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1. Do	not	perform	tracheal	intubation	based	solely	on	oxygen	
requirement,	consider	trajectory	of	deterioration	and	candidacy	for	a	
trial	of	High	Flow	Nasal	Cannula	(HFNC),	Non-Invasive	Ventilation	(NIV),	
and	proning.	

	
In	the	beginning	of	the	coronavirus-2019	(COVID-19)	pandemic,	it	was	
recommended	to	avoid	HFNC	and	NIV	due	to	concerns	over	risk	of	exposure	
from	aerosolization	and	to	not	delay	intubation.	With	growing	evidence,	the	
use	of	airborne	precautions	and	a	negative	pressure	room	for	patients	on	for	
HFNC	and	NIV	is	considered	safe.	Additionally,	there	is	evidence	to	suggest	
similar	aerosolization	rates	of	HFNC	compared	to	nasal	cannula.		
	
We	now	understand	that	those	patients	with	COVID-19	who	end	up	requiring	
intubation	have	high	rates	of	mortality.	HFNC	has	been	shown	in	past	studies	
to	improve	90-day	mortality	in	hypoxemic	respiratory	failure	when	
compared	to	NIV	and	standard	oxygen	therapy.	Additionally,	there	is	
evidence	to	suggest	improved	survival	for	patients	with	COVID-19	using	
HFNC	compared	to	invasive	or	non-invasive	ventilation.	One	study	showed	
approximately	30%	of	patients	were	able	to	avoid	invasive	mechanical	
ventilation	after	trial	of	HFNC.	NIV	is	preferred	for	patients	with	a	history	of	
COPD	or	pulmonary	edema.	Awake	prone	positioning	involves	a	patient	
laying	on	their	side	or	abdomen	in	an	effort	to	improve	atelectasis	at	the	base	
of	the	lungs.	Although	data	is	limited,	there	is	some	evidence	of	suggest	
improved	oxygenation	and	delay	in	intubation	using	awake	proning.		
	
The	decision	to	intubate	a	patient	is	a	complex	one.		Delay	of	intubation	has	
been	associated	with	increased	mortality	in	ARDS,	however,	there	is	also	
evidence	that	intubation	can	be	avoided	all	together	with	the	use	of	non-
invasive	measures.		
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2. Do	not	routinely	place	central	lines	as	an	alternative	to	peripheral	

venous	access.	If	a	central	line	is	required	avoid	the	femoral	site	when	
possible,	maintain	sterility	for	the	duration	of	the	line,	and	remove	
when	no	longer	indicated.	

	
Femoral	line	insertion	site	has	been	associated	with	more	infectious	
complications,	catheter	colonization	and	thrombotic	complications	when	
compared	to	internal	jugular	and	subclavian	central	line	insertions.		

	
The	COVID-19	pandemic	brought	unique	challenges	to	the	maintenance	of	
central	lines	and	prevention	of	central	line	associated	blood	stream	
infections	(CLABSI).	Although	we	cannot	accurately	quantify	the	increase	in	
CLABSI,	as	CMS	waived	reporting	until	June	2020,	we	can	hypothesize	a	
widespread	increase	in	line	infections.	Common	practices	included	IV	poles	
outside	of	patient	rooms,	which	may	have	left	tubing	on	the	floor	and	
required	multiple	connections.	Proning	of	patients	leads	to	difficulty	
evaluating	lines	and	judging	the	integrity	of	dressings.	Moreover,	central	
lines	days	largely	increased	due	to	the	severity	of	illness	of	patients	with	
coronavirus.	Despite	these	challenges,	it	is	important	to	adhere	to	best	
practices	and	CLABSI	bundles.		
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3. Do	not	order	routine	daily	laboratory	testing	in	the	face	of	clinical	and	
lab	stability.	Do	not	obtain	nonurgent	labs	in	separate	blood	draws	if	
they	can	be	batched	together.		

	
A	similar	recommendation	was	originally	made	by	the	Society	of	Hospital	
Medicine	Choosing	Wisely	campaign	in	2013.	This	recommendation	was	on	
the	basis	of	increase	in	hospital-acquired	anemia	from	frequent	blood	draws	
and	pain,	discomfort	for	patients.	Additionally,	unnecessary	blood	draws	
disrupts	patient	sleep	and	may	lead	to	additional	treatments.		
	
Now	with	the	COVID-19	pandemic,	an	additional	risk	must	be	considered:	
that	of	health-care	workers	(HCWs)	exposure.	Nurses,	phlebotomists	and	
other	clinicians	that	perform	blood	work	risk	another	exposure	every	time	a	
blood	test	is	ordered.	The	risk	extends	to	those	in	the	laboratory	who	process	
the	bloodwork.		
	
In	addition	to	decreasing	the	number	of	labs	ordered,	focus	must	be	placed	
on	reducing	the	number	of	blood-draws	in	total.	It	is	our	recommendation	to	
batch	nonurgent	labs	together	to	effectively	reduce	unnecessary	blood-draws	
and	exposure.	This	practice	benefits	patients	by	reducing	discomfort	and	
pain	of	multiple	blood-draws,	but	also	benefits	HCWs	as	well.		
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4. Do	not	order	routine	daily	chest	x-rays	in	patients	with	COVID-19.			
	
In	2013,	the	American	College	of	Radiology	Appropriateness	Criteria	
recommended	against	routine,	daily	chest	x-rays	in	patients	in	the	intensive	
care	unit,	unless	if	clinical	worsening.	Since	that	time,	several	studies	have	
focused	on	decreasing	the	routine	ordering	of	chest	x-rays,	without	an	
increase	in	adverse	events.	
	
Chest	x-ray	for	diagnosis	of	coronavirus	has	been	shown	to	have	a	sensitivity	
and	specificity	of	56%	and	60%,	respectively.		The	degree	of	abnormality	of	a	
chest	x-ray	has	correlated	with	severity	of	disease,	including	lower	oxygen	
saturation	and	higher	inflammatory	markers.	Thus,	a	repeat	chest	x-ray	can	
be	ordered	with	clinical	deterioration,	but	is	not	necessary	every	day.		
	
The	additional	consideration	of	exposure	to	HCWs	must	be	taken	into	
account	for	this	recommendation.	Daily	chest	x-rays	lead	to	unnecessary	
exposure	of	x-ray	technicians,	and	additional	radiation	to	patients.			
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5. Do	not	use	bronchodilators	unless	there	is	active	obstructive	airway	
disease.	

	
The	Centers	for	Disease	Control	and	Prevention	(CDC)	advise	that	nebulizer	
treatments	are	a	high-risk	exposure	for	HCWs.	Due	to	the	risk	of	
aerosolization	of	bronchodilator	treatment,	it	is	our	recommendation	to	only	
use	with	COVID-19	patients	with	active	obstructive	airway	disease.	
Furthermore,	metered	dose	inhalers	(MDIs)	are	preferred	over	the	use	of	
nebulizer	treatments.	In	past	studies,	MDIs	have	similar	outcomes	when	
compared	to	nebulizer	treatments.		
	
Bronchodilator	therapy	poses	an	exposure	risk	to	respiratory	technicians	
and	nurses	who	administer	the	nebulizer,	as	well	as	other	HCWs	who	enter	
the	room	during	or	after	administration.		
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