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The 2019 Novel CoronaVirus / COVID-19 — An Update

*Dr Tanu Singhal

Abstract

There is a new public health crisis threatening the world with the emergence of the novel coronavirus-19 or COVID-19 in Wuhan, China and
its subsequent global spread. It is believed to have originated in bats and transmitted to humans through yet unknown intermediary animals.
There have been more than 1 million cases and 50000 deaths till date (3/4/2020). The disease is transmitted through inhalation or contact with
infected droplets and the usual incubation period is 5 days (range 2-14 days). The symptoms are mild in most people but 15-20% of patients
(usually the elderly and those with comorbidities) may suffer from severe disease. The case fatality rate is estimated to range between 2-3%.
Diagnosis is by specific molecular tests in respiratory samples. Treatment is essentially supportive. The role of antiviral agents (remdesi-
wir, lopinavir- ritonavir) and anti inflammatory agents (chloroquine, hydroxychloroquine, tocilizumab) is being explored. Prevention at the
community level includes hand hygiene, cough etiquette, social distancing, travel restrictions and even lock downs. Strict infection control
measures need to be instituted in hospitals to prevent spread to health care workers and other patients.

Introduction

We are in the midst of an unparalleled and serious
public health crises . The emergence of the 2019
— Novel Corona Virus in China and subsequent spread
all over the world is causing significant morbidity, mor-
tality and damage to the world economy @. At the time
of writing this article (3/04/2020) more than 1 million
cases and 50000 deaths have been reported globally ©.
This article discusses what is currently known about
the virus. Since new information about this virus is
emerging on a daily basis, readers are requested to up-
date themselves regularly. The disease has been named
as COVID-19 (coronavirus disease 2019) by the WHO
and SARS- CoV-2 by the International Committee on
Taxonomy of viruses “?. The virus and the disease will
be referred to as COVID-19 in this paper.

History

Coronaviruses are RNA viruses that commonly in-
fect humans and animals. The name is derived from the
Latin word “corona” or “crown” because of their crown
like appearance of the virus under the electron micro-
scope due to the glycoprotein spikes. Four strains of
the coronavirus namely HKU1, NL63, 229E, OC43 have
been in circulation in humans and cause 5-10% of re-
spiratory infections in humans most of which are mild.

There have been episodes of crossover of corona
viruses from animals to humans leading to severe dis-
ease in the past two decades. The first such episode
happened in 2002 when the Severe Acute Respirato-
ry Distress Syndrome (SARS) coronavirus of bat or-
igin crossed over from the palm civets to humans in
the Guangdong province of China. An estimated 8422
people mainly in China and Hongkong were infected
with 916 deaths (mortality rate 11%) (6). One decade
later in 2012, the Middle East Respiratory Syndrome
Coronavirus (MERS-CoV) of bat origin and transmitted
through camels emerged in Saudi Arabia and infected

2494 individuals with 858 deaths (mortality rate 34%)
(7). Fortunately both these outbreaks were contained
fairly quickly.

Origin and spread of the COVID-19 9

Adults with severe pneumonia of unknown etiology
started presenting to hospitals in Wuhan the capital city
of Hubei Province of China in the first week of Decem-
ber 2019. This event was picked up by the surveillance
system (set up following the SARS outbreak). Most of
the initial cases had a common exposure to the Huanan
seafood market which was also trading live animals.
On 31st December the World Health Organization was
informed about the outbreak. On January 1 the sea food
market was closed. Genome sequencing methods were
used and on 7th January 2020, the etiology of this pneu-
monia was identified as a new corona virus with more
than 95% homology with the bat coronavirus and 70%
homology with SARS-CoV. The first death was report-
ed on 11th Jan 2020. In the following weeks the num-
ber of cases increased exponentially in Wuhan, other
cities of Hubei province and other provinces in China.
Patients with no contact with the seafood market were
also affected indicating that human to human trans-
mission was occurring. Soon cases in other countries
(Thailand, Singapore and South Korea) were reported.
Then there were reports of health care workers treat-
ing the patients becoming infected. The massive mi-
gration of the Chinese on occasion of the Chinese New
Year fuelled the spread of the virus. On 23rd January,
Wuhan a city of around 11 million people was placed
under lockdown with restriction of entry and exit into
the city. Later other cities in Hubei province were also
locked. Large scale gatherings and events were can-
celled and entertainment hubs closed throughout Chi-
na. While the response of the Chinese authorities was
decisive, it was rather delayed. The epidemic was rag-
ing for more than a month by the time these measures
were put in place. There was exit screening of people
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traveling out of China and screening of passengers who
were arriving from China. Symptomatic patients were
isolated and tested. Contacts of patients who had test-
ed positive were also investigated. Transmission from
asymptomatic patients and before onset of symptoms
was also reported. On the 30th Of January the World
Health Organization declared this outbreak as a Pub-
lic Health Emergency of International Concern. As the
epidemic progressed many countries including India
started evacuating their citizens from the affected ar-
eas. The evacuees were quarantined upon arrival for 14
days and tested before de isolation.

With all these containment measures the number of
new cases and deaths in China started reducing. Febru-
ary saw a trickling of cases in other countries but with
few fatalities. However, March has witnessed a dramat-
ic change in the epidemiology. There was a sudden in-
crease in cases in South Korea, Italy and Iran followed
by the USA, Spain, France, Germany and UK. The
WHO declared COVID-19 as a pandemic on 11/3/2020.
USA tops the global tally at present with more than
200,000 cases followed by Italy and Spain with more
than 100,000 cases each. Italy has reported the maxi-
mum number of deaths, 13000. There is now a war like
situation with international travel restrictions and lock
downs in severely affected countries. Schools have been
closed, all meetings, conferences cancelled, offices and
markets closed and people asked to stay at home. Trav-
el, tourism and business have taken a huge hit.

India has been relatively spared till date. While Feb-
ruary saw only 3 cases all in students returning from
China to Kerala, March has seen a sudden increase.
The government put into place several serial measures
which included mandatory quarantine of people re-
turning from abroad, canceling visas, shutting schools,
canceling all international flights and then domestic
flights and trains and now a nationwide lock down for
3 weeks starting 25/3/2020. These measures have been
complemented by augmentation of testing for the virus
with isolation and contact tracing and capacity build-
ing in hospitals to accommodate patients. Initially cases
were seen mainly in people returning from abroad and
their contacts, but now community transmission has
started. India has reported more than 2000 cases and 56
deaths till date ©.

Though these are the official estimates, unofficial es-
timates and media put the numbers of those affected
and dead as many fold higher. Though the COVID-19
has homology to the bat coronavirus, the intermediary
animal from which this virus crossed to humans is still
unknown. Pangolins are the current suspects.

Epidemiology and Pathogenesis (%"

The COVID-19 spreads as a droplet infection gen-
erated by patients during coughing and sneezing. It
is believed that these are large droplets that usually

travel for 1-2 meters. The virus may remain alive in air
for upto 8 hours and on surfaces for few days but can
destroyed in less than a minute with surface decontam-
ination with 0.1% hypochlorite, 70% ethanol or 0.5%
hydrogen peroxide *?. There is some recent evidence
that air borne transmission of the virus through small
droplets may also be possible especially when aerosol
generating activities such as intubation, tracheostomies
are performed ™. Since the virus is also excreted in the
stool, there is concern about feco oral transmission as
well. Infection occurs by inhalation of the droplets or
through contact with contaminated surfaces and then
touching of the mouth, nose or eyes. The incubation
period varies from 2-14 days (median 5 days). A study
estimated that only 1% of the cases may manifest symp-
toms after 14 days 7). The virus enters the respiratory
epithelium through the angiotensin converting enzyme
(ACE2) receptor. Activation of the cytokine cascade
and a cytokine storm leads to lung damage V. These
inflammatory cytokines including IL2, IL7, IL10, GCSF,
IP10, MCP1, MIP1A, and TNFa.

Patients are infectious even before they become
symptomatic or even if they are asymptomatic 2.
Studies report similar viral loads in asymptomatic ver-
sus symptomatic individuals and higher viral loads in
the nasal cavity as compared to the throat *. The vi-
ral load in nasopharynx declines over time but persists
during their whole clinical course and even on recovery
19, One study reported the presence of virus for upto
37 days from the time it was first detected. The pres-
ence of virus in the respiratory tract does always equate
with infectivity; demonstration of live virus by culture
is a better indicator. However, in the absence of viral
culture, demonstration of viral RNA is considered as
a surrogate *”. Similarly, patients have worsened even
after disappearance of virus from the pharynx @. In
some patients viral nucleic acid has been demonstrated
again after clearance. Whether this is due to reinfection
or false negative previous tests is unknown @”. Anti-
bodies start appearing towards the end of 1st week but
the degree of immunity afforded by these antibodies is
uncertain.

The basic case reproduction rate (the no. of people
infected by one person) in various modeling studies
in China has been reported to range from 2-3 V. As a
comparison this figure was 1.3 for influenza and 2 for
SARS. Super spreaders i.e. people who infect many
others have also been reported ©. However, this basic
case reproduction rate may vary depending on social
distancing, isolation and quarantine protocols and also
the environmental conditions.

Genetic studies have shown mutations in the viral
genome with the progression of the epidemic. This has
implications for virulence, vaccination and spread of
the virus.

Clinical Features
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The virus can affect people of any age including ne-
onates and infants. Asymptomatic infections are com-
mon (estimated to be around 50% in data from Iceland)
18, In most people (around 80%) the disease is mild
with symptoms of fever, cough, sore throat, myalgia,
fatigue and breathlessness. In some patients the disease
progresses to pneumonia (usually by the end of the
first week) and around 5% patients become critically
sick with acute respiratory distress syndrome, shock,
myocarditis, renal dysfunction and even encephalitis.
Severe disease is more common in the elderly and those
with co morbidities such as hypertension, diabetes and
other chronic diseases. The average case fatality rate is
around 2-3%. CFR is however variable and depends on
the degree of testing (very high testing rates cut down
the case fatality rate, such as South Korea where it was
less than 1 percent), the percentage of elderly popula-
tion and availability of good medical care. Italy where
exponential increase in cases lead to overwhelming of

the health care system and resulted in high CFR of 10%
@)

In the largest data set from the Centers Disease Con-
trol China, of 72314 cases as of 11/2/2020 44,672 were
confirmed by a positive nucleic acid test (19). The age
distribution was as follows: Less than 10 years 1%, 10-19
years 1%, 20-29 years 8%, 30-79 years 87% and >80 years
3% (18). Eighty one percent had mild disease while
14% had severe disease (i.e., dyspnea, blood oxygen
saturation <93%, partial pressure of arterial oxygen to
fraction of inspired oxygen ratio <300, and/or lung infil-
trates >50% within 24 to 48 hours), and 5% were critical
(i.e., respiratory failure, septic shock, and/or multiple
organ dysfunction or failure). The overall case-fatality
rate (CFR) was 2.3%. No deaths occurred in the group
aged 9 years and younger, but cases in those aged 70
to 79 years had an 8.0% CFR and cases in those aged
80 years and older had a 14.8% CFR. No deaths were
reported among mild and severe cases. The CFR was
49.0% among critical cases. CFR was elevated among
those with preexisting comorbid conditions—10.5%
for cardiovascular disease, 7.3% for diabetes, 6.3% for
chronic respiratory disease, 6.0% for hypertension, and
5.6% for cancer.

The clinical features are best described in a series of
1099 patients from China ©°. The median incubation pe-
riod was 4 days (interquartile range, 2 to 7). The median
age of the patients was 47 years (interquartile range, 35
to 58).; 1 % were less than 15 years. A total of 42% were
female. Fever was present in 44% of the patients on ad-
mission but developed in 89% during hospitalization.
Cough was seen in 68%, fatigue/ malaise in 38%, spu-
tum production in 33%, shortness of breath in 18% sore
throat/ headache/ myalgia/ chills in around 15% each.
Nasal congestion (5%), nausea or vomiting (5%), diar-
rhea (4%), conjunctivitis (0.8%) and hemoptysis (0.8%)
were uncommon. Among the overall population, 24%
had at least one coexisting illness (e.g., hypertension

and chronic obstructive pulmonary disease). Disease
was severe in 15% and non severe in 85%. Admission
to intensive care unit was needed in 5% of the patients.
Complications included ARDS (3.4%), Septic shock
(1%), acute kidney injury (0.5%) and disseminated in-
travascular coagulation in 0.1%. The median duration
of hospitalization was 12 days and mortality at time of
publishing the paper was 1.4%. Five percent patients
were discharged and 93.6% were still admitted.

The outcome of pregnant women with COVID-19 is
similar to that of non pregnant women ®. No transpla-
cental transmission of COVID-19 to their newborns has
been demonstrated till date (21). However, cases of neo-
natal disease due to post-natal transmission have been
reported ®. Disease in children and neonates is milder
than adults. In a large series of 2143 children from Chi-
na, 13% were asymptomatic, 5:6% had severe disease
(defined as hypoxia) and 0-6% children developed re-
spiratory or multi organ failure or acute respiratory dis-
tress syndrome (ARDS). Two deaths were reported ).
Adverse outcomes were more common in infants and
pre-schoolers. The reason for milder disease in children
is not clear but it could be related to competition with
other viruses in the respiratory tract, immature immune
response that does not amplify the cytokine storm or re-
duced expression of ACE2 receptors in the respiratory
mucosa ®. Despite being at lower risk, children may
amplify community tramsmission; prolonged fecal
shedding of the virus is also a danger @.

Data about experience with COVID-19 in the USA
and Europe is now trickling in. A salient difference in-
cludes prominence of gastrointestinal manifestations
including nausea, vomiting, and diarrhea ®. While ad-
verse disease outcomes and deaths are more common
in the elderly as in the Chinese data set, severe disease
and deaths in younger individuals with no comorbid-
ities/ health care workers and children are also being
reported 9.

Diagnosis (%)

Definitive diagnosis is by demonstration of
COVID-19 RNA by specific molecular tests (RT-PCR)
in respiratory samples (nasal swab, throat swab, naso-
pharyngeal swab, sputum, endotracheal aspirates or
bronchoalveolar lavage). The samples have to be col-
lected by Dacron/ synthetic swabs and immersed in vi-
ral transport medium and transported to the lab imme-
diately in ice. If they cannot be processed immediately,
the samples have to be frozen at -20C. The sensitivity
of the tests depends on site of collection, method of col-
lection, the stage of disease (higher sensitivity in early
disease) and promptness of transport. In one study of
1000 specimens from China, the sensitivity varied from
93% in bronchoalveolar lavage, 72% in sputum, 63% in
nasal swabs and 32% in pharyngeal swabs. Positivity
in feces was 29%, 1% in blood and 0% in urine ®. Anti-
body detections tests are also being promoted for quick
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diagnosis especially in hotspots of the disease and
also to diagnose immune individuals and health care
workers who can return to work @9,

The other laboratory investigations are non-spe-
cific, mimicking other viral infections ®”. The com-
plete blood count shows normal or reduced white cell
count with lymphopenia. The platelet count is normal
or mildly low. The CRP and ESR are high but the pro-
calcitonin values are generally normal. The ALT and
AST are usually normal or mildly elevated. There is
also elevation of the LDH, CPK, prothrombin time
and D-dimer values. Highly sensitive troponin I is el-
evated in some patients indicative of acute cardiac in-
jury. High white cell counts, high neutrophil counts,
absolute lymphocyte counts < 1000, marked elevation
of liver enzymes/ LDH/ CPK/ D Dimer levels/ pro-
thrombin time/ procalcitonin/ IL-6 are associated with
severe disease ).

The CT is more sensitive than CXR in picking up
pneumonia and can be abnormal even in asymptom-
atic people/ those with mild disease. In the series of
1099 patients from China, while CXR were positive in
60% of patients, the CT was abnormal in 86% (84% in
mild disease and 95% in severe disease) ®”. CT usu-
ally shows bilateral multiple ground glass opacities
(GGO) and consolidations often in the sub pleural
position and sometimes interstitial abnormalities. In
patients with respiratory symptoms and strong epi-
demiologic risk factors for COVID-19 and initial neg-
ative molecular tests, positive CT findings helped in
making a diagnosis. These patients then were positive
on subsequent testing for COVID-1 ®”. However, cau-
tion must be exercised while using CT for diagnosis
of COVID-19 as it is not 100% sensitive or specific.
Besides carrying out CT scans in these patients is as-
sociated with occupational exposure to the radiology
health care workers.

COVID-19 should be differentiated from other
causes of pneumonia such as influenza, RSV, adeno-
virus, parainfluenza virus, pneumonia due to atypi-
cal organisms (mycoplasma, Chlamydia and legio-
nella) and bacterial pneumonia ©). Co-infections of
COVID-19 with other viral and bacterial pathogens
may also occur.

Treatment ¢.32

Treatment is essentially supportive and symptom-
atic. The treatment protocol will vary based on the lo-
cal state regulations. Some states advocate admission
and isolation of all infected patients irrespective of
symptoms (Maharashtra) whereas some recommend
admission only for those with moderate / severe
symptoms (Kerala). If patients are staying at home,
they should be in isolation with a medical mask in a
separate room with an attached bathroom if possi-
ble. They should be given symptomatic therapy with

paracetamol and counseled to report to hospital if they
have danger signs like breathing difficulty. The family
members should be counseled about wearing a medical
mask in the patient’s room, and not sharing dishes etc
with the sick patient. The house should be well venti-
lated allowing sunlight. Surfaces should be disinfected
with common household disinfectants or bleach. Pa-
tients can be de isolated either after resolution of symp-
toms or on negative PCR testing depending on avail-
ability of resources.

Patients with lower respiratory tract involvement,
severe/ critical disease need hospitalization. The first
aim is to prevent transmission of the infection to other
patients and the health care workers as discussed later.
Empiric therapy with antibiotics, oseltamivir may be
initiated for suspect patients till the diagnosis is con-
firmed and then stopped. Supportive therapy entails
administration of fluids and oxygen.It is estimated that
5% of the infected patients will need critical care. Nonin-
vasive ventilation with high flow nasal cannula or mask
is generally discouraged for COVID-19 disease due to
high rates of failure and tendency to generate aerosols.
Intubation and mechanical ventilation is thus preferred
for refractory hypoxia. Few patients have been treated
with extra corporeal membrane oxygenation (ECMO).
Guidelines for management of critically sick COVID-19
patients have been published and include ventilatory
management, fluid therapy, deep venous thrombosis
prophylaxis etc (32). While it is hypothesized that ACE2
inhibitors and ARB blockers may adversely affect out-
comes in COVID-19 patients, current recommendations
state that patients already on these drugs should con-
tinue to use them ©9. Similarly, the media talk about
harmful effect of ibuprofen is uncertain.

Use of antiviral drugs in the current outbreaks has
been based on previous experiences during the SARS
and MERS outbreaks. However, a recent random-
ized controlled trial in patients with advanced severe
COVID-19 failed to show any benefit in terms of mor-
tality, duration of hospital stay and viral loads ©*.
Larger trials with lopinavir ritonavir are in progress.
Another antiviral drug holding promise for COVID-19
is remdesivir which was used initially developed for
Ebola virus disease. A patient in California (the first
case of COVID-19 in the United States) who developed
severe responded favorably to remdesivir ®. The drug
has been made available on a compassionate use ba-
sis for patients with COVID-19 and larger trials are in
progress. Other drugs being evaluated for COVID-19
include favipiravir, ribavarin, azithromycin, nitazoxa-
nide, zinc, vitamin C ©9,

Since, a cytokine storm is believed to be the cause of
severe lung damage in COVID-19 several anti inflam-
matory agents have been evaluated. The role of corti-
costeroids is controversial. International guidelines ad-
vocate against their use owing to the risk of prolonged

The Indian Practitioner aVol.73. No.4. April 2020 41



Special Article

viral shedding, risk of super infections and no benefit
seen with influenza, SARS and MERS ©). However,
Chinese guidelines recommend methylprednisolone
0.5-1 mg/kg/day for 5-7 days for patients with moder-
ate and severe ARDS ©®. Chloroquine and its less toxic
cousin hydroxychloroquine have been demonstrated
to have antiviral and anti inflammatory effects against
COVID-19. Some trials have shown clinical/ virologic
benefit with these drugs “°. Hence, the use of hydroxy-
chloroquine has been incorporated into current Indian
treatment guidelines with initial dose of 400 mg twice
daily on day 1 and then 200 mg twice daily for 5-10
days with close monitoring of QTc ©V. Larger trials con-
firming their efficacy are awaited. Tocilizumab an IL-6
antagonist has also been investigated and anecdotal
success reported with its use “°.

Other therapeutic agents that have been suggested
include use of recombinant interferons, convalescent
plasma from patients recovered from COVID-19 ®. Fi-
nally, to conclude, at this time apart from supportive
and symptomatic care and possibly corticosteroids, no
drugs have been proven to be of unequivocal benefit.

Prevention “1.42

Since at this time there are no approved treatments
for this infection, prevention is crucial. Several prop-
erties of this virus make prevention difficult namely
non-specific features of the disease, the infectivity even
before onset of symptoms, transmission from asymp-
tomatic people, long incubation period, tropism for
mucosal surfaces such as the conjunctiva, prolonged
duration of the illness and transmission even after clin-
ical recovery. While prevention entails strategies at
global, national and community levels, we will focus
on infection control in hospitals.

The aim of infection control practices should be
preventing transmission of infection to HCW and non
COVID-19 patients. The greatest risk in COVID-19 is
transmission to health care workers. In the SARS out-
break of 2002, 21% of those affected were health care
workers. Till date, almost 3300 health care workers in
China have been infected with 22 deaths ®?. The doctor
who first warned about the virus has died too. Many
HCW including doctors have succumbed in Italy. It is
important to protect health care workers to ensure con-
tinuity of care and to prevent transmission of infection
to other patients. Apart from HCW infection, nosoco-
mial transmission of COVID-19 to other patients in the
hospital is also a major problem. For this, elective OPD
visits and surgeries should be cut down. Telemedicine
consultations can be made use of. Since at this time, com-
munity transmission of COVID-19 has started in India,
patients/ visitors and health care workers in all areas
of the hospital are at risk of exposure. Hence all health
care workers (nurses, doctors, technicians, physiother-
apists, house keeping, health care assistants, lift opera-
tors) should wear simple surgical masks at all times in

all areas (outpatient and inpatient) and practice hand
hygiene regularly. Visitors and patients should also be
asked to wear masks. This is to prevent infection from
asymptomatically infected patients/visitors and reverse
transmission from asymptomatically infected health
workers. If surgical masks are not available then cloth
masks may be used. HCW with respiratory symptoms
should be assessed for need for testing, isolation/ quar-
antine. Hospitals should set up effective triage systems
wherein, patients with proven or suspected COVID-19
infection are quickly identified, transferred and admit-
ted to designated isolation wards or critical care units.
The triaging staff should be provided with PPE in-
cluding masks, gowns and gloves and eye protection.
The hospital should formulate guidelines for dialysis,
radiotherapy, chemotherapy, operative procedures, C
sections, normal deliveries and other procedures to en-
sure safety of HCW in these areas and prevent infection
of other patients.

The isolation wards should preferably have a sepa-
rate entrance and dedicated elevators. Negative pres-
sure rooms are ideal but not compulsory. The COVID
suspects and confirmed cases should be placed in sep-
arate areas. If the patients can’t be kept in single rooms
there should be a distance of 2 m between beds. Entry to
the unit should be minimized (including visitor entry).
The staff working in the unit should be trained in don-
ning and doffing PPE. The PPE in these units should
comprise of head cover, goggles/ face shields, N95 mask
(simple surgical mask if N 95 not available), water proof
gowns, non sterile gloves and shoe covers. The rooms
and surfaces and equipment should undergo regular
decontamination preferably with sodium hypochlorite.
Nebulization and other aerosol generating procedures
should be avoided as far as possible. The linen and
laundry should be disposed off appropriately. Airborne
transmission precautions should be taken during aero-
sol generating procedures such as intubation, suction
and tracheostomies. It is currently recommended that
patients be discharged or de isolated when they are fe-
ver free for 3 days and negative for the virus on throat
swab testing on two separate occasions 24 hours apart
(21). As the epidemic progresses and numbers increase,
it may not be possible to test patients before de isolating
them. The HCW working in the COVID-19 unit should
be asked to take temperatures twice daily and if they
develop fever they should be tested and subsequently
isolated and treated appropriately. Appropriate emo-
tional support should be provided to front line health
care workers.

It is being hypothesized that hydroxychloroquine
may help as a prophylactic drug for COVID-19 for its
anti viral activity and anti inflammatory effect. It is pro-
posed by ICMR to start hydroxychloroquine prophy-
laxis for HCW working in the COVID-19 unit, those
with close contact with COVID-19 patients without
proper PPE #9, 400 mg twice daily for the first day and
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then 400 mg weekly for next 7 weeks is the proposed re-
gime. House hold contacts of COVID-19 patients have
been recommended to take 400 mg twice daily on day 1
and then 400 mg once weekly for 3 weeks. However, the
benefit is uncertain and serious cardiac adverse effects
may also occur. Hence the drug should not be used in-
discriminately outside the recommendations. Results
from an ongoing large randomized controlled trial in
health care workers are awaited.

Practice points for Indian practitioners

This applies to people with only outdoor patient
services or small nursing homes. All efforts should be
made to reduce congregation of people in the OPD.
Telemedicine consults should be utilized whenever
possible; detailed guidelines from ICMR are now avail-
able ®. Even walk in patients should be instructed to
call on the provider phone before entering the unit so
that necessary precautions can be taken prior to en-
try. The clinic should be kept well ventilated. People
with respiratory symptoms should be given a surgical
mask to wear and triaged rapidly. The HCW should
wear simple surgical masks at all times while examin-
ing patients and practice hand hygiene regularly. They
should not touch outside of the mask and not let it hang
from the neck. The mask should be discarded as soon
as it is moist or wet. COVID-19 suspect patients should
promptly be sent to the deemed isolation units after
initial stabilization. Practitioners should refrain from
forwarding myths and false information and allay the
anxiety of the public.

Conclusions

It seems like the COVID-19 is here to stay for some
time. While mortality and morbidity due to COVID-19
is going to be substantial, the collateral damage due
to neglect of non COVID-19 patients will also be sig-
nificant. Government programs for TB, HIV, vector
borne diseases and immunization will certainly be af-
fected. Apart from managing the current outbreak ef-
forts should be made to curtail zoonotic infections in
humans by bringing about change in how animals are
traded, killed and eaten .
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