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MESSAGE

Dear Fellows and Members, 
 
The past few months have been a busy few months for all of us
in the face of the growing COVID epidemic in Sri Lanka and we
have a challenging time ahead of us. The Ceylon College of
Physicians has been in the forefront through all this and our
members have contributed in delivering healthcare, formulating
guidelines and giving leadership at their respective workplaces.
It is time to reminisce the massive contributions made by all of
you. The current update will provide a glimpse into the role of
Ceylon College of Physicians during this unprecedented time. I
hope you will continue to lead the medical community during
this period.

Ctd...
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CCP Steering Committee represents the 
 College at the expert committee.

The CCP steering committee represents the
College at the expert committee convened
by DGHS.
 
Guidelines and circulars have been issued
so far from this committee with a significant
contribution from the CCP representatives.
 
For more information --> CLICK HERE

MARCH 2020

APRIL 2020

Weekly COVID UPDATE published by CCP

A weekly update on COVID-19 including an
editorial, stats on PCR tests performed in SL
and recommendations from the expert
committee was published. 
 
View the Updates --> CLICK HERE

APRIL 2020

Dr Ananda Wijewickrama
President

Some of the key contributions made by CCP are summarised below:
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FEBRUARY 2020

The CCP spearheaded to formulate an
expert advisory committee with members
from SLCIM, SLCP, SLCM, COAISL, CSRRS
and SLCEM. 
 
Several recommendations were formulated
and submitted to DGHS.
 
For more information --> CLICK HERE

Expert advisory committee on COVID 19
convened by CCP

A video was produced by CCP to motivate
healthcare staff involved in COVID patient
care. It is currently broadcasted by
Rupavahini.
 
Watch the video --> 

A motivational video produced by CCP

An e-learning module was created to
educate health care staff on COVID-19.
 
Watch the module --> CLICK HERE

e-Learning module produced by CCP in
collaboration with SLCIM

Three webinars were conducted by CCP
(supported by Cipla) on COVID-19 with
experts from SL and UK. All were hugely
successful.
 
Watch the webinars -->  (01)

 (02)
 (03)  

A series of webinars were conducted by CCP

Get access to recent updates on COVID-19

to access all the guidelines, circulars issued
in the context of COVID-19
 
 --> CLICK HERE

Ask CCP….

If you have any queries on COVID-19,
contact us on:
 
ccpcovidq@gmail.com
 
and get  answers from the experts

https://ccp.lk/ccp-steering-committee/
https://ccp.lk/covidweekly/
https://ccp.lk/covidadvisory/
https://www.youtube.com/watch?v=t8twl0GTSOw
https://cmb.ac.lk/covid-19/e-learning/story_html5.html
https://www.youtube.com/watch?v=g3FWMA3Oivw&feature=youtu.be
https://www.wecanimpressyou.com/webinar-2
https://ccp.lk/covid19/
https://www.wecanimpressyou.com/webinar-1


The C l in ica l  Spect rum of
COVID-19  Infect ion

The Webinar on “The Clinical Spectrum of
COVID-19 Infection” organized by The   Ceylon
College of Physicians was held on 12th April
2020. The panel of experts comprised of Dr.
Ananda Wijewickrama, Dr Eranga Narangoda
and Dr Damayanthi Idampitiya, Consultant
Physicians from National Institute of Infectious
Diseases (NIID).
 
A selected set of questions forwarded at this
forum are answered below: 

3 0 ᵀ ᴴ  A P R I L  2 0 2 0T H E  C O V I D  U P D A T E

THE WEBINAR
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SYMPTOMATOLOGY/CLINICAL
SPECTRUM:

We are maintaining a registry of patients
who have given consent. Blood from such
candidates have already being sent for
hepatitis B, C and HIV screening. We are
waiting to do the antibody levels in these
patients to select the best candidates for
donating plasma. We have already taken
plasma from 2 recovered patients but that
was without measuring the antibody titres.

This was suggested for surveillance and
screening will be done to test asymptomatic
people who do not fall in to the category of
case definition of a suspected case. This
will be in the hospital setting. In the
community, random sampling is also
planned to test people who are
asymptomatic, especially in high-risk areas.

Currently, there aren’t any plans to screen
asymptomatic HCWs, but screening will be
done if exposed to a suspected patient.

P A G E  0 3

[01]  
Are the clinical course and the severity of
the disease similar in imported cases from
different countries compared to locally
transmitted cases? If so what are your
observations?

We have observed differences in patients
who returned from other countries such as
Italy, UK and India, compared to locally
transmitted cases. Currently, we are in the
process of analyzing the data and it will be
possible to give a comprehensive answer
once the analysis is complete.

[02]  
Do you think that we should maintain a
registry of recovering patients to collect
convalescent plasma for future use?

[03]  
What are the plans for:
 
Screening people without symptoms from
high risk areas (COVID PCR) to find any
positives (to detect asymptomatic people)?

Screening healthcare workers with no
symptoms of COVID-19 (asymptomatic
Healthcare workers)?
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Patients did not have continuous fever but
developed fever after being fever free. So,
the fever was mainly due to secondary
sepsis.
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[04]  
How many patients who were ventilated
were extubated?

Six patients were ventilated. Out of those, 4
patients were ventilated at IDH, 1 at
Welikanda, 1 at Negombo (only ventilated
for 12-14hours). All patients who were
ventilated did not survive.

[08]  
What is your experience on prognosis of
patients who require ventilatory support?

Most patients who are ventilated are dying
at the end. Any comments from your side?

THE WEBINAR 01    
    

    CTD...

[05]  
What is the reason for the static number of
new cases detected for the past week or
so? Are we following a linear course rather
than a peak and flattening?

We had a static number due to strict
restriction of movement. Once this is
relaxed to some extent, there will be a leak
of positive cases (symptomatic or
asymptomatic) to the vicinity. It is
estimated with some models that if the leak
is 10-15%, there will be about 350 cases of
patients. Depending on the leak, the number
will vary.

[06]  
How often do you see pleural effusions in
COVID-19 patients?

Pleural effusions were not seen among C
OVID-19 patients

[07]  
Patients who deteriorate, do they have
continuous fever (compared to stable
patients)?

The prognosis is poor and it is the same in
other countries. Some countries report
about 80% mortality. Certain other countries
report approximately 60% mortality.

[09]  
Did you notice any association between
smoking and severe complications?

We have not analyzed our data yet.
However, data from China clearly reveals an
association between  smoking and a worse
outcome.

[10]  
Most developed countries abandoned the
use of HCQ as no RCT confirm its benefit.
Why are we still using that drug? you 

HCQ was started because of some benefit
seen in earlier studies. With the current
data, there is a discussion on stopping the
drug. However, we have not seen any side
effects from the drug among our patients.
Therefore, we do not see an urgent need to
stop the drug and we will be analyzing our
data to see whether there is any benefit by
giving HCQ.
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It’s a new disease and there are many
theories about the pathogenesis and the
organ involvement. Initially the lung
involvement was thought to be due to ARDS
and now there are new theories such as
problems in oxygen dissociation. Even in
developed  countries managing higher
number of patients, the understanding
about the disease is poor. The main reason
for the poor outcome in these patients is
that we do not have a clear understanding
on how to treat them.

[13]  
Have you had to use or do you consider
CPAP/ NIV before intubation?THE WEBINAR 01    
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[11]  
Regarding the use of Convalescent Plasma
in critical patients: (a) What is its
effectiveness in SL? (b) Any plans to carry
out the same therapy if indicated?
Convalescent plasma was given to 3
patients. It is too early to assess an
effectiveness in SL but we have plans to
continue this treatment.

[12]  
At what day of the illness do you
recommend giving plasma? Given that it is
to give neutralizing antibodies, wouldn't it
be more effective given at the very onset of
pneumonia?

We did not consider NIV in these patients
because when NIV is used, we have to
adjust the mask and attend to the patient
frequently. So, there is a possible risk of
higher exposure. It is recommended to give
high  flow nasal oxygen, and we can start to
use that before ventilating a patient.

[14]  
How long does viral shredding last following
recovery of illness? (Reference)

How long does viral shredding last in
asymptomatic patients?

It is variable and the average is 3 weeks.
Some patients went on for more than 5
weeks.

Since this is a new  mode of treatment in
COVID, there are no recommendations on
when to give convalescent plasma. General
consensus is to give plasma when patients
are deteriorating or when patients are
considered for ventilation. But if it is proven
to be effective, it can be initiated early.

It’s difficult to predict since we don’t know
the duration of illness in an asymptomatic
patient. Some patients recovered very
quickly but in some the illness continued for
2-3 weeks.

How long do non-critical non-serious
patients take to recover?

[15]  
We all know that the introduction of FAST
bed side scan to detect leaking phase early
in Dengue changed the outcome
dramatically as we could intervene timely.
Similarly is there a place to introduce early
CT scan of chest even with normal chest X-
ray and if we detect early pulmonary
involvement to intervene early with oxygen
etc.?

https://ccp.lk/wp-content/uploads/2013/04/COVID-UPDATE-03V1.pdf
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CT chest is definitely useful but the problem
is the availability in Sri Lanka. But USS chest
can be used to assess even in an
emergency setting as long as trained
persons are available.

THE WEBINAR 01    
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[16]  
What is the infective period of a patient?

It depends on the patient. In some patients
PCR continues to be positive for weeks and
they are probably infective until cleared.

[17]  
Was there an effect of Tocilizumab on
critically ill patients?

If the patient is asymptomatic and afebrile
for more than 48 hours and there are 2
consecutive negative PCR results from
nasopharyngeal swabs, the patient is
discharged.

[20]  
What is the rationale of admitting
asymptomatic COVID PCR positive patients
to IDH? Isn't it feasible to admit these
persons to special quarantine centers and
transfer to IDH only if they develop
impending pneumonia?

Tocilizumab was given to patients when
they were deteriorating and very ill. Some
studies suggest to give early in disease,
however these are all empirical treatment.

Asymptomatic patients were admitted to
IDH at present due to low number of cases.
When the number of cases increases,
asymptomatic patients might have to be
admitted to smaller hospitals where they
can be monitored and transferred to IDH if
symptoms develop. Quarantine centers will
not be appropriate as they have to be
monitored by trained staff to identify
development of any symptoms.

[21]  
Does respiratory function deteriorate in
everyone who tests positive for COVID?

[18]  
Could you please elaborate on Quarantining
of health care workers (HCW) who had a few
minutes contact without PPE with COVID
positive individuals?

Lot of HCWs are unnecessarily quarantined.
A clear guideline is available on the
quarantine of exposed HCWs to follow in
health care institutions (Reference).

[19]  
How do you decide to discharge a patient?
What are your discharge criteria?

No. Only few patients develop respiratory
distress and functional deterioration.

[22]  
Please kindly enlighten us on how long the
cured patients should be practicing
isolation, especially in view of reports from
South Korea on reactivation of the disease.
What measures are we taking on discharge
to ensure they practice isolation/
quarantine?

http://www.epid.gov.lk/web/images/pdf/Circulars/Corona_virus/scan181.pdf
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We advise to remain at home and be
quarantined for 2 weeks. MOH visits during
this time and makes sure that they adhere
to such measures. This duration is also
arbitrary as of yet since we do not know
much about the disease.

THE WEBINAR 01    
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[23]  
Have you seen atypical presentations or
symptoms and if so what are they?

The infection is commoner in men globally
and in Sri Lanka but we do not know the
reason.

[26]  
Could  you please give a brief account on
the condition of paediatric patients?

Commonest symptoms are fever, cough
and sore throat. In other countries, they
have found anosmia to be present in 30—
40% of patients. But we have seen only a
few patients with anosmia. Some had
significant diarrhoea. Other features are
similar to any other viral infection.

There were 14 paediatric patients. They did
not have any complications. Most were
asymptomatic and some had fever.

[27]  
Do you see any pattern in susceptibility in
SL, eg: elderly, pregnancy, the young, rather
than co morbid factors?

[24]  
Is it a good practice to start with tele-
consultations in patients with upper
respiratory tract infections and then decide
to see them in 4 to 5 days if they  need to be
seen, if the infection is non COVID, to
minimise community spread to other
patients coming to the clinic?

Yes. Most of these patients need not be
seen during the first few days if the patient
is stable. Patient should be clearly advised
to visit if further symptoms necessitating a
consultation develop.

[25]  
This infection is commoner in men globally.
Any reason?

In SL, middle aged and young people were
affected by COVID-19. Most were in the 35-
55 age group. No other factors were
identified and there is no increased risk in
pregnancy.

[28] 
How can we prevent neglect of non-COVID
patients in the current situation?

This is very important. Main action should
be to reduce COVID phobia among doctors
and other health care workers. Then use
necessary PPE appropriately when
attending to such patients.

[29] 
Should private practices refer all respiratory
cases to government centres?

It is unnecessary since most patients with
respiratory symptoms can be managed at
home. If there is a suspicion of COVID-19,
they should be referred for testing.
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[30]  
What is the natural history of COVID-19? 

TREATMENT

[01]  
Do you use HCQ and Azithromycin? If so on
which day of the illness? Is it for all
patients? What is the dose? What do you
think about the efficacy?

In other countries, 20% is estimated to be
asymptomatic and the rest to be
symptomatic. 5% of symptomatic patients
have severe disease. But probably the
picture is different in our country with more
asymptomatic patients. In patients who had
symptoms, after 6-7 days, they improved.
Some patients who developed severe
manifestations had the symptoms by 8-9
days. Some do not complain of dyspnoea
despite being hypoxic and having increased
work of breathing.

No. Both HCQ and Azithromycin were not
used on our patients. Only HCQ was used
since admission on all patients.

[02]  
Are you doing RCTs with the drugs?

[31]      
Why (if any) do some persons released from
quarantine become positive after 3 - 4
weeks?

There were few cases which probably had
persistent viral shedding.

[32]  
Is the use of ACEI or ARB for Hypertension a
risk factor?

Not at present but there are plans to start
RCTs to assess some treatments.

[03] 
Could  you give a breakdown of patients
admitted to the ICU? Did any of them
receive EARLY STEROIDS?

We did not use steroids early in our patients
as the WHO recommends against using
steroids for COVID-19. Steroids had to be
used later when they developed refractory
shock. Out of 9 patients admitted to ICU, 4
were ventilated.

[04] 
Have we used prone ventilation and low
molecular weight heparin for ventilated
patients?

We used prone ventilation in one patient
and all patients were on prophylactic dose
of LMWH. (Not the  treatment dose).

There were queries due to ACE2 receptor
being utilized by the virus for cell entry.
Some think that use could be harmful while
others believe it is not so. The European and
American Heart Associations recommend
to continue if the patient is on ACEI/ARB
and not to stop. For further reading:
Reference

https://www.nejm.org/doi/full/10.1056/NEJMsr2005760
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[05]  
What percentage of true cases do you think
we are detecting at present? If PCR is
negative how confident are we to say that
the suspected patient does not have
the disease?

[02]            
Should we test all patients with pneumonia? 
You can test pneumonia without an
identified aetiology and patients with
respiratory illness in high-risk areas
(considered as suspected cases in the
current guideline)

[04]  
Does PCR become positive in the incubation
period?

If the patient’s clinical presentation is highly
suspicious, the test should be repeated in
24 hours. The PCR result depends on the
sample collection and intermittent viral
shedding. If a proper nasopharyngeal swab
or a sputum sample is collected, the chance
of detecting the virus is high.

[06] 
When the suspected patient does not have
upper respiratory symptoms, is it necessary
to take a lower respiratory sample?

Yes. Sputum is the best sample if the
patient is producing sputum.

[07]       
When will rapid tests be available to
the private sector?
Rapid tests are currently not used for
diagnosis but some tests are being
evaluated.

TESTING/DIAGNOSIS

[01]  
Many countries such as Germany (which
has lower spread of COVID-19)  perform
testing on a much higher scale. Should we
in Sri Lanka also step up testing to their
level?
Stepping up of testing should be done
appropriately. If case numbers are low,
there is no reason to do a lot of tests. On
the other hand, if the numbers are
increasing, testing should be increased and
that is already planned.

[03] 
Have we identified different strains of the
virus among our patients?Was any NGS
(sequencing) done on viral RNA isolated
from our patients?

[08]       
As we never went for 2 tests, isn’t it
possible that we have missed patients
(falsely negative) at the initial stage and
they could lead to community transmission?

No test is fool proof. It is possible, but with
the number of patients we had, any missed
patients will be low. But when the numbers
go up, the chances will be higher.

Sequencing performed by the Center for
Dengue Research, USJP has identified 4
strains in our patients and further
sequencing will be done on samples in the
future.

Yes. PCR can become positive in the
incubation period.



 COVID-19  :  The  Sr i  Lankan
Exper ience

THE WEBINAR

02
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The Webinar on “COVID-19: The Sri Lankan
Experience”, organized by The Ceylon College of
Physicians was held on 19th April 2020. The panel of
experts comprised of Dr Ananda Wijewickrama,
Consultant Physician, National Institute of Infectious
Diseases(NIID), Prof. Neelika Malavige, Professor in
Microbiology and Director, Centre for Dengue
Research, Faculty of Medicine, University of Sri
Jayewardenepura and Dr Kishani Abeywardana,
Consultant Radiologist, NIID.
 
A selected set of questions forwarded at this forum
are answered below: 

3 0 ᵀ ᴴ  A P R I L  2 0 2 0T H E  C O V I D  U P D A T E

Fever and cough were present in almost all
symptomatic patients while sore throat and
myalgia were seen among half of the
patients. Anosmia was not a common
symptom seen among Sri Lankans.

The sensitivity of the RT-PCR depends on
the quality of the sample. If the samples are
kept at room temperature for a very long
time after collection and during
transportation,the virus may get destroyed
leading to a false negative result.Therefore,
the sample should be put in a container with
ice during transportation and if there is a
delay in sending the sample to the lab, it
needs to be stored at 4°C in a refrigerator.

Sputum transported in VTM (Viral Transport
Media) /normal saline is the preferred
sample. If the patient is not producing
sputum nasopharyngeal swabs should be
sent. However, nasopharyngeal swabs
should always be transported in VTM.

[01]  
What is the epidemiology of COVID-19
patients seen in Sri Lanka?

The preliminary analysis of the first 60
patients discharged from IDH showed that
the majority (2/3) were male as in other
countries. There were 12 children . 35%
were 40-49 years of age.

[03]  
What is RT-PCR?

[02]  
What were the common presenting
symptoms of COVID-19 in Sri Lankan
Patients?

It detects viral RNA by reverse transcription-
polymerase chain reaction. This can detect
viral RNA very early in the disease, even on
day-1 of the illness or even before
developing symptoms.

[04]  
How sensitive is the COVID-19 RT-PCR
test?

[05]  
What are the best specimens to diagnose
COVID-19?

Compiled by: Dr Chamila Mettananda, Senior Lecturer
and Specialist Physician, Faculty of Medicine,
University of Kelaniya 
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[09]  
Can there be false-positive RT-PCR test
results?

[07]            
What is the procedure that needs to be
adopted if a COVID-19 suspected patient
comes to a private  sector hospital?

These patients should be admitted to the
hospital, isolated and RT-PCR test
performed at the earliest. If RT-PCR is
positive, the current recommendation is to
transfer the patient to a government
hospital designated to treat COVID-19
taking all precautions to prevent the spread
of the disease. If the RT-PCR is negative,
treat the patient accordingly as a usual
patient.

Yes, rarely if there was a cross-
contamination at the laboratory with an RT-
PCR positive sample during sample
handling.

[10] 
Can there be false-negative RT-PCR test
results?

If the sample is not transported properly
or if it is left at high temperatures in the
ward/laboratory for a long time.
If the sample was notcollected properly.

Yes, in two situations:
 

[11]       
What is the place of CT chest in the
diagnosis of COVID-19 in Sri Lanka?

CT chest is better than  chest  X-ray for the
diagnosis of COVID-19. However, the
disadvantages of CT are limited availability,
radiation exposure and difficulty in
decontamination of the machine compared
to a portable X-ray machine.

[06]  
What are the chest X-ray features of Sri
Lankan COVID-19 patients?
The majority had diffuse ground glass
appearances starting at the bases of the
lungs spreading to the other parts of the
lungs with disease progression. Some had
discrete shadows in lung bases which
gradually coalesced with time. Mainly the
peripheries of the lungs were affected.
Pleural effusions and hilar involvement were
not observed in our patients.

[08] 
How can we interpret a negative RT- PCR
test?

[12]       
How long can the PCR test be positive in a
COVID-19 patient?

The duration can vary. Based on Sri Lankan
experience at IDH and testing at University
of Sri Jayewardenepura, 48% cleared viral
shedding by the 10th day while some had
viral shedding even on the 30th day.
However, being PCR positive on day 30 may
not mean they are infectious as the viral
load may be very low which is not adequate
to spread the disease.

If the patient is symptomatic and there is a
high index of suspicion, RT-PCR needs to be
repeated. If it is a patient under community
screening and there is no high index of
suspicion, it can be interpreted as having no
infection.
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[17]  
What is the place of Ultrasound (US) Scan of
the lung in managing COVID-19 patients?

[14]            
Are there different virus strains?

There are 3 strains identified so far from
Asia, Europe, and the USA. The Asian strain
maybe less virulent compared to the rest
but not reported yet. Sequencing of the
virus isolates from Sri Lankan patients are
being done at present at the Centre for
Dengue Research laboratory.

It can be used as a screening test to look
for early lung involvement especially in
emergency settings using a portable US
machine.

[18] 
What are the investigations that can be used
to monitor the progression of the disease?

FBC
CRP
Procalcitonin
Chest X-ray
Arterial blood gas

[19]       
What is the place of antibody testing?

Antibody protection against a repeat
infection is questionable. There are reports
of patients who have had  negative PCR  on
discharge having positive PCR tests after 2
weeks. Whether this is due to re-infection or
none-clearance of the virus of the first
infection is still uncertain.

[13]  
When compared with dengue infection what
is the extent of immune reaction in COVID-
19? 

In dengue infection, there are very high
levels of cytokines lasting for a very short
period whereas, in COVID-19, there is a high,
persistent level of cytokines (especially IL-6)
lasting for a long period.

[15] 
Is there any effective treatment for COVID-
19?

[20]       
What would be the best practice to curtail
the spread of the virus with the lifting of
curfew in Sri Lanka?

The best approach is early detection of
patients. This should be done by RT-PCR in
patients with fever and cough with a low
threshold. Also, maintaining well known
preventive practices like social distancing,
cough etiquette and good hand hygiene are
extremely important.

No effective treatment identified as of now.

[16] 
What were the extrapulmonary
complications commonly seen among Sri
Lankan patients?

Transient acute renal failure and secondary
sepsis were the main complications
identified. Myocarditis or heart failure were
not seen in Sri Lankan COVID-19 patients
managed up to  now though it is well
documented from other countries.



Cr i t ica l  Care  in  COVID-19:
The  Good,  Bad  and
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The 3rd webinar organized by the Ceylon
College of Physicians on "Critical Care in
COVID-19: The Good, Bad and the Ugly" was
held on 26th April 2020. Dr Razeen Mahroof
(BM MRCP FRCA EDIC FFICM), Consultant in
Critical Care Medicine and Anaesthesia,
Visiting Professor of Critical Care
Medicine,  Addenbrooke's Hospital, Cambridge
University Hospital NHS trust, shared his
experience in managing critically ill COVID-19
patients. The webinar was moderated by Dr
Dilshan Priyankara (MBBS, MD, MRCP, EDIC),
Consultant in Critical care Medicine, National
Hospital, Sri Lanka.
 
A selected set of questions forwarded at this
forum are answered below: 
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The most important things are to make the
team adequately informed, trained, and
confident in the management of patients
while maintaining the safety of the HCW.
We made ICU guidelines and arranged
logistics to face an increase in demand.
Arrangements to increase in the availability
of equipment, the number of ventilated ICU
beds, geographical expansion of available
facilities, and an increase in the availability
of Consultants on the hands-on cover were
main steps. We made grab packs for use on
the individual patients to prevent cross-
infection. Educated staff about the use of
equipment while preventing cross infections
and keeping themselves safe. The mental
well being of staff was managed by a
separate team. Under surge capacity
planning, all elective work was reduced or
stopped. De-specialization of certain
specialties and reallocation of trainees
especially to critical care was done. A
dedicated intubation team was made
available.

[01]  
What is your experience in managing
critically ill COVID-19 patients?

The survival rate of critically ill COVID-19
patients is around 50% as in other
countries.Patients with collective high
cardiovascular risk are at high risk of death. 

[02]  
How did your team set up your ICU to face
the challenge?

Compiled by: Dr Chamila Mettananda, Senior Lecturer
and Specialist Physician, Faculty of Medicine,
University of Kelaniya 

The median duration from ICU admission to
death is around 7 days. There is no way to
clinically identify survivors form non-
survivors early in the disease.This is a non-
homogenous disease with predominant
involvement of respiratory, cardiovascular,
haematological, and renal systems. The
main patterns of pathologies seen among
patients are ARDS, pro-thrombotic states,
and secondary HLH.



3 0 ᵀ ᴴ  A P R I L  2 0 2 0T H E  C O V I D  U P D A T E

P A G E  1 4

    
    CTD...THE WEBINAR 03    

[06]  
How do you identify the phenotypic behavior
of lungs (L / H type) in COVID-19 patients?

Clinical identification of this is not very
important prior to intubation and the
moment you intubate and ventilate it
becomes clear as to what type of a lung
they have. Radiological clues would be that
the L-type will have features of peripheral
pneumonitis whereas H-type will have
features of lobar pneumonia.

[07]       
What is your experience in fluid
management of COVID-19 patents?

Most patients were not in a typical shock
state.We initially used low to moderate dose
norepinephrine and a slight positive fluid
balance but actively deescalated to
conservative fluid management protocol.

[03]  
When do you decide to admit patients to ICU
patients?

The majority of the patients seen by us had
usual signs of respiratory failure. Silent
hypoxia was not common as mentioned.
However, we had a low threshold for
admission to ICU. The parameters for
admission to ICU were FIO2>60%,
respiratory rate >35/min, rapid worsening of
ABG, and other organ failure.NIV/CPAP was
avoided as much as possible due to the
high risk of cross infection unless in a
negative pressure room.

[04] 
What is your experience with the phenotypic
behavior of lungs (L / H type) in the
ventilation of COVID-19 patients?

[08]       
What are the specific treatments you use in
your centre?

The only specific treatment we use is
antibiotics as of treating community-
acquired pneumonia when they present, but
we are keen to deescalate them early with
clinical acumen.   No specific treatment for
COVID -19 is used. Tocilizumab, low dose
dexamethasone, interferon-ß, convalescent
plasma and lopinavir & ritonavir
combination are being used under clinical
trials. HCQ or IV immunoglobulins are not
being used.

It is a very difficult situation to ventilate.
However, we did not encounter this though
reported from other places.

COVID-19 patients predominantly had L-type
lung at the beginning. L-type lung may
transit to H-type lung during the illness.
Inhalation of Pg-I2, prone positioning, and
use of neuromuscular blockers may help in
ventilating stiff lungs.

[05] 
Did you see right ventricular dysfunction
with hypoxia which makes ventilation
difficult?
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[12]  
What is your idea/ experience on cytokine
storm in COVID-19?

We don’t have much experience in this.
This is mainly mediated by IL-6 and is
difficult to manage. Tocilizumab, which is
now being trialed may be working but we
have to wait for the clinical trial results. We
have not used CytoSorb but seems
promising in unpublished data.

[09]  
What is your experience in weaning
ventilated patients including timing of
tracheostomy? 

Soon after intubation and ventilation, the
need for O2 comes down but the pathology
of the lung is progressing and therefore,
early weaning seems not wise. Furthermore,
there is some nervousness among ENT
surgeons in doing tracheostomy due to
cross infection. Therefore, our opinion is not
to rush to extubate before 14 days.

[10] 
Have you seen young COVID-19 patients
with large artery stroke?

We have not used it a lot. Of about 78
patients we have managed, 3 were sent for
ECMO and all three are still alive as of
24.04.2020.

It is a prothrombotic state, but we have not
seen a huge thrombotic load; nor arterial
thrombi or strokes. It increases the
likelihood of both venous and arterial
thrombosis.   Therefore, we have electively
doubled the prophylaxis dose of LMWH in
COVID-19 patients. We have not had
increased bleeding complications with this.

[11] 
What is your experience in using ECMO?
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