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Health Care in Covid-19 Pandemic

Our world became a “different world”

after 9 -11 Disaster.
It was @ man made disaster.

It effected most of the world but not

all the countries.



Health Care in Covid-19 Pandemic

Our world became a “ different world”
again after Covid-19 Pandemic.

It is still a different world since last two
years.

It has effected all the countries of the
world.

It has effected every walk of life on this
planet.



Health Care in Covid-19 Pandemic

" |t has effected the life of a common
person in developed countries and
developing countries alike.

" |t has challenged the “Health Care”
system of every developed &
underdeveloped country.

" Covid-19 Pandemic has caused
unpresidented Mortality & Morbidity in
all Health Care System in all the countries.



Health Care in Covid-19 Pandemic

= Health Care involved, Care at home for
isolation, Care in hospitals, out patient
& in patients, and care in Critical Care
Units.

= Mass vaccination streched the Health
Care all over the country.

" Biggest challenge of Health Care in
Covid-19 round the world was care in
“Critical Care Unit”.



Health Care in Covid-19 Pandemic

In Pakistan — being a resource restrained
developing country Critical Care
management on mass scale was a
challenge.

Critical Care Unit beds were created in
hundreds.

Who provided the Health Care to critically
ill Covid-19 Patients??

Anaesthesiologist / Intensivist came
forward.






* Dealing with infected patients in close
proximity

* Overburdened - due to a surge in the
number of critically ill patients

* Increased risk of infection to themselves
and their families

* Anaesthesiologists are at maximum risk
of acquiring infection



Front-Liners

* A simple yet vital and
dangerous job

* Operate ventilators

* Accepted this frontline
assignment

* A shortage of N
equipment | Y

e A risk to their own
health



The world is starting to notice




President ASA — Dr. Mary D Peterson

* “We are the people who can stay calm in the middle of

stress, think on our feet, and be creative”

* “Most patients don’t realize this (and we downplay it
in @ way so as not to scare them), but we are the
people who get them through (anesthesia during

surgery), one of the greatest stresses a body can face.”

* “In the operating room we have to be the diabetes
specialist, the asthma specialist, the heart disease

specialist, and more,”



“When a COVID-19 patient can no longer
survive breathing on their own, the
anesthesiologist is called on to intubate
them. This is what makes them crucial in
this fight. It takes some guts and
dedication to insert an endotracheal tube
through the mouth and then into the
airway of a patient infected with a highly
contagious disease.”

Health-Line



No wonder that the anesthesiologists are called:

Physicians with the nerves of steel!




Health Care challenges
during COVID-19

Pandemic



Airway Management Team

* |f a patient cannot breathe on their own
due to their illness, WE don our special
suits and place a breathing tube in their
airway to let a machine aid them in their
breathing

* Because of this airway expertise, 24/7 calls
in the COVID ward to aid our intensive care
unit colleagues



Oxygen Therapy

* Nasal Prongs — NIV — Intubation

* 2 Litres Oxygen — 60+ Litres via
HFNC

* Higher the flow — higher the

contamination
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Critical / Intensive Care

* The biggest problem for anesthesiologists /
ICU personnel is that we work every day on
the parts of your body that shed the most
virus nose, mouth and windpipe.

* Significant risk for contracting COVID from an
infected patient.

* The highest risk of contracting COVID — special
protective equipment and protocols designed
to minimize this risk.



Continuous update —on COVID19 treatment

Critically ill patient with COVID-19

v

Acute respiratory failure
from ARDS

.

s

Other intensive care management

.

Oxygen supplementation
to target pulse oximetry

Low threshold for
intubation if NIV or HENC
used for mild ARDS

Blood cultures; consider empiric
antibiotics and neuraminidase inhibitor

290%
v

initially

Intubation for worsening
respiratory distress or
failure, or multiorgan

Most experienced operator
with full PPE and minimised
bag-mask ventilation

Measure lactate; cautious fluids for
hypovolaemia; check pre-load

responsiveness; echocardiography;
vasopressors or inotropes if needed

failure
v

v

Mild ARDS; Pa0,/Fi0,

Limit tidal volumes

<300 mm Hg <6 ml/kg predicted
body weight and plateau
pressure 30 cm H,0

Moderate ARDS; Provide moderate to

Pa0,/Fi0, <200 mm Hg higher positive

end-expiratory pressure

;

Severe ARDS; Pa0,/Fi0,
<100 mm Hg

Prone positioning; consider
role of neuromuscular
blockade and ECMO

Avoid routine use of corticosteroids;
avoid unnecessary patient transfers; use
point-of-care tests such as ultrasound;
consider repurposed and experimental
therapies in a clinical trial

v

Renal replacement therapy if needed;
protocolised light sedation; enteral
nutrition and glycaemic control; early
physical therapy; prevention of
nosocomial infections; deep vein
thrombosis prophylaxis; stress ulcer
prophylaxis; liberation from mechanical
ventilation




Continuous update — on COVID19 treatment

Potentially COVID-19 |Teﬂeph@nic take over by general practiti@nerl
Positive Subject R >
// NAORED ATE DI
LOW RISK MODERATE RISK
PAM MIPIZ
DEFINITION DEFINITION

* Flu syndrome with Sa02 >=95%

* Fever<=38 or >38°C within 72 hours

* Gastro-intestinal symptoms (without dehydratatic
or dhiarrea)

* Asthenia, ageusia, dysgeusia, anosmia

* No high-risk characteristics *

DIAGNOSTIC ASSESSMENT

* Reporting to PHA using SMAINF (or analogue
informatic platforms)

* Swab telematic booking (at a swab center or at
home through USCA or another operator)

* Consider rapid antigen test
* Submit to trustee home based isolation

Showing mild symptoms BUT

* 5302 93-94% and/or

* With high-risk characteristics (age >=65 years need
to be associated with another high-risk
characteristic) *

DIAGNOSTIC ASSESSMENT
Clinical evaluation needed, through
* COVID Hotspots (perform, at least, antigenic and/or:
molecular swab, LUS, hemogasanalysis)
or
* Home-based through USCA (perform diagnostics,
LUS, pulse oximetry test, 6 minutes walking test)

" Surveillanc

]

"THERAPEUTICAL INTERVENTION
rest, hydration, symptomatic treatments

JOME-BASED SURVEILLANCE

Carried out by general practitioner or, under his request, by the
Coordination Center for Patients Carry Out

*age >=65 years, current or previously treated (within 1 year) cancer, known respiratory disease, obesity (BMI>30), ischemic cardiopathy or previous cerebral ischemic events, diabetes, chronic kidney disease,
current or previous HIV infection, coagulopathies, immunosuppression history or organ transplant




Continuous update —on COVID19 treatment

Does the person have a documented or
strongly suspected thromboembolism?*

T
Yas

{

1 Arute MI
® Acute ischemic stroke
® Wassive PE

threatened ischemia

Is there passible ischemia or infarction?

® Limb DVT or arterial thrombasis with

T
Yas

{

|
No

Y

No

I5 the person already taking an anticoagulant
(eq, for AF or VTE)?

T |
Yas No

\ Y

Thrombolytic therapy (eq, tPA) may be appropriate
® Consult PERT team, stroke team, or
equivalent if possible for help with
decision-making
¥ Use full-dose anticoagulation if tPA not given
® Follow institutional protocols for ongoing management

Anticoagulation is appropriate for
thromboembolic disease

® Use full-dose anticoagulation

¥ Follow institutional protocols for
ongeing management

is a contraindication

Anticoaqulation should typically be continued unless there

® Syitching to a shorter-acting parenteral agent may be
appropriate in acutely ill or hospitalized individuals
¥ Qutpatients should generally continue their current therapy

Does the severity of COVID-19
warrant admission to the hospital?

|
Yes|

Y

|
No

{

Prophylactic dose anticoagulation is appropriate

¥ LMW heparin is usually preferred

® Unfractionated heparin may be used in selected cases
(eq, Crdd <15 mL/min or RRT)

* Fondaparinux may be used for individuals with HIT

Qutpatient care as indicated
¥ Continue anticoaqulant if already taking

® Prophylactic anticoagulation may be
appropriate for selected high-risk individualsd

» (thers usually do nat require anticoagulation




Continuous Training




Remote Monitoring
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Rapid Response Team

b

e Responds to all caIIsJ =y

* Covid / Non-Covid
* [V Access — NG Tube!
* Oxygen therapy

* Air-Way manageme

e Cardiac Arrest



Clinical Anaesthesia

e Elective

Q @&ﬂ ‘ iEn =

* Emergency




Tele Health




Crash Teams

e LAST port of CALL
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“We are seeing many
patients without
comorbidities who are
getting worse suddenly
and succumbing to the
disease. That is
mentally draining for

clinicians”




* Erratic work schedule

* Night shifts
* Long hours in the ICU

* Irregular Diet



Results.........

* Chronic fatigue
* Loss of appetite

* Sleep deprivation

* Mood swings

e Other mental and
physical

health problems




When healthcare workers are trying
their level best to safeguard the lives of

critically ill patients

Who is there to help us survive these

toughest of times?



The question remains unheard

even amidst a pandemic!



Thank You



