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CASE DEFINITION : 



Clinical syndromes associated with COVID - 19 

infection 

 Uncomplicated illness  - non-specific symptoms such as   

  Fever 

  Cough 

  Sore throat  

  Nasal congestion 

  Malaise 

  Headache 

  Myalgia.   

 Mild pneumonia (adults)- 

  Evidence of pneumonia 

  No signs of severity 

 

 



Clinical syndromes associated with COVID - 19 

infection 

Mild pneumonia (child)- 

  No severe pneumonia 

  Cough / difficulty in breathing  
(fast breathing-in breaths /min.) 

< 2 months > 60 

2 – 11 months > 50 

1 – 5 years > 40 

 

 



Clinical syndromes associated with COVID - 19 

infection 

Severe pneumonia (adult)- 

   Fever / suspected respiratory infection 

   plus one of the following 
 Respiratory rate (>30 breath/min.) 

 Severe respiratory distress 

 SpO2 <90% in room air. 

 



Clinical syndromes associated with COVID - 19 

infection 

Severe pneumonia (child)- 

 Cough / difficulty in breathing plus atleast one of the following 

 Central cyanosis / SpO2 <90% 

 Severe respiratory distress (exp. Grunting, chest indrawing 

Signs of pneumonia with any of the following danger signs. 
 Inability to breast feed or drink 

 Lethargy / Un-consciousness 

 Convulsions  

Cough / difficulty in breathing (fast breathing-in breaths /min.) 

< 2 months > 60 

 2-11months  > 50 

1 – 5 years > 40 

 

 

 

 

 

 



Clinical syndromes associated with COVID - 19 infection 

Acute Respiratory Distress Syndrome- 

     





HRCT Thorax 



Organ Dysfunction Laboratory findings 

 Mental Status  Coagulopathy 

 Fast breathing  Thrombocytopenia 

 Decrease SpO2  Acidosis 

 Decrease Urine Output  Increase Lactate 

 Increased Heart Rate  Increase Bilirubin 

 Weak pulse  

Decreased BP  

 Skin mottling 

Clinical syndromes associated with COVID - 19 

infection 

 SEPSIS (Adult) :-  life-threatening organ dysfunction   

     to suspected or proven infection    

 

 



Clinical syndromes associated with COVID - 19 

infection 

 SEPSIS (Child) :-   

    Suspected or proven infection   

     >  2 SIRS Criteria   

    or which one must be abnormal  

    temperature or white blood cell count. 

 



SIRS (Systemic Inflammatory 

Response Syndrome) 
Two or more of: 

Temperature >38°C or <36°C 

Heart rate >90/min 

Respiratory rate >20/min or PaCO2 <32 mm Hg 

(4.3 kPa) 

White blood cell count >12 000/mm3 or 

<4000/mm3 or >10% immature bands 



Clinical syndromes associated with COVID - 19 

infection 

 Septic shock (Adult) :-   

 persisting hypotension despite volume resuscitation,  

 Requiring vasopressors to maintain MAP ≥65 mmHg   

 Serum lactate level < 2 mmol/L   

 



Clinical syndromes associated with COVID - 19 

infection 

Septic shock (Child) :-   

 Hypotension (SBP <5th centile or >2 SD below normal for  age) or 2- 3 of the 

following:  

 Altered mental state 

 Bradycardia or tachycardia (HR <90 bpm or >160 bpm in infants and HR 

<70 bpm or >150 bpmin children); or capillary refill (>2 sec)/ warm 

vasodilation with bounding pulses;  

 Tachypnea;  

 Mottled skin or petechial or purpuric rash;  

 Increased lactate;  

 Oliguria;  

 Hyperthermia  or hypothermia   





Contact precautions 

 Use PPE (medical mask, eye protection, gloves and gown) when entering 

room and remove PPE when leaving 

 Use either disposable or dedicated equipment (e.g. stethoscopes, blood 

pressure cuffs and thermometers). Instruments should  be disinfected using 

70% alcohol swabs or hypochlorite solutions before and after each use , if 

these instruments need to be shared. 

 Avoid contaminating environmental surfaces that are not directly related 

to patient care (e.g. door handles and light switches). Ensure adequate 

room ventilation. Avoid movement of patients or transport. Perform hand 

hygiene 



Management 

 Immediate implementation of IPC measures 

 Early supportive therapy & monitoring 

 Collection of specimens for Laboratory Diagnosis 

 Management of septic shock 

 Management of Respiratory Failure & ARDS 

 Prevention of complications 

 











Management of Septic shock 

 Recognize septic shock in adults when infection is 

suspected or confirmed AND vasopressors are needed to 

maintain mean arterial pressure (MAP) ≥65 mmHg AND 

lactate is < 2 mmol/L, in absence of hypovolemia. 

 Fluid resuscitation : Adult : 30ml /kg. 

 Isotonic crystalloids (NS / RL) <3hrs. 

 Don’t use hypotonic crystalloids (Hydroxy ethyl starch) 

 Avoid volume overload 

 Administer central venous catheter & measure central 

venous pressure 



Management of  

Septic shock 

1. Measure lactate level 

2. Obtain blood cultures before 

administering Antibiotics. 

3. Administer broad-spectrum 

antibiotics. 

4. Begin rapid administration of 

30ml/kg crystalloid for hypotension 

or lactate >4 mmol/L. 

5. Apply vasopressors if hypotensive 

during or after fluid resuscitation to 

maintain a mean arterial presure > 

65mm Hg. 



Management of Septic shock 

 Judicious use of norepinephrine, epinephrine, 

vasopressin, dopamine. 

 Reserved dopamine for selected patients with low risk of 

tachyarrhythmia or bradycardia. 

 Monitor : MAP, Urine output >0.5ml/ kg. per hour. 

    Skin mottling , consciousness, lactate. 

 



Management of Septic shock 

 Other therapeutic measures : to decrease the body’s 

inflammatory response, glucocorticoids can be used for a 

short period of time (3 to 5 days)  

 dose should not exceed the equivalent of 

methylprednisolone 1 – 2mg/kg/day  

 larger dose of glucocorticoid will delay the removal of 

coronavirus due to immunosuppressive effects  





Early Supportive Therapy and Monitoring 

 Supplemental oxygen therapy :- 

 Candidate : SARI with respiratory distress 

 Hypoxemia 

 Shock 

 Method  : 5ml / min., oxygen mask 

 Target SpO2 : > 90%   non-pregnant adult 

    > 90-95%  pregnant adult 

    > 94%  children 

 

Keep ready pulse oximeter, functioning oxygen system, nasal cannula, 

simple face mask, mask with reservoir. 



Early Supportive Therapy and Monitoring 

ANTIMICROBIALS 

 Empiric administration covering like pathogens 

 In sepsis introduce in first hour 

 Consider CAP, HCAP, Sepsis 

 Local epidemiology, susceptibility data 

 Can cover Neuraminidase inhibitor for influenza 

CONSERVATIVE FLUID MANAGEMENT IF NO SHOCK 
 



 Understand the patient’s co-morbid condition(s) to tailor the management of critical illness and 

appreciate the prognosis 

 During intensive care management of SARI, determine which chronic therapies should be 

continued and which therapies should be stopped temporarily  

 Communicate early with patient and family. 

 If possible families to be communicated using web based plat forms like zoom or watsapp video 

calls inorder to restrict their movement to hospital. 

 Communicate proactively with patients and families and provide emotional support and 

prognostic information 

 Understand the patient’s values and preferences regarding life-sustaining interventions 

Early supportive therapy and 

monitoring 



Collection of specimens for 

laboratory diagnosis 
 Collect blood cultures for bacteria that cause pneumonia and sepsis, ideally 

before antimicrobial therapy.  

 DO NOT delay antimicrobial therapy to collect blood cultures 

 Collect specimens from BOTH the upper respiratorytract (URT; 

nasopharyngeal and oropharyngeal) AND lower respiratory tract (LRT; 

expectorated sputum, endotracheal aspirate, or bronchoalveolar lavage) for 

nCoV testing by RT-PCR 

 Clinicians may elect to collect only LRT samples when these are readily 

available (for example, in mechanically ventilated patients) 

 



Management of hypoxemic respiratory failure & ARDS 

 Standard oxygen therapy (flow rates of 10-15ltr / min.) 

 FiO2 (0.60 to 0.95)  

 High-flow nasal catheter oxygenation 

 Non-invasive ventilation (BI-PAP) 

 Low risk of air borne transmission 

 Close monitoring 



Management of hypoxemic respiratory failure & ARDS 

Non-invasive ventilation (BI-PAP) :- 

 Beneficial in cardiogenic pulmonary edema 

 Pandemic viral illness 

 Improves alveolar ventilation 

 Recruits alveoli & increases FRC to reverse hypoxia 

 Reduces work of breathing 

 

NIV should not be used in; 

 hemodynamic instability, 

 multi-organ failure 

 abnormal mental status 

Patients with NIV should be monitor closely as they are prone to desaturate early 

& endotracheal intubation should always be kept in mind and should not be 

unduely delyed. 



 

 Recent publications suggest that newer HFNO and NIV 

systems with good interface fitting do not create 

widespread dispersion of exhaled air and therefore 

should be associated with low risk of airborne 

transmission.  

 

Management of hypoxemic respiratory failure 
and ARDS 











Management of hypoxemic respiratory failure & ARDS 

Endotracheal intubation :- 

Indication  : Patients with ARDS 

    Young children 

    Obese 

    Pregnancy 

    Geriatric age group 

 

  Pre-oxygenate with 100% FiO2 for 5 mins. with the help of face mask 

with reservoir bag , bag-valve mask, HFNO, or NIV  

  Rapid sequence intubation is appropriate after an airway assessment 

that identifies no signs of difficult intubation  







Management of hypoxemic respiratory failure & ARDS 

Rapid sequence intubation :- 



Management of hypoxemic respiratory failure & ARDS 

Ventilation strategy in ARDS :- 





















Prevention of complications 

 These interventions are based on Surviving Sepsis or 

other guidelines  

Anticipated outcome : Interventions 

Reduce days of invasive 

mechanical ventilation 

  

Weaning protocols 

 Minimise continuous or intermittent sedation 

Reduce incidence of 

ventilator associated 

pneumonia  

Oral intubation is preferable to nasal intubation  

Semi-recumbent position (head of bed elevation 30-

45o) 

 New ventilator circuit for each patient 

Change heat moisture exchanger every 5-7days. 



Prevention of complications 

 These interventions are based on Surviving Sepsis or 

other guidelines  

Anticipated outcome : Interventions 

Reduce incidence of 

venous thromboembolism

  

Use pharmacological prophylaxis (low molecular-

weight heparin 

 mechanical prophylaxis (intermittent pneumatic 

compression devices)  

Reduce incidence of 

catheter related 

bloodstream  

infection  

daily reminder to remove catheter if no longer 

needed  

 



Prevention of complications 

 These interventions are based on Surviving Sepsis or 

other guidelines  

Anticipated outcome : Interventions 

Reduce incidence  

of pressure 

Turn patient every two hours 
 

Reduce incidence of stress 

ulcers and gastrointestinal 

bleeding 

 

early enteral nutrition (within 24–48 hours of 

admission)  
 

 Administer histamine-2 receptor blockers or 

proton-pump inhibitors 

Reduce incidence of ICU 

related weakness 

Actively mobilize the patient early in the 

course of illnes 







THANK YOU 


