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BACKGROUND 

Coronavirus disease 2019 (COVID-19) is a respiratory tract infection caused by a newly 
emergent coronavirus that was first recognized in Wuhan, China, in December 2019. Genetic 
sequencing of the virus suggests that it is a betacoronavirus closely linked to the SARS virus 
(1). 

While most people with COVID-19 develop only mild or uncomplicated illness, approximately 
14% develop severe disease that requires hospitalization and oxygen support, and 5% require 
admission to an intensive care unit (1). In severe cases, COVID-19 can be complicated by the 
acute respiratory distress syndrome (ARDS), sepsis and septic shock, multiple organ failure, 
including acute kidney injury and cardiac injury (2). Older age and co-morbid disease have 
been reported as risk factors for death, and recent multivariable analysis confirmed older 
age, higher Sequential Organ Failure Assessment (SOFA) score and d-dimer > 1 μg/L on 
admission were associated with higher mortality. This study also observed a median duration 
of viral RNA detection of 20.0 days (IQR 17.0–24.0) in survivors, but COVID-19 virus was 
detectable until death in non-survivors. The longest observed duration of viral shedding in 
survivors was 37 days (3, 4). 

Building on evidence-informed guidelines developed by a multidisciplinary panel of health 
care providers with experience in the clinical management of patients with COVID-19 and 
other viral infections, including SARS and MERS, as well as sepsis and ARDS, this guidance 
should serve as a foundation for optimized supportive care to ensure the best possible 
chance for survival and to allow for reliable comparison of investigational therapeutic 
interventions as part of randomized controlled trials (5, 6). 

This guideline is for laboratory confirmed cases.

There are few data on the clinical presentation of COVID-19 in specific populations, such 
as children and pregnant women. In children with COVID-19 the symptoms are usually less 
severe than adults and present mainly with cough and fever, and co- infection has been observed 
(7, 8). Relatively few cases have been reported of infants confirmed with COVID-19; those 
experienced mild illness (9). There is currently no known difference between the clinical 
manifestations of COVID-19 pregnant and non-pregnant women or adults of reproductive 
age. Pregnant and recently pregnant women with suspected or confirmed COVID-19 should 
be treated with supportive and management therapies, as described below, taking into account 
the immunologic and physiologic adaptations during and after pregnancy. 
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SCREENING AND TRIAGE:

Early recognition of patients with SARI associated 
with COVID-19 

STEP 1 - TRIAGE

Cases of COVID-19 may present as mild or severe cases. 

On admission, the physician at the treatment center must classify the patient based on 
the following clinical syndromes.

Mild illness Patients with uncomplicated upper respiratory tract viral infection may 
have non-specific symptoms such as fever, fatigue, cough (with or without 
sputum production), anorexia, malaise, muscle pain, sore throat, dyspnea, 
nasal congestion, or headache. Rarely, patients may also present with 
diarrhoea, nausea, and vomiting (3, 11-13). 

The elderly and immunosuppressed may present with atypical symptoms. 
Symptoms due to physiologic adaptations of pregnancy or adverse 
pregnancy events, such as dyspnea, fever, GI-symptoms or fatigue, may 
overlap with COVID- 19 symptoms. 

Pneumonia Adult with pneumonia but no signs of severe pneumonia and no need for 
supplemental oxygen. 

Child with non-severe pneumonia who has cough or difficulty breathing 
+ fast breathing: fast breathing (in breaths/min): < 2 months: ≥ 60; 2–11 
months: ≥ 50; 1–5 years: ≥ 40, and no signs of severe pneumonia. 
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Severe 
pneumonia

Adolescent or adult: fever or suspected respiratory infection, plus one 
of the following: respiratory rate > 30 breaths/min; severe respiratory 
distress; or SpO2 ≤ 93% on room air (adapted from 14). 

Child with cough or difficulty in breathing, plus at least one of the 
following: central cyanosis or SpO2 < 90%; severe respiratory distress (e.g. 
grunting, very severe chest indrawing); signs of pneumonia with a general 
danger sign: inability to breastfeed or drink, lethargy or unconsciousness, 
or convulsions (15). Other signs of pneumonia may be present: chest 
indrawing, fast breathing (in breaths/min): < 2 months: ≥ 60; 2–11 months: 
≥ 50; 1–5 years: ≥ 40 (16). While the diagnosis is made on clinical grounds; 
chest imaging may identify or exclude some pulmonary complications. 
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Acute 
respiratory 

distress 
syndrome 
(ARDS)

(17-19)

Onset: within 1 week of a known clinical insult or new or worsening 
respiratory symptoms. 

Chest imaging (radiograph, CT scan, or lung ultrasound): bilateral 
opacities, not fully explained by volume overload, lobar or lung collapse, 
or nodules. 

Origin of pulmonary infiltrates: respiratory failure not fully explained 
by cardiac failure or fluid overload. Need objective assessment (e.g. 
echocardiography) to exclude hydrostatic cause of infiltrates/oedema if no 
risk factor present. 

Oxygenation impairment in adults (17, 19): 

Mild ARDS: 200 mmHg < PaO2/FiO2a ≤ 300 mmHg (with PEEP 
or CPAP ≥ 5 cmH2O, ornon-ventilated)  

Moderate ARDS: 100 mmHg < PaO2/FiO2 ≤ 200 mmHg (with 
PEEP ≥ 5 cmH2O, or non-ventilated)  

Severe ARDS: PaO2/FiO2 ≤ 100 mmHg (with PEEP ≥ 5 cmH2O, 
or non-ventilated)  

When PaO2 is not available, SpO2/FiO2 ≤ 315 suggests ARDS 
(including in non-ventilated patients). 

Oxygenation impairment in children: note OI = Oxygenation Index 
and OSI = Oxygenation Index using SpO2.  Use PaO2-based metric when 
available. If PaO2 not available, wean FiO2 to maintain SpO2 ≤ 97% 
to  calculate OSI or SpO2/FiO2 ratio: 

Bilevel (NIV or CPAP) ≥ 5 cmH2O via full face mask: PaO2/
FiO2 ≤ 300 mmHg or SpO2/FiO2 ≤ 264  

Mild ARDS (invasively ventilated): 4 ≤ OI < 8 or 5 ≤ OSI < 7.5  

Moderate ARDS (invasively ventilated): 8 ≤ OI < 16 or 7.5 ≤ OSI 
< 12.3  

Severe ARDS (invasively ventilated): OI ≥ 16 or OSI ≥ 12.3.  
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Sepsis (5, 6) Adults: life-threatening organ dysfunction caused by a dysregulated host 

response to suspected or proven infection.b Signs of organ dysfunction 
include: altered mental status, difficult or fast breathing, low oxygen 
saturation, reduced urine output (5, 20), fast heart rate, weak pulse, 
cold extremities or low blood pressure, skin mottling, or laboratory 
evidence of coagulopathy, thrombocytopenia, acidosis, high lactate, or 
hyperbilirubinemia.  

Children: suspected or proven infection and ≥ 2 age- based systemic 
inflammatory response syndrome criteria, of which one must be abnormal 
temperature or white blood cell count.  

Septic shock 
(5, 6)

Adults: persisting hypotension despite volume resuscitation, requiring 
vasopressors to maintain MAP ≥ 65 mmHg and serum lactate level > 2 
mmol/L.  

Children: any hypotension (SBP < 5th centile or > 2 SD below normal for 
age) or two or three of the following: altered mental state; tachycardia or 
bradycardia (HR < 90 bpm or > 160 bpm in infants and HR < 70 bpm or > 
150 bpm in children); prolonged capillary refill (> 2 sec) or feeble pulse; 
tachypnoea; mottled or cool skin or petechial or purpuric rash; increased 
lactate; oliguria; hyperthermia or hypothermia (21). 

a If altitude is higher than 1000 m, then correction factor should be 
calculated as follows: PaO2/FiO2 x barometric pressure/760. 

b The SOFA score ranges from 0 to 24 and includes points related to six organ 
systems: respiratory (hypoxemia defined by low PaO2/FiO2); coagulation 
(low platelets); liver (high bilirubin); cardiovascular (hypotension); central 
nervous system (low level of consciousness defined by Glasgow Coma 
Scale); and renal (low urine output or high creatinine). Sepsis is defined 
by an increase in the sepsis-related SOFA score of ≥ 2 points. Assume the 
baseline score is 0 if data are not available (22). 

Abbreviations: ARI acute respiratory infection; BP blood pressure; bpm 
beats/minute; CPAP continuous positive airway pressure; FiO2 fraction of 
inspired oxygen; MAP mean arterial pressure; NIV non-invasive ventilation; 
OI Oxygenation Index; OSI Oxygenation Index using SpO2; PaO2 partial 
pressure of oxygen; PEEP positive end-expiratory pressure; SBP systolic 
blood pressure; SD standard deviation; SIRS systemic inflammatory 
response syndrome; SOFA sequential organ failure assessment; SpO2 
oxygen saturation.

Table 1. Clinical syndromes associated with COVID-19 
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PROCEDURE FOR SPECIMEN COLLECTION

Assuming the COVID-19 test has been done and results were confirmed positive, below are 
additional investigations to be done systematically for all patients admitted with confirmed 
COVID-19 infection:

On admission: Full blood count (FBC), Basic chemistry (electrolytes panel, renal and liver 
function tests), C-reactive protein and a chest X ray. A blood film examination for malaria 
parasites should be considered in all patients with fever. 

Collect blood cultures for bacteria that cause pneumonia and sepsis, ideally before antimicrobial 
therapy. DO NOT delay antimicrobial therapy to collect blood cultures. 

Follow-up and special investigations (IgM, IgG, IgE, COVID-19 viral load etc.) will be 
ordered as per clinical indication, either arranged to be done on site or sent to other laboratories 
(i.e. National Reference Laboratory) for testing.
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CLINICAL MANAGEMENT OF COVID-19

Management of mild COVID-19: symptomatic 
treatment and monitoring 
The minimum symptomatic treatment guide: use the commonly available medications 
for symptomatic relief, such as Efferalgan vitamin C, Cold-cap, Febrilex tablets, Paidoterin 
syrup, Cough mixtures (ascoril, bronchalene, cadistin, rhinathiol promethazine etc.). For 
special categories of patients (pediatric population and pregnant women), please consult with 
respective specialists before issuance of the prescription.

Patients with mild disease do not require hospital interventions, but isolation is 
necessary to contain virus transmission. 

Remark: Although most patients with mild disease may not have indications for hospitalization, 
it is necessary to implement appropriate IPC to contain and mitigate transmission. This can 
be done either in hospital, if there are only sporadic cases or small clusters, or in repurposed, 
non-traditional settings. 

Provide patients with mild COVID-19 with symptomatic treatment such as antipyretics 
for fever. 

Counsel patients with mild COVID-19 about signs and symptoms of complicated disease. If 
they develop any of these symptoms, they should seek urgent care through national referral 
systems. 

Management of severe COVID-19: oxygen therapy 
and monitoring 
Give supplemental oxygen therapy immediately to patients with SARI and respiratory 
distress, hypoxaemia or shock and target SpO2 > 94%. 

Remarks for adults: Adults with emergency signs (obstructed or absent breathing, severe 
respiratory distress, central cyanosis, shock, coma, or convulsions) should receive airway 
management and oxygen therapy during resuscitation to target SpO2 ≥ 94%. Initiate oxygen 
therapy at 5 L/min and titrate flow rates to reach target SpO2 ≥ 93% during resuscitation; or 
use face mask with reservoir bag (at 10–15 L/min) if patient in critical condition. Once patient 



10

COVID-19 INFECTION TREATMENT GUIDELINES FOR RWANDA _ First Edition

is stable, the target is > 90% SpO2 in non-pregnant adults and ≥ 92–95% in pregnant patients 
(16, 25). 

Remarks for children: Children with emergency signs (obstructed or absent breathing, severe 
respiratory distress, central cyanosis, shock, coma or convulsions) should receive airway 
management and oxygen therapy during resuscitation to target SpO2 ≥ 94%; otherwise, the 
target SpO2 is ≥ 90% (25). Use of nasal prongs or nasal cannula is preferred in young children, 
as they may be better tolerated. 

Remark 3: All areas where patients with SARI are cared for should be equipped with 
pulse oximeters, functioning oxygen systems and disposable, single-use, oxygen-delivering 
interfaces (nasal cannula, nasal prongs, simple face mask, and mask with reservoir bag). See 
Appendix for details of resources. 

Closely monitor patients with COVID-19 for signs of clinical deterioration, such as 
rapidly progressive respiratory failure and sepsis and respond immediately with 
supportive care interventions. 

Remark 1: Patients hospitalized with COVID-19 require regular monitoring of vital signs 
and, where possible, utilization of medical early warning scores (e.g. NEWS2) that facilitate 
early recognition and escalation of treatment of the deteriorating patient (26). 

Remark 2: Haematology and biochemistry laboratory testing and ECG should be performed 
at admission and as clinically indicated to monitor for complications, such as acute liver 
injury, acute kidney injury, acute cardiac injury, or shock. Application of timely, effective, 
and safe supportive therapies is the cornerstone of therapy for patients who develop severe 
manifestations of COVID-19. 

Remarks 3: After resuscitation and stabilization of the pregnant patient, then fetal well-being 
should be monitored. 

Understand the patient’s co-morbid condition(s) to tailor the management of critical 
illness. 

Remark 1: Determine which chronic therapies should be continued and which therapies 
should be stopped temporarily. Monitor for drug-drug interactions. 

Use conservative fluid management in patients with SARI when there is no evidence of 
shock. 

Remarks: Patients with SARI should be treated cautiously with intravenous fluids, because 
aggressive fluid resuscitation may worsen oxygenation, especially in settings where there is 
limited availability of mechanical ventilation (27). This applies for care of children and adults. 
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Management of severe COVID-19: treatment of co-
infections 
Give empiric antimicrobials to treat all likely pathogens causing SARI and sepsis as 
soon as possible, within 1 hour of initial assessment for patients with sepsis. 

Remark 1: Although the patient may be suspected to have COVID-19, administer appropriate 
empiric antimicrobials within 1 hour of identification of sepsis (5). Empiric antibiotic 
treatment should be based on the clinical diagnosis (community-acquired pneumonia, health 
care-associated pneumonia [if infection was acquired in health care setting] or sepsis), local 
epidemiology and susceptibility data, and national treatment guidelines. 

Remark 2: When there is ongoing local circulation of seasonal influenza, empiric therapy with 
a neuraminidase inhibitor should be considered for the treatment for patients with influenza or 
at risk for severe disease (5). 

Empiric therapy should be de-escalated on the basis of microbiology results and clinical 
judgment. 

Management of critical COVID-19: acute respiratory 
distress syndrome (ARDS) 
Recognize severe hypoxemic respiratory failure when a patient with respiratory distress 
is failing to respond to standard oxygen therapy and prepare to provide advanced 
oxygen/ventilatory support. 

Remarks: Patients may continue to have increased work of breathing or hypoxemia even 
when oxygen is delivered via a face mask with reservoir bag (flow rates of 10–15 L/min, 
which is typically the minimum flow required to maintain bag inflation; FiO2 0.60–0.95). 
Hypoxemic respiratory failure in ARDS commonly results from intrapulmonary ventilation-
perfusion mismatch or shunt and usually requires mechanical ventilation (5). 

Endotracheal intubation should be performed by a trained and experienced provider 
using airborne precautions. 

Remarks: Patients with ARDS, especially young children or those who are obese or pregnant, 
may desaturate quickly during intubation. Pre-oxygenate with 100% FiO2 for 5 minutes, via 
a face mask with reservoir bag, bag-valve mask, HFNO or NIV. Rapid-sequence intubation 
is appropriate after an airway assessment that identifies no signs of difficult intubation (28, 

29,.30). 

The following recommendations pertain to mechanically ventilated adults and paediatric 
patients with ARDS (5, 31). Implement mechanical ventilation using lower tidal volumes 
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(4–8 mL/kg predicted body weight, PBW) and lower inspiratory pressures (plateau 
pressure < 30 cmH2O). 

Remarks for adults: This is a strong recommendation from a clinical guideline for patients 
with ARDS (5), and is suggested for patients with sepsis-induced respiratory failure who do 
not meet ARDS criteria (5). The initial tidal volume is 6 mL/kg PBW; tidal volume up to 
8 mL/kg PBW is allowed if undesirable side effects occur (e.g. dyssynchrony, pH < 7.15). 
Permissive hypercapnia is permitted. Ventilator protocols are available (32). The use of deep 
sedation may be required to control respiratory drive and achieve tidal volume targets. 

Remarks for children: In children, a lower level of plateau pressure (< 28 cmH2O) is 
targeted, and lower target of pH is permitted (7.15–7.30). Tidal volumes should be adapted to 
disease severity: 3–6 mL/kg PBW in the case of poor respiratory system compliance, and 5–8 
mL/kg PBW with better preserved compliance (31). 

In adult patients with severe ARDS, prone ventilation for 12–16 hours per day is 
recommended.  

Remarks for adults and children: Application of prone ventilation is strongly recommended 
for adult patients, and may be considered for paediatric patients with severe ARDS but requires 
sufficient human resources and expertise to be performed safely; protocols (including videos) 
are available (33, 34). 

Remark for pregnant women: There is little evidence on prone positioning in pregnant 
women. Pregnant women may benefit from being placed in the lateral decubitus position. 

Use a conservative fluid management strategy for ARDS patients without tissue 
hypoperfusion. 

Remarks for adults and children: This is a strong guideline recommendation (5); the main 
effect is to shorten the duration of ventilation. See reference (35) for details of a sample 
protocol. 

In patients with moderate or severe ARDS, higher PEEP instead of lower PEEP is 
suggested. 

Remark 1: PEEP titration requires consideration of benefits (reducing atelectrauma and 
improving alveolar recruitment) vs risks (end-inspiratory overdistension leading to lung injury 
and higher pulmonary vascular resistance). Tables are available to guide PEEP titration based 
on the FiO2 required to maintain SpO2 (32). In younger children, maximal PEEP rates are 
15 cmH2O. Although high driving pressure (plateau pressure − PEEP) may more accurately 
predict increased mortality in ARDS compared with high tidal volume or plateau pressure 
(36), data from RCTs of ventilation strategies that target driving pressure are not currently 
available. 

Remark 2: A related intervention of recruitment manoeuvres (RMs) is delivered as episodic 
periods of high continuous positive airway pressure (CPAP) (30–40 cmH2O), progressive 
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incremental increases in PEEP with constant driving pressure, or high driving pressure; 
considerations of benefits vs risks are similar. Higher PEEP and RMs were both conditionally 
recommended in a clinical practice guideline. For PEEP, the guideline considered an individual 
patient data meta-analysis (37) of three RCTs. However, a subsequent RCT of high PEEP and 
prolonged high-pressure RMs showed harm, suggesting that the protocol in this RCT should 
be avoided (38). Monitoring of patients to identify those who respond to the initial application 
of higher PEEP or a different RM protocol and stopping these interventions in non-responders 
are suggested (39). 

In patients with moderate-severe ARDS (PaO2/FiO2 < 150), neuromuscular blockade 
by continuous infusion should not be routinely used. 

Remark: A trial found that this strategy improved survival in adult patients with severe ARDS 
(PaO2/FiO2 < 150) without causing significant weakness (40), but results of a recent larger 
trial found that use of neuromuscular blockade with high PEEP strategy was not associated 
with a survival benefit when compared with a light sedation strategy without neuromuscular 
blockade (41). Continuous neuromuscular blockade may still be considered in patients with 
ARDS, both adults and children, in certain situations: ventilator dyssnchrony despite sedation, 
such that tidal volume limitation cannot be reliably achieved; or refractory hypoxemia or 
hypercapnia. 

Avoid disconnecting the patient from the ventilator, which results in loss of PEEP and 
atelectasis. 

Use in-line catheters for airway suctioning and clamp endotracheal tube when 
disconnection is required (for example, transfer to a transport ventilator). 

The following recommendations pertain to adult and paediatric patients with ARDS who are 
treated with non-invasive or high-flow oxygen systems. 

1. High-flow nasal oxygen (HFNO) should be used only in selected patients with 
hypoxemic respiratory failure. 

2. Non-invasive ventilation (NIV) should be used only in selected patients with hypoxemic 
respiratory failure. 

3. Patients treated with either HFNO or NIV should be closely monitored for clinical 
deterioration. 

Remark 1: Adult HFNO systems can deliver 60 L/min of gas flow and FiO2 up to 1.0. 
Paediatric circuits generally only handle up to 25 L/min, and many children will require an 
adult circuit to deliver adequate flow. 

Remark 2: Because of uncertainty around the potential for aerosolization, HFO, NIV, 
including bubble CPAP, should be used with airborne precautions until further evaluation of 
safety can be completed. 

Remark 3: Compared with standard oxygen therapy, HFNO reduces the need for intubation 
(42). Patients with hypercapnia (exacerbation of obstructive lung disease, cardiogenic 
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pulmonary oedema), hemodynamic instability, multiorgan failure, or abnormal mental status 
should generally not receive HFNO, although emerging data suggest that HFNO may be 
safe in patients with mild-moderate and non-worsening hypercapnia (42, 43, 44). Patients 
receiving HFNO should be in a monitored setting and cared for by experienced personnel 
capable of performing endotracheal intubation in case the patient acutely deteriorates or does 
not improve after a short trial (about 1 hour). Evidence-based guidelines on HFNO do not 
exist, and reports on HFNO in patients infected with other coronaviruses are limited (44). 

Remark 4: NIV guidelines make no recommendation on use in hypoxemic respiratory failure 
(apart from cardiogenic pulmonary oedema and postoperative respiratory failure) or pandemic 
viral illness (referring to studies of SARS and pandemic influenza) (5). Risks include delayed 
intubation, large tidal volumes, and injurious transpulmonary pressures. Limited data suggest 
a high failure rate in patients with other viral infections such as MERS-CoV who receive NIV 
(45). 

Remark 5: Patients receiving a trial of NIV should be in a monitored setting and cared for 
by experienced personnel capable of performing endotracheal intubation in case the patient 
acutely deteriorates or does not improve after a short trial (about 1 hour). Patients with 
haemodynamic instability, multiorgan failure, or abnormal mental status should likely not 
receive NIV in place of other options such as invasive ventilation. 

Remark 6: In situations where mechanical ventilation might not be available, bubble nasal 
CPAP may be used for newborns and children with severe hypoxemia, and may be a more 
readily available alternative in resource-limited settings (46). 

The following recommendations pertain to adult and paediatric patients with ARDS in 
whom lung protective ventilation strategy fails:

In settings with access to expertise in extracorporeal membrane oxygenation (ECMO), consider 
referral of patients who have refractory hypoxemia despite lung protective ventilation. 

Remarks for adult and children: An RCT of ECMO for adult patients with ARDS was 
stopped early and found no statistically significant difference in the primary outcome of 60-
day mortality between ECMO and standard medical management (including prone positioning 
and neuromuscular blockade) (47). However, ECMO was associated with a reduced risk of 
the composite outcome of mortality and crossover to ECMO (47), and a post hoc Bayesian 
analysis of this RCT showed that ECMO is very likely to reduce mortality across a range 
of prior assumptions (48). In patients with MERS, ECMO vs conventional treatment was 
associated with reduced mortality in a cohort study (49). ECMO should be offered only in 
expert centres with a sufficient case volume to maintain expertise and that can apply the IPC 
measures required for adult and paediatric COVID-19 patients (50, 51). 
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Management of critical illness and COVID-19: 
prevention of complications 
Implement the following interventions (Table 4) to prevent complications associated with 
critical illness. These interventions are based on Surviving Sepsis (5) or other guidelines (52-
55), and are generally limited to feasible recommendations based on high- quality evidence. 

Table 4. Prevention of complications 

ANTICIPATED 
OUTCOME INTERVENTIONS

Reduce days of invasive 
mechanical ventilation 

• Use weaning protocols that include daily assessment 
for readiness to breathespontaneously

• Minimize continuous or intermittent sedation, 
targeting specific titration endpoints (light sedation 
unless contraindicated) or with daily interruption of 
continuous sedative infusions 

Reduce incidence of 
ventilator- associated 
pneumonia 

• Oral intubation is preferable to nasal intubation in 
adolescents and adults 

• Keep patient in semi-recumbent position (head of 
bed elevation 30–45 degrees) 

• Use a closed suctioning system; periodically drain 
and discard condensate intubing 

• Use a new ventilator circuit for each patient; once 
patient is ventilated, change circuit if it is soiled or 
damaged, but not routinely 

• Change heat moisture exchanger when it 
malfunctions, when soiled, or every 5–7 days 

Reduce incidence of venous 
thromboembolism 

• Use pharmacological prophylaxis (low molecular-
weight heparin [preferred if available] or heparin 
5000 units subcutaneously twice daily) in adolescents 
and adults without contraindications. For those 
with contraindications, use mechanical prophylaxis 
(intermittent pneumatic compression devices) 
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Reduce incidence of catheter-
related bloodstream infection 

• Use a checklist with completion verified by a real-
time observer as reminder of each step needed for 
sterile insertion and as a daily reminder to remove 
catheter if no longer needed 

Reduce incidence of pressure 
ulcers

• Turn patient every 2 hours 

Reduce incidence of stress 
ulcers and gastrointestinal 
(GI) bleeding

• Give early enteral nutrition (within 24–48 hours of 
admission) • Administer histamine-2 receptor blockers 
or proton-pump inhibitors in patients with risk factors 
for GI bleeding. Risk factors for GI bleeding include 
mechanical ventilation for ≥ 48 hours, coagulopathy, 
renal replacement therapy, liver disease, multiple 
comorbidities, and higher organ failure score 

Reduce incidence of ICU-
related weakness

• Actively mobilize the patient early in the course of 
illness when safe to do so 

Management of critical illness and COVID-19: septic 
shock 
Recognize septic shock in adults when infection is suspected or confirmed AND 
vasopressors are needed to maintain mean arterial pressure (MAP) ≥ 65 mmHg AND lactate 
is ≥ 2 mmol/L, in absence of hypovolemia. 

Recognize septic shock in children with any hypotension (systolic blood pressure [SBP] 
< 5th centile or > 2 SD below normal for age) or two or more of the following: altered 
mental state; bradycardia or tachycardia (HR < 90 bpm or > 160 bpm in infants and 
HR < 70 bpm or > 150 bpm in children); prolonged capillary refill (> 2 sec) or feeble 
pulses; tachypnea; mottled or cold skin or petechial or purpuric rash; increased lactate; 
oliguria; hyperthermia or hypothermia. 

Remark 1: In the absence of a lactate measurement, use blood pressure (i.e. MAP) and clinical 
signs of perfusion to define shock. 

Remark 2: Standard care includes early recognition and the following treatments within 1 
hour of recognition: antimicrobial therapy, and initiation of fluid bolus and vasopressors for 
hypotension (5). The use of central venous and arterial catheters should be based on resource 
availability and individual patient needs. Detailed guidelines from the Surviving Sepsis 
Campaign and WHO are available for the management of septic shock in adults (5) and 
children (6, 16). Alternate fluid regimens are suggested when caring for adults and children in 
resource-limited settings (56, 57). 
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The following recommendations pertain to resuscitation strategies for adult and 
paediatric patients with septic shock:

In resuscitation for septic shock in adults, give 250–500 mL crystalloid fluid as rapid 
bolus in first 15–30 minutes and reassess for signs of fluid overload after each bolus. 

In resuscitation from septic shock in children, give 10–20 mL/kg crystalloid fluid as a 
bolus in the first 30–60 minutes and reassess for signs of fluid after each bolus. 

Fluid resuscitation may lead to volume overload, including respiratory failure, particularly 
with ARDS. If there is no response to fluid loading or signs of volume overload appear (e.g. 
jugular venous distension, crackles on lung auscultation, pulmonary oedema on imaging, 
or hepatomegaly in children), then reduce or discontinue fluid administration. This step is 
particularly important in patients with hypoxemic respiratory failure. 

Remark 1: Crystalloids include normal saline and Ringer’s lactate. 

Remark 2: Determine need for additional fluid boluses (250–500 mL in adults or 10–20 mL/
kg in children) based on clinical response and improvement of perfusion targets. Perfusion 
targets include MAP (> 65 mmHg or age-appropriate targets in children), urine output (> 0.5 
mL/kg/hr in adults, 1 mL/kg/hr in children), and improvement of skin mottling and extremity 
perfusion, capillary refill, heart rate, level of consciousness, and lactate. 

Remark 3: Consider dynamic indices of volume responsiveness to guide volume administration 
beyond initial resuscitation based on local resources and experience (5). These indices include 
passive leg raises, fluid challenges with serial stroke volume measurements, or variations in 
systolic pressure, pulse pressure, inferior vena cava size, or stroke volume in response to 
changes in intrathoracic pressure during mechanical ventilation. 

Remark 4: In pregnant women, compression of the inferior vena cava can cause a decrease 
in venous return and cardiac preload and may result in hypotension. For this reason, pregnant 
women with sepsis and or septic shock may need to be placed in the lateral decubitus position 
to off-load the inferior vena cava (58). 

Remark 5: Clinical trials conducted in resource-limited studies comparing aggressive versus 
conservative fluid regimens suggest higher mortality in patients treated with aggressive fluid 
regimens (56, 57). 

Do not use hypotonic crystalloids, starches, or gelatins for resuscitation. 

Remark 1: Starches are associated with an increased risk of death and acute kidney injury 
compared with crystalloids. The effects of gelatins are less clear, but they are more expensive 
than crystalloids (5, 59). Hypotonic (vs isotonic) solutions are less effective at increasing 
intravascular volume. Surviving Sepsis also suggests albumin for resuscitation when patients 
require substantial amounts of crystalloids, but this conditional recommendation is based on 
low-quality evidence (5). 
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In adults, administer vasopressors when shock persists during or after fluid resuscitation. The 
initial blood pressure target is MAP ≥ 65 mmHg in adults and improvement of markers of 
perfusion. 

In children administer vasopressors if: 

1. Signs of shock such as altered mental state; bradycardia or tachycardia (HR < 90 bpm or 
> 160 bpm in infants and H R < 70 bpm or > 150 bpm in children); prolonged capillary refill 
(> 2 seconds) or feeble pulses; tachypnea; mottled or cool skin or petechial or purpuric rash; 
increased lactate; oliguria persists after two repeat boluses; or 

2. age-appropriate blood pressure targets are not achieved; or  

3.  signs of fluid overload are apparent (6).  

If central venous catheters are not available, vasopressors can be given through a peripheral 
IV, but use a large vein and closely monitor for signs of extravasation and local tissue 
necrosis. If extravasation occurs, stop infusion. Vasopressors can also be administered through 
intraosseous needles. 

If signs of poor perfusion and cardiac dysfunction persist despite achieving MAP target 
with fluids and vasopressors, consider an inotrope such as dobutamine. 

Remark 1: Vasopressors (i.e. norepinephrine, epinephrine, vasopressin, and dopamine) are 
most safely given through a central venous catheter at a strictly controlled rate, but it is also 
possible to safely administer them via peripheral vein (60) and intraosseous needle. Monitor 
blood pressure frequently and titrate the vasopressor to the minimum dose necessary to 
maintain perfusion and prevent side effects. A recent study suggests that in adults 65 years or 
older a MAP 60–65 mmHg target is equivalent to ≥ 65 mmHg (61). 

Remark 2: Norepinephrine is considered first-line treatment in adult patients; epinephrine or 
vasopressin can be added to achieve the MAP target. Because of the risk of tachyarrhythmia, 
reserve dopamine for selected patients with low risk of tachyarrhythmia or those with 
bradycardia. 

Remark 3: In children, epinephrine is considered first-line treatment, while norepinephrine 
can be added if shock persists despite optimal dose of epinephrine. 

Remark 4: No RCTs have compared dobutamine with placebo for clinical outcomes. 

Adjunctive therapies for COVID-19: corticosteroids 
Do not routinely give systemic corticosteroids for treatment of viral pneumonia outside 
clinical trials. 

Remark 1: A systematic review of observational studies of corticosteroids administered 
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to patients with SARS reported no survival benefit and possible harms (avascular necrosis, 
psychosis, diabetes, and delayed viral clearance) (62). A systematic review of observational 
studies in influenza found a higher risk of mortality and secondary infections with 
corticosteroids; the evidence was judged as very low to low quality owing to confounding 
by indication (63). A subsequent study that addressed this limitation by adjusting for time-
varying confounders found no effect on mortality (64). Finally, a recent study of patients 
receiving corticosteroids for MERS used a similar statistical approach and found no effect of 
corticosteroids on mortality but delayed LRT clearance of MERS-CoV (65). Given the lack 
of effectiveness and possible harm, routine corticosteroids should be avoided unless they are 
indicated for another reason. Other reasons may include exacerbation of asthma or COPD, 
septic shock, and risk/benefit analysis needs to be conducted for individual patients. 

Remark 2: A recent guideline issued by an international panel and based on the findings of 
two recent large RCTs makes a conditional recommendation for corticosteroids for all patients 
with sepsis (including septic shock) (66). Surviving Sepsis guidelines, written before these 
RCTs were reported, recommend corticosteroids only for patients in whom adequate fluids 
and vasopressor therapy do not restore hemodynamic stability (5). Clinicians considering 
corticosteroids for a patient with COVID- 19 and sepsis must balance the potential small 
reduction in mortality with the potential downside of prolonged shedding of coronavirus in 
the respiratory tract, as has been observed in patients with MERS (65). If corticosteroids are 
prescribed, monitor and treat hyperglycaemia, hypernatraemia, and hypokalaemia. Monitor for 
recurrence of inflammation and signs of adrenal insufficiency after stopping corticosteroids, 
which may have to be tapered. Because of the risk of strongyloides stercoralis hyper-infection 
with steroid therapy, diagnosis or empiric treatment should be considered in endemic areas if 
steroids are used (67). 

Remark 2 for pregnant women: WHO recommends antenatal corticosteroid therapy for 
women at risk of preterm birth from 24 to 34 weeks of gestation when there is no clinical 
evidence of maternal infection, and adequate childbirth and newborn care is available. 
However, in cases where the woman presents with mild COVID-19, the clinical benefits 
of antenatal corticosteroid might outweigh the risks of potential harm to the mother. In this 
situation, the balance of benefits and harms for the woman and the preterm newborn should 
be discussed with the woman to ensure an informed decision, as this assessment may vary 
depending on the woman’s clinical condition, her wishes and that of her family, and available 
health care resources. 

Remark 3: WHO has prioritized the evaluation of corticosteroids in clinical trials to assess 
safety and efficacy. 
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ASSESSING THE STATE OF MENTAL HEALTH & 
TREATMENT 

Rwanda joined actions with WHO and public health authorities around the world to contain 
the COVID-19 outbreak. However, this time of crisis is generating stress, panic and fear in 
the population. MOH has consulted the WHO’s Department of Mental Health and Substance 
Use and the Inter Agency Standing Committee (IASC) Guidelines for mental health and 
psychosocial support (MHPSS) in Emergency Settings to target different groups to support 
mental and psychosocial well-being during the COVID-19 outbreak. The Ministry of Health 
in Rwanda adapted the WHO and IASC mental and psychosocial well-being during the 
COVID-19 outbreak guide to fit Rwanda’s context.

This was compiled by the Ministry of Health/ RBC/Mental Health Division in collaboration 
with Partners In Health/ Inshuti Mu Buzima  to serve as Rwanda MOH Mental health 
guidelines COVID-19 to promote prevention and respond to mental health and psychosocial 
needs related COVID-19 outbreak for the Rwandan community.  

The purpose of these mental health and psychosocial guidelines is to provide guidance 
for healthcare and mental health care providers, community leaders, community health 
workers, and community members. Each group that is considered in this document have 
unique needs and recommended approaches are provided to address them. The importance of 
reviewing factual information, adhering to national and international guidelines and policies 
of prevention, addressing stigma and remaining in solidarity as Rwandans is pertinent to 
reduce risk of contracting COVID-19, increase community awareness, address fear, anxiety, 
confusion and supporting one another.  

As we know prevention is even better than cure, therefore outreach programmes will be 
implemented in communities nationwide. Incorporating religious leaders and community 
elders to help educate those particular communities in the fight against further outbreak of 
COVID -19 in Rwanda and following the hygiene guidelines of the WHO/CDC and local 
health authorities. Wherever possible health stations will be set up in the heart of these 
communities where people can have their temperature taken and be educated in vigorous 
handwashing etc…
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Background 
One of the biggest concerns is the reduction of risk for mental health problems and ensuring 
that appropriate Mental Health care is provided for Rwanda’s population directly or indirectly 
affected by the coronavirus outbreak. Mental health problems are as disabling as physical 
problems, but their treatment is often unnoticed.  Delayed mental health problems frequently 
coexist with other medical and physical disorders. The combination of prevention, care, 
treatment, and recovery facilitation interventions for mental health services should be 
strengthened to provide quality mental care for any community, therefore prevention and care 
delivery are both essential activities to deal with COVID-19 outbreak in Rwanda. 

Remember two things:
1. COVID-19 has and is likely to affect people from many countries, in many geographical 
locations. Do not attach it to any ethnicity or nationality. Be empathetic to all those who 
are affected within Rwanda and from any other country. People who are affected by 
COVID-19 have not done anything wrong, and they deserve our support, compassion and 
kindness 

2. Do not refer to people with the disease as “COVID-19 cases”, “victims” “COVID-19 
families” or the “diseased”. They are “people who have COVID-19”, “people who are being 
treated for COVID-19”, “people who are recovering from COVID-19” and after recovering 
from COVID-19 their life will go on with their jobs, families and loved ones. It is important 
to separate a person from having an identity defined by COVID-19, to reduce stigma 

Unit1: Prevention for mental health problems and facilitation of recovery from the 
COVID-19 pandemic in Rwanda

Awareness to help support the prevention of mental health problems that may occur during 
the COVID-19 pandemic is essential to promote mental health well-being for Rwandan 
communities. Awareness through psycho-education will be helpful to normalize mental 
health difficulties related to COVID-19 and minimize any misperceptions, poor attitudes and 
risks behaviors to severe mental health problems as well as to the spread of the COVID-19 
pandemic. The mental health prevention approaches are summarized below with the inclusion 
of different groups based on WHO and IASC guidelines. 
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Target groups Objectives Strategy
PACKAGES FOR THE GENERAL PUBLIC FOR DEALING WITH 
STRESS DURING THE COVID-19 OUTBREAK

Delivery 
model

General 
population 

Promoting 
mental 
health and 
well-being in 
communities 
affected by 
COVID-19

Education program 
- Reduce risk for  
fear, panic, anxiety, 
stigma

Remember the situation will get better eventually, and return 
back to normal; the country, the world is not collapsing (do not 
go “catastrophic”). The Rwandan Government is prepared and the 
people in receipt of the correct information and training will be 
enabled and empowered to persevere and support each other.

Rwandans have managed to overcome the many challenges 
associated with the 1994 Genocide against the Tutsi, and the 
government was extremely successful in its strategies formulated 
to prevent the Ebola disease that affected neighboring  nations 
in the recent years. The spirit and execution of those strategies 
shall be applied to the containment of Covid-19.  Together we can 
eliminate the COVID-19 pandemic and focus on actionable items, 
such as provided by the MOH to keep you and your family safe from 
COVID-19.

- Normalize the situation: It is normal to feel sad, 
distressed, worried, confused, scared or angry during 
a crisis

- Stay in contact with people you trust (families, 
friends) using safe measures such as phone, email, 
and other guidelines provided by the MOH and share 
your thoughts, feelings and emotions with your friends 
and family

- If you must stay at home, maintain a healthy lifestyle 
(including home duties such as cleaning, home 
maintenance gardening and the up keep of your farms. 
It is essential to follow a proper diet, sleep pattern, 
exercise and social contact with loved ones at home). 
Keep in touch with family and friends through email, 
phone calls and making use of social media platforms

- Avoid unhealthy coping mechanisms: Do not lean 
upon tobacco, alcohol or other drugs to cope with your 
emotions

- If you feel overwhelmed, talk to a health worker, social 
worker, similar professional, or another trusted person 
in your community (e.g., religious leader or community 
elder)

- Have a plan of where to go to seek help for physical 
mental health and psychosocial needs, if required

- Get the facts about the risk of contracting COVID-19 
and how to take precautions. Use credible sources to 
get information, such as MOH website, RBC website, 
WHO website or, another local private or public health 
agencies

- Limit the time you and your family spend watching or 
listening to upsetting media coverage 

- Draw on skills that you have used in the past during 
difficult times to manage your emotions during this 
outbreak 

- Use the time for rest, relaxation and reflection. Talk to 
your children and open up regular discourse with them 
concerning the facts on COVID-19.

- Enjoy the time with your family and do fun things 
together and play games. If their school has been 
closed follow up on their education and where in place 
any online teaching.

Remote 
awareness 
session or 
radio talks 
will be 
provided to 
the whole 
community, 
Rapid SMS to 
community 
health 
workers in 
the country.
Develop 
flyers to 
promote 
community 
awareness
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Promote 
positive  
attitudes 
and behavior 
during 
COVID-19 
outbreak 

Encourage behavior 
change by reducing  
misperception and 
misinterpretations  
about strategies 
used to minimize 
the spread  of  
COVID-19 spread

- Encourage communities to share thoughts, feelings 
regarding the effects of COVID-19 affecting normal 
life and culture of the population and how to manage 
changes.

- Discuss the advantages of  strategies taken to 
reduce the spread of COVID-19 such as closing 
church services, closing schools,  minimizing travels, 
quarantine, reduction of  physical contact and 
how these affect their mental well–being and offer 
appropriate responses accordingly 

- 
- Adopt and endorse the COVID-19 outbreak prevention 

measures taken by Government to minimize the 
spread

- Wash hands regularly with soap and water vigorously 
for 40 seconds and use hand sanitizer provided by all 
public outlets

- Stopping physical contact does not mean you limit your 
emotional expressions but it is important to use safe 
strategies such as email, phone or body languages 
with safe distance to connect (Replace handshakes 
with other safer greeting gestures like head nodding, 
or touching your chest or knocking elbows together

-  Clear routines and schedule, 7 days a week
-  Exercise and physical activity, daily if possible
- Closing schools doesn’t mean stop learning and 

intellectual engagement—books, reading, limited 
internet

- Positive family time—working to counter negative 
thoughts

-  Alone time, outside if possible, but inside too; but 
remember, don’t isolate

- Closing church doesn’t mean you lose connection with 
God, keep your daily prayer and faith practice

- Meditation and relaxation techniques are essential to 
minimize stress

- Remember the things that you really enjoy doing, that 
you can still do  in this situation, and find a way to do 
them

- Limit exposure to fake news, to television and internet 
news; find ways to preoccupy yourself with other 
activities

- Bathe daily, if possible, to reinforce the feeling of 
cleanliness

Remote 
professional 
debate 

PACKAGES FOR FRONTLINE WORKERS
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Healthcare 
workers 

Promote  
mental health 
well-being and 
self-mental 
health care 
practice among 
care providers 

Debriefing meetings 
to reduce fear, panic, 
anxiety and burnout 

- Normalize the situation: It is quite normal to feel 
stressed  during an outbreak and many of your 
colleagues are likely going through the same situation

-  Workers may feel that they are not doing a good 
enough job, that there is a high demand on them, 
and additional new pressures including following 
COVID-19 outbreak prevention and treatment 
guidelines. Try to find some value in what you do, 
remember to  cooperate towards the shared goals to 
save lives   

- Reframe the way you think of work: Balancing stress 
can be useful. Right now, the feeling of stress may be 
keeping you going at your job and providing a sense 
of purpose. Managing your stress and psychosocial 
wellbeing during this time is as important as managing 
your physical health

-  Take care for yourself: Take care of your basic needs 
and employ helpful coping strategies, ensure rest and 
respite during work or between shifts, eat sufficient 
and healthy food, engage in physical activity, and stay 
in contact with family and friends

- Stigma and lack of knowledge must be overcome 
via stringent educational programmes. The facts and 
figures of COVID -19 must be presented to the people 
in order to ensure that ignorance does not impede 
the containment of the virus. Even the healthcare 
providers must be empowered with regular one to 
one and clinical supervision for them to maintain the 
best standards of care

- Avoid using unhelpful coping strategies such as 
tobacco, alcohol or other drugs. In the long term, these 
can impact negatively on your mental and physical 
wellbeing

- Some workers may unfortunately experience stigma 
from their family or community. This can make an 
already challenging situation far more difficult. If 
possible, staying connected with your loved ones 
through digital methods is one way to maintain contact

- The healthcare providers will be potentially in the 
line of fire if the situation struggles to be contained 
in Rwanda and so therefore they will require a lot of 
support and reassurance

- Talk to your colleagues, your manager or other 
trusted persons for social support; your colleagues 
may be having similar experiences to you 

- This is a unique and unprecedented scenario for many 
workers, particularly if they have not been involved 
in similar responses. Using the strategies that you 
have used in the past to manage times of stress 
can benefit you now. The strategies to benefit feelings 
of stress are the same, even if the scenario is different

- Ask for help from mental health professionals: If 
your stress levels increase and you feel overwhelmed, 
you are not to blame. Everyone experiences stress 
and copes with it differently. Earlier, recent and current 
pressures from your personal life can affect your 
mental wellbeing accumulatively

Practice 
safety 
measures 
and infection 
control 
policies 

 PACKAGES FOR TEAM LEADERS OR MANAGERS
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Team leaders 
or managers 
in health 
facility 

Minimize 
risks of 
mental health 
difficulty 
and burnout 
among your 
staff

Education program 
on how to prevent 
mental disorders 
among their staff 
and services  

- If you are a team leader or manager, keeping all staff 
protected from chronic stress and poor mental 
health during this response means that they will have 
a better capacity to fulfil their roles whether health 
workers or in allied supporting roles

- Encourage health care workers to share their 
thoughts, feelings, emotions, behavior, attitudes 
toward COVID-19 with their supervisor, managers, 
employers and mental health professionals

- Regularly and supportively, monitor your staff for 
their well-being and foster an environment, which 
promotes staff speaking with you if their mental well-
being deteriorates

Ensure that good communication and accurate information updates 
are provided to all staff. This can help to mitigate any anxieties 
associated with uncertainty that workers may have and helps to 
foster a sense of control. 
Consider if there is any capacity to ensure your staff get the rest and 
recuperation they need. Rest is important for physical and mental 
well-being and this time will allow workers to implement their 
necessary self-care activities. 
Provide brief and regular forums to allow workers to express their 
concerns and ask questions; also encourage peer-support amongst 
colleagues. Without breaking confidentiality, pay particular 
attention to any staff who you may be aware are experiencing 
difficulties in their personal life, previously experiencing poor 
mental health or who are lacking social support (possibly due to 
community ostracization).
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Target Group Objective Strategy PACKAGES  FOR CHILDREN, YOUTH AND CARE 
GIVERS Delivery

Children and 
Adolescents

Psychoeducation 
on Emotions

Education on  
COVID-19

Preparation 
for possible 
Separation

Validate and 
Support

COVID-19 prevention strategies are affecting 
routine activities that youths, children are 
usually engaged and interested in such as school/
education, entertainment. Psychological care for 
this specific group is essential. Things to consider:
Children and youth have their own ways of 
expressing themselves through different 
emotions. Some may experience emotions such 
as anxiety, fear, or sadness. While others may 
withdraw, become agitated and children may be 
more clingy or wet the bed 
- At home: Facilitate and listen to your 

teenager and children and validate their 
feelings, engaging them in activities (e.g. 
playing, drawing, card games, homework, 
house activities) or relaxing activities (e.g. 
listen to music, dance, sing) can build in 
some opportunities to focus on something 
else 

- Caregivers provide extra love, care and 
attention. Provide spaces in the family and 
community to facilitate a safe, reassuring, 
and supportive environment for the youth  

- Remember the situation will get better 
eventually, and return back to normal

Provide facts about what has happened, 
explain what is going on now and provide clear 
information about how to reduce their risk 
of being infected by the disease in words that 
they can understand depending on their age. 
Caregivers and the family can practice together 
the different ways to reduce risk (e.g. hand 
washing, standing a meter between someone, 
disinfecting the house).
This also includes providing information about 
what could happen in a re-assuring way (e.g. a 
family member and/or the child may start not 
feeling well and may have to go to the hospital for 
some time so doctors can help them feel better).
In cases where children must separate from 
caregivers and family, please assure that 
appropriate alternatives of care are provided and 
that a social worker or mental health provider 
will follow-up with the child.  During the period 
of separation, ensure that regular contact with 
caregivers and family members is maintained 
(e.g. daily schedules of phone or video calls) or 
other age-appropriate communication (WHO, 
2020). 

Consider offering psycho-
education and support groups 
(with 2 to 4 individuals per group 
with one meter apart) in the 
community to address questions, 
concerns, and facts versus myths 
about COVID-19. These groups 
can be led by community leaders, 
community health workers, 
healthcare providers.
Training with regards to hygiene 
and the regular washing of 
hands, sneezing into arch of 
elbow rather than into hands 
etc…
Maintain familiarity
Maintain familiar routines in 
daily life as much as possible, or 
create new routines, especially if
children and adolescents must 
stay at home. Encourage the 
youth to continue to play and 
socialize with others, even if only 
within the family when advised 
to restrict social contact.

Attachment
During times of stress and crisis, 
it is common for children to 
seek more attachment and be 
more demanding on parents. 
Discuss COVID-19 with your 
children using honest and 
age-appropriate methods. If 
your children have concerns, 
addressing them may ease their 
anxiety. Children will observe 
adults’ behaviors and emotions 
for cues on how to manage their 
own emotions during difficult 
times. 
Follow-up
For additional support, please 
follow-up with mental health 
and health care providers at 
your nearest health center. 
Please ensure that children and 
adolescents have a sufficient 
supply of medications during this 
outbreak. 
Make preparations as a family to 
provide necessary supplies and 
have a plan if someone becomes 
sick by the virus. 
Contact community health 
workers for any concern related 
to health and mental health 
for children impacted by the 
outbreak of the coronavirus 
disease.
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Older 
adults, Care 
providers 
and People 
with 
Underlying 
Health 
Conditions

Psychoeducation 
on gerontology 
population and 
specific needs

Support, 
inform and 
prepare this 
population 

Older adults are particularly vulnerable to 
COVID-19 given their limited information 
sources, weaker immune systems; as a result, the 
mortality rate of COVID-19 is higher in the elderly 
population.

Pay specific attention to high-risk groups, 
i.e. older people who live alone/without-close 
relatives; who have low socio-economic status 
and/or co-morbid health conditions such as 
cognitive decline/dementia or other mental and 
physical health conditions. 

Older people with mild cognitive impairment or 
early stages of dementia need to be informed 
of what is happening within their capacity and 
provided support to ease their anxiety and 
stress. For people at moderate and late stages of 
dementia, their medical and daily living needs 
need to be met during the quarantine time.

Medical needs of older adults with/without 
COVID-19 need to be met during the outbreak. 
This includes uninterrupted access to essential 
medicines (for diabetes, cancer, kidney disease, 
HIV). 

Older adults, especially in isolation and those 
with cognitive decline/dementia, may become 
more anxious, angry, stressed, agitated, 
and withdrawn during the outbreak/while in 
quarantine. Provide practical and emotional 
support through informal networks such as 
families and neighbors and health professionals. 

If you have an underlying health condition, 
make sure to have access to any medications 
that you are currently using. Activate your 
social contacts to provide you with assistance, 
if needed. 

Keep regular routines and schedules as much 
as possible or help create new ones in a new 
environment, including regular exercising, 
cleaning, daily chores, singing, walking, 
farming, or other activities. Help others, through 
peer support, neighbor checking, and childcare 
for medical personnel restricted in hospitals 
fighting against COVID-19 when safe to do so. 
Keep regular contact with loved ones (e.g. via 
phone, video call, or other accesses). 

Follow-up
For additional support, please toll free 114 or call 
community health workers, health care providers 
at your nearest health post or health center.

Share simple facts about what 
is going on and give clear 
information about how to reduce 
risk of infection in words older 
people with/without cognitive 
impairment can understand. 
Repeat the information whenever 
necessary.
 Instructions need to be 
communicated in a clear, concise, 
respectful and patient way. 

It may also be helpful for 
information to be displayed 
in writing or pictures. Engage 
their family and other support 
networks in providing 
information and helping them 
practice prevention measures 
(e.g. handwashing etc.) and using 
preventative materials (e.g. face 
mask).

Be prepared and know in 
advance where and how to get 
practical help if needed such as 
getting access to transportation, 
having food delivered and 
requesting medical care. Make 
sure you have up to 2 weeks of all 
your regular medicines that you 
may require. 

Prepare a personal safety pack, 
adapt this based on audiences
During quarantine, adjust to 
using technology (WhatsApp) to 
provide supportive counselling 
for family caregivers at home
The best way to contact older 
people is via their phones or 
through regular personal visits 
(if possible). Encourage family 
or friends to call their older 
relatives regularly and teach 
older people how to use video 
(chat).
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People in 
Isolation

Psychoeducation 
on maintaining 
social 
connections and 
a mental well-
being

Support, 
taking 
precautions

Remember the situation will get better eventually, 
and return back to normal.

- Stay connected and maintain 
your social networks. Even when 
isolated, try as much as possible to 
keep your personal daily routines 
or create new routines. If health 
authorities have recommended 
limiting your physical social contact 
to contain the outbreak, you can stay 
connected via e-mail, social media, 
video conference and telephone

- A near-constant stream of news 
reports about the outbreak can 
cause anyone to feel anxious or 
distressed. Seek information updates 
and practical guidance at specific 
times during the day from health 
professionals and the Rwanda MOH 
and avoid listening to fake news or 
following rumors that make you feel 
uncomfortable and anxious. 

- Reduce time spent watching fearful 
images on social media, TV and on 
WhatsApp and reduce time looking 
for information (1-2 times per day, 
rather than every hour). 

Follow-up
For additional support, please call 114.

During times of stress, pay 
attention to your own needs 
and feelings. Engage in healthy 
activities that you enjoy and 
find relaxing. Exercise regularly, 
keep regular sleep routines and 
eat healthy food. Keep things in 
perspective. The government 
of Rwanda is working on the 
containment of the outbreak 
and ensure the availability and 
provision of the best care to 
those affected. 
Engage in relaxation exercises 
(breathing, medication, prayer, 
mindfulness)
Prepare a personal safety pack, 
adapt this based on audiences

People with 
Disabilities

Psychoeducation 
and preparation

Engagement, 
prevention, 
address 
barriers to 
care

People with disabilities and their caregivers face 
barriers that could prevent them from accessing 
care and essential information to reduce their 
risk during the COVID-19 outbreak.
Address barriers to ensure people with 
disabilities and their caregivers are informed 
about COVID-19, and that they receive accurate 
communication and practical ways to access 
healthcare. 
Develop protocols to be inclusive of the 
particular needs of this population when they 
may be required to be quarantined. Address 
stigma, prejudices, and discrimination against 
persons with disabilities during this outbreak 
and engage in dialogue with families to make 
informed decisions. 
Barriers of access to healthcare can lead to 
additional stress for people with disabilities and 
their caregivers during the COVID-19 outbreak.
The inclusion of the voices and needs of people 
with disabilities during outbreak planning and 
emergency response is critical to maintaining 
both physical and mental health while reducing 
risk of being infected with COVID-19.
If caregivers need to be moved into quarantine, 
plans must be made to ensure continued support 
for people with disabilities who need care and 
support. 

People with disabilities and their caregivers 
should be included in all stages of the outbreak 
response. 

Follow-up
For additional support, please call 114.

Accessible communication 
messages need to be developed, 
including considerations 
for people with disabilities 
(including sensory, intellectual, 
cognitive and psychosocial 
disabilities). Examples might 
include: Accessible websites, 
community posts, and fact 
sheets ensuring that people with 
visual disabilities can read key 
information about the outbreak. 

News and press conferences 
about the outbreak include 
certified sign language 
interpreters validated by people 
with deafness.

Health staff know sign language 
or at least have certified sign 
language interpreters validated 
by people with deafness. 

Forms of communication that 
do not rely solely on written 
information should be designed 
and utilized. These include face-
to-face communication.

Community based organizations 
and leaders in the community 
can be useful partners in 
communicating and providing 
MHPSS support for people with 
disabilities who have been 
separated from their families and 
caregivers.
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Unit2: Response for mental health problems during COVID-19 pandemic treatment at 
health facility and community level

Each individual may experience a series of psychological and emotional challenges, experience 
significant stress and anxiety during COVID-19. It is essential that primary care providers and 
community health workers are adequately prepared and supported to respond to mental health 
needs that may occur during COVID-19 pandemic at all levels.

The Problem Management Plus (PM+), a brief psychological intervention that was developed 
by WHO and adapted in Burera District by MOH and PIH will be used to help to reduce 
symptoms of emotional distress, to address personal practical problems and to empower 
individuals affected by COVID-19  to develop new skills to help them respond to stress and 
problems that the outbreak may cause in the future. 

An assertive campaign will take place in Rwanda to prevent further outbreak. Pamphlets, 
posters, and public infomercials must will be created to help provide the members of the public 
with the knowledge and awareness to stay COVID-19 free and arrest further contamination.

Target group Objective Strategy Packages Delivery

Health facility level Equip health care workers 
with specific skills and 
competencies  required 
to effectively respond 
to CoVID-19 outbreak 
mental health   related 
problems at all categories 
of people

Training  for frontline 
care workers
 

Managing your own 
distress

Help patients to manage 
anxiety and stress 
Managing problems related 
to COVID-19
Helps patients to address 
practical problems 
Remain active, maintain 
good health practice to 
solidify our mental health 
well-being and safety from 
COVID-19

Remote training 
and mentorship will 
be provided to all 
health care workers 
including community 
health workers in the 
country 

Families, friends  Help reduce stigma 
and improve social 
reintegration after 
recovery from COVID-19 

Psycho-education to 
community members 
and help the COVID-19 
survivors to regain 
their self-esteem and be 
included at all times.

Patients who recovered 
from COVID-19 are not 
contagious

Psychotherapy 
and re-integration 
into families and 
communities by 
mental health 
providers and 
community 
health workers in 
conjunction with 
patients.
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MANAGEMENT OF COVID-19 IN SPECIAL POPULATION

Caring for pregnant women with COVID-19 
To date, there are limited data on clinical presentation and perinatal outcomes after COVID-19 
during pregnancy or the puerperium. There is no evidence that pregnant women present with 
different signs or symptoms or are at higher risk of severe illness. So far, there is no evidence 
on mother-to-child transmission when infection manifests in the third trimester, based on 
negative samples from amniotic fluid, cord blood, vaginal discharge, neonatal throat swabs 
or breastmilk. Similarly, evidence of increased severe maternal or neonatal outcomes is 
uncertain, and limited to infection in the third trimester, with some cases of premature rupture 
of membranes, fetal distress, and preterm birth reported (68, 69). 

Considering asymptomatic transmission of COVID-19 may be possible in pregnant or recently 
pregnant women, as with the general population, all women with epidemiologic history of 
contact should be carefully monitored. 

Pregnant women with suspected, probable, or confirmed COVID-19, including women 
who may need to spend time in isolation, should have access to woman-centred, respectful 
skilled care, including obstetric, fetal medicine and neonatal care, as well as mental 
health and psychosocial support, with readiness to care for maternal and neonatal 
complications. 

Remark 1: Appropriate IPC measures and prevention of complications as described above 
also apply to pregnant and recently pregnant women, including those with miscarriage, late 
pregnancy fetal loss, and postpartum/postabortion women. These IPC precautions should be 
applied for all interactions between an infected caregiver and a child. 

Remark 2: Mode of birth should be individualized based on obstetric indications and the 
woman’s preferences. WHO recommends that caesarean section should ideally be undertaken 
only when medically justified. 

Emergency delivery and pregnancy termination decisions are challenging and based on many 
factors such as gestational age, severity of maternal condition, and fetal viability and well-
being. 

Remark 3: Multidisciplinary consultations from obstetric, perinatal, neonatal and intensive 
care specialists are essential. 
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All recently pregnant women with COVID-19 or who have recovered from COVID-19 
should be provided with information and counselling on safe infant feeding and 
appropriate IPC measures to prevent COVID-19 virus transmission. 

At this point, there is no evidence that pregnant women present with increased risk of severe 
illness or fetal compromise. Pregnant and recently pregnant women who have recovered 
from COVID-19 should be enabled and encouraged to attend routine antenatal, postpartum, 
or postabortion care as appropriate. Additional care should be provided if there are any 
complications. 

Remark 1: All pregnant women with or recovering from COVID-19 should be provided with 
counselling and information related to the potential risk of adverse pregnancy outcomes. 

Remark 2: Women’s choices and rights to sexual and reproductive health care should be 
respected regardless of COVID-19 status, including access to contraception and safe abortion 
to the full extent of the law. 

Caring for infants and mothers with COVID-19: IPC 
and breastfeeding 
Relatively few cases have been reported of infants confirmed with COVID-19; those that 
have been reported experienced mild illness. Recent studies have found that children not 
only are “silent spreaders”, but also shedding the virus for a while (up to 2 weeks through 
respiratory secretions, and 4 weeks in stool. No vertical transmission has been documented. 
Amniotic fluid from six mothers positive for COVID-19 and cord blood and throat swabs from 
their neonates who were delivered by caesarean section all tested negative for the COVID-19 
virus by RT-PCR. Breastmilk samples from the mothers after the first lactation were also all 
negative for the COVID-19 virus (68, 69). 

Breastfeeding protects against morbidity and death in the post-neonatal period and throughout 
infancy and childhood. The protective effect is particularly strong against infectious diseases 
that are prevented through both direct transfer of antibodies and other anti-infective factors 
and long-lasting transfer of immunological competence and memory. Therefore, standard 
infant feeding guidelines should be followed with appropriate precautions for IPC. 

Infants born to mothers with suspected, probable, or confirmed COVID-19 should be fed 
according to standard infant feeding guidelines, while applying necessary precautions 
for IPC. 

Remarks: Breastfeeding should be initiated within 1 hour of birth. Exclusive breastfeeding 
should continue for 6 months with timely introduction of adequate, safe and properly fed 
complementary foods at age 6 months, while continuing breastfeeding up to 2 years of age 
or beyond. Because there is a dose-response effect, in that earlier initiation of breastfeeding 
results in greater benefits, mothers who are not able to initiate breastfeeding during the first 
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hour after delivery should still be supported to breastfeed as soon as they are able. This may 
be relevant to mothers who deliver by caesarean section, after an anaesthetic, or those who 
have medical instability that precludes initiation of breastfeeding within the first hour after 
birth. 

As with all confirmed or suspected COVID-19 cases, symptomatic mothers who are 
breastfeeding or practising skin-to-skin contact or kangaroo mother care should practise 
respiratory hygiene, including during feeding (for example, use of a medical mask when 
near a child if the mother has respiratory symptoms), perform hand hygiene before and after 
contact with the child, and routinely clean and disinfect surfaces with which the symptomatic 
mother has been in contact. 

Breastfeeding counselling, basic psychosocial support, and practical feeding support should 
be provided to all pregnant women and mothers with infants and young children, whether 
they or their infants and young children have suspected or confirmed COVID-19. 

Remark 1: All mothers should receive practical support to enable them to initiate and establish 
breastfeeding and manage common breastfeeding difficulties, including IPC measures. This 
support should be provided by appropriately trained health care professionals and community-
based lay and peer breastfeeding counsellors. 

In situations when severe illness in a mother with COVID-19 or other complications 
prevents her from caring for her infant or prevents her from continuing direct 
breastfeeding, mothers should be encouraged and supported to express milk, and safely 
provide breastmilk to the infant, while applying appropriate IPC measures. 

Remarks: In the event that the mother is too unwell to breastfeed or express breastmilk, 
explore the viability of relactation, wet nursing, donor human milk, or appropriate breastmilk 
substitutes, informed by cultural context, acceptability to the mother, and service availability. 
There should be no promotion of breastmilk substitutes, feeding bottles and teats, pacifiers 
or dummies in any part of facilities providing maternity and newborn services, or by any of 
the staff. Health facilities and their staff should not give feeding bottles and teats or other 
products within the scope of the International Code of Marketing of Breast-milk Substitutes 
and its subsequent related WHA resolutions, to breastfeeding infants. This recommendation 
is consistent with the WHO guidance Acceptable medical reasons for use of breast-milk 
substitutes. 

Mothers and infants should be enabled to remain together and practise skin-to-skin 
contact, kangaroo mother care and to remain together and to practise rooming-in 
throughout the day and night, especially immediately after birth during establishment 
of breastfeeding, whether they or their infants have suspected, probable, or confirmed 
COVID-19. 

Remarks: Minimizing disruption to breastfeeding during the stay in the facilities providing 
maternity and newborn services will require health care practices that enable a mother to 
breastfeed for as much, as frequently, and as long as she wishes. 
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Parents and caregivers who may need to be separated from their children, and children 
who may need to be separated from their primary caregivers, should have access to 
appropriately trained health or non-health workers for mental health and psychosocial 
support. 

Remarks: Given the high prevalence of common mental disorders among women in the 
antenatal and postpartum period, and the acceptability of programmes aimed at them, 
interventions targeted to these women need to be more widely implemented. Prevention 
services should be available in addition to services that treat mental health difficulties. 

Caring for older persons with COVID-19 
Older age and comorbid diseases such as diabetes and hypertension have been reported as a 
risk factor for death with people with COVID-19 (4). Therefore, older people are at highest 
risk for fatality and are one of the most vulnerable populations. It is important to recognize 
that older people have the same rights as others to receive high-quality health care, including 
intensive care.

For older people with probable or suspected COVID-19, provide person-centred assessment, 
including not only conventional history taking, but a thorough understanding of the person’s 
life, values, priorities, and preferences for health management. 

Ensure multidisciplinary collaboration among physicians, nurses, pharmacists, and other 
health care professionals in the decision-making process to address multimorbidity and 
functional decline. 

Remark 1: Physiological changes with age lead to declines in intrinsic capacity, manifested 
as malnutrition, cognitive decline, and depressive symptoms; those conditions should be 
managed comprehensively. 

Early detection of inappropriate medication prescriptions is recommended to prevent adverse 
drug events and drug interactions for those being treated for COVID-19. 

Remark 2: Older people are at greater risk of polypharmacy, as a result of newly prescribed 
medications, inadequate medication reconciliation, and a lack of coordination of care, all of 
which increases the risk of negative health consequences. 

Involve caregivers and family members in decision-making and goal-setting throughout the 
management of older COVID- 19 patients. 
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Clinical research and specific anti-COVID-19 
treatments 
There is no current evidence to recommend any specific anti-COVID-19 treatment for 
patients with confirmed COVID-19. There are many ongoing clinical trials testing various 
potential antivirals; these are registered on https://clinicaltrials.gov/ or on the Chinese Clinical 
Trial Registry (http://www.chictr.org.cn/abouten.aspx). 

Collect standardized clinical data on all hospitalized patients to improve our 
understanding of the natural history of disease. 

Remark 1: Contribute anonymized data to the WHO Global COVID-19 Clinical Data 
Platform; contact EDCARN@who.int to get log-in credentials. Disaggregated data for 
children and pregnant women are needed. 

Remark 2: There is an urgent need to collect standardized data for the clinical characterization 
of COVID-19 to better understand the natural history of disease with serial biological 
sampling. Clinical characterization research protocols are available (https://isaric.tghn.org/
protocols/severe-acute-respiratory-infection-data-tools/). 

Investigational anti-COVID-19 therapeutics should be used only in approved, 
randomized, controlled trials. 

Remark 1: Refer to the WHO R&D Blueprint website for the most up-to-date prioritization 
of therapeutics. 

(https://www.who.int/blueprint/priority-diseases/key-action/novel-coronavirus/en/). 

Remark 2: Refer to the WHO Core Clinical Randomized Controlled Trial protocol for use in 
evaluating the efficacy and safety of investigational therapeutic agents in combination with 
standard of care for the treatment of hospitalized patients with COVID-19 infection.

(https://www.who.int/blueprint/priority-diseases/key-action/multicenter-adaptive-RCT-of- 
investigational-therapeutics-for-COVID-19.pdf?ua=1). 

Remark 3: If conducting an RCT is not possible, then investigational therapeutics should be 
used under Monitored Emergency Use of Unregistered Interventions Framework (MEURI), 
until a proper Randomized Controlled Trial can be initiated (https://www.who.int/ethics/
publications/infectious-disease-outbreaks/en/) 



35

COVID-19 INFECTION TREATMENT GUIDELINES FOR RWANDA _ First Edition

In consultation with the clinical management team, the following are the possible drugs 
of choice that can be used in Rwanda for COVID-19 infection (check the attached 
scientific evidence/ metanalysis report from Rwanda Biomedical Center):

DRUG Route of 
Administration

DOSE Cautions

Methylprednisolone Inhaled, 
Intravenous, Per 
OS

40 mg BID for 
5 – 10 days

A very serious 
allergic reaction to 
this drug is rare. Add 
PPI coverage for all 
patients on this drug.

Hydroxychloroquine Intravenous, Per 
Os

400 mg at 
diagnosis, then 
400 mg 12 hours 
later, then 200 
mg BID up to 5 
days

QT>500 ms, 
Myasthenia gravis, 
Porphyria, Retinal 
pathology, Epilepsy

Chloroquine 
Phosphate (to be used 
if hydroxychloroquine 
is not available)

Per Os 600 mg at 
diagnosis, then 
300 mg 12 hours 
later, then 300 
mg BID up to 5 
days

Same as for 
Hydroxychloroquine

Remdesivir Intravenous 200 mg 
loading dose 
(Intravenous 
within 30 
minutes), then 
100 mg OD for 
2 – 10 days

Creatinine clearance 
< 30 mls/min, 
Transaminases > 5 x 
Upper Normal Limit, 
concomitant use of 
Kaletra

Kaletra (Lopinavir/ 
Ritonavir)

Per Os 400/100 mg BID 
for 14 days

Watch out for 
nausea, vomiting and 
diarrhea.
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Treatment Choices as per disease severity:

DISEASE SEVERITY* MANAGEMENT & DRUGS OF CHOICE

Mild to moderate (No risk group) Patient’s monitoring (fever >3x/day, cough, vital 
signs)
Laboratory tests follow-up (Full blood tests: 
Hematology, Biochemistry such as liver and renal 
function tests, C-reactive protein, IgM, IgG, IgE)
Symptomatic treatment (antipyretics etc.)
No antiviral treatment

Mild to moderate (Risk group) Patient’s monitoring (fever >3x/day, cough, vital 
signs)
Laboratory tests follow-up (Full blood tests: 
Hematology, Biochemistry such as liver and renal 
function tests, C-reactive protein, IgM, IgG, IgE)
Symptomatic treatment (antipyretics etc.)
No antiviral treatment

Severe disease Admit to ICU (high grade fever with severe 
respiratory distress, apnea, dyspnea, severe chest 
pain, severe sepsis)

Drugs:
Remdesivir as first choice
Lopinavir/ ritonavir as second choice
Chloroquine as third choice

Critical disease Select medications case by case, considering the 
clinical state of  multiple organ dysfunction requiring 
minitious drugs dosage adjustments.

* a clinically concerning severe disease is defined with one or more of the following: 
Respiratory rate more than 30 (adults), or more than 40 (children), Hypoxia on room 
air (Oxygen Saturation SpO2 < 90%), PaO2/FiO2 ratio 100, Lung infiltrates >50% of the 
lung field within 24- 48 hours, Sepsis, Altered mental status and Multiple Organ Failure.

Addendum: A 4-armed clinical trial is under design as follows:
1. Arm 1: Hydroxychloroquine
2. Arm 2: Remdesivir
3. Arm 3: Hydroxychloroquine + Methylprednisolone
4. Arm 4: Remdesivir + Methylprednisolone
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ANNEX 1 : 

Immediate implementation of appropriate IPC measures 
Initiate IPC at the point of entry of the patient to hospital. Screening should be done 
at first point of contact at the emergency department or outpatient department/clinics. 
Suspected COVID-19 patients should be given a mask and directed to separate area. 
Keep at least 1 m distance between suspected patients. 

Standard precautions should always be applied in all areas of health care facilities. Standard 
precautions include hand hygiene and the use of personal protective equipment (PPE) when in 
indirect and direct contact with patients’ blood, body fluids, secretions (including respiratory 
secretions) and non-intact skin. Standard precautions also include prevention of needle-
stick or sharps injury; safe waste management; cleaning and disinfection of equipment; and 
cleaning of the environment. 

In addition to standard precautions, health care workers should do a point-of-care risk 
assessment at every patient contact to determine whether additional precautions (e.g. droplet, 
contact, or airborne) are required. 

Table 3. How to implement IPC measures for patients with suspected or confirmed COVID-19 

Instructions for patients 

Give suspect patient a medical mask and direct patient to separate area; an isolation room if 
available. Keep at least 1 m distance between suspected patients and other patients. Instruct 
all patients to cover nose and mouth during coughing or sneezing with tissue or flexed elbow 
and perform hand hygiene after contact with respiratory secretions.

Apply droplet precautions 

Droplet precautions prevent large droplet transmission of respiratory viruses. Use a medical 
mask if working within 1 m of the patient. Place patients in single rooms, or group together 
those with the same etiological diagnosis. If an etiological diagnosis is not possible, group 
patients with similar clinical diagnosis and based on epidemiological risk factors, with a spatial 
separation. When providing care in close contact with a patient with respiratory symptoms 
(e.g. coughing or sneezing), use eye protection (face mask or goggles), because sprays of 
secretions may occur. Limit patient movement within the institution and ensure that patients 
wear medical masks when outside their rooms. 

Apply contact precautions 

Contact precautions prevent direct or indirect transmission from contact with contaminated 
surfaces or equipment (i.e. contact with contaminated oxygen tubing/interfaces). Use PPE 
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(medical mask, eye protection, gloves and gown) when entering room and remove PPE 
when leaving and practice hand hygiene after PPE removal. If possible, use either disposable 
or dedicated equipment (e.g. stethoscopes, blood pressure cuffs, pulse oximeters, and 
thermometers). If equipment needs to be shared among patients, clean and disinfect between 
each patient use. Ensure that health care workers refrain from touching their eyes, nose, 
and mouth with potentially contaminated gloved or ungloved hands. Avoid contaminating 
environmental surfaces that are not directly related to patient care (e.g. door handles and light 
switches). Avoid medically unnecessary movement of patients or transport. Perform hand 
hygiene. 

Apply airborne precautions when performing an aerosol-generating procedure 

Ensure that health care workers performing aerosol-generating procedures (e.g. open 
suctioning of respiratory tract, intubation, bronchoscopy, cardiopulmonary resuscitation) use 
the appropriate PPE, including gloves, long-sleeved gowns, eye protection, and fit-tested 
particulate respirators (N95 or equivalent, or higher level of protection). A scheduled fit test 
should not be confused with a user’s’ seal check before each use. Whenever possible, use 
adequately ventilated single rooms when performing aerosol-generating procedures, meaning 
negative pressure rooms with a minimum of 12 air changes per hour or at least 160 L/second/
patient in facilities with natural ventilation. Avoid the presence of unnecessary persons 
individuals in the room. 

Abbreviations: ARI acute respiratory infection; PPE personal protective equipment. 
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DISCHARGE PROCESS:

The patients with COVID-19 infection will eventually reach a clinical state that will 
trigger the process of consideration to be discharged from the Treatment Center. The 
clinical improvement often precedes the viral clearance by a factor of days and weeks. 
Current studies report a median time of 20 days (IQR 17 - 24) to reach a complete viral 
clearance, although there are also few cases that cleared the virus after 37 days. 

For Rwanda, we set the following criteria for consideration for discharge from the 
Treatment Center.

1. Documented clinical improvement for more than 48 hours.

2. Having stayed in the Treatment Center for a minimum of 14 days regardless to how 
soon the patient has improved.

3. Two negative results of COVID-19 RT-PCR, 24 hours apart.

4. Willingness to remain in self-isolation mode at their homes for an additional 2 weeks, 
counting from the day of discharge.

NB: All cases to be considered for discharge are presented in the COVID-19 Joint Task 
Force, and the final approval for discharge is at the discretion of the Chair of the COVID-19 
Joint Task Force.
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Discharge Algorithm 

	

	

	

	

	

	 	

	

	

Discharge 

Admission of a confirmed COVID-19 patient in the treatment 
Centre 

Provide care as per the clinical guidelines 

After a minimum of 14 days of stay and 48 hours of 
clinical improvement 

Collect specimen for COVID-19 first control test 

Positive Negative 

Repeat test after every 72 
hours until it is negative 

Repeat test after 24 hours 

Negative Positive 

Repeat test after every 72 
hours until it is negative 
then proceed as above 

*A confirmed COVID-19 patient can only be considered for discharge if he/she has stayed in the 
treatment center for a minimum of 14 days and has two consecutive negative results 24 hours apart 
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