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1. Should I use a surgical 
mask or an N95 mask 
when performing 
aerosol-generating 
procedures? 

For healthcare workers performing aerosol-generating 
procedures on patients with COVID-19 in the ICU, SCCM 
recommends using fitted respirator masks (N95 
respirators, FFP2, or equivalent), as opposed to 
surgical/medical masks, in addition to other personal 
protective equipment (i.e., gloves, gown, and eye 
protection, such as a face shield or safety goggles). 
 

2. What bedside procedures 
generate aerosol? 

Aerosol-generating procedures in the ICU include: 
endotracheal intubation, bronchoscopy, open suctioning, 
administration of nebulized treatment, manual ventilation 
before intubation, physical proning of the patient, 
disconnecting the patient from the ventilator, non-
invasive positive pressure ventilation, tracheostomy, and 
cardiopulmonary resuscitation. 
 

3. What are respirator 
masks?  What is an N95 
mask and FFP2 mask? 

Respirator masks are designed to block 95 -99% of aerosol 
particles. The N95 type conforms to United States Federal 
Drug Agency standards, and the FFP2 conforms to 
European standards. Surgical masks are designed to block 
large particles, droplets and sprays, but are less effective 
in blocking small particle aerosols (< 5 micrometers). 
 



4. What are PAPRs? Powered air purifying respirators.  These can be used by 
healthcare workers who failed N95 mask fit testing and 
when N95s are in limited supply. 
 

5. What are negative 
pressure rooms? 

Negative pressure rooms prevent the spread of airborne 
pathogens (e.g. measles and tuberculosis) from room to 
room. Negative air pressure is created in the patient’s 
room to keep the pathogen inside and avoid its diffusion. 
Negative pressure is created and maintained by a 
ventilation system that allows extra air to enter the 
isolated room by differential pressure and be exhausted 
directly to the outside or be filtered through a high-
efficiency particulate air (HEPA) filter directly before 
recirculation. 
 

6. Are there alternatives to 
negative pressure rooms 
if this option is not 
available? 

A portable HEPA filter should be used in the room when 
negative pressure rooms are unavailable. A HEPA filter is a 
mechanical air filter, used for isolation where maximum 
reduction or removal of submicron particulate matter 
from air is required. HEPA filters have been demonstrated 
to reduce virus transmission in simulated settings. 
 

7. When providing usual 
care for nonventilated 
COVID-19 patients, 
should I use a surgical 
mask or an N95 
respirator mask? 

For healthcare workers providing usual care for non-
ventilated COVID-19 patients, SCCM suggests using 
surgical/medical masks, as opposed to respirator masks, in 
addition to other personal protective equipment (i.e., 
gloves, gown, and eye protection, such as a face shield or 
safety goggles). 
 

8. When performing non-
aerosol-generating 
procedures on 
mechanically ventilated 
patients with COVID-19, 
should I use a surgical 
mask or an N95 
respirator mask? 

For healthcare workers who are performing non-aerosol-
generating procedures on mechanically ventilated (closed 
circuit) patients with COVID-19, SCCM suggests using 
surgical/medical masks, as opposed to respirator masks, in 
addition to other personal protective equipment (i.e., 
gloves, gown, and eye protection, such as a face shield or 
safety goggles). When scarcity is not an issue, use of a 
fitted respirator use of a fitted respirator mask is a 
reasonable option. 
 



9. Should I use video-
guided laryngoscopy 
when intubating? 

For healthcare workers performing endotracheal 
intubation on patients with COVID-19, SCCM suggests 
using video-guided laryngoscopy, over direct 
laryngoscopy, if available. Video-laryngoscopy has been 
shown to reduce the risk of failed intubation without a 
significant impact upon the proportion of successful first-
pass attempts, hypoxia, or time for tracheal intubation. In 
patients with difficult airways, the first-attempt success 
rate may be improved with video-laryngoscopy. 
 

10. My intubation skills are 
rusty.  Should I practice 
intubating patients with 
COVID-19? 

For COVID-19 patients requiring endotracheal intubation, 
SCCM recommends that endotracheal intubation be 
performed by the healthcare worker who is most 
experienced with airway management in order to 
minimize the number of attempts and risk of transmission. 
 

11. What specimen samples 
should I send to diagnose 
COVID?   

For diagnostic testing, SCCM suggests obtaining lower 
respiratory tract samples in preference to upper 
respiratory tract (nasopharyngeal or oropharyngeal) 
samples. With regard to lower respiratory samples, SCCM 
suggests obtaining endotracheal aspirates in preference 
to bronchial wash or bronchoalveolar lavage samples. 
 

12. Why should we send 
specimen from 
endotracheal aspirates 
instead of 
bronchoalveolar lavage?   

Bronchoalveolar lavage should be limited and performed 
only if indicated and with adequate precautions, due to 
the risk of aerosolization and consequent exposure of 
healthcare professionals. Similarly, sputum induction 
should be avoided due to increased risk of aerosolization. 
Tracheal aspirate specimens appear to carry a lower risk 
of aerosolization and can sometimes be obtained without 
disconnecting the patient from the ventilator. 
 

13. Are oropharyngeal swab 
specimen adequate for 
SARS CoV2 diagnosis? 

It may not be enough to rely on oropharyngeal swab 
specimens alone for SARS CoV2 diagnosis due to their low 
negative predictive value. In a recent study, only 47% of 
oropharyngeal swabs from COVID-19 patients tested 
positive by RT-PCR. RT-PCR assays performed on 
nasopharyngeal and throat specimens were positive only 
65% and 70% of the time, respectively. However, no false 
positives were observed indicating assay specificity of 
100%. 
 



14. My patient tested 
negative for SARS-CoV-2 
from a swab from the 
upper airway.  Does that 
rule out COVID? 

A single negative swab from the upper airway does not 
rule out SARS-CoV-2 infection and repeated sampling from 
multiple sites (if indicated), including the lower airway, 
will increase diagnostic yield. 
 
 

15. My patient tested 
positive for the flu.  Does 
that rule out COVID? 

Given that coinfection with other viral pathogens has 
been observed, a positive test for another respiratory 
virus does not rule out COVID19, and should not delay 
testing if there is a high suspicion of COVID-19. 
 

16. My patient tested 
positive for SARS-CoV-2.  
Should I repeat the test 
to confirm or should I 
start treatment? 

Given the high specificity of test, a single positive swab 
confirms the diagnosis of COVID-19 and is enough to 
trigger infection control precautions and appropriate 
treatment of the patient. 
 
 

17. In patients with COVID-
19 and shock, which 
clinical or laboratory 
parameters provide 
better assessment of 
fluid responsiveness? 

In adults with COVID-19 and shock, SCCM suggests using 
dynamic parameters, skin temperature, capillary refilling 
time, and/or serum lactate measurement over static 
parameters in order to assess fluid responsiveness. The 
use of dynamic assessment to guide fluid therapy has 
been found to reduce mortality, ICU length of stay and 
duration of mechanical ventilation. Dynamic parameters 
include stroke volume variation (SVV), pulse pressure 
variation (PPV), and stroke volume change with passive 
leg raising or fluid challenge. Passive leg raising followed 
by PPV and SVV appears to predict fluid responsiveness 
with highest accuracy. Static parameters include 
components of early goal-directed therapy, e.g. central 
venous pressure (CVP) and mean arterial pressure (MAP). 
 

18. Does a high lactate level 
always indicate 
hypovolemia?   

No, a high lactate level may also be caused by 
mitochondrial dysfunction, liver failure, beta-agonists, 
mesenteric ischemia, or epinephrine. 
 

19. Should I use crystalloids 
or colloids to resuscitate 
patients with COVID-19 
and shock? 

For the acute resuscitation of adults with COVID-19 and 
shock, SCCM recommends using crystalloids over colloids 
and suggests using buffered/balanced crystalloids over 
unbalanced crystalloids. If availability of buffered 
solutions is limited, 0.9% saline remains a reasonable 
alternative. 
 



20. Should I use 
hydroxyethyl starches to 
resuscitate patients with 
COVID-19 and shock?  
What about gelatins?  
And dextrans? 

No, no, and no.  For the acute resuscitation of adults with 
COVID-19 and shock, SCCM recommends against using 
hydroxyethyl starches and suggests against using gelatins 
and dextrans. 
 
 
 

21. Should I give albumin to 
resuscitate patients with 
COVID-19 and shock? 

No.  For the acute resuscitation of adults with COVID-19 
and shock, SCCM suggests against the routine use of 
albumin for initial resuscitation. 
 

22. My patient with COVID 
and shock is adequately 
resuscitated with fluids, 
but is still hypotensive.  
Which vasoactive agent 
should I use? 

For adults with COVID-19 and shock, SCCM suggests using 
norepinephrine as the first-line vasoactive agent. If 
unavailable, SCCM suggests using either vasopressin or 
epinephrine as the first-line vasoactive agent. 
 
 
 

23. What side effects should 
I watch out for when 
starting vasopressin? 
And epinephrine? 

With vasopressin, digital ischemia; with epinephrine, 
tachycardia and excess lactate production. 
 
 
 

24. Should I use dopamine 
for patients with COVID-
19 and shock? 

SCCM recommends against using dopamine if 
norepinephrine is available.  In patients with shock, use of 
dopamine compared with norepinephrine is associated 
with an increased risk of arrhythmias and mortality. 
 

25. My COVID-19 patient is 
still hypotensive despite 
starting norepinephrine.  
Should I continue 
uptitrating 
norepinephrine? 

SCCM suggests adding vasopressin as a second-line agent, 
over titrating norepinephrine dose, if target mean arterial 
pressure (MAP) cannot be achieved by norepinephrine 
alone. 
 
 
 

26. What is my MAP goal for 
patients with COVID-19 
and shock? 

SCCM suggests titrating vasoactive agents to target a MAP 
of 60-65 mmHg, rather than higher MAP targets.  Higher 
blood pressure targets does not improve mortality, 
incidence of MI, limb ischemia, while increasing the risks 
of arhythmias. 
 



27. My COVID-19 patient 
with cardiac dysfunction 
has shock despite fluid 
resuscitation and 
norepinephrine.  Which 
agent should I use next? 

For adults with COVID-19 and shock with evidence of 
cardiac dysfunction and persistent hypoperfusion despite 
fluid resuscitation and norepinephrine, SCCM suggests 
adding dobutamine, over increasing norepinephrine dose. 
 
 
 

28. Should I use steroids for 
COVID-19 patients with 
refractory shock?  

For adults with COVID-19 and refractory shock, SCCM 
suggests using low-dose corticosteroid therapy (“shock-
reversal”), over no corticosteroid therapy. A systematic 
review comparing low-dose steroids versus no steroids in 
patients with septic shock showed no difference in long- 
and short-term mortality or serious adverse events, but 
time to resolution of shock and ICU and in-hospital length 
of stay were shorter with steroid therapy. 
 

29. I want to start steroids 
on my COVID-19 patient 
with refractory shock.  
Which agent and what 
dose of steroids should I 
use? 

A typical corticosteroid regimen in septic shock is 
hydrocortisone 200 mg IV daily administered either as an 
infusion or intermittent doses. 
 
 
 
 

30. When should I start 
supplemental oxygen in 
my COVID-19 patient? 

SCCM suggests starting supplemental oxygen if SPO2 is 
<92%, and recommends starting supplemental oxygen if 
SPO2 is <90%. 
 

31. What is my SPO2 goal in 
patients with COVID-19 
and hypoxemic 
respiratory failure? 

In adults with COVID-19 and acute hypoxemic respiratory 
failure on oxygen, SCCM recommends that SPO2 be 
maintained no higher than 96%.  A systematic review 
showed that a liberal oxygen strategy increases the risk of 
hospital mortality in acutely ill patients, and higher SPO2 
targets is associated with higher risk of death. Therefore, a 
reasonable SPO2 range for patients receiving oxygen is 
92% to 96%. 
 



32. My COVID-19 patient has 
acute hypoxemic 
respiratory failure 
despite supplemental 
oxygen.  Should I use 
consider HFNC or 
continue with 
supplemental oxygen? 

For adults with COVID-19 and acute hypoxemic respiratory 
failure despite conventional oxygen therapy, SCCM 
suggests using HFNC over conventional oxygen therapy.  
HFNC reduces intubation compared with conventional 
oxygen, but does not affect risk of death or ICU length of 
stay.  Even though the evidence on mortality and length of 
stay was not as strong, reducing intubation is important 
during pandemics where resources such as critical care 
beds and ventilators may become limited. 
 

33. If I start HFNC on my 
patient with COVID-19, 
will this increase the risk 
of transmitting the 
disease? 

HFNC does not seem to confer an increased risk of 
transmission of disease. In SARS, healthcare workers 
exposed to HFNC were not at increased risk of developing 
disease. Some experts may advise against the use of HFNC 
in patients with COVID-19 due to the fear of disease 
transmission, studies supporting this advice are lacking. 
Some have proposed that patients wear face masks while 
on HFNC therapy, but the efficacy and safety of this 
approach is still uncertain. 
 

34. Should I use HFNC or 
NIPPV in my patient with 
COVID-19 and acute 
hypoxemic respiratory 
failure? 

In adults with COVID-19 and acute hypoxemic respiratory 
failure, SCCM suggests using HFNC over NIPPV. Using 
HFNC vs NIPPV reduces mortality, although intubation 
rates are the same.  NIPPV may also increase the risk of 
nosocomial infection of healthcare providers.  Patients 
receiving either HFNC or NIPPV should be monitored 
closely in a setting where intubation can be facilitated.  
The failure rate may be high and emergency intubation in 
uncontrolled setting may increase the risk of nosocomial 
infection of healthcare providers. 
 

35. I intubated my patient 
with COVID-19.  How 
much tidal volume 
should I use? 

In mechanically ventilated adults with COVID-19 and 
ARDS, SCCM recommends using low tidal volume 
ventilation (4-8 mL/kg of predicted body weight).  Note 
that ARDSNet study protocol set tidal volume at 6 ml/kg, 
which can be increased to 8 ml/kg if patient is double-
triggering or if inspiratory airway pressure decreases 
below PEEP. 
 

36. I intubated my patient 
with COVID-19.  Where 
should I keep the plateau 
pressure? 

For mechanically ventilated adults with COVID-19 and 
ARDS, SCCM recommends targeting plateau pressures <30 
cm H2O. 
 
 



37. My patient with COVID-
19 who is intubated has 
tidal volumes set at 6 
ml/kg.  I measured 
plateau pressures after a 
0.5s inspiratory pause 
and it is >30 cm H20.  
What should I do? 

If the plateau pressure is >30 cmH2O, reduce tidal volume 
in 1 mL/kg decrements (down to 4 mL/kg) until plateau 
pressure is within range. 
 
 
 
 
 
 

38. I intubated my patient 
with COVID-19.  How 
much PEEP should I use? 

For mechanically ventilated adults with COVID-19 and 
moderate to severe ARDS, SCCM suggests using a higher 
PEEP strategy, over a lower PEEP strategy.  A higher PEEP 
strategy in patients with ARDS results in lower ICU and in-
hospital deaths, and reduced the use of rescue therapies.  
There is also a higher risk of pneumothorax. The ARDS 
Network protocol can be used to determine optimal PEEP 
level. 
 

39. Should I give fluids to my 
patient with COVID-19? 

For mechanically ventilated adults with COVID-19 and 
ARDS, SCCM suggests using a conservative fluid strategy 
over a liberal fluid strategy. 
 

40. Should I consider proning 
my patient with COVID-
19 and moderate ARDS? 

For mechanically ventilated adults with COVID-19 and 
moderate to severe ARDS, SCCM suggests prone 
ventilation for 12 to 16 hours. Lung pathology in COVID-
19 progresses from predominant ground glass opacities to 
a mixed pattern of predominant basilar consolidation, 
which suggests a role for prone ventilation.  Prone 
ventilation makes ventilation more homogenous by 
decreasing ventral alveolar distention and dorsal alveolar 
collapse, reduces lung compression and improves lung 
perfusion.  Studies show prone ventilation <12 hours had 
no effect on death due to moderate to severe ARDS, while 
prone ventilation >12 hours reduced mortality. 
 

41. What are the risks 
involved in prone 
ventilation? 

Prone ventilation increases the risk of pressure sores and 
endotracheal tube obstruction.  The healthcare worker 
should take infection control precautions in the event of 
accidental tube disconnection from the ventilator. 
 



42. Should I paralyze my 
patient with COVID-19 
who is mechanically 
ventilated? 

For mechanically ventilated adults with COVID-19 and 
moderate to severe ARDS, SCCM suggests using, as 
needed, intermittent boluses of neuromuscular blocking 
agents (NMBA), over continuous NMBA infusion, to 
facilitate protective lung ventilation. 
 

43. When should I consider 
paralyzing my patient 
with COVID-19 who is 
mechanically ventilated 
with continuous NMBA 
infusion? 

In the event of persistent ventilator dyssynchrony, the 
need for ongoing deep sedation, prone ventilation, or 
persistently high plateau pressures, SCCM suggests using a 
continuous NMBA infusion for up to 48 hours.  Reserve 
continuous NMBA infusion for patients in whom 
intermittent dosing is not enough, such as patients with 
persistent ventilator dyssynchrony, and patients needing 
ongoing deep sedation prone ventilation, or persistently 
high plateau pressures. 
 

44. Should I use inhaled 
nitric oxide in my patient 
with COVID-19 and ARDS 
who is mechanically 
ventilated? 

In mechanically ventilated adults with COVID-19 ARDS, 
SCCM recommends against the routine use of inhaled 
nitric oxide. Those with severe ARDS and hypoxemia 
despite optimizing ventilation and other rescue strategies, 
SCCM suggests a trial of inhaled pulmonary vasodilator as 
a rescue therapy; if no rapid improvement in oxygenation 
is observed, the treatment should be tapered off.  Using 
inhaled nitric oxide in ARDS does not improve mortality 
and increases the risks of acute kidney injury.  However, 
inhaled nitric oxide has been shown to improve 
oxygenation transiently.  A trial of inhaled nitric oxide as a 
“rescue” therapy, after trying other options, is reasonable. 
If oxygenation fails to improve, taper off inhaled nitric 
oxide to avoid rebound pulmonary vasoconstriction that 
can occur with abrupt discontinuation. 
 

45. What are recruitment 
maneuvers? 

Recruitment maneuvers are techniques used to improve 
oxygenation by increasing transpulmonary pressure to 
open atelectatic alveoli. 
 

46. How do I perform a 
recruitment maneuver? 

Traditional recruitment maneuvers are prolonged 
inspiratory holds for a set duration of time on higher 
levels of CPAP, most commonly 35 to 40 cm H2O for 40 
seconds. Incremental PEEP titration recruitment 
maneuvers are incremental increases in PEEP from 25 to 
35 to 45 cm H20 for 1-2 minutes each. 
 



47. Should I consider 
recruitment maneuvers?  
What type of recruitment 
maneuvers should I use?  

For mechanically ventilated adults with COVID-19 and 
hypoxemia despite optimizing ventilation, SCCM suggests 
using recruitment maneuvers. Use of recruitment 
maneuvers reduces the risk of death, decreases the use of 
rescue interventions, and improves oxygenation.  SCCM 
recommends against using staircase (incremental PEEP) 
recruitment maneuvers. 
 

48. What are the risks 
associated with the use 
of recruitment 
maneuvers? 

Exposure to high levels of positive pressure may lead to 
barotrauma, as well as cause transient hypotension in 
already critically ill and unstable patients. 
 
 

49. Should I consider ECMO 
for my patient with 
COVID-19 and refractory 
hypoxemia? 

In mechanically ventilated adults with COVID-19 and 
refractory hypoxemia despite optimizing ventilation, use 
of rescue therapies, and proning, SCCM suggests using 
venovenous ECMO if available, or referring the patient to 
an ECMO center. ECMO is a resource-intensive technique 
restricted to specialized centers, and it remains an 
extremely limited resource. Therefore, its use as a rescue 
therapy should be reserved for carefully selected patients. 
 

50. What is cytokine storm 
syndrome? 

Cytokine storm syndrome is a hyperinflammatory state 
characterized by fulminant multi-organ failure and 
elevation of cytokine levels. 
 

51. Should I start steroids on 
my patient with COVID-
19 and respiratory failure 
without ARDS? 

In mechanically ventilated adults with COVID-19 and 
respiratory failure (without ARDS), SCCM suggests against 
the routine use of systemic corticosteroids. 
 
 

52. Should I start steroids on 
my patient with COVID-
19 and respiratory failure 
with ARDS? 

Considering the associated risks of steroid use (see 
below), SCCM suggests against the routine use of systemic 
corticosteroids for respiratory failure in COIVID-19, and a 
suggestion to use corticosteroids in the sicker population 
of COVID-19 with ARDS. If clinicians use corticosteroids in 
ARDS, they should use lower dosing and shorter treatment 
courses. 
 



53. What are the risks 
associated with steroid 
use? 

In viral pneumonia in the ICU, several studies showed 
increase in viral shedding with corticosteroid use, 
potentially indicating viral replication, but the clinical 
implication of increased viral shedding is uncertain. 
Steroid also increases the risk of hyperglycemia. 
 

54. Should I start antibiotics 
in my patient with 
COVID-19 who is 
intubated? 

In mechanically ventilated patients with COVID-19 and 
respiratory failure, SCCM suggests using empiric 
antimicrobials/antibacterial agents.  Superinfection is 
reasonably common in this population and may lead to a 
substantial increase in mortality, as in pandemic influenza. 
The team should assess for de-escalation daily, and re-
evaluate the duration of therapy and spectrum of 
coverage based on the microbiology results and patient’s 
clinical status. 
 

55. My patient with COVID-
19 has fever.  How 
should I treat this?  Can I 
use NSAIDS? 

For critically ill adults with COVID-19 who develop fever, 
SCCM suggests using acetaminophen for temperature 
control. The use of non-steroidal anti-inflammatory drugs 
to treat fever in patients with COVID-19 continues to be 
debated. Until more evidence is available, SCCM suggests 
using acetaminophen. 
 

56. Is there a role for IVIG in 
the treatment of COVID-
19? 

In critically ill adults with COVID-19, SCCM suggests 
against the routine use of standard intravenous 
immunoglobulins (IVIG). IVIG can increase the risk of 
serious adverse events including anaphylactic reactions, 
aseptic meningitis, renal failure, thromboembolism, 
hemolytic reactions, transfusion-related lung injury, and 
other late reactions. Preparations of anti-SARS-CoV-2 
polyclonal or monoclonal antibodies are being developed. 
However, data from recent trials on the use of antibody-
based therapies (immune plasma, hyperimmune globulin, 
monoclonal antibody to hemagglutinin stalk) in 
hospitalized seasonal influenza patients did not 
demonstrate improvement in outcomes. 
 



57. Is there a role for 
convalescent plasma in 
the treatment of COVID-
19? 

Convalescent plasma obtained from patients who have 
recovered from COVID-19 has been suggested as a 
potential therapy that may provide passive immunity from 
SARS-CoV2-specific antibodies. There is not enough 
evidence from RCTS and uncertainty surrounding optimal 
preparation of convalescent plasma and its safety.  Until 
more evidence is available, in critically ill adults with 
COVID-19, SCCM suggests against the routine use of 
convalescent plasma. 
 

58. Should my patient with 
COVID-19 receive 
lopinavir / ritonavir? 

Lopinavir/ritonavir use does not reduce mortality or time 
to clinical improvement, but was associated with more 
adverse events.  SCCM suggests against the routine use of 
lopinavir/ritonavir in critically ill patients with COVID-19. 
 

59. What is remdesivir? Remdesivir is the prodrug of an adenosine analog, which 
incorporates into nascent viral RNA chains and results in 
premature termination. This drug demonstrated effective 
inhibition of SARS-CoV-2, MERS-CoV, and SARS-CoV in in 
vitro studies. There are several ongoing RCTs that aim to 
examine the efficacy and safety of intravenous remdesivir 
for COVID-19. 
 

60. Should my patient with 
COVID-19 receive 
recombinant rIFNs? 

There is insufficient evidence to issue a recommendation 
on the use of recombinant rIFNs, alone or in combination 
with antivirals, in critically ill adults with COVID-19. 
Unpublished data indicate that IFN-β inhibits SARS-C0V-2 
in cell culture, and IFNs have been prioritized for study in 
COVID-19 by the WHO. 
 



61. Should my patient with 
COVID-19 receive 
chloroquine or 
hydroxychloroquine? 

Chloroquine and its metabolite, hydroxychloroquine, are 
antimalarial agents that have demonstrated antiviral 
effects on SARS-CoV and SARS-CoV-2 in vitro. A recent 
consensus document recommended chloroquine 
phosphate 500 mg twice daily for minimum of 5 days, 
with dose modifications if severe gastrointestinal side 
effects occur. A recent study in China explored various 
dosing regimens of chloroquine and hydroxychloroquine 
and found hydroxychloroquine to be more potent than 
chloroquine in inhibiting SARS-CoV-2 in vitro. Based on 
these models, a hydroxychloroquine loading dose of 400 
mg twice daily followed by 200 mg twice daily for 4 days 
was recommended. SCCM noted that there is insufficient 
evidence to issue a recommendation on the use of 
chloroquine or hydroxychloroquine in critically ill adults 
with COVID-19. 
 

62. What is tocilizumab? Tocilizumab is a humanized immunoglobulin that 
functions in the immune response and blocks IL-6 
receptor binding to IL-6. It has been approved for CRS and 
other inflammatory conditions related to IL-6 related 
inflammation, such as rheumatoid arthritis and juvenile 
idiopathic arthritis. 
 

63. Should my patient with 
COVID-19 receive 
tocilizumab?  

Severely ill patients with COVID-19 may have an extreme 
immune response leading to severe respiratory failure. In 
such cases, inhibition of IL-6 may help attenuate the 
cytokine release syndrome by reducing cytokine 
concentrations and acute phase reactant production. 
SCCM noted that there is insufficient evidence to issue a 
recommendation on the use of tocilizumab in critically ill 
adults with COVID-19. 
 

64. What is nafamostat?  
What is nitazoxanide? 

Nafamostat is a synthetic serine protease inhibitor and a 
potent inhibitor of MERS CoV. Nitazoxanide is an 
antiprotozoal agent with antiviral potential against several 
respiratory viruses including influenza, parainfluenza, 
respiratory syncytial virus, and rhinovirus. An in vitro 
study showed that both nafamostat and nitazoxanide 
inhibited SARS CoV-2. An RCT in patients with acute 
uncomplicated influenza demonstrated that the use of 
nitazoxanide reduced the duration of symptoms. 
 

  


