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Definition of Paediatric Age

14 Years5 YearsBirth 7 Days 28 Days 2 Months 1 Year 15 Months

Early newborn

Newborn / Neonate

Young Infant

Infant

Young Child

Child

Pediatric 3



Neonatal Protocols
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When to suspect Newborn for COVID -19?

Å Mother COVID-19 positivewithin two weeksprior
to delivery

Å Neonatesborn to a mother suspectedinfectionor
to a mother from containmentarea

Å Postnatalexposureto infectedmother or another
personincludinghealtha careworker

Å Presenting with respiratory distress with or
without fever and cough, onset beyond 48-72
hoursof ageandno other alternativeexplanation
for the illness

Å A Newborn/Childwith laboratoryconfirmationof
COVID-19 infection

Suspected 
Case

Confirmed 
Case
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Neonatal COVID -19 Protocol

Neonatal History of babies 
coming at >48 hrs of life

Fever /Cough, RD/Vomiting Fever /Cough, RD/Vomiting 

No History of contact with 
COVID 

Referred from 
Containment 
area Hotspot

COVID positive 
contact

Keep in SNCU
Keep In isolation, Send Sample stat .Nasal and 

oropharyngeal
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Neonatal COVID -19 Protocol

New-born

Mother Suspect COVID Positive

Asymptomatic newborn
Keep with mother

Send sample at 24 hrs 
and 48 hrs

Symptomatic 
Newborn/preterm
Admit In Isolation
Send immediate 

Samples

Asymptomatic Newborn
keep with mother 

Send sample within 
24hrs

Monitor

Symptomatic 
Newborn/preterm
Admit In Isolation 

Send Samples
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Asymptomatic Neonate born to COVID -19 positive/Suspect Mother

Asymptomatic Neonate born to 
COVID positive/Suspect 

Mother

Mother Sick Mother well

Baby can be cared by 
relative and EBM to be 

given

No relative to take care 
Admit in isolation 

Mother with baby and full 
respiratory and contact 

precautions during breast feeding 
and care giving.
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FOGSI guidelines - Newborn Care -SNCU/NICU

9



Breastfeeding in COVID -19 Mothers
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Symptoms in Confirmed COVID -19 Positive Newborn

ÅFever

ÅRespiratory distress 

ÅCough

ÅLose motions

ÅVomiting

Neonatal management will be same as per FBNCmanagement protocols for preterm babies,
hypoglycemia,seizures,shock,bleeding.
After babystabilizesexpressedbreastmilk canbe given
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Child Health Services During COVID -19 

Theearlyinitiation of breastfeeding/KMCservices
are promoted irrespectiveof COVID-19 status. If
mother is COVID-19 positive, she can also
breastfeedthe newborn by usingmaskand hand
hygiene.

Immunization services should be continued at
facility and community level as per guideline
issuedby state

ASHAsshouldinform telephonicallyto households
with children as per immunizationscheduleand
facilitate accessto immunization servicesat the
nearestSHC/PHC.
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Child Health Services During COVID -19 

Admissionto SNCUand NBSUto be continuedas
per existing guidelines however sick neonates
born to a mother with suspected or proven
COVID-19 infection to be managed in separate
isolation facility with all necessaryservicesand
equipment.

In case of suspected COVID-19 infection in
mother/sick child, ASHA/ ANM should refer to
nearestCOVID-19managementfacility.

All health care providers must follow infection
control measures and identify early suspected
cases of COVID-19 based on Standard Case
definition.

13



Recommendations for neonatal resuscitation 

ÅIf possible, resuscitation of neonate can be done in a physically separate adjacent room

earmarked for this purpose. If not feasible, the resuscitationwarmer should be physically

separatedfrom the motherΩsdeliveryareaby a distanceof at least2 meters.

ÅMinimum number of personnelshouldattend (one in low-risk casesand two in high-risk cases

where extensiveresuscitationmay be anticipated)and wear a full set of personal protective

equipment includingN95mask.

ÅMother shouldperformhandhygieneandwear triple layermask

ÅDelayedcordclampingandskin-to-skincontactcanbe initiated

ÅDeliveryteammembershouldbringover the neonateto the resuscitationareafor assessmentby

the neonatalteam.

ÅFollowstandardNRPguidelines. If positive-pressureventilation is needed,self-inflating bagand

maskmaybepreferredoverT-pieceresuscitator
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Post-discharge Follow -up 

ÅSNCUFacilityFollow upςOnlyfor CriticalCases- RoutineFollowup 1st ,7th, 28th day,and 3, 6, 9

and12monthsat facilityςTobedoneat nearestPHC/CHC

ÅOnly critical and dangersignsto be ςbrought back to facility SNCUfor Follow up , rest to be

followed by telephoniccounselingby DEOand Staff nurse to reduce exposure- Milestonesand

routine checklistfor dangersignsup at PHC/CHCnearby

ÅCommunity Follow up- ContinueHome Basedcare by ASHA, weight, critical signs,nose, eyes,

umbilicalcordafter properhandwashing,useof maskandrespiratoryhygieneandsocialdistancing

ÅContinuebreastfeedingfor all

ÅForCOVID-19 exposedmothersusemask,hand hygieneand respiratory hygienecontinueBreast

feeding,KMCat home
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Paediatric Protocols
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Case Definition

Å All symptomaticChildrenwho Camefrom Containmentarea.
Å All symptomaticcontactsof laboratoryconfirmedcases
Å All symptomaticContactof healthcarepersonnel(HCP)
Å All hospitalizedchildrenwith severeacuterespiratory illness( SARI)

(feverANDcoughand/or shortnessof breath)
Å Asymptomatic direct and high-risk contacts of a confirmed case

(shouldbe testedoncebetweenday5 andday14after contact)

Å A Childwith laboratoryconfirmationof COVID-19 infection

Suspected Case

Confirmed Case

In hotspots/cluster (as per MoHFW) 
and in large migration gatherings/ 
evacuee centers all symptomatic ILI 
(fever, cough, sore throat, runnynose)

Within 7 days 
of illness

After 7 days 
of illness

rRT-PCR

Antibody Test
If negative, confirm 

by rRT-PCR

Symptomatic refers to fever/cough/shortness of breath

Direct and high-risk contacts include those who live in the same household with  a confirmed case and HCP who examined a confirmedcase 17



Clinical Features in Pediatric Age Group 

Uncomplicated 
illness1

Mild 
Pneumonia2

Severe 
Pneumonia3

ARDS Sepsis
Septic 
Shock

Å Child with 
Cough and 
Cold with no 
danger signs*

Å Fast breathing 
with no signs of 
severe pneumonia: 

Å <2 months -җ60;

Å 2ς12 months -җ50

Å 1ς5 years -җ40

Å Child with cough 
or difficulty in 
breathing, plus 
at least one of 
the danger 
signs*

1. Not ableto feedor continuousvomiting
2. SevereChestIn drawing
3. FastBreathing
4. HighTemperatureςMore than 97.6 F5 o

*Danger Signs

5. Hypothermia
6. Centralcyanosisor SpO2<90%, )
7. Lethargicor unconscious

If casesare negative,they shouldbe treated in pediatricward/ PICU
Suspector confirmcasesshouldbe treated in 1COVIDcarecenter(CCC)2DistrictCOVIDHealthCenter(DCHC)3DedicatedCOVIDHospital(DCH)
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Clinical Features in Pediatric Age Group 

Uncomplica
ted illness1

Mild 
Pneumonia2

Severe 
Pneumonia3 ARDS Sepsis Septic Shock

Acute Respiratory 
Distress 
Syndrome - ARDS (Fast 
breathing, chest in 
drawing, grunting) 

Å Onset: new or worsening respiratory symptoms within one week of known clinical insult. 
Å Chest imaging (radiograph, CT scan, or lung ultrasound): bilateral opacities, not fully explained by 

effusions, lobar or lung collapse, or nodules. 
Å Origin of oedema: respiratory failure not fully explained by cardiac failure or fluid overload. Need 

objective assessment (e.g. echocardiography) to exclude hydrostatic cause of oedemaif no risk factor 
present

Å Oxygenation need

Sepsis
Å /ƘƛƭŘǊŜƴΥ ǎǳǎǇŜŎǘŜŘ ƻǊ ǇǊƻǾŜƴ ƛƴŦŜŎǘƛƻƴ ŀƴŘ җн {Lw{ όSystemic inflammatory response syndrome) criteria, 

of which one must be abnormal temperature or white blood cell count 

Septic Shock 

Å Any hypotension (SBP <5th centile or >2 SD below normal for age) or 2- 3 of the following: 
Å altered mental state; bradycardia or tachycardia (HR <90 bpm or >160 bpm in infants and HR <70 bpm or 

>150 bpm in children); 
Å Prolonged capillary refill (>2 sec) or warm vasodilation with bounding pulses; tachypnea
Å Mottled skin or petechial or purpuric rash; increased lactate; 
Å Oliguria
Å Hyperthermia or hypothermia 19



Immediate implementation of IPC

At triage 

Å Give suspect patient a triple layer surgical mask and send to separate area, an isolation room if available. 
Å Keep at least 1-meter distance between suspected patients and other patients.
Å Instruct all patients to cover nose and mouth during coughing or sneezing. 
Å Perform hand hygiene after contact with respiratory secretions 

Droplet 
precautions  

Å Mask and distance
Å Place patients in single rooms, or group together those with the same etiological diagnosis. 
Å Use eye protection (face-mask or goggles), because sprays of secretions may occur. 
Å Limit patient movement and patients wear triple layer surgical masks when outside their rooms 

Contact 
precautions 

Å Prevent direct or indirect transmission from contact with contaminated surfaces or equipment
Å Use PPE (triple layer surgical mask, eye protection, gloves and gown) when entering room and remove PPE 

when leaving
Å If equipment needs to be shared among patients, clean and disinfect between each patient use. 
Å HCP refrain from touching their eyes, nose, and mouth
Å Avoid contaminating environmental surfaces that are not directly related to patient care (e.g. door 

handles)
Å Ensure adequate room ventilation. Avoid movement of patients or transport. Perform hand hygiene

Airborne 
precautions -
performing an 
aerosol 
generating 
procedure 

Å Use PPE while performing aerosol-generating procedures (i.e. open suctioning of respiratory tract, 
intubation, bronchoscopy, cardiopulmonary resuscitation)

Å Whenever possible, use adequately ventilated single rooms when performing aerosol-generating 
procedures

Å Avoid the presence of unnecessary individuals in the room. 
Å Care for the patient in the same type of room after mechanical ventilation commences 
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Lab Diagnosis

Sample 
Collection

Preferred: Throat and nasal swab in viral 
transport media (VTM) and transported 
on ice

Alternate: Nasopharyngeal swab, BAL or 
endotracheal aspirate which has to be mixed 
with the viral transport medium and 
transported on ice
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Lab Diagnosis

Å¢ƛƭǘ ǇŀǘƛŜƴǘΩǎ ƘŜŀŘ ōŀŎƪ тл ŘŜƎǊŜŜǎΦ 
ÅWhile gently rotating the swab, insert swab less than one inch into nostril (until resistance 

is met at turbinates). 
Å Rotate the swab several times against nasal wall and repeat in other nostril using the same 

swab. 
Å Place tip of the swab into sterile viral transport media tube and cut off the applicator stick. 
Å For throat swab, take a second dry polyester swab, insert into mouth, and swab the 

posterior pharynx and tonsillar areas (avoid the tongue). 
Å Place tip of swab into the same tube and cut off the applicator tip. 

Combined 
nasal & 

throat swab

Å Trainedhealth care professionalsto wear appropriate PPEwith latex free purple nitrile
gloveswhile collectingthe samplefrom the patient

Å Maintainproper infectioncontrol whencollectingspecimens
Å Restrictedentry to visitorsor attendantsduringsamplecollection
Å Completethe requisitionform for eachspecimensubmitted
Å Properdisposalof all wastegenerated

General 
Guidelines
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Lab Diagnosis

Å¢ƛƭǘ ǇŀǘƛŜƴǘΩǎ ƘŜŀŘ ōŀŎƪ тл ŘŜƎǊŜŜǎΦ 
Å Insert flexible swab through the nares parallel to the palate (not upwards) until resistance 

is encountered or the distance is equivalent to that from the ear to the nostril of the 
patient. 

Å Gently, rub and roll the swab. 
Å Leave the swab in place for several seconds to absorb secretions before removing. 

Nasopharyn
geal swab

Å¢ƛƭǘ ǇŀǘƛŜƴǘΩǎ ƘŜŀŘ ōŀŎƪ тл ŘŜƎǊŜŜǎΦ 
Å Rub swab over both tonsillar pillars and posterior oropharynx and avoid touching the 

tongue, teeth, and gums. 
Å Use only synthetic fiber swabs with plastic shafts. Do not use calcium alginate swabs or 

swabs with wooden shafts.
Å Place swabs immediately into sterile tubes containing 2-3 ml of viral transport media

Oropharyng
eal swab 

(e.g. throat 
swab)
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