ANEXA 1.
Tabel 1.

Echipament individual de protectie (PPE)

Contact apropiat (a distanta mai mica de Im) cu ~ Contact cu CAZ

paiet CAZ POSIBIL CONFIRVAT

Manusi

Sort tmpermeabil de

unca folosinta

Halat de unica folosmnta
cu maneca lunga
Masca chirurgicala (b
Masca FEP3

Protectie oculara

*PGA - Procedur care genereaza agrosol



Tabelul 2.

PROCEDURA de IMBRACARE Echipament Protectie COVID-19

Etapa 1 : boneta

Etapa 2 : masca FFP2

(fit-check)

Odats ce dezinfectarea a fost efectuata intr-o camers, aveti
grija s3a nu atingeti masca sau boneta (in caz de contact:
dezinfectarea mainilor cu o solutie hidro-alcoolic3d)

Etapa 3 : dezinfectarea
mainilor cu o solutie
hidro-alcoolica

Etapa 4 : Ochelari de
protectie

Etape 5 : halat plastic X2

Etapa 6 : Manusi
nesterile X 2




PROCEDURA de DEZBRACARE Echipament Protectie COVID-19

Etapa 1: scoatere halat plastic (se arunca la deseuri infectioase, ca fiecare element de
protectie)

Etapa 2 inlaturare manusi Etapa 3 : dezinfectarea mainilor cu o
solutie hidro-alcoolica

Etapa 4 : inlaturare halat Etapa 5 : dezinfectarea mainilor cu o
plastic N°2 solutie hidro-alcoolica

Etape 6 : inlaturare ochelari de protectie Etapa 7 : dezinfectarea mainilor cu o
solutie hidro-alcoolica




Etapa 8 : inlaturare masca si boneta

Etapa 9 : dezinfectarea mainilor cu o solutie
hidro-alcoolica




Tabelul 3.

Rezumatul recomandarilor privitoare la gestionarea COVID in reanimare

Gestionarea pacientilor | Tratamente specifice

- Anticiparea circuitelor pacientilor  Masuri generale Evitarea pe cat posibil a Tratament specific indicat la
Dezinfectie hidro-alcoolica ventilatiei non-invazive si 02 pacientii cu insuf respiratorie
Estimarea nevoilor cu debit inalt acuta
Triaj:
dentificarea resurselor locale - Masca chirurgicala cand exista contact - Procedura specifica de - Administrarea antibioterapiei la
cu pacientul [a mai putin de 1m ventilatie mecanica sia pacientii gravi
Anticiparea unui aflux masiv de managementului caii aeriene
pacienti - Masca FFP2 pentru totipacientiicu - https://mms.myomniive/Se - Molecula de electie : Remdesivir
insuf respiratorie acuta 6126fdhedd4d66709afah1
Formarea echipelor - Alternativa : Lopinavir/ritonavir
Spitalizarea cazului suspact/confirmat
Antrenarea cu masurile de - Ideal in camera individuala cu - Limitarea transportului - Alternativa : Hydroxy-chlorochina
bariera/protectie presiune negativa si aer tratat, pacientului si evaluarea
Minimum camera cu presiune nula si raportului risc-beneficiu - Anuse utiliza steroizi
masuri de bariera si aerisirea privind deplasarea - Anuse utiliza Ribavirine
incintelor pacientului

Masuri bariera in caz suspect/ confirmat

Boneta

Masca FFP2

Qchelari de protectie

Halat cu maneci lungi

Manusi

Procedeu de dezechipare riguros

https://www.mircochin.fr/videoplayer
30704




Figura 1.

Figure: First case of 2019 novel coronavirus in Canada
Chest x-ray shows bilateral, perdbranchovascular, lll-defined opacities in #l lung 2ones

Figura 2. Pacient cu ARDS non-sever ziua 8 (A) si ziua 15 (B) post-admisie spital
Pacient cu ARDS sever ziua 1 (C) si ziua 4 (D) post-admisie

Non-severe Non-severe




Figura 3. Echografie pulmonara la pacient cu ARDS datorat COVID-19

Confluem

asolidati

Figura 4. Aloritm de utilizare CT in COVID-19

Evaluare initiala

- Radiografie toracica

- Ukrasonografie pulmonara (pentru a identificare infiltran focale )

Y
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Investigatii imagistice suplimentare probabil nu sunt
De luat Tn necesare.

considerare CT .

_ - - Improbabil a afecta managementul

numai dacad

acesta ar afecta - Pot fi luate in considerare pentru pacienti

managementul imunodeficitari daca exista ingrijorari cu privire la alte

infectii (ex. fungi sau pneumocystitis pneumonia




Tabel. 4

Admission laboratory pattern in patients with COVID-19

GuanotalNEM  Shietallancet  Chenofallancet  Huang etal, Xuetal
(largest cohort) Lancet M

WBC count 47(354) 78(25) 750 62(1-405) 4703558)
et o 166 (132207) 213 (100) 21409 164 (132:263| 176 136:215)
ol M)W e we
* Hemaglobin 1341215 127(13) 13(15) ROMSW  137(129152)
Im(&u o s 39(259 RS amw
sty () U (2648) 34 (2648) %20
Bt /L (noml range 522 (4 151 121044

M/

| c:’atlnlne (normal range up to *§0-100 68 {15) 16{25) 74 (58-86) 12(61-84)

!

 Wovonbintine (notmal ange *12.7- 105(04) 1 1{10:424)

154
P — ) i
T Thrombin time {narmal range 15-18.5) 3(8)
‘ Fibrinogen my/dl 192 350}
[P — B0 osesay 0s0M3 020208
vanyl)

 Cretiine inase 85 51484
;_@y(w@wwmm 336 260 447) 206 242408 20 (184260)
* CRnactive Protein g/l 61 40) 1)
 ocatont <05 1n95% patents 0511) 01(0201) 0,04 0.03:006) |
E Erythrocyte sedimentation rate (SR ‘ 50 (23) ‘ |
rfenltln 408 (490)

Laboratory findings are generally nonspecific. Substantial deviation from these values might argue against a diagnosis of COVID-19, However,

in most cases, laboratory findings are unlikely to be tremendously helpful.

oI Inkaeet Book of Corticul Care, by @bt



Tabel 5.

Relative performance of PCR vs. CT scan?
{Retrospective study by Ai T et al. in Wuhan, China)

[ 1014 pati with pected COVID-19 ]
601 PCR-positive [ 413 PCR-negative
[ 580 PCR-positive 21 PCR-positive & 308 PCR-negative & [ 105 PCR-negative & J
& CT-positive CT-negative CT-positive, of these: CT-negative
Sontamimtion, busk for this 147 “nighly likety~ COVID
analysis will assume these 103 “probable” COVID
patients have COVID) 58 “uncertain” COVID
If probable & uncertain pts | If probable & uncertain
DON'T have COVID pts DO have COVID
PCR assay
Sensitivity 601 /748 = 80% 601 /909 = 66%
Specificity (Assumed 100% for this analysis)
CT scan
Sensitivity 727 /748 (97 %) 888,/909 (98%)
Specificity 727/888 (82%) 888/888 (100%)

Attempts to sort out sensitivity & specificity in the largest radiographic series. Lack of a gold-standard
diagnosis makes this ambiguous. Depending on what assumptions we make, performance of PCR & CT may
vary somewhat. The wetwrnet Bock of Criticst Carm, by & FuImTsH



Figura 5. CHECK-LIST 10T
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CHECK-LIST
Intubatia pacientilor cu COVID-19

Echipament personal de protectie (EPP)
e EPP standard
o Recomandat masca FFP 3 ( in lipsa, masca N95/FFP2)

o Protectie oculara (ochelari dedicati si eventual viziera / scut)
o Halat impermeabil, manusi impermeabile, boneta, botosi

e Suplimentar ( in functie de disponibilitate)
o Gluga pentru acoperirea gitului ( daca nu este disponibila, utilizati o calota
pentru acoperirea parului)
o Doua perechi de manusi (prima pereche In contact cu piele va fi de preferat o
pereche de manusi chirurgicale lungi )
o Costum care acopera complet corpul

Medicatie utilizata si pregatirea sondei de intubatie
e Doza mare de curara ( cel putin 1.2 mg/kg rocuronium)
e C(Calculati anterior nivelul la care veti fixa sonda IOT (utilizati MDCalc)

Materiale
e Videolaringoscop cu diferite lame
e Ventilator cu valva PEEP si filtru cu proprietati antivirale (HME)
e Filtru antiviral aditional pe portul de expir al ventilatorului

Proceduria
e Limitati numarul de persoane prezente in camera
e Intubatia va fi realizata de cel mai experimentat membru al echipei

e Pre-oxigenarea: optiunile pot include:

o Doar administrarea de oxigen 100% pe masca faciala
o BIPAP plus filtru antiviral (HME)
o Ventilatie pe masca cu filtru antiviral (HME), valva PEEP si masca de
ventilatie
e In momentul apneei
o BIiPAP: continuati
o Ventilatie pe masca: etanseizati masca pe fata pacientului pentru a preveni
derecrutare, dar NU ventilati activ pacientul
e Umflati balonasul sondei de intubatie INAINTE de a VENTILA
e Securizati sonde de intubatia la nivelul stabilit anterior
Post-procedura de intubatie
Indepartati EPP cofrom unei proceduri in care v-ati antrenat anterior (pentru maini, utilizati
solutia de dezinfectie de baza de alcool inainte si dupa indepartarea EPP).




Figura 6. Management Cii Aeriene COVID-19 Poster ESA

European
Society of
Anaesthesiclogy
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AIRWAY
MANAGEMENT

HIGHLIGHTS

» INTEGRATED COMPETENCIES FOR EVERY PHASE/STEP

One of the most eritical issues regarding 2019 nCoV patients is the transitory ~ invasive ventilator support, an elective endotracheal intubation should be

phase between

ial symptoms and potentially severe evolution requiring  preferred or even anticipated, rather than wait
critical care, while taking into account the comorhidities. The choice of ({in the precipitating patient) as to minimize com|

an emergency procedure
ations of intubation ftself

supplementary oxygen delivery interface and the decision to provide invasive and also to reduce both the risks of procedural errors and the contamination of

ventlatory support s crucial.

These decisions have the potential of impacting outcome and may lead to  Adopti

consequences on saturation of critical care beds.

Non-invasive support methods (CPAP, BiPAP, NIV, HFNO) might comect recommended, taking als
ia and counterbalance respiratory failure (though univocal data are  of critical care levels

hypox

oviders.
of early waming scores (EWS), shared and predefined strategies,
muttidisciplinary team training and simulation of possible scenarios are highly
into account the available levels of care and feasibility
tance in a non-ICU environment.

healthca

missing) and may either delay or avoid endotracheal intubation (with potential The decisional elements for airway management, oxygenation and invasive
complications and effects on outcome). Nevertheless, data from the SARS ventilator support thus include competencies and organization and available
epidemic provide evidence showing that these ventilatory techniques might ~ human and environmental resources.

favor the risk of airborne viral spreading. Given the nature of nCoV/ 19 in terms  Vigilance in preventio

tadhesion of donning/doffing of PPE, preparedness

of contagiousness, should the patient require, or be expected to necessitate for the care of infected patients remain priority and of utmostimportance.

CLINICAL CHECKLIST (wearing PPE)

»» COMPLETE EVALUATION OF AIRWAYS AND OXYGENATION
(accept difficult airway management risk overestimation)

» AIRBORNE PROTECTION FOR EVERY PHASE/STEP

» ANTICIPATE NEEDS, MAXIMIZE FIRST-PASS SUCCESS

DOUBLE-CHECK INDICATIONS
FOR ENDOTRACHEAL INTUBATION

» Adopt Early Warning Scores for intubation/quod vitam prognosis
(consider DNR cases)

» Identify negative pressure environment

b Balance benefits of CPAP/BIPAP/NIVHFNO versus risks
of airbome diffusion

» [FINTUBATION is required, prefer ELECTIVE procedure
in emergency >> patient risk}

TEAM PREPARATION

»Minimize the number of team members:

o The most expert team member should parform the intubation
and advanced airway control ventilation (with donned PPE)
[INSIDE the chamber]

0 EXPERT assistant on protocols and devices
(doctor/nursa with donned PPE) [INSIDE the chamber]

OSecond doctor with donned PPE if complex maneuver/difficult
airway is expected/planned [INSIDE the chamber]

() Doctor available with donned PPE [OUTSIDE the chamber]

@PPE donning/doffing Observer [OUTSIDE]

CARRY QUT PRELIMINARY BRIEFING FOR ROLE DEFINITION,
STRATEGY DEFINITION, IDENTIFICATION OF DONNING/DOFFING
OBSERVER

PPE DONNING

» Second level PPE (airway management)
FFP3, facial shield, long sleeve fluid-resistant scrubs,
double gloves, overshoes

» Third level PPE (2erosol generating procedures - bronchoscopy,
awake endotracheal intubation, etc..) helmet in place of FFP3, facial
shield, long sleeve fluid-resistant scrubs, double gloves, overshoes

DONNING/DOFFING OBSERVER EXTERNALLY CHECKING,
INDIVIDUAL DONNING

» HEMODYNAMIC EVALUATION I PRE-EMPTIVE HEMODYNAMIC
OPTIMIZATION

AIRWAY INSTRUMENTATION

»» HME FILTER ON EVERY OXYGENATION INTERFACE
(face mask, circuit, endotracheal tube, supraglottic airway devices,
introducer, airway exchange catheters)

» AIRWAY CART READY (DISPOSABLE devices preferable)

» SUCTION: CLOSED SYSTEM

» ANTIFOGGING

» MEDICATIONS: PREPARED AND DOUBLE-CHECKED

» EMERGENCY CART READY (DISPOSABLE devices preferable)

AWAKE INTUBATION NOT INDICATED:

» PREOXYGENATION
(according to respiratory and hemodynamic status)
* 3min’at TVFi0,=100%
or min’ at FVC 8 breaths Fi0, =100%
or CPAP/PSY 10 ¢m H,0 + PEEP & cm H,0 Fi0=100%

» RSl in all patients (limit BMV unless unavoidable and apply Cricoid
Prassure only in case of ongoing regurgitation)

» NASAL PRONGS 3 LT/MIN FI02=100% FOR APNOIC PHASE
(NODESAT)

» FULL DOSE NEUROMUSCULAR BLOCK
RESPECT onset time for laryngoscopy
> 14LARYNGOSCOPY:
prefer VIDEQOLARYNGOSCOPE with separate screen
+ endotracheal tube pre-loaded on introducer

Re-oxygenate with low TV/pressure between attempts -Early switch

(after failed second attempt] to supraglottic airway devices

prefer second generation - intubable SADs|

> INTUBATION THROUGH SUPRAGLOTTIC AIRWAY DEVICES:
flexible endoscope with separate screen (prefer DISPOSABLE)

» EARLY CRICOTHYROTOMY IF CI-CO

AWAKE INTUBATION INDICATED (anly if really mandatory):
» AIRWAY TOPICALIZATION: no aerosolfvaporization

» TITRATED SEDATION (INFUSION PUMP) - sedation depth monitoring

» FLEXIBLE ENDOSCOPE WITH SEPARATE SCREEN
(PREFER DISPOSABLE|

» RESCUE: INTUBATION THROUGH SUPRAGLOTTIC AIRWAY DEVICES

{see above)
» EARLY CRICOTHYROTOMY if CI-CO

TUBE POSITION CONTROL -
PROTECTIVE VENTILATION

» CAPNOGRAFIC CURVES rapaated and with standard morphology
(ifin doubt take it out)

P AVOID unusaful circuit disconnections (if needed: ventilator on
stanc-by/clamp endotracheal fube)

» CONSIDER indications for advanced techniques:
ECMO - exparts advise

PPEDOFFING

¥ During and after PPE doffing, hands hygiene mandatory

» Donning/doffing observer externally checking, individual doffing

b Waste disposal

TRANSPORT

I Follow bio-containment regulations

Secure airway: anticipated intubation
Taarn briefing
@ Organiza (competencies - team - pathways)
® Prepare (devicas)

© Checklist - controls- crisis management

@ Optimize (hemodynamics - oxygenation)
@ Vigiatad donring/doffing
@ Invaisive cirwarys - evaluation and intagrated airway management

(D) -ebietg
SIARTI

PRO VITA CONTRA DOLOREM SEMPER

Massimiliano Sorbello, Ida Di Giacinto,

(@ A Filiopo Bressan, Flavia Petrini
> on behalf SIAARTI Airway Management Research Group




