


















#1:  Risk stratification and disposition

• COVID is a humbling disease.  Perhaps no aspect of the disease is 
more humbling than sorting out which patients require critical care 
versus less intensive care.  Disposition is difficult for two main 
reasons:

• Patients commonly have a “silent hypoxemia” phenotype, which 
causes them to look far better than they actually are. 

• COVID is a multi-phasic illness (including a viremic phase and a 
subsequent adaptive immunity phase).  Patients are often clinically 
OK for several days during the viremic phase, before abruptly 
deteriorating. 



Subtypes of COVID - 19

• Mild – flu like symptoms, anosmia – manage well as out patients

• Silent Hypoxemia (can cause iatrogenic injury when patients are 
intubated in this phase)

• Indolent- Fine then Not 

• Hyperacute





Cytokine Storm
Haemophagocytic Lymphohistiocytosis (HLH) Overlap / DIC







COVID 19 Pneumonitis  may not be the same as ARDS



Compliance: volume 
change that can be 
achieved per unit 
pressure change

Elastance: reciprocal 
of compliance (ie

Pressure change that 
is required to elicit a 
unit volume change( 
resistance to expand)

High 
compliance







Poor response high shunt fraction (ie
perfused not ventilated )

Thus may not be reversible with just oxygen
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CRP, Ferritin



Avoidance of Intubation

• Tachypneoa, hypoxemia, do not seem to be indication

• Mental status, Increased Dyspneoa, PaCO2 rising – better indicators



ROX Index

• ROX is defined as the ratio of oxygen saturation as measured by pulse 
oximetry (SpO2) divided by the fraction of inspired oxygen (FiO2) in 
relation to the respiratory rate ((SpO2/FiO2)/RR

• A ROX index ≥4.88 associated with a lower risk for intubation.











Awake proning



Prone position ventilation
Proposed mechanisms for prone positioning

Induces homogeneous compliance across the chest wall – Anterior chest wall – Weight of mediastinum – Improved displacement 
of abdomen contents

Better recruitment of posterior/dependent lung zone
May lead to an alteration of blood flow and better ventilation/perfusion matching

Improved drainage effect on respiratory secretions
Reducing ventral-dorsal transpulmonary pressure difference

Reduced lung compression
Improved lung perfusion



“At this point, I'm happier w/ lower 
sats (low to mid 80s) and focused 
on work of breathing + mental 
status as triggers for intubation”



Patient Selection

• IS the pathology reversible? (the current state)

• Is the patient able to recover?

• Frailty scale?

• Co-morbidities and end organ dysfunction

• Gestalt based on years of experience



Severity

Phenotype  Screen

Failure and Escalation









NIV

• De novo resp failure  - greater risk of NIV failure

• Higher rate of Intubations

• Higher Tidal volumes may lead to VILI

• When this intubation is done – often delayed and too late in the 
clinical course

• Higher ICU mortality
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