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Acronym
AAR

After Action Review

AJK

Azad Jammu & Kashmir

CAA

Civil Aviation Authority

CDC

Centres for Disease Prevention & Control

CHE

Central Health Establishment

COVID-19

Coronavirus Disease 2019

DESTO

Defence Science and Technology Organization

DRAP

Drug Regulatory Authority of Pakistan

EOC

Emergency Operating Centre

FDSRU

Federal Disease surveillance & Response Unit

FELTP

Field Epidemiology Training Program

HDF

The health declaration form

IEC Materials

Information, Education and Communication Materials

IPC

Infection Prevention & Control

JSI

John Snow International

KPK

Khyber Pakhtunkhwa

LEAs

Law Enforcement Agencies

M/o NHSR&C
MERS-CoV

Ministry of National Health Services, Regulation &
Coordination
Middle East Respiratory Syndrome

MoC

Ministry of Commerce

MoH

Ministry of Health

MoI

Ministry of Interior

MoIB

Ministry of Information, Broadcasting,

MTAs

material transfer agreement

NDMA

National Disaster Management Authority

NIH

National Institute of Health

NIH

National Institute of Health

N-STOP

National Stop Transmission of Polio

PDMA

Provincial Disaster Management Authority
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PDSRU

Disease surveillance & Response Unit

PHE

Public Health England

PHEIC

Public Health Emergency of International Concern

PoEs

Point of Entries

PPEs

Personal protective equipment

RCCE

risk communication and community engagement

RRT

Emergency Rapid Response Teams

RRTs

Refresher trainings of the Rapid Response Teams

SAPM

Special Assistant to Prime Minister

SARS-CoV

Severe Acute Respiratory Syndrome

SOPs

Standard Operating Procedures

TORs

Terms of References

WHO

World Health Organization

WHO

World Health Organization
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National Action Plan for COVID-19 (Pakistan)
1- Overview
The

world

has

experienced

a

new

potent

challenge

in

the

shape

of

Corona virus disease 2019 (COVID-2019). While Coronavirus is not new to the
medical sciences, the outbreak of this novel 5th type of Coronavirus called SARS –
COV2 has its characteristics and evolving epidemiology under the microscope as of
now. Coronaviruses (CoV) are a large family of viruses that cause illness ranging from
the common cold to more severe diseases such as Middle East Respiratory Syndrome
(MERS-CoV) in 2012 and Severe Acute Respiratory Syndrome (SARS-CoV) in
2003. The current strain (COVID-19) is a new one that has not been previously
identified in humans.
Early on, many of the patients in the Wuhan outbreak reportedly had some link to a
large seafood and animal market, suggesting animal-to-human spread. However, an
increasing number of patients reported have not had exposure to animal markets,
explaining person-to-person spread.
Both MERS and SARS have been known to cause severe illness in people. There is
still a lot unknown regarding SARS-COV2 and the associated COVID-2019; while
severe illness, even resulting in several deaths as (number in date and time) reported
in China, Japan, South Korea and other countries, other patients have milder illness
and recovered (let us put numbers or percentages again in reference to the time and
space). There are ongoing investigations to learn more. Such outbreaks of novel viral
infections among human are always of public health concern.
WHO is urging all countries to prepare for the potential arrival of COVID-19 by
readying emergency response systems; increasing capacity to detect and care for
patients; ensuring hospitals have the space, supplies and necessary personnel;
and developing life-saving medical interventions.
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Chronology of Events
On 31 December 2019, WHO was alerted of a cluster of pneumonia cases of
unknown cause in Wuhan City, Hubei Province, China. On 7 January 2020, the
Chinese authorities identified a new type of corona virus disease 2019 and on 12
January, China shared the genetic sequence of a corona virus disease 2019 later
named as COVID-2019.
On the recommendation of the Emergency Committee, the Director General
WHO declared the COVID-2019 as a Public Health Emergency of International
Concern (PHEIC) on 30 January with no travel and trade restrictions were
recommended. On February 19, Iran reported two deaths resulting from Coronavirus.
The number of cases in Iran grew exponentially with increasing mortality with its arms
expounding to Afghanistan and finally to Pakistan. First travel associated case was
reported in Karachi who traveled from Iran.
The WHO risk assessment is ‘very high’ for China and is moderate to high for regional
and global level, based on the probability of transmission and the impact of the
disease.
Situational Update as of 7th March 2020
As of 7 March 2020, a global number of COVID-19 confirmed cases has
surpassed 100 000 and 3,073 deaths have been reported for COVID-2019 globally.
Of these, 80,813 cases are from China whereas 21,110 confirmed cases with 413
deaths are from outside China. The number of cases in Iran are 4747 with 121 deaths
reported. So far, 7 cases have been reported in Pakistan with no mortality reported.

Rationale
Pakistan shares borders with China and Iran, one being the epicenter and other has
seen exponential increase in number of cases during last 10 days, respectively.
Pakistan has travel and trade with China and Iran. The increased influx of travelers
through air, land and sea puts Pakistan at increased risk of further spread of the virus
from Iran and China. This necessitates the need for a robust response plan to contain
the current outbreak and prevent its escalation due to further transmission. The risk of
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further importation of the virus to Pakistan is very high and as Pakistan has already
imported the virus, the country requires stringent measures for early detection of
potential cases to contain current outbreak and control measures to prevent further
spread.
The land route with China (Khunjerab) is closed at present due to heavy snow fall.
Pakistan has currently suspended travel and trade activities with Iran in the light of
spread of virus from Iran while Taftan and Chaman borders (with Afghanistan) are
being monitored closely (Chamman border being closed temporarily, whereas Taftan
is having periodic exit). Furthermore, outward travel to Iran, Iraq and KSA is to be
controlled. Weekly around 41 flights operating from three cities (Islamabad, Lahore
and Karachi) in Pakistan and two destinations in China (Beijing and Urumqi). The risk
of importation of the virus to Pakistan is very high and require strong preparations and
stringent measures for early detection of potential cases and control measures to
prevent further spread of the virus.
Currently Pakistan is in containment phase. The current capacity for responding to this
outbreak needs to be augmented including surveillance system in general and at Point
of Entries (PoEs). Effective community engagement and awareness raising is
required. Currently, Influenza preparedness plan is available for the country and
recently a Pandemic Preparedness Plan was also finalized. This necessitates an
urgent need to address these gaps.

Defining Risk
It is important that the risk is looked upon in the backdrop of the country’s history with
outbreaks, its current resources and Health infrastructures. The spread of the virus in
its initial phase in China and later to more than 70 Countries (as of 7th March 2020),
clearly identifies that cultural, geographic and community response dictates the
forecasting of risk. China’s extreme measures of control and treatment, whereas Iran’s
rapid spread in relations to regional vulnerability are starting points for Pakistan. With
7 cases (as of 8th March 2020), and all hailing from travel associations with Iran
pinpoint to a common source as of now. However, the global spread makes Pakistan
as vulnerable as any other developing country. The risk for Pakistan’s weak Health
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system increments the fears. Therefore, preparedness in the initial phase, whereas
strict containment in the second phase will define the fate of the virus.

2- National Action Plan- Policy
The National action plan will serve as a policy document for ensuring that all guiding
principles for outbreak preparedness, containment and mitigation are followed.

3- Vision
a) National effort for response to COVID-2019 Emergency in Pakistan while
ensuring continual maximum preparedness and optimal and effective
response capacity to the current and future outbreaks of respiratory
pathogens with pandemic potential including COVID-2019.
b) Minimal national Morbidity and Mortality, thereby decreasing the burden of
disease on the economy of the country.

4- Aims
a. Develop National Preparedness & Response Plan for COVID-2019 as a
blueprint for Pandemic Preparedness for Pakistan under Global Health Security
Agenda.
b. Provide policy framework for federal, provincial and regional stakeholders for
building capacity to prevent, detect and respond to any events due to COVID2019 or other novel pathogens with pandemic potential in Pakistan.

5- Objectives
The main objectives are:
a. Ensure that the current outbreak of COVID-2019 is contained and responded
timely and efficiently and to prevent its further spread. To strengthen country
and community emergency response to potential events due to COVID-2019
including local, regional and national outbreaks that can have a significant
impact on the health of Pakistan’s population.
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b. To advocate for prioritizing financial and other resources for country emergency
preparedness and response and mobilizing increased domestic and
international investment in this area.
c. Provincial/Area Departments of Health can use this plan to prioritize and
implement important emergency preparedness actions while strengthening
inter-sectoral collaboration with other government sectors, private sector and
civil society. This plan identifies the principles and elements of effective
emergency preparedness and lays out the planning process by which provincial
governments can determine their priorities and develop or strengthen their
operational capacities for an efficient response. It also evaluates resource
allocation, guiding decisions to ensure that financial investments support
implementation.
Based upon the duration, these can be divided as follows:

Short term
a. Effective preparedness and efficient response by ensuring all safeguards in
place to prevent outbreak of COVID-2019.
b. Identification and activation of available financial and other resources to ensure
maximum preparedness and response.

Medium term
a. Strengthening and reforms of the organizational, structural and coordination
mechanisms to ensure maximum level of preparedness over time and to
effectively respond to all hazards including COVID-2019 emergency.
b. Sustainability of ongoing efforts; and continued strategy for long term.
c. Develop robust surveillance and response structures throughout Pakistan
ensuring compliance with International Health Regulations 2005 with effective
Federal-Provincial working.
d. Inculcating a learning culture in the organizational response to 2019-nCoV to
further strengthen Pakistan’s capacity to respond effectively to emerging
threats
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Long term
a. Contribute in development of robust national health security agenda for all
hazards and pandemic preparedness framework for Pakistan.
b. Development of a mechanised and systematic structure ensuring timely
preparedness and response.
c. Capacity development

and

evolving

organizational

reforms including

reorganization of health security establishment at national and provincial/
regional levels.

6- Strategic Determinants/ GOALS
a. Rapidly establishing and strengthening coordination to deliver strategic,
technical, and operational support through existing mechanisms and country
partnerships.
b. Inter departmental coordination and assigning specific roles and responsibilities
to all arms of the government.
c. Scaling up country response operations, including strengthening readiness
capacity to rapidly identify, diagnose and treat cases including identification of
contacts with tracing and follow up; and minimizing community spread of virus
in Pakistan.
d. Provision of supplies and ensuring commodity security.
e. Infection prevention and control in healthcare settings.
f. Implementation of health measures for travelers.
g. Expanded scope of community ownership and understanding in the population
through risk communication and engagement.

7- Operations
The national action plan in its operational capacity will work around the following:
•

Preparedness & Response

•

Containment

•

Mitigation
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Preparedness (What is Needed vs What we Have) & Response:
“Victory Loves Preparation”, It is of utmost importance that preparations for any
untoward or in this case outbreak be made in coherence to the exact needs of
maximum protection against the introduction and in later half the response. For
preparedness contours to be outlined following is necessitated:

I.

Governance
•

National policies that integrate emergency preparedness.

•

Mechanisms for emergency preparedness, response and recovery.

•

Coordination mechanisms.

II.
•

Capacities
Assessments of risks and capacities to determine priorities for emergency
preparedness.

•

Enhancement of capacities at POE particularly effective screening protocols.

•

Surveillance and early warning, information management.

•

Access to diagnostic services during emergencies.

•

Basic, safe health and emergency services.

•

Risk communications.

•

Research development and evaluations to inform and accelerate emergency
preparedness.

III.
•

Resources
Financial resources for emergency preparedness and contingency funding for
response.

•

Logistics mechanisms and essential supplies for health.

•

Dedicated, trained and equipped human resources for emergencies.

IV.
•

Strengthening coordination mechanism at national and provincial level
Emergency Core Group has been established at the Ministry of National Health
Services, Research and Coordination (M/o NHSR&C) under the leadership of
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Special Advisor to Prime Minister (SAPM) with members from area of expertise
as leads and provincial core groups have also been established. (Annexure-A).
•

Incident Command and Control/Incident Management System has been
established at the M/o NHSR&C as National Emergency Cell under the
leadership of SAPM. The same system is being replicated at Provincial level
including AJK and Gilgit-Baltistan with clearly defined TORs and SOPs.
Provinces are required to establish a response structure to COVID-19 that link
districts through provincial teams and to Federal.

•

National Committee of relevant ministries, provincial departments and partners
to be made. Technical Working Groups may be also established under the
emergency core committee.

•

Advisory/alert was issued to all relevant stockholders for taking necessary
steps/preparedness measures (Annexure-B).

•

An organogram has been created outlining the structural and organizational
mechanisms of the different committees.

V.

Screening and surveillance at PoEs
screening has been initiated at all PoEs, international Airports and ground
crossings the health declaration form (HDF) designed in the context of COVID2019 has been prepared and distributed to all the relevant airlines, airports and
ground crossings. Filling HDF is mandatory for all the passengers entering
Pakistan (Annexure-C).
Currently, contact tracing and monitoring. has been initiated and all the close
contacts of the confirmed cases have been listed. The teams in Emergency
Operating Centres (EOC) are in regular follow up with all the incoming travellers
through regular telephone calls.

VI.

Capacity Assessment & Gaps

The current capacity of the country for responding to the outbreak needs to be
augmented. Capacities like Case management, risk communication and
Infection Prevention & Control (IPC) at healthcare facilities are among the
challenges. Assessment must be initiated rapidly on following:
•

Existing health infrastructure evaluation.
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•

Existing organizational infrastructure evaluation.

•

Risk assessment and communication

Containment
Since the virus has been introduced in Pakistan, with 7 cases as of date (8th March
2020), therefore the aim is to contain the virus in the first phase and in future to
interrupt its local transmission. From the time a case is identified till the time every
contact is traced and isolated as per the quarantine SOPs (Annexure-D), is where the
framework of containment is to be placed.

I.

Establishing & strengthening Epidemiological systems and sentinel
surveillance structures
•

Comprehensive surveillance mechanism / system is mandatory. Sentinel
surveillance system is used when high quality data are required about a
particular disease. Selected reporting units, with a high probability of
seeing cases of the disease in question, good laboratory facilities and
experienced well-qualified staff, identify and notify on certain diseases.
This surveillance system may engage all the stakeholders which can
provide health related information.

•

Disease outbreak information management system must be strengthened.

•

Comprehensive hospital information management system must be
ensured as basis for early detection of outbreaks.

•

Disease surveillance & Response Units (PDSRU) must be extended to
district level and strengthened and collaborated with EOC at provincial and
federal level.
o Ensure Rapid response teams- nominations/Training etc
o Nominate Surveillance teams/ active case search

•

Financial resources must be allocated for operation of EOC and DSRUs
during emergencies with ample supply of PPEs for ensuring protection.

•

II.

Data management and data security mechanism may also be established.

Data:
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An extremely important component as all other calculations are dependent
over it and for future preparations. A good response must be supported by
reliable technical data:
i.

Statistics and data availability.

ii.

Collation of data

iii.

Capacity to monitor and analyse data.

The reports on epidemiological investigation and analysis must be submitted to the
health administrative departments and simultaneously to NIH on regular bases.

III.

Laboratory Diagnostic Capacity
Hospitals and laboratories in the major cities have been designated to collect the
samples from suspected cases with appropriate biosafety and biosecurity
standards. The preparation includes availability of relevant supplies PPE and lab
reagents for safe collection, storage, packing and transportation of samples from
the designated hospitals to the provincial/National Reference Lab/ designated
labs. The sample collection and transport policy are attached as (Annexure-E).
Testing Sites

•

National Institute of Health (NIH) will be the main diagnostic national referral
centre

•

Extension of testing facilities are to be ensured at Karachi, Lahore, Peshawar,
Quetta, Multan/Bahawalpur, and Gilgit.

•

Mobile testing Laboratory will be deployed with required expertise to Taftan.

•

Laboratories are also set up or are being prepared in multiple other locations,
not limited to:
o Punjab: Shaukat Khanum Memorial Hospital lab
o Sindh: Aga Khan University Hospital

IV.

Case management

For details see clinical case management guidelines (Annexure-F1). Specific
Hospitals have been designated for admission and management of suspected
(Annexure F2) and confirmed cases based upon availability of quality isolation
wards at Federal, provincial and regional levels). A 300-bedded designated
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quarantine facility has been established in Islamabad. Emergency Rapid
Response Teams (RRT) have been identified, trained and equipped with
ambulances Ambulance services have been provided by relevant hospitals,
1122 and PRCS. Furthermore, in Taftan and Chaman, quarantine and isolation
facilities have been established.
Case Definitions for suspected, probable and confirmed cases have been
adopted from WHO standard case definition (Annexure-F3). A questionnaire has
been designed for evaluation of suspected cases (Annexure-F4).

V.

Stockpiling & Logistics (Annexure-G)

Each institute and hospital are expected to conduct need and availability
assessment of supplies (equipment, personal protective equipment, laboratory
diagnostics) and including identification of sources to secure provision and
availability of PPEs and other equipment
Assessment should include availability of PPEs, ventilators, medicines/anti-viral,
and complete supportive treatment along with backup and contingencies.
Similarly, rational use of resources framework needs to be developed for every
stockpiled.

VI.

Infection Prevention & Control (IPC) (Annexure-H1)

IPC measures need to be strictly implemented at all the healthcare facilities.
Notify and train IPC team at the designated hospitals. A trained IPC focal person
be nominated to ensure the IPC measures implanted and imbedded. The
recently drafted National IPC guidelines/SOPs will be distributed and
implemented.
•

Standard Operating Procedures (SOPs) for Waste Management at Hospitals
(Annexure-H2) and Airports (Annexure-H3) have been prepared and
disseminated. Local SOPs should be developed and available in all HCFs

with appropriate training of designated staff to undertake waste
management.
•

SOPs for disinfection and Environmental decontamination has been developed
(Annexure-H4).
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VII.

Safe and dignified burial policy & guidelines

Guidelines have been prepared for burial of patient dying with COVID-2019
infection (Annexure-I). Deceased bodies theoretically may pose a risk when
handled by untrained personnel. In the unlikely event of excess and multiple
deaths systems should be identified for safe storage of deceased persons awaiting
burial.
VIII.

Risk Communication

The national risk communication and community engagement (RCCE) strategy
for preparedness has been be developed by the National Core Committee on
COVID-2019 based on global and national technical advice (Annexure-J). The
RCCE will serve as a single point of communication for all relevant technical
and scientific information on COVID-2019. Relevant stakeholders like Ministry
of Information and ISPR have been involved in developing RCCE and will be
together with M/o NHSR&C be in lead in implementing this strategy. The
relevant healthcare workers, media and other staff will need to be trained on
risk communication, social mobilization and community engagement. Please
note. IEC materials guided by the national RCCE strategy is being developed
and disseminated for public awareness through print, social and electronic
media. Examples of such material developed at national level are attached
(Annexure-K). A national situational report format has been developed for daily
situation report (Annexure-L).

IX.

Funding

All these elements are directly dependent on funding for sustainability.
Authorities should ensure that an ‘Emergency Fund’ is created in this regard.
•

Federal level: M/o NHSR&C has already done that with an initial tranche
of PKR 85 Mn.

•

Provinces/regions: Need to do the same. (KPK has also established).

•

Ministry of Finance may allocate funding, disbursement methodology
and backup support.
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Exemptions under Emergency
Provisions for exemption for procurement exists under emergency for timely
action (PPRA 2004; Rule 42C(v)).
Mitigation
Advisory on Mitigation Strategies for Covid-19 have formulated a document
which can be accessed at (Annexure-M).

8- Broad Implementation Arrangements
The M/o NHSR&C will be implementing this plan along with other line ministries,
and provincial and regional relevant departments and health development
partners. The response contours have to be assessed on combined basis along
with defining national, provincial and regional efforts. There need to have
complete understanding of the identification of stakeholders with agreed roles
and responsibilities.
The actual success of the complete process depends upon:
•

Economy of effort.

•

Synergy.

•

Coordination.

•

Communication.

The main stakeholders include:
•

Ministries:
o Cabinet Division, Government of Pakistan, Islamabad
o Aviation Division, Government of Pakistan, Islamabad
o Ministry of Commerce & Textile Industry, 5th Floor, Block-A, Pak.
Secretariat, Islamabad
o Ministry of Communications, Pak Secretariat, BLOCK-D, R/308, G5/1, Islamabad
o Ministry of Defence, PASB Secretariat, Racecourse Road,
Rawalpindi
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•

o Ministry of Finance, Block-Q, Finance Division, Pak. Secretariat,
Islamabad
o Ministry of Climate Change, Islamabad
o Ministry of Foreign Affairs, foreign Office Building, Constitution
Avenue, Islamabad
o Ministry of Interior & Narcotics Control, 4th Floor R-Block, Pak
Secretariat, Islamabad
o Ministry of Information and Broadcasting, Islamabad
o Ministry of Inter Provincial Coordination, Cabinet Block, G-5/2,
Islamabad
o Ministry of National Food Security & Research, 3rd Floor, B-Block,
Pak Secretariat, Islamabad
o Ministry of Planning Development & Reform, P Block Pakistan
Secretariat, Islamabad.
o Ministry of Ports & Shipping, First Floor, Shaheed-e-Millat
Secretariat, Blue Area, Islamabad.
o Ministry of Religious Affairs & Interfaith Harmony, 20 Civic Center,
G-6 Markaz, Islamabad
o Ministry of National Health Services, Regulations & Coordination.
o Ministry of Maritime Affairs.
o Provincial and Regional (AJK & GB) stakeholders.
Armed Forces of Pakistan.

•

Authorities/Agencies:
o National Disaster Management Authority.
o Civil Aviation Authority.
o Federal Investigation Agency
o PEMRA.

•

Institutes / Departments:
o National Institute of Health
o Central Health Establishment.
o Federal & District Surveillance Units (including FELTP).
o National Health Emergency Preparedness & Response Network.
o Designated Hospitals.

•

Civil Armed Forces

•

Federal & Provincial District Administration.

•

Partners:
o World Health Organization (WHO) Country Office.
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o Centres for Disease Prevention & Control (CDC) US.
o Public Health England (PHE).
o Chemonics International Inc

9- Monitoring & Evaluation
M&E is mandatory component for continual improvement. As such a plan is being
prepared for the first time for implementation all across country there is a huge room
for improvement. This can only be done through parallel evaluation; clearly pointing
out areas for improvement. Dedicated committees with trained personals must be
deputed other than the working HR to continuously monitor and evaluate. This will in
turn lead to a much more robust plan for any such emergency in future.

10- Conclusion
As understood, no one can prepare during an eventuality, one must be prepared
beforehand. NAP has been for the first time; directed to COVID-2019. The hallmark is
not only the preparation but simultaneous implementation. The success mainly
depends upon very well coordinated approach at national, provincial and regional
levels; true dedication; perfect readiness; stringent implementation and follow up;
monitoring and evaluation and continual improvement.

National Action Plan Matrix- Summary
Key Actions
Planning &
Coordination

Priority Activities
•

•
•
•

•

Establishment of counterpart setups at provincial level
linked with National Emergency Operation Cell with defined
TORs.
Constitution of a Technical Working Group (TWG) with
defined TORs.
Regular/frequent meetings of national and provincial teams
and TWG to monitor and update progress.
SAPM Health to head the apex committee with all Chief
Secretaries to be part of it and will meet on alternate days
using video conferencing.
NIH to implement and issue Sitrep/situation reports on
COVID- 19 emergency to all concerned daily. Committee
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•

•

•

PoEs

•
•
•

•
•
•
•
•
•
•

•
•

nominated by SAPM Health to update and issue the
COVID-19 NAP to all concerned.
Federal and all provincial Governments to devise oversight
mechanism
incorporating
experts/
administrative
machinery, nomination of focal points and share the
oversight plan.
Briefing session of Parliamentarians be conducted during
next session of the National Assembly by representative,
detailed by M/o NHSR&C. Same may also be followed at
provincial levels I respective Provincial Assemblies.
Interactive session with Media personals be SAPM of
information and SAPM of Health.
All parliamentarians are requested to actively spearhead
the awareness campaign in their respective constituencies
through community engagement to help educate masses
against COVID-19.
Rapid assessment of the current capacity at the health desk
at three airports.
Ensure health information card on arrival.
Support strengthening thermal screening at the PoEs (3
international airports for all flights from China - Islamabad,
Lahore and Karachi. All persons who fulfill ‘suspected’ case
definition to complete questionnaire and follow up.
Screening questionnaire must be utilized.
Training of CHE staff on screening, data collection and data
management.
Develop / adapt contingency plans and operational SOPs
for screening points.
Sharing daily PoE data with Epidemiological hub at NIH
SOPs for referral of suspected cases to designated
hospitals and follow up.
Frequent training of the PoE staff for early detection and
management of suspected COVID-2019.
Availability of ambulances and trained Rapid Response
Teams (RRTs) for suspected cases from POE to
designated hospitals.
Conduct simulation exercise at POE
Guidelines/SOPs developed for international flights
inbound to Pakistan in wake of COVID-2019 (Annexure-N)
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•

•

•

Airports/Flight
policy

•

Outward travel be controlled - Zaeerin – KSA, Iran, Iraq (MoRA,
MoFA, MoI)

•

Stringent health screening mechanism at Airports (MoH,
Provincial Governments)
Change in mechanism of screening – Temperature
checking before docking / inside aircraft (MoH, CAA)
Enhancement of number in Health officials and medical
equipment at Airports; additional requirement - 215 (MoH,
Provincial Government)
Institution of oversight mechanism (LEAs)
Provincial Governments to assist in health screening
Immediate procurement of Synthesizer for production of
primers
NIH to procure Synthesizer forthwith, for which required
funds be immediately loaned by Pakistan Army. Later, the
subject funds to be reimbursed upon formal approval and
release of funds by Ministry of Finance. NIH to forward
procurement plan.
Main testing facility at NIH
Testing facilities already established at Lahore, Karachi,
Islamabad, Peshawar and Quetta. NIH to ensure
establishment of testing facility at Muzaffarabad, Gilgit and
Multan.
Mobile testing lab be made operative and forward placed at
Taftan through fastest possible means including option of
airlift by PAF. Extensions to be ensure at major urban areas.

•
•

Laboratory
Support

Central Health Establishment (CHE) to ensure strict
compliance with The Health Screening Mechanism at all
points of entries and share the monitoring mechanism.
Government of Gilgit Baltistan to formulate a detailed
response plan to effectively screen border crossing in
collaboration with CHE, M/o NHSR&C. Chaman border will
be temporarily closed for one week to ensure placement of
adequate health screening mechanism at the border
crossing, Government of Baluchistan to confirm placement
of essential mechanism.
Government of Sindh and Baluchistan to ensure that all
small jetties be ceased to function. Pakistan Navy, Pakistan
Maritime Security Agency and Pakistan Coastal Guards to
ensure screening of the coastline to check any undetected
illegal move through sea.

•
•
•
•

•
•

•
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•

•
•
•
•

Food security

•

Logistic/
Stockpiles

•

•
•
•

Rapid assessment of lab capacities at designated hospitals
in three major cities, for sample collection and
transportation to NIH.
Training of key personnel for sample collection, storage,
packaging and transportation.
Ensure sample collection, packaging and transportation
material to designated hospitals and Reference Laboratory.
Identify a courier service with service agreement for sample
transportation to NIH and International reference labs.
Complete all documentary requirements: export permits,
material transfer agreement (MTAs) with international
reference labs.
Ministry of Food security and Research to present National
Food Security Plan to Federal Government at the earliest.
All provinces to prepare respective Provincial Food Security
Plans ensuring availability of sufficient stockpiles of basic
food provisions at provincial level.
Conduct initial availability assessment of supplies
(equipment, PPE, laboratory diagnostics) potential need
and including identification of sources.
Ensure availability of PPEs and other equipment at PoEs
and key designated hospitals.
Estimate quantity of the necessary medications and other
material required and ensure chain of supply.
Aspects of Protection

▪
▪
▪
•

PPEs (Suits, Masks, gloves, Goggles, Head covers)
Sanitizers – Assured availability of Ethanol (MoC)
Decontamination material – regulation /
management of related materials
Development of Indigenous Equipment – DESTO in the
lead. Collaboration with local / private manufacturers –
Tax exemptions be considered (MoC)

•
•

•

DESTO to build capacity of local manufacturers for
preparation of surgical gloves, masks, Tyvek suits etc
indigenously.
FBR to grant exemption on 17% GST and 4.5%
income tax to such local manufacturers. Import of
PPEs is exempted from import duty, in order to reduce
the prices.
Complete ban on export of medical equipment (MoH,
Customs)
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•
•
•
•
•
•
•

•

•
•

•

•

•

•
•
•

Price Control – Strict implementation of Government
policies (All Provinces)
Laying down of scales for purchase by individuals
(MoH, All Provinces)
Centralized Procurement (MoH, All Provinces)
Availability on controlled rates at Utility Stores / Fair
Price shops (MoH, MoC)
Punitive measures against exploiters / hoarders (MoI,
All Provinces)
Ensuring food security ((MNFS&R, All Provinces)
Coordination committe for procurement and the stock
pilng of PPEs at national level is constituted with the
composition NDMA, M/o NHSRC, NIH, DRAP and
DESTO.
NDMA to procure stock pile and keep digital inventory
and manage a proper distribution to the federal and
provincial government under the guidane of afford
mention coordination committee.
All provinces to forward rationalized demands keeping
in view the limited availability of stocks.
Procurement committee to ensure that only high-quality
PPEs is procured. The quality check of all such
procurements be ensured through technical expertise
of DESTO, before finalizing the purchase.
Ministry of Finance to approve the submitted summary
of Rs. 760 million by NIH and release the amount.
Meanwhile, NIH and other relevant stakeholders
including CHE and Federal Government hospitals will
immediately inform about the future requirements of
medical gear.
Ministry of Commerce to ensure availability of 100,000
litres/per month of 99.9% pure Ethanol for the country
requirements, by regulating export of Ethanol.
DESTO with assistance of local manufacturers will
ensure mass production of Ethanol based hand
sanitizers in required quantity.
For availability of sufficient quantity of Decontamination
solution, M/o NHSR&C to issue standard guidelines to
this effect.
All provinces to devise respective decontamination
plans under community hygiene regime and share the
same with M/o NHSR&C.
DESTO to provide technical support and necessary
training to master trainers of all provinces, enabling all
provinces to locally manufacture an effective
decontamination solution, at low cost.
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•
Risk
Communication

•
•
•
•
•
•
•
•
•

Contingency planning for different scenarios for
evolution of disease and its population effects
Proactive media engagement – no space for panic
Display of Government resolve / will
Projection of positive Response / actions
Neutralize negative news / hoax
Community Engagement / Awareness (through Local
Government, Police, teachers, Religious teachers)
Development of Sense of Self Responsibility
Inculcation of Civic sense / sense of sacrifice and selfdiscipline (avoidance of un- necessary pub exposure)
Education / Awareness about utility / requirement of various
types of protective gear as per need / situation
Awareness through bulk public service messaging (SMS) /
voice messaging regarding
▪ Preventive and protective measures
▪ Symptoms and disease virility and lethality
▪ Cleanliness / waste disposal
• Transformation of Cultural / Social Norms
▪ Shaking Hands
▪ Hugging / Embracing etc
•

Media Awareness Campaign must cover all age groups and
areas

•

•
•

•

Ministry of Information and Broadcasting to work out
Budgetary requirements and subject approval of the
same be sought from Cabinet by SAPM for information
in next cabinet meeting.
• Comprehensive media strategy be formulated and
implemented through a body ensuring unified approach.
Following committees be notified.
• M/o NHSR&C: Dr Zaeem ul Haq, Advisor Health
communication.
• Ministry of Information and Broadcasting: Mr Tahir,
Director
• ISPR: Col Muhammad Shafique, Deputy Director Public
Relation Operations
• Committee to present Media Strategy to Core
Committee.
Develop or adapt risk communication plans with SOPs.
Train healthcare workers, media and others on
COVID-2019 risk communication, social mobilization and
community engagement.
Prepare or adapt communication guidelines for frontline
health and community workers and field staff.
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•

Case
Management

IPC at PoEs

IPC at Health
Facilities

Training

Develop and disseminate IEC material for public
awareness.
• Measures will be taken to neutralize the rumours,
misconceptions, and misinformation.
Important
• Observing the protocols of external communication in which
only SAPM or his spokesperson talk to media is also a pillar
of this strategy that provinces/regions should also follow.
• Identify and designate hospitals including isolation facilities.
• Identify, train and equip RRTs at hospitals and PoEs to
transport suspected cases.
• Disseminate necessary guidelines on case management
and ensure availability of these guidelines in major referral
hospitals.
• Use of WHO validated patient questionnaire and, in the
event of positive cases, using the WHO First Few Hundred
template for more detailed epidemiological investigations
• Sharing patient and relevant contact data daily with
Epidemiological hub at NIH
• Train staff on case management of patients with
COVID-2019.
• Ensure availability of sufficient quantities of PPEs and other
disinfectant materials at POE.
• Ensure that the healthcare workers are appropriately
trained on the use of PPEs specially properly donning and
doffing.
• Ensure availability of essential medications and supplies for
case management.
• Dedicate ambulance with trained staff for the safe
transportation of cases.
• Implement standard and droplet precautions at PoE Health
desks with staff orientation.
• train the staff on IPC guidelines, and ensure
implementation.
• Monitoring the application of IPC practices by PoEs staff.
• Training of healthcare workers on standard precaution,
contact and droplet precautions.
• Provision of IPC guideline and SOPs to health facilities.
• Monitoring of implementation of IPC measures. Ensure
sustained availability of IPC equipment and supplies.
• Training is mandatory as highlighted in relevant sections.
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•

Human
resource
management

•
•
•
•
•
•
•
•
•

•

Internal
Management

•
•

•

•
•

Conduct simulation exercises / mock drills on emergency
response.
IPC/PPE training is mandatory
Refresher trainings of the Rapid Response Teams (RRTs).
Induction/ Employment of Volunteers from Medical
institutes, universities etc
Incentives be given – monetary/recognition
Integration of Polio Teams for screening / early detection /
distribution of Information, Education and Communication
material
Private Medical Facilities be incorporated in National Effort
Health/ security/ administration officials be employed with
PPE cover (location/ contingency wise)
Recalling of Reservists, if required – Security / Civilian
management
The requirement of additional manpower requirement will
be sent immediately by M/o NHSR&C to concerned Chief
Secretary offices.
All Chief Secretaries to provide required additional staff at
respective designated point of entries from existing
provincial HR pool.
Law & Order Management
▪ Police / LEAs – Enforcing discipline, rule of
law, protection of life & property of public and
quarantine / isolation hospital facilities
▪ Political leadership & District administration –
Should be seen and heard (in the Lead)
▪ CAFs – Second Tier Responders, augment
efforts by Police
▪ Military – Monitoring, Need based
Employment
Scenarios – (All stakeholders)
▪ Home quarantine
▪ Area quarantine
▪ City lock-down
Earmarking of Quarantine facilities and establishment of
dedicated Corona Hospitals at District level (2 x hospitals
for major cities) (All Provinces)
Important locations- Quarantine/Isolation
▪ Punjab
• Islamabad / Rawalpindi
• Gujranwala / Sialkot
• Lahore
• Faisalabad
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•
•

Quarantine
(Annexure-D)

•

•

•

• Multan / Bahawalpur
• Rahim Yar Khan
▪ KPK
• Peshawar
• Mardan
• Bannu / Kohat
• Sindh
• Karachi
• Hyderabad
• Sukkur
• Nawab Shah
▪ Baluchistan
• Quetta
• Khuzdar
• Turbat
• Sibi
▪ AJ&K
• Muzaffarabad
• Mir Pur
▪ GB
• Gilgit
• Skardu
Un-interrupted supply of basic provisions (Provincial /
District Adm)
NIH and all provinces to raise and maintain dedicated Rapid
Response Units, both at provincial and district levels.
Subject plans of the same be shared.
All provinces to identify and prepare sufficient quarantine
spaces (with an aim to house minimum of 1000 individuals)
to meet any contingencies, in accordance with the
guideline’s issues by M/o NHSR&C (available at NIH
website). Available buildings of Educational institutes
including hostel facilities (300-500 individuals) may also be
considered for the purpose. List of such facilities to include
location, capacity and pictures be shared by all provinces..
Government of Baluchistan has established special
quarantine facilities both at Taftan and Chaman.
Requirement of Marquees/ tents be worked out and be
arranged. Armed Forces will fully support the logistic
operations during preparation of all such facilities.
Provinces to send the teams for inspection of already
prepared quarantine facility in Hajj Complex Islamabad for
guideline purposes.
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•

•
•

Isolation
Hospitals

•
•
•

M/o NHSR&C to develop video giving virtual tour of
established quarantine site in Islamabad for guidance
purpose.
Dedicated quarantine places have to be ensured at federal,
provincial and regional levels.
Properly trained support staff with duty shifts be listed and
ensured.
Proper disposal of waste be ensured.
Medical support be mapped and listed.
Keeping in view the threat level, all provinces to establish
dedicated isolation hospitals. At a province level, such
facilities are so sited to cover whole geographic area
efficiently. List of such facilities to include location, capacity
and pictures be shared by all provinces.

•
•

Contact tracing

•

Surveillance

•
•
•
•

•

People in contact with affected person are at high risk
of being affected
Monitoring process
▪ Contact identification – people in close touch (family
member, friends, colleagues, fellow travellers and
health care providers)
▪ Contact listing – screening and testing if required,
importance of receiving an early care if developed
symptoms
▪ Contact follow-up – regular follow-up minimum for 2
x weeks
Reverse tracing

Complete chain must be traced and screened.

Federal and District Surveillance Units (DSRU) have
been activated.
FDSRU has already initiated the process of contact with the
Pakistani passengers returning from China.
Contact tracing and case-based surveillance (Annexure-O)

Important
a. Reaching out to healthcare providers for repeated alerts
about anyone with a 14-day history of china or contact
with a suspect case.
b. Strengthening
and
expansion
of
event-based
surveillance system through FELTP DSRU. This needs
to be expanded by linking it to NSTOP officers which will
cover around 70 districts (additional duty to link with
major hospitals for any pneumonia cases clusters)
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•
•
•
•
•

c. Contact investigation refresher trainings of FELTP
fellows and alumni irrespective of their current positions
d. Armed Forces need to develop similar information in real
time for proper contact investigations.
e. Clusters of pneumonia in major hospitals needs to be
notified by the respective hospitals
Screening at the PoEs for detection and active case finding.
Identify hospital sentinel sites in high priority (risk area) and
selected cities.
Training of surveillance staff on COVID-2019 including case
definitions and data management.
Develop / adapt data collection and reporting tools.
Support contact tracing and monitoring of close contacts of
suspected cases detected or identified either at the PoE or
confirmed case through the antinational disease
surveillance system.

•

Sharing all relevant data daily with Epidemiological hub at
NIH

•

Generating effective and timely Situation Reports for
distribution

•

Managing all data streams and expert scientific advice
from a single unified Epidemiological hub at NIH
Establish event-based surveillance for the COVID-2019.
Enhancement and addition to Influenza lab-based
surveillance system.
Legal mandate for major laboratories to immediately and in
real time share any positive results (once tests are
available)
Supporting the monitoring of response systems to COVID19
Required data regarding Iran returned passengers has
been shared with all concerned. All the provinces to
acknowledge receipt. Progress report on alternative days to
be shared.
Establishment of Joint Emergency Reporting, Coordination
& Response - Centers at National, Provincial and District
levels – suggested compositions.
National Level - MoH, MoI, MoIB, NDMA, AFs
Provincial Level – MoH, Home Department (Police/
Administration), PDMA, CAF, AFs

•
•
•

•
•

•

•
•
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•
•

•

•
•

District Level – District Administration, Health Department,
Police
Enhancement of Capacity / Efficiency of National Health
Helpline – 1166 (connectivity with respective districts –
Central database for feedback and follow up at provincial
and national level)
M/o NHSR&C to reconfigure National Health Helpline 1166
to improve its efficiency. Necessary technical support will
be provided by Pakistan Army, in establishing Health
Helpline having connectivity with respective districts, while
maintaining central database for feedback and follow-up at
provincial and national level.
Development and deployment of Interactive Mobile App
Addition of requisite mechanism in Pakistan Citizen Portal
•

Minimizing
community
exposure

•
•
•
•

Monitoring &
Evaluation

•
•
•

Risk Mitigation through controlled community
exposure:▪ Parks
▪ Education Institutes
▪ Sports events
▪ Festivals
▪ Shrine/ places of worship/ religious congregations
▪ Congested / crowded market spaces
Establishment of screening mechanisms / facilitation
desks at public places (by owners, administrations and
communities)
Need based decisions for control
Decision to close educational institutes – through due
deliberation and locally applicable for affected areas
only
Control on unnecessary visitors to public places –
Airports, Railway Stations, Bus Stands, Hospitals

Develop monitoring indicators.
Define intervals for M&E.
After Action Review (AAR), using validated WHO tools
within a month of declaration of the end of the outbreak (or
earlier).
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11.Annexures:
Annexure-A: Emergency Core Committee for nCoV
Name
Dr. Zafar Mirza
Dr. Allah Baksh Malik
Dr. Nausheen Hamid
Maj. Gen. Aamer Ikram, SI(M)
Dr. Safi Malik
Dr. Faisal Sultan

Dr. Muhammad Salman
Dr. Irfan Tahir
Lt. Col. Rehan
Dr Rana Jawad Asghar

Dr. Zaeem ul Haq
Dr Muhammad Wasif

Designation
MoS/SAPM
Secretary Health

Role
Chairman
Lead Resource Mobilization &
Provincial Coordination
Parliamentary Secretary Health Lead Parliamentary Affairs
(Federal and Provincial)
Executive Director, NIH
Lead Diagnostics
Director General, Health
Lead Technical Coordination
CEO & Consultant Physician,
Lead Infection Prevention and
Shaukat Khanum Memorial
Control
Cancer Hospital and Research
Centre, Lahore
Chief PHLD - NIH, IHR Focal
Lead International Health
Point
Regulations
Director, Central Health
Lead Port of Entries
Establishment
Pakistan Army
Representative of Pakistan
Armed Forces
Chief Executive Officer at
Adviser on Infectious Diseases
Global Health Strategists &
Implementers (GHSI)
Minister’s Communication
Lead Information Education
Adviser
Communication
Senior Scientific Officer, NIH
Lead Disease Surveillance

Dr. Faisal
Dr. Usman Mushtaq
Dr. Israr ul Haq
Mr. Fahad Qaisrani

Agha Khan University
MoS/SAPM’s Team
Adviser to MoS/SAPM
Adviser to MoS/SAPM on Polio
Eradication
Staff Officer to MoS/SAPM
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Team-lead
Technical Support

Annexure-B: Advisory/alert
Ministry of National Health Services, Regulations & Coordination

National Institute of Health, Islamabad
Field Epidemiology & Disease Surveillance Division
Phone: (92-051) 9255237 Fax: (92-051) 051-9255575
National Focal Point for International Health
Regulations
No: F.1-22/Advisory/FEDSD/2020
28th January 2020

Islamabad,

Subject: Travel Advisory for the Prevention and Control of Novel Corona Virus
(2019-nCoV)
Keeping in view the emergence of novel coronavirus (2019-nCoV) in Wuhan
City, China in which, more than 2,000 cases has been confirmed till 27th January 2020
by health authorities of the respective country. There is also documented spread of
the same disease to Thailand, Nepal, Hong Kong, Singapore, Japan, South Korea,
Australia, France, Germany, Canada and USA.
The objective of this advisory is to alert and sensitize the health-care authorities
including points of entry to be vigilant in the detection of any suspected case who is
travelling to/ from any area of China/ other areas where the cases have been reported
and to strengthen and improve the level of preparedness for prevention, control and
management of the novel coronavirus (2019-nCoV).
The information about the illness is summarized below:
Clinical Picture:
Limited information is available to characterize the spectrum of clinical illness
associated with 2019-nCoV. The observed clinical signs and symptoms includes fever,
cough and difficulty in breathing. Chest radiographs show invasive pneumonic
infiltrates in both lungs.
The following should be suspected and investigated:
1. A person with severe acute respiratory infections (SARI) with history of fever
and/or cough and/or difficulty in breathing and with history of travel to Wuhan
or any other affected area of China within last 15 days prior to symptom onset
2. Individual with acute respiratory illness of any degree of severity with any of the
following exposures:
a. Close physical contact with a suspected or confirmed case while the case
was symptomatic, in affected areas
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b. Direct contact with infected animals, seafood, meat or any other animal
products in the markets of Wuhan City China, within 14 days before onset
of illness.
Prevention & Treatment:
No vaccine or specific treatment for 2019-nCoV infection is yet available. The patient
care is mainly supportive. Ensure hand hygiene and cough antiquate for prevention
and personal protection.

Prevention Measures for incoming Travelers:
Travelers are encouraged to report, if they have signs/ symptoms of fever, cough or
difficulty in breathing which appear within 14 days of travel from China. In this situation
traveler should:
• Inform the designated tertiary care hospitals for management immediately
• Seek medical care immediately from designated focal hospitals and inform
about complete travel history and signs/ symptoms.
• As per directions of the doctor, stay at hospital and avoid contacts with others.
• Cover mouth and nose with face mask.
• Cough or sneeze into a disposable tissue or the inner crook of your elbow in
order to avoid contamination of your hands.
• Wash hands often with soap and water for at least 20 seconds. Use hand
sanitizer if soap and water are not available.
• Follow recommendation by International Air Transport Association (IATA) with
regard to managing suspected communicable disease on board an air craft.
Prevention Measures for outgoing Travelers:
•
•
•
•
•
•
•
•
•
•
•
•

Be careful while travelling to the areas having cases of Novel Coronavirus.
Follow instructions of local health authorities of the affected area and WHO
travel advice.
Wash hands often with soap and water for at least 20 seconds. Use hand
sanitizer if soap and water are not available.
Cover mouth and nose with face mask.
Cough or sneeze into a disposable tissue or the inner crook of your elbow in
order to avoid contamination of your hands.
Avoid visiting crowded places and stay at home.
Avoid close contact with anyone with cold or flu like symptoms.
Avoid close contact with confirmed case of Novel Coronavirus, and avoid
visiting Novel Coronavirus case in hospital or at his/ her home.
Avoid visiting meat market, seafood market, wild life meat market, live bird/
wildlife/ livestock markets.
Thoroughly wash and cook fruits, vegetables, meat and eggs.
Avoid unprotected contact with live/ wild/ farm animals.
In case of flu-like symptoms or fever/ cough/ difficulty in breathing, immediately
contact health authorities and designated healthcare facilities of the area.
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•

All the travelers going to areas having Novel Corona virus cases and
particularly region of China are advised to take all precautionary steps
regarding health and hygiene. They may also consider delay the travel.

For any further assistance in this context, the Field Epidemiology & Disease Surveillance
Division (FE&DSD) (051 – 9255237 and Fax No. 051-9255575) may be contacted
Official Spokesperson:
Dr. Muhammad Salman – 03335384248
For General information:
Dr. M. Mudassar - 03348252752
For Risk Communication:
Ms. Nazia Hassan Khan – 0333-3248833
For Laboratory Information:
Dr. Mussab Umair – 03455176169
This advisory may please be widely distributed among all concerned and NIH may
please be kept informed of the measures undertaken in respective areas of
jurisdiction.
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Annexure-C: Health Declaration Form
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Annexure-D: Quarantines SOPs for COVID-19
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Annexure-E: The sample collection and transport policy
Ministry of National Health Services, Regulations &
Coordination
National Institute of Health, Islamabad
Phone: (92-051) 9255117 Fax: (92-051) 9255099

Standard Operating Procedure (SOP) for Collection, Storage & Transportation
of Specimens for Novel Coronavirus Diagnosis
Version: 01 Pages 03

1. Materials Needed
1.1.1
Dacron or polyester flocked swabs
1.1.2
Tongue depressor (for Oropharyngeal swab)
1.1.3
Vial with Viral Transport Medium (VTM)
1.1.4
Pen/marker
1.1.5
Disposable gloves
1.1.6
Disposable gown
1.1.7
N95 mask
1.1.8
Goggles or face shield
1.1.9
Specimen transport container with ice packs
1.1.10 Specimen label and form
1.1.11 Biohazard bags
1.1.12 Tissues
1.1.13 Soap and water
1.1.14 Hand sanitizer
1.1.15 Disinfectant
2. Roles/Responsibilities

2.1 A trained staff is responsible for collecting specimens and ensuring all vials
are labeled appropriately.
3. Procedure
3.1 Safety requirements and PPE
3.1.1 Wear disposable gloves and change gloves after each patient.
3.1.2 Wash or sanitize hands before putting on and after removing gloves.
3.1.3 Wear a N95 mask to minimize exposure to infection during specimen
collection.
3.1.4 Follow standard precautions and any additional precautions specific to the
setting or patient.
3.1.5 Dispose of all contaminated waste (gloves, paper, swab handles, etc.) into
biohazard waste bags for disposal.
3.2 Timing
3.2.1 Nasopharyngeal (NP) and Oropharyngeal (OP) swabs should be collected
as soon as possible after enrollment.
3.2.2 The NP swab for VTM should be collected first, followed by the OP swab.
Both swabs will be placed in the same vial of VTM.
Note: Placing the NP & OP swabs in the same tube increases the viral
load.
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3.3 Nasopharyngeal swab
3.3.1 Explain the procedure to the patient. Emphasize the importance of
remaining still during specimen collection to minimize discomfort.
3.3.2 Position the patient in a comfortable position.
3.3.3 Tilt the patient’s head back at a 70-degree angle (see figure below).

3.3.4
3.3.5

3.3.6
3.3.7

3.3.8

Remove the flocked swab from its protective package.
Insert the swab into one nostril horizontally (not upwards) and continue
along the floor of the nasal passage for several centimeters until reaching
the nasopharynx (resistance will be met). The distance from the nose to the
ear gives an estimate of the distance the swab should be inserted.
Do not force the swab. If obstruction is encountered before reaching the
nasopharynx, remove the swab and try the other side.
Rotate the swab gently through 180 degrees to make sure adequate
specimen is obtained. Leave the swab in place for 2-3 seconds to ensure
absorbance of secretions.
Remove swab and immediately place into vial with VTM by inserting the
swab at least ½ inch below the surface of the media. Cut the excess swab
handle to fit the transport medium vial and reattach the cap securely.

3.4 Oropharyangeal swab
3.4.1 Ask the patient to open his/her mouth.
3.4.2 Press the outer two-thirds of the tongue down with a tongue depressor,
making the tonsils and the posterior wall of the throat visible.
3.4.3 Insert swab, avoiding touching the teeth, tongue, or the depressor.
3.4.4 Rub the swab over both tonsillar pillars and posterior oropharynx. This will
cause the patient to gag briefly.
3.4.5 Place the swab into the vial containing VTM (same vial as the first NP
swab).
3.4.6 Cut the excess swab handle to fit the transport medium vial and reattach
the cap securely.
3.4.7 Carefully label specimen with patient ID number, and date and time of
specimen collection.
3.4.8 Complete specimen tracking log with patient ID number, date and time of
specimen collection.
3.4.9 Place specimen in cool box on ice. Sample transport and storage condition
are given in Table 1.

41

3.5 Sample transportation of suspected 2019 NCoV samples
3.5.1 Important: Transfer specimen with tracking log to the laboratory as soon
as possible. Ensure that personnel who transport specimens are trained in
safe handling practices and spill decontamination procedures.
3.5.2 Follow the requirements in the national or international regulations for the
transport of dangerous goods (infectious substances) as applicable.
3.5.3 Deliver all specimens by hand whenever possible. Do not use pneumatictube systems to transport specimens.
3.5.4 Notify the National Reference laboratory (Department of Virology, PHLD,
NIH Islamabad) as soon as possible that the specimen is being transported.

Table1. Specimen transport and storage
Specimen

Transport to
laboratory
4 °C

Storage till testing

Comments

≤48 hours: 4 °C
>48 hours: -70 °C

The nasopharyngeal
and
oropharyngeal
swabs
should
be
placed in the same
tube to increase the
viral load.

Bronchoalveolar
lavage

4 °C

Sputum

4 °C

≤48 hours: 4 °C
>48 hours: –70 °C
≤48 hours: 4 °C
>48 hours: –70 °C

(Endo)tracheal
aspirate,
nasopharyngeal
aspirate or nasal
wash

4 °C

Nasopharyngeal and
Oropharyngeal swab

Ensure the material is
from
the
lower
respiratory tract

≤48 hours: 4 °C
>48 hours: –70 °C

4. References
4.1 Laboratory testing for 2019 novel coronavirus (2019-nCoV) in suspected human
cases. WHO/2019-nCoV/laboratory/2020.3
Contact Information:
Dr. Muhammad Salman - 0333-5384248;
Dr. Massab Umair - 0345-5176169;
Mr. Umer Draz - 0300-5543551
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Annexure-F1: nCov Clinical case management guidelines
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Annexure-F2: Suspected & Confirmed Case registration
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Annexure-F3: WHO standard case definition
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Annexure-F4: Questionnaire for evaluation of suspected cases

Questionnaire for
Suspected Novel Coronavirus
Cases
Note: Persons who travelled back from China and have fever and cough, should be considered
as suspected

ID No.: ______________

Interview Date (dd/mm/yyyy): _________ PoE:

___________________________
Interviewer

Name:

___________________

Designation:

_________________

Contact No. _____________
Demographic Information:
Name
Age (in Years)

Sex:

Male

Female

Others

Occupation
Address (in
China)

Nationality
Tel No.

Mobile:

Travel History:
Place Of Travel Origin
Place of Transit stay
If coming from China, whether visited affected areas

Yes

No

Purpose of visit to Pakistan
Duration of stay in Pakistan
Address in Pakistan during
stay
H/o seasonal influenza

Yes

No

Vaccine
Do you know any person having cough & fever & travelling in same

Yes

flight

Date of onset of symptoms (dd/mm/yyyy):_____________________________
Signs/Symptoms
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No

Fever:

Yes

No

Cough

Difficulty in

Yes

No

Any Other:

Any Chronic Ailment: Yes

No

If yes, mention:

Yes

No

breathing:

Clinical Screening
Temperature:
….. OF

B P: …... /……
mmhg

Pulse: ……./
min

Chest Auscultation:
Have person retained at
PoE:

Yes

No

No. of days retained:

Or shifted to hospital for
isolation:

Yes

No

Days admitted in isolation:

Have sample
collected:
Date of Sampling:

Yes

No

Type of sample:
Date of Shipment to NIH:

Instructions: In case of developing fever, cough or breathing difficulty within 14 days of arriving back from
China immediately contact designated Hospital or National Institute of Health, Islamabad (Tel. No.: 051-9255237,
051-9255300).

(Signature)
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Annexure-G: Logistics & Stockpiling
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Annexure-H1: Infection prevention and control
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Annexure-H2: SOPs for nCov Hospital Waste Management
SOP of Waste Management of nCoV at Hospitals
1. Purpose:
1.1. To provide a guideline for management of waste against novel Corona virus
1.2. To protect the health of employees, visitors and environment from hazards of
waste produced at different levels in order to maintain a safe, healthy and
productive work environment
2. Scope:
1.1. This procedure applies to all concerned hospitals, labs which are dealing with
generation of waste against nCoV
3.

Responsibilities:
3.1. The designated heads of relevant departments are responsible for the
compliance of whole process
3.2. Arrangement of incineration and maintenance of logbook for incinerated waste
is the responsibility of designated Incinerator/shredder operator

4. Procedure:
4.1 Material and Equipment:
4.1.1 Waste required to be disposed off
4.1.2 Autoclave
4.1.3 Incinerator
4.1.4 Color colored containers for waste collection
4.1.6 Personal protective equipment like gloves, Shoe covers, face masks, face
shields, respirators, long Closed-toe foot wear for sanitary workers etc.
4.1.7 First Aid Box
4.1.8 Spill Kit
4.1.9 Waste Disposal bags (Red colored)
4.1.10 Sharp disposal box
4.1.11 Waste transportation trolleys
4.2. Handling and disposal procedures for contaminated materials and wastes
4.2.1 Contaminated (infectious) “sharps” – collect hypodermic needles, scalpels,
knives and broken glass; always in puncture-proof containers fitted with covers
and treat as infectious
• Do not recap, clip or hypodermic needles after use
• Place complete assembly in a sharps disposal container
• Place the disposable syringes, used alone or with needles, in sharps disposal
containers and incinerate them
• Do not fill the sharps container to capacity. When they are three-quarters full,
place them in “infectious waste” containers and incinerate
• Do not discard sharps disposal containers in landfills

4.2.2. Contaminated (potentially infectious) materials for autoclaving and reuse:
• Do not attempt any pre-cleaning of any contaminated (potentially infectious)
materials to be autoclaved and reused
• Always perform any necessary cleaning or repair must after autoclaving or
disinfection

4.2.3. Contaminated (potentially infectious) materials for disposal:
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• Apart from sharps, autoclave all contaminated (potentially infectious) materials
in leak-proof containers, e.g. autoclavable, color-coded plastic bags, before
disposal
• After autoclaving, place the material in transfer containers for incineration
• If possible, do not discard materials deriving from healthcare activities in landfills
even after decontamination

4.2.4. Contaminated material for direct incineration:

4.2.5

• Place the contaminated waste in designated containers (e.g. Red colored bag) and
transport directly to the incinerator
• Reusable transfer containers should be leak-proof and have tight-fitting covers
• Disinfect and clean the transfer container before returning them to the
laboratory for further use
• Place unbreakable (e.g. plastic) discard containers, pans or jars, at every work
station for waste collection
• When disinfectants are used, waste materials should remain in intimate contact
with the disinfectant (i.e. not protected by air bubbles) for the appropriate time,
according to the disinfectant used
Concentration of Disinfectants:

4.2.5.1 Sodium hypochlorite solutions (bleach)
• Sodium hypochlorite solutions, as domestic bleach, contain 50 g/l available
chlorine and should therefore be diluted 1:50 or 1:10 to obtain final
concentrations of 1 g/l and 5 g/l, respectively. Industrial solutions of bleach have
a sodium hypochlorite concentration of nearly 120 g/l and must be diluted
accordingly to obtain the levels indicated above
• Granules or tablets of calcium hypochlorite {Ca (ClO)2} generally contain about
70% available chlorine. Solutions prepared with granules or tablets, containing
1.4 g/l and 7.0 g/l, will then contain 1.0 g/l and 5 g/l available chlorine,
respectively.
• Chlorine gas is highly toxic. Therefore, do store and use bleach in well ventilated
areas only. Also, do not mix bleach with acids to prevent the rapid release of
chlorine gas.

4.2.5.2 Ethanol:
• Ethanol (ethyl alcohol, C2 H5 OH) and 2-propanol (isopropyl alcohol, (CH3 )2

•
•
•
•

CHOH) have similar disinfectant properties. They are active against lipidcontaining viruses but not against spores. Their action on non-lipid viruses is
variable. For highest effectiveness they should be used at concentrations of
approximately 70% (v/v) in water: higher or lower concentrations may not be as
germicidal.
A major advantage of aqueous solutions of alcohols is that they do not leave any
residue on treated items.
Mixtures with other agents are more effective than alcohol alone, e.g. 70% (v/v)
alcohol with 100 g/l formaldehyde, and alcohol containing 2 g/l available chlorine.
A 70% (v/v) aqueous solution of ethanol can be used on skin, work surfaces of
laboratory benches and biosafety cabinets, and to soak small pieces of surgical
instruments.
Since ethanol can dry the skin, it is often mixed with emollients.
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• Alcohol-based hand-rubs are recommended for the decontamination of lightly
soiled hands in situations where proper hand-washing is inconvenient or not
possible.

4.3 Local environmental decontamination:
4.3.1 Decontamination of the laboratory space, its furniture and its equipment
requires a combination of liquid and gaseous disinfectants.
4.3.2 Decontaminate the surfaces using a solution of sodium hypochlorite (NaOCl);
a solution containing 1 g/l available chlorine is suitable for, but stronger
solutions (5 g/l) can also be used when dealing with high-risk situations.
4.3.3 For environmental decontamination, formulated solutions containing 3%
hydrogen peroxide (H2O2) make suitable substitutes for bleach solutions.
4.4 Spill clean-up procedure:
4.4.1 In the event of a spill of infectious material, use following spill clean-up
procedure.
• Wear gloves and protective clothing, including overall, shoe covers, face and eye
protection.
• Cover the spill with cloth or paper towels to contain it.
• Pour an appropriate disinfectant over the paper towels and the immediately
surrounding area (generally, 5% bleach solutions are appropriate; but for spills on
aircraft, quaternary ammonium disinfectants should be used).
• Apply disinfectant concentrically beginning at the outer margin of the spill area,
working toward the center.
• After the appropriate amount of time (e.g. 30 min), clear away the materials.
• If there is broken glass or other sharps involved, use a dustpan or a piece of stiff
cardboard to collect the material and deposit it into a puncture-resistant container
and send for incineration.
• Clean and disinfect the area of the spillage (can repeat the above mentioned
procedure)
• After cleaning up document it with complete history and inform authorities
regarding the decontamination of the area.
4.5 Decontamination of Isolation Ward:
4.5.1 Assign expert cleaners for cleaning and disinfection of isolation ward.
4.5.2 Provide training in advance regarding the decontamination procedure and monitor
the procedure.
4.5.3 Following are the directions for room decontamination
• Meticulously wipe impermeable surfaces such as ceiling and lights with disposable
towels or cloths soaked with 0.05% (500 ppm) sodium hypochlorite or a
comparable medical environmental disinfectant.
• Discard permeable surfaces such as textured materials and replace or immerse in
0.05% (500 ppm) sodium hypochlorite solution for 30 min.
• For environmental surface disinfection, use 3% H2O2 vapor or H2O2 dry mist on
impermeable and permeable surfaces.
• Upon completion of disinfection, ventilate the room sufficiently ventilated; after
at least 2 hours of ventilation at 6 ACH (Air Changes per Hour), Wipe all surfaces
with disposable towels soaked with water. After a final check, the room is ready to
receive a new patient.

4.6 Handling of Contaminated laundry:
4.6.1 Employees treating laundry should wear appropriate PPE
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4.6.2

Contaminated linen should be put into a laundry bag directly in the
isolation room or area with minimal manipulation, to avoid contamination of
air, surfaces and people.
4.6.3 Conduct regular monitoring of laundering procedures
4.6.4 Contaminated textiles and fabrics are placed into bags or other appropriate
containment in this location; these bags are then securely tied or otherwise
closed to prevent leakage.
4.6.5 Use covered cart for transportation of contaminated laundry
•

Maintain the receiving area for contaminated textiles at negative pressure
compared to the clean areas of the laundry
• Bags containing contaminated laundry must be clearly identified with labels,
color-coding, or other methods so that health-care workers handle these items
safely, regardless of whether the laundry is transported within the facility or
destined for transport to an off-site laundry service.
• Washing and drying linen and laundry should be performed according to routine
standards and procedures of the health-care facility. High-temperature
laundering should be performed at 70℃ for at least 25 min using detergent or
disinfectant. Low-temperature laundering (<70℃) should be performed using
chemical agents at proper concentrations. If the process of proper collection,
transportation, classification, and storage is not possible, laundry items should be
discarded in compliance with medical waste treatment procedures.
4.7 Decontamination of ambulance:
4.7.1 Site Set Up:
• Select an appropriate site for ambulance decontamination that protects the
vehicle and the decontamination team from weather elements, preferably a wellventilated large enclosed structure.
• Establish a secure perimeter for safety of the public and decontamination
personnel.
• Include considerations for waste management, security plan, public perception,
and media visibility when selecting decontamination site.
• Depending on the location, the ability for climate control is beneficial.
• Define and mark hot, warm, and cold zones of contamination1 around the
ambulance that require PPE to enter.
4.7.2 Prior to cleaning:
• The patient care provider (while wearing “dirty PPE”) will remove all equipment,
supplies, linen, waste PRIOR to leaving the vehicle and before Biocell/ Visquine
liners are removed from inside the ambulance. Equipment will be placed in the
hot zone (For ambulance decontamination, the warm zone can also be the place
where waste barrels are pre-positioned so that the waste bags can be placed
directly into the containers without entering the hot zone).
• All waste, including PPE, drapes, and wipes, should be considered infectious
substance, and should be packaged appropriately for disposal.
• The driver or other personnel will be responsible for cleaning and disinfection of
the transport unit. One to two people will clean and disinfect; a third in PPE will
observe and be available to assist as necessary
• The cleaning teams will don CLEAN PPE per protocol.
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•

4.7.3

4.7.4

4.7.5
4.7.6
4.7.7

Any areas that are visibly contaminated with the patient’s body fluids should be
decontaminated first with an approved EPA-registered disinfectant for the
appropriate contact time before soaking up the fluid with absorbent materials.
• Place biohazard bag in container close to exit for used cleaning cloths.
Cleaning and decontamination
• Cleaning will be done beginning at an entrance to the ambulance, and moving
towards the dirty area. This way, the clean personnel will remain clean as they
enter the vehicle and stay in a “clean” area until they exit at the opposite end of
the ambulance.
• Mix EPA registered cleaning disinfectant per manufacturers’ guidelines. All
products will have instructions for cleaning and disinfection. Note the
manufacturers’ “dwell time” or the amount of time a surface must stay wet AFTER
cleaning to achieve disinfection.
• Using disposable cloths begin cleaning all surfaces as the vehicle is entered.
• Remove visible soiling of all surfaces.
• Allow surface to stay wet during dwell time. Reapply cleaner if necessary.
• Change cloths frequently during cleaning process. Place cloths in biohazard bag.
• Manually wipe down the ambulance’s exterior patient loading doors and handles,
and any areas that may have been contaminated, with disinfectant. The exterior
of the ambulance does not require a full disinfectant wipe down.
After ambulance is cleaned, clean re-usable medical equipment.
• Using the above process, clean then disinfect the outside of any prepositioned
but unused medical equipment (still inside the protective bags they were placed
in).
• If the equipment was removed from a protective bag in transit, assess the
equipment to determine if it can be properly cleaned and disinfected, or
disposed of.
Once cleaning and disinfection has been completed, collect and package all waste
as Category infectious waste.
Dispose of all waste according to organization protocols as well as local and federal
regulations for Category “A” infectious substances.
Remove PPE per checklist. A third person who has been in the cold zone (The cold
zone is considered an area that has no contamination and no potential risk for
exposure. The individuals in this area are not required to wear PPE, although the
cold zone will often also serve as the PPE donning area) should supervise doffing,
which should be performed according to organization doffing protocols.
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6. Records:
6.1.
Data Sheet for Waste Handling DF#036

DF # 036
Sample Data Sheet for Waste Handling
Ward/Sec/Unit: ________________________ Month:
____________________________
Date

Waste
Collection
Deptt/ Lab/
Sec

Waste
Category
Specify:
Infectious,
sharps

Quantity of
Waste
Waste
Waste Generated collecte received
Per Day
d by
by
(weight &
Volume)
Kg

Liter

Data Verified By: ____________________________ O/I:
_________________________
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Annexure-H3: SOPs for Waste Management at Airports
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Annexure-H4: SOPs for disinfection and environmental decontamination
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Annexure-I: Burial Guidelines for COVID-19
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Annexure-J: Risk Communication & Community Engagement (RCCE)
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Annexure-K: IEC Materials
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Annexure-L: Daily situation report
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Annexure-M: Advisory on Mitigation Strategies Covid-19
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Annexure-N: nCovirus Airport sops Government OF PAKISTAN
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Annexure-O: Contact tracing and case-based surveillance
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