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Discussion about COVID exposures

UW med system- They no longer asking workers to come in during an outbreak, at first concerned about enough staff. They had a patient that came from Kirkland life center that died from sepsis and had been COVID (+) not known at the time and they would have had to have 100+ health care workers stay home. They asked workers to monitor their symptoms at that time.
-Now quantifying exposure risk and health care workers who have high risk exposures now asking them to quarantine x 14 days. Same as CDC policy. 
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-Interim Guidance of Risk Exposure for COVID-19,  
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 Yellow= is UW risk category- not as high of risk as red. The red and green are CDC categories. 

· Biggest risk to health care workers is from other health care workers who are not wearing masks. 
· Moving to a system to require eye protection with all patients. 
-Isolation Precautions:  Look at new updates on CDC inpatient precautions, from test based to symptom based.
-When to test someone when they have had a known exposure? No sooner than 48 hours after the contact. Healthcare workers asking them to wait 48 hrs to get that test. 

Case Presentations

Lake Chelan 
Case came through the quality department, health care worker w direct patient care had concern about care. 41 yr old male PT, developed redness on middle finger after some trauma. Started on Keflex and went camping. Went to ED and had red streaks up his arm. MD that saw him noted that infection was showing some improvement but MD still added doxycycline. Made him very sick and then it was stopped. 
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 24% Do nothing,  24% Not Sure , 35 % add antiMRSA coverage, 18% admit to hospital. 








-Top 10 Myths of diagnosis and treatment of cellulitis- Good paper. Look at this.
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Antibiotics are often anxiolytic for the prescriber
Cellulitis 90% time is Strep and is susceptible to beta lactams. 
Increasing redness does not equal increasing infection or a worse infection. Par for the course w first 48 hrs of starting antibiotics. Check for a superficial thrombus, make sure to do a through exam but wouldn't need to add additional antibiotics. It's not the bacteria streaking up the arm, it's the inflammation. The drawing of a line around cellulitis is for NSTI- necrotizing infections, it has been extrapolated to cellulitis. Patient had been concerned that he was given doxycycline and it was taken away like that with no replacement. If you take 100 mg BID Doxycycline you will have stomach upset. Person w Keflex and doxycycline seems to have more side effects (in John’s experience)- or complain of more side effects, if they told it is for PPX and not treatment. 

Clearwater Case
Dr. Lima- 58 yr old male, uncontrolled DM, COVID, started w GI symptoms. Hospitalized w SOB, and resp failure. Cont to have diarrhea. Wasn’t sure if he could have loperamide w covid diarrhea? He was gien loperamide, to combat water loss and need for electrolyte replacement. -60 % say yes. 
Can you use antimotility agents (e.g. loperamide) to in COVID diarrhea?
-This is different, not a toxin mediated disease like C. diff. Similar to other viruses that invade the colon are associated with inflammation and water loss across the walls of the intestine and diarrhea. Johns says yes he would give loperamide. 
Article review- on GI presentations of COVID. About 10% can have GI effects. They will post article to the UW TASP site.  Does C. diff need to be R/O before starting loperamide? Only if they have had a lot of recent antibiotics. If fairly certain it’s COVID. 
***One person at Harborview saw a lot of patients have GI symptoms, loose stools w COVID, but not profuse diarrhea. Dr. Lima feels like about 40% pts COVID have had some GI symptoms, we are still learning!***

Olympic case
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Clarify a couple of things, Genie looked up american heart assoc 2007 guideline, nothing has really changed. Guideline talked about pts w cardiac risk factors w a prosthetic valve. Most data is surrounding dental procedures. Enterococcus is really the focus of the AHA guideline, because they are so destructive to the heart valve. Extrapolation to GI literature- is really soft data. Generally for colonoscopy abx ppx is not recommended. GU procedures w manipulations who have had Enterococcus colonization in the past, then ppx abx or decolonization. DOC would be ampicillin/ amoxicillin, targeting E. faecalis specifically. Daptomycin would be used for VRE, E. faecium and rarely seen causing endocarditis. This patient would be a reasonable case, but should use amoxicillin, unless hx of VRE then use daptomycin. 
John ID- 100% time goes to guidelines w treatment of endocarditis and ppx because things change so often. 
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Case 1, Olympic Medical:
Endocarditis Prophylaxis

An 82 yo female with porcine mitral and tricuspid
valve replacements, aortic valve disease, Afib, and
CKD is admitted with a Gl bleed. She has a history
of multiple prior Gl bleeding encounters. Gl plans
colonoscopy and EGD. Cardiologist is consulted
and recommends pre-procedure prophylaxis with
daptomycin.

Pt has no known antibiotic allergies
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Which of the following should be the next
course of action?

1. Administer daptomycin pre-procedure

2. Administer vancomycin pre-procedure

3. Don’t administer pre-procedural antibiotics

4. Not sure
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Poll Results

Close Poll Results

1. Which of the following should be the next course of action?

Administer daptomycin pre-procedure

Administer vancomycin pre-procedure

Don't administer pre-procedural antibiotics

Not sure
_——— e





image1.jpg
COVID-19 Updated Exposure Pe' X | =+

2sment-hcp.htm!

ormance Analyt.. @ UW ClinLab Dashb.. ] COVID-19datadas.. g COVID-19 Data Das

positive for COVID-19, then the work restrictions described in this document should be applied.
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Work Restrictions

HCP who had
prolonged’ clgse
contact? with a
patient, visitor,
or HCP with
confirmed
CoviD-19?

HCP other than
those with
exposure risk
described above

* HCP not wearing a
respirator or
facemask*

* HCP not wearing eye
protection if the
person with COVID-
19 was not wearing a
cloth face covering
or facemask

* HCP not wearing all
recommended PPE
(i.e., gown, gloves,
eye protection,
respirator) while
performing an
aerosol-generating
procedure’

* N/A

* Exclude from work for 14 days after last exposure®
¢ Advise HCP to monitor themselves for fever or symptoms
consistent with COVID-19¢

¢ Any HCP who develop fever or symptoms consistent with COVID-
198 should immediately contact their established point of contact
(e.g., occupational health program) to arrange for medical
evaluation and testing.

¢ No work restrictions

Follow all recommended infection prevention and control
practices, including wearing a facemask for source control while
at work, monitoring themselves for fever or symptoms consistent
with COVID-19¢ and not reporting to work when ill, and

undergoing active screening for fever or symptoms consistent
with COVID-19° at the beginning of their s& _

* Any HCP who develop fever or symptom
195 should immediately self-isolate and cont
point of contact (e.g., occupational health pr, “’
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GENERAL STANDARDS AND EXPECTATIONS

Exposure to SARS-CoV-2 While at Work

Person with COVID-19 (symptomatic or
asymptomatic)*

- weaﬂng -
or face cover

HCP + mask onl

HCP + mask + eye

protection

HCP + respirator

HCP + respirator + eye

protection

*Person with COVID-19 can be another HCP, a patient, visitor or other individual
** Risk assessment performed by Infection Prevention & Control and Employee Health Service
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Case 3, Chelan:

Treating SSTI after trauma to finger

A 41 yo M, healthcare worker with redness
on his middle finger 1-week after trauma.
Started on cephalexin as an outpatient. 1-day
later presents to ED with red streaks up arm
and pain in axilla. MD notes infection appears
improving and common to have lymphatic
streaking.
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Which of the following should be the next
course of action?

. Do nothing. Patient is improving despite
lymphatic streaking

. Admit to the hospital. Lymphatic streaking

is a sign of more systemic illness

. Expand antibiotic coverage with an anti-
MRSA agent (doxycycline or SMX/TMP)

. Not sure
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cephalosporin allergies should be substantiated
before clindamycin is chosen.

Myth 7: Because one cannot tell whether cellulitis is
caused by Streptococcus spp., MSSA, MRSA, Gram-
negative or anaerobic pathogens, each patient needs to
be treated with broad-spectrum antibiotic therapy.

Lesson 7: Antibiotic therapy should be selected based
on the characteristics of the infection, severity of illness,
and patient-specific risk factors for different organisms.
Most cases of uncomplicated cellulitis without abscess
or purulence will not need combination therapy with a
B-lactam and anti-MRSA antibiotic (22.44). Gram-
negative and anaerobic coverage is generally unnecessary
(44-46).

1. Dicloxacillin and cephalexin exhibit excellent anti-
microbial activity against MSSA and Strepto-
spp. and can be prescribed

coccus as

monotherapy for most cases of nonpurulent cellu-
litis (see Myth 4) (6,8-10).

For patients who warrant MRSA coverage but do
not need intravenous antibiotics, TMP-SMX, doxy-
cycline, or linezolid can be initiated. Providers
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~Myth 8: If the redness extends beyond the drawn
wound margin in a patient with cellulitis, the patient is
etting worse.

Lesson 8: Because of the subacute spread of redness,
edema, or induration in some patients at the time of pre-
sentation with cellulitis, the lesion may continue to
spread for the first 48 h after administration of antibacte-
rial drug therapy (48).

ythema may extend beyond documented margins «
during the first 48 h without necessarily represent-
ing treatment failure. The intensity of the erythema
is often a more important variable, with improving
cases resulting in less intensely red inflammation
(48.,49).
If erythema and fever continue beyond 48 to 72 h,
treatment failure should be considered and anti-
biotic therapy should be reassessed (48.49).
3. The Infectious Diseases Sogity of America recom-
mends 5 days of treatment f¢
litis, with the option to exten
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