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Learning Objectives

• Describe hospital vulnerabilities at the onset of the Covid-19 
pandemic

• Outline steps taken to address capacity and resource challenges at 
one NYC hospital during Covid-19 surge

• Identify the institutional impact the anesthesiology department had 
in response to this acute crisis
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Perspective

• “The Chinese use two brush strokes to write the word 'crisis.' One 

brush stroke stands for danger; the other for opportunity. In a crisis, 

be aware of the danger--but recognize the opportunity.”

― John F. Kennedy
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Tenets of Crisis Resource Management

Know your 
environment

Anticipate 
& Plan

Provide 
effective 

leadership

Ensure role clarity 
and good 
teamwork

Distribute 
workload

Get help 
early

Communicate 
effectively

Mobilize 
all 

resources

Use all 
available 

inform ation
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Assessing Vulnerabilities
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Prone Positioning for the COVID-19 Patient: Protocol 
for Clinical Practice 

	

 
Prone Positioning for the COVID-19 Patient  
 
Prone positioning should be done with only attending approval and after consulting 
pulmonary critical care. 
Discuss with Oversight attending if patient is in CCU, NICU, SICU, 7GN-ICU. 
Consult Medical Critical Care if patient is in the OR-ICU 
The prone team can be contacted by the PT Lead (332-218-3598) 
 
 
Background: 

1. Prone positioning improves outcomes in patients with moderate to severe acute respiratory 
distress syndrome (ARDS)  
 

Indications 
1. Patient intubated with ARDS and P:F <150 (FiO2 ≥60% and PEEP ≥10) when RASS -5 
2. Proning should ideally be initiated within 12-24 hours of P:F<150 
3. Proning decision made in consultation with medical critical care consulting team or oversight 

attending 
4. Proning performed in conjunction with Prone team 

 
Potential Contraindications 

1. Significant hemodynamic instability  
2. Severe acidemia 
3. Cerebral perfusion pressure <30mmHg 
4. Increased ICP >30 
5. Pregnancy 
6. DVT treated for <2 days 
7. Facial surgery or severe facial trauma 
8. Massive hemoptysis 
9. Pelvic fractures 
10. Life-threatening cardiac arrythmia within 

24hours 
11. Bronchopleural fistula 

12. Unstable fracture 
13. Serious burn (20% body surface area) 
14. Spinal instability 
15. History of difficult intubation or 

nasotracheal intubation 
16. Inability to tolerate face down position 
17. Recent sternotomy or major abdominal 

surgery 
18. Recent tracheostomy 
19. Active intra-abdominal process 
20. LVAD, BiVAD, IABP, ECMO 

 
General approach 

1. Patients are placed in the prone position for a minimum of 16 hours. This time determination is 
made generally by staffing ability, minimize turning and use of PPE.  Proning sessions can to 
extend to 24 hours if needed 

2. Continue repeat proning sessions if P:F <150 when supine and FiO2 ≥60% and PEEP ≥10 
3. Stop proning sessions when maintaining P:F ≥150 with FIO2£60%, PEEP£10 

 
 

 

NYP Guidelines for the Prophylaxis of Venous Thromboembolic Events in COVID-19 patients 

Last Revised April 3, 2020 

 

 

Keypoints 

- Patients with COVID-19 may be hypercoagulable and will require thromboembolic 

prophylaxis to prevent venous thromboembolic events 

- Enoxiparin subcutaneous is the preferred drug used for thromboembolic prophylaxis 

- Enoxiparin can be given in chronic kidney disease (CKD) and end-stage renal disease (ESRD) 

but the dose needs to be adjusted. 

 

Background: There is emerging data that critically ill COVID-19 positive patients may suffer from 

a hypercoagulable state, and in extreme cases, disseminated intravascular coagulation (DIC).1 

Thrombembolic prophyalxis prevents complications such as deep venous thromboembolism or 

pulmonare emboli. The following guidelines for thrombembolic prophyalxis pertain to COVID-19 

patients only and take into consideration  specific aspect of this disease. 

 

1. Prevention/Prophylaxis: Standard of care thromboprophylaxis is appropriate for virtually all 

admitted COVID-19 positive patients, as would be the standard-of-care for most hospital in-

patients who are not frequently ambulating. Exceptions to this directive are patients with either 

active hemorrhage or severe thrombocytopenia not attributable to DIC (platelets <30,000). 

Thromboprophylaxis options in COVID-19 positive patients include: 

a. Normal renal function – Creatinine clearance (CrCl) of > 30 mL/hr: 

   Enoxaparin 40 mg SubQ daily or 30 mg SubQ BID.   

A twice daily dose may be considered in the obese (BMI >30 kg/m2).  

In patients with BMIs ≥40 kg/m2, 40 mg subcutaneously twice daily is  

 recommended.8  

b. Stage 4-5 CKD: Creatinine clearance (CrCl) of < 30 mL/hr: 

Enoxaparin 30 mg SubQ daily or heparin 5,000 units SubQ TID (or 7,500 Units 

SubQ BID to conserve PPE).  
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Summary

• Anesthesiology departments possess unique and essential skills to 
respond to a hospital acute care crisis

• These skills are related to both core practice competencies and those 
extrapolated from traditional practice

• Perceived danger or opportunity? Is the department prepared?
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