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INTERIM CLINICAL GUIDANCE FOR MANAGEMENT OF COVID-19

COVID-19 Suspect

Symptomatic healthcare personnel (HCP) ,or

Y WYY

once between day 5 and day 14 after contact)

*  Symptomatic {fever with cough/shortness of breath) individuals who have
undertaken international travel in the last 14 days, or
Symptomatic contacts of laboratory confirmed cases ,or

Hospitalized patients with fever AND cough andfor shortness of breath, or
Asymptomatic direct and high risk contacts of a confirmed case (should be tested

#*  Influenza like illness from Hotspot regions {fever, cough, runny nose, sore throat)

Direct and high-risk contacts include those who live in the same household with a
confirmed case and HCP who examined a confirmed case without/with a breech in PPE

Mild disease |<— — Moderate/severe disease Any one of:
1. Respiratory rate > 24 min
Symptomatic Admit & test 2. 5p02 < 94% on room air
treatment
Test ADMIT IN WaARD
o Consider Tab a0 mg BDx1 AM Mg O x 4
+ positive days) **
Call IDSP helpline 011- 239780456/1075 OxyEEn SUpport
% Target Spi0.: 02-06% [88-32% in patients with COPD]
*  Preferred device for oxygenation: preferably non-
s rebreathing face mask [chapter 5 for details)
4
Test positive *  Monitor for: Work of breathing
- Fatigue
Test negative b e
# Refer to COVID Care Centers £ Hemodynamic instability
i B Change in corygen requirement
# Contact & droplet precaution
strict hand i = ._ e %] * Awake proning may be used as a rescue therapy
3 |_"!"E‘E“F'- -+ ™ to existing protocol (chapter 5 for details)
* Symptomatic management * &l patients should have daily 12-lead ECG
# Tab HCO (200 mg BD x 1 day ffb *  Follow CRP, D-dimer, LDH, Trop | & Farritin every 48-
400 mg 0D x 4 days ) may be 72 hrly :
considered in those with any of S e
antibio etr. as per existing protocol
thes el asic Tessaties = M?BQM o
=  Prophylactic dose of LMWH™ je.g., enoxaparin
*High-risk for severe disease 1mg/kg per day 5C)
Age > 60 years Y

cardiovascular disease including hypertension
DM and other immunocompromised states
chrenic lung/kidney/Tiver disease
Ccerebrovascular disease

T T T T

# Repeat testing if suspicion for COVID-19 is high

**In case HCO is not available, chloroguine phosphate
(500 mg BD for 10 days) may be considered

rnHigher chances of NIV failure and risk of aercsolisation

* LMWH: Low Molecular Weight Heparin: if no
contraindication or high risk of bleeding

* use validated score for assessing bleeding risk (e.g.,
HAS-BLED score)

*® use D-dimer and SIC score for further risk stratification
[5IC score 24 portends high thrombotic risk)

* Follow AHA/ESC and ISTH guidelines in case patient is
on antiplatelet agents
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imvasive)
+ Hemodynamic instability/ Need for close monitoring

+ Respiratory distress requiring mechanical ventilation (non-invasive and

F

ADMIT IN 10

*  Cautious trial of CPaP with oro-nasal mask/MIV with
helmet interface, if work of breathing is low

*  Consider early mtubation if work of breathing is
high/not tolerating NIV~

+  Ventilator management: Use Low PEER{5-8cmH.0),
high Fio2 and higher tidal welume {8milkg} initially
[chapter 5 for details)

*  Maintain euvolemia

+  Consider IV methylprednisolone 1 to 2mg/kg/day

L J

after clinical & radiological
improvement

Discharge:

If two negative samples at
least 24 hours apart

for 5-7 days (in two divided doses)
*  Therapeutic dose of LMWH (e.g., Encxaparin
1mg/kg 5C BO), if not at high risk of bleeding™
* I sepsis/septic shock: manage as per existing
protocol and local antibiogram
+«  Adunctive therapy {may be considerad):
Inj. Wit C 100mg ke IV in 4 divided doses plus
Inj. Thizmine 200mg IV 012 hourly

*  Use of antivirais/other specific therapies is based on imited evidence

z 5
Consider:

-Tocilizumab [If IL-6 =5 ULM]
-Therapeutic Plasma
Exchange




