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CHAPTER 1: INTRODUCTION

Please refer to the NCDC website for updates on the case definition www.covid19.ncdc.gov.ng
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Eye protection

(goggles or face shield)



Body protection (gowns)

Footwear

Head cover

Heavy-duty rubber gloves
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1.5 Standard Precautions
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5.  If repetitive negative NAAT/RT-PCR results are obtained from a patient in whom COVID-19 is  
 strongly suspected, a paired serum specimen could be collected. One specimen taken in the 
 acute phase and one in the convalescent phase 2–4 weeks later. This is only useful if validated 
 (semi) quantitative serology assays and trained staff for the interpretations are available in the  
 receiving laboratory. With these paired samples it can be retrospectively evaluated whether 
 there is seroconversion or a rise in antibody titres, further supporting the suspicion that this 
 i n d i v i d u a l  i n d e e d  h a d  r e c e n t  C O V I D - 1 9  d e s p i t e  n e g a t i v e  N A ATs .
6.  Depending on the local epidemiology and clinical symptoms, test for other potential etiologies 
 ( e . g .  i n fl u e n z a ,  m a l a r i a ,  d e n g u e  f e v e r,  t y p h o i d  f e v e r )  a s  a p p r o p r i a t e .
7.  If blood cultures cannot be taken timely before the administration of antimicrobial therapies, 
 indicate the details of administered antibiotics on the laboratory request.

2.1.2 Materials and supplies required
 • Spatula (tongue depressor)
 • Dacron flocked swabs/ plastic swabs. Do not use swabs with wooden stick
 • 2ml Viral transport medium
 • Parafilm (or any leak proof film that serves the purpose)
 • Triple packaging box
 • Ice packs
 • Waste bins
 • Bin liners (Black, yellow and Red)
 • Falcon tubes
 • Ziploc bag
 • Sterile collection Bottle for sputum/ bronchoalveolar lavage
 • Freshly prepared 0.5% Hypochlorite solution
 • Personal Protective Equipment (PPE) (Hand gloves, head cover, lab coat, N95 face  
  mask, eye goggle/face shield, lab boots)
 • Marker pens

2.1.3 Storage conditions of samples after collection

 Specimen collected from patients must be appropriately packaged and transported at the right t
 emperature for successful testing of samples. The table below provides the details of materials 
 needed and appropriate temperature for the specimen, for successful testing.
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3.2.1 Clinical features
 • Other patients may have non- specific symptoms such as fever, cough, sore throat, nasal  
  congestion, malaise, headache and muscle pain.
 • Other symptoms could include loss of smell, loss of taste, diarrhea, vomiting, 
  abdominal pain.
 • Early symptomatic treatment and careful monitoring is recommended for a favorable 
  outcome.

•           Remember that children with non-severe pneumonia could present with cough or   
            difficulty in breathing ± fast breathing and no sign of progression to the severe form  
            of pneumonia.
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3.2.2 Supportive treatment and investigations
 
         Early supportive therapy and monitoring is recommended for a favorable outcome
 • Test for other causes of fever e. g malaria, lassa fever, Respiratory tract infections, 
  Urinary Tract Infections etc
 • Check for pre-existing co-morbidities- hypertension, diabetes, HIV, asthma (blood
  pressure, blood sugar level checks etc)
 • Check oxygen saturation with a pulse oximeter, 
 • Chest x-ray for severe cases
 • Baseline investigation- Full Blood Count, Electrolyte, Urea & Creatinine, C-Reactive 
  Protein, Liver function test etc
 • Counsel patient on need for isolation, regular monitoring for signs and symptoms of
   complications
 • Give psychosocial support

3.2.3 Management of asymptomatic and mild cases

Asymptomatic and mild cases should be managed in their homes. The decision to monitor a suspect 
case with mild COVID-19 in a health facility, community facility or home should be made on a case-
by-case basis based on the COVID-19 care pathway. 

Additionally, this decision may depend on the clinical presentation, requirement for supportive care, 
potential risk factors for severe disease, and conditions at home, including the presence of vulnerable 
persons in the household. This should be guided by the Reviewed interim guidelines for home based 
isolation and care of confirmed cases.

 • Manage symptomatically for fever, cough, sore throat, nasal congestion, malaise,
  headache and muscle pain – with antipyretics, cough medicine, rest etc
 • Close monitoring of all vital signs
 • Multivitamins and mineral supplements may be administered
 • Ensure adequate rest and oral hydration
 • DO NOT give prophylactic antibiotics for asymptomatic or mild cases.
 • For patients being treated at home, proper counselling on signs and symptoms of 
  complications (such as difficulty breathing, chest pain, etc.) should be provided to 
  patients and their caregivers with need to seek urgent care when signs and symptoms of 
  complications arise through the established COVID-19 care pathway. This should 
  prompt urgent care and possible conversion from Home to facility care.
 • Alternative delivery platforms such as home-based, phone, telemedicine or community 
  outreach teams should be provided to assist with home-based care monitoring
 • For symptomatic patients with COVID-19 who are not hospitalized, the following 
  should be done;

  ● Ensure pulse oximetry monitoring at home, with appropriate education of
   patient and provider on its use. 
  ● Closely monitor patients for signs and or symptoms of disease progression. 
  ● Provide mechanisms for close follow up care on need for escalation of medical 
   care should need arise. 
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3.3 Management of moderate Cases 

See Table 1.1 for classification of moderate cases
Patients with moderate disease may present to an emergency unit or primary care/outpatient 
department, or be encountered during community outreach activities, such as home visits or by 
telemedicine. Patients with suspected or confirmed moderate COVID-19 should be managed in a 
health facility. They may not require emergency interventions/oxygen supplementation  but admission 
is necessary for urgent intervention in case of deterioration. Other management would be on a case-by-
case basis.
For hospitalized patients, regularly monitor vital signs (including pulse oximetry) and, where possible, 
utilize medical early warning scores (e.g National early Warning Score-2 [NEWS2], Paediatric Early 
Warning Score-2 [PEWS]) that facilitate early recognition and escalation of treatment of the 
deteriorating patient (27). 

3.4 Management of Severe Cases 
 
3.4.1 Clinical features (See Table 1.1)

3.4.1.1 Adults
o A severe COVID-19 case in an adult is characterized by fever (>38 C) or suspected respiratory  

 infection AND one of the following:
 • respiratory rate >30 breaths/minute
 • severe respiratory distress
 • SpO  <90% on room air2

 Elderly and immunosuppressed patient may present with atypical symptoms.
 Patients with mild pneumonia may progress to the severe form of the disease and thus require  
 close monitoring

3.4.1.2 Children
 Children with severe COVID-19 infection will typically present with cough or difficulty in 
 breathing AND at least one of the following:
 • central cyanosis or SpO  <92%2

 • severe respiratory distress e.g., grunting etc
 • very severe chest in-drawing
 • signs of pneumonia with a general danger sign
 • inability to breast feed or drink
 • lethargy/unconsciousness/convulsion

Multisystem inflammatory disorder in children and adolescents has been identified in Europe and 
America. The preliminary case definition reflects the clinical and laboratory features observed in 
children reported to date, and serves to identify suspected or confirmed cases both for the purpose of 
providing treatment and for provisional reporting and surveillance. 

(See Case Definition on severity of COVID-19 for Children in Table 1.1 in Chapter One)

3.4.2 Risk factors associated with severe disease 

Age more than 60 years (increasing with age).  Underlying noncommunicable diseases NCDs): 
diabetes,  ( hypertension, cardiac disease, chronic lung disease, cerebrovascular disease, dementia, 
mental disorders, chronic kidney disease, immunosuppression, obesity and cancer have been 
associated with higher mortality (28,29).  In pregnancy, increasing maternal age, high BMI, non-white 
ethnicity, chronic conditions and pregnancy specific conditions such as gestational diabetes and pre-
eclampsia (30). Smoking. 
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4.4 Prevention of Complications
For patients with COVID-19 who are critically ill, with or without invasive mechanical ventilation, use  
existing care bundles (defined as three or more evidence-informed practices delivered together and 
consistently to improve care chosen locally by the hospital or ICU and adapted as necessary for local 
circumstances).

4.4.1 Thromboembolism
Coagulopathy is common in patients with severe COVID-19, and both venous and arterial 
thromboembolism have been reported (37,38,39,40,41).
Monitor patients with COVID-19, for signs or symptoms suggestive of thromboembolism, such as 
stroke, deep venous thrombosis, pulmonary embolism or acute coronary syndrome. If these are 
clinically suspected, proceed immediately with appropriate diagnostic and management pathways. 

4.4.2 Thromboprophylaxis
In hospitalized patients with COVID-19, without an established indication for higher dose 
anticoagulation, administer standard thromboprophylaxis dosing of anticoagulation rather than 
therapeutic or intermediate dosing. Therapeutic dosing of anticoagulation refers to the dose used for 
treatment of acute venous thromboembolism; intermediate dosing is commonly interpreted as twice 
the standard thromboprophylaxis dose.
Patients on standard thromboprophylaxis dosing of anticoagulation do not require monitoring, except 
for platelet count monitoring after 5–7 days if unfractionated heparin is used. Dosing should be 
adjusted according to body weight/BMI and renal function according to local protocols. For example, 
if renal failure is present, patient should receive unfractionated heparin or reduced dose of low 
molecular weight heparin.
Suggested dosing of standard thromboprophylaxis is as follows: 
  
Enoxaparin 40 mg by subcutaneous injection every 24h: 
-� Prophylactic dosages (non-weight adjusted) in low body weight (women < 45 kg, men < 57 kg) 
 may lead to a higher risk of bleeding. Careful clinical observation is advised. 
-� If BMI > 40 kg/m2 or weight > 120 kg: enoxaparin 40 mg by subcutaneous injection every 12h. 
 Unfractionated heparin (UFH) 5000 units by subcutaneous injection every 8 or 12h: 
-� If BMI > 40 kg/m2 or weight > 120 kg: 7500 units q12h or 5000 units every 8h. 
 Tinzaparin 4500 units/day if BMI < 40 kg/m2 or weight < 120 kg; 9000 units/day if BMI > 40
 kg/m2 or weight > 120 kg. 
Dalteparin 5000 units/day BMI < 40 kg/m2 or weight < 120 kg; 5000 units every 12h if BMI > 40 
kg/m2 or weight > 120 kg. 
Fondaparinux 2.5 mg by subcutaneous injection every 24h. 
The suggested duration of standard thromboprophylaxis is until hospital discharge.

If therapeutic dosing is prescribed, clinicians should be aware of the increased risk of bleeding, 
including major bleeding requiring transfusion (e.g. gastrointestinal) or clinically significant bleeding 
even if transfusion is not required (e.g. intracranial). These increased risks may also occur with 
intermediate dosing of anticoagulants, especially in the presence of other risk factors for bleeding. 
Heparin-induced thrombocytopenia associated with thrombosis is also a risk of unfractionated heparin 
and, less commonly, low molecular weight heparin.
Potential agents for therapeutic and intermediate intensity anticoagulation include low molecular 
weight heparin, unfractionated heparin, direct oral anticoagulants, or fondaparinux. Factors 
influencing the choice of agent include availability of laboratory monitoring (needed for 
unfractionated heparin), requirement for rapid reversibility (favours unfractionated heparin), presence 
of severe renal dysfunction (favours unfractionated heparin), interaction with other drugs used to treat 
COVID-19 (especially direct oral anticoagulants), convenience (least with unfractionated heparin, 
most with direct oral anticoagulants), and suspicion of heparin-induced thrombocytopenia (favours 
fondaparinux or direct oral anticoagulants).
For therapeutic or intermediate intensity anticoagulation, patients should have baseline creatinine, 
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platelet count, prothrombin time or international normalized ratio, and partial thromboplastin time. 
Patients on therapeutic dosing of unfractionated heparin require monitoring of partial thromboplastin 
time or anti-factor Xa levels and ideally platelet count. Patients on warfarin require monitoring of 
international normalized ratio.

4.5  Prevention of other complications
Table 4.1 shows interventions to prevent complications in hospitalized and critically ill patients with 
COVID-19.
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Stroke

Mental Health Psychosocial Support

Anxiety and Depression
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ICD Description of codes   

 
 

ICD -10 

An emergency ICD -10 code of "U07.1 COVID -19, virus identified" is 
assigned to a disease diagnosis of COVID -19 confirmed by laboratory 
testing. 

An emergency ICD -10 code of "U07.2 COVID -19, virus not identified" is 
assigned to a clinical or epidemiological diagnosis of COVID -19 where 
laboratory confirmation is inconclusive or not available.  

Both U07.1 and U07.2 may be used for mortality coding and tabulation as cause 
of death. 

ICD-11 The code for the confirmed diagnosis of COVID -19 is RA01.0.  
The code for the clinical diagnosis (suspected or probable) of COVID -19 is 
RA01.1. 

 

5.1  Morbidity and Morality Coding for COVID-19 in ICD-10 and ICD-11 (1)

CHAPTER 6: Reporting and Coding of COVID-19 morbidity and mortality
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5.2 Coding for conditions occurring in context of COVID-19 IN IN ICD-10 and ICD-11 (1)
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7.1       Criteria for releasing patients from isolation:

7.2       

7.3       

7.4       

CHAPTER 7
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CHAPTER 8: 
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PPE (apron, hand gloves, face shield, N95 Masks, etc), nasal and oropharyngeal swabs, tongue 
depressor, viral transport medium, centrifuge tube, zip-loc bag, hand sanitizer, secondary container, 
hard frozen gel packs, case investigation form, sample transportation form (if sample is to be 
transported), marker, disinfectant, and hard card box/ transport box

This document describes the process of collecting specimens from patients suspected of COVID-19 
and the transportation of collected samples to the designated testing laboratories.

To be used by government and non-governmental health authorities, health facilities, clinicians, 
laboratories and public health practitioners in collection, packaging and transporting suspected and 
confirmed infectious samples of COVID-19 for individuals that meets the case definitions for 
diagnosis in Nigeria.

PPE (Apron, hand gloves, face shield, N95 Masks, etc), viral transport medium, centrifuge tube, zip-
loc bag, biohazard label, secondary container, hard frozen gel packs, Gio-style carrier, sample 
transportation form, marker, disinfectant, and hard card box/transport box.

Case investigation forms should be filled AND specimen collection containers should be labelled 
before sample collection.

 a.     Label VTM tube and any other sample tube with the following:
  • Name of patient (First name first, then surname)
  • Hospital number/Epid number
  • Sex /Age 
  • Date (dd/mm/yy)
  • Time

 b.   State the full name (first name first, then surname), date of birth of the suspected COVID-19   
      case, date of symptoms onset, date of sample collection and all other required information, 
      clearly on the accompanying request form and the case investigation form (CIF).
 c.   Note the date and time of pick-up on the specimen tracking form.
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Section 2:

Sample collection procedure

One nasal swab and one oropharyngeal swab (1 of each type) are the preferred specimen type. Sputum 
(if it can be produced) can be collected as an additional specimen type, in a separate sterile container.  
Only recommended swab and the associated transport medium should be utilize. 
The procedure below must be conducted in well ventilated areas, ensuring that COVID 19 Protocol is 
maintained. Ensure the procedure of sample collection is explained and informed consent obtained.

1.  Donn Personal Protective Equipment (PPE)
2.  Clinicians/ Laboratorian must wear long sleeve apron/lab coat, hand gloves, face shield,   
  N95, etc. Masks before collecting COVID-19 samples. In combination with a face-shield, if 
  hands are cleaned with soap and water or an alcohol-based hand sanitizer before and after 
  touching or adjusting the respirator.

3. i.  Nasal Swab: Insert swab into the nostril parallel to the palate. Leave the swab in place for a   
  few seconds to absorb secretion. Both nostrils should be swabbed with the same swab.

     ii.           Oropharyngeal swab: Have the patient open his/her mouth wide open. Using a wooden 
           tongue depressor, depress the tongue and swab the posterior pharynx, avoiding the tongue.

Only nasal and oropharyngeal swabs is recommended for COVID19 laboratory testing in Nigeria. 
However, sputum, bronchoalveolar lavage and tracheal aspirate can be collected as additional 
samples and used to diagnose COVID-19.

4.       Place nasal and oropharyngeal swabs into a single sterile tube containing 2-3 ml of viral 
       transport media (VTM) immediately after collection.

 If sputum, bronchoalveolar lavage or endotracheal aspirate is collected, please collect in a   
 sterile sample tube

5.        Label sample correctly and appropriately

6.      Store samples at 4°C for ≤5 days and -70°C for >5 days in the fridge and refrigerator  
      respectively.
 If samples are to be transported immediately, please move to Section 3.

 If samples are to be packaged by a different individual, please transfer and continue with steps 
 7 and 8.

7.        Doff PPE (in the correct sequence –gown, gloves, face shield, N95 mask).

8.        Wash hands with soap under running water

9.        NOTE:

10.       Refer to the NCDC website for updated guideline.
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Samples should be packed in triple container packing and transported under cold chain to the reference 
laboratory as described below:

1.        Apron/lab coat, hand gloves, face shield and N95 Masks must be worn during COVID-19  
        sample packaging, in combination with a face-shield.

2.        Wrap the VTM tube containing the nasal and oropharyngeal sample in an adsorbent material 
        that can absorb the content of the VTM tube in the event of breakage or spillage. Where an 
        adsorbent rack-style holder is unavailable, cotton balls, tissue paper, paper towel, styro-foam 
        may be used as adsorbent material. A cello tape should be used to hold the absorbent material in 
            place if the material sits loosely.

3.        Place the VTM tube wrapped in adsorbent material in a leak-proof secondary container. A   
        falcon tube should be used as a secondary container.

4.         Place the falcon tube in a zip- lock bag and attach a biohazard sign on the zip-lock bag.

5.         Place the zip-lock bag into another airtight, sturdy container (e.g. bio-bottle).

6.         Place the sturdy container into gio-styles ensuring the specimen is surrounded (bottom and 
            sides) by hard frozen gel packs  to make certain the sample is preserved during transport. 
            COVID- 19 specimen should be transported at 4°C for ≤5 days and -70°C for>5 days.

7. Disinfect the gio-style.

8. Place the gio-styles into a hard card box container and disinfect again.

9. Doff PPE (in the correct sequence, gown, gloves, face shield, N95 mask).

10. Wash hands with soap under running water

11.       Call the recommended courier service(s) for sample pickup. To invite the recommended courier   
 service(s) for pick-up, call any of the following numbers telling them explicitly what sample 
 needs to be transported, from which location, and to which laboratory.

 • 0818 105 5406
 • 0907 036 0007
 • 0803 499 0971
 • 0907 036 0001
 • 0706 193 9703
 • 0907 036 0092

12. Notify the testing laboratory as soon as the specimen is handed over to the ̀  courier service
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SpO2    94

SpO2    94
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Annex 6: Multisystem Inflammatory Syndrome in Children and Adolescents with COVID-19

52

a.  Rash or bilateral non-purulent conjunctivitis or muco-cutaneousInflammation signs (oral,  
 hands or feet).

b.  Hypotension or shock.

c.   Features of myocardial dysfunction, pericarditis, valvulitis, orcoronary abnormalities  
 (including ECHO findings or elevatedTroponin/NT-proBNP),

d.  Evidence of coagulopathy (by PT, PTT, elevated d-Dimers).

e.  Acute gastrointestinal problems (diarrhea, vomiting, or abdominalpain).  AND  Elevated   
 markers of inflammation such as ESR, C-reactive protein, orprocalcitonin. AND  No other   
 obvious microbial cause of inflammation, including bacterialsepsis, staphylococcal or   
 streptococcal shock syndromes. AND Evidence of COVID-19 (RT-PCR, antigen test or  
 serology positive), orlikely contact with patients with COVID-19.
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