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MANACEEMENT *

Clinical Guidance for management

Covid-19 Suspect/confirmed cases

COVID-19 Suspect/Confirmed Case
Stratification on the basis of disease severity

ANNEXURE II
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(Fever and/or uncomplicated Upper » Pncumonia withno signs of severe di Respiratory distress requiring mechanical ventilation (non-invasive &

Respiratory Tract Infection) without dyspnoea or § | pp 54/ ORS 50 2 0% aml room e invasive)

hypoxemia = 30/mm OR SpO,
¥

Admit to CCC Admit in DCHC / Dedicated COVID Health Centre | [ Admit in DCH / Dedicated COVID Hospital
\ 4 \ 4 2
* Contactand droplet precautions Oxygen Support Oxygenation

* Stricthand hygiene

+ Symptomatic management with adequate
hydration

* Tab HCQ (400 mgBD x 1 day f/b 400 mg OD x 4
days) may be considered in patients with high-risk
features 2- preferably after shifting to
DCHC/DCH

* Referral to DCHC/DCH is indicated if :
RR=24/min OR SpO, < 94% on room air

1 Very mild/pre-symptomatic/ asymptomatic
cases can be considered for home isolation subject to
fulfilment of conditions stipulated in guidelines
(https://www.mohfw_gov.in/pdf/RevisedHomelsolati
onGuidelines.pdf) .

*Target SpO; : 92-96% (88-92% in patients with COPD)

*Preferred device for oxygenation: Non-rebreathing face mask (if HFNC or simple nasal
cannula is used, N-95 or surgical mask should be applied over it)

*Awake proning may be used in patients who continue to have hypoxemia despite oxygen
>4L/min_ ifno contraindications

Anticoagulation

*Prophylactic dose of LMWH/UFH, if no contraindications (e.g. enoxaparin 40 mg daily SC)?
Corticosteroids

IV Methylprednisolone 0.5-1 mg/kg or Dexamethasone 0.1-0.2 mg/kg for 3-5 days
Antivirals

*Tab HCQ (400 mg BD x 1day f'/b 400 mg OD x 4 days) if no contraindications and after
assessment of ECG for QT interval, CRP_D-dimer & Ferritin every 48-72 hourly (if available);
CBC with differential count, absolute lymphocyte count, KFT/LFT to be done daily
Investigational Therapies®

*Cautious trial of CPAP with oro-nasal mask/NIV with helmet
interface/HFNC, if work of breathing is low. Consider intubation if work of
breathing is high/not tolerating NIV#

*Lung protective ventilation strategy by ARDSnet protocol

*Prone ventilation to be considered when there is refractory hypoxemia
Anticoagulation

*High dose prophylactic UFH or LMWH (e.g. enoxaparin 40 mg or 0.5
mg/kg BD SC) ifnot at high risk of bleeding?

Corticosteroids

IV Methylprednisolone 1-2 mg/kg or Dexamethasone 0.2-0.4 mg/kg for 5-
7 days

If sepsis/ septic shock: Manage as per existing protocol & local antibiogram
Use sedation and nutrition therapy as per existing guidelines
Investigational Therapies’

Testing: While attending suspect cases, as per above protocol based on clinical assessment, testing shall be
resorted to, and if negative, manage in non-COVID facility according to clinical diagnosis

Discharge: After clinical improvement. discharge as per revised discharge policy (available at:
https://www.mohfw. gov.in/pdf/ReviseddischargePolicyforCOVID19.pdf)

3 LMWH: Low Molecular Weight Heparin: if no
contraindication or high risk of bleeding; UFH:
Unfractionated heparin

5 Risk of bleeding: use validated score for assessing bleeding risk (eg HAS-BLED
score), Use D-dimer and SIC score for further risk stratification (SIC score =4
portends high thrombotic risk) , Follow AHA/ESC and ISTH guidelines in case
patient is on anti-platelet agents

2 High-risk patients for severe disease include:

Age: 60 years or more
Hypertension, DM (diabetes mellitus) & other immunocompromised states
Cerebrovascular disease and Obesity (BMI > 25 kg / m2)

Chronic hung / kidney /fiver disease 4 Higher chances of NIV failure

0O 000

Investigational Therapies (Informed and shared decision making is essential before prescribing any of these therapies besides taking note of contra-indications as mentioned in the detailed guidelines)
6 *Inj Remdesivir 200 mg IV on day 1 followed by 100 mg IV daily for next 4 days (total 5 days therapy). in moderate to severe disease on oxygen or mechanical ventilation (preferably early disease). if no contraindications.
*Use of Convalescent plasma (200 ml single dose, may be repeated after 24 hrs may be considered in moderate to severe patients with persistent or increasing oxygen requirement
7 Inj Tocilizumab 8mgkg (max. dose 800 mg once; usual dose 400 mg) may be considered (if no contraindications) in patients moderate-severe disease with progressively increasing oxygen requirements despite use of corticosteroids with raised
inflammatory markers; dose can be repeated after 12 to 24 hours if no improvement occurs with the first dose




CUnica) ma.no.acmn! Protoeat ¢

Covip-\q ?a.h'U\I

\ T e

Admit in designated CCU

Start empirical antibiotics as per local CAP treatment guidelines
Oseltamivir

Mird
d
Mdwit in  isolaion  avea ,

‘dynpfo akic Carve 02 SUPPORT. Awake proning may be used as a rescue therapy
s m HCQ :400mg BD f/b 200mg bd total 5days

. Prophylactic dose of UFH or L MWH (e.g., enoxaparin 40 ing per day
tab- Rydvouy chioroquine CHea) sO)
IV methylprednisolone 9.5 10 1 mg/kg OR Dexamethasone 0.1 to 0.2
N . o 2 mg/kgfor 3 days
in ng MK panens May Consider investigational therapies such as Remdesjvir

Convalescent Plasma (Off label VE))

High v parens !
- ﬁa{, 260
- em/ crp/ cLo / Win/
DM/ Uwonic tung disease/
Sbusing

Swer coaw

l

¥ on
Righ fow Noua owygen CHEND) or NIV wed carehuly in  view c‘ auorot genaas
Prticoagularion : High doie UFH/Lowd (eg: enoxapaxin 40 mg o)
teoida: iv. mu‘n»ﬂwdﬂ%dﬂ A Dexanmathouone = L wuk

fmri -2t € (locifizumab)

i i cuuval  cyanova ,
1MV indicariore : sbstruted or absenr brmmna. Swue  gupiraron  distres, val oy

WOk, Coma ov  cenvuizienas -
{ intubare  with newnary Precanrions)



Bischasge

Ve mitd/ misd/
m'tvfmvrommc
l
Dischq-r% a.\;rv« ‘o
d% °‘; Yy p romm

onser + No Fever tov

e doyge

Pu'h'ud,.
Mrderare
fever vesotved Sympromu nor
wirin 3 do"‘d‘ Rc;:::\da:{d
and oy g oxygen therapy
S arion. Corurinued
mainrained

l Dummz‘? M
Di.sc.htu_ﬂg ot 10 dasys oyt

4 rom e - Resoturion o}

- Mosencr fever withows dinical SymprEMS
dl\ﬁ?\d‘luiu _~b‘ur‘d o
Reacturion as - o“a
- ( o saxurarien fov
No !
-rmm: 3 omiewurive

days

Swear



