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ABSTRACT

COVID-19, a new viral disease affecting primarily the respira-

tory system and the lung, has caused a pandemic posing seri-

ous challenges to healthcare systems around the world. In

about 20% of patients, severe symptoms occur after a mean

incubation period of 5–6 days; 5% of patients need intensive

care therapy. Mortality is about 1–2%. Protecting healthcare

workers is of paramount importance in order to prevent hos-

pital-acquired infections. Therefore, during all procedures as-

sociated with aerosol production, personal protective equip-

ment consisting of a FFP2/FFP3 (N95) respiratory mask,

gloves, safety glasses and a waterproof overall should be used.

Therapy is based on established recommendations issued for

patients with acute lung injury (ARDS). Lung protective venti-

lation, prone position, restrictive fluid management and ade-

quate management of organ failure are the mainstays of ther-

apy. In case of fulminant lung failure, veno-venous extracor-

poreal membrane oxygenation may be used as a rescue in ex-

perienced centres. New, experimental therapies are evolving

with ever increasing frequency; currently, however, no evi-

dence-based recommendation is possible. If off-label and

compassionate use of these drugs is considered, an individual

benefit-risk assessment is necessary, since serious side effects

have been reported.

ZUSAMMENFASSUNG

COVID-19 ist eine neue Viruserkrankung, die primär die

Atemwege und Lungen befällt; sie hat eine weltweite Pande-

mie ausgelöst und stellt eine ernste Herausforderung für die

Gesundheitssysteme auf der ganzen Welt dar. Nach einer

mittleren Inkubationszeit von 5–6 Tagen kommt es bei ca.

20% der Patienten zu einem schweren Krankheitsverlauf; rund

5% der Patienten benötigen Intensivtherapie. Die Letalität be-

trägt rund 1–2%. Ein adäquater Schutz des medizinischen Per-

sonals ist essenziell, um im Krankenhaus erworbene Infektio-

nen vorzubeugen. Bei allen Aerosol produzierenden Maßnah-

men ist daher eine Schutzausrüstung mit FFP2/FFP3-Maske,

Schutzbrille und flüssigkeitsdichtem Kittel zu tragen. Die The-

rapie intensivpflichtiger Patienten mit Lungenversagen ba-

siert auf den etablierten Empfehlungen zur Behandlung von

Patienten mit ARDS. Lungenprotektive Ventilation, Lage-

rungstherapie, restriktive Flüssigkeitsgabe und adäquate Be-

herrschung weiterer Organinsuffizienzen stehen hier im Mit-

telpunkt. Wenn Patienten mit akutem Lungenversagen eine

Notfallbehandlung mittels venovenöser extrakorporaler

Membranoxygenierung benötigen, sollte die Behandlung in

erfahrenen Zentren durchgeführt werden. Neue und experi-
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mentelle Therapieoptionen werden zunehmend diskutiert;

evidenzbasiert kann aber für keine dieser Therapien derzeit

eine Empfehlung ausgesprochen werden. In jedem Fall ist vor

Verwendung einer Substanz als Off-Label Use eine individuelle

Nutzen-Risiko-Abwägung erforderlich, da auch die jeweiligen

Nebenwirkungen beachtet werden müssen.
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Abbreviations
ARDS acute respiratory distress syndrome
COVID-19 corona virus disease 2019
CRP C-reactive protein
ECMO extracorporeal membrane oxygenation
EI endotracheal intubation
FFP2/FFP3 filtering face piece (protection classes 2/3)
IL interleukin
LDH lactate dehydrogenase
NIV non-invasive ventilation
NSAID nonsteroidal anti-inflammatory drug
PPE personal protective equipment
RKI Robert Koch Institute
RT‑PCR reverse transcriptase polymerase chain reaction
SARS‑CoV‑2 severe acute respiratory syndrome-coronavirus 2
SSC Surviving Sepsis Campaign
TNF tumour necrosis factor
Introduction
The new coronavirus, known as SARS‑CoV‑2 (severe acute respira-
tory syndrome-coronavirus 2), has caused a global pandemic
within a short period of time. The clinical presentation, i.e., the
disease itself, has been given the name COVID-19 (corona virus
disease 2019). Since the initial period of transmission of infec-
tions, the number of infections reported in the Peopleʼs Republic
of China and in numerous European countries has risen exponen-
tially [1] and significantly exceeded the capacity of healthcare sys-
tems in certain countries such as Italy. Physicians and nursing staff
are therefore in urgent need of information about efficient ways
of diagnosing the disease and evidence-based treatment.
Epidemiology
It is currently assumed that SARS‑CoV‑2 was present in an animal
reservoir (the market for seafood and reptiles in Wuhan, Peopleʼs
Republic of China) from where it passed to human hosts at the be-
ginning of December 2019 [2]. The original reservoir species is
still unknown, but bats are considered the most likely source [3].
With Wuhan as the starting point, the virus spread across all of
mainland China, with a significant concentration of cases occur-
ring in the province of Hubei [4].

Initially, the number of infections in all affected countries in-
creased exponentially, although the curve has since flattened fol-
lowing drastic measures taken by some countries to avoid social
contacts (Peopleʼs Republic of China, Taiwan, Singapore) [5]. The
characteristic exponential infection curve is due to SARS‑CoV‑2
being highly contagious. Based on a meta-analysis of 12 studies
published until 7 February 2020, the mean basic reproduction
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number for SARS‑CoV‑2 is currently 3.28 infections per infected
individual, a considerably higher number than that of SARS.

Data from China suggested, that every infected individual in-
fects an average of 3.28 other people [6].

According to current calculations, the case fatality rate (= the
number of infected persons who die of the infection; lethality) of
SARS‑CoV‑2 is just 1.4%, although the risk of developing symp-
tomatic infection increases with age (approx. 4% per year for
adults between the ages of 30–60 years) [7]. Patients over the
age of 59 years have a 5-fold higher risk of dying from COVID-19.
Children are often not affected or only to a minor extent, but they
can pass on the infection. It is currently not expected that large
numbers of children will be seriously affected [8].

The average incubation period is about 5–6 days (range: 0–
14 days). However, the virus is still detectable in infected persons
up to 30 days from onset of illness, which makes it more difficult
to classify asymptomatic patients as cured even if they appear to
have recovered from the infection [9].

There is currently insufficient evidence to be able to say
whether persons who had the disease develop immunity and
how long this immunity persists [10]. Data from animal studies
suggest that, as with other viral diseases, infected individuals do
develop immunity which subsequently prevents clinically appar-
ent reinfection [11].
Clinical Characteristics
COVID-19 is primarily an infection of the upper and lower respira-
tory tract. The efficient proliferation of the virus within the naso-
pharyngeal cavity is considered one of the reasons for the high
contagiousness of the virus [12]. Otherwise, the clinical character-
istics of SARS‑CoV‑2 resemble those of other viral diseases which
affect the lungs: fever, cough, fatigue.

According to data from the Peopleʼs Republic of China, more
than 80% of affected patients are asymptomatic or present with
only mild symptoms, around 15% develop more serious general
symptoms including pneumonia, and around 5% of patients be-
come critically ill and develop sepsis, septic shock or multi-organ
failure [13–18] (▶ Table 1). The lethality is between 1–2%. Men
are affected significantly more often than women [16,23]. The
figures may vary, depending on the intensity and time of testing.
This appears to be the case in Italy.

Critically ill patients present with the classic features of ARDS
including hyaline membrane formation, consolidated areas in the
lungs and atelectasis [19]. Images of the thorax obtained with
computed tomography show ground-glass opacity in more than
50% of cases and bilateral shadows [16]; bilateral shadowing was
also found in > 50% of cases with conventional X‑ray imaging [20].

On admission to hospital, more than 80% of patients were
found to have lymphocytopenia; laboratory tests in a cohort of
173 patients from Wuhan with severe disease showed elevated
/COVID‑19: Evidence-Based Recommendations… Geburtsh Frauenheilk 2020; 80: 491–498



▶ Table 1 Classification of symptoms and severity in persons with
COVID-19 (data from [18]).

Severity Symptoms

Mild
(outpatient/
normal ward)

Fever

Cough

Fatigue

Severe
(IMC = intermediate
care)

Dyspnoea

Respiratory rate ≥ 30/min

SaO2 ≤ 93%

paO2/FiO2 < 300

Lung infiltrates > 50% within 24–48 h

Critically ill
(ICU = intensive
care unit)

Lung failure

Septic shock

Multi-organ failure
CRP (≥ 10mg/l, 81.5%), LDH (≥ 250 U/l, 58.1%) and D-dimer
(≥ 0.5mg/l, 59.8%) levels in a majority of patients, while only
13.7% of patients had elevated procalcitonin levels of more than
≥ 0.5 ng/l [16]. Elevated D-dimer and serum ferritin levels have
also been reported in other cohorts [21,22].

In general, it appears that older men with comorbidities are
more likely to fall ill and more likely to die.

Around half of patients with COVID-19 have chronic comorbid-
ities; the majority have cardiovascular or cerebrovascular comor-
bidities or diabetes mellitus [23]. Some patients with severe
course of disease had coinfections with bacteria and fungi. Exami-
nation of cultures has identified Acinetobacter baumannii, Klebsiella
pneumoniae, Aspergillus flavus, Candida glabrata and Candida albi-
cans among others [23].
Diagnosis
In cases suspicious for infection with SARS‑CoV‑2, the Robert
Koch Institute (RKI) recommends obtaining parallel samples from
the upper and lower respiratory tract, depending on the clinical
situation. It is important to use swabs suitable for detecting the
virus (virus swabs with an appropriate transport medium or, if
necessary, dry swabs moistened with a small amount of NaCl so-
lution; no agar swabs).

The material should be examined with RT‑PCR for the presence
of viral RNA [24]. If the material needs to be preserved for longer
periods, it must be stored at a temperature of 4 °C.

According to the recommendations of the RKI (www.rki.de/
covid-19-falldefinition; as per: 28.03.2020), testing should focus
on symptomatic persons and individuals suspected of having the
virus based on a differential diagnosis.

A clinical suspicion of infection is based on an individualʼs pre-
vious history, symptoms or findings consistent with COVID-19 dis-
ease, and whether a diagnosis for a different disease exists which
could adequately explain the presenting symptoms and clinical
picture [25].

In practice, the recurrent issue for medical staff is which con-
tacts should lead to testing.
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A category 1 contact person is defined a person who had face-
to-face contact for a cumulative period of at least 15 minutes with
a known COVID-19 patient, e.g. during a conversation [25]. Persons
who had this type of contact should initially be sent home to self-
isolate (quarantine) for 14 days. For medical staff, this category has
been subdivided further into category 1a and 1b contact persons.

A category 1a contact is a person with high-risk exposure, e.g.
someone who had unprotected exposure to secretions and aero-
sols from COVID-19 patients (intubation and extubation of the
patient, bronchoscopy, aspiration, nebulisation, manual ventila-
tion prior to endotracheal anaesthesia, proning the patient, non-
invasive ventilation (NIV), tracheotomy and cardiopulmonary re-
suscitation) [26]. This group of people should usually be required
to quarantine themselves at home for a period of 14 days. As
medical staff are a very limited resource, in view of the shortage
of relevant staff, the RKI has recommended a shorter isolation pe-
riod of 7 days for this group.

Persons classified as contact category 1b had contact with a
confirmed COVID-19 case in the context of delivering care or
undertaking a medical examination (> 15min, ≤ 2m distance)
without personal protective equipment but also without carrying
out a high-risk procedure. Because of the shortage of staff, this
group of persons may continue working but should use a surgical
mask to cover their mouth and nose for a period of 14 days.

No special precautions are required for category 3 contact per-
sons; this category covers medical staff who were in the same
room as a confirmed COVID-19 case and were not wearing ade-
quate personal protective equipment but were never closer than
2 metres, did not come into direct contact with secretions or ex-
cretions of the patient and were not exposed to aerosols as well as
medical staff who were closer than 2m to the patient but were
wearing adequate personal protective equipment throughout
the entire contact period [26].

The overview below summarises the contact categories and
appropriate response for each category.

OVERVIEW

The 3 contact categories for medical staff

There are 3 different contact categories for medical staff.

Category Ia

Risky contact with aerosol production.

→ If there are staff shortages: 7 days self-isolation at home

followed by testing.

Category Ib

Risky contact without aerosol exposure, distance to patient

was < 2 metres, duration of contact was > 15 minutes.

→ If there are staff shortages: can return directly to work with

patients if wearing a surgical mask covering mouth and nose.

Category III

No aerosol contact, distance to patient was > 2 metres,

duration of contact was < 15 minutes or aerosol + adequate

personal protective equipment.

→ No particular measures required.
4932020; 80: 491–498



GebFra Science | Review
Hygiene Measures

Cave
Data from Wuhan and Italy show that around 4–20%
of medical staff were infected with the virus while caring
for COVID-19 patients [18, 27].

In addition to strict observance of the rules of basic hygiene, it is
critically important to ensure that staff are adequately provided
with personal protective equipment. Because the disease is highly
contagious, use of a FFP2/FFP3 (face filtering piece) respirator
mask is recommended for all aerosol-generating procedures per-
formed when caring for patients. Staff must additionally wear pro-
tective goggles and a waterproof apron or gown [28].

Class 2 and 3 FFP masks are characterised by a very low levels
of overall leakage, which is why they offer good protection against
aerosols (droplet infection); however, working while wearing
FFP2/FFP3 respirator masks is only possible for limited periods of
time because of the high breathing resistance [29].

As it is expected that supplies of FFP2/FFP3 respirator masks
will be insufficient during the pandemic, it is necessary to also
think about alternative approaches in an emergency. In its re-
cently published recommendations on the treatment of patients
with COVID-19, the Surviving Sepsis Campaign (SSC) cited a cur-
rent meta-analysis which did not find special respiratory masks
(analogous to our FFP2/FFP3 masks) to be superior to convention-
al surgical masks with regard to preventing the infection from
spreading to healthcare staff who treated infectious patients
[30]. A randomised study on the treatment of patients which in-
cluded a number of patients infected with the coronavirus also re-
ported that surgical masks were noninferior to N95 respirator
masks [31]. This means that, in exceptional situations, providing
patients and healthcare staff with surgical masks could be a useful
means of reducing the risk of infection for medical staff, at least
when treating spontaneously breathing patients.

However, during all aerosol-generating procedures, it is abso-
lutely essential that medical staff wear a FFP2 mask at the very
least, or better still a FFP3 mask (see above) for their own protec-
tion. The German Society for Pneumology and Respiratory Medi-
cine recently published detailed recommendations [32]. To re-
duce the use of FFP2/FFP3 masks, it is recommended that medical
staff wear personal protective equipment (PPE) during as many of
their encounters with patients as possible. When treating patients
with the virus who are on the same ward, several patients can be
treated while wearing the same PPE. Between contacts with pa-
tients, the FFP mask can be placed between 2 low-microbe dispos-
able cardboard kidney dishes if it is possible to prevent the inside
of the mask from being contaminated.

To ensure that sufficient PPE is available for all medical staff de-
spite the increased demand during the pandemic, tests are cur-
rently being carried out to see whether it would be possible to
re-use used FFPS masks using suitable reprocessing methods. Be-
fore the reprocessed masks are released for use, it will be neces-
sary to test whether the masks continue to fulfil their protective
function after reprocessing.
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Treatment
Around 20% of patients develop severe symptoms (▶ Table 1),
and around 5% require treatment in an intensive care unit. The
lungs react to the disease-causing agent SARS‑CoV‑2 in the same
way they react to other viruses which attack the respiratory sys-
tem. Patients present with pathophysiological changes which are
known to also occur in patients with influenza or viral SARS pneu-
monia. This means, specifically, that the treatment of patients
with COVID-19 must be based, first and foremost, on best stan-
dard care, i.e., on optimal compliance with evidence-based treat-
ment recommendations developed to treat acute lung failure
(acute respiratory distress syndrome, ARDS) [33].

The recommendations of the Surviving Sepsis Campaign (SSC)
published very recently in the context of the current corona pan-
demic include a total of 50 statements which were assigned dif-
ferent levels of recommendation [34].

The measures listed below are the only ones given a strong rec-
ommendation (cf. also ▶ Fig. 1):
▪ Recommendation against the use of dopamine,
▪ Recommendation for lung-protective ventilation: low tidal vol-

ume ventilation (Vt) of 4–8ml/kg predicted body weight, PEEP
> 10 cm H2O, but no incremental (stepwise) PEEP recruitment,

▪ Recommendation for supplemental oxygen if SpO2 is < 90%
(but SpO2 must not be > 96%).

Additional measures (e.g., proning, restrictive administration of
fluids and veno-venous ECMO as emergency therapy) may be con-
sidered.

▶ Fig. 2 shows the suggested approach for hypoxemia. Non-in-
vasive ventilation is usually an important component of treatment
for acute lung failure. However, the use of non-invasive ventilation
and high-flow nasal oxygen therapy are associated with aerosol
generation.

If these forms of treatment are used, it is important to ensure
the nasal high-flow cannula or NIV mask have an optimal fit. An
NIV helmet is preferable if the patient can tolerate it.

Because of the above-mentioned problem of aerosol genera-
tion, ventilation based on endotracheal intubation is the preferred
approach for patients with acute hypoxemic respiratory insuffi-
ciency [35].

Transpulmonary thermodilution (PiCCO2, Pulsion-Maquet or
EV1000, Edwards Life Sciences) can be used to guide the restric-
tive fluid strategy as it can be used to measure extravascular lung
water, which plays an important prognostic role in acute lung fail-
ure [36,37].

Paracetamol or metamizole can be used to reduce fever.
Although the WHO has withdrawn its warning, the data on ibu-
profen is still unclear, with NSAID use associated with an increased
risk of bleeding [38].

Experimental procedures

Outside best standard care, there is also a huge interest in new
and experimental treatment procedures, although there are cur-
rently no data available for the overwhelming majority of new
procedures. A very recently published study on the use of a com-
/COVID‑19: Evidence-Based Recommendations… Geburtsh Frauenheilk 2020; 80: 491–498



COVID-19 with mild ARDS

Vt 4–8 ml/kg and p < 30 cm H O

Driving pressure < 15 cm H O
plat 2

2

Investigate for bacterial

infection

Target SpO is 92–96%2

Consider:

Restrictive fluid strategy

Consider:

Empirical antibiotics

Uncertain:

Systematic corticosteroids

Consider:

Higher PEEP

Consider:

Neuromuscular blocking agent

(NMBA) boluses to relax patient

Consider

(if responsive to PEEP):

Recruitment manoeuvres

Consider (if patient is

prone, high p , asynchrony):

Continuous NMBA infusion
plat

No incremental (stepwise)

recruitment manoeuvres

Consider:

Short course of systemic

corticosteroids

Uncertain:

Antivirals, chloroquine,

anti-IL-6 agents

Unclear:

Antivirals, chloroquine,

anti-IL-6 agents

Consider (if patient is

prone, high p , asynchrony):

Continuous NMBA infusion
plat

Consider

(STOP if no quick response):

Inhaled nitric oxide

Consider:

Prone ventilation 12–16 h/d

Consider:

Prone ventilation 12–16 h/d

Consider:

V-V ECMO or referral

to ECMO centre

COVID-19 with moderate/severe ARDS Salvage/Adjunctive therapy

▶ Fig. 1 Summary of clinical recommendations to treat COVID-19 patients [data from: Alhazzani W, Moller MH, Arabi YM et al. Surviving Sepsis
Campaign: Guidelines on the Management of Critically Ill Adults with Coronavirus Disease 2019 (COVID-19) (in press). doi:10.1007/s00134-020-
06022-5]. Copyright © 2020 by the Society of Critical Care Medicine and the European Society of Intensive Care Medicine.
bination of lopinavir and ritonavir was unable to show any survival
benefits for COVID-19 patients [39].

Remdesivir (pharmaceutical company: Gilead Sciences, Inc.) is
another effective antiviral agent which was originally developed to
treat infections associated with the Ebola virus. Remdesivir is ef-
fective to treat a wide range of different viruses, including filovi-
ruses, paramyxoviruses, pneumo-viruses and pathogenic corona-
viruses [40]. In cell cultures inoculated with Middle East respirato-
ry syndrome coronaviruses, remdesivir was found to be superior
to a combination of lopinavir/ritonavir [30]. The first data from
Chinese patients are expected in early April. However, the sub-
stance is currently not available in Germany outside of controlled
trials.

Early on, the suggestion was made that chloroquine could be a
potentially effective antiviral drug; however, positive results in cell
cultures and animal experiments could not be replicated or con-
firmed in clinical practice [41]. A recent Letter to the Editor [42]
reported positive effects in 100 patients in a Chinese multicentre
study. In the group which received the drug, it was found to pre-
vent exacerbation of pneumonia, improve X‑ray findings and
shorten the overall course of disease. No relevant side effects
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were noted. There are currently no peer-reviewed publications
on its use in this context; a recent systematic review into the use
of chloroquine to treat COVID-19 disease recommended that
chloroquine should only be administered in accordance with the
Monitored Emergency Use of Unregistered Interventions (MEURI)
protocol [43].

Based on the available evidence, it is currently not possible to
recommend any of these therapies. In each case, an individual
risk-benefit assessment is necessary prior to initiating the off-label
use of particular substances, as serious side effects have been re-
ported [44].

There is also considerable interest in the use of extracorporeal
membrane oxygenation (ECMO) as an emergency therapy [45].
Veno-venous ECMO (vv-ECMO) is already an established proce-
dure to treat refractory respiratory failure and appears to be asso-
ciated with a survival benefit in a subgroup of patients [46,47].
There is general agreement that this therapy should only be car-
ried out in experienced centres. As with other medical proce-
dures, a minimum of 20 veno-venous ECMO runs per year is con-
sidered the minimum entry criterion [20].
4952020; 80: 491–498



COVID-19 with hypoxia

Indication for endotracheal

intubation?

Indication for endotracheal

intubation?

Is supplemental oxygen tolerated?

No

No

No

or NHFOT

is not available

NHFOT is

not tolerated

Yes

NHFOT

is tolerated

Yes

Yes

Consider: Nasal high-flow

oxygen therapy (NHFOT)

Consider: Trialling NIV

Monitor closely at short intervals

Do NOT delay intubation if patient deteriorates

Recommended action:

Monitor closely for deterioration

Target SpO is 92–96%2

Use appropriate protective

precautions

Do NOT delay intubation

if patient deteriorates

Endotracheal intubation

Intubation done by very

experienced staff

While using FFP2/FFP3 masks or

equivalent protective precautions

Minimise number of staff

present in room

If available:

Video laryngoscope

Recommended action:

▶ Fig. 2 Treatment algorithm for patients with acute hypoxemic respiratory insufficiency caused by COVID-19 [data from: Alhazzani W, Moller MH,
Arabi YM et al. Surviving Sepsis Campaign: Guidelines on the Management of Critically Ill Adults with Coronavirus Disease 2019 (COVID-19)
(in press). doi:10.1007/s00134-020-06022-5]. Copyright © 2020 by the Society of Critical Care Medicine and the European Society of Intensive
Care Medicine.
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A small subgroup of COVID-19 patients experience a cytokine
storm during infection, which is caused by an overwhelming and
excessive release of proinflammatory cytokines (e.g. IL-2, IL-7, in-
terferon-γ, TNF-α) [22]. Serum ferritin and IL-6 levels were found
to be significantly elevated in samples obtained from deceased in-
dividuals from this subgroup of patients [48]. This is the rationale
behind specific anti-inflammatory treatments, for example, the
administration of interferon β‑1b, the IL-1 blocker anakinra, the
IL-6 receptor blocker tocilizumab or corticosteroids. There are no
evidence-based data for any of the therapies mentioned here;
analogously to the recommendations on the treatment of septic
shock, corticosteroids may be considered as a hydrocortisone
therapy (200mg/24 h) in patients with high vasopressor doses.

Improved outcomes were reported in a case series of patients
with septic shock and high cytokine concentrations (e.g. an IL-6 of
≥ 1000 pg/ml) following the use of a cytokine filter (Cytosorbents,
Berlin, Germany) [49]. This requires an extracorporeal circulation
(hemofiltration and/or ECMO) in which the filter can be incorpo-
rated. Cytokine removal could be an interesting treatment option
for patients whomeet the criteria. Antibiotic dosages may need to
be adjusted accordingly.
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CORE STATEMENTS

▪ COVID-19 is a new viral disease that affects the respiratory

system. The currently available data suggest that around

20% of cases develop severe symptoms, and around 5% of

all cases require intensive care. Mortality is between 1 and

2% of all persons who develop the disease.

▪ Adequate protection of medical staff is essential to pre-

vent nosocomial infection. Medical staff must therefore

wear personal protective equipment consisting of an FFP2/

FFP3 mask, safety goggles and a waterproof overall during

all aerosol-generating procedures.

▪ Intensive care treatment of patients with lung failure is based

on established recommendations for the treatment of

patients with ARDS issued by the relevant professional soci-

eties. The focus is on lung-protective ventilation, prone po-

sitioning, restrictive fluid management and adequate man-

agement of other organ insufficiencies. Patients requiring

extracorporeal membrane oxygenation must be treated in

centres experienced in providing this type of organ support.

▪ New and experimental treatment options are being

discussed. However, based on the currently available

evidence, it is not yet possible to recommend any of these

approaches. In every case, an individual risk-benefit as-

sessment is necessary prior to initiating the off-label use

of particular substances as serious side effects have been

reported.
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