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Objectives

Describe COVID19 clinical presentationDescribe

Review current treatment strategies for 
COVID infections, including both inpatients 
& outpatients

Review



COVID-19: Clinical Presentation

Older age and the presence of comorbid conditions (chronic 
heart/lung disease, diabetes, immunosuppression, others) are 

risk factors for severe disease and death

Wide spectrum of clinical illness

Very mild symptoms to severe, 
life-threatening disease and 

death
81% have uncomplicated illness 14% require hospitalization

5% require intensive care unit 
admission

• Acute respiratory distress syndrome 
(ARDS), sepsis, multi-organ failure



COVID-19 vs. Bacterial Pneumonia

Source: Nebraska Medicine

https://www.nebraskamed.com/sites/default/files/documents/covid-19/covid-testing-guidance-public.pdf?date=03182020


Radiology

• Ground glass opacities, bilateral 
or local patchy shadowing, 
interstitial abnormalities

• Abnormal CXR (59%), Abnormal 
CT (86%)

• No radiographic abnormality 
in 18% of patients with non-
severe disease and in 3% of 
patients with severe disease

Guan W et al. Clinical Characteristics of Coronavirus Disease 2019 in China. NEJM 2020.





Treatment
Mild disease (80-90%)

• Outpatient symptomatic 
Treatment

• Fever

• Cough

• Headache

• Sore throat

• Oral hydration

Moderate disease (10-15%):

• Outpatient or Inpatient 
Symptomatic Treatment

• Fever

• Cough

• Headache

• Sore throat

• Oral hydration

• If hospitalization required

• Supplemental oxygen

• Oral or Intravenous hydration

Severe disease (5%):

• Inpatient Symptomatic 
Treatment

• Hemodynamic support:

• Conservative IV fluid use

• Norepinephrine as the first-
line vasoactive

• Start supplemental O2 is 
SpO2<90%

• High-flow nasal cannula is 
suggested relative 
to conventional O2 therapy and 
NIPPV

• If HFNC not available, a trial of 
NIPPV

• Intubation with ARDS protocols







Remdesivir

• 1063 patients

• 31% faster time to recovery than those who received placebo (p<0.001)

• Median days to recovery was 11 vs 15 days (drug vs placebo)

• Trend toward survival benefit, with a mortality rate of 8.0% for the group receiving remdesivir
versus 11.6% for the placebo group (p=0.059).





Remdesivir

• Daily Infusion for up to 10 days

• 'Emergency Use Authorization' from FDA has been granted



Steroids

• Use as you would have in the 
past; with controversial caveat of 
ARDS which remains in question 
due to single flawed study

• No data for improved outcomes

• Prolonged viral shedding in 
other viral respiratory tract 
infections (MERS), worsened 
outcomes in influenza, no 
difference found in SARS



Dexamethasone

https://www.recoverytrial.net/files/recovery_dexamethasone_statement_160620_final.pdf

https://www.recoverytrial.net/files/recovery_dexamethasone_statement_160620_final.pdf


Convalescent 
Plasma

• Used with other illnesses 
in the past; varying data

• Collected from patients 
who have fully recovered 
from COVID19

• Very limited data

• Assessing for appropriate 
donors and neutralizing 
plasma is a concern



IL-6 Inhibitors

• Use in other conditions for treatment of cytokine storm

• A cytokine storm has been described in COVID-19

• Some case reports of improved outcomes, but very limited.

• Significant immunosuppression

• Further study is needed

This Photo by Unknown author is licensed under CC BY.

http://www.medioambiente.org/2012/07/rayos-hacia-el-cielo-un-fenomeno-poco.html
https://creativecommons.org/licenses/by/3.0/


Anticoagulation

• Studies are suggesting high rates of 
thromboembolic complications; 
especially among the critically ill

• Therapeutic vs Prophylactic 
Anticoagulation

• Limited data on which is best



Hydroxychloroquine +/-
Azithromycin

• May inhibit in vitro, but in vivo data of success is 
limited.

• PEP& PREP trials ongoing
• Use within clinical trials is recommended



Lopinavir/ritonavir

• In vitro activity against SARS-
CoV-2

• RCT showed no statistically 
significant benefit in COVID19 
outcomes

• Stopped early in care of 14% 
due to adverse events

This Photo by Unknown author is licensed under CC BY-NC

http://ugandajournalistsresourcecentre.com/uganda-hivaids-country-progress-report-201516/
https://creativecommons.org/licenses/by-nc/3.0/


NSAIDs

• Theoretical risk

• ACE2 for cell entry
• Same concern raised for ACE-I/ARB

• No direct data to suggest COVID19 specific harm

• Use as you would have pre-COVID19





Monday – Friday 

7:30 AM – 9:30 AM Central Time

2:00 PM -4:00 PM Central Time

Call 402-552-2881
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Questions and Answer Session
Use the QA box in the webinar platform to type a 
question. Questions will be read aloud by the 
moderator, in the order they are received

A transcript of the discussion will be made 
available on the ICAP website

Kate Tyner, RN, BSN, CIC

Margaret Drake, MT(ASCP),CIC

Teri Fitzgerald RN, BSN, CIC

Dr. Salman Ashraf

Dr. Kelly Cawcutt

Dr. Ishrat Kamal-Ahmed

Moderated by Mounica Soma, MHA
https://icap.nebraskamed.com/resources/
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Responses were provided based on information known on 6/30/2020 and may become out of date. 

Guidance is being updated rapidly, so users should look to CDC and NE DHHS guidance for updates.  

NETEC – NICS/Nebraska DHHS HAI-AR/Nebraska ICAP 
Small and Critical Access Hospitals-Outpatient Region VII Webinar on COVID-19 6/30/2020 

 
1. What is the current recommendation of health care workers testing positive but who are 

asymptomatic?  Would they be allowed to continue working in a family practice clinic? 

Dr. Cawcutt strongly recommends that for the facility-specific question, staff needs to contact 

his or her own infection preventionist/employee health practitioner.  If you are positive but 

asymptomatic, most facilities (unless they are in dire straits for front-line providers) are having 

their positive staff stay home for a period of time based on CDC guidance, until they have likely 

no longer been infectious with the virus.  That means staying home.  Even in the setting of 

universal masking, you are not eligible to return to work, even if asymptomatic, once you have 

tested positive for COVID-19. The timing of that should be discussed with your local facility If 

you haven’t been tested and are potentially an asymptomatic carrier, that is the exact rationale 

for universal masking and eye protection that is the current practice at Nebraska Medicine and 

many other institutions and clinics are using.  That includes all of your healthcare workers and 

all of the visitors and patients entering to wear masks to minimize the risk that someone who is 

asymptomatic or pre-symptomatic potentially shedding virus and exposing others before there 

are symptoms that would prompt testing. 

 

ICAP says this a common question – why isn’t a person who doesn’t have symptoms safe return 

to work?  But we believe that even if a person doesn’t have symptoms you still have to regard 

them as potentially infectious.  If you have a way to keep people off work, you should keep 

them off work.  We do believe that even staff without symptoms could present a dangerous risk.  

CDC guidance that these people will be isolated to 10 days time frame based on the time-based 

strategy or have two negative tests at least 24 hours apart based on the two-test strategy.  Dr. 

Ashraf agrees with Dr. Cawcutt that the only time a person without the 10-day isolation or two-

test negatives could be allowed to work is ONLY in a dire situation of a critical staffing shortage.  

And then those healthcare workers could only work with other positive patients.   

  

Dr. Cawcutt said that it you absolutely can spread it even if they are asymptomatic.  There is 

always some risk.  Even others who are pre-symptomatic do have some risk of spreading the 

virus before symptoms appear.  That risk is there, even if the staff member isn’t coughing.  A 

positive test should be considered a risk of spreading infection. 

 

2. What was the rationale for adding the additional requirement of adding universal eye 

protection to PPE used at Nebraska Medicine and its clinics?  Did it come from the CDC’s 

recommendations or what is the rationale behind it? 

Dr. Cawcutt explained the rationale for eye protection is based on the traditional (pre-COVID) 

requirement for droplet precautions for respiratory viruses such as influenza, etc.  Eye 

protection is particularly important during any procedure or processes (in the hospital or clinic) 

with the risk of having droplet mechanisms sprayed into the air and exposing others.  Eye 

protection is specifically recommended by the CDC for COVID, and they address the need for 

face shields or goggles to be used.  You may question whether the face shields or goggles are 



needed when dealing with patients who aren’t known to have COVID (or have been exposed to 

it).  We understand there may be financial and logistical considerations when we talk about the 

need for eye protection by institutions. But eye protection clearly carries benefit to the wearer.  

The eye is also a mucus membrane (like the nose and mouth that are primary mucus sources) 

and it presents the risk of infection.  For the wearer, having that eye protection as a barrier 

when accidently touching the face or eyes, clearly protects the healthcare worker by limiting the 

risk from those we may encounter who are potentially positive, but also of the risk of self-

inoculation.  Data backing this up is in a recent study published in The Lancet on physical 

distancing, mask use and eye protection in relation to prevention of COVID-19, SARS and MERS.  

That study does show significant risk reduction of transmission of infection when eye protection 

is used.  There is a biologic plausibility rationale to use it, and there is also evidence that shows it 

clearly decreases the risk of infection.  You want to take that recommendation seriously and 

provide eye protection to staff working with patients. 

 

Dr. Ashraf noted that regular eye glasses don’t meet the ANSI standards for eye protection.  Dr. 

Cawcutt said there are two different standards. One standard can be used when you are not 

doing a procedure with high risk of bloodborne exposures.  But for COVID-19 patients we are 

clear that either the full face shield or goggles are required so you cannot get droplets into your 

eyes.  The standards are available on the CDC website and even the EPA website.  The face 

shield is a very easy answer because there is full coverage and protection of the mask as well.   

For clinic visits, where you don’t have a known positive COVID patient, there is less risk of 

droplets being spread, and there are side shields available for prescription glasses that might 

meet the minimum standards of protection, but use of those depends on whether your specific 

group is prepared to switch between the two eye protections.  But if you want to be consistent, 

and avoid confusion on eye protection, the true goggles or face shields would be the simplest 

answer. 

 

3. There are some hospitals now that are starting to have visitations, while others have not 

initiated yet.   Some smaller hospitals are wondering why Nebraska Medicine has not opened 

up visitation yet.  Can you offer rationale or guidance that could help our critical access 

hospitals decide on opening up visitation?  What is your recommendation? 

Nebraska Medicine took a different path for not reopening visitation yet.  The rationale is that 

Nebraska Medicine closed down visitation when there were much fewer cases of COVID in 

Douglas County than there are now.  And back at that time, there were also fewer positive 

COVID patients in the hospital than we have today.  If the rationale back then was strong 

enough that there was risk because of the amount of COVID in our community, we are seeing a 

higher number of cases and larger risk now.  Nebraska Medicine does have increased 

precautions now than we had before the closing to visitors including limited access into the 

hospital, screening and classification of visitors coming in at the entrances, time limits on those 

visits, which are approved in special circumstances, and masking and hand hygiene on arrival.  

But even at that, there is still risk.  Every week we review the number of cases in the county, the 

number of COVID positive patients we have in our hospital, and review the data to see if we can 

start reopening.  Nebraska Medicine has always maintained exceptions to the no visitor rule for 

pediatric patients, for patients who cognitively need someone present with them specifically 



trained for hands on training, and for end of life circumstances.  Nebraska Medicine has never 

fully NOT allowed visitors here.  Because we have those exceptions, we feel we have been 

providing critical access for our patients.  We have also set up Zoom access for our patients 

including the nurses controlling the Zoom from the bedside.  We will continue to revisit the 

community rates and decide when the numbers are low enough to allow some staggered 

reopening of the institution to visitors.   

 

4. What are rural hospitals/Emergency Rooms doing for sterilization for N95 mask for reuse? 

Which would you recommend ultraviolet light or dry heat for sterilization N95? 

Dr. Cawcutt commented that she is not aware how rural hospitals and emergency rooms are 

sterilizing N95 masks.  She was involved at Nebraska Medicine with the evolution of ultraviolet 

light disinfection.  Dry heat carries different risks and she does not think it can be an easy 

answer for use and the safety and integrity of the mask.  However, UV light has been proven 

effective so long as the process it is available for the extended use and reuse of N95 masks. 

 

Dr. Ashraf said that Nebraska rural communities have access to six locations in the state where 

UV light disinfection is available now.  It was set up by the emergency healthcare coalition.  That 

is what people in Nebraska have access to.  Here is the link of locations from the ICAP website:   

https://icap.nebraskamed.com/wp-content/uploads/sites/2/2020/04/UV-Light-box-locations-in-

Nebraska.pdf.  Everyone in Nebraska has access to this and it is recommended.  ICAP’s 

experience is that most Nebraska facilities don’t have dry heat access, only steam sterilization.  

Nebraska Medicine’s experience in testing steam sterilization was that it is hard to get the 

respirators fully dry after that process.  UV lights are safe, effective and easy to use. 

 

5. Does Dr. Cawcutt have recommendations she can make (as a clinician who has worked in the 

hospital’s COVID ICU units in full PPE) or tips on making PPE easier to wear. 

PPE for continuous wear is difficult, especially in wearing N95 masks.  Universal masking and eye 

protection is also difficult.  There are limitations with eating and drinking, and tighter fitting N95 

masks prove to be uncomfortable.  A culture of having everyone working together to remind 

staff to wear PPE appropriately, and to know staff will need breaks from the PPE.  It can be 

especially difficult in emergencies.  Having a second set of eyes and even hands to make sure 

you are donning and doffing properly, when you are tired or in an emergency, is very helpful to 

keep everyone safe.  Personally, it was beneficial to have the donning and doffing sequence 

posted both inside and outside a room, and, to have a mirror nearby so she could see where the 

straps of her isolation were so she could take them off without contaminating herself.  It needs 

to be treated as a team effort, remembering to know that there is always positive intent by the 

wearer to do things the right way.  Everyone can be distracted and having others help out by 

kindly reminding each other and offering to help their coworkers.  That helped keep everyone 

working on this together. 

 

6.  Many people are complaining of headaches while wearing masks (even surgical masks).  

Many are saying they believe their CO2 levels are elevated.  Is there any research to support 

this assumption? 

https://icap.nebraskamed.com/wp-content/uploads/sites/2/2020/04/UV-Light-box-locations-in-Nebraska.pdf
https://icap.nebraskamed.com/wp-content/uploads/sites/2/2020/04/UV-Light-box-locations-in-Nebraska.pdf


There is no research to support that CO2 levels are elevated by mask use. In fact there is 

evidence to negate that elevation of CO2 levels due to mask use, even N95 masks.  In the 

medical realm, many of us (i.e. anesthesiologists, surgeons, ICU staff) have spent hours in masks 

on a daily basis for years.  There has not been demonstrated harm in the medical field by mask 

use, even among those with heart or lung issues.  People may be getting headaches for a variety 

or reasons, but Dr. Cawcutt is not convinced that mask use is the reason for those. 

 

7. In a lot of parts of the Midwest, people are not seeing many COVID cases at all.   There is a lot 

of fear of staff who do then work with a COVID patients, that they could take the COVID home 

to their families.  Can you comment on your thoughts on this? 

We know there is fear, but increasing data shows that PPE worn correctly, with proper donning 

and doffing and good hand hygiene, hugely reduces the risk of nosocomial transmission and 

acquisition of healthcare worker COVID 19.  We do not have data that simply being in a room 

with a COVID 19 patient in your PPE, that your shoes or hair will transmit the virus home to your 

family.  Some long protocols of showering, changing their clothes before entering their homes 

and other ways of managing it may not be needed as we don’t have evidence that it is a way to 

transmit infection.  Considering the number of months that we are into this pandemic, it has not 

been shown to be a clear risk factor for nosocomial transmission, acquisition for healthcare 

workers, exposure to healthcare workers or even taking it home to family members.  That is 

reassuring that our PPE works.  It is key to understand your PPE, know what kind of PPE you 

need, how to don it and doff it, and adhere to hand hygiene at the beginning and end and all the 

in-between steps of donning and doffing PPE are the things that will make the biggest 

difference.  The data of where healthcare workers get infected, it is failure to use the PPE or do 

hand hygiene, or they have had unprotected contact (lack of PPE contact) with someone else 

with COVID.  A lot of those have been out in the community, from a family member, or 

occasionally in places without universal masking, healthcare workers can get it from a patient or 

coworker with unrecognized symptoms of COVID.  PPE use is your armor to protect you from 

bringing COVID home to your family.  The biggest risk is if your mucous membranes aren’t 

protected from the virus and you breathe it in by not doing adequate hand hygiene and 

touching those mucous membranes.  Dr. Cawcutt follows these steps herself, knows the data, 

uses PPE and hand hygiene and trusts the processes that are in place.  

 

 


