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Protocolos coronAiiRGS

Derivacion a hospital de referencia*

Ld
INGRESO DE PACIENTE = &g

® Paciente ingresa y es conducido a sala de
aislamiento designada.

® Paciente y funcionario utilizan elementos
de proteccion personal.

* Ayuda a automatizar la atencion

-~
ATENCION MEDICA €

® Médico realiza evaluacion clinica y toma de
examenes para Nuevo Coronavirus.

s 3
DERIVACION DE MUESTRA A ISP .

* Muestra es enviada a ISP para analisis.

e Conocerlos y estudiarlos

-1 4
ENTREGA DE RESULTADO IV 1

* ISP entrega resultado del examen a centro
de referencia.

o

DESCARTE O CONFIRMACION SEGUN n 3 o !
RESULTADO DE LABORATORIO v

* Si se descarta Coronavirus el paciente sigue
atencion médica habitual en el recinto

.
.  Si se confirma como caso de Coronavirus,
se prosigue con atencion clinica segin

protocolo.

Precauciones estandares para personal de salud

Lavado de manos;
con agua y jabon, o
soluciones en base
alcohdlica.

 Dar feedback de su utilidad

¥ Mascarillas ‘ Guantes 9 22((:?;3;33[25 Bata o delantal

Prevencion ~ Higiene Respiratoria: cubrir boca y nariz,
— de pinchazos b toser en pafiuelo desechable, en pliegue
y cortes, “ del codo, y posterior lavado de manos.

*Etapa inicial de respuesta

Ministerio de
Salud

LLAME A SALUD RESF

E4EE MO
iz B 600-360-7777




Enfermedad por coronaviruz 2019
COMO PONERSE EL EQUIPO DE PROTECCION PERSONAL (EPP)

« Identifique peligros y gestione rlesgos. Busque el EPP necesarlo.
+ Vea dénde se pondrd y quitard el EPP.

« Plda ayuda a un amigo o pongase delante de un espejo.

« Descarte todo el EPP en un cubo de basura adecuado.

Nngmta. Pdngase la mascarilla  POngase la proteccion ocular Pongase los
quirdrgica o respirador.*  (gafas protectoras) o faclal  guantes (Incluso
(protector facial).t sobre la mufieca).

*Puede ser ura mascarilla qumirglcao un respirador (NS o similar), segin el nivel de atencidn.

enel pre de 1 (PCAJ use un rspuadnf (NDS o similar).
tror mrrpln.\nsor cama o gafas protectoras (g lap de usar gafas

COMO QUITARSE EL EPP

iemp un Liquido anti

« Evite la contaminacién para usted mismo, los demds y el entorno.
«+ Quitese primero los elementos méds contaminados.

Higiene
de las
manos

Recogida de muestras para 9

diagnéstico de laboratorio Q <—> L J W
Caso sespechoss o cosfirmads de COMD-19

G sakud, pero no reqebera slrgdn Q W
peecedimiens gereador de aerosohes .

Caio seapechose o cosfirmads de COND-19 1P
hnuvrmh‘”w Q Q ‘\ m

los p que generan b i6n con presién positiva (sistema de bipresién pasitiva o sstema de presién pasitiva
), i » iracién de las vias dealta fe fi toridca,

“> i @ Condcelo. Preparate. Actua.
’k 4 deTSaL "::' " H od www paho.org £oronavins




SCience PERSPECTIVES

Cite as: K. A Prather ef al.. Science
10.1126/sc1ence abe5197 (2020).

Reducing transmission of SARS-CoV-2

Kimberly A. Prather?!, Chia C. Wang,>* Robert T. Schooley*

Masks reduce airborne transmission

Infectious aergsol particles can be released during breathing and
speaking by asymptomatic infected individuals. No masking maximizes
exposure, whereas universal masking results inthe least exposure.
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> @ ® Clinical course and risk factors for mortality of adult

CrossMark
inpatients with COVID-19 in Wuhan, China: a retrospective
cohort study
Fei Zhou*, Ting Yu*, Ronghui Du*, Guohui Fan*, Ying Liu*, Zhibo Liv*, Jie Xiang*, Yeming Wang, Bin Song, Xiaoying Gu, Lulu Guan, Yuan Wei,
HuiLi, Xudong Wu, Jiuyang Xu, Shengjin Tu, Yi Zhang, Hua Chen, Bin Cao
Lancet 2020; 395: 1054-62
Survivors
Fewer
Cough
Dyspnoea
ICU admission
Systematic corticostercid
SARS-CoV-2 RNA positive

Days after illness onset

Fewver

Cough

Dyspnoea

ICU admission

Invasive ventilation
Systematic corticosteroid
SARS-CoV-2 RNA positive

Days after illness onset

Dayl Day2? Day3d Day4 Day5 Dayé Day7 Day8 Day9 Dayl0 Dayl1l Day 12 Day13 Day 14 Day 15 Day16 Day 17 Day 18 Day 19 Day 20 Day21 Day 22

t 1

Sepsis ARDS Discharged

MNon-survivors
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Secondary infection
Acute kidney injury
Acute cardiac injury



Factores de riesgo para Progresion de Enfermedad por COVID-19

Epidemiologicos Signos vitales Pruebas de laboratorio

Edad = 65 * Frecuencia respiratoria > 24 Dimero-D = 1000 ng/mL *®
respiraciones/min

Enfermedad pulmonar Frecuencia cardiaca > 125 CPK > dos veces el limite

preexistente ° pulsaciones/min ! superior normal °

Enfermedad Renal Cronica © SatO2 < 93% en ambiente aéreo | PCR>100°F

il

Diabetes con Ale > 7.6% ¢

Pa02/F102 < 300 mmHg ™

LDH > 245 U/L ¢

Historia de hipertension ®

Troponina elevada *

Historia de enfermedad Recuento absoluto de linfocitos
cardiovascular f < (0.8 ® al ingreso

Obesidad (IMC > 30 kg/m”) & Ferritina > 500 ug/L*

Uso de agentes biol6gicos ©

Historia de trasplante u otras
IIMUNOSUPTESIONES

HIV no controlado (viremma
CD4 <200)!

Estratificacién de riesgo COVID. Massachusetts General Hospital.
https://www.massgeneral.org/assets/MGH/pdf/news/coronavirus/est
ratificacion-de-riesgo-covid.pdf



Implications of Obesity for the Management of
Severe Coronavirus Disease 2019 Pneumonia

Malcolm Lemyze, MD'; Nathan Courageux, MD'; Thomas Maladobry, MD'; Clothilde Arumadura, MD';
Philippe Pauquet, MD'; Annis Orfi, MD'; Matthieu Komorowski, MD, PhD? Jihad Mallat, MD, Msc?

Maxime Granier, MD'

TABLE 3. Patients Management and Outcomes

Variables

Critical Care Medicine

Treatments
HFO_NC, n (%)
HFO,NC failure, n (%)
Invasive MV, n (%)
Ventilator settings

Tidal volume (ML/KG, . e, weigre)

Plateau pressure (cm H,0)

Positive end-expiratory pressure (cm H,0)

Driving pressure (cm H,0)

Static respiratory compliance (mL/cm H,0)
Neuromuscular blocking agent use, n (%)
Prone position, n (%)

MNumber of sessions of prone position, n (%)

Vasopressors

Renal replacement therapy

Outcomes
Prolonged weaning from MV, n (36)
MV duration (d) within first 30 d
Tracheostomy, n (%)

ICU mortality rate, n (%)

SARS-CoV-2 (n =44)

16 (36.4)
16 (100)
44 (100)

6.2+0.56
29+4
15 (15-20)
12 (10-15)
338 (27.8-40)
34 (77.3)
33 (75.0)

36 (81.8)
16 (36.4)

28 (63.6)
12,5 (8-30)
18 (40.9)
10 (22.7)

Non-SARS-CoV-2 (n = 39)

11 (28.2)
5 (45.5)
22 (56.4)

6.2+0.59
24+8
8(8-10)
14 (11-16)
31.4 (24.5-374)
3(1386)
B (27.3)

22 (56.4)
3(77)

10 (25.6)
6 (3-14.5)
2(9.1)

10 (25.6)

0.43
0.002
< 0.001

0.94
0.02
< 0.001
0.23
0.31
< 0.001
< 0.001

0.012
0.003

0.001
0.007
0.01
0.23



Examenes

Hemograma

Funcion renal / ELP

P. hepatico

Dimero D

Ferritina

Fibrindgeno

P. coagulacion

Troponina

Hemocultivos

* Antigeno urinario neumococo-legionella
* Test pack o filmarray virus respiratorios



Indicaciones

* Reposo

* Régimen

* Oxigenoterapia

* Hidratacion

* Manejo metabdlico
* Farmacos

* Tromboprofilaxis



Reposo

* Reposo completo 30°, levantar asistido segun su tolerancia




Régimen

 Comun si no hay conflicto metabdlico ni de fatiga al comer

* Hipoglucidico e hiperproteico si existen signos de catabolismo



Oxigenoterapia
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JOURNAL of MEDICINE

ESTABLISHED IN 1812 JUNE 6, 2013 VOL. 368 NO. 23

Prone Positioning in Severe Acute Respiratory Distress
Syndrome

Claude Guérin, M.D., Ph.D., Jean Reignier, M.D., Ph.D., Jean-Christophe Richard, M.D., Ph.D., Pascal Beuret, M.D.,
Arnaud Gacouin, M.D., Thierry Boulain, M.D., Emmanuelle Mercier, M.D., Michel Badet, M.D.,

Alain Mercat, M.D., Ph.D., Olivier Baudin, M.D., Marc Clavel, M.D., Delphine Chatellier, M.D., Samir Jaber, M.D., Ph.D.,
Sylvéne Rosselli, M.D., Jordi Mancebo, M.D., Ph.D., Michel Sirodot, M.D., Gilles Hilbert, M.D., Ph.D.,
Christian Bengler, M.D., Jack Richecoeur, M.D., Marc Gainnier, M.D., Ph.D., Frédérique Bayle, M.D.,

Gael Bourdin, M.D., Véronique Leray, M.D., Raphaele Girard, M.D., Loredana Baboi, Ph.D., and Louis Ayzac, M.D,,

for the PROSEVA Study Group*
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Figure 2. Kaplan—Meier Plot of the Probability of Survival from Randomiza-
tion to Day 90.
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Zarantonello F. et al. Prone Position and Lung Ventilation/Perfusion
Matching in Acute Respiratory Failure Due to COVID-19.
American Journal of Respiratory and Critical Care Medicine, 0(ja), pp



Xu et al. Critical Care (20200 24:250
httpsy/doi.org/10.1186/513054-020-02991 -7

Critical Care

RESEARCH LETTER Open Access

Early awake prone position combined with
high-flow nasal oxygen therapy in severe

COVID-19: a case series

Qiancheng Xu'", Tao Wang'', Xuemei Qin'", Yanli Jie?, Lei Zha? and Weihua L' ®
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Fig. 1 a The protocol treatment of severe COVID-19 patients. b The change of Paly/FO; in the first 3 days between onset of HFNC and 4-6h




Figure. Respiratory Parameters In the Individual Patients Before, During, and After Noninvasive Ventllation In the Prone Position
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Sartini C. et al. Respiratory Parameters in Patients With COVID-19
After Using Noninvasive Ventilation in the Prone Position Outside the
Intensive Care Unit.

JAMA. Published online May 15, 2020.



Figure. Individual Partial Pressure of Arterial Oxygen (Pao,) Variation
for Patients Who Sustained Prone Positioning (PP) for at Least 3 Hours
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Elharrar X et al. Use of Prone Positioning in Nonintubated Patients
With COVID-19 and Hypoxemic Acute Respiratory Failure.
JAMA Published online May 15, 2020



ORIGINAL CONTRIBUTION

Early Self-Proning in Awake, Non-intubated
Patients in the Emergency Department:

A Single ED’s Experience During the
COVID-19 Pandemic

Nicholas D. Caputo, MD, MSc' @, Reuben J. Strayer, MD?, and Richard Levitan, MD’

ACADEMIC EMERGENCY MEDICINE 2020;27:375-378.

Methods: This pilot study was carried out in a single urban ED in New York City. We included patients
suspected of having COVID-19 with hypoxia on arrival. A standard pulse oximeter was used to measure SpO..
SpO, measurements were recorded at triage and after 5 minutes of proning. Supplemental oxygenation methods

| included non-rebreather mask (NRB) and nasal cannula] We also characterized post-proning failure rates of
intubation within the first 24 hours of arrival to the ED.

Results: Fifty patients were included. Overall,|the median SpO, at triage was 80% (IQR 69 to 85).| After
application of supplemental oxygen was given to patients on room air it was 84% (IQR 75 to 90). After 5 minutes

| of proning was added SpO- improved to 94% (IQR| 90 to 95). Comparison of the pre- to post-median by the
Wilcoxon Rank-sum test yielded P = 0.001.[ Thirteen patients (24%) failed|to improve or maintain their oxygen
saturations and required endotracheal intubation within 24 hours of arrival to the ED.|




Protocolo de accion

« Sat<92%y FR > 25

* Prono vigil

* Respondedor
* Sat>92%
* FR<25
* Disneano
* Trabajo respiratorio no

* No respondedor
 Sat<92%
* FR>25
* Sino presenta disnea ni aumento de trabajo ventilatorio posible iniciar CNAF
* Sipresenta disnea o aumento de trabajo ventilatorio posible iniciar VMNI

Propuesta Dr. Orlando Diaz, Webinar SERCHILE, 26/05/20



e INtensive care

¥ society
prowd to be the veloe of critical car

CS Guidance for
Prone Positioning
of the Conscious
COVID Patient
2020

TTTTT

30 minutos a 2 horas de prono
completo (cama plana)

30 minutos a 2 horas acostado sobre
el lado derecho (cama plana)

30 minutos a 2 horas sentado (30—
60 grados) ajustando la cabecera de
la cama

30 minutos a 2 horas acostado sobre
el lado izquierdo (cama plana)






Pa0?2
FIO2




Criterios para intubacion en Covid

e Justificados
* Uso persistente de musculatura accesoria
* Respiracion paradojal persistente
* Agitacion o compromiso de conciencia
* Inestabilidad hemodinamica asociada a dificultad respiratoria

* No Justificados
* Por alto requerimiento de FIO2 o relacion PaO2/FIO2 baja
* Por polipnea 25-40/min
e Para permitir traslado seguro
* Por imagen pulmonar que muestre neumonia extensa

Propuesta Dr. Alejandro Bruhn, SOCHIMI/UC



Balances hidricos:

Neutros a negativos
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Manejo metabolico

* HGT ¢/6 hrs, si estabilidad espaciarlos

* Hiperglicemia leve: HGT < 200
* NPH — Insulina accién larga 0.1 U/kg dia

* Hiperglicemia moderada: HGT 201-300
* NPH — Insulina accién larga 0.2-0.3 U/kg dia

* Hiperglicemia severa: HGT > 300
* NPH-Insulina accién larga 0.4-0-5 U/kg dia



Antipireticos
e Paracetamol 1 gr ¢/8 hrs VO

 Medidas fisicas

* Dipirona en caso de persistencia fiebre




Cobertura antimicrobiana empirica

 Ceftriaxona 2 grs dia EV
» Suspender si cultivos y antigeno urinario negativo

* Oseltamivir 75 mg c¢/12 hrs VO

» Suspender si se descarta coinfeccidn



Hydroxychloroquine or chloroquine with or without a
macrolide for treatment of COVID-19: a multinational
registry analysis

Mandeep R Mehra, Sapan § Desai, Frank Ruschitzka, Amit N Patel

2@ ®

Published Online

May 22, 2020

hittps://fdoi.org/ 10,1016/
S0140-6736(20)31180-6
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Figure 2: Independent predictors of in-hospital mortality

Age and BM | are continuous variables. The 95% Cls have not been adjusted for multiple testing and should not be

used to infer definitive effects. ACE=angiotensin-converting enzy me. BMi=body mass index. COPD=chronic
obstructive pulmonary disease. HR=hazard ratic. gS0FA =quick sepsis-related organ failure assessment.
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Coranary artery disease —-— 1-820(1-613-2-076)
Congestive heart failure — 3914 (3-283-4-665)
Arrhythmia - 4119 (3-525-4-812)
Diabetes ——— 0-848 (0.724-0-993)
Hypertension —a 0-941 (0-831-1-065)
Hyperipidaemia - 1.059 (0-038-1-195)
COPD —— 1.585 (1.256-2-001)
Current smoker — 0-950 (0:796-1-133)
Immunosuppressed state —_— 0-815 (0-604-1-101)
ACE inhibitor i 1-044 (0-852-1-779)
Statin —a 0973 (0-797-1-187)
Angiotensin receptor blocker — - 1-043 (0-B31-1-307)
Antiviral — 1.008 (0-298-1.130)
qS0RA <1 | . 1134 (0-984-1-308)
SPO,<04% — 0-849 (0-710-1-016)
Chloroguine alone [ — 3561 (2-760-4-596)
Hydray chlaroquine alone —a— 2369 (1.935-2-90)
Chloroguine and macrofide —. 4011 (3-344-4-812)
Hydray chlaroquine and macrolide 5106 (4-357-5-983)
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Figure 3: Independent predictors of ventricular arrhy thmias during hospitalisation

Age and BMI are continuowsvariables. The 95% Cls have not been adjusted for multiple testing and should not be
wsed to infer definitive effects. ACE=angiotensin-converting enzyme. BM l=body mass index. COPD=chronic
obstructive pulmonary disease. HR=hazard ratio. gSOFA=quick sepsis-related organ failure assessment.

5P =meygen saturation.
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A Trial of Lopinavir-Ritonavir in Adults Hospitalized
with Severe Covid-19

1.0+
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0.84 Lopinavir—ritonavir
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0.34
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0.0 ! ! ! ! ! 1
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Cumulative Improvement Rate

Day

Mo. at Risk
Lopinavir—ritonavir 99 08 a3 78 50 33 26 22
Control 100 100 93 28 &0 39 32 30

Viral Load
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T

Lopinavir—ritonavir

Control

28

Figure 2. Time to Clinical Improvement in the Intention-to-Treat Population.

Figure 3. Mean Change from Baseline in SARS-CoV-2 Viral RNA Load
by qPCR on Throat Swabs.




Antiviral Research 178 (2020) 104787

Contents lists available at ScienceDirect

Antiviral Research

journal homepage: www.elsevier.com/locate/antiviral

The FDA-approved drug ivermectin inhibits the replication of SARS-CoV-2in | W)
vitro S

Leon Caly®, Julian D. Druce?, Mike G. Catton® David A. Jans®, Kylie M. Wagstaff™"

* Victorian Infectious Dissases Reference Laboratory, Royal Melbourne Hospital, At the Peter Doherty Institute for Infection and Immumity, Victoria, 2000, Australia
" Biomedicine Discovery Institute, Monash University, Clayton, Vie, 800, Australia
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Remdesivir for the Treatment of Covid-19
— Preliminary Report

J.H. Beigel, K.M. Tomashek, L.E. Dodd, A.K. Mehta, B.S. Zingman, A.C. Kalil,
E. Hohmann, H.Y. Chu, A. Luetkemeyer, S. Kline, D. Lopez de Castilla,
R.W. Finberg, K. Dierberg, V. Tapson, L. Hsieh, T.F. Patterson, R. Paredes,
D.A. Sweeney, W.R. Short, G. Touloumi, D.C. Lye, N. Ohmagari, M. Oh,
G.M. Ruiz-Palacios, T. Benfield, G. Fitkenheuer, M.G. Kortepeter, R.L. Atmar,
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Remdesivir for 5 or 10 Days in Patients
with Severe Covid-19
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Convalescent plasma or hyperimmune immunoglobulin for people

with COVID-19: a rapid review (Review)

Valk SJ, Piechotta V, Chai KL, Doree C, Monsef |, Wood EM, Lamikanra A, Kimber C, McQuilten Z,
So-Osman C, Estcourt LJ, Skoetz N

Authors' conclusions

We identifiedle orjes - with a total of 32 participants
(range 1to 10). Most studies assessed therisks of theintervention; #eportlng two adverse events (potentially grade 3 ori4), one of which was
a serious adverse event. ]Ne are very uncertain whether convalescent plasma is effective for people admitted to hospital with COVID-19
as studies reported results inconsistently, making it difficult to compare results and to draw conclusions. We identified very low-certainty
evidence on the effectiveness and safety of convalescent plasma therapy for people with COVID-19; all studies were at high risk of bias and
reporting quality was low.

NO K U Qnuoned non-rancomised U1ES eValla lj"l‘i,-IOI-Il U DNValesCert Plasitia Nave peell Compleled Thereare
47 ongoing studies evaluating convalescent plasma, of which 22 are RCTs, and one trial evaluating hyperimmune immunoglobulin. We
will update this review as a living systematic review, based on monthly searches in the above mentioned databases and registries. These
updates are likely to show different results to those reported here.
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Efficacy and safety of corticosteroids in COVID-19
based on evidence for COVID-19, other coronavirus
infections, influenza, community-acquired
pneumonia and acute respiratory distress
syndrome: a systematic review and meta-analysis

Zhikang Ye MPharm, Ying Wang MPharm, Luis Enrique Colunga-Lozano MD MSc, Manya Prasad MD MBES,
Wimonchat Tangamornsuksan PharmD PhD, Bram Rochwerg MD MSc, Liang Yao MSc, Shahrzad Motaghi MSc,
Rachel J. Couban MA MISt, Maryam Ghadimi PharmD BCPS, Malgorzata M. Bala MD PhD, Huda Gomaa MSc,
Fang Fang MD, Yingqi Xiao MN, Gordon H. Guyatt MD MSc

B Cite as: CMAJ 2020. doi: 10.1503/cmaj.200645; early-released May 14, 2020
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Figure 2: Effect of corticostercids on mortality in patients with severe coronavirus disease 2019. Weights are from random-effects analysis. Note: Cl

confidence interval, HR = hazard ratio, IV = inverse variance.
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Figure 3: Effect of corticosteroids on mortality in patients with severe acute respiratory syndrome. Weights are from random-effects analysis. Note: Cl =

confidence interval, HR = hazard ratio, IV = inverse variance.



Early Short Course Corticosteroids in Hospitalized Patients with COVID-19

Raef Fadel, D.O.**, Austin R. Morrison, Pharm.D.**, Amit Vahia, M.D.?, Zachary R. Smith, Pharm.D.?,
Zohra Chaudhry, M.D.?, Pallavi Bhargava, M.D.?, Joseph Miller, M.D.%, Rachel M. Kenney, Pharm.D.2,
George Alangaden, M.D.3, Mayur 5. Ramesh, M.D.?, Henry Ford COVID-19 Management Task Force®

* Raef Fadel and Austin R. Morrison contributed equally to this article.

Ynternal Medicine, Henry Ford Hospital, 2799 West Grand Blvd, Detroit, MI, 48202, USA
*Pharmacy, Henry Ford Hospital, 2799 West Grand Blvd, Detroit, MI, 48202, USA
IInfectious Diseases, Henry Ford Hospital, 2799 West Grand Blvd, Detroit, MI, 48202, USA
*Emergency Medicine, Henry Ford Hospital, 2799 West Grand Blvd, Detroit, MI, 48202, USA

Moderado: Con infiltrados a la Rx, con uso de naricera o CNAF
0.5 -1 mg/kg EV de Metilprednisolona dividido en dos dosis por 3 dias

Grave: Necesidad de VMI
0.5 - 1mg/kg EV de Metilprednisolona dividido en dos dosis de 3 a 7 dias



Table 1ll. Outcomes in the Pre-Corticosteroid and Corticosteroid Protocol Groups

Outcomes Standard of Care Early CP Odds Ratio p-value
(n=81) (n=132) (1)

Primary Outcome

Primary composite outcome — 44 (54.3) 46 (34.9) 045 (026 — 0.005

no. (%) 0.79)

Death —no. (%) 21(26.3) 18 (13.6) 0.45(0.22 - 0.024
0.91)

Respiratory failure 26 (36.6) 26 (21.7) 0.47 {0.25- 0.025

requiring mechanical 0.97)

ventilation — no. {%)*

Escalation from GMU to 31 (44.3) 32 (27.3) 0.47 (0.25— 0.017

ICU —no. (%)* 0.88)

Secondary Outcomes

Overall mechanical ventilation — 36 (24 4) 38(28.8) 0.51 (028 - 0.020

mo. (%) 0.20)

ARDS — no. (%) 31(38.3) 33 (26.6) 0.040
Mild 3(3.7) 1{0.76) 0.125
Moderate B(9.9) 9(6.8) 0.307
Severe 20(24.7) 23(17.4) 0.201

Median duration of mechanical B {4-13) 7(2-9) 0.558

ventilation (IQR) - days

Median time to extubation (IQR) E(4-13) 7(2-9) 0.558

—days

Shock —no. (%) 13(23.5) 17 (12.6) 0.069

Acute kidney injury — no. (%) 42 (51.9) 59 (44.7) 0.310

Median hospital length of stay B (5-14) 5(3-7) <0.001

(IQR) - days

Discharged from hospital — no. 51 (62.2) BB (66.7) 0.584

(%)

Remain hospitalized — no. (%) 9{11.1) 26 (19.7) 0.102

Remain intubated — no. (3%) 7 (8.6) 13(9.8) 0771
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Pulmonary Vascular Endothelialitis,
Thrombosis, and Angiogenesis in Covid-19
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Confirmation of the high cumulative incidence of thrombotic complications
in critically ill ICU patients with COVID-19: An updated analysis

F.A. Klok™*, M.J.H.A. Kruip”, N.J.M. van der Meer®?, M.S. Arbous®, D. Gommers', K.M. Kant®,
F.H.J. Kaptein®, J. van Paassen®, M.A.M. Stals®, M.V. Huisman™', H. Endeman"®"

1.0 -

Analisis de 184 pacientes de UCI
Incidencia de desenlaces compuesto de: TEP, TVP, ACV,

IAM, Isquemia EEIl, embolias arteriales

0.80 4

Todos los pacientes recibieron tromboprofilaxis
Incidencia acumulada de desenlaces compuestos de
49%

87% de eventos fueron TEP .
TACO fue factor protector de eventos trombdticos

0.40 4

Cumulative incidence of venous
and arterial thrombaotic events

o -1 jili] 15 20 25
Follow-up (days at ICL)

Fig. 1. Cumulative incidence of venous and arterial thrombotic complications
during the course of intensive care unit admission of patients with proven
COVID-19 pneumonia.



Original article- Revision

Incidence of venous thromboembolism in hospitalized patients with COVID-19

Saskia Middeldorp?, Michiel Coppens!, Thijs F. van Haaps!, Merijn Foppen!, Alexander P. Vlaar?, Marcella
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Amsterdam UMC, University of Amsterdam, Amsterdam, The Netherlands
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Pulmonary Embolism in COVID-19 Patients:

Awareness of an Increased Prevalence

Running Title: Poissy et al.; COVID-19 and Pulmonary Embolism

Julien Poissy, MD, Pth; Julien Goutay, MDE; Morgan Caplan, MDE;
Erika Parmentier, MDE; Thibault Duburcq, MDE; Fanny Lassalle, PharmD3;
Emmanuelle Jeanpierre, PharmD?; Antoine Rauch, MD, PhD?; Julien Labreuche, BST*;
Sophie Susen, MD, PhD?; and the Lille ICU Haemostasis COVID-19 group



> J Thromb Haemost. 2020 May 27. doi: 10.1111/jth.14929. Online ahead of print.

Scientific and Standardization Committee
Communication: Clinical Guidance on the Diagnosis,
Prevention and Treatment of Venous
Thromboembolism in Hospitalized Patients With

COVID-19

Guidance Statement 1: Diagnosis of VIE in hospitalized COVID-19 patients:
a. Practitioners should use standard-of-care objective testing (i.e., CTPA, V/Q scan, MRI
venography, Doppler ultrasonography) to diagnose VITE based on clinical index of suspicion.
A pragmatic approach (i.e., point-of-care bedside ultrasonography or echocardiography) can
also be combined with standard-of-care objective testing (50% of respondents).
b. Routine screening for VIE using bedside Doppler ultrasonography of the lower extremities or

based on elevated D-dimer levels is not recommended.



()IMPROVE e nical

Risk Models

International Medical Prevention
Registry on Venous Thromboembolism

VIE Risk Factors Bleeding Risk Factors

! Previous VTE | Gastro-duodenal ulcer

! Thrombophilia ! Bleeding prior 3 months

« Lower limb paralysis ! Admission platelets < 50 x 109
| Current cancer I Hepatic failure

! Immobilization = 7 days ICU/CCU stay

ICU/CCY stay CVY catheter

| Age > 60 years ) Rheumatic diseases

! Current cancer

Sex Female v

Age (<40 v years
GFR|=60 v |mL/min/m?2

Probability of Symptomatic VTE Probability of Bleeding

1.7% " 3.5%  imporsant 7. 3%

Calculator | Instructions | IMPROVE Info | References | Disclaimer

Padua Prediction Score for Rlsk of VTE ==

Determines anticoagulation need in hospitalized patients by risk of VTE

When to Use v Pearls/Pitfalls v

Active cancer

Previous VTE

Excluding superficial vein thrombosis

Reduced mobility

Already known thrombophilic condition

0 points

Why Use v
Yes +3
Yes +3
Yes +3
Yes +3

Pharmacologic prophylaxis is NOT indicated. Consider using mechanical prophylaxis.

Copy Results @

Next Steps 9»




Guidance Statement 2: VTE prophylaxis in non-ICU hospitalized COVID-19 patients:

a)

b)

A universal strategy of routine thromboprophylaxis with standard-dose UFH or LMWH
should be used after carefiil assessment of bleed risk, with LMWH as the preferred agent.
Intermediate-dose LMWH may also be considered (30% of respondents).

VTE prophylaxis recommendations should be modified based on extremes of body weight,
severe thrombocytopenia (i.e. platelet counts of 50,000 x 10° per liter or 25,000 x 10° per liter)

or deteriorating renal function.



Conclusiones

* Manejo protocolizado
* Feedback de protocolos, informacion va cambiando dia a dia
e Evaluacion de mecanica ventilatoria, no guiarse solo por PaFi

* Solicitar apoyo de especialistas en caso de ser necesario
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