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Introduction

A new coronavirus, named as Severe Acute Respiratory syndrome 
virus-2 (SARS CoV-2), caused pandemic. By now, this novel Cov 
has resulted in 18 million confirmed cases and more than 600,00 
deaths (1). Neither overwhelming health systems nor highly 
infectious virus has opened new doors for healthcare workers. 
In the latest World Health Organization’s (WHO) surveillance 
report, it was informed that 20% Coronavirus disease-2019 
(COVID-19) patients needed hospitalization and 2% were 
treated in intensive care unit (ICU ) (2). Lack of knowledge 
obligated data sharing. After outbreak, many publications 
were transmitted. Our aim is to summarize information about 
intensive care treatment in COVID-19.

Characteristics of the Patients Treated in ICU

First case has been reported to WHO on December 31, 2019 in 
Wuhan, China. After cluster of pneumonia cases with unknown 
origin, Chinese government started to investigate the outbreak. 
It has been proved that the virus belongs to coronavirus family 
which caused two epidemics in past twenty years (3,4). After 
first cases in China, the new, very contagious virus spread all 
over the World and WHO declared pandemic in March, 2020 
(5). Clinical manifestations are defined as COVID-19 disease. 
All age groups seem to be affected by SARS CoV-2 but severity 
of disease is variable. Although some cases are asymptomatic, 
severe and critical disease can occur in some cases. According to 
a report from Chinese Center for Disease Control and Prevention, 
incidence of mild cases is 81%, that of severe cases is 14%, and 
that of critical cases is 5% (Table 1) (3).

Ö
Z

2019 yılı sonunda Çin’de ortaya çıkan ve kısa sürede kıtalar arasında yayılım gösteren yeni tip bir koronavirüs saptandı. Oldukça 
bulaşıcı olan ve solunum yetmezliği ile seyreden virüs nedeni ile Dünya Sağlık Örgütü Mart 2020’de pandemi ilan etti. Ciddi 
ekonomik sonuçlar doğuran virüs, artan hasta sayıları ile sağlık sistemlerini de çalışamaz duruma getirdi. %5 hastada kritik 
hastalık meydana getiren virüs, özellikle ek hastalığı olan kişilerde ciddi solunum sıkıntısı ve diğer organ sistemlerinde bozulmalar 
ile karşımıza çıkmakta olup, multi disipliner takip ve tedavi yaklaşımlarını gerektirmektedir. Amacımız yoğun bakımda izlenen 
Koronavirüs hastalığı 2019’a karşı güncel bilgileri derlemektir.
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A new type of coronavirus was detected in China at the end of 2019 and spread across continents in a very short time. The World 
Health Organization declared pandemic in March 2020 due to the virus, which is highly contagious and occurs with respiratory 
failure. The virus, which had serious economic consequences, made health systems inoperable with the increasing number of 
patients. The virus, which causes critical illness in 5% of patients, appears with severe respiratory distress and impairements in 
other organ systems, especially in people with additional diseases, and requires multi-disciplinary observation and treatment 
approaches. Our aim is to summarize current literature on Coronavirus disease 2019 in intensive care units.
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Classification of COVID-19 Disease (3)

Asymptomatic: No clinical symptoms, COVID-19 polymerase 
chain reaction (PCR) is positive (1% of cases).
Mild: Patients have upper respiratory tract infection symptoms 
(fever, cough, myalgia etc.), with/without pneumonia 
development.
Severe: Dyspnea, respiratory frequency ≥30/min, blood oxygen 
saturation ≤93%, PaO₂/FiO₂ <300 mmHg, and/or lung infiltrates 
>50% within 24 to 48 hours.
Critical: Multi-organ dysfunction/failure, septic shock.
Restricted health sources necessitate reasonable usage of 
all resources. After exposure to virus, symptoms usually start 
within 4-5 days (6). All patients should be carefully examined 
for hospitalization and intensive care. Viral pneumonia can 
cause acute respiratory distress that leads to mortality and 
morbidity. Real time PCR test should be performed for diagnosis. 
Meanwhile, all the patients who have respiratory tract infection 
symptoms, for example, cough, fever, difficulty breathing, fatigue 
and myalgia, have a potential for COVID-19 .
ICU administration was 26%, ICU mortality was 31% and 
59% of patients treated in ICU had comorbidities. The most 
common comorbidity was cardiovascular disease, followed 
by hypertension and diabetes mellitus. In Italy, 14. 2% of 
COVID-19 patients have died and mortality rate is higher in 
the elderly and those with comorbidities (7). In the United 
States of America, mortality rate is 3.2% and 90% of patients 
treated in hospital have one underlying medical condition 
(most frequently hypertension, obesity, cardiovascular diseases 
metabolic diseases and chronic lung diseases) (8). According 
to the latest Turkish Ministry of Health COVID-19 guideline, 
patients who have symptoms below should be evaluated for 
critical care (Table 2). 

2. Critical Care Steps

COVID-19 can cause devastating results by Acute Respiratory 
Distress syndrome (ARDS), viral sepsis and hyper inflammatory 
syndrome. In severe cases, it should be carefully handled. 
COVID-19 treatment can be grouped as anti-viral therapies, 
immunmodulation and general support. 

Recently, in a meta-analysis, nosocomial transmission of SARS 
CoV-2 is reported as 44% (9). In daily practice, various airborne 
factors are formed, which plays a major role in SARS CoV-2 
transmission (e.g. endotracheal intubation, bronchoscopy, non-
invasive mechanical ventilation, HFNC oxygen, open aspiration 
of mucus, nebulized drug application, manual ventilation, prone 
positioning, tracheostomy, cardiopulmonary resuscitation). 
Patients should be treated in negative pressure rooms to 
prevent spread of airborne particles if possible. In the lack of 
negative pressure rooms, isolated areas must be planned and 
increased patient numbers of COVID-19 obligated to cohorts 
(10). Viral exposure to health care providers can be decreased 
by using checklists before daily visits of patients. 
Common complications of COVID-19 include acute respiratory 
distress, sepsis and septic shock, acute renal injury, cardiac 
injury (e.g. arrythmia, pericarditis, myocarditis, pericardial 
effusion) and hepatic dysfunction (11,12,13). Patients should 
be monitored carefully. Diagnostic tests should be performed 
to enlighten complications. To determine variance, daily 
ECG follow-up should be considered in patients who take 
medication that cause prolonged QT interval. Invasive arterial 
monitoring is determined to both blood gas samples and close 
blood pressure pursuit. Because of common usage of vasoactive 
drugs and fluids, central venous access should be applied. 
Current knowledge of hemodynamic approach is identical to 
latest sepsis guidelines. 
During SARS CoV-2 infection, hypoxemic respiratory failure 
occurs in 19% of patients (6). To control hypoxemia, most cases 
require intubation and invasive mechanical ventilation. Up to 
this point, standard treatment therapies have not been designed. 
Healthcare associated infections have been reported at the 

Table 1. Laboratory findings related to negative outcomes 
(9,11,12)
Thrombocytopenia 

Lymphopenia

Elevated ferritin, lactate dehydrogenase, D-dimer,  
C-reactive protein, creatine phosphokinase

Elevated liver enzymes

Serum lactate >2 mmoL/L

Elevated cardiac enzymes (e.g. troponin)

Acute kidney injury 

Table 2. Suspected ICU admission
Dyspnea and respiratory distress

Respiratory rate ≥30/minute

PaO₂/FiO₂<300 mmHg

Increase in O₂ demand 

Despite 5 L/minute O₂ PaO2<70 mmHg, SpO₂ <90%

Hypotensiona

Hypoperfusion 

Tachycardia (heart rate >100/minute)

Acute organ failure 

Patients with immunosuppression

Arrhythmia

Macrophage activation syndrome

>2 points increase in SOFAb score
a: SOFA: Sequential organ failure assessment, b: SBP <90 mmHg, MBP <65 
mmHg, drop off 40 mmHg from usual
ICU: Intensive care unit, SOFA: Sequential organ failure assessment
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rate of 44.5% in COVID-19. Longer length of ICU and hospital 
stay and higher mortality rate have been found to be related 
to HAI. In this paper, multidrug-resistant Acinetobacter baumanii 
has been isolated most commonly (9). According to current 
knowledge, HAI is more frequent in SARS Cov-2 patients (14). 
Deficiency in adaptation to bundles, exhausted medical staff, 
insufficient medical equipment, and high rate of intubated 
patients may bring on higher HAI incidence. 

2.a Respiratory Support

Recent reports showed that 40-80% of patients required 
oxygen support, 2.5-5% required intubation and the prevalence 
of hypoxemic respiratory failure was 19% (11,15). Patients 
with underlying comorbidities, obesity, and smoking develop 
respiratory failure more frequently. WHO advises target 
SpO2>90-92%, in pregnant patients as >92% (16). 
According to surviving sepsis campaign, mechanically ventilated 
COVID-19 patients should be treated like acute respiratory 
distress syndrome (10). Nonetheless, Gattinoni reported that 
L type and H types of COVID-19 pneumonia were defined. 
According to this report, in L type, at the beginning of illness, low 
elastance, low ventilation/perfusion ratio, low lung weight, low 
lung recruitability and near normal compliance were described. 
In H type, high elastance, high right to left shunt, and high lung 
weight were observed (17). Following L type, clinics of patients 
can improve or worsen. Increased transmural pressure shifts by 
high respiratory drive may cause vascular oedema. Occurrence 
of dyspnea has been accused for clinical worsening. This 
phenomenon is called Patient self-inflicted lung injury (P-SILI) 

(18). Early intubation was suggested to reduce P-SILI (19,20). L 
type cases can reply to conventional oxygen therapies which 
include nasal cannula, high flow nasal cannula (HFNC) and non-
invasive mechanical ventilation (NIV) support, although Actinon 
remarked this benefit as “questionable”. In the recent paper, L 
type intubated patients should be ventilated with higher tidal 
volumes (<6 mL/kg). Prone positioning is defined only as rescue 
maneuver and high levels of positive end expiratory pressure 
(PEEP) (>8-10 cmH₂O) should be avoided because of low 
recruitability and hemodynamical side effects (17).
In literature, HFNC is associated with lower mortality rate, 
decreased ICU administration and decreased reintubation 
(21,22). Potential benefits of HFNC are high patient consistency, 
stable FiO2 and reduced dead space. Surviving sepsis campaign 
suggests HFNC in patients unresponsive to supplemental 
oxygen and WHO recommends the usage of HFNC in selected 
patients (10,23). ROX index can be beneficial to diagnose failed 
HFNC (24). NIV can be preferred in patients with cardiogenic 
pulmonary oedema and chronic obstructive pulmonary disease. 
In the presence of hypercapnia, FNC is not recommended. Both 
HFNC and NIV could cause airborne transmission of SARS CoV-
2, until the spread of virus is still undetermined (25). To define 

excessive transpulmonary pressure swings in spontaneous 
breathing patients, usage of work of breath and transpulmonary 
pressure measurement and lung imagining with computerized 
tomography or ultrasound can be beneficial. Both NIV and HFNC 
should be closely monitored. Up to this point, no certain timing 
for intubation has been settled. Non-uniform characteristic of 
disease should be kept in mind. Delayed intubation can cause 
clinical worsening. Stigmas of respiratory failure are mentioned 
in Table 3 (26,27).
In 2012, ARDS was defined by Berlin criteria (Table 4, 
the Berlin definition of ARDS) (28). In the light of current 
information, COVID-19 patients developing ARDS should be 
treated according to lung protective ventilatory interventions. 
Both volume and pressure controlled ventilatory modes 
can be applied. Tidal volume target should be 4-8 mL/kg of 
predicted body weight, plateau pressure should be below 30 
cmH2O, peep titration should be applied (Table 5, protective 
ventilatory strategies) (29).  Despite lack of certain data 
about driving pressure, it can be useful for PEEP titration) 
(29).  Neuromuscular blockade and prone positioning should 
be applied to patients with PaO₂/FiO₂≤ 150 mmHg (30). Prone 
positioning could improve oxygenation in mild and severe 
cases and should last more than 12 hours (31,32). There are few 
ongoing studies about extracorporeal membrane oxygenation 
(ECMO). According to extracorporeal life support organization 
COVID-19 Interim Guideline, patients should be unresponsive 

Table 3. Respiratory failure indicators
Increased work of breath,

Rapid clinical worsening

Hypoxemia despite maximal oxygen supporta

Hyper carbic respiratory failure

HFNC flow demand >40/L and FiO2>0.6

Hemodynamic instability 
a: Nasal cannula demand >6/, non-breather mask demand>10/L, HFNC: High 
flow nasal cannula

Table 4. The Berlin definition of ARDS
The Berlin definition of ARDS 

On set The presence within 7 days of a known clinical 
insult, new or worsening respiratory symptoms

Chest 
imagining

Bilateral opacities not fully explained by heart 
failure or volume overload

Oxygenation

Mild: 200 mmHg<PaO₂/FiO₂≤300 mmHg with 
CPAP or PEEP ≥5 cmH₂O

Moderate: 100 mmHg< PaO₂/FiO₂≤200 mmHg 
with PEEP ≥5 cmH₂O

Severe: PaO₂/FiO₂≤100 mmHg with PEEP ≥5 
cmH₂O

ARDS: Acute Respiratory Distress syndrome, PEEP: Pasitive and expiratory 
pressure
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to conventional ARDS therapies involving prone positioning. 
Veno-arterial ECMO should be applied to patients who have 
cardiac complications. Contraindications and indications for 
ECMO in SARS CoV-2 infection are similar and defined in Table 
6 and Table 7. In overwhelmed capacities of ECMO and health 
care systems, triage becomes essential (32). Despite the absence 
of precise information, inhaled Nitric oxide (i NO) could dilate 
pulmonary vessels, may improve oxygenation and ventilation 
perfusion ratio, and has immunomodulatory effects. Routine 
usage of i NO is not recommended (32,33,34).

2b. COVID-19 Specific Treatment and Cytokine Storm Syndrome

Currently, no specific antiviral treatment is recommended. So far, 
lopinavir/ritonavir, hydroxychloroquine, remdesivir, umifenovir, 
favipiravir and many other drugs have been used. Consensus 
on standard treatment has not been established. Many ongoing 
trials may enlighten this issue. 
Remdesivir has shown beneficial effects in patients of varying 
initial severity. A reduction in mean time for recovery resulted 
in higher probabilities of recovery on the 8-level sequential 
scale at day 15 and a statistically non-significant reduction in 
mortality in mild to severe COVID-19 patients. It also resulted 
in a statistically insignificant reduction in clinical recovery time 
with no effect on mortality rate in severe COVID-19 patients 
(35).
According to the latest Turkish Ministry of Health COVID-19 
guideline, patients developing pneumonia should be treated 
with hydroxychloroquine with/or favipiravir (Figure 1). Current 
knowledge promotes early administration of antiviral therapies. 
If patients worsen under hydroxychloroquine, favipiravir should 
be added to the treatment. Multidrug and electrolyte imbalance 
can cause prolonged Qt and sudden cardiac death in intensive 
care unit. Other risk factors for prolonged Qt are hepatic and renal 
dysfunction, and sepsis. Drug interactions must be reviewed (36). 
All patients should be evaluated with electrocardiogram before 
hydroxychloroquine. During pregnancy, lopinavir/ritonavir is 
recommended for the treatment. Any potential benefits have 
been shown (37).
Defining superinfections and coinfections in COVID-19 is 
problematic. Both WHO and Surviving Sepsis Campaign 
recommend empiric antimicrobials in mechanically ventilated 
COVID-19 patients. Antimicrobial therapies should be daily 
evaluated for de-escalation, duration and appropriateness (10).

Table 6. Contraindications for ECMO in SARS CoV-2 infection
Relative contraindications Absolute contraindications

Age ≥65 years Advanced age 

Obesity BMI ≥40 kg/m² Clinical Frailty scale category ≥3 

Immunodeficiency Mechanical ventilation>10 days

Lack of testamentary guardian Significant underlying 
comorbiditiesb

Advanced chronic systolic 
heart failure

Severe acute neurologic injury, 
e.g., anoxic, stroke 

High dose vasopressor 
requirementa Uncontrolled bleeding

- Contraindications to 
anticoagulation

- Inability to accept blood products
a: Not under consideration for VA or V-VA ECMO, b: Cirrhosis, dementia, 
disseminated malignancy, Advanced lung disease, Uncontrolled diabetes 
with chronic end-organ dysfunction, severe deconditioning, protein-energy 
malnutrition, severe peripheral vascular disease, severe multiple organ 
failure, ECMO: Extracorporeal membrane oxygenation, SARS CoV-2: Severe 
Acute Respiratory syndrome virus-2, BMI: Body mass index

Table 7. Indications for ECMO in SARS CoV-2 infection
PaO₂/FiO₂<60 mmHg 6 hoursa

PaO₂/FiO₂<50 mmHg 5 hoursa

Ph <7.20 and PaCO₂>80 mmHg for >6 hoursa

a: Without contraindications for ECMO, ECMO: Extracorporeal membrane 
oxygenation, SARS CoV-2: Severe Acute Respiratory syndrome virus-2

Table 5. Protective ventilatory strategies
Tidal volume 6 mL/kg PBW (range: 4-8 mL/kg PBW)

Plateau pressure Less than 30 cm H2O

Respiratory rate
Up to 35 breaths per minute, goal of 
pH 7.30-7.45 but may allow permissive 
hypercapnia with a pH >7.15

PEEP
Initiate at ≥5 cm H2O 
Titrate according to ARDS set lower 
PEEP/higher FiO2 table

Oxygenation target Titrate FiO2 to: PaO2 55-80 mmHg, SpO2 
88-95%

PBW: Predicted body weight, PEEP: Positive end expiratory pressure, ARDS: 
Acute Respiratory Distress syndrome

Figure 1. COVID-19 Treatment in adult patients (Adapted form: 
T.C. Sağlık Bakanlığı COVID-19 [SARS-CoV-2 Enfeksiyonu) (Bilim 
Kurulu Çalışması) Erişkin Hasta Tedavisi.; 2020].
SARS CoV-2: Severe Acute Respiratory syndrome virus-2, COVID-19: 
Coronavirus disease-2019
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In recent years, convalescent plasma has been used to treat 
viral infections. In Mair-Jenkins metanalysis, convalescent 
plasma can reduce mortality by passive immunoterapy (38). At 
the beginning, in China, convalescent plasma has been given in 
small groups of COVID-19 patients and clinical improvement 
has been reported (39). Because of limited donor pool, efficiency 
in COVID-19 and effective dosage clinical approach remains 
still in dark. In cases with immunoglobulin A deficiency, 
cytokine storm syndrome and elongated SARS CoV-2 infection, 
convalescent plasma is not recommended (40). Indications of 
convalescent plasma are mentioned in Table 8 (40).
During viral infections, exaggerated immune response can 
cause endothelial damage or dysfunction and tissue edema 
and shock. Hyperinflammatory response can trigger multiorgan 
failure and causes mortality. Cytokine storm is thought as a 
major underlying clinical feature in severe cases. In a recent 
paper, IL-6 and IL-2 receptor levels have been found to be 
significantly higher in severe COVID-19 cases. In contrast, there 
were no statistically significant differences in serum tumor 
necrosis factor alpha (TNF-a), IL-1, IL-8, or IL-10 (41). In further 

investigations, higher concentrations of granulocyte colony 
stimulating factor, interferon-inducible protein 10, monocyte 
chemoattractant protein-1 and TNF-a were found in patients 
who required admission into an intensive care unit (42,43). Due 
to cytokine storm, ARDS and macrophage activation syndrome 
(MAS) may occur. Clinical and laboratory features of MAS are 
persistent fever, high/increasing CRP, high levels of ferritin 
(>700 mg/L), elevated D-dimer, lymphopenia, thrombocytopenia 
and elevated liver enzymes (44). 
In RECOVERY trial, hospitalized patients receiving 
dexamethasone up to 10 days had a lower 28 mortality rate 
(45). In the latest treatment guideline of WHO, corticosteroid 
usage has been recommended. Corticosteroids can decrease 
mortality in severe and critical COVID-19 patients. Daily 6 mg 
dexamethasone or equivalent dosage is given intravenously or 
orally. Duration should be 7-10 days and glucose levels should 
be monitorized (46). Turkish Ministry of Health recommends the 
usage of 6 mg/day dexamethasone or 0.5-1 mg/kg prednisolone 
or equivalent methylprednisolone up to 10 days in patients 
who need oxygen therapy. Considering the risk factors of the 
patient, a higher dose of glucocorticoid (pulse, 250 mg/day 
methyl prednisolone) may be decided in patients whose need 
for oxygen has increased within 24 hours despite the treatment 
or whose acute phase response has increased (44). 
In cases unresponsive to glucocorticoid, tocilizumab, which 
inhibits IL-6 or anakinra, IL-1 inhibitor, can reduce inflammatory 
response. Increased risk for infections should be kept in mind in 
those patients. Clinical response should be monitored with CRP, 
IL-6, fever and O₂ demand. Contraindications for toculizumab 
are pregnancy, neutropenia, active infections (tuberculosis, 
hepatitis B and C), allergy and hypersensitivity (47). Tocilizumab 
8 mg/kg dos can be applied. In severe cases, when initial dose 
of 400 mg is administered, the dose can be repeated in the form 
of 200-400 mg within 12-24 hours according to the changes 
in values in clinical and laboratory findings. After treatment, 
patients should be carefully monitored for complications like 
infections, gastrointestinal perforation and ARDS like syndrome 
(44).

2c. Thromboprophylaxis 

Although thromboprophylaxis is not a specific treatment for 
COVID-19, it is widely thought to be important considering 
the pathophysiology of the disease. Microvascular thrombosis 
may develop due to increased endothelial damage in 
COVID-19 patients. Increased fibrinogen and D-dimer levels 
and hypercoagulability also increase severity of disease. These 
patients are thought to have a high risk of developing pulmonary 
embolism. Therefore, low molecular weight heparin should 
be administered to every patient at prophylactic dose and to 
patients with high clinical thrombosis at the therapeutic dose 
except thrombocytopenic patients. At active hemorrhage and 

Table 8. COVID-19 immune (convalescent) plasma clinical use 
criteria
Fever >7 days

In 24-48 hours >50% infiltration increase in lung imaging

Respiratory rate >30/min

PaO₂/FiO₂<300 mmHg

Oxygen saturation <90% 

Mechanical ventilation support

Two or more points increase in SOFA

Stigmas for rapid clinical worsening

Vasoactive drug administration

COVID-19: Coronavirus disease-2019, SOFA: Sequential organ failure 
assessment

Table 9. Thromboprophylaxis
D-Dimer <1000ng/
mL

BMI <40 kg/m² BMI >40 kg/m²

CrCL ≥30 mL/min Enoxaparin 40 mg/day Enoxaparin 40 
mg/day twice 

CrCL <30 mL/min Standard heparin 5.000 
U 2 or 3 times a day

50% of low-
molecular 
weight heparin 
dosage

D-dimer ≥1.000ng/
mL BMI <40 kg/m² BMI >40 kg/m²

CrCL ≥30 mL/min Enoxaparin 0.5 mg/kg 
day -

CrCL <30 mL/min Standard heparin 5.000 
U 2 or 3 times a day -

BMI: Body mass index, CrCL: Creatinine clearance
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thrombocytopenia states, intermittent pneumatic compression 
can be beneficial. In case of heparin induced thrombocytopenia, 
thromboprophylaxis can be ensured by fondaparinux. Without 
any drug interactions, oral anticoagulation is kept similiar (44). 
Thromboprophylaxis according to the body weight and renal 
function is summarized in Table 9.

Conclusion

Fight against pandemic still goes ahead. Although specific 
treatment has not been found, ongoing
trials and development of COVID-19 vaccine may enlighten our 
ways to a non-pandemic COVID-19 world. Until that day, the 
prevention of COVID-19 will play a major role.
Peer-review: Externally and internally peer-reviewed.

Authorship Contributions

Data Collection or Processing: Y.B., O.E., Literature Search: Y.B., 
O.E., Writing: Y.B., O.E.
Conflict of Interest: No conflict of interest was declared by the 
authors.
Financial Disclosure: The authors declared that this study 
received no financial support.

References

1.  WHO Coronavirus Disease (COVID-19) Dashboard | WHO Coronavirus 
Disease (COVID-19) Dashboard. Available from: https://covid19.who.int/ 
(Accessed July 29, 2020) [Link]

2.  Weekly surveillance report-COVID-19. Available from: https://www.euro.
who.int/en/health-topics/health-emergencies/coronavirus-covid-19/
weekly-surveillance-report (Accessed August 3, 2020) [Link] 

3.  Wu Z, McGoogan JM. Characteristics of and Important Lessons from the 
Coronavirus Disease 2019 (COVID-19) Outbreak in China: Summary of a 
Report of 72314 Cases from the Chinese Center for Disease Control and 
Prevention. JAMA. 2020;323:1239-1242. [Crossref]

4.  WHO | SARS (Severe Acute Respiratory Syndrome). WHO. Published online 
2012.

5.  Timeline of WHO’s response to COVID-19. Available from: https://www.
who.int/emergencies/diseases/novel-coronavirus-2019/interactive-
timeline (Accessed September 22, 2020) [Link]

6.  Guan W, Ni Z, Hu Y, Liang W, Ou C, He J, et al. Clinical Characteristics of 
Coronavirus Disease 2019 in China. N Engl J Med. 2020;382:1708-1720. 
[Crossref]

7.  COVID-19 integrated surveillance data in Italy. Available from: https://
www.epicentro.iss.it/en/coronavirus/sars-cov-2-dashboard (Accessed 
August 11, 2020) [Link] 

8.  COVIDView: A Weekly Surveillance Summary of U.S. COVID-19 Activity | 
CDC. Available from: https://www.cdc.gov/coronavirus/2019-ncov/covid-
data/covidview/index.html (Accessed August 11, 2020) [Link] 

9.  Zhou Q, Gao Y, Wang X, Liu R, Du P, Wang X, et al. Nosocomial Infections 
Among Patients with COVID-19, SARS and MERS: A Rapid Review and 
Meta-Analysis. [Crossref] 

10.  Alhazzani W, Møller MH, Arabi YM, Loeb M, Gong MN, Fan E, et al. 
Surviving Sepsis Campaign: guidelines on the management of critically 

ill adults with Coronavirus Disease 2019 (COVID-19). Intensive Care Med. 
2020;46:854-887. [Crossref] 

11.  Wu C, Chen X, Cai Y, Xia J, Zhou X, Xu S, et al. Risk Factors Associated 
with Acute Respiratory Distress Syndrome and Death in Patients with 
Coronavirus Disease 2019 Pneumonia in Wuhan, China. JAMA Intern Med. 
2020;180:934-943. [Crossref] 

12.  Shi S, Qin M, Shen B, Cai Y, Liu T, Yang F, et al. Association of Cardiac Injury 
with Mortality in Hospitalized Patients with COVID-19 in Wuhan, China. 
JAMA Cardiol. 2020;5:802-810. [Crossref] 

13.  Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical Characteristics 
of 138 Hospitalized Patients with 2019 Novel Coronavirus-Infected 
Pneumonia in Wuhan, China. JAMA. 2020;323:1061-1069. [Crossref] 

14.  Despotovic A, Milosevic B, Milosevic I, Mitrovic N, Cirkovic A, Jovanovic 
S, et al. Hospital-acquired infections in the adult intensive care unit-
Epidemiology, antimicrobial resistance patterns, and risk factors for 
acquisition and mortality. Am J Infect Control. 2020;48:1211-1215. 
[Crossref] 

15.  Wu Z, McGoogan JM. Characteristics of and Important Lessons from the 
Coronavirus Disease 2019 (COVID-19) Outbreak in China: Summary of a 
Report of 72314 Cases from the Chinese Center for Disease Control and 
Prevention. JAMA. 2020;323:1239-1242. [Crossref] 

16.  Clinical care of severe acute respiratory infections-Tool kit. Available from: 
https://www.who.int/publications/i/item/clinical-care-of-severe-acute-
respiratory-infections-tool-kit (Accessed August 25, 2020) [Link]

17.  Gattinoni L, Chiumello D, Caironi P, Busana M, Romitti F, Brazzi L, et al. 
COVID-19 pneumonia: different respiratory treatments for different 
phenotypes? Intensive Care Med. 2020;46:1099-1102. [Crossref] 

18.  Brochard L, Slutsky A, Pesenti A. Mechanical ventilation to minimize 
progression of lung injury in acute respiratory failure. Am J Respir Crit 
Care Med. 2017;195:438-442. [Crossref] 

19.  de Simone G, Mancusi C. COVID-19: Timing is Important. Eur J Intern Med. 
2020;77:134-135. [Crossref] 

20.  Gattinoni L, Chiumello D, Rossi S. COVID-19 pneumonia: ARDS or not? Crit 
Care. 2020:24;154. [Crossref] 

21.  Nagata K, Morimoto T, Fujimoto D, Otoshi T, Nakagawa A, Otsuka K, et 
al. Efficacy of high-flow nasal Cannula therapy in acute hypoxemic 
respiratory failure: Decreased use of mechanical ventilation. Respir Care. 
2015;60:1390-1396. [Crossref] 

22.  Thille AW, Muller G, Gacouin A, Coudroy R, Decavèle M, Sonneville R, et 
al. Effect of Postextubation High-Flow Nasal Oxygen with Noninvasive 
Ventilation vs High-Flow Nasal Oxygen Alone on Reintubation among 
Patients at High Risk of Extubation Failure: A Randomized Clinical Trial. 
JAMA. 2019;322:1465-1475. [Crossref] 

23.  WHO. Clinical management of severe acute respiratory infection 
when novel coronavirus (2019-nCoV) infection is suspected: interim 
guidance, 28 January 2020. Available from: https://apps.who.int/iris/
handle/10665/330893 (Accessed January 1, 2021) [Link]

24.  Roca O, Caralt B, Messika J, Samper M, Sztrymf B, Hernández G, et al. An 
index combining respiratory rate and oxygenation to predict outcome of 
nasal high-flow therapy. Am J Respir Crit Care Med. 2019;199:1368-1376. 
[Crossref] 

25.  Advice on the use of masks in the community, during home care and in 
healthcare settings in the context of the novel coronavirus (COVID-19) 
outbreak. Available from: https://www.who.int/publications/i/item/
advice-on-the-use-of-masks-in-the-community-during-home-care-and-
in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-
ncov)-outbreak (Accessed August 28, 2020) [Link]

26.  Kaur Matta S. Citation: Matta SK. Dilemmas in Covid-19 Respiratory 
Distress: Early vs Late Intubation; High Tidal Volume and Low PEEP vs 
Traditional Approach. Bayhealth Sussex Hosp. 2020;6. [Crossref] 

https://covid19.who.int/
https://www.euro.who.int/en/health-topics/health-emergencies/coronavirus-covid-19/weekly-surveillance-report
https://www.doi.org/10.1001/jama.2020.2648
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/interactive-timeline
https://www.doi.org/10.1056/NEJMoa2002032
https://www.epicentro.iss.it/en/coronavirus/sars-cov-2-dashboard
https://www.cdc.gov/coronavirus/2019-ncov/covid-data/covidview/index.html
https://www.doi.org/10.1101/2020.04.14.20065730
https://www.doi.org/10.1007/s00134-020-06022-5
https://www.doi.org/10.1001/jamainternmed.2020.0994
https://www.doi.org/10.1001/jamacardio.2020.0950
https://www.doi.org/10.1001/jama.2020.1585
https://www.doi.org/10.1016/j.ajic.2020.01.009
https://www.doi.org/10.1001/jama.2020.2648
https://www.who.int/publications/i/item/clinical-care-of-severe-acute-respiratory-infections-tool-kit
https://www.doi.org/10.1007/s00134-020-06033-2
https://www.doi.org/10.1164/rccm.201605-1081CP
https://www.doi.org/10.1016/j.ejim.2020.04.019
https://www.doi.org/10.1186/s13054-020-02880-z
https://www.doi.org/10.4187/respcare.04026
https://www.doi.org/10.1001/jama.2019.14901
https://apps.who.int/iris/handle/10665/330893
https://www.doi.org/10.1164/rccm.201803-0589OC
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.doi.org/10.36648/2471-8505.6.2.7


Balık and Ekinci. COVID-19 and Intensive Care

53

Hamidiye Med J 2020;1(2):47-53

27.  Tobin MJ, Laghi F, Jubran A. Caution about early intubation and mechanical 
ventilation in COVID-19. Ann Intensive Care. 2020;10:78. [Crossref] 

28.  Ranieri VM, Rubenfeld GD, Thompson BT, Ferguson ND, Caldwell E, Fan 
E, et al. Acute respiratory distress syndrome: The Berlin definition. JAMA. 
2012;307:2526-2533. [Crossref] 

29.  Brower RG, Matthay MA, Morris A, Schoenfeld D, Thompson BT, Wheeler A. 
Ventilation with lower tidal volumes as compared with traditional tidal 
volumes for acute lung injury and the acute respiratory distress syndrome. 
N Engl J Med. 2000;342:1301-1308. [Crossref] 

30.  Papazian L, Aubron C, Brochard L, Chiche JD, Combes A, Dreyfuss D, et al. 
Formal guidelines: management of acute respiratory distress syndrome. 
Ann Intensive Care. 2019;9:69. [Crossref] 

31.  Gattinoni L, Marini JJ, Pesenti A, Quintel M, Mancebo J, Brochard L. The 
“baby lung” became an adult. Intensive Care Med. 2016;42:663-673. 
[Crossref] 

32.  Munshi L, Del Sorbo L, Adhikari NKJ, Hodgson CL, Wunsch H, Meade 
MO, et al. Prone position for acute respiratory distress syndrome: A 
systematic review and meta-analysis. Ann Am Thorac Soc. 2017;14(Suppl 
4):S280-S288. [Crossref] 

33.  Adusumilli NC, Zhang D, Friedman JM, Friedman AJ. Harnessing nitric oxide 
for preventing, limiting and treating the severe pulmonary consequences 
of COVID-19. Nitric Oxide. 2020;103:4-8. [Crossref] 

34.  Hedenstierna G, Chen L, Hedenstierna M, Lieberman R, Fine DH. Nitric 
oxide dosed in short bursts at high concentrations may protect against 
Covid 19. Nitric Oxide. 2020;103:1-3. [Crossref] 

35.  Beigel JH, Tomashek KM, Dodd LE, Mehta AK, Zingman BS, Kalil AC, et al. 
Remdesivir for the Treatment of Covid-19-Final Report. N Engl J Med. 
2020;383:1813-1826. [Crossref]

36.  COVID-19 Drug Interactions. https://www.covid19-druginteractions.org

37.  Biimsel Danışma Kurulu Çalışması. Erişkin hasta tedavisi. 2020. Available 
from: https://covid19.saglik.gov.tr/Eklenti/39061/0/covid-19rehberieris
kinhastatedavisipdf.pdf [Link]

38.  Mair-Jenkins J, Saavedra-Campos M, Baillie JK, Cleary P, Khaw FM, Lim 
WS, et al. The effectiveness of convalescent plasma and hyperimmune 

immunoglobulin for the treatment of severe acute respiratory infections 
of viral etiology: A systematic review and exploratory meta-analysis. J 
Infect Dis. 2015;211:80-90. [Crossref] 

39.  Ye M, Fu D, Ren Y, Wang F, Wang D, Zhang F, et al. Treatment with 
convalescent plasma for COVID-19 patients in Wuhan, China. J Med Virol. 
2020;92:1890-1901. [Crossref] 

40.  TC. Sağlık Bakanlığı. Kan ve Kan Ürünleri Dairesi Başkanlığı. Covid-19 
immün (konvalesan) plazma tedarik ve klinik kullanım rehberi. Available 
from: https://shgm.saglik.gov.tr/Eklenti/38330/0/covid-19-immun-
plazma-rehberi-v3-10082020pdf.pdf (Accessed September 11, 2020) 
[Link]

41.  Chen L, Liu HG, Liu W, Liu J, Liu K, Shang J, et al. [Analysis of clinical features 
of 29 patients with 2019 novel coronavirus pneumonia]. Zhonghua Jie He 
He Hu Xi Za Zhi. 2020;43;E005. [Crossref] 

42.  Wong CK, Lam CWK, Wu AKL, Ip WK, Lee NLS, Chan IHS, et al. Plasma 
inflammatory cytokines and chemokines in severe acute respiratory 
syndrome. Clin Exp Immunol. 2004;136:95-103. [Crossref] 

43.  Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y, et al. Clinical features of 
patients infected with 2019 novel coronavirus in Wuhan, China. Lancet. 
2020;395:497-506. [Crossref] 

44.  Tedaviler AA, Yönetimi K. COVID-19 (SARS-CoV-2 ENFEKSİYONU) (Bilim 
Kurulu Çalışması). 

45.  Horby P, Lim WS, Emberson JR, Mafham M, Bell JL, Linsell L, et al. 
Dexamethasone in Hospitalized Patients with Covid-19 — Preliminary 
Report. N Engl J Med. 2020; NEJMoa2021436. [Crossref] 

46.  Corticosteroids for COVID-19. Available from: https://www.who.int/
publications/i/item/WHO-2019-nCoV-Corticosteroids-2020.1 (Accessed 
September 23, 2020) [Link]

47.  T.C. Sağlık Bakanlığı COVID-19 (SARS-CoV-2 Enfeksiyonu) (Bilim Kurulu 
Çalışması). Antisitokin-Antiinflamatuar Tedaviler, Koagülopati Yönetimi; 
2020. Available from: https://covid19.saglik.gov.tr/Eklenti/39296/0/
covid-19rehberiantisitokin-antiinflamatuartedavilerkoagulopatiyoneti
mipdf.pdf [Link]

https://www.doi.org/10.1186/s13613-020-00692-6
https://www.doi.org/10.1001/jama.2012.5669
https://www.doi.org/10.1056/NEJM200005043421801
https://www.doi.org/10.1186/s13613-019-0540-9
https://www.doi.org/10.1007/s00134-015-4200-8
https://www.doi.org/10.1513/AnnalsATS.201704-343OT
https://www.doi.org/10.1016/j.niox.2020.07.003
https://www.doi.org/10.1016/j.niox.2020.06.005
https://www.doi.org/10.1056/nejmoa2007764
https://covid19.saglik.gov.tr/Eklenti/39061/0/covid-19rehberieriskinhastatedavisipdf.pdf
https://www.doi.org/10.1093/infdis/jiu396
https://www.doi.org/10.1002/jmv.25882
https://www.covid19-druginteractions.org
https://shgm.saglik.gov.tr/Eklenti/38330/0/covid-19-immun-plazma-rehberi-v3-10082020pdf.pdf
https://www.doi.org/10.3760/CMA.J.ISSN.1001-0939.2020.0005
https://www.doi.org/10.1111/j.1365-2249.2004.02415.x
https://www.doi.org/10.1016/S0140-6736(20)30183-5
https://www.doi.org/10.1056/NEJMoa2021436
https://www.who.int/publications/i/item/WHO-2019-nCoV-Corticosteroids-2020.1
https://covid19.saglik.gov.tr/Eklenti/39296/0/covid-19rehberiantisitokin-antiinflamatuartedavilerkoagulopatiyonetimipdf.pdf

