
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(B) General Recommendations for OT/ICU complex

1. A Register to be maintained for all inflow and outflow of all persons in the OT complex / ICU
by name, designation and phone numbwth entry/exit timings.

2. No visitors/attendant to be allowed within ICU/OT complex.

3. Separate dedicated counselling chamber for patient counselling if telephonic counselling is
not sufficient.

4, Case register mentioning names of all people in vewla case to be maintained by sister in
charge.

5. NO cross over of Faculty, residents, nursing staff and sweepers to be allowed. Except during

Emergency situation. If Cross over happens then those who helped in rescue must be registered in
the case regisr.

6. Shoe rack to be kept outside OT/ICU complex.

11



(C) SOP document for OT for the Anesthesiologists in SGPGIMS

Preambile:

As we will be entering a period in which we will begin standard activities in the operation theatres
(OT) and wawill also get patients that had/have corona infections coming for surgery. This infection

is very contagious and can affect large section of the HCWs in the OTs and therefore these SOPs will
come in handy as a guide throughout the conduct of a surgicaémathrough anesthesia and

surgery and delivery in the HDU/ICU area of the OT.

These SOPs can only be used for broad guidance and will not override the personal and

OANDdzyadlyidAlrf a.Sad tNFrOGAOSeE FOUAOGAGE O0FaSR 2y

Thesurgical Patient:

Important: All the patients henceforth who come for Anaesthetics and surgeries and other

procedures to the OT complexes of SGPGIMS Lucknow, mandatorily have to undergo testing for

COVID 19 till this pandemic is declared over by the coemperuthorities of the Country and the

World. The report has to be properly documented in the hospital HIS system or paper

documentation with the signatures of the reporting microbiologist.

The surgical Patient can be broadly divided into three clasgesGOVID Positive, COVID Negative

and COVID Ambiguous

12



1. COVID PositiveThe patient has been found to be positive on-lROR done twice (one

positive test within 48 hrs. of commencement of the anesthesia for surdery)

2. COVID NegativeThe patient has beefound to be negative on all times on IRCR done

twice (one negative test within 48 hrs. of commencement of the anesthesiufgery)®

3. COVID Ambiguousthe patient has been found to be negative once in the past cREH
and second test has no repdrwaited test result/Test not performed due to contaminated
sample or inadequate sample/ microbiologist fails to give opinion because of any reason

within 48 hrs. of commencement of the anesthesia for surgery)

*NOTE: This is emphasized that if a patisrfound corona positive in the past history in PAC then
the ICMR guidelines for declaring the patient corona negative shall be followed unless patient

O2yRAGAZY RAOGLGSE & 620KSNBAASE FyR G118y +a ¢

®NOTE: If despite being negative the patidatelops fever, cough and other respiratory symptoms,
even if they are of mild degree, then anesthesia and surgery may be deferred and let the symptoms
subside. Once patient is free of symptoms then a repeaP®R has to be negative for COVID for the

patient to be taken.

*NOTE: The Elective case is to be deferred and repeat tHeCRTand when found negative give
priority to the patient and if found positive Go for COVID Positive as above. The Emergency case has
to be handled as Covid Positive.

13



NOTEWhen a patient is found positive on IgG antibody test theFPRR has to be done to find if

the patient is an active carrier or not and treated in the appropriate category as mentioned above

Type of Surgeries:

There are three broad classes of procedures that are usually taken for Anaesthetics in the OTs and

the other peripheral laboratories and treatment areas.

1. Elective procedures (Listed cases)

2. Emergency/Immediate Procedures (Unlisted cases eithehogpitd or reporting in
emergency)

3. Distant (Peripheral) Procedures (They can be listed cases or unlistedspital or

emergency cases)

1. COVID Positive Group

Important: This is to be emphasized that a COVID OT has been created in the RCH, SGPGIMS

Lucknow ad all the COVID Positive patients (for both Elective and Emergency procedures) are to be

referred to that facility.

Important: This is to be emphasized that any surgical intervention in the presence of CORONA virus

19 infection itself increases morbidignd mortality in the patients

14



However, in those rare situations where the facility of special kind of procedure does not exist in the
COVID OT facility at RCH, SGPGIMS then a case conference is to be done among the stake holders
(Lead Anesthesiologistspad Surgeon, OT Nurse in charge, HDU/ICU physicians and In charges) for
the suitability and execution of the complete procedure in the main OT complexes in the main
building of SGPGIMS or PMSSY building keeping in mind all the implications of condettiogss.

The decision in this regard will come up with two following conclusions:

1. Elective Procedure in COVID Positive patients shall be deferred and the patient is transferred
to quarantine ward of SGPGIMS for further care.
2. Ifitis an emergencyl/life tigatening condition then the surgery may be taken up with major

preparations.

It is to be pointed at this point that a OT suite area along with postoperative care for COVID 19/

emergency procedures can be prepared and that will be the best for such presedu

Conducting the COVID Positive Case:

(A) Before Wheeling the patient in OT complex

1. Patient has to undergo quick and focused PAC for history/presence of fever, cough,
breathlessness, assessment of Airway, hand and arm veins, allergies, other vital systems,
ECG with emphasis on arrhythmias and QTc interval aray Xhest (Any other relewa
investigation). PAC in an ambulatory patient has to be done in the designated area where
separation is made possible by cubicles, glass partitions etc. following the existing institute
norms as in sample collection center. PAC in nonambulatory patemtbe done by the
bedside by designated SR with full PPE kit on and with the patient with N95 mask. Before a

call for PAC is made the nurse in that area will ensure to keep a PPE kit for the anaesthesia
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SR ready in donning area along with N95 mask andeadhield and will also ensure that the
patient has been primed for PAC examination, requested to behave properly and wear a N95
mask given by the nurse.

2. The patient relatives have to be requested to keep away from the patient with a promise
that the nurseof the area will telephonically convey to them about the patient at suitable
times.

3. This patient will be listed as the only patient in that OT or the last on the list as the OT will be
closed and sanitized as per ICMR guidelines after the surgery isaddratient shifted.

4. Patient has to understand and give consent to, that his post operative condition can worsen
after anaesthesia and surgery because he is a carrier of active CORONA virus.

5. All required medications will continue as per institutional preadb and the COVID
Medications as per ICMR guidelines

6. The patient will be given disposable clothes, gowns to wear. The patient has to wear cap and
N 95 mask.

7. |If patient is sick and oxygen dependent, he will be shifted with all as in No. 6 above and also
in oxygen hood, box or tent made of plastic sheet tucked all around inside the mattress on
the mobile bed. The oxygen will be delivered in this covered environment at a flow of not
more than 12 liters (may be adjusted as needed)

8. Shifting up to the OT comptewill be done by two attendants and along with a nurse, all in
tt9® C¢CKA&A aKAFOGAYy3 gAfft 0SS tA1S | AGQLYRALFYy =
before to clear the galleries of people. The patient will come up to OT complex.

9. This patient will be dlivered straight in the destined OT

10. Hospital administration will ensure the sanitization of the path/gallery/gates through which
the COVID 19 patient has moved. Then only personnel movement will be allowed. The ward
nurse will inform the sanitization tea to be ready and complete the job immediately after

the patient movement.
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Important: It will be the responsibility of the treating unit to ensure supply of PPE and others in their

wards, and for the patient and proper shifting of the patient. If the patient is coming straight from

the emergency department then it will be the responsibilitif the Emergency department. The

residents and faculty I/C of department of Anaesthesiology can be requested to help them in patient

transfer.

(B) OT for COVID Positive patient:

The best will be that a separate OT suite facility is created for CORONieppattents in the main

OT complex, with reversed flow air system (negative flow system)

1. Handover of the Patient at the receiving station of the OR

1. The attending Anaesthesiology team and the nurse and attendant for that particular case
will take over the patient from the ward/emergency nurse and shift the patient to the

prepared designated OT. All the abewentioned team will be in full PPE protocol.

2. The patient will be in the same physical state as he/she was transferred with N95 mask all

the times

3. After the patient reaches the designated OT the OT supervisor will ensure sanitization of the

gallery through which the patient has gone in the OT.

17



2. OT preparation:

1. Minimal number of personnel to be involved inside the OT (eg., cardiac emergency
revascularization in a COVID 19 positive patient: Anaesthesia team
Consultant/Resident/Technician (CRT), Surgical team consultant/Resident (CR), Nursing Main
scrub Nurse/ Assistant scrub nurse/ Floor Nurse (MAF), Perfusion main perfusionist/

Assistant (MA), floor attendants (2). Rest will remain outside.

2. Nearly most of the drugs, devices and consumables to be present in the OT

3. PPE, N95 mask and goggles, Heoisor for all.

4. Nurses and perfusionist and attendants properly donned to be inside the theatre. Ensure

that they have drunk enough liquids and not feeling thirsty.

5. The anesthesiology team (CRT) is properly donned with PPE and at least three paef glo

and will work on the patient.

6. One surgical resident will be donned and will be inside the OT.

7. Once the patient sleeps and positioned then the surgical consultant all donned will be asked

to come inside from the smaller door and then that door ai#lo be closed.

18



8. The team will not leave the OT till the end of the surgery unless there is an emergency

situation of any kind. The door will only be opened in an emergency situation.

9. Air conditioning, suction devices (proper temperature and cyclingimfHumidity control,
HEPA filters have to be properly functioning. It is the responsibility of the OT nurse to inform

the AC maintenance team for that and they have to be present nearby the OT)

(C) General Anaesthetics:

1. Anaesthesiology team will be fall PPE protocol with two pair of gloves and the airway
handler will wear the third pair of gloves.
2. Anaesthesiology team work protocol:
a. Minimal flows,
b. Minimal manipulation,
c.. Maximum speed,
d. Maximal use of throw away and disposable goods so that clganan be
reduced to bare minimum
3. Clear delineation of roles, clear and closed loop communication and the plan of the
conduct of anesthesia is discussed and understood by the team.
4. Disposable covers for surfaces (work station, monitors, Laryngoscopeiblaite

disposable, other equipment) to reduce droplet and contact contamination. N95 mask

19



10.

11.

12.

on and a transparent sheet is placed on the patient after comforting and explaining its
utility.

Use a standhlone suction jars with disposable fluid collection lbagars to have some

kind of disinfectant solution or hand scrub solution.

The breathing circuit has to have bacteria viral filters on inspiratory and expiratory limbs
and another filter on the scavenging port of the workstation. They could be HEP# filter
(the Technician has to have the knowledge of that port)

Oxygen can be insufflated beneath the transparent sheetan ¥/min flow, as the

patient breathes through N 95 mask.

Selection of General or Regional anaesthesia as per the consultant Anaesthetist
guidance, patient status and requirement as per surgical procedure (It has to be
emphasised at this point that a COVID positive patient will breath, may cough and
sneeze, may try to talk, try to take off mask, become irritable if regional anaesthetics ar
used and may create more aerosol generation and spread all the times he/she is in OR;
second emergency crisis during the conduct of regional anaesthesia may need
laryngoscopy and intubation and that may result in lowering of the guard and more
chance ofaerosol generation, spread and contamination)

Patient to be comforted with N95 mask on and laid under transparent sheet cover and
procedure of IV line insertion, induction agent delivery and the creeping up of the sleep
explained

IV line secured under latanaesthetic infiltration and sleep dose of induction agent
infused by the resident .

Anaesthesia consultant ( most experienced person) will do the laryngoscopy and
intubation and video laryngoscope has to be arranged for such case on a priority basis
Induce with Thiopentone sodium ( if cardiac ailment and haemodynamic are the issue

then etomidate may be considered; Pain on infusion and adrenal suppression and its
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13.

14.

15.

16.

implications in COVID 19 infected patient needs to be kept in mind { this effect is still

unexplored }). Thengivek YA ONRINI Y LISNJ Y3 2F CSyidalyet

manoeuvre and do rapid endotracheal intubation using Suxamethonium or Non
depolarising muscle relaxant using precurarization medication for rapid onset of
complete muscle relation. Active preoxygenation with mask is not to be attempted

but if there is a requirement then use anaesthesia workstation for mask ventilation with
MINIMUM FLOWS making a tight , nonleaking seal with face mask using both the hands
if needed and the raident will do gentle bag ventilation with MINIMAL TIDAL VOLUMES
using closed circuit.

Never become jittery, never work in hurry, no wild moves as the oxygen saturation is
seen to fall enormously due to the lung status in these patients and it will only worsen
with massive tornado like tidal volume delivery therefore continue with gentlajnral
required tidal volumes.

Use video laryngoscopy exactly in the midline to visualize the larynx on the screen and
guide endotracheal tube always on a stylet or hold it between fingers ¢Willinger
approach) as described in Dorsch and Dorsclsdo deflect the tip of the ETT

anteriorly. The Technician may be asked to press on the thyroid cartilage along with
YIEAYOGEFEAYyAy3a GKS {StftA01Qa YIy2SdzwNBEd ¢KS
be ascertained by keeping the black marker linededfT at the level of vocal cords on
videolaryngoscopic view.

This has to be with MINIMUM MOVEMENTS and MAXIMUM SPEED.

After ETT is placed the person who has done intubation will remove the outer gloves in a
no-touch method and carefully dispose them ofttie bin. Now he is wearing two pair

of gloves. He will sanitize the gloved hands.

21
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17. After Placement of ETT the balloon is inflated, it is connected to secure workstation
circuit and CMV is started keeping the TV (&sn@l per Kg and FGF at the minimum not
more than 1 Litre per minute) by the resident or the technician.

18.{ St t A01 Q4 A& NBfSIFIaSRX 9¢¢ A& Gl LISR o6& GKS
19. Proper placement of ETT is further confirmed with ETCO2 trace, ventilation is checked
with Chest ultrasound on designated places fouPdemovement on both sides (below
the clavicle in the mid clavicular line in fourth ICS and mid axillary line between the fifth

and sixth ICS).

20. The plastic sheet is carefully rolled from all the sides after few minutes ( for settling of
the aerosol) ad properly disposed off in the bin. Then the consultant removes the
second pair of gloves and that goes into the bin. Hand rub with sanitizer.

21. Use TIVA using Propofol (anti emetic properties also) and fentanyl (incremental doses)
for analgesia as preferradethod instead of Inhalational agents (it is not known how
inhalational agents act on the lung that is affected by corona virus and we do not want
gases to bubble through the vaporizers as disinfecting them is extremely difficult)

22. Minimise tube and circtidisconnection . Use a clossdction catheter system. Stand
lone suction machine or suction jars with disinfectant solution.

23. Place the ventilator on standby whenever a circuit disconnection is required, such as
tube repositioning. Restart mechanical vistion only after the circuit has been

reconnected/ closed.

(D) Nearing completion of Surgery and Emergence:

1. This has to be a slow and controlled process with very smooth emergence.

2. The consultant has to wear two extra pairs of gloves as was donecbietobation.
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3. After skin closure and proper supine positioning of the patient put a new transparent sheet
to cover the chest and head as it was done before intubation.
4. Postsurgery this patient either goes to critical care unit for supportive ventilation o

extubated on table.

Extubated on Table

1. When extubation is done on the OT table then try to reverse the muscle relaxant effect
before stopping IV Anaesthetics completely, this means in a slightly deeper plane to
avoid unnecessary coughing.

2. ltis bestfiyou use Traiwof-four stimulation or post tetanic facilitation and fade (made
available by technician for corona positive) to assess reversal efl@polarizing muscle
relaxant.

3. Stop ventilator in end expiration and deflate the cuff of the ETT anddakéhe tube
very gently and discard it in the bin. This has to be done under the transparent sheet.
Take out the third pair of gloves and discard in the bin. Sanitize your gloved hand.

4. Put mask with the circuit from the workstation making an airtight sewl let patient
breath in it and intermittently ask the resident to ventilate through the work station
with extremely gentle bagging. This is also done under the plastic sheet.

5. Think of giving pain relief medications at this point.

6. Role of Antiemetics (Al these drugs affect QTc interval prolonging it in the presence of
hypo-magnesaemia , so very careful selection. Rabeprazole and Palonosetron (care to be
taken during surgical stimulus and sevoflurane insufflation) seems to be better drugs in

this regard

23



7. Once patient is fully awake and breathing put N 95 mask over his face, slow oxygen
insufflation under the transparent sheet-gLliters per minute)

8. This patient is to be transferred to the designated postoperative area by the designated
team in full PPE kand single pair of gloves. A big banner has to be hung showing the

status of the patient over the bed.

Goes to Critical care unit intubated:

1. Ptto be shifted to designated postoperative area/ ICU covered with plastic sheet cover,

tucked on all sides of bed.

2. Can use transport ventilator or AMBU bag support.

3. Transport ventilator has to be used with HEPA filter in the expiratory port

4. AMBU hago work in minimal flows with rebreathing connection and That may give rise in

CO2 levels. (so be careful)

Note: Once the patient is ready to be shifted from postoperative area, surgical team is requested to

shift the patient to Covid Hospital

Post shiting:
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1. Proper doffing protocol is to be followed inside the theatre with sanitizer hand rub at

every step as per ICMR/institutional protocol.

2. Come out of the OT with Cap, plastic cover gown, Goggles/visor and N95 mask. And the

first pair of gloves.

3. These accessories to be discarded outside OT area in the bins by all the members of the

team.

4. Scrub the hands and sanitize them.

5. The team has to go into quarantine according to prevailing institutional quarantine

policy.

(E) Regional anaesthesia

Important: It has to be emphasised at this point that a COVID positive patient will breath, may cough
and sneeze, may try to talk, try to take off mask, become irritable if regional anaesthetics are used
and may create more aerosol generation and spreatheltimes he/she is in OR; second emergency
crisis during the conduct of regional anaesthesia may need laryngoscopy and intubation and that
may result in lowering of the guard and more chance of aerosol generation, spread and

contamination

1. Regional blockaglhas to be quickly accomplished and fast affecting.
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2. Use of SAB over epidural block

3. Position can be either lateral lying or sitting ( lateral to be preferred as a plastic sheet has to
be tented over the patient face. Patient has to don N95 mask all thestim

4. Used in time limited surgical procedures and the surgical team has to be fast and work for
quick end.

5. Use of a penciboint thinnest spinal needle for SAB. It may reduce the risk of introducing
viral material into the CNS and also reduce the chandéDad.

6. Let patient be comforted and procedure explained.

7. Secure IV line and ECG electrodes

8. If position is sitting put patient in a transparent plastic sheet tenting over patients head and
secured all around. Insufflate oxygef2 litres in this tent.

9. Regionablockade conduct as per our institutional practise.

10. Whenever ultrasound assisted block is done then it has to be done by most experienced
anaesthesiologists and ensure fldhgth sheaths/covers for ultrasound probes and machine
to minimise contamination

11. The anaesthesia team and other teams are to be in full PPE protocol as discussed under
General Anaesthesia.

12. No teaching and training inside this OT.

13. Preemptive volume loading, Trendelenburg positioning and use of vasoconstrictors at the
earliest wherblood pressure scales down.

14. Rest of the SOPs will remain exactly as under General Anesthesia in the section above.

2. Covid Negative Group

In view of reasonable chance of false negatives in RT PCR test, it is prudent to have some degree of

protection. t is recommended that Anaesthesia team (CRT) should wear a surgical gown with N95
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