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29 As the number of cases of COVID-19 (SARS-CoV-2) rise in the United States (US), the 

30 number of severe cases (those requiring ICU admission) rise with it. Initially, the estimate for 

31 severe cases was approximated at 5% based on experience from China.1, 2 However, the World 

32 Health Organization’s (WHO) estimate from China for severe and critical cases is near 20% 

33 (Table).3 The primary clinical feature of COVID-19 is pneumonia, the severity of which directs 

34 the clinical course; it has been estimated that, of patients admitted to the ICU, up to half may 

35 require either invasive or non-invasive ventilatory support.4 This has created an unprecedented 

36 situation for emergency and critical care medicine.

37 Clinical manifestations

38 Fever, cough and dyspnea are the most common signs of COVID-195; it is a respiratory 

39 tract infection with pneumonia being the hallmark of more severe illness and the acute 

40 respiratory distress syndrome (ARDS), a serious complication and manifestation of its most 

41 critical form (Table).5 While there are no symptoms that distinguish COVID-19 from other 

42 causes of acute hypoxemic respiratory failure,6, 7 there appear to be distinct features (e.g., 

43 anosmia) and/or findings on chest computed tomography (e.g., patchy ground glass opacities in 

44 the lung periphery)8 that could provide important clues, particularly if the result of a diagnostic 

45 test is unavailable. Critical illness often includes multi-organ dysfunction or failure and severe 

46 COVID-19 appears to be no different. Early reports from China cite an incidence of acute kidney 

47 injury in ~30% of patients, cardiac complications in ~23% and liver dysfunction in ~29%.5 In 

48 addition, nausea and/or vomiting has been reported in 5% of cases and in some instances may 

49 be intractable. Complications such as cardiac arrhythmias, myocardial ischemia (with elevations 

50 in troponin) and cardiac arrest, have also been reported.9 Patients with underlying 

51 cardiovascular disease (CVD) may be at increased risk of these complications. Patients who 

52 require mechanical ventilation represent the most critically ill and mortality has been reported 

53 as high as 62%.5 A cytokine storm syndrome resembling a secondary hemophagocytic 

54 lymphohistiocytosis-like presentation has been identified in up to 50% of patients and may 

55 predict worsened outcomes.10 Healthcare utilization is a major concern, as these patients often 

56 require prolonged mechanical ventilation prior to either recovery or death, leading to 

57 equipment and potential medication shortages during times of surge.
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58 Respiratory and Cardiovascular Complications

59 One of the most serious complications of COVID-19 is ARDS, representing a major risk 

60 factor for death.5 The management of these patients should follow evidence-based treatment 

61 guidelines.11, 12 This includes the use of lung-protective ventilation, conservative fluid strategies, 

62 neuromuscular blocking agents to facilitate ventilator synchrony, prone positioning as 

63 appropriate, and empirical antibiotics for suspected bacterial co-infection with aggressive de-

64 escalation. In the setting of refractory hypoxemia, extracorporeal membrane oxygenation 

65 should be considered. 

66 Serious cardiovascular complications can also occur and patients with underlying CVD 

67 may be at greatest risk. This may be related to the fact that COVID-19 enters cells via the 

68 angiotensin converting enzyme (ACE) 2 receptor. The concern is that in experimental studies, 

69 administration of either ACE inhibitors or angiotensin receptor blockers (ARBS) resulted in the 

70 upregulation of ACE2 expression in the heart.13 Although these findings have not been 

71 replicated in human studies, or in the setting of COVID-19, such potential upregulation of ACE2 

72 by ACE inhibitors or ARBs has resulted in speculation that these medications might worsen 

73 infection or predispose patients to myocardial injury. There are also preclinical data that show 

74 that ARB-induced upregulation of the ACE2 receptor lessens ARDS severity. In a preclinical 

75 model of severe acute respiratory syndrome (SARS Co-V), treatment with losartan improved 

76 angiotensin signaling, ARDS, and survival14 and severe COVID infections are associated with low 

77 (not high) expression of ACE2.15 In aggregate, the pre-clinical data are conflicting but it may be 

78 that a dysregulated angiotensin system, rather than a specific medication, may drive 

79 differences in outcomes. In the absence of definitive evidence, concern about the use of ACE 

80 inhibitors and ARBs was recently addressed by a joint statement from Heart Failure Society of 

81 America, the American College of Cardiology and the American Heart Association.16 They 

82 collectively recommend that these therapies neither be withheld nor added in COVID-19 

83 patients based on lack of human data and preclinical data suggesting benefit from their use.  In 

84 the emergency department and ICU, treatment of CV complications should be managed by 

85 established therapies and when applicable, advanced cardiac life support protocols 

86 (https://www.acls.net/aclsalg.htm) should be employed. However, it may be prudent to avoid 
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87 the use of angiotensin II for treatment of refractory shock until more information regarding the 

88 interaction between COVID-19 and the renin-angiotensin-aldosterone system is available. 

89 Mitigation and Treatment

90 Personal protective equipment (PPE) is forefront in mitigating nosocomial infection and 

91 protecting healthcare workers. Larger hospitals are also establishing dedicated respiratory 

92 infectious containment units specifically for the treatment of COVID-19 patients whether they 

93 require mechanical ventilation or not. Staffing models for these units may preferentially include 

94 providers already recovered from the virus as the pandemic evolves, given a theoretical 

95 potential for relative immunity, though this does not mitigate the recommendations for 

96 stringent PPE practices. Pharmacists can play an important role in improving the safety of 

97 fellow healthcare practitioners entering and exiting rooms of those with COVID-19 and reduce 

98 PPE use through medication regimen optimization. As appropriate, medication administration 

99 times can be standardized to limit the number of different medication administrations 

100 throughout the day (i.e., retiming medications from 0600, 0700, and 0800 to all be 

101 administered at 0700). The use of long-acting medication formulations, when available, may 

102 also limit the number of daily required medication administrations. Additionally, subcutaneous 

103 insulin may be preferred to intravenous insulin infusions as a way to reduce frequent entry into 

104 patient rooms. Creative efforts to further reduce exposure and the need for multiple PPEs 

105 should be explored and may include positioning equipment outside of the patient room (e.g., 

106 intravenous medication infusion pumps).

107 Pharmacotherapy for COVID-19 is limited and treatment remains primarily supportive. 

108 At the time of the writing of this paper, no COVID-19 specific pharmacotherapies were 

109 approved by the FDA (on March 29th, the FDA authorized emergency use of chloroquine and 

110 hydroxychloroquine). Nevertheless, the gravity of the situation has led to a flurry of anecdotal 

111 pharmacotherapy approaches in the ICU. Without solid evidence, nearly half of the patients in a 

112 recent report were treated with antiviral agents.5 

113 Anti-viral agents

114 There is presently no conclusive evidence that currently available anti-viral agents have 

115 efficacy against COVID-19. Furthermore, safety of these agents has not been established in 
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116 COVID-19 patients. In fact, a recently published study of lopinavir-ritonavir compared with 

117 standard care, showed that combination therapy had no therapeutic advantage over 

118 supplemental oxygen, non-invasive or invasive ventilation, antibiotics, vasopressors, renal-

119 replacement therapy and extracorporeal membrane oxygenation that constituted the standard 

120 care arm of the study.17 The study randomized 199 patients 1:1 in an unblinded manner. The 

121 absence of efficacy was met with a nearly two-fold higher incidence of grade 3-4 adverse 

122 events (AEs) including lymphopenia which occurred in 12.6% of treated patients compared with 

123 5% of patients that received standard care. In addition to the absence of evidence of efficacy, 

124 when contemplating unproven, anecdotal therapies, we urge clinicians to consider the risk of 

125 AEs that could further compromise critically ill patients. 

126 In the US, remdesivir (which is not commercially available) was given to the country’s 

127 first patients with SARS-CoV-2 pneumonia under compassionate use.18 The activity of 

128 remdesivir against COVID-19 has been demonstrated in pre-clinical animal models19 but its 

129 efficacy and safety in humans is still under investigation. There are several ongoing trials of 

130 remdesivir in both the US and China. These studies will include both mild to moderately ill 

131 (NCT04252664) and severely ill COVID-19 patients (NCT04257656) as well as an adaptive 

132 treatment trial (NCT04280705).5

133 Glucocorticoids

134 The use of intravenous glucocorticoids is controversial in the treatment of severe 

135 COVID-19 pneumonia and ARDS. The WHO does not recommend their routine use in COVID-19 

136 patients.3 This stems for experience during the SARS Co-V epidemic9, 20 for which they were 

137 commonly used and findings suggest in viral infection, they may be harmful (i.e., delayed viral 

138 clearance).21 However, in the treatment of ARDS there is evidence that steroids reduce the 

139 duration of mechanical ventilation22, 23 and a recent multi-center study of dexamethasone 

140 demonstrated a mortality benefit.23 A detailed discussion of the use of steroids in COVID-19 

141 patients is beyond the scope of this paper. However, in the context of therapeutic decision 

142 making, consideration should be given to the efficacy data for steroid use in ARDS, most of 

143 which was generated from rigorously conducted clinical trials.

144 Immunomodulating agents
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145 Tocilizumab, an interleukin (IL)-6 receptor antagonist (monoclonal antibody), is FDA-

146 approved for the treatment of rheumatoid arthritis and is currently part of several studies listed 

147 on clinicaltrials.gov. Its manufacturer, Roche, has received approval from China and the US to 

148 conduct a phase III randomized, placebo-controlled, double-blind trial.  The cytokine, IL-6, is an 

149 inflammatory cytokine that is central to the immune response to infection.24 In a recent 

150 description of the clinical course of hospitalized COVID-19, serum concentrations of IL-6 were 

151 elevated in non-survivors compared with survivors (11.0 vs. 6.3 pg/mL; p < 0.0001).25 

152 Interleukin-6 has also been shown to be elevated in patients with ARDS and is considered a 

153 candidate biomarker of mortality in these patients.26 Sarilumab, a subcutaneously administered 

154 IL-6 inhibitor also FDA approved for the treatment of rheumatoid arthritis, is also being 

155 examined in several studies for intravenous administration for treatment of COVID-19. 

156 However, in the absence of safety and efficacy data from randomized control trials, we do not 

157 recommend the routine use of these agents. 

158 Interferon-alpha () has been proposed as a candidate therapeutic for COVID-19 in the 

159 National Health Commission of the People's Republic of China for treatment of COVID-19 

160 (version 6).27 Interferon- plays a pivotal role in host defense of viral infection and is FDA-

161 approved for the treatment of hepatitis B and a number of different types of cancer. A small 

162 open-labeled study of patients with SARS Co-V showed that in combination with 

163 glucocorticoids, subcutaneously administered interferon- reduced the time to improved 

164 oxygen saturation and resulted in a more rapid resolution of chest radiographic findings.28  The 

165 recommendation here however, is for the use of inhaled administration of the drug.  The 

166 rationale for its use may be to target the site of action and to avoid systemic AEs (which can be 

167 severe, granulocytopenia has been reported in up to 90% of patients). Presently, to the best of 

168 our knowledge, there are no prospective studies of inhaled interferon- that demonstrate its 

169 safety and efficacy and we are not aware of any planned or ongoing COVID-19 studies in the US 

170 that will test its safety and efficacy. However, there are a few studies that are utilizing it in 

171 combination with standard care or anti-viral agents. Given the potential for serious AEs we do 

172 not advise anecdotal use in critically ill patients with COVID-19.    

173 Other therapeutics
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174 The use of hydroxychloroquine for the treatment of COVID-19 has received a lot of press 

175 recently. Chloroquine and hydroxychloroquine are anti-inflammatory drugs that are primarily 

176 used to treat uncomplicated malaria and rheumatic diseases but detailed studies of the specific 

177 mechanism(s) of action of these drugs have not been conducted29; hydroxychloroquine is 

178 preferred because of it has a more favorable AE profile than chloroquine. The rationale for the 

179 use of hydroxychloroquine seems to be because of its presumed anti-viral action against 

180 COVID-19 by changing the glycosylation of the ACE2 receptor, presumably interfering with viral 

181 binding and invasion, but evidence for this is from in vitro and small observational studies.30-32 

182 The addition of azithromycin to hydroxychloroquine has been explored, not only for possible 

183 bacterial co-infection (although less likely based on current evidence), but for its potential anti-

184 viral action, for which there is also limited evidence.33 Notably, in the most recent trial of 

185 azithromycin combined with hydroxychloroquine in hospitalized patients, which was neither 

186 randomized nor blinded, only 20 of the enrolled 26 patients that received hydroxychloroquine 

187 (six of whom also received azithromycin) were included in the analysis.32 The authors reported 

188 a hydroxychloroquine-induced reduction in the percentage of patients with positive tests but of 

189 the 6 patients that were not included in the analysis, three were transferred to the ICU and one 

190 patient died. Therefore, given the results of this study and known risk of azithromycin alone or 

191 in combination with hydroxychloroquine (both are associated with QT prolongation), additional 

192 data are needed prior to any recommendation to utilize azithromycin as part of a treatment 

193 regimen for COVID-19. 

194 Ongoing clinical trials and other considerations

195 As of Friday, March 20, 2020 there were 125 studies related to COVID-19 listed on the 

196 clinicaltrials.gov website. Of these, 48 were applicable to critically ill patients and most appear 

197 to be open-label, non-randomized studies. In the US, a number of studies are either close to 

198 being or are already underway. We would like to emphasize that at the time of publication of 

199 this paper, there are no FDA approved treatments for severe or critical COVID-19 that have 

200 undergone rigorous scientific testing. Nevertheless, despite little evidence for efficacy and 

201 safety, recommendations for specific pharmacotherapy are making their way into guidance 

202 documents (e.g., Guidelines for the Prevention, Diagnosis, and Treatment of Pneumonia Caused 
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203 by COVID-19 issued by the National Health Commission of the People's Republic of China for 

204 treatment of COVID-19)27 and hydroxychloroquine and chloroquine have received emergency 

205 use authorization from the FDA. Simultaneously, there are already reports of harm from these 

206 treatments. 

207 We strongly caution the use of unproven, anecdotal therapies in critically ill COVID-19 

208 patients, particularly in those with co-morbidities in which the risk of AEs and possibly 

209 inadvertent drug interactions can occur (see http://www.covid19-druginteractions.org/ for a 

210 comprehensive list). It is important that we avoid the missteps of HIV-AIDS and cyclosporine34, 

211 35 or trichosanthin.36, 37 Furthermore, overuse of such medications can lead to drug shortages 

212 for either completion of trials or for patients that genuinely need them.  We urge providers to 

213 base therapeutic decision making on sound scientific evidence. 

214

215

216

217 References:

218 1.  Wu Z, McGoogan JM. Characteristics of and Important Lessons From the Coronavirus 

219 Disease 2019 (COVID-19) Outbreak in China: Summary of a Report of 72314 Cases From the 

220 Chinese Center for Disease Control and Prevention. JAMA 2020;10.1001/jama.2020.2648.

221 2.  Guan WJ, Ni ZY, Hu Y, et al. Clinical Characteristics of Coronavirus Disease 2019 in China. N 

222 Engl J Med 2020;10.1056/NEJMoa2002032.

223 3.  World Health Organization: Clinical management of severe acute respiratory infection when 

224 novel coronavirus (nCoV) infection is suspected. Available from 

225 https://www.who.int/docs/default-source/coronaviruse/clinical-management-of-novel-cov.pdf. 

226 Accessed March 20, 2020.

227 4.  Arabi YM, Murthy S, Webb S. COVID-19: a novel coronavirus and a novel challenge for critical 

228 care. Intensive Care Med 2020;10.1007/s00134-020-05955-1.

229 5.  Yang X, Yu Y, Xu J, et al. Clinical course and outcomes of critically ill patients with SARS-CoV-2 

230 pneumonia in Wuhan, China: a single-centered, retrospective, observational study. Lancet 

231 Respir Med 2020;10.1016/S2213-2600(20)30079-5.

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

http://www.covid19-druginteractions.org/
https://www.who.int/docs/default-source/coronaviruse/clinical-management-of-novel-cov.pdf


This article is protected by copyright. All rights reserved

232 6.  Huang C, Wang Y, Li X, et al. Clinical features of patients infected with 2019 novel 

233 coronavirus in Wuhan, China. Lancet 2020;10223:10.1016/S0140-6736(20)30183-5:497-506.

234 7.  Chen N, Zhou M, Dong X, et al. Epidemiological and clinical characteristics of 99 cases of 

235 2019 novel coronavirus pneumonia in Wuhan, China: a descriptive study. Lancet 

236 2020;10223:10.1016/S0140-6736(20)30211-7:507-13.

237 8.  Bai HX, Hsieh B, Xiong Z, et al. Performance of radiologists in differentiating COVID-19 from 

238 viral pneumonia on chest CT. Radiology 2020;10.1148/radiol.2020200823:200823.

239 9.  Wang D, Hu B, Hu C, et al. Clinical Characteristics of 138 Hospitalized Patients With 2019 

240 Novel Coronavirus-Infected Pneumonia in Wuhan, China. JAMA 2020;10.1001/jama.2020.1585.

241 10.  Mehta P, McAuley DF, Brown M, Sanchez E, Tattersall RS, Manson JJ. COVID-19: consider 

242 cytokine storm syndromes and immunosuppression. Lancet 2020;10229:10.1016/s0140-

243 6736(20)30628-0:1033-34.

244 11.  Fan E, Del Sorbo L, Goligher EC, et al. An Official American Thoracic Society/European 

245 Society of Intensive Care Medicine/Society of Critical Care Medicine Clinical Practice Guideline: 

246 Mechanical Ventilation in Adult Patients with Acute Respiratory Distress Syndrome. Am J Respir 

247 Crit Care Med 2017;9:10.1164/rccm.201703-0548ST:1253-63.

248 12.  Poston JT, Patel BK, Davis AM. Management of Critically Ill Adults With COVID-19. JAMA 

249 2020;10.1001/jama.2020.4914.

250 13.  Ferrario CM, Jessup J, Chappell MC, et al. Effect of angiotensin-converting enzyme 

251 inhibition and angiotensin II receptor blockers on cardiac angiotensin-converting enzyme 2. 

252 Circulation 2005;20:10.1161/CIRCULATIONAHA.104.510461:2605-10.

253 14.  Kuba K, Imai Y, Rao S, et al. A crucial role of angiotensin converting enzyme 2 (ACE2) in 

254 SARS coronavirus-induced lung injury. Nat Med 2005;8:10.1038/nm1267:875-9.

255 15.  Fedson DS, Opal SM, Rordam OM. Hiding in Plain Sight: an Approach to Treating Patients 

256 with Severe COVID-19 Infection. mBio 2020;2:10.1128/mBio.00398-20.

257 16.  HFSA/ACC/AHA Statement Addresses Concerns Re: Using RAAS Antagonists in COVID-19. 

258 Available from https://www.acc.org/latest-in-cardiology/articles/2020/03/17/08/59/hfsa-acc-

259 aha-statement-addresses-concerns-re-using-raas-antagonists-in-covid-19. Accessed March 20, 

260 2020.

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

https://www.acc.org/latest-in-cardiology/articles/2020/03/17/08/59/hfsa-acc-aha-statement-addresses-concerns-re-using-raas-antagonists-in-covid-19
https://www.acc.org/latest-in-cardiology/articles/2020/03/17/08/59/hfsa-acc-aha-statement-addresses-concerns-re-using-raas-antagonists-in-covid-19


This article is protected by copyright. All rights reserved

261 17.  Cao B, Wang Y, Wen D, et al. A Trial of Lopinavir-Ritonavir in Adults Hospitalized with 

262 Severe Covid-19. N Engl J Med 2020;10.1056/NEJMoa2001282.

263 18.  Holshue ML, DeBolt C, Lindquist S, et al. First Case of 2019 Novel Coronavirus in the United 

264 States. N Engl J Med 2020;10:10.1056/NEJMoa2001191:929-36.

265 19.  Agostini ML, Andres EL, Sims AC, et al. Coronavirus Susceptibility to the Antiviral Remdesivir 

266 (GS-5734) Is Mediated by the Viral Polymerase and the Proofreading Exoribonuclease. mBio 

267 2018;2:10.1128/mBio.00221-18.

268 20.  Russell CD, Millar JE, Baillie JK. Clinical evidence does not support corticosteroid treatment 

269 for 2019-nCoV lung injury. Lancet 2020;10223:10.1016/S0140-6736(20)30317-2:473-75.

270 21.  Rodrigo C, Leonardi-Bee J, Nguyen-Van-Tam J, Lim WS. Corticosteroids as adjunctive 

271 therapy in the treatment of influenza. Cochrane Database Syst Rev 

272 2016;10.1002/14651858.CD010406.pub2:Cd010406.

273 22.  Steinberg KP, Hudson LD, Goodman RB, et al. Efficacy and safety of corticosteroids for 

274 persistent acute respiratory distress syndrome. N Engl J Med 

275 2006;16:10.1056/NEJMoa051693:1671-84.

276 23.  Villar J, Ferrando C, Martinez D, et al. Dexamethasone treatment for the acute respiratory 

277 distress syndrome: a multicentre, randomised controlled trial. Lancet Respir Med 

278 2020;3:10.1016/s2213-2600(19)30417-5:267-76.

279 24.  Tanaka T, Narazaki M, Kishimoto T. IL-6 in inflammation, immunity, and disease. Cold 

280 Spring Harb Perspect Biol 2014;10:10.1101/cshperspect.a016295:a016295.

281 25.  Zhou F, Yu T, Du R, et al. Clinical course and risk factors for mortality of adult inpatients 

282 with COVID-19 in Wuhan, China: a retrospective cohort study. Lancet 2020;10.1016/S0140-

283 6736(20)30566-3.

284 26.  Bime C, Casanova N, Oita RC, et al. Development of a biomarker mortality risk model in 

285 acute respiratory distress syndrome. Crit Care 2019;1:10.1186/s13054-019-2697-x:410.

286 27.  Dong L, Hu S, Gao J. Discovering drugs to treat coronavirus disease 2019 (COVID-19). Drug 

287 Discov Ther 2020;1:10.5582/ddt.2020.01012:58-60.A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



This article is protected by copyright. All rights reserved

288 28.  Loutfy MR, Blatt LM, Siminovitch KA, et al. Interferon alfacon-1 plus corticosteroids in 

289 severe acute respiratory syndrome: a preliminary study. JAMA 

290 2003;24:10.1001/jama.290.24.3222:3222-8.

291 29.  Schrezenmeier E, Dorner T. Mechanisms of action of hydroxychloroquine and chloroquine: 

292 implications for rheumatology. Nat Rev Rheumatol 2020;3:10.1038/s41584-020-0372-x:155-66.

293 30.  Wang M, Cao R, Zhang L, et al. Remdesivir and chloroquine effectively inhibit the recently 

294 emerged novel coronavirus (2019-nCoV) in vitro. Cell Res 2020;3:10.1038/s41422-020-0282-

295 0:269-71.

296 31.  Gao J, Tian Z, Yang X. Breakthrough: Chloroquine phosphate has shown apparent efficacy in 

297 treatment of COVID-19 associated pneumonia in clinical studies. Biosci Trends 

298 2020;1:10.5582/bst.2020.01047:72-73.

299 32.  Gautret P, Lagier J-C, Parola P, et al. Hydroxychloroquine and azithromycin as a treatment 

300 of COVID-19: results of an open-label non-randomized clinical trial. International Journal of 

301 Antimicrobial Agents 2020;https://doi.org/10.1016/j.ijantimicag.2020.105949.

302 33.  Schogler A, Kopf BS, Edwards MR, et al. Novel antiviral properties of azithromycin in cystic 

303 fibrosis airway epithelial cells. Eur Respir J 2015;2:10.1183/09031936.00102014:428-39.

304 34.  Phillips A, Wainberg MA, Coates R, et al. Cyclosporine-induced deterioration in patients 

305 with AIDS. Cmaj 1989;12, 1456-60.

306 35.  Associated Press.  French AIDS patient, treated with cyclosporine, is dead. New York Times. 

307 November 12, 1985. C9.

308 36.  Bayer R. The ethics of research on HIV/AIDS in community-based settings. Aids 

309 1990;12:10.1097/00002030-199012000-00019:1287-8.

310 37.  Byers VS, Levin AS, Waites LA, et al. A phase I/II study of trichosanthin treatment of HIV 

311 disease. Aids 1990;12:10.1097/00002030-199012000-00002:1189-96.

312

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

https://doi.org/10.1016/j.ijantimicag.2020.105949


 

This article is protected by copyright. All rights reserved 

Table: Classification of COVID-19 Severity3 

Classification Criteria 
timated Percenta e of 

COVID-19 Positive Patients 

Mild 
No pneumonia; uncomplicated 

upper respiratory infection 

 

 

80% 

 

Moderate Mild pneumonia  

Severe Severe pneumonia with 

respiratory rate >30 bpm, 

severe respiratory distress or 

SpO2 < 90% on room air 

13.8% 

Critical ARDS*; severe cardiac 

complications+; sepsis or septic 

shock  

6.1% 

SpO2: peripheral capillary oxygen saturation 

*Acute respiratory distress syndrome per the Berlin definition38 

+Severe cardiac complications include ischemia, cardiac arrest, acute heart failure, and arrhythmias 
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