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Purpose To provide guidance on the clinical evaluat
confirmed hospitalized COVTD-19 patients.

ion and management of suspected and

Sco NYC Health and ls

Clinical

Evaluation and
Management

Regarding the most updated COVTD-19 Clinical Guidance

Regarding ADM|SS|ON TESTTNG and DTAGNOSTTCS
lnitial testing for all suspected covlD-19 patients to be admitted should
include cBc, BMp, LFTs, EKG, and portable cXR. Also consider checking for
influenza virus depending on season. Daily inpatient inflammatory
markers and daily troponin/EKG are unnecessary unless change in clinical
condition or critically-ill.
o Routine inpatient testing (Up To Datel
Blood/sputum cultures are unnecessary unress patient has risk for
MRSA/Pseudomonas or is classified as severe CAp.
o Diaenosis & Txt of Adults with CAp (|DSA/ATSI
Avoid CT imaging for the diagnosis of COVTD_19.
. crlXR for surp".t"d covrD-19 (Ar"r. coll"e" of R"dioloev)

ViralGenotvping
Viralgenotyping is being performed at the community rever at the
Pandemic Response Lab (pRL). Batches are being sent from inpatients at
rotating facilities to help inform community prevalence of different
genotypes. However, results for individual distinct patients are not
available at this time.



I

I
I

Clinical Evaluation and Management of Suspected & Confirmed
COVID-19 Patients HEALTH+

HOSPITALSDOC ID

#HHCMPA292O2O v2

Effective Datez t0l t8l2L Page 2 of 8

Regarding THERAPEUTICS

NIH summarv Recommendations for Hospitalized coVlD-19 patients

Figure 2. Therapeutic Management of Hospitalized Adults With COVID-19
Based on Disease Severity

DISEASE SEyERITY PANETS REC0MMEIDATI0ilS

B{tlng ol Rcommerdatona: A = Stronq; B = Modsato; C = Oplimal
moro randomized fiab wilhout maior limitatitrs:Fallng of Evidence: Ore or lla Othsr randomizad lrials or subgrcup

analyss ot randomlz€d tdals; ilb Nonrandomized trials of obs€rvational cohort studks; ill Export opinion

" Pailents who are receiving.dexamelhason€ or another corticGtsoid {or olh6r indications should contlnuo therapy tor th€ir
underving mditions as dirct€d by thsir health cap prcvid€r.

b Th€dose fd Emdosivh is 200 mg lV for one dose, followed by randesivir 1OO mg lV once daily for 4 days or until hGpitat
dlsctarg€ (unls lhe patient is in a health cars setting lhat cm provide aate c*i thai is simllar to inpaiient hospital dare),
Tr€atnHt duration may be dtsnded to up to 10 days if lhere is no substmtial clinical improvemmt by Day S.

' Folqll!9nie who aF @siving remdssivirbut prcgr6s to Fquiring oxyg€n through a hl'h-fow device, noninvasive ventilation, lM{
or ECMO, remd€sivir should be conlinu€d until ths tretm€nt mre is;ompleted.

d The dee for d€xamths$rn is 6 mg lV or PO ffcs daily tff 1 0 days s until hospital di$hargo. It dexamelhasna is not available,
€quivalent doss ot oths corticostmids ie.g., pFdnison€, methylprednisolone, hydrmortisore) may be used, See lhe
Corticoslsrcids s€ction lor mm infqmation.

" For sxffiple, within 3 days ol hospilat admission. Sea lhe lnlerl€ukin-o lnhibitss slion tor mors information.I As there se no studis that dir€ctly cmpae using baricitinib and locilizumab s lreatment8 is COVID-lg, the pansl has
insufficient ovidonca lo rocommond one drug ov6r th6 other. TFatlMt decisions $tould be bas€d on locai guidmce, drug
availabillty, and patient eomorbljitles.

t Tho dc€ br ba.lcitinib is 4 mg PO onc6 daily d 'l 4 days q unlil hospital discharga (ref* to Tabla 4c lor dce modifications for
pati€nts with r€nal impaimont). Earicltinib should be used ln cmbination with sto-roids {with or without remdesivir}. The
combination of.baricitinib plus tociliamab has mt b€€n studied, and the panel Fcommonds agalnst lhe us of fris oombination,
except in a clinical trial (Alll).

h Ths-dose for l,ocilizum€b.is.8 mg/kg ol actual body weight (up lo 800 mg) admhisteGd as a single lV dose. Ths corbination ol
tocilirumab ptus badcitinib hs mt b€€n studisl, and the us of his cmbination should b€ au;id€d orbide of a cliniml trial. See the
lnterl€ukh'6 lnhibitors setim laf rlolq informatlrn,I The combination of dexamolhaeone plus rcmdesivlr may be @ns'xjered lor patienb who have r€ffitly been intubated (Cllll. ths
Pael recommende aoalnst lha uss of l€mdssivir monotherapy in ths palients

KeS EgM,O = Bxtacorpofeal m€mbrane oxygtratitr; ICU = i6tsn51y6 66r€ unil; IMV * lnvasiv€ m€chanlcal vsntilatimi lV = 1n11su"-
nous; lh€ Pansl = th6 COVID-lg Treatment cuidslines Panel; PO = orally

The Panel rocommends agalnst the us€ of dexdmotha8one (Alla) or
other corticoetorolds (All0."

Thsrs ls insufticient evldonco to recommend olther for or against tho
routine us€ of remdesivir. For pationls who aro at high risk of disease
progrossion, the us6 ol remdesivir may be appropriate.

Uss one of lhe following oplions:
. RemdesivllnF (e,9., for pationts who r€quirs minimal supplemgntal

oxygon) (8llal
. Doxamelhaaoned plqs r6mde6ivil6'" (o.g., for patients who require

increasing amounts of supplem€ntal oxygen) (Blll|
o Dexamethegoned (whon combination lherapy with r€mdesivir

cannot b€ used or:s not available) (80

Use ona of tho following options:
o Dexamathasoned (All
. Doxamothasoned plus remdesfulrh" (Bllll

For palienls who were recently hospitalized" wilh rapidly incrsaBing
oxygen neods and systemic inflammalion:
o Add either baricitinibrs (8tlal or tocilizumabri (Bllal to ons of the

two opllons abovo

Hospitali:e.l :lnd Requires
Oxy!]en Delivery Through a
Hiqh-Flow Device or
Noninvasrvc Ventilation

For mogt patients:
. D6xamsthasonear(Al)

For pationls who are within 24 hourg of admission to the ICU:
. Doxamethaaono4r plus tocilirumaUr (Bllaf

Hospitalizerj and Requires IMV
or ECMO
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Regarding GLUCOCORTICOI DS

It is recommended to give dexamethasone to all hospitalized coVlD-19
patients requiring any level of supplemental oxygen, including NC, HFNC,
NIPPV, and invasive mechanical ventilation. lt is not recommended to give
dexamethasone to covlD-19 patients (hospitalized or otherwise) who do
not require supplemental oxygen. lf dexamethasone is unavailable, it is
reasonable to use other glucocorticoids at an equivalent dose.
o Dexamethasone 6mg lV or pO qday x 10 days
o SUMMARY/RECOMMENDATTONS(tDSAI
. SUMMARY/RECOMMENDATIONS (NIHI
o Dexamethasone for COVTD-l9 (Up to Date)

Regarding ANTIVIRALS and EMERGING THERAPTES

Remdesivir
A recent Cochrane review found remdesivir had little or no impact on all-
cause mortality up to 28 days in hospitalized patients. There is

contradictory evidence regarding if remdesivir reduces time to clinical
improvement. The IDSA and NIH recommend the use of remdesivir in
hospitalized patients with severe COVID-19 (SpO2<94%, or requiring
supplemental 02 or ventilation). Greater clinical benefit may be found in
those requiring supplemental 02 than in those requiring mechanical
ventilation. There has not been demonstrated benefit or harm to giving to
patients not requiring supplemental 02 or with SpO2>94%.
r Remdesivir 200mg Day 1_, 100mg Days 2-5
o SUMMARY/RECOMMENDATTONS (tDSAI
o SUMMARY/RECOMMENDATTONS(NtHl
. SUMMARY/RECOMMENDATIONS(WHO)
o Remdesivir (IDSA/CDC RTL Networkl

l[-6lnhibitors
Tocilizumab is conditionally recommended for recently hospitalized
patients with severe or critical COVID-19 who experience a rapid
respiratory decline and now require HFNc, NlV, or mechanical ventilation
Any administration should be paired in combination with systemic
glucocorticoids.
o SUMMARY/RECOMMENDATIONS(tDSAI
. SUMMARY/RECOMMENDATIONS {NIH}
o SUMMARY/RECOMMENDATIONS(WHO)
. lL-6lnhibitors (IDSA/CDC RTL Networkl
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Kinase lnhibitors
It is reasonable to administer Baricitinib to hospitalized patients with
severe covlD-19 if they do not require invasive mechanicalventilation or
cannot receive systemic glucocorticoids.
o Baricitinib 4mg IV qday for 74 days or until discharge
o SUMMARY/RECOMMENDATIONS(IDSA)
. SUMMARY/RECOMMENDATIONS (NIHI
o Kinase lnhibitors (|DSA/CDC RTL Networkl

Monoclonal Antibodv (mAbl Treatment
It is reasonable to administer mAb treatment to hospitalized patients with
mild-moderate coVlD-1-9 if they are hospitalized for a reason other than
covlD-19 and meet the EUA high-risk criteria. Evidence does not support
the routine administration to patients hospitalized due to coVtD-19 and
this treatment should otherwise be limited to the outpatient setting.
o SUMMARY/RECOMMENDATTONS(IDSA)
r SUMMARY/RECOMMENDATIONS (NtHl
o MonoclonalAb Treatment (IDSA/CDC RTL Network)

lvermectin
There is conflicting evidence regarding the routine administration of
ivermectin to hospitalized patients with COVID-19. Both the IDSA and
wHo do not support giving ivermectin outside of clinical trials, while the
NIH states that there is insufficient evidence to recommend for or against
the use of ivermectin in the treatment of hospitalized patients with coVtD-
19. Any administration should be done in consultation with lD.
. SUMMARY/RECOMMENDATIONS(IDSAI
. SUMMARY/RECOMMENDATIONS(NIH)
r SUMMARY/RECOMMENDATIONS{WHOI

Lopinavir-Ritonavir
Evidence does not support the routine administration of lopinavir-ritonavir
(Kaletra) to hospitalized patients with COVTD-19.
o SUMMARY/RECOMMENDATTONS(WHOI
. SUMMARY/RECOMMENDATIONS (NIH)

Convalescent Plasma

Evidence does not support the routine administration of convalescent
plasma to hospitalized patients with coVlD-19 outside of a clinical trial.
The FDA has granted EUA use in hospitalized patients. usual consent for
blood products is required and lD should be consulted for additional
recommendations.
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a Convalescent Plasma (IDSA/CDC RTL Networkl

Hvdroxvchloroquine
Evidence does not support the routine use of hydroxychloroquine to
hospitalized patients with coVtD-19. The FDA has withdrawn EUA status.
ln addition, co-administration with remdesivir may result in reduced
antiviral activity of remdesivir.
Use may be considered in specific patients, in consultation with lD, or as
part of a clinical trial if available.
The addition of azithromycin to hydroxychloroquine may increase toxicity,
and is also not recommended.
o Hvdroxvchloroquine (tDSA/CDC RTL Network)

Regarding ANTIBIOTICS

It is reasonable to empirically treat critically-ill suspected covtD-19
patients for CAP. Consider holding or de-escalating abx in patients without
leukocytosis, focal infiltrates or procalcitonin >2 (if available).
r combination therapy: (ceftriaxone 1-2gqday oR Ampicillin/sulbactam

1.5-3g q6h)AND (Azithromycin 500m9 qday OR Doxycyctine 100mg
bid)

r Monotherapy: Levofloxacin 750mg qday
. Empiric Treatment in COVID-19 patients (Up To Date)
r Diaenosis & Txt of Adults with CAp (|DSA/ATSI

Consider broadening coverage to include treatment for hospital-associated
i nfections in patients with M RSA/pse udomo nas risks and / or,,severe,,
pneumonia
o Vancomycin L5mg/kg q12h AND (Cefepime 29 q8h OR

Piperacillin/tazobactam  .5g q6h OR Ceftazidime2g q8h)
consider limiting course if appropriate blood and sputum cultures
unrevealing and no improvement
o Diaenosis & Txt of Adults with CAp (|DSA/ATS)

Regarding ANTICOAGU IATION
It is reasonable to treat all suspected and confirmed hospitalized COVID-
L9 patients with VTE prophylaxis per standard of care for other
hospitalized adults. lf there is high clinical suspicion for VTE, it is
reasonable to empirically treat this condition until the diagnosis can be
ruled out, after a risk/benefit analysis. Empiric therapeutic
anticoagulation in the absence of suspected or confirmed WE is
controversial. There is conflicting evidence on which patient population is

likely to benefit, and complications appear more common in critically ill
ents. lf this treatment is em , it is likel of most benefit amon
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hospitalized patients, early in the course of disease, with high
inflammatory markers.
o Enoxaparin is recommended unless contraindicated, as it has been

shown to reduce risk of VTE in COVTD-1.9 and may have anti-
inflammatory properties
SU /RECOMMENDATION s (NrH)

Thrombosis Guidelines (tDSA/CDC RTL Networkl
Full-dose anticoagulation (Up To Datel

a

a

a

Regarding CRITICAt CARE

o SUMMARY/RECOMMENDATTONS (NtH)
. SUMMARY/RECOMMENDATTONS(SCCMI
r SUMMARY/RECOMMENDATTONS (Up to Datel
O SUMMARY/RECOMMENDATIONS (WHO)

Respiratorv Support in Non-intubated patients
High flow nasalcannula (HFNC) is recommended over Nlppv in patients
with persistent hypoxia despite conventional 02 therapy. tf HFNC is not
available and there are no indications for endotracheal intubation, NlppV
is reasonable.
consider a trial of awake proning in patients with persistent hypoxemia
not requiring endotracheal intubation, but not as a rescue therapy to
prevent endotracheal intubation. However, if patients remain dyspneic on
HFNc, endotracheal intubation and invasive mechanical ventilation is

indicated.
r Oxvsenation and Ventilation (NlHl
o Non-intubated patients (Up To Date)

lntubation and Ventilator Management
COVID-19 patients with persistent hypoxemia or dyspnea refractory to
HFNC and NIPPV should be considered for endotracheal intubation and
invasive mechanical ventilation. lntubation should occur in an airborne
isolation room with negative pressure if possible. The minimal number of
staff should be present and they should be donned in N95s, gowns, gloves,
and eye protection at a minimum. Consider pApRs and CApRs for the
airway team if available. Avoid "intubation boxes" as these have been
shown to increase delays in intubation and create breaches in ppE.

Preoxygenate patients with low flow 02 (10-15lpm) via NRB or NC and
avoid BVM if possible. During intubation, use high dose NMBA
(rocuronium l-.5mg/kg or succinylcholine 2mg/kg lV) to reduce coughing.
lntubation should be performed by the most experienced provider using
video la if available. lf a rescue device is needed ,usea
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supraglottic device with HEPA filter attached to bag ventilation. Once
successful intubation is confirmed, all providers should immediately doff
their PPE.

r Timing/Precautions (Up To Datel
o lntubation nes (Up To Datel
lnitial ventilator settings post-intubation should be based on underlying
pathology and pt-specific characteristics, but ARDS should be considered
in many COVID-19 patients. ln these cases, use lung protective settings
with an emphasis on low tidal volume ventilation targeting 6ml/kg pBW

with PEEP based on ARDSnet data.
r Ventilator Management of ARDS {Up To Date)

lndications for ECMO

Respiratory (Venous-venous) ECMo should be considered in patients with
severe hypoxemia or refractory hypercarbia who do not respond to
conventional ARDs management. Patients should be discussed with the
EcMo referral center (Bellevue Hospital MlcU Attending) for candidacy.
lnitial screening criteria for W-ECMO are:

r PaO2:FiO2 < 150
o lntubation < L0 days
. or refractory hypercarbia.

There are few absolute contraindications, including age >g0, significant
acute organ failure other than cardiopulmonary or renal, active
malignancy, or unknown neurological status.
lf the patient is deemed a potential candidate for ECMO, the patients
should be at the EcMo center for further management. lnitial ventilatory
settings after initiation of ECMO should include full lung rest.

Regarding PEDIATRICS

There is insufficient evidence regarding specific treatment in hospitalized
pediatric COVID-1"9 patients, therefore panel recommendations have been
drawn from adult safety data

Remdesivir is recom mended bv the NIH for
-hospitalized children over L2 years old with risk factors for severe disease
and increasing need for supplemental oxygen
-hospitalized children over L6 years old with an increasing need for
supplemental oxygen, regardless of risk factors.

Dexamethasone is recommended bv the NIH for:
-hospitalized children who require HFNC, NlV, invasive mechanical
ventilatio or ECMO.
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Pediatric Considerations (NtH)

M in Children {U To Datel
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