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Supportive care is much less exciting than the idea of a
single magic bullet to “cure” covid-19, but such a

panacea has never existed in critical illness. #COVID19
will not be different. Steroids & #Remdesivir may be
helpful, but they’ll be useless w/o meticulous
supportive care.

https://twitter.com/NidaQadirMD/status/

1287443875167051776
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* Respiratory symptoms ¢ Systemic symptoms
- Cough - Fever / chills
— Sputum production — Headache
— Nasal discharge
— Sore throat

- Myalgia

— Malaise / anorexia

* Other symptoms - Dyspnea
- Photophobia - Altered mental status
— Conjunctivitis
— Anosmia (COV| D_lg) Paules C. Lancet. 2017;390:697-708.

B EARE S (SARS-CoV-2) RKRERREETSS| . 5 29 hR . 2025-05-15.


https://www.cdc.gov/flu/about/qa/coldflu.htm

TABLE 3 Sensitivity of respiratory viral detection from different specimen types@
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* Nucleic acid detection < DFA/IFA assays
* Rapid antigen tests * Cell culture

Rapid antigen test S{KE 60-90% -
NP BERAREB A |B5EmE g

Charlton CL. Clin Microbiol Rev. 2018;32(1):e00042-18.
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TABLE 2. Site of Virus Detection

Site of Virus Detection SARI, n = 45 (%) Non-SARI| n =213 (%)

Nasopharyngeal swab 32 (71) 133 (62)
TA 36 (80) 136 (64)
Exclusive nasopharyngeal 9 (20) 77 (36)
Both nasopharyngeal/TA 23 (61) 56 (26)
Exclusive TA 13 (29) 80 (38)

SARI = severe acute respiratory infection (at ICU admission), TA = tracheobronchial aspirate.

van Someren Gréve. Crit Care Med. 2018;46(1):29-36.
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Predictive factor Odc_ls
Ratio

Age < 65 years 3.98 S 75

7y

)
Clustered URI 3.93 [N

S
Fever 289 [

S 25
Cough and | 394
sputum production 14.7
Sore throat 3.70 0-1 2 3 45

Numbers of predictive factors

Cia CT. Sci Rep. 2021;11(1):20058.
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https://nidss.cdc.gov.tw/
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Influenza Mycoplasma Adenovirus Rhinovirus
RSV SARS-CoV-2 Parainfluenza hMPV
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Severe Influenza in Taiwan, 2016

Taiwan Severe Influenza Research Consortium

336 patients admitted to ICUs in 8 hospitals
— Age 61.4 y; Male 62.8%
~ IMV 288 (85.7%); ARDS in 263; ECMO in 50 pts

Mortality ~ 18.6%

Predictors of better survival
~ negative day 1-4 cumulative fluid balance

Associated with worse survival
~ high driving pressure; high tidal volume
— Earlier treatment and higher dose corticosteroid
Chao WC. PLoS One. 2018;13(1):e0190952.
Chan MC. J Formos Med Assoc. 2019;118:378-385.

Tsai MJ. Ann Intensive Care. 2020;10(1):26.
Kao KC. Ann Intensive Care. 2018;8(1):94.



42 F. no known chronic disease

Productive cough and rhinorrhea for one week.

Fever and chills for 4 days.

Severe Influenza A (H1). RERFEM

Severe ARDS. s/p V-V ECMO



66 M. DM. HTN.

Dry cough, rhinorrhea, sore throat for one week.
Severe Influenza A (H1). {RERFEME !
Severe ARDS. Prone positioning




32 M. No chronic disease

Fever, productive cough. Dyspnea for 3 days
Severe Influenza B. REFFEME !
ARDS. Aspergillosis. VAP. V-V ECMO. Expired.
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= © Ak osetlmamivir
- BRlRE% (1B v.s. placebo BY RCT)
- meta-analysis BB EEREERATETE TEF
OR 0.81 (0.70-0.93) & 0.72 (0.56-0.94)
- SEEERARERKMPEYEEN—ATm AL
H{CINREBRRE R BRYEA © permamivir (1V)
- BRI EIERELIOAR oseltamivir #E &

Muthuri SG. Lancet Respir Med. 2014;2(5):395-404.

Ariano RE. CMAJ. 2010;182(4):357-63.
Nakamura S. Open Forum Infect Dis. 2017;4(3):0fx129.



FH acetaminophen &8l

oseltamivir TRYLZL R

Al acetaminophen
—/\EHEHMFREE
| &35 10 mg/L
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PAT H1 <10 mg/L PAT H1 > 10 mg/L

May F. Intensive Care Med. 2019;45(10):1484-1486.



NoO routine corticosteroid use for
critically 1ll patients with influenza

* IDSA guideline 2018: Clinicians should not
administer corticosteroid adjunctive therapy for
the treatment of adults or children with
suspected or confirmed seasonal influenza,
Influenza-associated pneumonia, respiratory
failure, or ARDS, unless clinically indicated for
other reasons (A-Ill).

 No RCT, but nearly all observational study show
possible harm.

Chow EJ. Crit Care. 2019;23(1):214.

Lansbury L. Cochrane Database Syst Rev. 2019;2(2):CD010406.
Tsai MJ. Ann Intensive Care. 2020;10(1):26.



Bacterial co-infections in Influenza

* 0.5% In young * High risk patients
healthy individuals Age =65y or <5y

e At least 2.5% In older
A Pregnant woman
Individuals and those J

with predisposing Morbid obesity
conditions Pre-existing medical
« 34% of ICU patients conditions

Metersky ML. Int J Infect Dis. 2012;16(5):e321-31.
Chertow DS. JAMA. 2013;309(3):275-82.
Rouzeé A. Am J Respir Crit Care Med. 2021,;204(5):546-556.



Co-pathogens in the US

« 2003-04

- 959 adults with influenza
- 125 needed intubation

- 97 with co-Infection

e S. aureus
MRSA

31
24

 S. pneumoniae 16

* S. pyogenes
* Other

2
4

* 2009-10

+++++++++++
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- Bacterial infection in 13 —
55% fatal cases

— 77 lung tissue specimens
* S. pneumoniae 10

S. aureus
MRSA

S. pyogenes

S. mitis

Other

-

3
6
2
S

Metersky ML. Int J Infect Dis. 2012;16(5):e321-31.



Co-pathogens in Spainish ICUs

e 2009 — 2015, 184 ICUs In Spain, 2901 patients
* Patients with co-infections: 482 (16.6%)

Streptococcus pneumoniae 246 51.0%
Pseudomonas aeruginosa 55 11.4%
\ISISYAN 42 8.7%
Aspergillus spp 35 7.2%
Haemophilus influenzae 17 3.5%
Acinetobacter baumannii 14 2.9%
MRSA 12 2.4%
Klebsiella pneumoniae 12 2.4%

Martin-Loeches |. Intensive Care Med. 2017;43(1):48-58.



Co-Infections In Taiwan
e 7 centers, 2016/01 — 03: 39%

— Methicillin-sensitive Staphylococcus aureus 12

* Chi-Mel H 2015/01 — 2016/03: 31% within 48h

- Klebsiella pneumoniae 14
- Staphylococcus aureus 12 (MRSA: 9)
- Pseudomonas aeruginosa 12

- Asperqillus spp 21 (beyond 48 h)

Chen WC. Am J Respir Crit Care Med. 2017;195:A6066.
Ku YH. J Formos Med Assoc. 2017;116(9):660-670.



Co-infections at NCKUH

* NCKUH 2017/01 — 2018/06: 43% within 7 days.

Klebsiella pneumoniae 12
Staphylococcus aureus 8 (MRSA: 4)
Aspergillus spp 8
Pseudomonas aeruginosa 5

* NCKUH 2023/04 — 2025/06: 37% within 7 days.

Aspergillus spp 15
Staphylococcus aureus 12 (MRSA: 6)
Klebsiella pneumoniae 11
Pseudomonas aeruginosa 8

CT Cia. Unpublished data.



Influenza-associated
pulmonary aspergillosis

Prevalence 5-19% among
critically ill patients with
Influenza

Short interval from
diagnosis of influenza to
pulmonary aspergillosis

— Prophylaxis not practicable

Risk factors: malignancy,
compromised immunity

ASSQCiated Wlth h|gh endotracheal aspirate, Gram stain. 1,000x

mortality: 49-61% Wu CJ. J Fungi (Basel). 2022:8(1):49.

Vanderbeke L. Intensive Care Med. 2021;47(6).674-686.
Feys S. Lancet Respir Med. 2024,;12(9):728-742.




/6-year-old woman

ESRD s/p kidney
transplantation, DM

Influenza A (H1)

Concurrent infections

Staphylococcus aureus
Klebsiella pneumoniae
Aspergillus tereus complex
Cunninghamella spp.
Cytomegalovirus
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Methicillin-sensitive Staphylococcus aureus
Streptococcus pneuomniae
Klebsiella pneumoniae
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MRSA, P. aeruginosa, Aspergillus spp
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Extrapulmoary complications of

Influenza
e Cardiac * Neurologic
- Myocarditis and ] Encepl?all_o_pathy, -
cardiomyopathy encephalitis, meningitis
. — Seizure
- Heart failure L
— Guillains—Barre
- Pericadial effusion syndrome
- Myopericarditis
. * Other
- Arrythmia
- Rhabdomyolysis

— Acute kidney injury
- Miscellaneous

Sarda C. Curr Opin Crit Care. 2019;25(5):449-457 .
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Incubation Period Fever
Cough Critical illness in 5%
Fatigue of symptomatic patients
Anorexia
Myalgias
Diarrhea
Dyspnea in 40% of symptomatic patients
I | | I I I I | | I I I [ [ I I I I I I
5 4 3 2 -1 1 2 3 4 5 6 7 8 9 10 11 12 13 14
Median Days from Median Days to Onset after Development of Initial Symptoms
Infection to Onset
of Symptoms
Onset of
Symptoms
Figure 1. Timeline of Symptoms of Severe Coronavirus Disease 2019 (Covid-19).
J days afte DIOM ONSE
C AllU C C U AllU
D€ DA 0 2d. 2020;33 /



Stages / severities of COVID-19

Features

Testing

Isolation

Asymptomatic or
Presymptomatic

Positive SARS-CoV-2
test; no symptoms

Screening testing; if
patient has known
exposure, diagnostic
testing

Yes

Mild lliness

Mild symptoms (e.g.,

fever, cough, or change

in taste or smell);
no dyspnea

Diagnostic testing

Moderate lliness

Clinical or radiographic
evidence of lower
respiratory tract disease;
oxygen saturation =94%

Diagnostic testing

Severe lllness Critical lliness

Oxygen saturation <94%; Respiratory failure, shock,
respiratory rate and multiorgan
=30 breaths/min; dysfunction or failure
lung infiltrates >50%

Diagnostic testing Diagnostic testing

Proposed Disease
Pathogenesis

Potential
Treatment

Viral replication

Antiviral therapy

Antibody therapy

At thera_:pf;-

Management
Considerations

Monitoring for symptoms

Clinical monitoring
and supportive care

Clinical monitoring;
if patient is hospitalized
and at high risk for
deterioration, possibly
remdesivir

Critical care and specific
therapy (dexamethasone,
possibly remdesivir)

Hospitalization, oxygen
therapy, and specific
therapy (remdesivir,

dexamethasone)

Gandhi RT. N Engl J Med. 2020;383(18):1757-1766.




69 y/o M. Lung SgCC on chemotherapy.
DM. CKD. HTN. Independent ADL.

COVID-19 Ag+ on 7/20. Cough with sputum
Dyspnea 7/29-. Respiratory failure on 8/05



RV study at NCKUH ICU 2017-2018
From symptom onset to ICU admission

Median: O dayS

(1%t & 3" quartile: 2 & 5 days)

Cia CT. Sci Rep. 2021;11(1):20058.



OVID-19 omicron variant

BERALTE

S£[E& AP-HP ICUs R AEEfR 2022.04-2023.04
n=229 n = 397
Median age 63y Median age 74y

Mechanical ventilatoin 41% Mechanical venilation 65%

ICU mortality ICU mortality

20.0% 19.1%

Vieillard-Baron A. Am J Respir Crit Care Med. 2022;206(3):349-363.
Cia CT. Unpublished data.
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Alpha v.s. Omicron variant in Taiwan

&7 TSCcccC 2021 R REERE 2022.04-2023.04
Alpha variant Omicron variant
Mean age 66.8 y Mean age 72.4y
In-hospital mortality In-hospital mortality

36.8% 33.9%

Kao KC. TSCCC study results (unpublished).
Cia CT. Unpublished data.


https://www.youtube.com/watch?v=YACvQb9FQV0

Characters of critically ill adults with
COVID-19 at NCKUH, n=397

Pneumonia upon ICU admission 225 (56.7%)

Typical COVID-19 pneumonia 91 (22.3%)
Acute decompensated heart failure 122 (30.7%)
Acute coronary syndrome 27 (6.8%)

Acute exacerbation of chronic lung disease 26 (6.6%)

Non-respiratory tract infection 80 (20.2%)

Cia CT. Unpublished data.
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Vaccine dose  Vaccine doses p value

| 22
n=194 n =203
Age 73.7£14.3 70.9 £ 13.7 0.0541
Sex (female) 36.6% 37.4% 0.8624
ICU stay (days) 8 (3.25-19.0) 5(3-11.5) 0.0029
ICU mortality 22.2% 16.3% 0.1347
Hospital stay (days) 21.5 (12-36) 18 (8—-31) 0.0181
In-hospital mortality 34.5% 24.6% 0.0305
Ventilator-free days at 18.5 (2—-28) 24 (7-28) 0.0104

28 days

Cia CT. Unpublished data.
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/8M. HTN. CKD. Old SAH. Vaccine x0
SARS-CoV-2 Ag+ on 5/21. Dyspnea on 5/29.



69M. ESRD on HD. HTN. DM. Vaccine x0
Chest tightness. Dyspnea. STEMI.
COVID-19 pneumonia.






76F. CKD. HTN. DM. Dyslipidemia. Vaccine x1.
Sore throat Iinitially. Dypsnea & weakness one

week later. Worse respiration for two days.
SARS-Cov-2 Ag-, ETACt 27.5



Typical presentation of COVID-19
pneumonia on CXR

* airspace opacities, whether described as
consolidation or, less commonly, GGO.

 Distribution: often bilateral, peripheral, and
lower zone predominant.

* In contrast to parenchymal abnormalities,
pleural effusion is rare (3%).

https://radiopaedia.org/articles/covid-19f
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60 F. Cervical ca. DM. Depression.
Fever. Dyspnea.
SARS-CoV-2 & Streptococcus pneumoniae
pneumonia



60 F. Lung ca. CKD. HTN.
Dyspnea for 2 days.

SARS-CoV-2, Staphylcococcus aureus, and
Pneumocysitis jiroveci pneumonia
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68 M. CAD. HFrEF. DM. Dyslipidemia. CKD.
Fever and altered mental status.

Acute decompensated heart failure related to
COVID-19



Prevalence of cardiovascular manifestations
among patients with COVID-19

* Myocardial injury * Arrythmias
- b 15-42% — PR A 10-30%
~ Associated with death - ICU %A 30-50%
) é;#é?o(;ggOﬂal’y » Cardiomyopathy /
AHDF
~ Case series (EBERE A 23-250
— Cohort study including 7L I
924 patients with - TTE: LV 39%, RV
STEMI 33%, myocarditis 3%,
- 3% in pts having TTE takotsubo 2%

Fauvel C. Respir Med Res. 2022;81:100904.
Maitz T. Curr Probl Cardiol. 2022;101186.
Dweck MR. Eur Heart J Cardiovasc Imaging. 2020;21(9):949-958.
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COVID 19 q@;gﬁg

Nirmatrelvir/ritonavir (PaxIOV|d®)

- Ok 5 X EYRXEIERZ

Molnupiravir (Lagevrio®) ;2%

- OBfR5K WRE

Ensitrelvir (Xocova®)

- Ok 5 X » KEEALE NMV/Ir b » EEERTEZ
Remdesivir (Veklury®)

- FES x3 X

BRinkE | RIELFERE > {7
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FHE—BRES dexam_e_thasc)ne + rem_dg_si\_/ir 5d
i e +/- tocilizumab OR baricitinib

{EFH HFNC dexamethasone + remdesivir 5d
HE NIV + baricintinib OR tocilizumab

e IMV dexamethasone
+ baricitinib OR tocilizumab

NIH. COVID-19 Treatment Guidelines. https://www.covid19treatmentguidelines.nih.gov/
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» HIAYAY COVID-19 pneumonia 4 7RIS HEE
R B 2 18 » PSR S &R R AR (E ICU
Y > 2 COVID-19 pneumonia ©

» COVID-19 pneumonia EEBMEE
(dexamethasone, tocilizumab, baricitinib) > #B
HEEEREIES 2 AU R AFHR COVID-19

oneumonia =R EEHIRZIZE COVID-19

oneumonia FLA ° R EFHR AGIN 2 ERY & P

MmRB R




COVID-19 FEeim ASI AR AR
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No. of

Outcome Glucocorticoid No. of Control Odds Ratio
Pt Patients (95% CiI)
atients
Mortality 509/3704 (14%) 294/2930 (10%) 1.56
(1.27 - 1.92)
Mechanical 0 0 1.32
ventilation 98/550 (18%) 160/1088 (15%) (1.00 — 1.74)
Covello RD. NEJM Evid. 2023:2(5):EVID0a2200283.
] A?E COVID-19 {BEHK
yu * /=\ﬂi", ?*ﬁ )‘\ N u}u&%% /I\ 175N 5\ N 77I§/E\ E E? !
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COVID-19 EJEF A
Bacterial co-infection rate

5.0 — 28%

TZ A 2020-2021, Omicron &<+ IH

Lansbury L. J Infect. 2020;81(2):266-275.

Kreitmann L. Intensive Care Med. 2020;46(9):1787-17809.
Contou D. Ann Intensive Care. 2020;10(1):119.

Elabbadi A. Infection. 2021;49(3):559-562.

Saade A. Ann Intensive Care. 2021;11(1):83.

Baskaran V. J Med Microbiol. 2021;70(4):001350.

Musuuza JS. PLoS One. 2021;16(5):e0251170.

Rouzé A. Am J Respir Crit Care Med. 2021;204(5):546-556.
Morris AC. Crit Care. 2022;26(1):236.



COVID-19 EEJEFEA
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Ni: A

B COVID-19 ffisk  * MIRERREUEMK

- R 1E 7-14 RIEIRMH - XB (5 HR) tHIF
- REER - E
SRR (EB GGO) - RIRTHEE
BE4l COVID-19 5|#E18 * N mEABAIEEE
MRt Al BRI IRE R

_I_

Procalcitonin < 0.5 pg/L
Wei S. Virol J. 2023;20(1):92.
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/

A MVAR= Pulmonary embolism

14.3 -27.9% 8.6-24.7/%

Suh YJ. Radiology. 2021;298(2):E70-E80.

Porfidia A. Thromb Res. 2020;196:67-74.

Tan BK. Thorax. 2021;76(10):970-979.

Ng JJ. J Intensive Care. 2021;9(1):20.

Fujiwara S. J Infect Chemother. 2021;27(6):869-875.



COVID-19 with pulmonary embolism

66M. HTN. 70F. HTN.
CAPA+ CAPA+

ANREZ W chest CT » FLE#EHE CT angiogram




COVID-19 SHATREEE (CAPA)

e COVID-19 EJEm A4S CAPA EE= 5-28%
o BXAAFRS tl: APA Bf—LE (H1{ii 8§ 6-8 X))

« EPEEF  12ME - MRS
COPD -~ 5‘Eauﬂﬂ IHRE S R S IL-6 PBEMS
B~ (R fEEEE

« JETE ~50%

Feys S. Lancet Respir Med. 2024,;12(9).728-742.
Bay P. Ann Intensive Care. 2024;14(1):65.
Gioia F. Lancet Respir Med. 2024;12(3):207-216.
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20 —50% 15— 26%

Rouzé A. Intensive Care Med. 2021;47(2):188-198.

Ferreira FC. Ann Intensive Care. 2021;11(1):92.

Giacobbe DR. J Clin Med. 2021;10(4):555.

Ferrando C. Rev Esp Anestesiol Reanim (Engl Ed). 2020;67(8):425-437.
Buetti N. Intensive Care Med. 2021;47(2):180-187.

Grasselli G. Chest. 2021;160(2):454-465.



VAP after COVID-19 is very
common In french ICUs

Nomberol o APES oot ey QTS

0 42 (33.07%) 16 (26.67%) 26 (38.81%)
1 42 (33.07%) 22 (36.67%) 20 (29.85%)
2 28 (22.05%) 10 (16.67%) 18 (26.8%)
3 15 (11.81%) 11 (10.09%) 3 (4.48%)
CAPA 18 (7.06%) 11 (10.09%) 7 (4.79%)

CAPA: COVID-19 associated pulmonary aspergillosis
de Prost N. Nat Commun. 2022;13(1):6025.



KEhlzEmEE R 2022.04-2023.04

« SHEMMEIRIZYER 26.4%
o« fiiEEE 2.5%
« CAPA 5.5%
o« BIBIMX (VAP/HAP) 25.4%

CT Cia. Unplished data.
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HAMPFIRE RS

Respiratory syncitial
virus (RSV)

- A&B

luman
metapneumovirus

- A&B
Enterovirus

Rhinovirus

* Adenovirus

* Parainfluenza virus
- 1-4

e Coronavirus

- SARS, MERS

- NL63, OC43, HKUL1,
229E

e Bocavirus



EESMY ICU EE influenza %2

Clin Infect Dis. 2014:59:62-70. Critical Care. 2016:20:375
rhinovirus e Influenza virus I
adenovirus rhinovirus
coronavirus coronavirus
Chest. 2018:154:84-90. Crit Care Med 2018:46:29-36
rhinovirus == parainfluenza virus 3 -
Influenza A rhinovirus

RSV coronavirus



As,m,“ ICU .mzq/l\%

Influenza A/H1
Influenza A/H3

Influenza B

2

Influenza RV/EV HMPV HPIVs HAdV HCoV

Cia CT. Sci Rep. 2021;11(1):20058.



63 F. HTN. HFpEF. Dyslipidemia
Upper airway symptom for 3 days. Dyspnea.
Parainfluenza virus 3 pneumonia



CHEST AP Portable

55 F. DM. IDA. Dyslipidemia.
Fever and URI symptom for 5 days. Dyspnea.
Human metapneumovirus pneumonia



Dilated RA, RV Bilateral GGOs
BLL consolidatoin

30 M. No chronic disease.
URI symptom for 4 days. Dyspnea.

IHCA at ED. Withdrawal of ECMO on D9.
RSV pneumonia



HitnikEREREt I LR &E
Human metapneumovirus

* Shock 60.7%, IMV 50% MV, ICU mortality [
14.3%

Vidaur L. Ann Intensive Care. 2019;9(1):86.

* Pressor use 23%, IMV 55%, mortaility 18% &=

Hasvold J. J Crit Care. 2016;31(1):233-7.

* 402 patients, 26 admitted to ICU 1
In-hospital mortality 30.8%

Kapandji N. Ann Intensive Care. 2023;13(1):21.



EHIFRERER R A UREE
RSV

IMV 36.6%, In-hospital mortality 23.9% " W
No difference from severe influenza in ICUs

Coussement J. Chest. 2022;161(6):1475-1484.

Septic shock 51%, IMV 89%, bacterial ‘e’
co-infeciton 28.3%, in-hospital mortality 45.5%

30d mortality 26.1%, in-hospital mortality 43.5%
comparable to influenza-associated pneumonia.

Kim T. Open Forum Infect Dis. 2023;10(4).ofad131.

+++++++++++

IMV / death > vaccinated COVID-19 / influenza ==

Surie D. JAMA Netw Open. 2024;7(4).e244954.



HhFIRE RS R
Tﬂf]ﬂéb/ Y8R » g

RSV adenovirus

ribavirin cidofovir

RNA viruses
favipiravir

Arabi YM. Intensive Care Med. 2020;46(2):315-328.



IFIRiE fRE RN EREERA
T IRER RS




HFNC Jz NIV

» —HYRREREEANRAE > FIfEA HENC
oxygen o WNEf FEARYT » A NIV RIE SR
SEEMEEMIER o (Blla).

» MRFRRIGHEAELEIEEE - ZHE HFNC
A1 F > A]{ERA NIV 285 H] (Blla).

NIH. COVID-19 Treatment Guidelines. https://www.covid19treatmentguidelines.nih.gov/



COVID-19 HIRaipIrHT:

* HFNC mliE/DRE
- OR 0.62 (compared to conventional O2 therapy)
- OR 0.48 (compared to NIV)

* HFNC rIB/MINEERBIETE
- OR 0.47 (compared to conventional O2 therapy)
- OR 0.36 (compared to NIV)

* HFNC AR ENNERE ERXE

Ni YN. Am J Emerg Med. 2018;36(2):226-233.



HFENC & NIV (COVID-19)

SRR #mr A (P/F < 200) » {F HFNC Eb—
WA o IR REIE » SRR o

Ospina-Tascon GA. JAMA. 2021;326(21):2161-2171.

A2l SpO2 < 92% FLA L HFNC » RBLE—A%
AREREYT

Crimi C. Thorax. 2023;78(4):354-361.

» FERAFLFHIRHEA (FIO2 0.4, SpO2 < 94%) AIfH
» NIV F] HFNC ZBLL— PR e AR 17 o

Perkins GD. JAMA. 2022;327(6):546-558.




==

B BE{FEA (awake self proning)

2020 &E#E COVID-19 B |5 BEmTT

MAE EF
AT LUR D —REHEE (16%)
SETERRE

NIH E:% | B8 mEEIEENHEATER

Ehrmann S. Lancet Respir Med. 2021;9(12):1387-1395.
Alhazzani W. JAMA. 2022;327(21):2104-2113.
NIH. COVID-19 Treatment Guidelines. https://www.covid19treatmentguidelines.nih.gov/




A patient on HFNC, awake prone
ositioning, up to 13.5 hr/d




IR R R A 2B R R B
M—Ag EERATE[E]

» FARAKRENERE (4-8 ml/ kg PBW) FIBIEAIIRSR
=[S /] (plateau pressure < 30 cmH20)

- HitEE ARDS MIARE  BRESXEEITED
12-16 /\EHREATUER, (prone ventilation)

“1%21% BAE A ER ARDS EEFERAFRTHEN
1R

* FEHEE ARDS EE >

GFREE PEEP »
TR R NMBA 50

. R E R A A RS B
1 ECMO » FEF B 75 FHRE BE e 22 i [ B

C<II

%
1

an

=T =i

T o

N

‘.?E'.‘m[[

HAEAR RS (SARS-CoV-2) RUABEIREEIES] . 5 29 i . 2025-05-15.



\ TIPE Eé%E/JEZEI: :Ar
EJ IEPREE = [BXG =4
) Nida Qadir, MD &

Supportive care is much less exciting than the idea of a
single magic bullet to “cure” covid-19, but such a

panacea has never existed in critical illness. #COVID19
will not be different. Steroids & #Remdesivir may be
helpful, but they’ll be useless w/o meticulous
supportive care.

https://twitter.com/NidaQadirMD/status/

1287443875167051776
. BTIES A * BB XTI
- O B e - AR /| Wikes / {FEA
i i T N A - HERE| | s&iIOVE
— RES [ O
AR E i IABP / ECMO

- BRBAE - BREEARE



Take Home Messages

IR S R s RURIVERERR S » REERERKEH

P EEA
T2~ 2L~ EIREIEAEEERRR &
A 2[R F BYPFIRZE S E th ez s Sa M IR E R =
MR EE Hﬂui_n& FRTREEY) 0 HRlAER
TR R E R

B AY COVID 19 sk EfEEmEE B M > 38

KADEEEE > I TR ﬁfﬁ—iZ?Hﬂr%ﬁi :
/tocilizumab / bacricinitib S5 E &

2/ |\) co-infection * HAERE I EERE
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