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AMbynatopHoe ne4yeHue nauueHntos ¢ COVID-19:
HOPMaTUBHbIE AOKYMEHTbI U/ KNUHMYeCcKoe
MblLUIeHue
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CornacHo npaBoBoi ba3e OKa3aHWUA MEAMLMHCKOM MOMOLLM, OLEHKM M KOHTPONA ee KadvecTBa B Poccuu nevalumi Bpau
AOKEH HEYKOCHUTENbHOMO BbIMOHATL NOJIOXEHNA HOPMATUBHBIX AOKyMeHTOB. OfHaKO peKOMeH/0BaHHbIe anropUTMbl CO-
OTBETCTBYIOT He BCEM KJIMHUYECKUM CrlyyasaM. Bo BpeMs naHAeMUn HOBOW KOPOHABUPYCHOM MHGMEKLMM NOMUMO CNef0BaHNs
YCTaHOBNEHHBIM MpaBunaM, HeobxoauMo TiuaTenbHoe HabniogeHWe 3a KaXabiM NaLMEHTOM W CBOeBpeMEHHas KoppeKums
ne4ebHO-AMarHOCTUYECKUX MEPONPUATUIA, B TOM YMC/e 3@ paMKaMu NpeanncaHHbix TpeboBaHuin. MeToabl AMCTaHLMOHHOO
KOHTPONIA COCTOSHMA NALMEHTOB B CYLLECTBYIOLLEM BUAE He 06ecneynBaloT 06EKTUBHON OLEHKW OTAENbHOW KMHUYECKON
KapTuHbl. OuHble 0cMoTpbI 60MbHBIX HOBOI KOPOHABUPYCHOM MHPEKLIMEN, NONYYaLIMX MEAULMHCKYIO MOMOLLb ambynaTopHo,
crieflyeT NPOBOAMTL He pexe YeM Kaxable 72 u. OtcyTcTBue addeKTa OT Tepanum B TeyeHWe 3 CyT MOXKET CTaTb NOKa3aH1eM
ANA NepeBofia NauMeHTa Ha CreayHoLLM ypoBeHb 0Ka3aHUA MeLMULMHCKONA NOMOLLM.
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Outpatient treatment of patients with COVID-19:
Normative documents and/or clinical thinking
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The legal framework for the provision of medical care, its evaluation and control of quality in Russia requires the attend-
ing physician to strictly comply with the provisions of regulatory documents. At the same time, clinical practice shows that
the recommended algorithms for the provision of care do not allow in all situations to provide medical care of adequate qual-
ity. Analysis of the clinical example shows that in the era of the COVID-19 pandemic, in addition to compliance with the estab-
lished rules, a thorough assessment of a specific clinical situation in the dynamics of development is necessary and timely
correction of treatment and diagnostic measures, including those in excess of the established requirements, are required.
The methods of remote monitoring of the patient’s condition need to be improved, since in their current form they do not pro-
vide an objective assessment of the patient’s condition. Face-to-face examinations of patients with COVID-19 receiving medical
care at home should be carried out at least every 72 hours, regardless of the result of the remote assessment. The absence
of the effect of therapy within three days may be an indication for transferring the patient to a higher level of medical care.
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INTRODUCTION

The special aspects of the manifestations of epidemic and
infectious processes in coronavirus disease-2019 (COVID-19)
induced the development and implementation of the Order
of the Ministry of Health of Russia dated March 19, 2020,
No. 198n “On the temporary procedure for organizing the work
of medical organizations to implement measures in preven-
tion and reduction of the risk of spreading a new coronavirus
infection” and the temporary guidelines of “Prevention, diag-
nostics, and treatment of new coronavirus infection.” These
documents in the current editions are based on medical care,
particularly, patient routing, and determine the treatment and
diagnostic approach at different stages of patient monitoring.

Concurrently, not a single document, even a carefully
prepared one, can provide all the characteristics of patients
and replace the clinical thinking of the attending physician.
The constant development and ambiguity of professional ap-
proaches in COVID-19 diagnostics and treatment questions
the permissible circumstances of deviations from the regula-
tory document requirements and the formalization of these
deviations in medical documentation.

CLINICAL CASE

We have read the extract from the registration form
No. 025/u on “Medical record of a patient receiving medical
care on an outpatient basis” and provide information about
the patient and the clinical case.

A 52-year-old male patient, a professional driver, was ex-
amined by an attending physician at home on day 1 of the ill-
ness. He complained of fever up to 38°C, sore throat, and
general weakness. During the physical examination, the doc-
tor considered the patient’s condition satisfactory, as the body
temperature was 37.7°C; the skin was of normal color, without
eruptions; nasal breathing was difficult; lymph nodes were of
normal size and are painless on palpation; pulse was regular
at 103 beats per minute; blood pressure was 135/80 mm Hg;
and heart sounds were clear and regular. The lung percussion
revealed a clear sound, without dullness. The auscultatory
findings revealed vesicular breathing in the lungs, without

Table. Follow-up checklist of the patient
Tabnuua. YeKk-nucT aMHaMmuyeckoro HabnoaeHns naLuueHTa
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wheezing. Oxygen saturation (Sp0,) was 97%. The abdomen
was of normal shape and size and soft on palpation and is
painless. The liver was not enlarged upon palpation. The spleen
was not palpable. The costovertebral angle tenderness symp-
tom in the lumbar region was negative on both sides. According
to the patient, the urine was of normal color, and the def-
ecation was normal. Peripheral edema was not observed.

The patient was diagnosed with an acute respiratory viral
infection and issued a work incapacity certificate for 14 days.
Additionally, a smear for the presence of COVID-19 was tak-
en from him. Prescription included paracetamol at 500 mg
for temperatures of 38°C (no >4 times a day); umifenovir
at 200 mg, 4 times a day for 5 days; throat irrigation with
Hexoral spray, 2 times a day, for 5 days; spray Tizin or Xylene
0.1%, 1 drop in each nasal passage no >3 times a day, for
5 days; Lizobact, Doritricin, or Strepsils intensive at 1 tablet
4 times a day, for 5 days; and recombinant interferon-alpha
at 3 drops, 5 times a day in each nasal passage, for 5 days.
The patient was advised to contact a doctor or emergency
team in worsened conditions.

From the point of view of the normative documents in
force at the time of the described case [1, 2], the attending
physician correctly performed all the actions but did not
indicate the severity of the acute respiratory viral infection.
According to the description that he recorded in the patient’s
medical record, the clinical presentation corresponded to
a mild degree of severity.

The patient was followed-up by the method of audio
control (Table). On day 2, a positive test result for severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
ribonucleic acid (RNA) was obtained. The case was registered
at the Center for Hygiene and Epidemiology, and the patient
was informed about it by phone. After the patient agreed to
be treated on an outpatient basis, the procedure for observing
the anti-epidemic regimen was explained to him. The contents
of the follow-up diary and the checklist of the audio control
were placed in the patient’s medical record.

According to the checklist, from day 1 to day 3 of
the illness, the patient did not show complaints, did not
notice a deterioration in his health status, and changes were
not observed over time in the controlled manifestations.

Audio control day 1 2 3 4 5 6 7
Day of illness 2 3 5 6 7 8 9 10
General condition: 1: improved, 2: no changes, 3: worsened 2 2 2 2 2 2 3
Temperature (maximum) during the day, °C 377 379 377 375 377 379 379 s
Cough: 1: yes, 2: no 2 2 2 2 2 2 1 ®
Complaints of dyspnea, shortness of breath, chest pain: 2 2 2 2 2 2 1 E
1: yes, 2: no §
Complaints about the gastrointestinal tract function 2 2 2 2 2 2 2 <=

(diarrhea, nausea, and vomiting): 1: yes, 2: no
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The general practitioner conducted a second full-time
examination on day 4 of the illness when the patient
complained of an increased body temperature up to 38°C,
muscle aches, nasal congestion, weakness, and sore throat.
During the physical examination, the doctor considered
the patient’s general condition as satisfactory, as he had
a body temperature of 37.8°C, the skin was of normal
color, without eruptions; nasal breathing was difficult;
the oropharynx was pink, without plaque; tonsils were not
enlarged, peripheral lymph nodes were of normal size,
painless on palpation; pulse was regular at 103 beats per
minute; blood pressure was 135/80 mm Hg; and heart sounds
were clear and regular. Lung percussions revealed a clear
sound, without dullness. The respiratory rate was 18 breaths
per minute. Sp0, was 97%. Auscultatory results showed
vesicular breathing in the lungs, without rales. The patient
had no peripheral edema.

The general practitioner recorded the diagnosis of
complicated COVID-19 with an acute respiratory viral
infection. In addition to the previously-indicated prescriptions,
he recommended self-isolation within the apartment until
a negative SARS-CoV-2 RNA test result, as well as daily
thermometry and audio monitoring, persistent disinfection,
and a swab from the oropharynx and nose for COVID-19 after
10 days.

At the beginning of the disease, according to the rules,
the patient did not need hospitalization, since his condition
did not correspond to the moderate severity of COVID-19,
which include an Sp0, level of <95%, body temperature of
not <38°C, and respiratory rate of >22 breaths per minute [1].

Additional diagnostic measures were also indicated to
the patient, such as a complete blood count, determination
of the C-reactive protein level, ferritin, and radiation methods
of research. His condition remained stable, intoxication did
not increase, and signs of organ failure were not revealed.

Considering the patient’s condition and the changes over
time of the disease course, which are entered in the checklist
and medical records, other means of therapy for the patient
according to the normative document [2, Appendix 8.1] are not
recommended, since there is no information about the con-
comitant pathologies, risk factors (obesity, diabetes mellitus,
smoking, etc.), or drug intake before the present disease.

Medical assistance was provided to the patient from day 1
to day & of the illness in full accordance with the regulatory
document requirements.

Analysis of subsequent entries in the audio control
checklist (the person who exactly called the patient, a doctor
or a nurse, was unknown) shows that until day 9 of the illness,
the controlled parameters (general condition, maximum body
temperature, the presence of cough, shortness of breath, and
dyspeptic complaints) remained stable, without changes over
time; therefore, the treatment and diagnostic process was
not corrected.
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On day 9 of the illness, the patient called an ambulance
and complained of general weakness, sweating, a fever of up
to 39°C, and paroxysmal dry cough. Anamnesis revealed that
the patient fell ill 9 days ago, when the body temperature rose
to 39°C, and he had general weakness and cough. For 9 days,
the body temperature increased within the range of 37.5°C-40°C.
The patient was reported with a chronic stomach ulcer.

Ambulance staff defined the general condition of
the patient as satisfactory, as he had calm behavior, clear
consciousness; Glasgow score of 15 points; the skin was
normal; the body temperature was 38.3°C; the Sp02 was 96%;
no edema, eruption, focal neurological symptoms, meningeal
signs, or dyspnea; the respiratory rate was 16 breaths per
minute. Auscultatory findings revealed harsh and regular
breathing. On percussion, the pulmonary sound was normal.
The pulse was 100 beats per minute, of normal volume. Blood
pressure was 140/80 mm Hg (habitual). The heart rate was
100 beats per minute, was regular, with heart sounds were
clear, and without murmur. The oropharynx was hyperemic,
without plaque. The electrocardiogram showed a sinus
rhythm with a heart rate of 100 beats per minute without
acute coronary pathology.

Unspecified pneumonia (J18.9) and identified COVID-19
(U07.1) were diagnosed. Solution of Analgin 50% at 2 ml,
solution of diphenhydramine 1% at 1 ml, drotaverine solution
2% at 2 ml intramuscularly; dexamethasone solution at 16 mg,
16 ml of slow intravenous injection of sodium chloride solution
0.9%; and ascorbic acid solution 5% at 4 ml were prescribed.

The treatment was effective, as blood pressure was
130/80 mm Hg, heart rate was 90 beats per minute, pulse
was 90 beats per minute, respiratory rate was 16 breaths per
minute, body temperature was 37.9°C, and the Sp0, was 97%.

The patient refused the proposed inpatient treatment, and
the ambulance staff referred the call for an urgent visit to
the patient by a general practitioner.

The ambulance team acted in full compliance with
the regulatory documents, namely examined the patient, es-
tablished the correct diagnosis, provided effective assistance,
offered hospitalization, and, upon receiving a written hospi-
talization refusal, transferred the data to the clinic.

On day 10 of the illness, the patient was examined by
the doctor on duty. The patient complained of an increased
body temperature up to 39°C, dyspnea at rest, dry cough,
and weakness. The doctor recorded the objective status as
a condition of moderate severity with the body temperature
of 38.5°C, pale skin, no eruptions, sclera vascular injection;
pulse was regular 117 beats per minute; blood pressure was
130/80 mm Hg; heart sounds were clear and muffled; upon
examination, the chest was of correct shape, symmetrical;
dullness was observed lung of the percussion from both sides;
and respiratory rate was 24 breaths per minute. The ausculta-
tory data showed weakened breathing on both sides. The Sp0,
was 93%. The abdomen was of normal shape and size, soft
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on palpation, and painless. The liver was not enlarged on pal-
pation. The spleen was not palpable. The costovertebral angle
tenderness symptom in the lumbar region was negative on
both sides. According to the patient, his urine was of normal
color and the defecation was normal. No peripheral edema
was observed. The doctor diagnosed him with complicated
COVID-19 with community-acquired bilateral polysegmental
pneumonia (suspected) and respiratory failure | or Il degree
and called an ambulance for emergency hospitalization.

The patient was taken to the hospital. The actions of
the team and the doctor on duty at the polyclinic fully
complied with the regulatory document requirements.

The examination in the emergency room revealed
a patient’s history of grade Il hypertension disease and
coronary heart disease. Computed tomography of the lungs
showed signs of bilateral polysegmental pneumonia of viral
etiology, stage II.

The primary diagnosis was COVID 19 of moderate severity
and grade Il hypertension disease, risk 3, with complications
in the form of community-acquired moderate bilateral poly-
segmental pneumonia, a degree | or Il respiratory failure, and
intoxication. Additionally, a concomitant diagnosis of duode-
nal ulcer in remission and moderate risk of thromboembo-
lism was established.

Favipiravir, anticoagulants, glucocorticoids, selective
immunosuppressants, and oxygen support were prescribed to
the patient. However, despite the comprehensive treatment,
the patient’s death occurred on day 17 of inpatient treatment
(day 26 of the illness).

DISCUSSION

Leaving the therapeutic approach at the stage of
hospitalization out of the scope of discussion, we intend to
determine whether everything was done at the outpatient
stage to prevent a poor disease outcome. From the standpoint
of regulatory documents, medical care of appropriate quality
was provided to the patient. However, from the point of view
of the doctrine of infectious diseases and clinical thinking, not
all actions were performed.

We believe that in the process of providing medical
care, cognitive errors, particularly, confirmation errors, were
made [3, 4.

Carefully describing the complaints, anamnesis, and
objective status during the in-person examinations on days 1
and 4 of the illness, the doctor did not pay due to attention
to the fact that a 52-year-old man working under stress
had tachycardia (heart rate of >100 beats per minute) not
corresponding to a body temperature below 38°C.

The general practitioner also did not note the borderline
systolic blood pressure in the patient. Even in the absence
in the indications of hypertension history, the doctor could
assume its presence by the characteristic signs as early as
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day 4 of the illness, enter it as a concomitant diagnosis, and
offer persistently the inpatient treatment due to the risk of
a severe course of COVID-19 [1, Appendix 12, paragraph 8].

The attending physician did not take into account the in-
sufficient improvement during the therapy with the recom-
mended drugs in the regulatory documents, either during
the first 3 days of their use or later. Based on the contem-
porary understanding of the COVID-19 dynamics, assessing
the potential severity of the disease course and establishing
the diagnosis in this case as moderate COVID-19 is advisable.
Starting from day 4 of the illness (at the repeated in-person
examination), considering the possibility of prescribing an
oral antiplatelet/anticoagulant to the patient was necessary.
The effectiveness of such drugs at the prehospital stage is
actively studied, but their use is limited in regulatory docu-
ments. Thrombosis of the microvasculature and microangi-
opathy is the main pathogenetic mechanism of multiple organ
failure and lethal outcomes [5]; therefore, in our opinion, pre-
scribing anti-thrombotic drugs on days 9-10 from the onset
of the disease is too late.

The follow-up checklist in the presented form does
not fulfill its tasks, namely control of the condition, timely
adjustment of treatment, and diagnostic approach. Only
one (body temperature) out of the 3 parameters that
determine the disease severity at the prehospital stage
(and, consequently, further routing), was taken into account
moreover, without objectification, according to the patient.
Such a mandatory parameter as the Sp0, level can be
monitored on an outpatient basis only by video communication
with a patient who operates correctly the provided pulse
oximeter. Additionally, the patient cannot independently
measure the frequency of the respiration rate; however,
monitoring of this indicator is necessary when follow-up over
a patient with COVID-19 and concomitant diseases.

CONCLUSION

An analysis of a clinical case confirms that the presence of
regulatory documents does not obviate the need for a thorough
study of a specific clinical situation and the corresponding
actions of the attending physician. The organization of remote
monitoring of patients with COVID-19 should be improved and
an in-person examination of the patient should be performed
at least every 72 hours, regardless of the results of remote
monitoring.
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