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Communication Bulletin


	TO:
	Long-term Care Physicians and Nurse Practitioners
	DATE:
	March 23, 2020

	FROM:
	Dr. Margaret Manville, Medical Director Long-term Care

	RE:
	LTC update





1. Please see the new order from Dr. Stanwick re: transfers from LTC to acute care:

Refrain from transferring a resident to any other healthcare facility, including without limitation another LTCF or a hospital as defined in the Hospital Act, RSBC 1996, c. 200, without prior notice to and authorization of the MHO or delegate. In an emergent situation, where a patients goals of care are compatible with transfer to an acute care hospital (i.e. having a stroke and full code), LTCF staff should call 911 prior to providing notice to the MHO or delegate. Notice to the MHO or delegate must be provided as quickly as possible. 

2. NON-COVID-related acute care transfers:  The above order demands that ANY transfer to acute care must be deemed critical to the comfort or medical care of the individual patient. It requires a fully-informed patient or family member as to the risks involved, and must be agreed to by the physician, ERP and MHO UNLESS to do so would result in an unacceptable delay in needed medical care.  The transfer must be aligned with the patient’s MOST order and goals of care. 

3. Please only visit a LTC facility in-person if there is no other way to provide an accurate and safe medical assessment or medical treatments. We are restricting to essential visitors only.  Most sites can assist you by phone and give you good information about the needs of your patient.  Physicians and nurse practitioners are to use their good clinical judgment to decide what is essential for each situation and context. You must check in with the greeter if you visit.

4. [bookmark: _GoBack]PREVENTING TRANSFERS to ER for suturing please try to suture on site.  Here is a list of suture materials and costs that can be shared in your locations.  Some patients may require mild sedation prior to suturing to ensure your/their and staff safety. 






5. Nebulized medication and MDIs: Since our last recommendation, we have learned that there is a critical shortage of MDIs (especially Ventolin).  Because of the shortage, we CANNOT recommend widespread conversion of everyone from nebulisers to MDIs, and must reserve them for those who need it most.  Here are the recommendations from Island Health Pharmacy and from our LTC- MAC:

5.  Assess whether your resident still needs nebuliser therapy 
5.  Ask if  this resident can be stepped down to PRN therapy safely 
5. Use alternate bronchodilator puffers for maintenance therapy when clinically appropriate. Options include  salbutamol + ipratropium (Combivent Respimat),  terbualine (Bricanyl Turbuhaler), salmeterol (Serevent Diskus), formoterol (Oxeze Turbuhaler), salmeterol + steroid (Advair MDI,  Advair Diskus), formoterol + steroid (Zenhale MDI, Symbicort Turbuhaler). There are newer LAMA/LABA puffers (Inspiolto Respimat, Anoro Ellipa, Ultibro Breezhaler, Duaklir Genuair) that may be suitable. 
5. Phamacists would be a good resource re: availability and suitability when choosing an alternate bronchodilator. Use alternate bronchodilators for maintenance therapy when clinically appropriate. Options include salmeterol, formoterol and ipratropium (+/- corticosteroid).
5. Reserve salbutamol MDIs for non-intubated patients with a confirmed or probable coronavirus infection. If nebulized therapy must be used, observe appropriate infection control precautions.
5. Use nebulized salbutamol (+/- ipratropium) in patients with no precautions or those on closed system ventilator support and if your patient does not tolerate any substitutions
5. Island Health Pharmacy will attempt to bring in terbutaline (BRICANYL TURBUHALER) or COMBIVENT RESPIMAT. If supply comes in, these non-formulary products will be made available.

6. CPAP in COVID-suspected or COVID-infected patients.  CPAP should be held until NP swab result is known.  If the patient has no infection, CPAP can continue as ordered. If CPAP is absolutely necessary in COVID-positive patient, proper infection control for AGMAP must be followed.
 
7. Treatment: from the Lynn Valley experience, LTC patients infected with COVID only survive 1-3 days after diagnosis with a 25% mortality rate so far. Dr. Manville is on a provincial task force to create a care pathway for COVID positive patients for physicians. This will be distributed as soon as is ready.  VIHA has a treatment guideline document attached below and another with recommendations re: ACE/ARBs in COVID patients. 




8. GOALS OF CARE AND MOST please review your M3-C2 patients.   In order to help physicians and NPs with these difficult conversations, we are asking for a statement from public health officers that COVID-infected patients can be safely looked after in LTC.   Here are some excellent communication tools from our palliative care colleagues to help with these conversations, specific to COVID-19.  The majority of LTC patients are M1-M2 due to their frailty and burden of medical co-morbidities. 




9. Dr. Stacey McDonald has also prepared a document to help guide what to do after a LTC patient dies of suspected or confirmed COVID.



Thank you for the excellent care you provide to our most vulnerable patients, and for your ability to provide this care under trying circumstances.  



Dr. Margaret Manville,
Medical Director Long Term Care, Margaret.Manville@viha.ca

Geography 1:  Dr. Kathleen McFadden, Medical Lead, LTC , Caitlin.Mcfadden@viha.ca
Geography 2   Dr. Erfan Javaheri, Medical Lead, LTC, Erfan.Javaheri@viha.ca
Geography 3   Dr. Stacey McDonald, Medical Lead LTC, Stacey.McDonald@viha.ca
Geography 3   Dr. Eric George, Medical Lead LTC, Eric.George@viha.ca 
Geography 4:  Dr. Ian Bekker, Medical Lead LTC, Ian.Bekker@viha.ca
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SUMMARY

This summary highlights recommendations made by the Infection Management Advisory Committee on
the antiviral treatment of COVID-19. These recommendations follow from an extensive literature review
and multiple conversations among various experts and clinicians. The full document follows this page.

IMAC will be monitoring new evidence as it emerges and updating the recommendations as needed.

The full document also provides recommendations on management of bacterial infections and addresses
recent controversies related to the use of NSAIDs and ACE Inhibitors in the context of COVID-19 (Pg 15-
16).

1. We recommend against the routine use of lopinavir/ritonavir outside a randomized-controlled trial
(CATCO).

2. Inlight of insufficient evidence and potential adverse-effects, we advise against the use of ribavirin.

3. While treatment with remdesivir remains promising, obtaining the drug in a pandemic situation may
not produce the drug in a timely manner. As exclusion criteria from the manufacturer are extensive
and supply is limited, we recommend reserving applying for compassionate use for remdesivir to
exceptional cases in consultation with Infectious Diseases Specialist and Pharmacy. We recommend
enrollment in a randomized-controlled trial of remdesivir if it becomes an option at VIHA.

4. Based on the lack of clinically convincing outcomes and the fragility of the supply chain, we
recommend against routine use of chloroquine or hydroxychloroquine. Use would be supported if
further positive data become available and IMAC is committed to evaluating this particular therapy
very closely. IMAC members are not in a position to police or restrict prescribing should it occur.

5. We were unable to evaluate any convincing evidence published in English that supports the use of
tocilizumab. Although limited Chinese literature uses promising language, we currently cannot
recommend routine its administration for COVID-19.

6. We acknowledge that there will be some patients in whom salvage efforts may be appropriate. We
leave those decisions to individual prescribers and encourage them to contact Infectious Disease
Specialists, Medical Microbiologists and/or ID&AMS pharmacist for discussion about appropriateness,
safety and operational details.

7. We recommend against treatment with any other investigational agent, including ASCQ9, azvudine,
baloxavir marboxil/favipiravir, camostat mesylate, darunavir/cobicistat, camrelizumab and thymosin
due to lack of data, lack of availability, or both.
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Situation

SARS-CoV-2 (aka 2019-nCoV), the virus that causes the clinical iliness COVID-19, is a novel RNA virus
belonging to the coronavirus family. With well over one-hundred thousand cases worldwide, various
treatments are being used clinically or undergoing evaluation. In preparation for in-patient treatment of
COVID-19 at Island Health facilities, the Infection Management Advisory Committee (IMAC) has reviewed
the evidence for these therapies and made recommendations concerning their use in consultation with
various VIHA groups such as Intensive Care, Internal Medicine, Hospitalists and Pharmacy. IMAC has also
provided general treatment guidelines for anti-infective use in the setting of viral pneumonia in in-
patients. As this is an evolving situation, as emerging information becomes available IMAC will make the

necessary amendments to this SBAR along with up-to-date recommendations weekly, and as needed.

Background

Coronaviruses (CoV) are a large family of viruses that cause iliness ranging from the common cold to
more severe diseases such as Middle East Respiratory Syndrome (MERS-CoV) and Severe Acute
Respiratory Syndrome (SARS-CoV-1). SARS-CoV-2, the virus responsible for the COVID-19 pandemicis a
non-segmented, positive sense RNA virus most closely related to SARS-CoV-1, with 82% nucleotide
identity. There are currently no approved therapies for COVID-19, and no therapies have been robustly
evaluated. The majority of published evidence that suggests treatments for COVID-19 is extrapolated
from experience with SARS, MERS or limited to case-series. Randomized-controlled trials are ongoing,
most notably with two agents, an antiretroviral lopinavir/ritonavir (Kaletra) used for treatment of HIV,
and a novel investigational antiviral remdesivir. Non-randomized smaller studies, mainly from China,
have included a variety of drugs, with Chinese Medicine research comprising over half of the studies. One

larger RCT of lopinavir/ritonavir in 199 patients in China was published on March 18, 2020 (Cao et al.
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2020) showing no benefit; however, experts speculate that this trial will not put an end to other RCTs as it
may be underpowered for mortality and included patients who were too sick (Cao et al. 2020). In vitro
data and animal studies of various agents, mainly for the treatment of SARS, have also been published. A
large proportion of the discussion regarding potential treatment for COVID-19 within the medical

community has been occurring through non-academic channels such as social media, blogs or the news.

A scientific literature search of potential non-vaccine therapies for COVID-19 and other coronaviruses
(search strategy below) resulted in over 200 publications citing the following potential pharmaceutical
agents in order of frequency of appearance:

- lopinavir/ritonavir

- chloroguine/hydroxychloroquine

- ribavirin

- remdesivir

- oseltamivir and other neuraminidase inhibitors

- tocilizumab

- steroids

Non-medical sources have also listed a dozen of other agents, including ASC09, azvudine

baloxavir marboxil/favipiravir, camostat mesylate, darunavir/cobicistat, camrelizumab and thymosin,
among others. These agents were not found using a search of PubMed, Medline or Embase for the
treatment of coronaviruses, but limited information was available online through, for example, study

protocols.

Articles commenting on safety of other agents, for example ACE-inhibitors and NSAIDs in the context of

COVID-19 have also been published.

Expert bodies such as the World Health Organization (WHO) and the Center for Disease Control (CDC)
have made recommendations for treatment of COVID-19 but they are limited to supportive care. Both

support the enroliment of patients in clinical trials for currently unproven therapies. The WHO updated
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their guideline document regarding clinical management of severe COVID-19 on March 13, 2020, with a
main recommendation of “Investigational anti-COVID-19 therapeutics should be used only in approved,

randomized, controlled trials.”.

Locally, in British Columbia, while there is no formal consensus between clinician groups regarding
treatment of COVID-19 with unapproved therapies, an informal agreement has been made between the
clinicians at Vancouver Coastal and Providence Health that no treatment will be employed unless part of
a randomized controlled trial. All proposed treatment approaches across the province have been
obtained through personal communication. Many Health Authorities have committed to enrolling in an
RCT of lopinavir/ritonavir (Kaletra) called CATCO - A Multi-centre, Adaptive, Randomized, Open-label,
Controlled Clinical Trial of the Safety and Efficacy of Investigational Therapeutics for the Treatment of
COVID-19 in Hospitalized Patients. This RCT, led by Shrin Murthy from BC Women’s and Children’s and
funded through the Canadian Institutes of Health Research, is currently undergoing Operational Approval
after Harmonized Ethics Approval in the province was granted. Currently, Abbvie, the maker of Kaletra
would be supplying the study medication. Coastal Health and Providence have informally stated that no
treatment would be employed for inpatients with COVID-19 outside of this trial. At VIHA, Dr. Daniel
Ovakim (Intensivist; VIHA PI), Dr. Gordon Wood (Intensivist, co-investigator) and Dr. Eric Partlow,
(Infectious Disease Physician; co-investigator) have volunteered to be the local investigators for CATCO.
The clinical trials support team from Intensive Care has been engaged and is awaiting approval from
ethics as the protocol is in the revision stages. Enrolling patients at other sites across the Island is being
explored and based on operational ability (e.g. having enough clinicians with necessary training to give

consent), but is unlikely to occur at this time.

Assessment

Lopinavir/Ritonavir (Kaletra) with/without Ribavirin

Lopinavir/ritonavir is a combination of antiviral agents used in treatment of HIV. Lopinavir is the effective
agent that inhibits the protease activity of coronavirus; ritonavir increases the half-life of lopinavir.

Lopinavir/ritonavir has the advantage that it is available in Canada, and has an established toxicity profile.
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In BC, the agent is non-formulary and mostly obtained through the Centre for Excellence for the

treatment of HIV. At this time, it is listed as a “No Stock Available” item from wholesale due to

countrywide allocation, but it could potentially be obtained through other channels. Ribavirin may be

synergistic when added to lopinavir/ritonavir, especially in other coronaviruses. However, most clinical

data for COVID-19 does not support the routine addition of ribavirin. Oral ribavirin is available in Canada,

and is currently non-formulary. Inhaled ribavirin is restricted to the treatment of RSV, but has not been

evaluated for the treatment of coronaviruses.

Human Clinical Data

Cao at al. 2020: Randomized Controlled Trial of 199 patients with COVID-19 treated in Wubei, China at

the peak of the outbreak

100 patients were randomized to receive lopinavir/ritonavir for 14 days and 99 to receive
standard of care

Patients included were those who had difficulty maintaining O2 saturations of >94% on room air;
many patients were severely ill and received treatment late as evidenced by the nearly 25%
mortality.

The primary outcome was clinical improvement by 2 points measured by a 7-point ordinal scale,
or discharge from hospital, whichever came first.

The trial did not find a difference between the two groups in the primary outcome. Viral shedding
was no different between groups. Mortality was slightly lower in the treatment arm but was not
clinically or statistically significant.

13.8% of patients in the treatment arm had to stop the drug because of adverse-effects such as

gastrointestinal intolerance and laboratory abnormailities.

Chu et al. 2004: Open-label before/after study on SARS

41 patients treated with lopinavir/ritonavir plus ribavirin were compared to 111 historical control
patients treated with ribavirin alone. Poor clinical outcomes (ARDS or death) were lower in
treatment group (2.4% vs. 29%). These differences persisted in multivariable models, which

attempted to correct for baseline imbalances between the groups.
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- Use of lopinavir/ritonavir use correlated with a dramatic reduction in viral load.

- All patients received concomitant ribavirin.

- One patient discontinued the medications due to doubling of liver enzymes

Chan et al. 2003: Retrospective matched multi-center cohort study on SARS

- 75 patients treated with lopinavir/ritonavir were compared with matched controls.

- Up-front treatment with lopinavir/ritonavir combined with ribavirin correlated with reduced
mortality (2.3% versus 16%). However, rescue therapy with lopinavir/ritonavir (often without
concomitant ribavirin) showed no effect.

- Study reported that the drug was “well tolerated” and side effects were minimal.

Park et al. 2019: Retrospective cohort study on post-exposure prophylaxis against MERS

- Thisis a retrospective cohort study involving 22 patients with high-risk exposure to a single MERS
patient). As a control group, four hospitals with outbreaks of MERS were selected. Post-exposure
prophylaxis consisted of a combination of lopinavir/ritonavir (400 mg / 100 mg BID for 11-13
days) plus ribavirin (2000 mg loading dose, then 1200 mg g8hr for four days, then 600 mg q8hr
for 6-8 days).

- MERS infections did not occur in anyone treated with post-exposure prophylaxis. However, the
manner in which the control group was selected likely biased the study in favor of showing a
benefit of post-exposure prophylaxis.

- Post-exposure therapy was generally well tolerated, although most patients reported some side
effects (most commonly nausea, diarrhea, stomatitis, or fever). Laboratory evaluation shows
frequent occurrence of anemia (45%), leukopenia (40%), and hyperbilirubinemia (100%).

Young et al. 2020 Cohort study describing 16 COVID-19 patients in Singapore.

- Among 6 patients with hypoxemia, five were treated with lopinavir/ritonavir (200 mg/100 mg
BID, which is half of the usual dose of lopinavir).

- Among the 5 patients, 2 patients deteriorated and had persistent nasopharyngeal virus carriage.

- The authors of the study suggested that perhaps ribavirin should have been used in addition

Lopinavir/ritonavir has been used to successfully treat one patient with COVID-19 (Kim 2020).
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Small Case-series for COVID-19 (Wang 2020)
- Four patients with COVID-19 were given antiviral treatment including lopinavir/ritonavir.
- After treatment, three patients showed significant improvement in pneumonia-associated
symptoms, two of whom were confirmed to be COVID-19 negative and discharged, and one of

whom was negative for the virus at the first test.

Larger Retrospective Study for COVID-19 (Chen 2020)

- Aretrospective study enrolled 134 patients revealed that there is no significant difference
between LPV/r-treated group (n=52), Abidol-treated group (n=34), and control group (n=48) in
improving symptom or in reducing viral loads.

- The negative rate of COVID-19 nucleic acid on the 7 day was 71.8%, 82.6%, and 77.1%,
respectively (P=.79).

Nine randomized controlled trials of lopinovir/ritonavir in patients with COVID-19 have been
registered in China up to February 22, 2020, and two trials in North America, including the Canadian
CATCO trial in which VIHA is participating. Currently, the combination of lopinavir/ritonavir is a
recommended antiviral regimen in the latest version of the Diagnosis and Treatment of Pneumonia

Caused by COVID-19 issued by the National Health Commission of the People's Republic of China.

In-vitro Data

In-vitro activity against SARS
- Lopinavir showed in vitro antiviral activity against SARS at concentration of 4 ug/ml. However,
when combined with ribavirin, lopinavir appears considerably more effective (with an inhibitory
concentration of 1 ug/mL) (Chu et al. 2004).
- For reference, the peak and trough serum concentrations of lopinavir are 10 and 5.5 ug/ml|
- An analysis of molecular dynamics simulations showed that the SARS-CoV 3CLpro enzyme could

be inhibited by the combination of lopinavir and ritonavir. (Nukoolkarn 2008).
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- Abinding analysis of the main coronavirus proteinase with lopinovir showed that half of lopinavir
is left outside the catalytic site, and the efficacy of lopinavir may be poor (Zhang 2004).
- Another study showed that neither lopinavir nor ritonavir has an effect on the replication of

SARS-CoV (Yamamoto 2004).

There are no reported in vitro studies of COVID-19.

Animal Data

Lopinavir/ritonavir was effective against MERS-CoV in a primate animal model (Chan 2015).

Safety

Diarrhea, nausea, and asthenia are the most frequently reported reactions in patients receiving lopinavir
therapy for treatment of coronaviruses (Hurst 2000). Elevated total bilirubin, triglyceride, and hepatic
enzyme levels have also been reported. A retrospective study of MERS showed that the most common
symptoms and laboratory tests of lopinavir/ritonavir were diarrhea (40.9%), nausea (40.9%), stomatitis
(18.2%), fever (13.6%), anemia (45.0%), leukopenia (40.0%), and hyperbilirubinemia (100%) (Park 2019).
However, the symptoms and laboratory tests returned to normal after lopinavir therapy ceased. In the
2020 RCT by Cao et al. 13.8% of patients needed to stop lopinavir/ritonavir due to adverse effects, but no
ADR was considered serious. Drug interactions with protease-inhibitors are well known and limit their use
somewhat. Patients receiving interacting therapies such as amiodarone, certain statins and
benzodiazepines, rifampin and many others are generally not candidates for treatment with

lopinavir/ritonavir.

From experience in treatment of hepatitis C, ribavirin is well known to be a poorly tolerated drug. Flu-like
symptoms and nausea develop in nearly 50% of patients and lead to premature discontinuation of
hepatitis C treatment. Regular monitoring of CBC for hemolytic anemia, leukopenia and dose adjustment
may be required for toxicity as ribavirin causes bone marrow suppression in many after 2-4 weeks of

treatment. Ribavirin may also cause liver toxicity and transaminitis.
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Remdesivir

Remdesivir is an investigational nucleotide analog with broad-spectrum antiviral activity. It was initially
developed and evaluated for the treatment of Ebola. It inhibits RNA-dependent RNA polymerase, which is
96% identical in sequence between MERS, SARS and COVID-19. Remdesivir has demonstrated in vitro and

in vivo activity in animal models against the viral pathogens MERS and SARS (Sheahan 2020 and others).

Unfortunately, remdesivir is not commercially available and not approved by the FDA yet. Remdesivir
was used on the basis of Compassionate Use for one of the first patients with COVID-19 in the United
States (Holshue 2020). The patient improved rapidly with 7 days of treatment and no adverse effects.

Viral PCR was negative for the virus after one day of therapy.

Remdesivir is being used in several stage 3 trials in the United States being sponsored by NIAID.
Enrollment in this trial seems like a desirable approach to antiviral therapy but is not feasible in Canada at

this time. There are four other trials registered world-wide.

The process of obtaining remdesivir in Canada for Compassionate Use (CU) outside of the
abovementioned RCT has been verified with the company (Gilead) and Health Canada. It consists of a
multi-step process that includes an application on the Gilead website, as well as a Special Access Program
(SAP) application to Health Canada. Our estimates are that obtaining the drug would take days and is not
guaranteed. Personal communication confirmed that one group in Edmonton attempted to get
remdesivir for compassionate use; the outcome of this is not known. The inclusion criteria for the use of
remdesivir seem prohibitive; patients need to be diagnosed with severe, virologically confirmed disease
failing supportive case, on ventilator support but not receiving vasopressor support or experiencing organ
failure. Application for SAP and CU may be considered if the eligibility criteria are met. Gilead states on
their website that stock is limited and we were unable to verify if the drug would be provided free of

charge.
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Chloroquine/Hydroxychloroquine

Chloroquine/hydroxychloroquine are generally used for treatment of malaria, amebiasis and certain
inflammatory conditions like rheumatoid arthritis. It has anti-viral activity in vitro, but no established
clinical efficacy in treatment of viral disease. Chloroquine/hydroxychloroquine appear to work via multiple
mechanisms, including interference with cellular receptor ACE2 (potentially making it particularly
effective against SARS and COVID-19) and impairment of acidification of endosomes, which interferes
with virus trafficking within cells. Both drugs also have immunosuppressive activities. It is unknown

whether such immunosuppressive action could be beneficial or harmful (analogous to steroid therapy).

Human Data

One small case series of 22 hospitalized patients in France (Gautret et al. 2020) received 200mg of
hydroxychloroquine three times per day for 10 days; 6 patients received azithromycin. The primary
endpoint was virological clearance on day 6. The trial compared the primary outcome to 16 controls who
refused to participate or were treated at another center. Some patients were asymptomatic. The study
reported that COVID-19 PCR was negative on 100% of patients on day 6 who took both drugs, 57.1% in
those who received hydroxychloroquine alone and 12.5% of those who did not receive treatment. No
clinical endpoints were reported. This study has not been published by any scientific journal; the

manuscript was available on line as a pdf from a news website.

There are two citations whose abstracts read that chloroquine could reduce the length of hospital stay
and improve the evolution of COVID-19 pneumonia, apparently assessed through a multi-center trial (Gao
2020; Zhonghua 2020). The drug is recommended to be included in the next version of the Guidelines for
the Prevention, Diagnosis, and Treatment of Pneumonia Caused by COVID-19 issued by the National
Health Commission of the People's Republic of China for treatment of COVID-19 infection in larger
populations in the future. However, both the articles are not available in English and this data could not
be assessed. A news report stated that one study investigator cited that “120 patients treated with

chloroquine phosphate developed critical illness, and 81 patients have been discharged so far.”
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In-vitro Data

In vitro data using cell lines shows that chloroquine can inhibit COVID-19 with a 50% inhibitory
concentration of 1 uM, implying that therapeutic levels could be achieved in humans (Wang 2020). The
50% inhibitory concentration of chloroquine for SARS is closer to 9 uM, suggesting that chloroquine could

be more effective against COVID-19 than SARS (Al-Bari 2017).

A study published in Clinical Infectious Diseases suggested that hydroxychloroquine might be more
potent for COVID-19 than chloroquine. The EC50=0.72 uM for hydroxychloroquine was found to be more
potent than chloroquine (EC50=5.47 uM) in vitro. The study cited that “based on PK models results, a
loading dose of 400 mg twice daily of hydroxychloroquine sulfate given orally, followed by a maintenance
dose of 200 mg given twice daily for 4 days is recommended for SARS-CoV-2 infection, as it reached three
times the potency of chloroquine phosphate when given 500 mg twice daily 5 days in advance” (Yao

2020).

Animal Data

Chloroquine failed to work in mice infected with SARS (Bernard 2006).

The safety of cholorquine or hydroxychloroquine has not been assessed in the treatment of coronavirus
infections. However, toxicity profile seems to be acceptable from experience in use in malaria and

rheumatoid arthritis.

Hydroxychloroquine is currently available in Canada and is on the BC Provincial Hospital Formulary. There
are no known supply issues. On March 19, 2020 President Donald Trump announced at a Press
Conference that choloroquine and hydroxycholorquine are “game-changers” as a “vaccine” against the
virus and that he plans to “make the drug available immediately” to Americans. Supply issues should be
therefore regarded as extremely unstable. (The FDA quickly replied that these drugs are not approved for

COVID-19 and no such approval is in process).
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Other Therapies

Oseltamivir - Neuraminidase inhibitors do not seem to have activity against COVID-19 (Tan et al 2004).
Initial empiric therapy with neuraminidase inhibitors could be reasonable during influenza season in
critically ill patients, if there is concern that the patient might have influenza pneumonia. Such patients
can have confirmatory nasopharyngeal swabs for influenza. Currently, in many locations, patients
presenting with viral pneumonia are much more likely to have influenza than COVID-19. Otherwise, the

role for oseltamivir specifically for COVID-19 is limited.

Steroids - Steroid use outside of the Surviving Sepsis Campaign is not recommended. Steroids have not
demonstrated benefit in prior SARS or MERS epidemics. Steroids may increase viral shedding (Lee 2004)
and impair immune function. However, steroids may be used if there is another clear-cut indication (e.g.
coronavirus plus asthma exacerbation, refractory septic shock). WHO guidelines for the supportive

treatment of COVID-19 echo this statement.

Tocilizumab — Tocilizumab is an anti-interleukin 6 monoclonal antibody used as immunotherapy for
treatment of rheumatoid arthritis. While the maker of the drug, Sanofi is currently in discussion with the
FDA to initiate trials for treatment of COVID-19, evidence for the use of this medication is limited to
unpublished case-reports. For example, according to a blog post the IDSA website, there is anecdotal
evidence that the drug has been used in cases in China. Through google-translation, the blog stated that
toculizimab was used in cases of severe inflammatory response to COVID-19 with laboratory-proven high
levels of IL6 (a test not done locally). The Chinese medical community appears to support the drug to
“control the cytokine storm” and “purify the blood” according to the IDSA blog. No medical journal has

published a case or case series as of March 13, 2020.
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Antibiotic Therapies

Initial Therapy - As with any viral pneumonia, COVID-19 itself is not an indication for antibiotics. However,
patients who present with respiratory symptoms and pulmonary infiltrates on imaging may meet the
diagnostic criteria for pneumonia. Co-infection with a bacteria pathogen can be possible, and as per
standard CAP therapy, antibiotics are indicated. At Island Health, the standard therapy for in-patient
treatment for community acquired pneumonia is ceftriaxone 1-2 g IV daily with a macrolide, usually
azithromycin 500mg IV x 3 days or azithromycin 500mg PO x1 day followed by 250mg PO x 4 days. While
patients infected with COVID-19 may have travel history or have come in contact with travelers,
extending the spectrum of antimicrobials is not warranted unless the patient has significant risk factors
for drug-resistant organisms. This is generally limited to health-care exposure in an area with high rates of
antibiotic resistance in the last 90 days. Such patients should obtain an Infectious Disease consult for

tailored antibiotic therapy.

De-escalating antimicrobials is usually possible in confirmed COVID-19 infection. Procalcitonin is a useful
marker and is usually negative. This can be combined with other clinical features like lymphopenia,
normal neutrophil count and lack of positive bacterial cultures. Based on these tests, antibiotics might be

discontinued in <48 hours.

Delayed Bacterial Infection — Hospital and ventilator-associated pneumonia can emerge during the
hospital stay. Among patients who died from COVID-19, one series found that 11/68 (16%) had secondary
infections (Ruan 2020). Hospital-acquired infection may be investigated and treated according to current
VAP/HAP guidelines. At VIHA, piperacillin/tazobactam or a carbapenem is the standard of treatment, with

added vancomycin if the patient has MRSA risk factors.

NSAIDs — On March 17, the World Health Organization recommended NSAIDs should be avoided for
treatment of COVID-19 symptoms avoid taking ibuprofen, after French officials warned that anti-
inflammatory drugs could worsen effects of the virus. The warning by French Health Minister Olivier

Veran followed a recent study in The Lancet medical journal that hypothesised that an enzyme boosted
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by anti-inflammatory drugs such as ibuprofen could facilitate and worsen COVID-19 infections. After two
days of contemplation, the WHO reissued a statement on Twitter stating that there is no specific reason

to avoid NSAIDs based on this data.

ACE-| and ARBs — COVID-19 uses the ACE2 enzyme to gain entry into human cells, and some reports state
that those taking ACE-inhibitors or ARBs may experience an up-regulation of these enzymes.
Theoretically, patients taking these medications may have increased susceptibility to the various;
however this has not been shown clinically. Various expert groups such as the Canadian Cardiovascular
Society and Hypertension Canada issued statements that uncontrolled hypertension or heart failure for
which these medications are used would put patients at increased risk of poor outcomes due to COVID-

19 and recommended that these agents not be discontinued.

Recommendations on March 19, 2020

IMAC recommends the following regarding therapies for COVID-19 and associated infections:

8. IMAC supports practicing evidence-based medicine and recommends against exceptionalism. We
encourage clinicians to obtain best-practice information from reputable sources such as medical
literature of acceptable quality, World Health Organization, Centers for Disease Control and not from

blogs, news articles, press interviews, social media and politicians.

9. We recommend that VIHA become a partner site for the randomized controlled trial (CATCO) that
would allow ethical and appropriate evaluation of investigational use of lopinavir/ritonavir. This
option is also favourable as it would not deplete the sensitive supply chain of lopinavir/ritonavir for

those who require it for HIV therapy.

10. We recommend against the routine use of lopinavir/ritonavir outside a randomized-controlled trial

(CATCO).

11. In light of insufficient evidence and potential adverse-effects, we advise against the use of ribavirin.
14
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15.

16.

17.

18.

15

While treatment with remdesivir remains promising, obtaining the drug in a pandemic situation may
not produce the drug in a timely manner. As exclusion criteria from the manufacturer are extensive
and supply is limited, we recommend reserving applying for compassionate use for remdesivir to
exceptional cases in consultation with Infectious Diseases Specialist and Pharmacy. We recommend

enrollment in a randomized-controlled trial of remdesivir if it becomes an option at VIHA.

Based on the lack of clinically convincing outcomes and the fragility of the supply chain, we
recommend against routine use of chloroquine or hydroxychloroguine. Use would be supported if
further positive data become available and IMAC is committed to evaluating this particular therapy

very closely. IMAC members are not in a position to police or restrict prescribing should it occur.

We were unable to evaluate any convincing evidence published in English that supports the use of
tocilizumab. Although limited Chinese literature uses promising language, we currently cannot

recommend routine its administration for COVID-19.

We acknowledge that there will be some patients in whom salvage efforts may be appropriate. We
leave those decisions to individual prescribers and encourage them to contact Infectious Disease
Specialists, Medical Microbiologists and/or ID&AMS pharmacist for discussion about appropriateness,

safety and operational details.

We recommend against treatment with any other investigational agent, including ASC09, azvudine,
baloxavir marboxil/favipiravir, camostat mesylate, darunavir/cobicistat, camrelizumab and thymosin

due to lack of data, lack of availability, or both.

We recommend against the use of natural health products or Chinese medicines for treating COVID-

19 due to lack of data or an inability to evaluate the data in English.

We recommend against the use of oseltamivir outside its current indication for suspected and

confirmed influenza.
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19.

20.

21.

22.

23.

24.

We recommend that patients with suspected or confirmed COVID-19 who meet diagnostic criteria for
CAP be started on ceftriaxone and azithromycin for concomitant bacterial infection until such

infection is ruled out.

We recommend against broad-spectrum antibiotic treatments based on travel history alone and
reserve these agents for patients with significant risk factors for drug-resistant bacteria (e.g. exposure
to health-care in an endemic area). Infectious Diseases Specialists should be consulted in these

circumstances.

We recommend standard therapy of piperacillin/tazobactam or a carbapenem with or without
vancomycin for the treatment of health-care associated infection such as hospital or ventilator

associated pneumonia.

We recommend that patients on ACE-l and ARBs continue these agents as indicated and not cease

therapy solely on the basis of COVID-19.

We recommend that acetaminophen be used preferentially for symptomatic management of COVID-

19 but do not recommend against the use of NSAIDs such as ibuprofen.

We recommend that the summary articulating these points be posted on the VIHA COVID-19 website,
the Medical Affairs website and circulated internally as a reference for best practices. Evidence would

be reviewed regularly by IMAC and this reference would be regularly updated.

Search Terms: ("COVID-19"[All Fields] OR "severe acute respiratory syndrome coronavirus 2"[Supplementary Concept] OR "severe acute
respiratory syndrome coronavirus 2"[All Fields] OR "2019-nCoV"[All Fields] OR "SARS-CoV-2"[All Fields] OR "2019nCoV"[All Fields] OR
(("Wuhan"[All Fields] AND ("coronavirus"[MeSH Terms] OR "coronavirus"[All Fields])) AND 2019/12[PDAT] : 2030[PDAT])) AND
("therapy"[Subheading] OR "therapy"[All Fields] OR "treatment"[All Fields] OR "therapeutics"[MeSH Terms] OR "therapeutics"[All Fields])
Search Databases: PubMed, Medline, Ovid
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COVID-19 and concerns regarding use of ACEi/ARB/ARNi medications for heart
failure or hypertension

The Canadian Cardiovascular Society and the Canadian Heart Failure Society
strongly discourage the discontinuation of guideline directed medical therapy
(GDMT) involving Angiotensin Converting Enzyme Inhibitors (ACEi),
Angiotensin Receptor Blockers (ARB) or Angiotensin Receptor Neprilysin
Inhibitors (ARNi) in hypertensive or heart failure patients as a result of the
COVID-19 pandemic. Cessation of these drugs in stable patients can lead to
uncontrolled hypertension and increased hospitalizations for heart failure with an
unnecessary increase in health care utilization, straining our valuable inpatient
hospital resources. Although preclinical data has shown that the COVID-19 virus (also
known as SARS-CoV-2), uses the SARS-COV receptor angiotensin converting enzyme
(ACE) 2 for entry into target cells’, there is NO clinical evidence at this time to support
withdrawal of these agents. Please continue GDMT.

These are difficult times, and we want our members to have all available local,
national and global resources to best navigate the COVID-19 pandemic. Based on
our local best practice, we are currently guided by the following principles with
regards to ambulatory and elective procedure patients:

1. We support the principles of avoiding unnecessary contact and crowding in
our workflow for patients and staff.

2. We will provide support for planning of hospital based and private clinics to
reduce in person visits and related contact and crowding by maximizing
telehealth and videoconferencing.

3. Patients should be offered non “in person” visits if care can be adequately
delivered. The process and messaging should come from your local institution
to ensure consistency for providers and patients/families.

4. Diagnostic testing warrants review to ensure patients and staff are not placed
at unnecessary risk, placing a priority on patients where deferred testing poses
potential risk. This safety message must be balanced with inevitable waitlist
pressures and need for ongoing care of cardiovascular patients.

5. Pay close attention to local dialogue regarding nonessential procedural
bookings in anticipation of increased acute care requirements and the need to
delay the procedure.
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Additional resources for members include:

The American College of Cardiology COVID-19 Hub:
https://www.acc.org/latest-in-cardiology/features/accs-coronavirus-disease-2019-
covid-192-hub#sort=%40fcommonsortdate90022%20descending

Canada.ca COVID -19 website: https://www.canada.ca/en/public-
health/services/diseases/2019-novel-coronavirus-infection.html

COVID -19 Clinical Guidance for the Cardiovascular Team (American College of
Cardiology):
https://www.acc.org//~/media/Non-Clinical/Files-PDFs-Excel-MS-Word-
etc/2020/02/520028-ACC-Clinical-Bulletin-Coronavirus.pdf

Caring for critically ill COVID -19 patients:
https://jamanetwork.com/journals/jama/fullarticle/2762996?questAccessKey=91cb7e
56-59%9a-43a4-9b29-

1d3aaaZ70733f&utm source=silverchair&utm medium=email&utm campaign=article
alert-lama&utm_content=olf&utm term=031120

Preclinical evidence and recommendations on Acei, ARB, ARNi and COVID-19:
http://www.nephjc.com/news/covidace?
https://www.escardio.org/Councils/Council-on-Hypertension-(CHT)/News/position-
statement-of-the-esc-council-on-hypertension-on-ace-inhibitors-and-ang
https://www.nature.com/articles/s41569-020-0360-5

Hoffmann M, Kleine-Weber H, Kriiger N, Mdller M, Drosten C, P6hlmann S. The novel
coronavirus 2019 (2019-nCoV) uses the SARS-coronavirus receptor ACE2 and the
cellular protease TMPRSS2 for entry into target cells. bioRxiv
2020:2020.01.31.929042

All of this of course is subject to the rapidly evolving landscape. Stay connected and
healthy, to best support our patients.

Dr. Andrew Krahn Dr. Shelley Zieroth
President, CCS President, CHFS
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This is a guide for a conversation with an SDM or family in LTC in advance of COVID19 to inform them that care will take place in the home and transfer to hospital is not an option:





1. Introduction, ask how the SDM is coping in this stressful time of COVID19?



2. “I’d like to talk with you about what is ahead with your [relative’s] care now that COVID19 is spreading and in case [he/she] becomes infected is this okay?” 



3. “What is your understanding about how COVID19 is affecting the elderly?” 



4. “I want to share with you what we know now about how COVID19 effects seniors and those with _____________ [specific health issues, eg Diabetes, Cardiovascular disease] like your […].”



· “COVID - 19 is a viral illness that spreads like the flu. We know it is particularly serious in seniors, especially for those who have other medical conditions, like your […]. If […] does get sick from with this virus, I’m sorry to tell you that we know now there is a very high chance that they she/he die from it, possibly in just a few days.”



· “The safest and most comfortable place for seniors to be cared for is in the Care Home. Doctors have learned there is no benefit for seniors with COVID-19 to go to the hospital and they would not survive intensive care. And so far there is no treatment that can kill this virus. Unfortunately we know your […] will either recover on this/her own, or he/she will die from this illness.”



5. “I am sorry to have to tell you this. Do you have any questions for me at this point?”



6.  Reassurance, what we will be doing:

“We are preparing to care for any of our residents who become sick with COVID-19 in our care home. We want you to know that our main priority is to ensure that your [ relative ] is comfortable and cared for throughout their illness if they become sick. Most symptoms are related to cough, fever and shortness of breath. There are medicines and treatments for all of these symptoms that will be provided in the home and they will be provided with all fluids and nourishment for their comfort.” 



7. Optional re what the resident might be saying right now)

“If [...] could express [...] wishes, what would he/she say was most important to them right now? What is most important to you?”


8. Closing – 

· Additional reassurance or understanding that this is a scary time for everyone right now and that we will be providing the resident with the very best care possible.

· “Do you have any other questions for me right now?”





Created by Wallace Robinson, Lead for Advance Care Planning at Providence Health Care  wrobinson@providencehealth.bc.ca cell 604-790-9649 – Please use, share and edit as may be most useful
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COVID-ready communication skills: a VitalTalk open source primer
Who?

To health care professionals everywhere: these are unprecedented times. There’s no roadmap. We’re facing
conversations that we never expected—or wanted—to have.

Why?

In Seattle, it’s real. We’ve had patients die, and not all were elderly. One of our colleagues is intubated. All
over the country we are all getting calls and concerns about how to handle the possible surge. We're realizing
that our professional duty might pose a risk to the people at home that we love. Worse, what we’re seeing
now might be the trickle that becomes a tsunami. Like what’s happening in Italy. Hard to ignore. Not
something you can leave at work.

But there is another side to this too. Our colleagues are pitching in. People are stepping up to support each
other in unexpected, beautiful ways. Together we can be bigger. And we can make it through this with our
empathy, compassion, and sense of service intact.

What?

In that spirit, we’ve crowdsourced this little primer to provide some practical advice on how talk about some
difficult topics related to COVID-19. Building on our experience studying and teaching communication for 2
decades, we’ve drawn on our networks to crowdsource the challenges and match them with advice from
some of the best clinicians we know. If you know our work, you’ll recognize some familiar themes and also
find new material. It's incomplete and imperfect. But it’s a start.

How?

We're offering this primer freely. Email it, link it, spread it around. Don't hesitate to change the links so it
works for your particular clinic or institution or system. Then help us improve it. Tell us what we missed, what
didn’t work, where you got stuck. The next iteration could be better because of you.

Stay safe.

Our world needs you—your expertise, your kindness, your aspirations, and your strength. We’'re grateful you
are here.

About VitalTalk

VitalTalk is a 501c3 nonprofit social impact startup dedicated to making communication skills for serious
iliness part of every clinician’s toolbox. This content will be in our free VitalTalk Tips app for iOS and Android
very soon.

What’s inside?

Screening When testing for COVID19 is on someone’s agenda






Triaging When you’re deciding where a patient should go

Admitting When your patient needs the hospital, or the ICU
Counseling When coping needs a boost, or emotions are running high
Deciding When things aren’t going well, goals of care, code status
Resourcing When limitations force you to choose, and even ration
Anticipating When you’re worrying about what might happen
Grieving When you’ve lost someone

You can pitch in

Show this to the people you work with. Volunteer to edit so we can incorporate feedback in real time.
Translate this into another language. Don’t just spread worries about how bad things will get—be the change
you want to see. You can get in touch with us at tonyback@uw.edu or info@vitaltalk.org.

Thank you

Bob Arnold MD

Randy Curtis MD MPH
Jonathan Fischer MD
Michael Fratkin MD
Margaret Isaac MD

Josh Lakin MD

Nick Mark MD

Susan Merel MD

Tona McGuire PhD

James Tulsky MD

Vicki Sakata MD

The John A. Hartford Foundation
Cambia Health Foundation

Screening When someone is worried they might be infected
What they say What you say
Why aren’t they testing We don’t have enough test kits. I wish it were different.
everybody?
Why do the tests take so The lab is doing them as fast as they can. I know it’s hard to

long? wait.





How come the basketball
players got tested?

Triaging
What they say

Why shouldn’t | just go to
the hospital?

Why are you keeping me
out of the hospital?

Admitting

What they say

Does this mean | have
CoviID19?

How bad is this?

Is my grandfather going to
make it?

Are you saying that no one
can visit me?

| don’t know the details, but what | can tell you is that was a
different time. The situation is changing so fast that what
we did a week ago is not what we are doing today.

When you’re deciding where a patient should go

What you say

Our primary concern is your safety. We are trying to
organize how people come in. Please fill out the questions
online. You can help speed up the process for yourself and
everyone else.

I imagine you are worried and want the best possible care.
Right now, the hospital has become a dangerous place
unless you really, really need it. The safest thing for you is
to

When your patient needs the hospital, or the ICU

What you say

We will need to test you with a nasal swab, and we will
know the result by tomorrow. It is normal to feel stressed
when you are waiting for results, so do things that help you
keep your balance.

From the information | have now and from my exam, your
situation is serious enough that you should be in the
hospital. We will know more in the next day, and we will
update you.

|l imagine you are scared. Here’s what | can say: because he
is 90, and is already dealing with other illnesses, it is quite
possible that he will not make it out of the hospital.
Honestly, it is too soon to say for certain.

I know it is hard to not have visitors. The risk of spreading
the virus is so high that | am sorry to say we cannot allow





How can you not let me in
for a visit?

Counseling

What they say

I’m scared.

| need some hope.

You people are
incompetent!

| want to talk to your boss.

Do | need to say my
goodbyes?

Deciding
What they say

| want everything possible. |
want to live.

| don’t think my
grandfather would have
wanted this.

visitors. They will be in more danger if they come into the
hospital. | wish things were different.

The risk of spreading the virus is so high that | am sorry to
say we cannot allow visitors. We can help you be in contact
electronically. I wish I could let you visit, because | know it’s
important, but it is not possible now.

When coping needs a boost, or emotions are running high

What you say

This is such a tough situation. I think anyone would be
scared. Could you share more with me?

Tell me about the things you are hoping for? I want to
understand more.

| can see why you are not happy with things. I am willing to
do what is in my power to improve things for you. What
could I do that would help?

| can see you are frustrated. I will ask my boss to come by
as soon as they can. Please realize that they are juggling
many things right now.

I'm hoping that's not the case. And | worry time could
indeed be short. What most pressing on your mind?

When things aren’t going well, goals of care, code status

What you say

We are doing everything we can. This is a tough situation.
Could we step back for a moment so | can learn more about
you? What do | need to know about you to do a better job
taking care of you?

Well, let’s pause and talk about what he would have
wanted. Can you tell me what he considered most
important in his life? What meant the most to him, gave his
life meaning?





| don't want to end up
being a vegetable or on a
machine.

| am not sure what my
grandfather wanted—we
never spoke about it.

Resourcing

What they say

Why can’t my 90 year old
grandmother go to the ICU?

Shouldn’t | be in an
intensive care unit?

My grandmother needs the
ICU! Or she is going to die!

Are you just discriminating
against her because she is
old?

You're treating us
differently because of the
color of our skin.

Thank you, it is very important for me to know that. Can you
say more about what you mean?

You know, many people find themselves in the same boat.
This is a hard situation. To be honest, given his overall
condition now, if we need to put him on a breathing
machine or do CPR, he will not make it. The odds are just
against him. My recommendation is that we accept that he
will not live much longer and allow him to pass on
peacefully. | know that is hard to hear. What do you think?

When limitations force you to choose, and even ration

What you say, and why

This is an extraordinary time. We are trying to use resources in
a way that is fair for everyone. Your grandmother’s situation
does not meet the criteria for the ICU today. | wish things were
different.

Your situation does not meet criteria for the ICU right now. The
hospital is using special rules about the ICU because we are
trying to use our resources in a way that is fair for everyone. If
this were a year ago, we might be making a different decision.
This is an extraordinary time. | wish | had more resources.

| know this is a scary situation, and | am worried for your
grandmother myself. This virus is so deadly that even if we
could transfer her to the ICU, | am not sure she would make it.
So we need to be prepared that she could die. We will do
everything we can for her.

No. We are using guidelines that were developed by people in
this community to prepare for an event like this—clinicians,
policymakers, and regular people—so that no one is singled
out. These guidelines have been developed over years--they
weren’t done yesterday. | know it is hard to hear this.

I can imagine that you may have had negative experiences in
the past with health care simply because of who you are. That
is not fair, and | wish things had been different. The situation
today is that our medical resources are stretched so thin that
we are using guidelines that were developed by people in this





It sounds like you are
rationing.

You're playing God. You
can’t do that.

Can’t you get 15 more
ventilators from
somewhere else?

Anticipating
What you fear

That patient’s son is going
to be very angry.

| don't know how to tell this
adorable grandmother that
| can’t put her in the ICU

and that she is going to die.

| have been working all day
with infected people and |
am worried | could be
passing this on to the
people who matter most.

| am afraid of burnout, and
of losing my heart.

I’'m worried that | will be
overwhelmed and that |

community, including people of color, so that we can be fair. |
do not want people to be treated by the color of their skin
either.

What we are doing is trying to spread out our resources in the
best way possible. This is a time where | wish we had more for
every single person in this hospital.

| am sorry. | did not mean to give you that feeling. | am just a
clinician doing the best | can. Across the city, every hospital is
working together to try to use resources in a way that is fair
for everyone. I realize that we don’t have enough. | wish we
had more. Please understand that we are all working as hard as
possible.

Right now the hospital is operating over capacity. It is not
possible for us to increase our capacity like that overnight. And /
realize that is disappointing to hear.

When you’re worrying about what might happen

What you can do

Before you go in the room, take a moment for one deep
breath. What'’s the anger about? Love, responsibility, fear?

Remember what you can do: you can hear what she’s
concerned about, you can explain what’s happening, you
can help her prepare, you can be present. These are gifts.

Talk to them about what you are worried about. You can
decide together about what is best. There are no simple
answers. But worries are easier to bear when you share
them.

Can you look for moments every day where you connect
with someone, share something, enjoy something? It is
possible to find little pockets of peace even in the middle of
a maelstrom.

Check your own state of being, even if you only have a
moment. If one extreme is wiped out, and the other is





won’t be able to do what is | feeling strong, where am | now? Remember that whatever

really the best for my your own state, that these feelings are inextricable to our

patients. human condition. Can you accept them, not try to push
them away, and then decide what you need

Grieving When you’ve lost someone

What I’'m thinking What you can do

| should have been able to Notice: am I grading myself? Could | step back and just

save that person. feel? Maybe it’s sadness, or frustration, or just fatigue.
Those feelings are normal. And these times are distinctly
abnormal.
OMG | cannot believe we Notice: am I catastrophizing? Is all this analyzing really
don’t have the right about something else? Like how sad this is, how powerless |
equipment / how mean feel, how puny our efforts look? Under these conditions,
that person was to me / such thoughts are to be expected. But we don’t have to let
how everything | do seems | them suck us under. Can we notice them, and feel them,
like its blowing up maybe share them?

And then ask ourselves: can I step into a less reactive, more
balanced place even as | move into the next thing?

Your comments and feedback

Thank you all for contributing edits and ideas--they are extremely valuable, and we have incorporated most of
them. If | did not incorporate your suggestion and you are wondering, you can email me at tonyback@uw.edu.
Please note that this guide is designed as a completely-stand-alone-guide for clinicians, and thus some
recommendations are slightly different than what we would teach in the context of an in-person or live virtual
course.
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What to do if a patient dies in your long term care facility of what you know/suspect is Covid 19 ( from coroners office March 19, 2020) 





1. Covid 19 is considered natural causes and Coroner does not need to be called

1. Only the first cases are swabbed to determine if Covid.is in your facility. No need for post-mortem swab if it has already been determined that you have an outbreak.( 4 to 6 swabs initially)

1. However! If a sudden death before you know you have an outbreak- do a portmortem swab . Could be  COVID death  and do not want to delay outbreak declaration for your facility . 

1. Stop and tell your staff not to be afraid. This is expected. Sad, but expected. 

1. Contact the medical coordinator for your facility.- medical coordinators should be informing Dr. Michelle Weizel our GEO 3 lead 250-737-2619 and Medical officer of Health 

Dr. Shannon Waters -250-850-2100 ex 45528

After hours : 1-800-204-6166 fax 250-519-3441

Call me if you need to talk to someone: Stacey 250-701-7487

1. Site leaders: if you have someone to report a Covid 19 death to please add their name here:

VIHA LTC sites: Carmela Vezza/infection control         Affiliates: Catrin Brodie/

1. Staff to use universal precautions .Slow down, gown up , be careful. Don/doff as you know how after reviewing the videos on the Island Health Covid site. 

1. MARK the shroud with COVID, the patients name and   date of birth with a sharpie so  the funeral home does not need to open the body bag.  Some sites are getting tags, apparently

1. The family will need to be called .    



Dr. Stacey McDonald     

GEO 3 LTC lead 



Medical Coordinators: 



Cairnsmore: Dr. Valorie Masuda 250-818-219

Cerwydden- Dr. Stacey McDonald 250-701-7487

Chemainus- Dr. Murray Archdekin: 250-246-0460

Sunridge: Dr Dalton Chen -250250-710-8810

Acacia: -Dr. Bill Reynolds -250-715-8522

Cowichan Lodge Srs Unit – Dr.Stacey McDonald 250-701-7487

Oyster Harbour- Dr. Emily Steeves 250-327-8182

Saltspring: Dr. David Butcher 778-349-3792



Alternates – if stuck and cannot reach above for your site (try in order)

Dr.Stacey McDonald 250-701-7487

Dr. Graham Brockley 250-732-2628

Dr.Andrea Wilhelm -250-626-7214
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		Residential Services Laceration and Biopsy Kit

				Price per kit		Price per kit

				(Nursing)		(Pharmacy)

		Kit Box

		Plastic 3-Drawer Mini Chest (Can. Tire Gracious Living® item 68482)    14.99 + tax ea		$16.79

		Trays

		*   Laceration Tray 85-4183N X 1     (order from RJH, CDH, or CRH Stores # 0032775)		$8.65

		o    22 G 1.5” needles		_

		o    30 G 1” needles		_

		o    5 mL syringe  		_

		o    Curved scissors		_

		o    Needle holder		_

		o    Forceps with and without teeth		_

		o    Gauze		_

		Equipment

		*   22 gauge 1.5” inch Safety needle X 1   (Stores # 0035237, 100/box)		$0.17

		*   25 gauge 1” inch Safety needle X 1      (Stores # 0035231, 100/box)		$0.17

		*   5 mL or 10 mL luer lock syringe X  1 (Stores #s  5 mL: 0012557, 125/box; 10 mL: 0004050, 100/box)		$0.08

		*   3 mL luer lock syringe with 22 gauge needle X 1   (Stores # 0035241, 100/box)		$0.26

		*   Staple gun w/staples                               (Staple Skin 35W 803712, Stores #0018342)		$3.60

		*   Additional pair of forceps with teeth X 1 (not available in stores, order through purchasing)		$3.25

		*   Sterile disposable scissors, straight      (for cutting dressing and/or wound) (Stores #0001629)		$0.89

		*   Scalpels with handle size 11 X 1,   size 15 X 1     ( Stores #s 0026988, 0026989) 		$1.65

				$0.81

		*   Punches for biopsies (3 mm, 4 mm†)    (order from NRGH Stores #s 0024574, 0019024)		$2.09

				$2.09

		*   Sutures:  4-0 vicryl, 4-0 nylon, 5-0 nylon, 6-0 nylon X 2 each   (order through Purchasing, N/A in Stores)		$6.08 (4-0 vicryl)

				$4.38 (4-0 nylon)

				$14.25 (5-0 nylon)

				$14.16 (6-0 nylon)

		*   Laceration glue - Dermabond X 1 tube (order from CDH, NRGH, or CRH  Stores # 0040815, 12/box) 		$28.57

		Dressing supplies

		*   2x2 Sterile gauze sponges X 10 (stores #0016237)		$0.25

		*   Paper Tape X 1 roll (stores #0001668)		$0.35

		*   Non-Adherent Dressing (e.g. Telfa 7.5 X 10 cm ) X 2 (stores #0004668)		$0.28

		*   Steristrips (for cuts not skin tears) X 4 (stores # 0001673)		$2.60

		*   Sterile gloves X 2 pairs (size 7.5 and 8) – latex-free (stores #002582, 0002583)		$1.39

				$1.39

		Cleansing/irrigation solutions/swabs

		*   Saline (sodium chloride 0.9%) 100 mL irrigation bottle X 1 (Stores # 0033085)		$1.07

		*   Skin prep swab chlorhexidine 2% alcohol 70% X 2  (Stores # 0039060)		$0.88

		Medications

		*   lidocaine 1% injection (100 mg/5 mL) polyampoule X 1				$1.15

		*   lidocaine 1% with EPINEPHrine 0.01 mg/mL injection (20 mL multidose vial) X 1				$8.42

		*   Topical anesthetic: LET gel in syringe 3 mL–  stored in Refrigerator				$3.33

		*   Polysporin ointment 15 g tube X 1 tube				$6.61

		Total Price for one kit		$116.15		$19.51
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