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Appendix

Appendix 1: Performa to be filled by patient or patient family or treating doctor
1: Performa to be filled by patient or patient family or treating doctor

Name……………………………………….……………….ID card No…………………………….Date….

Father’s/Mother’s Name …………………………………………………………………………….……….

Age……………………. Gender…………………………………………………………………………….…

Advance Directive (Yes/No)……………………………………………………………………………………

Address …….…………….………………………….…….…………….……………………………….…

…….…………….………………………….…….…………….………………………….…….……….…

Patient’s phone number…………………………………Email Id…….…………………………………….

Alternate phone number…….…………….…………………………………………………………………

Height……………………….Weight……….………………….LMP………………………….

1. Reason for consultation/symptoms and duration
 1………………………………………duration…….2……………………………………… duration ….
 3……………………………………… duration .….4………………………………………. duration….
 5……………………………………… duration ……6……………………………………… duration….
2. Please do explain the symptoms below (if required please add additional paper) ‑
3. Any stress (please explain):‑
4. Please do mark, if there are any injuries/pain/symptoms on the diagram below to help the doctor understand and localize 

your problems on the below diagram (if required please add more pages for describing your problems)

5. Past history and treatment history: (Please do send past treatment slips)
6. Any present medical illness and on treatment: ‑ (Such as diabetes, hypertension, thyroid problem and so forth)
7. Legal conflict/issues (police case/FIR/Civil case/job related) : ‑
 please elaborate
8. Any consumption of alcohol, tobacco, drugs etc., ……………………
9. Any Allergy to medicines ……………………………………………….…………………………………….

To be filled by Doctor
Provisional Diagnosis …………………………………………
Treatment Advised and Follow‑up recommendation
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Consent Form

I know the potential risks, consequences and benefits of telepsychiatry.

Patient’s Signature:……………………………………………………………………………………. Date:………………………

Family member’s Signature ……….…………………………………………………….………….Date…………………….

(if available)

Note: filling this proforma will facilitate
a. Patient and their family members to understand what information and history is required for effective consultation. Adequate 

and reliable information that is required for arriving at a provisional/definitive diagnosis. This proforma also prepares the 
patient and family for effective consultation process.

b. Arriving at diagnosis and planning treatment management
c. Psychiatrist can effectively spend time with the patient during consultation rather than documentation during the consultation. 

Please do remember the consultation time is limited online.
d. Presence of patient is essential during the telemedicine consultation. This is as per the Telemedicine Practice Guidelines‑2020 

and Mental Healthcare Act, 2017
e. If the patient is not willing to come for telepsychiatry consultation please follow Mental Healthcare Act, 2017 and request for 

inperson consult or home visit by the mental health care professionals for Mental Capacity Assessment
f. Filling this proforma is optional and not mandatory

Appendix 2: Advisory for management of confirmed COVID‑19 patient in Operation Room & Intensive Care Unit
A. Self‑Care/before handling the confirmed COVID‑19 patient‑
Your personal protection is priority.
The following points should be kept in mind while dealing with such patients in OR/ICU.
1. Recommend an escalation of standard of practice during airway management for all confirmed COVID‑19 patients to reduce 

exposure to secretions as we cannot differentiate the carriers from normal patients
2. The minimum standard of PPE (personal protective equipment) for all close contacted medical personnel {Intubator 

anesthesiologist, OT technician (to pass airway equipment to intubator), one resident/nurse (to administer drug and monitor 
the patient)} caring for a patient with confirmed COVID‑19 infection is a fitted N95 respirator, eye protection (either goggles 
or full‑face shield), cap, gown, and gloves.

3. Double gloves may be considered and the outer pair should be changed when contaminated.
4. Hand Hygiene: Frequent hand washing must be actively enforced. Alcohol‑based hand wash gels should be located in or 

near every anesthesia workstation.
 a. Specifically, after removing gloves
 b. After contact with soiled or contaminated areas
 c. Before touching the anesthesia machine
 d. The anesthesia cart or its contents
 e. After every contact with the patient (e.g., placement of thermometer, nasogastric tube)
5. Beard covers should be properly worn to reduce the risk of contaminating hands by touching hair which may have been 

exposed to droplets
6. After removing protective equipment, remember to avoid touching your mobile, hair or face before washing hands.
7. Use of personal electronic gadgets in OT is strictly prohibited. Use nontouch speaker for communication.
8. Avoid wearing wrist watch, bangles, rings, and other ornaments.

A* ‑ Wearing and removing Personal Protection Equipment (PPE)
Before entering the Confirmed COVID‑19 Isolation room/OR/ICU
a. Collect all equipment needed;
b. Perform hand hygiene with an alcohol‑based hand rub (preferably when hands are not visibly soiled) or soap and water;
c.  Put on PPE in the order that ensures adequate placement of PPE items and prevent self‑contamination and self‑inoculation 

while using and taking off PPE; an example of the order in which to don PPE when all PPE items are needed is hand hygiene, 
gown, mask or respirator, eye protection, and gloves.

Leaving the isolation room or area
d.  Either remove PPE in the anteroom or, if there is no anteroom, make sure that the PPE will not contaminate either the 

environment outside the isolation room or area, or other people.
e.  Remove PPE in a manner that prevents self‑contamination or self‑inoculation with contaminated PPE or hands. General 

principles are:
 i. Remove the most‑contaminated PPE items first.
 ii. Perform hand hygiene immediately after removing gloves;
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 iii. Remove the mask or particulate respirator last (by grasping the ties and discarding in a rubbish bin);
 iv. Discard disposable items in a closed rubbish bin;
 v.  Put reusable items in a dry (e.g., without any disinfectant solution) closed container; an example of the order in which 

to take off PPE when all PPE items are needed is gloves (if the gown is disposable, gloves can be peeled off together 
with gown upon removal), hand hygiene, gown, eye protection, mask or respirator, and hand hygiene

 vi.  Perform hand hygiene with an alcohol‑based hand rub (preferably) or soap and water whenever ungloved hands touch 
contaminated PPE items.

B. General Care‑
9. Whole OT team should be notified well in advance so that PEPs and barrier precautions can be planned in advance.
10. Patient should not be held in preoperative area. Should be directly taken in OR after assessment in optimization in designated 

area.
11. The number of staffs involved in the surgery should be very limited. Movement of staff in and out of the OR should also be 

restricted.
12. Consent and charting may be done electronically with touchscreen devices to facilitate decontamination. (Video consent may 

be allowed/considered instead routine signature after explanation about the surgery and anesthesia).

C. Equipment Preparation and procedure‑
13. Minimize the operation theatre staff, especially during intubation and extubation.
14. Decongest the operation theaters. Only selected equipment and drugs should be brought into the OR to reduce the number 

of items that need cleaning or discarding following the procedure.
15. Single‑use equipment should be selected whenever possible.
16. Anesthetic monitors, laptop computers, and ultrasound machine surfaces must be covered with plastic wrap to decrease the 

risk of contamination and to facilitate cleaning.
17. Before anesthesia induction, HME (heat and moisture exchanger) filter should be connected to the patient end of the breathing 

circuit, and another between the expiratory limb and the anesthetic machine. {*ensure there are high quality HMEF (heat and 
moisture exchanging filter; rated to remove at least 99.97% of airborne particles 0.3 microns or greater}.

18. Equipment should be prepared to reduce the need for circuit disconnections—e.g., any circuit extensions should be attached 
before starting the case.

D. Patient Care‑
19. The route of confirmed COVID‑19 patient from their primary isolation area to OR should be prefixed and should be vacate/

clear by security personnel before transporting.
20. The confirmed COVID‑19 patient, wearing a N95 mask, should be transported from the isolation unit along a designated 

route with minimal contact with others. (if patient is coughing continuously than we have to take care about minimum/zero 
spreading of respiratory droplets by using transparent hood over the confirmed COVID‑19 patient)

21. Aerosol‑generating procedures like airway manipulation, face mask ventilation, open airway suctioning, patient coughing 
should be minimized as far as possible.

22. Regional anesthesia is preferred over general anesthesia. If a regional technique is chosen, the patient should wear a N95 
mask at all times.

23. Awake intubation techniques should be avoided because both patient coughing and atomized local anesthetic may lead to 
aerosolization of the virus.

24. If sedation is administered, supplemental oxygen may be administered via nasal prongs underneath the N95 Mask.
25. Non‑invasive positive pressure ventilation and high flow nasal cannulae such as the trans‑nasal humidified rapid‑insufflation 

ventilatory exchange should be avoided to reduce the risk of viral aerosolization.

E. Intubation Technique‑
26. A definitive airway with an endotracheal tube is preferred over a supraglottic airway device because it has a better seal.
27. A video‑laryngoscope (VLS) is recommended because it keeps the intubator further from the patient’s airway during intubation 

and first pass success rate are more with VLS.
28. Pre‑oxygenation should be carried out via a well‑fitting face mask. Tight fitting mask with 2 hands grip to minimize leak.
29. Rapid sequence induction should be carried out to reduce the need for bag‑mask ventilation. If bag mask ventilation cannot 

be avoided, small tidal volumes (at low pressure) should be administered.
30. Deep anesthesia and neuromuscular blockade should be achieved before attempting intubation, and the latter can be assessed 

by train‑of‑four monitoring.
31. Ensure full expiration into the face mask before lifting it off the patient’s face.
32. The most experienced operator should intubate. Ensure profound paralysis before instrumenting airway.
33. Following intubation, the cuff should be inflated prior to check the ventilation and the circuit connected before initiating 

positive pressure ventilation. (*Confirm ETT placement by CO2 sampling/Capnography.)
34. Laryngoscope blade to be handed over to technical staff and ensure for dipping in Bicalol/other equally effective solution.
35. Closed, in‑line tracheal suction should be used instead of open suction.
36. Minimizing circuit disconnections is ideal, but if this is unavoidable,
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 a. Ensure positive pressure ventilation is ceased,
 b. Turn the adjustable pressure limiting valve to zero, and
 c. Consider clamping the endotracheal tube prior to disconnection.
37. The above technique may also be used before switching a patient from intensive care from the transport ventilator to the 

anesthetic machine.
38. Anti‑emetics should be administered to reduce postoperative nausea, retching, or vomiting.
39. A rigid suction catheter may be used to reduce the chance of contaminating the surroundings with the soft flexible suction 

catheter.
40. All equipment in contact with patient secretions should be carefully manipulated. This includes the suction device, endotracheal 

tube, nasogastric tube (if used), and even the tape used to cover the eyes.
41. Intubator should change the outer gloves after intubation and ETT fixation.

F. Extubation and after extubation‑
42. Ideally would extubate in a negative pressure room. (not possible in our setup in current situations)
43. If in the OR (positive pressure) and going back to negative pressure ICU room, keep intubated.
44. Proper hand hygiene and PPE as above
45. Limit the number of staffs to a minimum
46. Extubate to face mask (in case there is coughing), then can change to nasal canula/face tent.
47. Following extubation, the patient should wear a surgical face mask. Supplemental oxygen may be administered via nasal 

prongs underneath the face mask.
48. Venturi masks should be avoided as they may aerosolize the virus. The patient should recover within the OR itself.
49. Should not be held in PACU. Should be covered in OR and directly shifted to the designated area.
50. Re‑sheath the laryngoscope immediately post‑intubation (double glove techniques).
51. Seal all used airway equipment in a double zip‑locked plastic bag. It must then be removed for decontamination and disinfection.
52. Discard the breathing circuit and HMEFs after each anesthetic and disinfect all exposed surfaces.

G. Cleaning and Sterilization of Airway Equipment and Ventilators‑
53. Airway Equipment

• Use disposable ventimasks
• Ambu Bag and Face Mask: Preferably use disposable. Clean with detergent, dry and send to CSSD for thermal disinfection
• Breathing circuit: use disposable & discard after use. Soda lime
• Laryngoscopes, blade, mask, and soda lime canister to be dipped directly in bleaching solution for 30 minutes, after drying 

get it plasma sterilization.
• Wipe all exposed surfaces, high touch surfaces on the anesthesia machine and working area, with disinfectant solutions 

e.g. Bacilol 25 after use.
• Nebulization kits: use disposable ones & discard after use.
• Suction bottles: If disposable, seal with 75% full and place in yellow plastic bag
 If reusable, clean with sodium hypochlorite and dry.
• Seal all used equipments in a double zip‑locked plastic bag. It must then be removed for decontamination and disinfection.

54. Ventilators
• Keep the ventilators covered with polythene sheets
• Wipe down the controls and entire outside of equipment with a compatible disinfectant (Bacillol)
• Disposable breathing circuits to be used
• Use disposable HMEs in both inspiratory and expiratory limbs.
• Expiratory valve: Diaphragm to be cleaned with water, send for autoclave (20 minutes)

H. Transportation rule for Confirmed COVID‑19 Patient (anywhere)–
55. Transportation should be avoided unless necessary and decided by dealing consultant. The destination unit should be contacted 

and notified prior to the transfer to ensure suitable accommodation/other preparations on arrival.
56. Hand hygiene and PPE

• All personnel who are actively transporting the patient need to wear PPE: minimum droplet/contact, along with N95 
masks if aerosol‑generating procedures are in progress (e.g., noninvasive ventilation)

• Another HCW wearing PPE for droplet+/‑airborne precautions (see above) but NOT gown/gloves should be available 
to interact with the environment. They should keep a distance >6 feet, if possible.

57. For intubated patients with a tracheal tube: best to use transport ventilator with HEPA/HME filter in expiratory limb; If 
Ambu bag is used, place the HEPA filter between ETT and Ambu bag.

58. If the confirmed COVID‑19 patient is not intubated, the patient should wear a N95 mask and the whole body should be 
covered with gown or sheets.

59. If elevators are used, only the patient and healthcare team should be in the elevator.
60. If transporting to procedure area, PPE should be changed prior to transfer back to the home unit to avoid contamination of 

environmental surfaces during return to unit.
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I. CPCR (Cardio‑Pulmonary‑Cerebral Resuscitation)‑
61. Hand hygiene and PPE prior to entering the room
62. Goal is early intubation
63. Minimize bag mask ventilation. If necessary:

a. 2‑handmasking to ensure a tight seal by the most experienced provider with a second provider assisting with bag ventilation
b. HEPA filter between mask and Ambubag

64. If unable to tracheally intubate, consider placing LMA for ventilation
65. Hold chest compressions while intubating to minimize aerosolization of the virus and
infectious risk to all HCW involved in resuscitation. Please clearly alert code leader and HCW providing chest compressions.
*Kindly judiciously use – all of PPE kits, N95 Masks, gloves, and other consumables in this pandemic condition.
**Kindly take appropriate personal care during handing of the suspected COVID‑19 patient with three‑layered surgical mask 

and other basic protective things just like Hepatitis/HIV‑positive patients.
***DON’T PANIC, KEEP CALM ‑ BUT BE ALERT, SAVE YOURSELF & SERVE THE HUMANITY

Appendix 3: Advisory for Handling the Non‑supected, Non‑tested Neurosurgical Patients during COVID19 Crisis
Your Safety is of prime importance!
1. Precautions during PAC:‑

• Wear gloves and masks
• The patient should also be wearing a surgical mask. Remove mask momentarily to examine the airway. Airway assessment 

should be done from the distance of at least 1 meter
• Sterilize the stethoscope after auscultation
• Discard the gloves after PAC
• Do not use your gloved hand to write the PAC notes or anesthesia item lists.
• Sanitize you pen before putting back in your pocket
• Sanitize your hands after documentation is complete

2. Self‑Preparation:‑
Equip yourself with
• Gown (preferably water proof)
• Double gloves
• Goggles
• Double masks (preferably inner N95 and outer surgical mask) during intubation
• Face shield during intubation

3. Equipment Preparation:‑
Before bringing the patient in:‑
• Check anesthesia workstation
• Change soda lime, if exhausted
• Refill vaporizer/prepare propofol infusion
• Attach two HME filters; One on patient end (at Y‑piece) and another on expiratory limb at machine end
• EtCO2 should be connected to the side port of the HMEF to prevent contamination of the water trap
• Check, keep, and prepare airway equipment
 • Appropriate sizes of face mask
 • Oropharyngeal and nasopharyngeal airways
 • Laryngoscope appropriate size blade and check brightness of light
 • Stylate
 • Bougie/VL/FOB as per requirement
• Keep a plastic sheet/bag for disposal of equipment after use.
• Ensure that the used airway equipment do not touch any other surface, especially IV drug trolley.

4. Management of patient:‑
• Preferably experienced person (SR or senior JR) should intubate.
• Use tight fitting mask for induction and ventilation.
• If there is a leak, then use gauze pieces to seal the leaks
• Preferably do rapid sequence in all the patients using succinylcholine/rocuronium whichever is available/indicated.
• Ensure adequate depth of relaxation prior to intubation
• Avoid ventilation, if possible.
• If needed, use minimal tidal volume and ventilation rates just enough to maintain oxygenation and normocarbia.
• Ensure complete exhalation before lifting the mask. Open the valve
• Ventilate only after inflating the ET tube cuff and attaching the circuit
• Confirming that tube is in (adequate chest rise + EtCO2 + auscultation)
• Sanitize your stethoscope (after use) before putting around your neck.
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• Remove your outer pair of gloves after fixing the tube
• Avoid disconnections after tube is inserted
• If disconnection is needed, such as during positioning, Clamp the tube using artery forceps after full expiration and then 

disconnect.
• During positioning other than supine
 • Do proper suction (after wearing double pair of glove) to clear off secretions and remove outer pair after intubation.
 • Clamp the tube prior to disconnection of the circuit.
 • Clear off any secretions which drool out after positioning

5. Care after Intubation:‑
• Clean outer surface of the face shield using chlorohexidine with gloves on,
• Discard your gloves, gown, and surgical mask (not N 95 mask) prior to handling other aspects of anesthesia management.
• Wear fresh pair of nonsterile gloves
• Changes your gloves immediately after they come in contact with patient’s secretions.

6. Care During Extubation:‑
• Prior to extubation wear surgical mask (Over N95 mask), gown and face shield.
• Ensure that all the criteria of extubation are met.
• Avoid coughing and bucking during extubation.
• Discard the used ET tube in a polythene bag.
• Prior to shifting out the patient, discard the gloves, surgical mask, and gown and clean your face shield.
• Shift the patient out of the OT on oxygen using transparent face mask. Do not use high flow oxygen.
• Please get a fresh face mask for all the patients.
• Sanitize the entire O.T and re‑useable equipment after shifting the patient out of operation theater.
• Ensure both the HMEF are discarded before you leave the theater as they may transfer heavy virus load to the next patient.

Appendix 4: SUGGESTED PROTOCOL FOR AIRCONDITIONING
SUGGESTED PROTOCOL FOR AIRCONDITIONING
(Adapted from REHVA: Federation of European Heating, Ventilation and Air conditioning association, as per the document 

released on April 3rd, 2020)
1. Increase the mechanical air supply and exhaust ventilation to maximum; Supply as much outside air as possible.
2. Exhaust system in toilets should be kept on 24X7, If required place additional exhaust fans in toilets as these are highly 

potential risk zone. Always FLUSH with lid closed.
3. No need to increase humidity (kept at 25‑30%)
4. Where possible, open windows and use exhaust fans for good air circulation.
5. Leakages in HEAT RECOVERY DEVICES should be absent. Please check that there are not leakages in heat recovery equipment.
6. Do not plan duct cleaning, there is no use. If required, should be done with full precautions/cap, double masks/gowns etc.
7. NO RECIRCULATION OF AIR to be allowed. Recirculation damper valves to be closed (see figure). Presence of return air 

filters not an excuse NOT TO CLOSE re‑circulation dampers. (see figure)

8. Systems with local room level circulation to be turned off to avoid suspension of particles at room level.
9. Some fan coil units have coarse filters which may collect particles. If possible, suggested to heat up the fan coil unit to 60 deg 

C during one hour or upto 40 deg C during one day to inactivate the virus.
10. If the fan coils cannot be switched off, advised to operate continuously, as virus can sediment in filters and resuspension boost 

when fan is turned on. Hence continuous operation suggested.
11. Filters should be changed with the system turned off, while wearing gloves, with respiratory protection, and disposed of in 

a sealed bag.
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12. HEPA filters changed 1.5 to 2 times more has better efficiency
13. Outdoor air filters changed as per regular schedule.
14. Recommended not use personal split air conditioners/window AC’s in public spaces as they have a mandatory re‑circulation 

setting and less of power to circulate air. Hence, it can lead to suspension of air particles.

Appendix 5: PPE Guidance Statement for use in PGIMER, Chandigarh (Ver 5.0)
PPE Guidance Statement for use in PGIMER, Chandigarh (Ver 5.0)
(08.05.2020)
1. Scope and purpose
 These guidelines cover the use of personal protective equipment (PPE) by health care workers (HCWs), in the context of the 

current COVID‑19 pandemic.
2. Rationale for updated guidance
 Health care workers may be subject to repeated risk of contact and droplet transmission during their daily work. Certain 

work environments and procedures convey higher risk of transmission. Further, the aerosol generating procedures (AGPs) 
present high risk of aerosolized transmission. This guideline therefore provides clear and actionable recommendations on 
the use of PPE, as part of safe working condition, for health care workers relative to their day‑to‑day work.

3. Aerosol generating procedures
The following procedures are currently considered to be potentially infectious AGPs for COVID area:
• Intubation, extubation, and related procedures, for example manual ventilation and open suctioning of the respiratory 

tract (including the upper respiratory tract)
• Tracheotomy or tracheostomy procedures (insertion or open suctioning or removal)
• Bronchoscopy and upper ENT airway procedures including nasal endoscopy that involve suctioning
• Upper gastrointestinal endoscopy where there is open suctioning of upper respiratory tract
• Surgery and postmortem procedures involving high‑speed devices
• Some dental procedures (e.g., high‑speed drilling)
• Noninvasive ventilation (NIV); Bi‑level Positive Airway Pressure Ventilation (BiPAP) and Continuous Positive Airway 

Pressure Ventilation (CPAP)
• High‑frequency Oscillatory Ventilation (HFOV)
• Induction of sputum (cough)
• High‑flow nasal oxygen (HFNO)

4. N‑95 respirators should be well fitted, covering both nose and mouth with minimal leak around the circumference of the 
mask. The mask should not be allowed to dangle around the neck of the wearer after or between each use. It should not be 
touched once put on or removed in the COVID‑19 ward. The respirator should be discarded if it is damaged, soiled (with 
secretions, body fluids), damp, or if the facial seal is compromised.

5. Safe ways for working for all health and care workers
• Staff should be thoroughly trained in donning and doffing PPE.
• Staff should know what PPE they should wear for each setting and context (see the table).
• Gloves and aprons are meant for single‑use and should be discarded as soon as the patient encounter ends. However, if 

any reuse material is supplied, it would be clearly instructed.
• Fluid repellent surgical mask and eye protection can be used for a session of work rather than a single patient contact.
• Hand hygiene should be practiced and extended to exposed forearms, after removing any element of PPE.
• Masks should not be removed in the working area.
• No one should work more than six hours at a stretch.
• Adult diapers may be used to avoid use of washroom during working hours.
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6. Guidelines for the use of PPE by HCWs in suspected/confirmed COVID areas (version 5.0, 08.05.20)
Gloves Disposable 

bodysuit
Mask Eye 

protection
Visor/*hood Disposable 

Gown
ICU, HDU, operating theaters, interventional cardiology/radiology 
suite

  N‑95    
sterile

Triage, SARI area, labor room and endoscopy units   N‑95   

Autopsy including ‘brought dead’ cases   N‑95   

Working in a noncritical area, temporary isolation, radiology area   N‑95   

Collection of nasopharyngeal swab (s)   N‑95   

Disposal of patient waste and used PPE   N‑95   

HCWs transferring patients and carrying samples   N‑95   

Ambulance driver   N‑95   

Handling/transfer of dead body   N‑95   

Handling respiratory samples in lab (no centrifugation or AGPs) 
including COVID testing

  N‑95   

Other body fluid samples in lab   Surgical   

• Suspected or confirmed patients should wear a surgical face mask at all times (even over the oxygen delivery device).
• Attendants of suspected COVID patients should wear double surgical masks at all times and gloves while caring for the patient 

or handling patient samples.

7. Guidelines for the use of PPE by HCWs in non‑COVID areas in emergency and indoor
Gloves Disposable 

bodysuit
Mask Eye protection Visor/*hood Gown

Emergency and trauma (red zone)   N‑95   

Emergency and trauma (orange zone)   N‑95   

ICU, HDU   FFP1    (sterile)
Endoscopy units area (incl AGPs), dental area, 
procedures in throat, eye

  N‑95    (plastic 
apron)

Operating theatres, labor room, interventional 
radiology/cardiology suite**,§

  Surgical    (sterile)

All in‑patient areas with no suspected case**,§   Surgical   

Corridors and administrative areas   Surgical   

• Only person involved in AGPs should use visor and N95 during AGPs§

• Visor/hood – should be cleaned by 70% alcohol & maintained by end user*
• Clinical heads may requisite PPE any time for a particular patient if they suspect Covid 19 infection in ER or any inpatient 

area (for Nehru Hospital from control room of MS office, for Advance Cardiac Centre form Heart Command area)* *

8. Guidelines for the use of PPE by HCWs in outpatient areas (version 5.0, 08.05.20)
Gloves Disposable 

bodysuit
Mask Eye 

protection
Visor/*
hood

Linen 
Gown

Help desk/Registration Counter (behind glass curtain)   Triple layer   

Help desk/Registration Counter (no glass curtain)   Triple layer   

Security personnel maintaining gates and large crowd   FFP1   

Screening area   N‑95   

Emergency resuscitation   N‑95   

Collection of nasopharyngeal swab   N‑95   

Consultation room (doctors, nurses, and hospital assistants)   Triple layer   

Consultation room (dental/ENT/eye/PAC)   N‑95   

Radiodiagnosis and imaging   FFP1   

Minor OT & FNAC procedures   FFP1   

Nursing station & day care   FFP1   

Sanitation staff   FFP1    
Sample collection (blood)   FFP1   

Sample collection (other than blood, nasopharyngeal swab)   Triple layer   




