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Disclaimer 
As a living guideline, the recommendations will be updated, and new 

recommendations will be added as the evidence evolves. The living recommendations 

are based on the best evidence available in scientific literature at the time of its 

formulation. However, this living CPG is not a comprehensive guide to all practice 

questions and management options on COVID-19. This is not meant to restrict the 

practitioner in using sound clinical judgement and sharing the decision with the 

patient, and from considering other management options according to the patient's 

particular needs and preferences. This CPG can serve to inform policy, but it is not 

meant to serve as a basis for approving or denying financial coverage or insurance 

claims merely because of nonconformance with recommendations. Neither are the 

recommendations supposed to be considered as legal rules for dictating certain 

modes of action to the exclusion of others. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contact Us 
Send us an email at covidcpg.ph@gmail.com for any questions or clarifications on the 

outputs and process of this Living CPG. You may also suggest a clinical question for 

the consideration of the Living Clinical Practice Guidelines COVID-19 Taskforce.  

mailto:covidcpg.ph@gmail.com
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Executive Summary 
Coronavirus disease 2019 (COVID-19) has grown into a pandemic and global crisis 

affecting multiple sectors of society. Over 170 million confirmed COVID-19 cases have 

been reported globally, with 1.24 million of these cases from the Philippines as of June 

2021. Despite the national strategies implemented to curtail the health and economic 

impact of COVID-19 in the country, epidemiologic projections have yet to point to a 

foreseeable end to the pandemic, especially with the recent rise of variants with 

increased transmissibility. Thus, the Philippine COVID-19 Living CPG aimed to provide 

up-to-date, evidence-based recommendations on the management of COVID-19 

among adults with or at risk for COVID-19. Thematic areas included in this CPG were 

screening and diagnosis, treatment, critical care and respiratory management, non-

pharmacologic interventions, vaccines and prophylactic interventions, and adjunct 

interventions for COVID-19.  This document also serves as an update of the PSMID-

PCP-PCCP-PCHTM-PRA July 2020 Interim Guidance.  

Following the standard CPG development process outlined in the DOH Manual for CPG 

Development and the GRADE methodology, 90 evidence summaries and 136 

recommendations were generated by 47 consensus panelists representing 20 health 

organizations and institutions. With the living CPG model, the 11 evidence summaries 

were updated within the 6-month project duration.  A summary of the 

recommendations is presented here. 

The CPG recommendations were used in constructing management algorithms for 

COVID-19. Process evaluation using website analytics revealed that the CPG 

recommendations were mostly accessed in regions with the greatest number of new 

cases and active cases. Furthermore, a list of top evidence summaries accessed 

reflected topics that CPG users needed the most guidance on, or that remain to be 

contentious as of the present date.   

 

Severity Classification of COVID-19 

The Philippine COVID-19 Living CPG used the following definitions for the spectrum 

of severity of COVID-19, adapted from the WHO COVID-19 Living Guidance (January 

2021): 

Non-severe COVID-19 

Mild COVID-19 – no pneumonia or hypoxia, acute onset of fever and cough or 

any three or more of the following: fever, cough, coryza, sore throat, diarrhea, 

anorexia/nausea/vomiting, loss of sense of smell or taste, general 

weakness/body malaise/fatigue, headache, myalgia 

Moderate COVID-19  

a. With pneumonia, no difficulty of breathing, RR < 30 breaths/min, oxygen 

saturation >/= 94% 
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b. Without pneumonia but with risk factors for progression: elderly and/or 

with comorbidities 

Severe COVID-19 – with pneumonia and signs of respiratory distress, oxygen 

saturation < 94%. RR >30 breaths/minute, requiring oxygen supplementation 

Critical COVID-19 – with pneumonia and impending respiratory failure requiring high 

flow oxygen, non-invasive or invasive ventilation, acute respiratory distress 

syndrome, sepsis, or shock, deteriorating sensorium, multi-organ dysfunction, acute 

thrombosis 

Summary of Recommendations on Screening and Diagnosis 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We suggest an initial screen for COVID-19 by checking 
for any influenza-like illness symptoms and typical 
COVID-19 symptoms* within the past 14 days in 
apparently healthy adults. 
 
*Symptoms include fever, cough, sore throat, runny 
nose, myalgia, headache, fatigue/malaise, diarrhea, 
nausea/vomiting, anosmia, ageusia, shortness of 
breath/dyspnea. 

Conditional Low 

We recommend the use of the following specimens 
as alternative specimens to nasopharyngeal swab RT-
PCR for the diagnosis of COVID-19 among 
symptomatic and asymptomatic patients suspected 
of COVID-19 in hospital and outpatient settings:  

• oropharyngeal swab  
• saliva drool/spit and oral saliva  

• nasal swab/wash  

• throat swab 
 
*SARS COV-2 RT-PCR of nasopharyngeal swabs 
remains the diagnostic test of choice to confirm the 
diagnosis of COVID-19 among suspected individuals. 

Strong  
 
 
 
 
Moderate 
Moderate 
Moderate 
Low 

We suggest the use of saliva swab and posterior 
oropharyngeal saliva specimens as an alternative 
specimen to nasopharyngeal swab RT-PCR for the 
diagnosis of COVID-19 among symptomatic and 
asymptomatic patients with suspected COVID-19 in 
hospital and community/outpatient settings. 

 
Conditional 

 
Low 

We recommend against the use of sputum as an 
alternative specimen to nasopharyngeal swab RT-
PCR for the diagnosis of COVID-19.  

Strong Very Low 



 

 x 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

There is no evidence to recommend the use of 
bronchoalveolar lavage as an alternative specimen to 
nasopharyngeal swab RT-PCR for the diagnosis of 
COVID-19. 

- - 

We recommend the use of rapid antigen test in 
patients suspected of COVID-19 infection meeting all 
the following conditions: (Moderate quality of 
evidence; Strong recommendation) 

• Symptomatic AND 

• Early phase </=7 days from onset of 
symptoms AND 

• Specific brands that demonstrated sensitivity 
≥80% and have very high specificity (≥97-
100%)) 

Strong Moderate 

We recommend against the use of saliva as specimen 
for rapid antigen test in patients suspected of COVID-
19 infection. 

Strong Moderate 

We recommend against the use of rapid antigen test 
alone in asymptomatic patients suspected of COVID-
19 infection.  

Strong Moderate to 
High 

We suggest the use of pooled RT-PCR testing in 
targeted* low-risk and low-prevalence populations 
using a pool size of 5 in individuals suspected of 
COVID-19 infection.   
 
*Target population refer to the list of PSP and DOH 

Conditional Moderate 

We suggest repeating RT-PCR testing when the initial 
RT-PCR test is negative among symptomatic patients 
highly suspected to have COVID-19 infection. 

Conditional Low 

We recommend the use of both clinical risk 
assessment and RT-PCR* to screen for COVID-19 
among asymptomatic individuals scheduled for non-
emergency surgery. 
 
*Use high-risk PPE regardless of RT-PCR or Ag-RDT test 
results in areas with prevalence of 1% or higher. 

Strong Very Low 

We recommend the use of both clinical risk 
assessment and Antigen-Rapid Diagnostic Test (Ag-
RDT)** to screen for COVID-19 among asymptomatic 
individuals scheduled for non-emergency surgery 

Strong  Very Low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

when RT-PCR testing is not available or when 
prolonged turnaround time is considered. 
 
**Ag-RDT should have a Sn of 80% and Sp of 97% 

We suggest using laboratory-based antibody tests 
with high sensitivity and specificity (e.g., total 
antibody or IgG assays, ELISA, ECLIA) to determine 
COVID-19 seroprevalence among adults. 

Conditional Very Low 

We recommend against using antibody tests 
detecting IgM only to determine COVID-19 
seroprevalence among adults. 

Strong Very Low 

We recommend against using rapid antibody tests 
(e.g., Lateral flow immunoassays) to determine 
COVID-19 seroprevalence. 

Strong Very Low 

We recommend against the use of SARS-CoV-2 Ab 
testing to diagnose presumptive COVID-19 
reinfection among symptomatic patients previously 
diagnosed with COVID-19*.  
 
*NAAT (RT-PCR) and Genomic sequencing are the 
recommended diagnostic tests to confirm COVID-19 
reinfection. 

Strong Very Low 

We recommend the use of symptom-based strategy 
for the discontinuation of isolation and return to work 
clearance of the following: 
1. Asymptomatic adults who are not severely 
immunocompromised if they fulfill the following:  

• remained asymptomatic throughout their 
infection  

• 10 days have passed from the first positive 
viral diagnostic test (RT-PCR or rapid antigen) 

 
2. Adults who had mild to moderate COVID-19 who 
are not severely immunocompromised if they fulfill 
the following: 

• Afebrile for at least 24 hours without use of 
antipyretic medications 

• Respiratory symptoms have improved (cough, 
shortness of breath) 

• 10 days have passed from symptom onset 
 

Strong Very Low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

3. Adults who had severe to critical COVID-19 who are 
not severely immunocompromised if they fulfill the 
following:  

• Afebrile for at least 24 hours without use of 
antipyretic medications 

• Respiratory symptoms have improved (cough, 
shortness of breath) 

• 21 days have passed from symptom onset 
 
A repeat negative RT-PCR test is no longer needed for 
discharge of immunocompetent patients with probable 
or confirmed COVID-19 regardless of severity, because, 
in most cases, it results in prolonged isolation of 
patients who continue to shed detectable SARS-CoV-2 
RNA but are no longer infectious. 

We suggest test-based strategy using RT-PCR for the 
discontinuation of isolation and return to work 
clearance of the following:  
1. Severely immunocompromised adults* 
2.  Health care workers 
 
If they fulfill the following:  

• Afebrile for at least 24 hours without use of 
antipyretic medications 

• Respiratory symptoms have improved (cough, 
shortness of breath) 

• With at least one negative RT-PCR test of a 
respiratory specimen 

 
*Severely immunocompromised: Ongoing 
chemotherapy for cancer, or within one year from 
receiving a hematopoietic stem cell or solid organ 
transplant; untreated HIV infection with CD4 count < 
200, combined primary immunodeficiency disorder, 
and receipt of prednisone >20mg/day for more than 14 
days, may cause a higher degree of 
immunocompromise and require actions such as 
prolonging the duration of work restrictions. Other less 
immunocompromising conditions include advanced 
old age, DM, CKD. The degree of immunocompromise 
is determined by the health care provider, and 
preventive actions are adapted to each individual and 
situation. 

Conditional Very Low 

We suggest against the use of chest x-ray to diagnose 
COVID 19 infection among asymptomatic individuals. 

Conditional Very Low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We suggest chest x-ray to facilitate rapid triage, 
infection control and clinical management among any 
of the following: 

• patients with mild features of COVID 19 at risk 
for progression  

• patients with moderate to severe features of 
COVID 19 

• patients with symptoms of at least 5 days 
duration 

Conditional Very Low 

We suggest against the routine use of CT scan for 
diagnosing COVID-19 among suspected patients with 
COVID-19 presenting at the emergency department if 
RT-PCR testing is readily available with timely results. 

Conditional Very Low 

If RT-PCR test is not available, we suggest using non-
contrast chest CT scan for symptomatic patients 
suspected of having COVID-19 to guide early triage 
and management under the following conditions: 

• patients with mild COVID-19 who are at risk for 
progression (elderly, with comorbidities) 

• patients with moderate to severe COVID-19 

Conditional Very Low 

We suggest against the use of lung ultrasound alone 
in diagnosing patients with suspected COVID-19 
infection. 

Conditional Low 

To guide the decision to admit patients with COVID-
19 to the hospital: 
We suggest the use of the following scoring systems: 

• Age, BUN, number of Comorbidities, CRP, 
SpO2/FiO2 ratio, Platelet count, Heart rate 
(ABC2-SPH) risk score,  

• Confusion Urea Respiration Blood Pressure 
(CURB-65) severity score,  

• Risk Stratification in the Emergency 
Department in Acutely Ill Older Patients (RISE-
UP) score, and  

• Rapid Emergency Medicine Score (REMS) 

Conditional Low 

To guide in the expectant monitoring of hospitalized 
patients: 
We suggest the use of the 4C Deterioration model.  
 
There is insufficient evidence to recommend the use 
of the Modified Early Warning Score (MEWS) and 

 
 
Conditional 
 
- 

 
 
Low 
 
Very low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

National Early Warning Score 2 (NEWS2) scoring 
systems. 

There is insufficient evidence to recommend the use 
of breath test in detecting COVID-19 infection. 

- High 

There is insufficient evidence to recommend the use 
of specific cut-off values of CRP, LDH and Ferritin to 
guide immunotherapy in COVID-19. 

- Very Low 

We suggest the use of D-dimer to guide 
anticoagulation of patients with COVID-19, because 
of its significant association with mortality, 
thromboembolism, and worsening severity of 
disease. 

Conditional Low 
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Summary of Recommendations on Treatment 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend against the use of 
hydroxychloroquine/chloroquine, with or without 
azithromycin among patients with COVID-19 
infection. 

Strong Moderate 

We recommend against the use of azithromycin 
among patients with COVID-19 infection. 

Strong Moderate 

There is insufficient evidence to recommend the use 
of favipiravir among patients with COVID-19. 

- Very low 

We suggest against the use of remdesivir in patients 
with COVID-19 infection who have O2 saturation ≥94% 
and do not require oxygen supplementation. 
 
We suggest the addition of remdesivir to 
dexamethasone in patients with COVID-19 infection 
who have O2 saturation < 94% and/or requiring 
oxygen supplementation. 
 
We suggest against the use of remdesivir in patients 
with COVID-19 infection who are already on  invasive 
mechanical ventilation or ECMO. 
 
*For patients who progress to invasive mechanical 
ventilation while on remdesivir, the drug can be 
continued. 

Conditional 
 
 
 
Conditional 
 
 
 
 
Conditional 

Low 
 
 
 
Low 
 
 
 
 
Low 

We recommend the addition of tocilizumab to 
systemic steroids in patients with elevated 
biomarkers of inflammation (CRP), showing rapid 
respiratory deterioration and/or requiring high doses 
of oxygen (high-flow nasal cannula, noninvasive or 
invasive mechanical ventilation). 
 
We recommend against the use of tocilizumab in 
patients with COVID-19 infection who do not require 
oxygen supplementation. 

Strong 

 

 

 

 

 

 

Strong 

 

Moderate 
 
 
 
 
 
 
Very low 
 

We recommend against the use of convalescent 
plasma among patients with COVID-19 infection. 

Strong Moderate 

We recommend against the use of ibuprofen as 
treatment among patients with COVID-19 infection. 

Strong Very low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

There is no evidence to recommend the use of VCO 
as treatment among patients with COVID-19 
infection. 

- - 

We recommend against the use of Lianhua as 
treatment among patients with COVID-19 infection. 

Strong Very low 

We suggest against the use of ivermectin for the 
treatment of patients with mild-to-moderate COVID-
19. 
 
We recommend against the use of ivermectin for the 
treatment of patients with severe COVID-19. 
 
We suggest against the use of ivermectin combined 
with doxycycline for the treatment of patients with 
COVID-19. 

Conditional 
 
 
 
Strong 
 
 
Conditional  

Very low 
 
 
 
Very low 
 
 
Very low 

We suggest against the use of colchicine in the 
treatment of COVID-19. 

Conditional Low 

We suggest against the use of interferon in the 
treatment of hospitalized patients with moderate to 
critical COVID-19. 

Conditional Very low 

We suggest the use of baricitinib in combination with 
remdesivir in hospitalized COVID-19 patients who 
cannot take corticosteroids and require oxygen 
supplementation. 
 
There is insufficient evidence to recommend the use 
of baricitinib in combination with remdesivir and 
corticosteroids in hospitalized COVID-19 patients. 
 
There is no evidence to recommend the use of 
baricitinib alone in hospitalized COVID-19 patients. 

Conditional Low 
 
 
 
 
Very low 

There is insufficient evidence to recommend the use 
of inhaled corticosteroids as treatment for non-
hospitalized patients with mild to moderate COVID-19 
infection. 

- Very low 

We recommend against the use of lopinavir/ritonavir 
as treatment for COVID-19 infection. 

Strong Moderate 



 

 xvii 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

There is insufficient evidence to recommend the use 
of casirivimab plus imdevimab as treatment for 
COVID-19 infection. 

- Low 

There is insufficient evidence to recommend the use 
of leronlimab as treatment for COVID-19. 

- Very low 

We recommend against the use of steam inhalation 
alone in the treatment of COVID-19. 

Strong Very low 

We suggest against the use of baloxavir as treatment 
for patients with COVID-19 infection. 

Conditional Very low 

We recommend against the use of oseltamivir as 
treatment for patients with COVID-19 infection. 

Strong Very low 

We suggest against the use of intravenous 
immunoglobulin as treatment for moderate to severe 
COVID-19. 

Conditional Very low 

There is insufficient evidence to recommend using 
umbilical cord-derived mesenchymal stem cell 
therapy among adults with severe COVID-19. 

- Very low 

We suggest against the use of famotidine in the 
treatment of COVID-19. 

Conditional Very low 
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Summary of Recommendations on Critical Care and Respiratory Management 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend the use of dexamethasone in patients 
with COVID-19 infection who require supplemental 
oxygenation (i.e., including high-flow device, non-
invasive, invasive mechanical ventilation and ECMO). 
 
We recommend against the use of systemic 
corticosteroids among patients with COVID-19 
infection who do not require oxygen supplementation. 

Strong 
 
 
 
 
Strong 

High 
 
 
 
 
Moderate to 
high 

We suggest the use of prophylactic anticoagulation 
among hospitalized patients with COVID-19 infection, 
unless with contraindications. 
 
We suggest the use of prophylactic dose 
anticoagulation rather than therapeutic 
anticoagulation in critically ill patients with COVID-19 
infection. 

Conditional 
 
 
 
Conditional 

Very low 
 
 
 
Low 

We recommend against the routine use of antibiotics 
in patients with severe and critical COVID-19 infection, 
unless with suspicion of secondary bacterial co-
infection. For patients on empiric antibiotics, they 
should be assessed daily for the need for 
discontinuation, continuation or deescalation based 
on clinical and laboratory parameters. 

Strong Very low 

There is insufficient evidence on the use of 
hemoperfusion among patients with COVID-19 
infection. 

- Very low 

We suggest the use of conservative fluid 
management rather than liberal fluid management 
strategy in mechanically ventilated adult COVID-19 
patients with acute respiratory distress syndrome 
who have been adequately resuscitated*. 
 
*without tissue hypoperfusion and fluid 
responsiveness 

Conditional Low 

We suggest self-proning to improve oxygenation 
status of non-intubated hospitalized patients with 
COVID-19 infection requiring oxygen 
supplementation. 

Conditional Very low 

We suggest the use of high-flow nasal cannula 
oxygenation rather than non-invasive ventilation (e.g., 

Conditional Very low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

helmet CPAP, mask NIV) in patients with COVID-19 
infection and acute hypoxemic respiratory failure who 
do not respond to conventional oxygen therapy. 

We suggest the use of a lung protective ventilation 
strategy (tidal volume 4-8 mL/kg predicted body 
weight and plateau pressure less than 30 cmH2O) in 
patients with COVID-19 infection and ARDS. 

Conditional Very low 

There is insufficient evidence to recommend the use 
of a higher PEEP strategy. We suggest individualizing 
PEEP or employ a PEEP strategy based on respiratory 
mechanics (i.e., compliance) in patients with COVID-
19 infection. 

Conditional Low 

There is insufficient evidence to recommend a driving 
pressure limited strategy in patients with COVID-19 
infection. We suggest keeping the driving pressure ≤ 
14 cmH2O. 

Conditional Low 

We suggest the use of rapid sequence intubation for 
COVID-19 patients to reduce infection among 
healthcare workers performing the procedure. 

Conditional Very low 

We suggest the use of Venovenous Extracorporeal 
Membrane Oxygenation (ECMO) for judiciously 
selected COVID-19 patients with severe ARDS based 
on the Extracorporeal Life Support Organization 
(ELSO) criteria. 

Conditional Very low 

There is insufficient evidence to recommend the use 
of hyperbaric oxygen therapy for the management of 
COVID-19 patients. 

- Very low 

We recommend against the use of etoposide among 
patients with COVID-19 pneumonia in cytokine storm. 

Strong Very low 

We recommend individualized pulmonary 
rehabilitation with pre-intervention medical clearance 
for long COVID patients who show residual 
respiratory symptoms. 

Strong Moderate 
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Summary of Recommendations on Non-Pharmacologic Interventions 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend that healthcare workers not directly 
taking care of COVID-19 patients, and other persons 
with high risk of exposure to COVID-19 should use 
properly fitted surgical masks instead of cloth masks. 
 

We suggest using a cloth mask that fits snugly on 
the face and made of at least two layers of cotton 
(e.g., t-shirt fabric) or non-woven nylon with 
aluminum nose bridge for the general public with 
low risk of exposure to COVID-19 in outdoor or 
indoor areas to prevent COVID-19 infections. 

Strong 
 
 
 
 
Conditional 

Moderate 
 
 
 
 
Low 

We recommend against the use of ionizing air purifier 
to reduce COVID-19 transmission in the community. 

Strong Low 

We recommend against the use of footbaths for the 
prevention and control of COVID-19 transmission. 

Strong Very low 

We recommend against the use of misting tents or 
disinfection chambers for preventing and controlling 
COVID-19 transmission. 

Strong Very low 

We recommend against the use of UV lamps or other 
UV devices in any place outside of a controlled clinic 
or hospital setting to prevent and control COVID-19 
transmission. 

Strong Low 

We suggest the use of HEPA filter as an option to 
improve air quality in indoor spaces with inadequate 
ventilation. 

Conditional Low 

In situations where there is shortage of filtering 
facepiece respirators (FFR), we suggest the use of 
Hydrogen Peroxide Vapor (HPV), Ultraviolet 
Germicidal Irradiation (UVGI), moist heat and 
peracetic acid dry fogging system (PAF) as options 
for N95 mask decontamination as recommended by 
the manufacturer based on their ability to reduce 
SARS-COV-2 load while still maintaining N95 mask 
integrity. 
 
We recommend against the use of autoclave and 
alcohol as these methods alter filtering facepiece 
respirator’s (N95) integrity and degrade filtration 
efficacy. 

Conditional 
 
 
 
 
 
 
 
 
 
Strong 

Low 
 
 
 
 
 
 
 
 
 
Very low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend the use of appropriate PPE to include 
mask (N95 or higher), fluid repellent sealed well-fitting 
long gown, double gloves, apron, full face shield or 
goggles or visor, scrub hat, and disposable shoe 
covers or dedicated closed footwear among 
surgeons engaged in aerosol generating procedures 
of suspected or confirmed COVID-19 patients. 

Strong Very low 

We recommend the use of at least a surgical face 
mask and face shield for protection against COVID-19 
infection among healthcare workers in the outpatient 
setting not performing aerosol generating 
procedures. Additional PPEs such as medical gowns 
and gloves should be worn as part of standard 
precautions during the performance of other 
procedures. 

Strong Very low 

We recommend the use of the following PPE: 
disposable hat, medical protective mask (N95 or 
higher standard), goggles or face shield (anti-fog), 
medical protective clothing, disposable gloves and 
disposable shoe covers or dedicated closed footwear 
as an effective intervention in the prevention of 
COVID-19 among health care workers in areas with 
possible direct patient care of confirmed or probable 
COVID-19 patients and possible performance of 
aerosol generating procedures. 

Strong Moderate 

We suggest the use of face mask plus protective 
eyewear in the form of face shield or goggles for the 
general public in areas with sustained community 
transmission of SARS-COV2. 
 
We recommend using medical face mask plus face 
shield and standard personal protective equipment 
among health care workers not directly involved in the 
care of COVID-19 patients in areas with sustained 
community transmission of SARS-COV2. 

Conditional 
 
 
 
 
 
Strong 

Very low 
 
 
 
 
 
Very low 

We suggest against the use of protective physical 
barrier enclosures (ex. aerosol box) for the prevention 
of COVID-19 among health care providers who 
perform aerosol generating medical procedures*. 

 
*Proper PPEs should be used by health care providers 
when performing aerosol-generating procedures. 

Conditional Very low 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We suggest using protective physical barriers in areas 
where physical distancing cannot be adhered to (e.g., 
offices, reception desk)**. 

 
** Adequate ventilation, physical distancing, use of 
facemasks and personal hygiene should still be 
maintained to prevent COVID-19 infections. Regular 
cleaning and disinfection of physical barriers should 
be practiced. 

Conditional Very low 

We recommend cleaning and disinfecting surfaces 
using the appropriate disinfecting chemical agents 
such as 0.5% sodium hypochlorite solution (bleach) 
or 70% alcohol to prevent COVID-19 infection.  
  
For high touch surfaces and high traffic areas, such 
as in the workplace, disinfection should be done 
before shift, intermittently during shift and after the 
shift. 
  
For household disinfection, once daily disinfection of 
high touch surfaces is recommended. 

Strong Low 
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Summary of Recommendations on Vaccines and Prophylactic Interventions 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend the use of the following vaccines to 
prevent symptomatic SARS-CoV-2 infection among 
adults:  

a. BNT162b2 (Pfizer/BioNTech) (given as 0.3ml 
(30ug) intramuscular injections, in 2 doses, 21 
days apart)  

b. mRNA-1273 (Moderna) (given as 0.5ml 
(100ug) intramuscular injections, in 2 doses, 
28 days apart)  

c. ChAdOx1 (AstraZeneca) (given as 0.5 ml (5 x 
106 vp) intramuscular injections, in 2 doses, at 
least 12 weeks apart)  

d. Gam-COVID-Vac (Gamaleya) (given as rAd-26 
0.5ml intramuscular injection, then rAd-5S 0.5 
ml intramuscular injection 21 days after)  

e. Ad26.COV2.S (Janssen/Johnson&Johnson) 
(given as 0.5ml single dose intramuscular 
injection) 

 
We recommend the use of CoronaVac (Sinovac) 
(given as 0.5ml (600SU) intramuscular injection, in 2 
doses, at 28 days apart) to prevent symptomatic 
SARS-CoV-2 infection among adults. 

Strong 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Strong 

Moderate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Low 

We recommend the use of BNT162b2 
(Pfizer/BioNTech), mRNA-1273 (Moderna), ChAdOx1 
(Astrazeneca), Gam-COVID-Vac (Gamaleya) and 
Ad26.COV2.S (Janssen/ Johnson&Johnson) 
vaccines to prevent symptomatic SARS-CoV-2 
infection in older adults (>64 year old). 
 
There is insufficient evidence to recommend the use 
of CoronaVac (Sinovac) to prevent symptomatic 
SARS-CoV-2 Infection in older adults (>60 years old). 

Strong 
 
 
 
 
 
 
- 

Low 
 
 
 
 
 
 
Very low 

We recommend the use of BNT162b2 
(Pfizer/BioNTech), mRNA-1273 (Moderna), ChAdOx1 
(Astrazeneca), Gam-COVID-Vac (Gamaleya), 
CoronaVac (Sinovac) and Ad26.COV2.S (Janssen/ 
Johnson&Johnson) vaccines in pregnant and 
lactating women after consultation with a physician.  

Strong Very low 

We recommend the use of BNT162b2 
(Pfizer/BioNTech), mRNA-1273 (Moderna), ChAdOx1 
(Astrazeneca), Gam-COVID-Vac (Gamaleya) and 
Ad26.COV2.S (Janssen/ Johnson&Johnson) 

Strong Moderate 
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Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

vaccines to prevent SARS-CoV-2 infection in adults 
who have stable medical comorbidities and are at risk 
for severe infection. 

We suggest the use of CoronaVac (Sinovac) to 
prevent SARS-CoV-2 infection in adults who have 
stable medical comorbidities and are at risk for 
severe infection. 

Conditional Very low 

We recommend the use of BNT162b2 
(Pfizer/BioNTech), mRNA-1273 (Moderna), ChAdOx1 
(Astrazeneca), Gam-COVID-Vac (Gamaleya), 
CoronaVac (Sinovac) and Ad26.COV2.S (Janssen/ 
Johnson&Johnson) vaccines to prevent SARS-CoV-2 
infection in immunocompromised patients (i.e., 
diagnosed with HIV, hepatitis B and C, those with 
cancer undergoing chemotherapy, transplant patients 
receiving immune-suppression) after medical 
clearance from a physician. 

Strong Low 

We recommend the use of  BNT162b2 
(Pfizer/BioNTech)vaccine in children 12 years old and 
above to prevent SARS-CoV-2 infection. 

Strong Moderate 

There is no evidence on the use of mRNA-1273 
(Moderna), ChAdOx1 (Astrazeneca), Gam-COVID-Vac 
(Gamaleya), Ad26.COV2.S (Janssen/ 
Johnson&Johnson) and CoronaVac (Sinovac) among 
children <18 years old to prevent SARS-CoV-2 
infection.   

- - 

We recommend against the use of these vaccines for 
those who have known allergies to the contents / 
excipients of the vaccine, such as polysorbate: 
(ChAdOx1 (Astrazeneca), Gam-COVID-Vac 
(Gamaleya) and Ad26.COV2.S (Janssen/ 
Johnson&Johnson) and polyethylene glycol or 
PEG200 DMG (BNT162b2 (Pfizer/BioNTech) and 
mRNA-1273 (Moderna). 

Strong Moderate to 
high 

We recommend against the use of melatonin as 

prevention for COVID-19 infection. 

Strong Very low 

We recommend against the use of Vitamin D 
supplementation to prevent COVID-19 infection. 

Strong Very low 



 

 xxv 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

We recommend against the use of zinc 
supplementation to prevent COVID-19 infection. 

Strong Very low 

We recommend against the use of HCQ for pre-
exposure prophylaxis in adults who are at high risk of 
exposure to COVID-19 cases. 
 
We recommend against the use of HCQ for post-
exposure prophylaxis in adults who are exposed to 
COVID-19 cases. 

Strong 
 
 
 
Strong   
 
 
 

Moderate 
 
 
 
Low 
 

We recommend against the use of lopinavir/ritonavir 
for chemoprophylaxis in individuals exposed to 
COVID-19 patients. 

Strong Very low 

There is insufficient evidence to recommend the use 
of saline nasal irrigation (SNI) to prevent COVID-19 in 
healthy individuals. 

- Very low 

We recommend against the use of steam inhalation 
in the prevention of COVID-19 

Strong Very low 

There is insufficient evidence to recommend the use 
of antiseptic mouthwash or gargle to prevent COVID-
19 in healthy individuals. 

- Very low 

We recommend against the use of ivermectin as 
COVID-19 prophylaxis for the general population.    
 
We recommend against the use of ivermectin for 
COVID-19 as post-exposure prophylaxis for 
household contacts of confirmed COVID-19 patients. 
 
We recommend against the use of ivermectin for 
COVID-19 as prophylaxis for healthcare workers. 

Strong 
 
 
Strong 
 
 
 
Strong 

Very low 
 
 
Very low 
 
 
 
Very low 

We suggest against the use of BCG vaccine for the 
prevention of COVID-19 infection. 

Conditional Very low 

There is insufficient evidence on the use of aspirin as 
prophylaxis against COVID-19-induced coagulopathy 
among patients with COVID-19. 

- Very low 
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Summary of Recommendations on Adjunct Interventions 

Recommendation Strength of 
Recommendation 

Certainty of 
Evidence 

There is insufficient evidence to recommend the use 
of zinc as adjunct treatment for patients with COVID-
19 infection both in the outpatient and in-patient 
setting.  

- Very low 

We suggest against the use of B vitamins as 
adjunct in the treatment of patients with COVID-
19. 

Conditional Very low 

There is insufficient evidence to recommend the 
use of intravenous Vitamin C as adjunct 
treatment for patients with COVID-19 infection. 

- Low 

There is insufficient evidence to recommend the 
use of Vitamin D supplementation as adjunct 
treatment for patients with COVID-19 infection.  

- Very low 

There is insufficient evidence to recommend the 
use of melatonin as adjunct treatment for 
patients with COVID-19 infection. 

- Very low 

There is no evidence to recommend the use of 

virgin coconut oil as adjunct treatment for 

patients with COVID-19 infection. 

- - 

There is insufficient evidence to recommend the 

use of fatty acid supplements as adjunctive 

treatment for patients with COVID-19.  

- Low 

We recommend against the use of intravenous N-

acetylcysteine as adjunct treatment for patients 

with COVID-19 infection.  

Strong Moderate 

We recommend continuing maintenance RAAS 

blockers for hypertension among patients with 

COVID-19 infection. 

Strong Moderate 

We suggest that ibuprofen may still be used as 

symptomatic treatment of patients with COVID-

19 infection if clinically warranted. Concurrent 

use of ibuprofen is not associated with 

worsening of COVID-19 outcomes. 

Conditional Very low 



 

 xxvii 

There is insufficient evidence to recommend 

discontinuation of aspirin as maintenance 

therapy for underlying medical conditions in 

patients with COVID-19. 

- Very low 
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Introduction 
Coronavirus disease 2019 (COVID-19) has grown into a pandemic and global crisis 

affecting multiple sectors of society. As of June 1, 2021, over 170 million confirmed 

COVID-19 cases have been reported globally [1]. In the Philippines, the number of 

confirmed cases has rapidly increased to 1.24 million as of June 1, 2021, with 21,012 

deaths recorded nationwide [2]. The national strategy towards the new normal is 

prevention, detection, isolation, treatment, and reintegration [3]. The PDITR strategy 

has been expanded to include vaccination, with the arrival of COVID-19 vaccines from 

donor countries and international organizations. Since the launch of the national 

vaccination campaign against COVID-19 in March 2021, the Philippines had 1.7 million 

fully vaccinated individuals as of June 10, 2021 [4]. Notwithstanding these strategies, 

none of the epidemiologic projections on COVID-19 in the Philippines point to a 

foreseeable end of the pandemic, especially with the rise of variants with increased 

transmissibility. 

Given the magnitude of the impact of COVID-19 in the country, in addition to the 

concurrent infodemic potentially causing misinformation and disinformation among 

clinicians, public health officials, and policy makers, there is a need for evidence-based 

guidelines for the effective management and control of the spread of this disease. 

Existing international guidelines and living systematics reviews on COVID-19 need to 

be contextualized for the recommendations to be applicable to local end-users and 

other stakeholders. 

 

Objectives 

The Philippine COVID-19 Living CPG aimed to provide up-to-date, evidence-based 

recommendations on the treatment, diagnosis, infection prevention, and control of 

COVID-19 among adults with or at risk for COVID-19 using the GRADE methodology. 

Specifically, this project: 

1. Identified priority questions related to COVID-19 management, infection 

prevention and control 

2. Summarized available literature on each priority question related to COVID-19 

management, infection prevention and control 

3. Formulated recommendations on COVID-19 management, infection 

prevention, and control based on the evidence summaries presented 

4. Updated selected recommendations on COVID-19 management, infection 

prevention and control based on predefined parameters 

 

Target Population 

This CPG was intended to apply primarily for adult Filipinos aged 18 years old and 

above diagnosed with, or at risk of COVID-19. The severity of COVID-19 was indicated 

in several recommendations if it is severity-specific. Other clinical characteristics, 
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such as comorbidities, that would affect the recommendations were indicated clearly 

in the wording, as appropriate. 

 

Intended Users 

The following groups are the expected target users of this Living CPG: 

1. Public health professionals, such as provincial/city/municipal health officers, 

program managers, public health nurses, etc., to inform their localized 

decisions in implementing national policies on COVID-19, such as on public 

health standards, management, and preventive interventions. 

2. Clinicians in the hospitals, quarantine centers, and other treatment facilities 

handling COVID-19 patients, such as generalist physicians, internists, 

infectious disease specialists, pulmonologists, other specialist physicians, 

staff nurses, hospital administrators, etc., to inform their individual clinical 

decisions from diagnosis to treatment and prevention. 

3. Academicians and researchers, especially those working on related COVID-19 

topics, to guide their research initiatives in addressing the identified gaps 

during the evidence synthesis of this CPG 

4. Policymakers and local government officials, such as the Department of 

Health, Philippine Health Insurance Corporation, Inter-agency Task Force for 

the Management of Emerging Infectious Diseases, Food and Drug 

Administration, Health Technology Assessment Council, etc., to inform their 

national policies on COVID-19, including standards of care in outpatient and in-

patient settings 
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CPG Development Methodology 
The development process of the Philippine COVID-19 Living CPG followed the 

Philippine Department of Health’s Manual for Clinical Practice Guideline Development 

[5] and the Grading of Recommendations, Assessment, Development and Evaluation 

or GRADE Approach [6]. The reporting of this CPG manuscript was based on the 

AGREE Reporting Checklist [7].  Some of the questions in the base CPG were updated 

following the living CPG methodology [8].  

 

Overview of Philippine COVID-19 Living CPG Development Process 

The following development process was undertaken by the Philippine COVID-19 Living 

CPG. Further details were presented in succeeding sections. 

1. Guideline Preparation – The Steering Committee identified and convened 

members of the Living CPG task force: Evidence Review Experts (ERE) or 

Technical Working Group (TWG) and the Consensus Panel. A total of 21 

specialty societies and stakeholders were represented in the task force. 

Several orientation sessions were conducted for the technical reviewers and 

consensus panel members on the COVID CPG development process. Technical 

reviewers were re-trained on evidence synthesis and the GRADE methodology. 

Consensus panel members were oriented on how to interpret the evidence 

summaries and apply the GRADE evidence-to-decision framework. 

2. Evidence Synthesis - Evidence Review Experts (ERE) reviewed and appraised 

existing CPGs, systematic reviews, preprints and published literature, prepared 

evidence summaries, and drafted evidence-based recommendations. During 

this stage of development, three technical coordinators with expertise in CPG 

Development and Evidence-Based Medicine oversaw the retrieval and appraisal 

of evidence and the creation of the draft recommendations. Three technical 

writers ensured that the evidence summaries are uniform, concise, and clear. 

The Steering Committee organized several practice sessions for the ERE to 

finalize their presentations, and discuss them with other EREs, Steering 

Committee, and technical experts. Evidence summaries were collated, 

formatted, and prepared for presentation to the consensus panel.  

 

3. Evidence to Decision – Upon completion of the evidence summaries by the 

ERE, several en banc meetings with the multidisciplinary Consensus Panel were 

conducted to present and discuss the evidence summaries and draft 

recommendations. The consensus panel voted on the strength and direction of 

the recommendations.  

 

4. Living CPG Process – From the base CPG created in the above standard 

guideline development process, some of the questions were prioritized to a 

living status and updated depending on the following: (1) current priority for 
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decision making, or (2) new evidence available likely to change existing 

recommendation [8]. The EREs working on living recommendations performed 

continual surveillance of literature to update the living systematic review with 

new evidence and updated the Evidence Summary tables and draft 

recommendations for the panel discussion. The Steering Committee reviewed 

the updated evidence summary document and revised draft recommendation. 

As needed, the Consensus Panel concerned was convened again in an online 

meeting to discuss the new evidence and any changes in the living 

recommendation. 

 

The Living CPG Development Process is summarized in Figure 1 below: 

 

Figure 1. Philippine COVID-19 Living CPG Development Process. 

 

Guideline Preparation 

COMPOSITION OF THE GUIDELINE TASK FORCE 

The Steering Committee were composed of members representing one or more of the 

following expertise: CPG methodology, clinical epidemiology, family medicine, internal 

medicine, infectious diseases, pulmonology and critical care, infection control, and 

public health. Aside from clinicians, there was also a representative from the DOH. All 

members have technical knowledge and expertise on clinical management and policy 

development related to COVID-19.  

The Evidence Review Experts (ERE) were composed of members with one or more of 

the following expertise: methodologists, clinical epidemiologists, evidence-based 
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medical practitioners. They preferably had previous training and experience in CPG 

development and evidence synthesis. 

The Consensus Panel was composed of multi-sectoral representatives such as health 

practitioners, both specialists and non-specialists, and patient advocates. Aside from 

clinicians, there were also representatives from the DOH. All panel members were the 

designated representatives of the relevant professional groups and stakeholder 

organizations and were selected based on their content expertise and experience, and 

potential conflicts of interest. The panelists, being involved directly in COVID-19 

patient care and some having been infected themselves, acted also as patient 

advocates to reflect patients’ and public’s views and preferences. 

Refer to Appendix A for the full composition of the Philippine COVID-19 Living CPG 

Task Force, including their professional and institutional affiliations. Their 

declarations of conflicts of interest are presented in Appendix B. 

 

KEY CLINICAL ISSUES AND QUESTIONS 

The Philippine COVID-19 Living CPG tackled six central themes in COVID-19, and each 

theme was represented by a task force headed by a technical coordinator: 

• Screening and diagnosis 

• Treatment 

• Critical care and respiratory management  

• Non-pharmacologic interventions 

• Vaccines and prophylactic interventions 

• Adjunct interventions  

Table 1 below summarizes the topics covered per panel. The Steering Committee, 

together with the TWG and other key stakeholders, finalized the health questions to 

be addressed in the CPG. The detailed population, interventions/ tests, and outcomes 

were presented in the appropriate sections for each theme. 

 

Table 1. Topics covered in the Philippine COVID-19 Living CPG. 

Screening and Diagnosis Treatment 

• 14-day COVID-19 symptom-
based test 

• Choice of sample for RT-PCR 
(including saliva testing) 

• Pooled sample testing using RT-
PCR 

• Rapid antigen tests 
• Repeat testing using RT-PCR 

• Antibody testing for reinfection 

• Hydroxychloroquine (HCQ) or 
Chloroquine (CQ) with or without 
Azithromycin 

• Azithromycin 
• Convalescent Plasma 

• Favipiravir 
• Remdesivir 

• Tocilizumab 
• Ivermectin 
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• Antibody tests (LFIA, ECLIA, and 

ELISA) for seroprevalence 

• Clinical risk assessment and RT-
PCR testing for patients 
undergoing surgery 

• Return to work after COVID-19 
(non HCW and HCWs) 

• Chest X-ray in the diagnosis of 
COVID-19  

• CT Scan in the diagnosis of 
COVID-19 

• Chest UTZ in diagnosis  

• Prognostic factors of severe 
disease and mortality 

• LDH, CRP, and Ferritin for 
immunotherapy  

• D-dimer for anticoagulation 

• Breath test 
 

• Traditional Chinese Medicine 
(Lianhua capsules) 

• Lopinavir/ritonavir 

• Interferon 
• Colchicine 

• Inhalational steroids 
• Baricitinib 

• Leronlimab 
• Regeneron (casirivimab-

imdevimab) 

• Bamlanivimab-etesevimab 

• Mesenchymal stem cell therapy 

• Intravenous immunoglobulin 
• Ibuprofen 

• Famotidine 

• Baloxavir 
• Oseltamivir 

• Virgin coconut oil 
• Steam inhalation 
 

Critical Care and Respiratory 
Management 

Non-Pharmacologic Interventions 

• Anticoagulation 

• Systemic corticosteroids 

• Empiric antimicrobials 
• Fluid management 

• Hemoperfusion 

• High-Flow Nasal Cannula (versus 
Non-invasive ventilation or 
Conventional oxygen therapy) for 
acute hypoxemic respiratory 
failure  

• Lung protective ventilation, PEEP, 
and driving pressure for ARDS 
patients 

• Proning in non-intubated COVID-
19 patients 

• Etoposide for cytokine storm 

• ECMO  
• Hyperbaric Oxygen Therapy 

• Rapid sequence intubation 
versus delayed intubation 

• Pulmonary rehabilitation for 
patients with long COVID-19 

 

• Cloth masks  

• Face masks and protective 
eyewear (face shield or goggles) 

• Foot bath 
• HEPA filter 

• Ionizing air filters 

• Methods of decontaminating 
N95 mask for reuse 

• Misting tents  

• UV lamps 
• PPEs for HCWs in the hospital 

setting (wards, ICUs, and 
emergency rooms) 

• PPEs for HCWs in OPDs in areas 
with sustained community 
transmission 

• Minimum PPE during surgeries  

• Methods of surface disinfection 
• Acrylic physical barriers 
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Vaccines and Prophylactic 
Interventions 

Adjunct Interventions 

• COVID-19 Vaccines  
• Hydroxychloroquine (HCQ) or 

Chloroquine (CQ)  

• Lopinavir/ Ritonavir  
• Melatonin  

• Nasal saline irrigation  
• Antiseptic mouthwash/ gargle 

• Steam inhalation  
• Vitamin D  

• Zinc supplements  
• BCG vaccine  

• Ivermectin  

• Aspirin as prophylaxis against 
COVID-19 induced coagulopathy 

• Ibuprofen and worse COVID-19 
symptoms 

• Melatonin  

• N-Acetylcysteine  
• Virgin Coconut Oil  

• Vitamin C  
• Vitamin D  

• Zinc  
• Oral fatty acid supplements  

• Vitamin B  
• Aspirin as maintenance therapy 

• RAAS antagonists as 
maintenance therapy 
 

 

Evidence Synthesis 

The general approach for the evidence reviews for this CPG was the identification of 

existing systematic reviews and CPGs on COVID-19. Reference lists were checked vis-

a-vis the search yield of the evidence reviewers. If there were none found, or the 

systematic reviews and CPGs were not high-quality nor updated, a de novo systematic 

review was done. Otherwise, high-quality and up-to-date review CPG evidence 

summaries were used for generating recommendations. 

Each clinical question was reviewed by at least two reviewers, with the oversight of an 

expert technical coordinator. This was done to ensure reproducibility of the following 

study assessments: Inclusion/ exclusion of studies, study quality appraisal, and data 

extraction. 

 

SEARCH METHODS 

Primary studies and systematic reviews were searched from December 2020 to the 

present, using the following sources: 

• Electronic databases: MEDLINE through PubMed and Cochrane CENTRAL 

Database 

• Pre-print databases: ChinaXiv.org, MedRxiv.org, and BioRxiv.org 

• Trial registries: USA ClinicalTrials.gov, China ChiCtr.org, and WHO ICTRP 

• Living COVID-19 databases: COVID-19 Open Living Evidence Synthesis 

(https://covid-nma.com/), COAP Living Evidence on COVID-19 

(https://zika.ispm.unibe.ch/assets/data/pub/search_beta/), and L-OVE 

Database (https://iloveevidence.com) 

• COVID-19 Living CPGs: Australia (https://covid19evidence.net.au/), US NIH 

(https://www.covid19treatmentguidelines.nih.gov/), and WHO 
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(https://www.who.int/publications/i/item/therapeutics-and-covid-19-living-

guideline) 

A final check of the comprehensiveness and completeness of the search was done by 

checking references used in relevant articles on the UpToDate Clinical Decision 

Support System (http://uptodate.com/). 

Detailed search strategies for each clinical question were presented in the respective 

full-text evidence summaries. Refer to Appendix C for the search terms used for 

COVID-19 and the study design filters.  

 

INCLUSION AND EXCLUSION CRITERIA 

As a rule, questions on clinical efficacy and safety of interventions were answered 

using randomized controlled trials. If there were limited or no RCTs available, 

observational studies were included. For questions on diagnostic tests, appropriately 

designed diagnostic accuracy studies were sought. 

The target population depended on the clinical question, whether it was on patients 

with COVID-19, individuals at high risk of COVID-19, or the general population. Due to 

the limited resources available, only those articles in the English language were 

included. Specific details on inclusion and exclusion criteria were presented in the 

respective full-text evidence summaries. 

 

STUDY QUALITY ASSESSMENT 

Quality appraisal of primary studies and systematic reviews was done by at least two 

independent reviewers. The Painless EBM questions on validity [9] were prescribed to 

be used for quality appraisal of therapy, diagnosis, harm, and systematic review 

questions.  Risk of bias assessments were summarized in evidence tables within the 

respective full-text evidence summaries. 

Certainty of evidence for each outcome was determined using the GRADE approach 

[6]. The overall certainty of evidence was determined by the ERE by considering the 

lowest certainty across all critical and important outcomes. There were different 

factors considered by the reviewers in determining the certainty of evidence, as 

summarized in Table 2. 

 

DATA SYNTHESIS 

Meta-analysis was done to pool the treatment effects or the diagnostic performance 

indices, as appropriate to the clinical question. When studies and results cannot be 

combined, a narrative synthesis was done, and relevant information was summarized 

in a table. 
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Table 2. Factors influencing certainty of evidence [6]. 

Certainty of 
Evidence 

Study Design 
– Intervention 
Questions 

Study Design 
– Diagnosis 
Questions 

Factors that 
Decrease COE  
(by 1 to 2 levels) 

Factors that 
Increase COE 
(by 1 to 2 
levels) 

High Randomized 

controlled trial 

Appropriate 
cross-
sectional or 
cohort 
studies in 
patients with 
diagnostic 
uncertainty 

• Risk of Bias 

• Inconsistency 
• Indirectness 

• Imprecision 

• Publication Bias 
 

• Large 
magnitude of 
effect 

• Plausible 
confounding 

• Dose-
response 
gradient 

Moderate   
Low Observational 

study 
 

Very Low   
 

Evidence to Decision: Formulating Recommendations 

The Consensus Panel evaluated the direction and strength of recommendation using 

the GRADE approach, based on the (1) overall quality of evidence for each question, 

(2) balance between benefits and harms, (3) values, preferences, and burden on 

patients, (4) cost and resource use, and (5) other considerations such as equity and 

acceptability.  

 

CERTAINTY OF EVIDENCE AND STRENGTH OF RECOMMENDATIONS 

The certainty of evidence was one of the bases of the Consensus Panel in making the 

final recommendation. Table 3 shows the definition and implication of each: 

 

Table 3. Definitions and Implications of each GRADE Certainty of Evidence [6]. 

GRADE 

Certainty of 

Evidence 

Definition Implication 

High We are very confident that the 

true effect lies close to that of 

the estimate of the effect. 

Further research is very unlikely to 

change confidence in the estimate 

of effect 

Moderate We are moderately confident in 

the effect estimate: The true 

effect is likely to be close to the 

Further research is likely to have 

an important impact on 

confidence in the estimate of 
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GRADE 

Certainty of 

Evidence 

Definition Implication 

estimate of the effect, but there 

is a possibility that it is 

substantially different 

effect and may change the 

estimate 

Low Our confidence in the effect 

estimate is limited: The true 

effect may be substantially 

different from the estimate of 

the effect. 

Further research is very likely to 

have an important impact on 

confidence in the estimate of 

effect and is likely to change the 

estimate 

Very Low We have very little confidence in 

the effect estimate: The true 

effect is likely to be substantially 

different from the estimate of 

effect 

Any estimate of effect is very 

uncertain 

 

The strength of recommendation could either be strong or conditional. However, there 

were three reasons where the consensus panels were unable to make a 

recommendation [6]: 

1. Confidence in effect estimates is so low that the panels feel a recommendation 

is too speculative. 

2. Trade-offs are so closely balanced, and the values and preferences, and 

resource implications are not known or too variable. 

3. Management options have very different undesirable consequences, and 

individual patients’ reactions to these consequences are likely to be variable 

A strong recommendation was stated as “We recommend/ We recommend against…”, 

while a conditional recommendation was worded “We suggest/ We suggest 

against…”. Finally, when no recommendation can be made, the sentence starts with 

“There is no/ insufficient evidence to recommend…” 

The implications of strong and conditional recommendations are enumerated in Table 

4 [6]. 

 

PATIENT VIEWS AND PREFERENCES 

Patient views and preferences were represented by the nurses who had direct patient 

care encounters and consensus panel members who were directly involved in various 

aspects of COVID-19 care: clinician, administrator, researcher. Some of the panelists 

were COVID-19 patients themselves or had relatives and friends afflicted with COVID-
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19.  This strategy ensured that patient views and preferences are still considered in 

the formulation of recommendations.   

 

Table 4. Implications of the Strength of Recommendation to Patients, Clinicians, and 

Policymakers [6]. 
 

Strong Recommendation Conditional Recommendation 

Patients Most individuals in this situation 

would want the recommended 

course of action and only a small 

proportion would not. 

Most individuals in this situation 

would want the suggested course of 

action, but many would not. 

Clinicians • Most individuals should receive 

the recommended course of 

action.  

• Adherence to this 

recommendation according to 

the guideline could be used as a 

quality criterion or performance 

indicator.  

• Recognize that different choices 

will be appropriate for different 

patients.  

• Clinicians must help each patient 

arrive at a management decision 

consistent with her or his values 

and preferences. 

Policy 

makers 

The recommendation can be 

adapted as policy in most situations 

including for the use as 

performance indicators. 

Policy making will require 

substantial debates and the 

involvement of many stakeholders. 

Policies are also more likely to vary 

between regions. 

 

RESOURCE IMPLICATIONS 

Since COVID-19 is a relatively new disease that is being studied internationally, and 

most COVID-19 diagnostics and interventions are still investigational, there were 

limited economic evaluations available. In the absence of this information, consensus 

panelists considered the cost and other local resources needed for the 

recommendations. This discussion could be found in the Consensus issues 

subsection of each evidence summary, when appropriate. 

 

RATING OF OUTCOMES 

The Consensus Panel rated outcomes for each set of clinical questions according to 

whether they were critical, important but not critical, or of low importance for decision 

making. Critical outcomes were primary factors that should influence a 

recommendation, while those with lower importance did not bear on these 

recommendations. On a scale of 1-9, those rated 7-9 were critical outcomes, 4-6 were 
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important but not critical outcomes, and 1-3 were outcomes of limited importance. 

Table 5 below shows the result of the ranking of outcomes per CPG panel: 

 

 

Table 5. Outcome ratings for each CPG panel. 

CPG Panel Critical and Important Outcomes Not Important Outcomes 
Screening and 
Diagnosis 

• Sensitivity and specificity 

• Positive and negative 
predictive values 

• Development of COVID-19 

• Mortality 
• Positive and negative 

likelihood ratios 

• False positive and false 
negative rates 

• Number of RT-PCR 
positive samples 

Treatment – 
Outpatients and 
Mild to Moderate 
COVID Patients 

• All-cause mortality  
• Clinical improvement/ 

Time to clinical cure 

• Respiratory distress/ Need 
for mechanical ventilation 
(and duration) 

• WHO progression level/ 
Progression to severe 
COVID-19 

• Hospitalization (and 
duration)  

• ICU admission  

• Need for supportive 
oxygen therapy  

• Adverse events  
• Serious adverse events 

• Viral negative 
conversion/  
Viral clearance 

• Improvement in 
Chest X-ray/ CT 
Scan 

 

Treatment – 
Severe to Critical 
COVID Patients 

• All-cause mortality 

• Clinical improvement/ 
Time to clinical cure 

• Respiratory distress/ Need 
for mechanical ventilation 
(and duration) 

• WHO progression level 

• Hospitalization (and 
duration) 

• ICU admission 
• Need for supportive 

oxygen therapy 

• Adverse events 

• Viral negative 
conversion/  
Viral clearance 

• Improvement in 
Chest X-ray/ CT 
Scan 
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CPG Panel Critical and Important Outcomes Not Important Outcomes 

• Serious adverse events 
Critical Care and 
Respiratory 
Management 

• All-cause mortality 
• Need for mechanical 

ventilation/ Ventilator-free 
days/ Successful weaning 
from mechanical 
ventilation 

• Clinical improvement 
• Pulmonary function 

(PaO2/FiO2 ratio, PaO2, 
SpO2, etc.) 

• Length of hospital and ICU 
stay 

• Thromboembolic events 

• Bleeding 
• Other adverse events 

• Serious adverse events 

• Serum interleukin-
6 level 

• Viral clearance/ 
Viral negative 
conversion 

 

Non-
Pharmacologic 
Interventions 

• Development of COVID-19 
infection 

• Filtration efficacy 

• Prevention of influenza-like 
illness 

• Reduction of colonization 

• Adverse events 

 

Vaccines and 
Prophylactic 
Interventions 

• COVID-19-related deaths 
• Incidence of COVID-19 

• Hospitalization or ER visit 
• Mechanical ventilation 

• Adverse events 
• Serious adverse events 

• Prevention of 
common cold 
symptoms 

• Number of days 

with URTI 

Adjunct 
Interventions 

• Clinical recovery 

• Reduction of symptoms 
• All-cause mortality 

• Need for/ Duration of 
mechanical ventilation  

• Duration of hospital stay/ 
ICU admission 

• Adverse events 

 

 

CONSENSUS PROCESS 

A skilled facilitator moderated the discussions during the consensus meetings. Each 

member voted on the draft recommendation as follows: yes, no, or abstain. The 

consensus was defined as at least 75% agreement among the members for both the 

direction and strength of recommendation. If consensus was not reached, members 
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discussed the reasons in support of their votes for or against the recommendation. 

The voting was repeated, up to three rounds, until a consensus was reached. Any 

issues left unsettled after the en banc meeting were finalized through a modified 

Delphi activity. 

There were no recommendations that did not reach a consensus after voting or a 

repeat meeting without the modified Delphi activity. 

 

Guideline Dissemination 

Three methods were used in the dissemination of the Philippine COVID-19 Living CPG: 

(1) online webpage, (2) Living Recommendations document, and (3) full-text CPG 

manuscript. 

The online webpage of the Philippine COVID-19 Living CPG (Figures 2 and 3) was 

hosted on the PSMID website. This was launched on March 21, 2021, and has 

undergone improvements from the feedback of CPG users and members of the Living 

CPG task force.  

The short Living Recommendations document (Figure 4) contained the content in the 

PSMID website, including the introduction, CPG methodology, members of the living 

CPG task force, and the actual recommendation statements. The evidence summaries 

were not included in this document. This shorter format allowed for an easily 

accessible document for use by practitioners and selected laypersons. 

This full-text CPG manuscript will be submitted to the DOH National Clearinghouse for 

national promotion regarding use and uptake of the recommendations, including 

activities such as releasing a department memorandum to notify stakeholders, 

publicizing the CPG through the DOH newsletter and to other appropriate agencies, 

and issuing press releases, news articles, and social media posts. The final 

manuscript will be made available as electronic copies through the websites of DOH 

and PSMID.  

Furthermore, several dissemination fora have already been conducted during relevant 

meetings of professional societies, where several members of the Steering 

Committee and Consensus Panels presented. More avenues for dissemination will be 

undertaken to promote the use and value of this CPG’s recommendations. 

Real-time updates of living recommendations were published on the CPG webpage 

and disseminated to various stakeholders. Further updates will be announced during 

the DOH daily updates on COVID-19, promoted on various social media platforms, and 

published on the PSMID website. 
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Figure 2. Initial PSMID Webpage for the Philippine COVID-19 LCPG in March 2021. 

 

 

Figure 3. Latest PSMID Webpage for the Philippine COVID-19 LCPG. 
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Figure 4. Living Recommendations Document for the Philippine COVID-19 Living CPG. 

 

 

Guideline Monitoring and Evaluation 

Guideline implementation would be assessed through process and impact evaluation. 

Only a process evaluation was feasible during the project implementation using 

webpage analytics. Refer to the subsection on Process Evaluation in the Discussion 

section of this manuscript. 

Impact evaluation for the Philippine COVID-19 Living CPG would include bi-annual 

surveys of the following (1) clinicians managing COVID-19 patients, (2) public health 

practitioners coordinating local PDITR+ strategies in the community, and (3) the public 

regarding their compliance to non-pharmacologic interventions and any preventive 

measures.  

The quality of care rendered to COVID-19 patients can be assessed by measuring 

adherence of healthcare providers and institutions to the recommendations of the 

Philippine COVID-19 Living CPG. Strong recommendations would be included in a 

quality-of-care checklist on COVID-19 care, while conditional recommendations would 

be relevant if the identified conditions are satisfied. 

Finally, a scheduled bi-annual review would be conducted to evaluate the process 

efficiency and scientific quality of the Philippine COVID-19 Living CPG. 

 

External Review 

The CPG webpage served the dual purpose of a dissemination method and a way to 

collect the external reviews of the CPG processes, evidence summaries, and 
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recommendations. This website (Figure 5) also allowed health professionals and key 

stakeholders to suggest additional clinical questions that could be included in the 

scope of this CPG.   

 

Figure 5. Contact details in the Webpage for the Philippine COVID-19 Living CPG. 

 

 

Over the weeks and months, we have gathered feedback from users and members of 

the Living CPG Taskforce to improve the readability of the webpage, such as toggling 

of topics, recommendations, and evidence summaries, changing from topics to 

questions in the listing, rearranging various sections into headers (such as CPG 

methodology, task force members, contact details, etc.), and other formatting 

changes. As an illustration, one feedback received on Lianhua led to the update of that 

evidence summary, and the inclusion of the health professional who gave the 

feedback in the evidence review team on Lianhua. 

 

Updating of Guidelines 

Due to the rapidly evolving science of COVID-19 treatment and diagnosis, the 

Philippine COVID-19 Living CPG was updated continuously. See the Living CPG 

Process under the Overview of Philippine COVID-19 Living CPG Development Process 

section for specific details on the process of updating this Living CPG.  

After the initial DOH-PCHRD funding for six months, the DOH Disease Prevention and 

Control Bureau will provide funding support for another six months to continue the 

surveillance search for the “living recommendations”. Further funding will be sought 

from professional societies and other government agencies to ensure the 

sustainability of the living CPG throughout the COVID-19 pandemic. 
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Editorial Independence 

FUNDING SOURCE 

This CPG project was funded by the Department of Health AHEAD Program through 

the Philippine Council for Health Research and Development. Though the DOH was 

part of the Steering Committee and the Consensus Panels, their influence on the 

guideline content was limited to the identification of key clinical questions and the 

discussion of the recommendations. The funding agency did not have any undue 

influence on the evidence review conducted, as well as on the interpretation of the 

research data available. 

 

MANAGEMENT OF CONFLICTS OF INTEREST 

All members involved in the creation of this Clinical Practice Guideline, including the 

Steering Committee, Technical Working Group, and Consensus Panel, declared any 

potential conflicts of interest within the last 4 years, using a uniform Declaration of 

Conflict of Interest (DCOI) form as recommended in the DOH Manual [5]. These were 

reviewed by the central project team and the Steering Committee, to screen and 

manage the COIs declared. Those without COIs were selected to be members of the 

CPG task force.  Those with non-significant COIs participated if their COIs were 

declared in the meetings and documented in the reports. Finally, those with significant 

personal and financial COIs related to COVID-19 were not selected to be involved in 

any part of the CPG project.  

None of the Steering Committee and Project Staff had any conflicts of interest. The 

declared COIs of several members of the Consensus Panel and Evidence Reviewers 

are listed in Appendix B. These were assessed to be non-significant related to the 

nature of the COI as well as the topics handled by the panelist/ reviewer. The other 

members of the Consensus Panel and Evidence Review Experts did not have any 

conflicts of interest. 
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Evidence and Recommendations for the  

Screening and Diagnosis of COVID-19 
 

Should the 14-day symptom-based test be used in screening for COVID-19 

infection in apparently healthy adults? 

RECOMMENDATION 
We suggest an initial screening for COVID-19 by checking for any influenza-like 
illness symptoms and typical COVID-19 symptoms* within the past 14 days in 
apparently healthy adults. (Low quality of evidence; Conditional recommendation) 
 
Symptoms include fever, cough, sore throat, runny nose, myalgia, headache, 
fatigue/malaise, diarrhea, nausea/vomiting, anosmia, ageusia, shortness of 
breath/dyspnea 

 

KEY FINDINGS 

Limited evidence was found from two observational studies (n= 8,290) [1,2] to support 

the use of the 14-day symptom-based test in screening for COVID-19 in apparently 

healthy adults. This symptom-based test had moderate sensitivity and specificity in 

detecting COVID-19 among adults. We found no randomized trials showing the 

benefits and harms of a symptom-based screening strategy. The studies were of 

moderate risk of bias due to inability to assure independent test performance and to 

eliminate potential bias in patient selection. 

 

CONSENSUS ISSUES 

The 14-day symptom-based test is a screening strategy wherein the presence of any 

influenza-like illness symptoms within the past 14 days is designated as presumptive 

for COVID-19.  It should be noted that since the recommendation is for initial 

screening, a follow-up confirmatory diagnostic test should be done. 

See updated WHO Surveillance Case Definition December 2020. 

 

Which clinical specimens can be used as an alternative to nasopharyngeal swab 

RT-PCR* for the diagnosis of COVID-19? 

RECOMMENDATION 
We recommend the use of the following specimens as alternative specimens to 
nasopharyngeal swab RT-PCR for the diagnosis of COVID-19 among symptomatic 
and asymptomatic patients suspected of COVID-19 in hospital and outpatient 
settings: 

• oropharyngeal swab (Moderate quality of evidence; Strong recommendation) 

• saliva drool/spit and oral saliva (Moderate quality of evidence; Strong 
recommendation) 

• nasal swab/wash (Moderate quality of evidence; Strong recommendation) 
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• throat swab (Low quality of evidence; Strong recommendation) 
 

RECOMMENDATION 
We suggest the use of saliva swab and posterior oropharyngeal saliva specimens 
as an alternative specimen to nasopharyngeal swab RT-PCR for the diagnosis of 
COVID-19 among symptomatic and asymptomatic patients with suspected COVID-
19 in hospital and community/outpatient settings. (Low quality of evidence; 
Conditional recommendation) 

 

RECOMMENDATION 
We recommend against the use of sputum as an alternative specimen to 
nasopharyngeal swab RT-PCR for the diagnosis of COVID-19. (Very low quality of 
evidence; Strong recommendation) 

 

RECOMMENDATION 
There is no evidence to recommend the use of bronchoalveolar lavage as an 
alternative specimen to nasopharyngeal swab RT-PCR for the diagnosis of COVID-
19. 

 

*SARS COV-2 RT-PCR of nasopharyngeal swabs remains the diagnostic test of choice 

to confirm the diagnosis of COVID-19 among suspected individuals. 

 

KEY FINDINGS 

One cross sectional study [3] on the use of oropharyngeal swab RT-PCR as an 

alternative clinical specimen to nasopharyngeal swab RT-PCR for the diagnosis of 

COVID-19 showed that oropharyngeal swab had comparable sensitivity and specificity 

to nasopharyngeal swab RT-PCR.  

A meta-analysis [4] of 19 observational studies on the use of saliva as an alternative 

clinical specimen to nasopharyngeal swab RT-PCR for the diagnosis of COVID-19 

concluded that saliva had comparable sensitivity and specificity to nasopharyngeal 

swab RT-PCR.  

Two cross sectional studies [3,5] on the use of nasal swab/wash RT-PCR as an 

alternative specimen to nasopharyngeal swab RT-PCR for the diagnosis of COVID-19 

showed that nasal swab/wash had comparable sensitivity and specificity to 

nasopharyngeal swab RT-PCR.  

A cross sectional study [5] on the use of throat swab RT-PCR as an alternative 

specimen to nasopharyngeal swab RT-PCR for the diagnosis of COVID-19 also 

showed that throat swab had comparable sensitivity and specificity to 

nasopharyngeal swab RT-PCR.  
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A cross-sectional study from a meta-analysis [4] on the use of sputum RT-PCR as an 

alternative specimen to nasopharyngeal swab RT-PCR for the diagnosis of COVID-19 

showed that sputum had lower sensitivity and specificity compared to 

nasopharyngeal swab RT-PCR.  

All the above studies were assessed to have low risk of bias. 

No studies were found that compared the sensitivity and specificity of 

bronchoalveolar lavage RT-PCR to nasopharyngeal swab RT-PCR. Hence, no 

conclusion and recommendation can be made for this clinical specimen. 

 

CONSENSUS ISSUES 

Currently, oropharyngeal, and nasopharyngeal specimens are collected 

simultaneously; however, in resource-limited settings, the panel recognized the need 

for alternative clinical specimens to nasopharyngeal swab RT-PCR, along with the 

positive implication of single specimens on resource use. As a result, the use of 

oropharyngeal swab, oral saliva specimens, nasal swab/wash and throat swab were 

recommended as alternative clinical specimens to nasopharyngeal swab RT-PCR. 

The differences between oropharyngeal swab and throat swab samples were clarified. 

Although the two specimens are collected in the same area, they were considered by 

the panel as dissimilar specimens due to the differences in sample collection 

technique. The panel made a strong recommendation for using throat swab samples 

due to its relatively high sensitivity.  

The panel opted to strongly recommend against the use of sputum specimens as an 

alternative to nasopharyngeal swab samples. This was primarily due to the risk of viral 

transmission when obtaining sputum samples, coupled with the very low certainty of 

the evidence for its use. 

 

Should rapid antigen tests be used in the diagnosis of COVID-19 in clinically 

suspected patients? 

RECOMMENDATION 
We recommend the use of rapid antigen test in patients suspected of COVID-19 
infection meeting all the following conditions: (Moderate quality of evidence; Strong 
recommendation) 

• Symptomatic AND 

• Early phase of infection </=7 days from onset of symptoms AND 
• Specific brands that have demonstrated sensitivity ≥80% and very high 

specificity (≥97-100%) 
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RECOMMENDATION 
We recommend against the use of saliva as a specimen for rapid antigen test in 
patients suspected of COVID-19 infection.   (Moderate quality of evidence; Strong 
recommendation) 
 
We recommend against the use of rapid antigen test alone in diagnosing COVID-19 
in asymptomatic patients suspected of COVID-19 infection.  (Moderate to high 
quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Moderate quality evidence from 30 [6-32] studies and 10 [33-44] evaluation reports 

showed that the pooled sensitivity of RAgTs is 72% (95% CI 64-78%; I2 = 95.77). The 

specificity of RAgTs remained consistently very high in all studies, with a pooled 

specificity of 99%. The sensitivity of the RAgTs varied widely across studies, with 

higher sensitivity estimates noted for specific test brands, symptomatic patients, and 

nasopharyngeal/nasal swab specimens. 

 

CONSENSUS ISSUES 

There were only two studies that used saliva as a specimen for rapid antigen test, 

which produced a pooled sensitivity of 17% (95% CI 13-23%) and a pooled specificity 

of 99% (95% CI 99-100%). Given that the current evidence shows very low sensitivity 

for saliva, it is necessary to qualify which specimen is used for a rapid antigen test. 

 

Should pooled testing using RT-PCR for SARS-CoV-2, versus individual 

testing using RT-PCR, be used for screening and surveillance for SARS-CoV-2 

in patients with suspected COVID-19 infection? 

RECOMMENDATION 
We suggest the use of pooled RT-PCR testing in targeted* low-risk and low-
prevalence populations using a pool size of 5 in individuals suspected of COVID-19 
infection. (Moderate quality of evidence; Conditional recommendation) 
 
*For targeted populations refer to the list of Philippine Society of Pathologists and 
Department of Health 

 

KEY FINDINGS 

Twenty-one cross-sectional studies [43-63] (N = 220,253) were found that used pooled 

RT-PCR testing for SARS-CoV2. Six were diagnostic accuracy studies that compared 

pooled testing with individual testing, while 15 were pragmatic clinical validation 

studies of pooled testing that did individual testing of positive pools. Studies had 
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varying study population, use case, index test kit and pool size (5 to 16). Among the 6 

diagnostic accuracy studies with a total of 5,987 participants, there was moderately 

high pooled sensitivity, 81% (95% CI 72-88%; I2=73.6%) (moderate certainty of 

evidence) and high pooled specificity, 99% (95% CI, 98-100%; I2=1.84%) (high certainty 

of evidence), given the positivity rate of 2.7 to 15% within the study populations. The 

positive predictive value based on 21 studies ranged from 67 to 100%. Resource 

savings in the number of test kits used ranged from 49 to 89%. Identified harms of 

pooled testing were delayed turnaround time for positive samples and laboratory 

errors.  The overall risk of bias was low in 7 studies, 6 of which were diagnostic 

accuracy studies that contributed to pooled sensitivity and specificity, and low in 14 

studies, mainly due to the lack of independent assessment between index and 

reference tests. 

 

CONSENSUS ISSUES 

The set recommendation included positivity rate and pool size; however, there were 

no studies that investigated the specificity and sensitivity of pooled testing for 

different pool sizes across different prevalence settings. Since the data presented did 

not clearly define the risk or the prevalence settings, pooled testing was suggested to 

be used only at a specific target population despite the moderate quality of evidence. 

 

Should repeat RT-PCR testing after an initial negative RT-PCR (versus single 

RT-PCR testing) be done to diagnose COVID-19 in symptomatic patients? 

RECOMMENDATION 
We suggest repeating RT-PCR testing when the initial RT-PCR test is negative in 
symptomatic patients with high index of suspicion for COVID-19 infection. (Low 
quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

Two cohort studies [64,65] involving 368 patients were found on the accuracy of 

repeat RT-PCR testing after an initial negative test to diagnose COVID-19 in 

symptomatic patients with high index of suspicion. The evidence was assigned a low 

quality rating due to serious risk of bias and serious imprecision. The sensitivity of 

repeat RT-PCR testing ranged from 0.83 (95% CI 0.75-0.90) to 0.85 (95% CI 0.62-0.97), 

which was approximately 15% higher compared to the sensitivity of a single RT-PCR 

test, which ranged from 0.68 (95% CI 0.58-0.76) to 0.70 (95% CI 0.46-0.88). Specificity 

of repeat testing was consistently very high (1.00, 95% CI 0.89-1.00). 

 

CONSENSUS ISSUES 

The recommendation applies only to symptomatic patients with high index of 

suspicion for COVID-19. Since the disease severity and the level of suspicion were not 

clearly defined in the studies, the level of suspicion may vary. Moreover, no specific 
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recommendation was made regarding the specific time interval between the initial and 

the repeat test as well as the frequency of repeat PCR tests. 

Among asymptomatic individuals scheduled for non-urgent, non-emergency 

surgery, should RT-PCR and clinical risk assessment vs clinical risk assessment 

alone be done to screen for COVID-19? 

RECOMMENDATION 
We recommend using both clinical risk assessment and RT-PCR* to screen for 
COVID-19 among asymptomatic individuals scheduled for non-emergency surgery. 
(Very low quality of evidence; Strong recommendation) 
 
We recommend using both clinical risk assessment and Antigen-Rapid Diagnostic 
Test (Ag-RDT)** to screen for COVID-19 among asymptomatic individuals 
scheduled for non-emergency surgery when RT-PCR testing is not available or when 
prolonged turnaround time is a concern. (Very low quality of evidence; Strong 
recommendation) 
 
*Always use high-risk PPE regardless of RT-PCR or Ag-RDT test results in areas with 
prevalence of 1% or higher 
**Ag-RDT should have a Sn of 80% and Sp of 97% 

 

KEY FINDINGS 

Based on 1 cohort study [66] with very low quality, the diagnostic accuracy of clinical 

risk assessment alone in detecting COVID-19 compared to RT-PCR was found to be 

poor, with a sensitivity of 0.42 (95% CI 0.15-0.72) and a specificity of 0.85 (95% CI 

0.76-0.92). Clinical risk assessment also resulted in more false negative and false 

positive results. 

Very low certainty evidence from one economic modeling study [67] suggested that 

universal pre-endoscopy virus testing using Ag-RDT, standard RT-PCR, or rapid PCR 

combined with high-risk PPE use in all patients irrespective of test results was more 

cost-effective compared to no pre-endoscopy testing and no high risk PPE use, at an 

assumed prevalence rate of 1% or higher among asymptomatic individuals.  

Patients for elective surgery who tested positive on any pre-operative COVID-19 tests 

or clinical assessment were at least 3 times more at risk of experiencing pulmonary 

complications or death compared to those who tested negative based on 1 cohort 

study [71] with very low quality. Delaying surgery to at least 7 weeks from a COVID-19 

diagnosis also showed benefit. Given this data on the risks and benefits associated 

with a COVID-19 diagnosis as well as the high false negative rates of clinical risk 

assessment alone, clinical risk assessment would appear to cause more harm 

compared to more objective tests. 
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CONSENSUS ISSUES 

Despite the very low quality of evidence, the majority voted to strongly recommend the 

use of both RT-PCR testing and clinical risk assessment to screen for COVID-19 

among asymptomatic individuals scheduled for non-emergency surgery primarily due 

to the potential impact of a false negative result on the safety of the patient and health 

care staff involved as well as on the infection control processes of hospitals. RT-PCR 

was also recommended as it is now readily available in most hospitals. However, a 

panelist suggested that RT-PCR and PPE should only be conditionally recommended 

in areas with prevalence rates of 1% or higher. 

The specification of the sensitivity and specificity for the Ag-RDT was the reason for 

the strong recommendation on the use of clinical risk assessment and Ag-RDT to 

screen for COVID-19 among asymptomatic individuals scheduled for non-emergency 

surgery when RT-PCR testing is not available. However, other panelists were 

concerned about the availability of antigen tests that would meet the set specification 

in terms of sensitivity and specificity. 

 

Should antibody tests be used for COVID-19 seroprevalence studies among 

adult populations? 

RECOMMENDATION 
We suggest using antibody tests with high sensitivity and specificity (e.g., total 
antibody or IgG assays, ELISA, ECLIA) to determine COVID-19 seroprevalence 
among adults. (Very low quality of evidence; Conditional recommendation) 

 

RECOMMENDATION 
We recommend against using antibody tests detecting IgM to determine COVID-19 
seroprevalence among adults (Very low quality of evidence; Strong 
recommendation) 
 
We recommend against using rapid antibody tests (e.g., LFIA) to determine COVID-
19 seroprevalence among adults (Very low quality of evidence; Strong 
recommendation) 

 

KEY FINDINGS 

There is very low-quality evidence from 13 observational studies [68-82] (n = 24,082) 

on the use of antibody tests for COVID-19 seroprevalence studies. Four studies were 

at moderate risk of bias due to issues with defining the reference standard and 

susceptibility to recall bias; the rest were at low risk of bias. Heterogeneity across all 

studies was substantial. Sensitivity ranged from 14.4 to 100% while specificity ranged 

from 59.4 to 99.6%. 
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CONSENSUS ISSUES 

Different recommendations were made in consideration of the different laboratory 

techniques and the antibodies detected when using antibody testing to detect COVID-

19. 

Majority voted for a strong recommendation against the use of antibody tests 

detecting IgM to determine COVID-19 seroprevalence among adults. This was due to 

the very low quality of evidence; IgM only suggests relatively recent infection. Others 

voted for a conditional recommendation because of the very low certainty of evidence 

resulting from the low sensitivity found for IgM antibody tests detecting IgM. One 

panelist opined that there may still be settings in which IgM antibody tests can be 

useful because of its good correlation with IgG tests based on local experience in a 

hospital setting. Lastly, the use of rapid antibody tests was not recommended due to 

the very low quality of evidence resulting from the significant heterogeneity detected 

across studies. 

 

Among symptomatic individuals previously diagnosed with COVID-19, should 

antibody testing be done to diagnose presumptive COVID-19 reinfection? 

RECOMMENDATION 
We recommend against the use of SARS-CoV-2 Ab testing to diagnose presumptive 
COVID-19 reinfection among symptomatic patients previously diagnosed with 
COVID-19* (Very low quality of evidence; Strong recommendation). 
 
*NAAT (RT-PCR) and Genomic sequencing are the recommended diagnostic tests 
to confirm COVID-19 reinfection. 

 

KEY FINDINGS 

There were no studies that directly assessed the accuracy of SARS-CoV-2 Ab in 

diagnosing presumptive COVID-19 reinfection, compared to RT-PCR as the reference 

standard. Only three retrospective observational studies [83-85] reported on the 

accuracy of SARS-CoV-2 IgG/IgM Ab in diagnosing COVID-19. There is very low 

certainty regarding these estimates due to very serious risk of bias concerns, 

imprecision, indirectness, and inconsistency.  

The sensitivity of SARS-CoV-2 IgG/IgM ranged from 0.19 (95% CI 0.4- 0.46) to 0.89 

(95% CI 0.71- 0.98) and specificity of 0.50 (95% CI 0.01-0.99) to 1.00 (95% CI 0.89-

1.00). Subgroup analysis suggested that the sensitivity of Ab testing was low under 

the following conditions: (a) when used within 0-15 days from symptom onset, (b) Ab 

tests that assess IgM, (c) using LFIA technique. Specificity was consistently high 

(>89%) regardless of the type of antibody detected or if either LFIA or CLIA techniques 

were done. However, specificity was high only if the test was performed more than 16 

days from symptom onset. 
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CONSENSUS ISSUES 

The studies reviewed did not perform subgroup analysis according to 4-fold titer rise 

at a given interval. Due to the very low quality of evidence, the use of SARS-CoV-2 Ab 

testing to diagnose presumptive COVID-19 reinfection was not recommended.  

 

 

What criteria should be used for allowing workers who were previously 

infected with COVID-19 to return to work? 

RECOMMENDATION 
We recommend the use of symptom-based strategy for the discontinuation of 
isolation and return to work clearance of the following: 
 
1. Asymptomatic adults who are not severely immunocompromised if they fulfill the 
following (Very low quality of evidence; Strong recommendation): 
● remained asymptomatic throughout their infection 
● 10 days have passed from the first positive viral diagnostic test (RT-PCR or rapid 
antigen) 
 
2. Adults who had mild to moderate COVID-19 who are not severely 

immunocompromised if they fulfill the following (Very low quality of evidence; 

Strong recommendation): 

● Afebrile for at least 24 hours without use of antipyretic medications 
● Respiratory symptoms have improved (cough, shortness of breath) 
● 10 days have passed from symptom onset 
 
3. Adults who had severe to critical COVID-19 who are not severely 

immunocompromised if they fulfill the following (Very low quality of evidence; 

Strong recommendation): 

● Afebrile for at least 24 hours without use of antipyretic medications 
● Respiratory symptoms have improved (cough, shortness of breath) 
● 21 days have passed from symptom onset 
 
A repeat negative RT-PCR test is no longer needed for discharge of immunocompetent 
patients with probable or confirmed COVID-19 regardless of severity, because, in most 
cases, it results in prolonged isolation of patients who continue to shed detectable 
SARS-CoV-2 RNA but are no longer infectious. 

 

RECOMMENDATION 
We suggest the use of test-based strategy using RT-PCR for the discontinuation of 
isolation and return to work clearance of the following: (Very low quality of evidence; 
Conditional recommendation) 

1. Severely immunocompromised adults 
2. Health care workers  

if they fulfill the following: 
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• Afebrile for at least 24 hours without use of antipyretic medications 
• Respiratory symptoms have improved (cough, shortness of breath) 

• With at least 1 negative RT-PCR test of a respiratory specimen 
  
Severely immunocompromised: Ongoing chemotherapy for cancer, or within one year 
from receiving a hematopoietic stem cell or solid organ transplant; untreated HIV 
infection with CD4 count < 200, combined primary immunodeficiency disorder, and 
receipt of prednisone >20mg/day for more than 14 days, may cause a higher degree 
of immunocompromised and require actions such as lengthening the duration of work 
restrictions. Other less immunocompromising conditions include advanced old age, 
DM, CKD. The degree of immunocompromise is determined by the health care 
provider, and preventive actions are adapted to each individual and situation. 

 

KEY FINDINGS 

Evidence for this review question came from 5 observational studies [86-90] and 2 

case series. Very low certainty of evidence suggests that a test-based strategy is 

associated with higher false negative rates after 9 days from symptom onset, higher 

excess costs and length of stay for hospitalized patients, and greater lost work days. 

For workers who have recovered from mild-to-moderate COVID-19, a symptom-based 

strategy may be indicated as replication competent virus has not been recovered 

among these groups after 10 days following symptom onset. Test-based strategies 

may be appropriate for workers who have recovered from severe COVID-19 and/or 

with immunocompromised states, as data on infectivity show prolonged viral 

shedding that can last for several months from symptom onset. 

 

CONSENSUS ISSUES 

Considerations related to resource implications, cost-effectiveness, and the perceived 

balance of benefits and harms of test-based strategies were the main reasons for 

recommending the use of symptom-based strategy as a method to guide decisions 

on return to work. These recommendations were made despite the very low quality of 

evidence presented. 

 

Should Chest X-Ray be used to diagnose COVID-19 among suspected patients? 

RECOMMENDATION 

We suggest against the use of chest x-ray to diagnose COVID-19 infection among 

asymptomatic individuals (Very low quality of evidence; Conditional 

recommendation) 

 

RECOMMENDATION 

We suggest chest x-ray to facilitate rapid triage, infection control and clinical 

management among any of the following (Very low quality of evidence; Conditional 

recommendation): 
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• Patients with mild features of COVID 19 at risk for progression  

• Patients with moderate to severe features of COVID 19 

• Patients with symptoms of at least 5 days duration 

 

 

KEY FINDINGS 

CXR typically shows bilateral and diffuse involvement with ground-glass opacities and 

consolidation in the lung periphery and is only moderately sensitive and moderately 

specific in the diagnosis of COVID-19 in suspected cases. Very low certainty evidence 

from 9 observational studies showed that the sensitivity of CXR ranged from 56% to 

94%, while its specificity ranged from 60% to 89%. The pooled sensitivity for CXR was 

74% (95%CI 59 to 85%) while pooled specificity was 76% (95%CI 67 to 83%). 

Significant heterogeneity was observed across studies, possibly because of a number 

of factors including patients’ characteristics, timing of CXR in relation to symptom 

onset, definition of index test positivity and experience of CXR readers. 

 

CONSENSUS ISSUES 

The use of chest X-ray to diagnose COVID-19 infection among asymptomatic 

individuals was not suggested due to the very low quality of evidence related to its 

diagnostic accuracy. High heterogeneity across studies was also observed and the 

studies reviewed did not perform subgroup analysis according to severity of COVID-

19. However, chest x-ray is still suggested for specific instances as there would be a 

high yield in detecting significant pulmonary  abnormalities in these settings. 

 

Should Chest CT Scan be used to diagnose COVID-19 among suspected 

patients? 

RECOMMENDATION 

We suggest against the routine use of CT scan for diagnosing COVID-19 among 

patients suspected to have COVID-19 presenting at the emergency department if 

RT-PCR testing is readily available with timely results. (Very low quality of evidence; 

Conditional recommendation) 

 

RECOMMENDATION 

If RT-PCR test is not available, we suggest using non-contrast chest CT scan for 

symptomatic patients suspected of having COVID-19 to guide early triage and 

management under the following conditions: (Very low quality of evidence; 

Conditional recommendation) 

• Mild COVID-19 patients who are at risk for progression 

• Moderate to severe COVID-19 patients 
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KEY FINDINGS 

There is very low-quality evidence from 42 observational studies on the use of CT 

scans in diagnosing COVID-19 infection. Uncertainty arises mainly from the unclear 

reporting of the threshold and variations in the reporting of CT scan findings. 

Heterogeneity across studies was also substantial. The sensitivity ranged from 84.3 

to 90.3%, and the specificity ranged from 74.2 to 83.9%. 

 

CONSENSUS ISSUES 

There were no issues raised by the panel. 

 

Should Lung Ultrasound be used to diagnose COVID-19 among suspected 

patients? 

RECOMMENDATION 

We suggest against the use of lung ultrasound alone in diagnosing patients with 

suspected COVID-19 infection. (Low quality of evidence, Conditional 

recommendation) 

 

KEY FINDINGS 

Moderate quality evidence from 8 studies [90-98]  showed that the pooled sensitivity 

of lung ultrasound (LUS) is 88% (95% CI 79-93%; I2 = 70.18) and the pooled specificity 

of LUS is 63% (95% CI 47-77%; I2 = 89.64). In these studies, the sensitivity of lung 

ultrasound ranged from 68 to 97% while the specificity ranged from 21 to 89%. Overall, 

lung ultrasound was found to be sensitive but not specific for the diagnosis of COVID-

19. 

 

CONSENSUS ISSUES 

Majority of the panelists voted for a conditional recommendation against lung 

ultrasound alone due to the low quality of evidence related to its diagnostic accuracy. 

However, other panelists argued that a strong recommendation should be made 

against the use of lung ultrasound alone in diagnosing suspected COVID-19 patients 

since it has not been found to be as accurate as the current gold standard, which is 

RT-PCR. Lung ultrasound is still considered a valuable prognostic tool to assess 

clinical deterioration as it can predict the presence of abnormalities in the lung 

findings of COVID-19 patients. 

 

Among adult patients diagnosed with COVID-19, should prognostic models be 

used to predict the likelihood of severe disease and mortality? 

RECOMMENDATION 

To guide the decision to admit patients with COVID-19 to the hospital: 
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We suggest the use of the following scoring systems:  

• Age, BUN, number of Comorbidities, CRP, SpO2/FiO2 ratio, Platelet count, 
Heart rate (ABC2-SPH) risk score,  

• Confusion Urea Respiration Blood Pressure (CURB-65) severity score,  
• Risk Stratification in the Emergency Department in Acutely Ill Older Patients 

(RISE-UP) score, and  

• Rapid Emergency Medicine Score (REMS).  
(Low quality of evidence; Conditional recommendation)  

 

RECOMMENDATION 

There is insufficient evidence to recommend the use of 4C Mortality Score, COVID 

Outcome Prediction in the Emergency Department (COPE) model, and Quick Sepsis-

related Organ Failure Assessment (qSOFA) score. (Very low quality of evidence) 

 

RECOMMENDATION 

To guide in the expectant monitoring of hospitalized patients: 

 

We suggest the use of the 4C Deterioration model. (Low quality of evidence; 

Conditional recommendation) 

 

RECOMMENDATION 

There is insufficient evidence to recommend the use of Modified Early Warning 

Score (MEWS) and National Early Warning Score 2 (NEWS2). (Very low quality of 

evidence) 

 

KEY FINDINGS 

Thirty-three cohort studies [99-131] on prognostic models for clinical deterioration and 

mortality of individuals with COVID-19 were found. Most of the studies (n = 28) were 

assessed to have high risk of bias due to issues in participant selection and analysis. 

There were four (4) studies with unclear, and three (3) with low, risk of bias.                                                                               

There are a few models that have been validated in more than one population. The 4C 

mortality score, ABC2-SPH, CURB-65, REMS, and RISE UP models have fair to good 

prediction of mortality for inpatients, while qSOFA has poor to fair prediction. The 

MEWS model has poor prediction of clinical deterioration while NEWS2 has 

inconsistent prediction (poor to good). The 4C deterioration score, which has been 

investigated in only one study but was found to have low risk of bias, has fair predictive 

ability for clinical deterioration. None of these models has been validated in the 

Philippine population. The QCOVID model for mortality, while with high certainty of 

evidence, is specific for use in England and needs to modified to and validated in the 

local setting before any recommendations can be made. 
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CONSENSUS ISSUES 

There was a high certainty of evidence that the QCOVID model can predict mortality 

from COVID-19. However, there was an issue on applicability as some of the 

components of this model (i.e., geographic region and Townsend deprivation quintile) 

is specific for the general population of England. Hence, its use warrants 

reconsideration of the component prognostic factors and validation in the Philippine 

setting before any recommendations can be made. 

It was noted that the qSOFA model was already being used by some hospitals and 

centers in the Philippines. Clinicians should be guided on its use as it was found to 

have a very low quality of evidence for prediction of mortality of inpatients. There are 

other prognostic models such as the CURB-65, RISE-UP and REMS which are pre-

existing models designed for specific patient populations and the ABC2-SPH model 

which has a good discrimination performance. All of these were found to have better 

quality of evidence compared with qSOFA. The 4C Mortality score and COPE model 

were also found to have a very low quality of evidence to predict mortality. Further, it 

was observed that there was a decrease in the discriminatory ability of the COPE 

model when externally validated. In terms of clinical deterioration, the 4C deterioration 

score was found to have a better predictive ability and quality of evidence compared 

to MEWS and NEWS2 model. Like the QCOVID model, these prognostic models also 

need to be locally validated but the components of these models can be easily 

obtained especially in the hospital setting, making the validation process easier. 

 

Should breath test be used to detect COVID-19 infection? 

RECOMMENDATION 

There is insufficient evidence to recommend the use of breath test in detecting 

COVID-19 infection (Moderate quality of evidence) 

 

KEY FINDINGS 

Based on one prospective population-based [132] diagnostic accuracy study with high 

methodological quality, breath test analysis showed high sensitivity and specificity in 

detecting COVID-19 infection among symptomatic and asymptomatic individuals in 

the Netherlands. Further studies are needed to validate the findings and to 

recommend the use of breath test analysis as a real-time diagnostic modality to detect 

COVID-19 infection in the general population. 

 

CONSENSUS ISSUES 

Despite the high quality of evidence, no recommendation was made as there was only 

one study found that also used a technology that is not  currently accessible. 
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Should LDH, CRP, and Ferritin be used to guide immunotherapy in patients 

with COVID-19? 

RECOMMENDATION 

There is insufficient evidence to recommend the use of specific cut-off values of 

CRP, LDH and Ferritin to guide the initiation of immunotherapy in patients with 

COVID-19 (Very low quality of evidence) 

 

KEY FINDINGS 

Very low quality evidence from 25 retrospective [133-154] and prospective 

observational studies [155-157] revealed varying cut-off values of lactate 

dehydrogenase (LDH), C-reactive protein (CRP), and ferritin producing heterogenous 

effect estimates for predicting mortality, severity on admission, and disease 

progression in hospitalized COVID-19 patients. 

 

CONSENSUS ISSUES 

It was noted that varying cut-off values of LDH, CRP and Ferritin to predict mortality 

and severity of disease were used in the studies included in this review, hence, no 

specific levels can be recommended to guide initiation of immunotherapy for COVID-

19 patients. 

 

Should D-dimer be used to guide anticoagulation among adult patients with 

COVID-19? 

RECOMMENDATION 

We suggest the use of D-dimer to guide anticoagulation of adult patients with 

COVID-19, because of its significant association with mortality, thromboembolism, 

and worsening of disease (Low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

We found a total of 25 observational studies [158-179] on the association between D-

dimer and the outcomes of mortality, worsening severity, or thromboembolism. In 

general, the included studies showed increased odds of in-hospital mortality (OR 5.57 

[95% CI 2.74, 11.31), worsening severity (critical illness (OR 1.91-2.58); disease 

progression (HR 2.84 [95% CI 2.10, 3.85]), or need for mechanical ventilation (HR 3.28 

[95% CI 1.07, 10.10])), and thromboembolism (OR 5.61 [95% CI 3.97, 7.94]), with higher 

D-dimer levels across different COVID-19 severities. However, most studies yielded 

imprecise effect measures, due to the small number of event outcomes. Most of the 

studies were found to have serious risk of bias, with issues on data censoring, 

incomplete laboratory data, and unclear adequacy of follow-up rates. Differences in D-

dimer cut-offs, definitions of critical illness and disease progression, and severities of 

COVID-19 in the study population contributed to the heterogeneity across studies. 

While the predictive ability of D-dimer for mortality appeared to be fair to good, 

prediction of worsening severity or progression of disease is inconsistent. 
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CONSENSUS ISSUES 

Due to the varied cut-off values used in the included studies for this review, the 

recommendation did not include a specific cut-off value of D-dimer to predict 

mortality, thromboembolism and worsening severity of disease. Further, the 

laboratories in the Philippines also make use of varying cut-offs due to the different 

assays and machines used, hence, it is difficult to define a specific cut-off value. 
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Evidence and Recommendations for the  

Treatment of COVID-19 
 

Should hydroxychloroquine/ chloroquine, with or without azithromycin be 

used in the treatment of patients with COVID-19 infection? 

RECOMMENDATION 

We recommend against the use of hydroxychloroquine/chloroquine, with or without 
azithromycin among patients with COVID-19 infection. (Moderate quality of 
evidence; Strong recommendation) 

 

KEY FINDINGS 

Twenty-two trials [1-22] showed that hydroxychloroquine (HCQ)- containing treatment 

regimens did not significantly improve the outcomes of patients with COVID-19 

disease compared with placebo or standard of care. Eleven (11) of these trials 

provided evidence of low certainty that the use of HCQ for the treatment of COVID-19 

infection was significantly associated with a higher risk of adverse events (i.e., 

diarrhea, headache, rashes, and fatigue). There was limited evidence with low to very 

low certainty which showed that treatment with HCQ combined with azithromycin 

does not show any significant difference from placebo in any of the efficacy 

outcomes. Adverse events were more frequent with the hydroxychloroquine plus 

azithromycin group compared to placebo.  

 

CONSENSUS ISSUES 

None raised during panel meetings. 

 

Should azithromycin be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION 

We recommend against the use of azithromycin among patients with COVID-19 
infection. (Moderate quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Moderate certainty of evidence from 3 RCTs [23-25] comparing azithromycin with 

standard of care versus standard of care alone showed no significant benefit on all-

cause mortality at day 28, 29 and 30. Results from 2 large trials (COALITION II, 

RECOVERY) showed no significant difference regarding the need for ECMO or 

mechanical ventilation at days 28 or 29 between the two groups. Subgroup analysis 

showed that azithromycin worsened the clinical status of patients aged < 60 years and 

on antiviral therapy. However, the results should be interpreted with caution as results 

varied significantly across age groups and concomitant use of antiviral therapy. The 
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proportion of adverse events were similar between azithromycin and standard of care. 

Most of the studies were found to be at moderate risk of bias with common issues on 

blinding and in two studies patients in the standard of care group had received 

azithromycin or other macrolides that could affect the results.  

 

CONSENSUS ISSUES 

No issues were raised during the consensus panel meeting. 

 

Should favipiravir be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of favipiravir among patients 
with COVID-19. (Very low quality of evidence) 

 

KEY FINDINGS 

Six randomized controlled trials were found on the use of favipiravir among patients 

with COVID-19 [26-31].  All 6 studies had some concerns in terms of risk of bias, but 

none of them had high risk of bias in any of the appraisal criteria. The overall quality 

of evidence was downgraded due to inconsistencies in combining the studies in some 

of the outcomes, limited sample size, and risk of bias. 

Pooled results of three studies monitoring clinical improvement on day 7 showed a 

modest effect favoring favipiravir compared to standard care, however, clinical 

improvement on day 28 showed no clinical significance. Incidence of viral negative 

conversion was not significantly different between favipiravir and standard of care on 

day 3 as well as on day 7. However, time to negative conversion showed a minimal 

advantage towards favipiravir compared to standard care. Pooled results on the 

incidence of adverse events (i.e., hematologic effects, hepatobiliary disorders, 

gastrointestinal effects including diarrhea and nausea, skin disorders like rashes, to 

cardiac effects like bradycardia and chest pain) showed no significant difference 

between favipiravir and standard care. 

 

CONSENSUS ISSUES 

Given that there are on-going clinical trials on favipiravir, the recommendation 

explicitly stated that there was no recommendation on the use of favipiravir unless it 

will be used for clinical trials. In addition, there may be some implications regarding 

possible reimbursements and will encourage patients to join the clinical trial. 

Should remdesivir be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  
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We suggest against the use of remdesivir in patients with COVID-19 infection who 
have O2 saturation ≥94% and do not require oxygen supplementation. (Low quality 
of evidence; Conditional recommendation) 

 

RECOMMENDATION  

We suggest the addition of remdesivir to dexamethasone in patients with COVID-19 
infection who have O2 saturation < 94% and/or requiring oxygen supplementation. 
(Low quality of evidence; Conditional recommendation) and are high risk for 
progression 
 
*For patients who progress to invasive mechanical ventilation while on remdesivir, the 
drug may be continued. 

 

RECOMMENDATION  

We suggest against the use of remdesivir in patients with COVID-19 infection who 
are already on invasive mechanical ventilation or ECMO.  (Low quality of evidence, 
conditional recommendation) 

 

KEY FINDINGS 

Four randomized controlled trials on the use of remdesivir as treatment for COVID-19 

were found [32-35]. Low quality evidence shows that remdesivir has limited effect on 

all cause-mortality, clinical improvement, and initiation of mechanical ventilation 

among confirmed COVID-19 patients. However, remdesivir appears to be beneficial in 

the time to clinical improvement especially among cases needing supplemental 

oxygen but not high flow oxygen/ mechanical ventilation. Remdesivir did not show 

increased risk for serious adverse events. Availability and cost of intervention should 

be considered before making recommendations regarding its use locally. 

 

CONSENSUS ISSUES 

Early introduction of remdesivir in the treatment of COVID-19 is preferred because of 

its action on the polymerase resulting in less viral replication. Remdesivir is a relatively 

safe drug, but its cost should be considered. Hence, routine use of the drug is not 

recommended. There are 26 ongoing trials pertaining to the efficacy and safety of 

remdesivir for the treatment of COVID-19. 

 

 

Should tocilizumab be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  

We recommend the addition of tocilizumab to systemic steroids in patients with 
elevated biomarkers of inflammation (CRP), showing rapid respiratory deterioration 
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and/or requiring high doses of oxygen (high-flow nasal cannula, noninvasive or 
invasive mechanical ventilation) (Moderate quality of evidence; Strong 
recommendation) 

 

RECOMMENDATION  

We recommend against the use of tocilizumab in patients with COVID-19 infection 
who do not require oxygen supplementation. (Very low quality evidence, Strong 
recommendation) 

 

KEY FINDINGS 

Nine randomized controlled clinical trials (RCTs) [36-44] that evaluated the 

effectiveness of tocilizumab among confirmed hospitalized COVID-19 patients 

compared to placebo and/or standard of care was found. Low to moderate quality 

evidence shows that tocilizumab has a beneficial effect in hospitalized COVID-19 

patients on clinical improvement, mortality reduction, and initiation of mechanical 

ventilation. 

 

CONSENSUS ISSUES 

The high cost and limited availability of tocilizumab should be considered in our local 

setting. The potential indiscriminate use, potential adverse effects (i.e., leukemia, TB 

reactivation), and lack of evidence of tocilizumab on COVID-19 patients who do not 

require oxygenation were additional factors considered by the panel in strongly 

recommending against the use of tocilizumab in patients not requiring oxygen. 

 

Should convalescent plasma be used in the treatment of patients with COVID-

19 infection? 

RECOMMENDATION  

We recommend against the use of convalescent plasma among patients with 
COVID-19 infection. (Moderate quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

There were 13 published RCTs [45-57] that compared the effect of convalescent 

plasma therapy against placebo and/or standard of care among confirmed COVID-19 

patients. Pooled estimates several patient-centric outcomes (i.e., all-cause mortality) 

on the use of convalescent plasma were not statistically significant. The incidence of 

adverse and serious adverse events (e.g., transfusion-related events) were not 

significantly different between the convalescent plasma group compared to those 

given standard care/placebo. Overall methodological quality of evidence for the 

included studies had moderate certainty of evidence for most of the reported 

outcomes (i.e., all-cause mortality, clinical improvement at D28, WHO progression 

score (level 7 or above) at D28, adverse events). 
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CONSENSUS ISSUES 

The panel put a greater weight on the large RECOVERY trial that showed no significant 

reduction in mortality among moderate to critical hospitalized patients. The panel also 

noted that there is another large trial in UK (REMAP-CAP) that stopped its 

convalescent plasma arm for severe COVID-19 patients. 

 

Should ibuprofen be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  

We recommend against the use of ibuprofen as treatment among patients with 
COVID-19 infection. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Currently, there are no randomized controlled trials that assessed the efficacy of 

ibuprofen as a treatment for COVID-19. Based on the two observational studies (one 

retrospective cohort and one case series) [58-59] that have not been peer-reviewed, 

there is limited evidence that ibuprofen treatment could improve COVID-19 symptoms 

and outcomes.  

 

CONSENSUS ISSUES 

It is important to note that this recommendation is strictly for the use of ibuprofen in 

the treatment of COVID-19 infection and should not be confused with another living 

recommendation pertaining to the effect of the concurrent use of ibuprofen with other 

COVID-19 outcomes.  

Although direct evidence of very low quality suggests a trend towards benefit, there 

was indirect evidence of possible harm. The benefit that was seen from the first study 

might not be solely because of ibuprofen given that other patients were given other 

medications. The severity of COVID-19 infection was not also specified in the first 

study and it was assumed that it included patients of all severity (i.e., mild, moderate, 

severe) since the information were taken from electronic health records of different 

hospitals. 

Should virgin coconut oil (VCO) be used in the treatment of patients with 

COVID-19 infection? 

RECOMMENDATION  

There is no evidence to recommend the use of VCO as treatment among patients 
with COVID-19 infection. 
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KEY FINDINGS 

To date, there is no available completed clinical trial directly investigating 

effectiveness or safety of virgin coconut oil as an adjunct treatment for COVID-19 

patients of any age or disease severity. Indirect evidence was noted from two studies 

of VCO on other viruses such as human immunodeficiency viruses. [60-61] 

 

CONSENSUS ISSUES 

It is important to note that this recommendation is strictly for the use of VCO in the 

treatment of COVID-19 infection and should not be confused with another living 

recommendation pertaining to the use of VCO in the adjunctive treatment of COVID-

19. 

The ongoing clinical trial for VCO is not yet registered with the local Food and Drug 

Administration, hence, the evidence that will be generated cannot be used as an 

additional indication for the marketing purpose of VCO. 

 

Should Lianhua be used in the treatment of patients with COVID-19 infection? 

RECOMMENDATION  

We recommend against the use of Lianhua as treatment among patients with 
COVID-19 infection. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Limited evidence from 3 studies [62-64] with very low methodological quality shows 

that using Lianhua offers no clear benefit in improving the clinical status of patients 

with COVID-19. None of the studies provided effect estimates for the outcomes of 

mortality, development of ARDS, length of hospitalization, and the need for 

mechanical ventilation.  

 

CONSENSUS ISSUES 

The Consensus Panel considered the evidence from the presented trials to be of very 

low certainty, with only marginal benefit in terms of rate of recovery and time to 

symptom recovery and inconclusive evidence for harm due to imprecise confidence 

intervals. The accessibility issue and potential harm the drug might cause should be 

considered. Lianhua is currently a drug regulated by the Philippine Food and Drug 

Administration as it contains ephedra, a controlled substance. As a result, Lianhua 

could not be sold over the counter and may only be prescribed by physicians holding 

an S2 license. The ephedra content of Lianhua was reported by some physicians to be 

potentially harmful, especially in patients with cardiovascular disease. 
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Should ivermectin be used in the treatment of patients with COVID-19 

infection?  

RECOMMENDATION  

We suggest against the use of ivermectin for the treatment of patients with mild-to-
moderate COVID-19. (Very low quality of evidence; Conditional recommendation) 

 

 

RECOMMENDATION  

We recommend against the use of ivermectin for the treatment of patients with 
severe COVID-19. (Very low quality of evidence; Strong recommendation) 

 

RECOMMENDATION  

We suggest against the use of ivermectin combined with doxycycline for the 
treatment of patients with COVID-19. (Very low quality of evidence; Conditional 
recommendation) 

  

KEY FINDINGS  

Our search yielded 19 randomized controlled trials [65-83]. Ivermectin was compared 

to placebo or standard of care in 14 RCTs, lopinavir/ritonavir in 1 RCT, and 

hydroxychloroquine in 2 RCTs. Four RCTs investigated the effect of ivermectin in 

combination with doxycycline: 3 against placebo or standard of care and 1 against 

hydroxychloroquine with azithromycin. 

No significant mortality benefit was found across all 5 comparisons. For RCTs that 

compared ivermectin against placebo/standard of care, a mortality reduction was 

noted only with the use of high dose ivermectin. Heterogeneity assessment revealed 

no effect of publication status, study quality, or disease severity on mortality. 

Shorter time to viral clearance (3-5 days) was reported in studies that compared 

ivermectin with placebo/standard of care, hydroxychloroquine, and lopinavir/ritonavir. 

Clinical improvement on day 6-10 was also noted only in studies that used ivermectin 

combined with doxycycline. Significantly shorter time to symptom resolution was 

noted from 3 studies that used ivermectin-doxycycline versus placebo/standard of 

care; however, this combination was also found to result in significantly more adverse 

events. 

Ivermectin did not have any significant effect on clinical deterioration, need for 

mechanical ventilation, proportion of patients attaining virologic clearance on day 7-

14, duration of hospitalization, hospital discharge. The risk of serious and non-serious 

adverse events were not significantly higher among patients who received ivermectin. 

These results must be interpreted in the context of very low certainty of evidence. The 

quality of evidence was downgraded due to varying degrees of risk of bias in most 

studies, serious imprecision due to a small number of events and sample sizes as well 

as wide confidence intervals in the estimates. 
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CONSENSUS ISSUES  

The consensus panel noted that health equity may be decreased if budget will be 

allocated for ivermectin rather than efficacious medications and standard of care. The 

cost and availability of human grade ivermectin is another crucial consideration. The 

registered oral and parenteral preparations of ivermectin were registered for 

veterinary use only. Only the topical preparation of ivermectin is registered for human 

use. According to the Philippine Food and Drug Administration, drugs that were 

registered for veterinary use should not be utilized for human consumption. 

In this update, the consensus panel made a conditional recommendation against the 

use of ivermectin as a treatment for mild and moderate COVID-19 cases since the 

current available evidence shows no clear benefit in terms of mortality reduction and 

clinical outcomes. Studies that showed a potential mortality benefit had significant 

methodological limitations and had results that are inconsistent with those reported 

in other trials. For severe and critical COVID-19 cases, the consensus panel made a 

strong recommendation against the use of ivermectin as there are currently other 

treatments with established effectiveness. The panel also recognized that while the 

current data showed no statistical difference between ivermectin and control in terms 

of adverse events, there is still limited data regarding the adverse effects that may be 

observed when ivermectin is administered in high doses or in doses similar to those 

given in in vitro studies. Results from the ongoing randomized clinical trials are still 

needed to establish ivermectin is a safe and effective treatment for COVID-19. 

NOTE: The Consensus Panel agreed to make separate recommendations for patients 

with different disease severity. These recommendations were made without considering 

the dose of ivermectin. 

  

Should colchicine be used in the treatment of patients with COVID-19 infection? 

RECOMMENDATION  

We suggest against the use of colchicine in the treatment of COVID-19. (Low quality 
of evidence; Conditional recommendation) 

 

KEY FINDINGS 

We found 4 randomized controlled trials [84-87] that investigated the effect of 

colchicine compared to standard of care as treatment for patients with COVID-19. 

Colchicine did not show significant effect in terms of reducing all-cause mortality, 

need for mechanical ventilation, clinical deterioration. However, low quality evidence 

suggested that colchicine significantly shortened duration of hospitalization and 

duration of oxygen supplementation among patients with moderate to severe disease. 

Although adverse events, particularly diarrhea, were more frequently observed among 

participants treated with colchicine, the number of serious adverse events were 

comparable to those who received standard of care. All of the studies had risk of bias 
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issues as there were concerns in allocation concealment, blinding, attrition and 

selective reporting of outcome. The moderate risk of bias and imprecision in clinical 

outcomes such as all-cause mortality, mechanical ventilation, clinical deterioration 

and need for hospitalization contributed to downgrading of evidence to low certainty.  

It is important to note that the effect estimates of important clinical outcomes were 

close to 1.0 for efficacy (no clear or appreciable benefit) among mild and moderate to 

severe COVID-19, and for serious adverse events (no clear harm) among patients with 

mild COVID-19. However, among patients with any severity of COVID-19, colchicine 

may cause more harm. 

 

CONSENSUS ISSUES 

Current evidence showed significantly more adverse events (e.g., pulmonary 

embolism, gastrointestinal effects, nausea, rash, and most commonly diarrhea) with 

no significant clinical benefit in COVID-19 patients treated with colchicine compared 

to those receiving placebo or standard of care. Results from ongoing studies such as 

the ACT Trial are needed to better assess the effectiveness of colchicine as a 

treatment for COVID-19.  

 

Should interferon be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  

We suggest against the use of interferon in the treatment of hospitalized patients 
with moderate to critical COVID-19. (Very low quality of evidence; Conditional 
recommendation) 

 

KEY FINDINGS 

There were 3 randomized controlled trials [88-90] on the efficacy and safety of 

interferon in the treatment of COVID-19. Overall quality of evidence was very low. The 

studies had serious risk of bias due to problems in allocation concealment and 

blinding. There were also imprecision and inconsistency attributed to non-uniformity 

in the dosage of interferon in one study and standard of care. There was a lack of 

significant benefit of interferon on all-cause mortality, progression to severe COVID-

19 and clinical response by day 7. There was significant benefit on clinical response 

on day 14 and day 28.  Serious adverse events among patients receiving interferon did 

not differ from those not receiving interferon. 

 

CONSENSUS ISSUES 

Current evidence shows no significant benefit with using interferon for treating COVID-

19 infections. The high cost of this drug must be considered. 
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Should baricitinib with or without remdesivir be used in the management of 

hospitalized patients with COVID-19? 

RECOMMENDATION  

We suggest the use of baricitinib in combination with remdesivir in hospitalized 
COVID-19 patients who cannot take corticosteroids and require oxygen 
supplementation. (Low quality of evidence; Conditional recommendation) 

 

RECOMMENDATION  

There is insufficient evidence to recommend the use of baricitinib in combination 
with remdesivir and corticosteroids in hospitalized COVID-19 patients. (Very low 
quality of evidence) 

 

RECOMMENDATION  

There is no evidence to recommend the use of baricitinib alone in hospitalized 
COVID-19 patients. 

 

KEY FINDINGS 

One multinational double-blind placebo controlled randomized trial [91] investigated 

the effect of baricitinib with remdesivir versus remdesivir alone on 1,033 patients with 

moderate to severe COVID-19. Based on this RCT, baricitinib with remdesivir showed 

benefit in terms of shortening time to recovery by 1 day on average and reducing the 

incidence of new mechanical ventilation or ECMO. No significant effect on mortality 

was noted. Significantly fewer serious adverse events were documented with the 

group treated with baricitinib+remdesivir; however, the incidence of infections were 

increased in patients who were taking concomitant glucocorticoids. No other trials 

were found on baricitinib alone or in combination with other drugs. (i.e., glucorticoids). 

 

CONSENSUS ISSUES 

These recommendations were made in the context of dexamethasone being 

considered as a standard of care for severe or critical COVID-19 infection. The 

incremental benefit of giving baricitinib and remdesivir with dexamethasone remains 

to be a research gap. Thus, there is insufficient evidence to recommend the use of 

baricitinib in combination with remdesivir and corticosteroids in hospitalized COVID-

19 patients. Caution must be exercised in administering baricitinib in patients who are 

already taking steroids due to the likelihood of the occurrence of immunosuppression. 

Results showed that patients who received glucocorticoids had a higher risk of having 

serious or non-serious infections than those who did not. 

Due to supply problems in recent months, baricitinib is currently being used locally to 

replace tocilizumab in regimens with both remdesivir and dexamethasone. However, 

using baricitinib for COVID-19 qualifies as off-label use as it is approved only for use 

in rheumatoid arthritis.  



 

 59 

 

Should inhaled corticosteroids be used in the treatment of patients with 

COVID-19 infection? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of inhaled corticosteroids as 
treatment for non-hospitalized patients with mild to moderate COVID-19 infection. 
(Very low quality of evidence) 

 

KEY FINDINGS 

Evidence on the use of inhaled corticosteroids for the treatment of COVID-19 included 

two randomized controlled trials [92, 93]. Among non-hospitalized patients with mild 

to moderate COVID-19, inhaled budesonide was not associated with a reduced risk in 

hospitalization, emergency department visit, or death. The Principle trial found a 

shorter time to clinical recovery with the use of inhaled budesonide compared to usual 

care.  However, these two studies had serious risk of bias due to lack of blinding, 

unclear allocation concealment, and attrition bias. 

 

CONSENSUS ISSUES 

Further studies are needed to show the effectiveness of inhaled corticosteroids for 

the treatment of COVID-19 infection. Inhaled corticosteroids can be used to provide 

symptomatic relief for other concomitant conditions such as asthma and COPD. 

 

Should lopinavir/ritonavir be used in the treatment of COVID-19? 

RECOMMENDATION  

We recommend against the use of lopinavir/ritonavir as treatment for COVID-19 
infection. 
(Moderate quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Based on 5 randomized controlled trials [94—98] enrolling both suspected and 

confirmed COVID-19 patients, lopinavir/ritonavir combination did not significantly 

affect clinical improvement, all-cause mortality, viral negative conversion, need for 

mechanical ventilation, or WHO progression score level 7 or higher, when compared 

to standard of care. No difference in adverse events were also seen between 

lopinavir/ritonavir and control groups. The overall quality of evidence ranged from low 

to high across different outcomes. 

 

CONSENSUS ISSUES 

No issues were raised during the panel meeting. 
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Should bamlanivimab be used in the treatment of COVID-19? 

RECOMMENDATION  

We recommend against the use of bamlanivimab monotherapy as treatment for 
COVID-19 infection. (Very low quality of evidence; Strong recommendation) 

 

RECOMMENDATION  

We suggest against the use of bamlanivimab - etesevimab in the treatment of non-
hospitalized COVID-19 patients with mild-to-moderate COVID-19 at high risk of 
progression to severe disease. (Low quality of evidence; Conditional 
recommendation) 

 

KEY FINDINGS 

Evidence on the use of bamlanivimab on COVID-19 comes from 2 randomized 

controlled trials [99, 100], namely the BLAZE 1-trial for ambulatory patients and the 

ACTIV-3/TICO trial for hospitalized patients. Among ambulatory patients with mild-to-

moderate COVID-19, combination therapy with bamlanivimab and etesevimab as a 

single infusion resulted in a significant reduction in viral load compared to placebo at 

day 11. However, the use of bamlanivimab monotherapy was not associated with a 

reduction in viral load nor reductions in mortality, incidence of negative RT-PCR, time 

to sustained recovery, or hospital discharge. There were no significant differences in 

adverse events between the use of bamlanivimab and placebo. 

 

CONSENSUS ISSUES 

Bamlanivimab as monotherapy or in combination with etesevimab showed no 

significant benefit as treatment for COVID-19. Further studies are needed to show the 

effectiveness of bamlanivimab in the treatment of COVID-19 infection. In addition, the 

current cost of bamlanivimab remains high with an approximate cost of Php 60,000 

to 120,000 per dose. Recommending its use will possibly promote inequity especially 

in remote areas. Its local availability should also be considered.   

 

Should regeneron (monoclonal antibody cocktail of casirimibimab-imdevimab) 

be used in the treatment of COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of REGN-COV2 
(casirivimab/imdevimab) as treatment for COVID-19 infection. (Low quality of 
evidence) 

 

KEY FINDINGS 

Interim data from one ongoing RCT [101] comparing REGN-COV2 monoclonal 

antibody cocktail (casirivimab plus imdevimab) with placebo showed a significant 

reduction in viral load after 7 days of treatment with REGN-COV2 among non-
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hospitalized, non-severe patients. Lesser COVID-19 related medically attended visits 

were noted in the treatment group, but this did not reach statistical significance. The 

incidence of adverse events was balanced between the treatment and the placebo 

groups. Due to very serious imprecision, the certainty of evidence regarding the 

effectiveness of Regeneron remains low. There are currently 6 ongoing clinical trials 

on the use of REGN-COV2 as treatment of COVID-19. 

 

CONSENSUS ISSUES 

The study included in this review is only an interim analysis of data from 275 non-

severe COVID-19 patients. Complete results from ongoing studies are needed to 

better determine the effectiveness of casirivimab plus imdevimab as treatment for 

COVID-19 infection. The availability and cost of this intervention must also be 

considered. No mortality and only serious adverse events such as hypertension and 

hypoxia were reported. 

 

Should leronlimab be used in the treatment of patients with COVID-19 

infection? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of leronlimab as treatment for 
COVID-19. (Very low quality of evidence) 

 

KEY FINDINGS 

Very low-quality evidence based on three case series and one case study [102-105] 

was found on the use of leronlimab for the treatment of COVID-19. Among the patients 

with severe-critical COVID-19 given leronlimab, 26.3% died, 21.1% were still 

hospitalized, and 52.6% were discharged. There were reductions in serial IL-6 

measurements before and several days after administration. No thromboembolic 

events were reported. Well-conducted randomized controlled trials are still needed to 

assess the effectiveness of leronlimab as treatment for COVID-19.  

 

CONSENSUS ISSUES 

Further trials are needed to recommend the use of leronlimab for the treatment of 

COVID-19. The cost and accessibility of this drug must also be considered. 

 

Should steam inhalation be used for the treatment of COVID-19? 

RECOMMENDATION  

We recommend against the use of steam inhalation alone in the treatment of 
COVID-19. (Very low quality of evidence; Strong recommendation) 
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KEY FINDINGS 

Based on a single arm observational study [106] with high risk of bias, there is currently 

only very low quality evidence showing the possible benefit of steam inhalation in the 

prevention of developing symptomatic COVID-19 among exposed healthy individuals 

and reducing symptoms and number of days to negative SARS-COV-2 RT-PCR test of 

COVD-19 confirmed individuals. Meanwhile, there is indirect evidence highlighting the 

significant adverse effects of steam inhalation among individuals using it for 

symptomatic relief from the colds. 

 

CONSENSUS ISSUES 

The panel strongly recommended against the use of steam inhalation as treatment 

for COVID-19, despite the very low quality of evidence, because it was recognized that 

the potential for harm outweighs the benefit. 

 

Should baloxavir be used for the treatment of COVID-19? 

RECOMMENDATION  

We suggest against the use of baloxavir as treatment for patients with COVID-19 
infection. (Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

There was only one randomized controlled trial [107] included in this review. 

Treatment with baloxavir did not lead to significant reduction in the need for invasive 

mechanical ventilation, admission to intensive care unit, hospitalization and clinical 

improvement (very low quality of evidence).  There was no report of mortality in any 

of treatment arms. Currently, there are two ongoing clinical trials on the efficacy of 

baloxavir as treatment for COVID-19. 

 

CONSENSUS ISSUES 

Only one small study was included in the review, which showed consistent result of 

no significant benefit across all the outcomes measured (i.e., need for mechanical 

ventilator/ ECMO, admission to ICU, hospitalization, clinical improvement at 14 days, 

adverse events and time to clinical improvement). It was noted that baloxavir is a 

repurposed drug for COVID-19 and is originally indicated for influenza. It costs Php 

450 per tablet and is usually given within 48 hours from the onset of symptoms for 

the treatment of influenza. In terms of health equity, it was raised that since its benefit 

is yet to be established, resources should be allocated to more known and established 

drugs where the benefits are certain.   

 

Should oseltamivir be used for the treatment of COVID-19? 

RECOMMENDATION  
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We recommend against the use of oseltamivir as treatment for patients with COVID-
19 infection. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Based on the five retrospective cohort studies [108-112] included in this review, 

oseltamivir was associated with increased risk of mortality ((Odds Ratio (OR), 4.20; 

[95%CI 4.03, 4.38], very low quality of evidence). Moreover, it was associated with risk 

of disease progression (OR 5.22; [95% CI, 2.00, 13.02], low quality of evidence) as well 

as longer time to viral clearance (standard mean difference (SMD) of 1.65 days longer 

(95% CI 1.27, to 2.03, low quality of evidence). Currently, there are five ongoing clinical 

trials on the efficacy of oseltamivir as treatment for COVID-19. 

 

CONSENSUS ISSUES 

The panel made a strong recommendation against the use of oseltamivir noting that 

the mortality rate among patients given the drug is higher compared to those given 

standard of care (i.e., 27% vs 6%). Likewise, results showed that the progression to 

severe disease is five times more likely among patients taking oseltamivir.   

 

Should IVIG be used for the treatment of COVID-19? 

RECOMMENDATION  

We suggest against the use of intravenous immunoglobulin as treatment for 
moderate to severe COVID-19. (Very low quality of evidence; Conditional 
recommendation) 

 

KEY FINDINGS 

Four RCTs [113-116] that were of low to very low quality found that the use of 

intravenous immunoglobulin (IVIg) did not significantly reduce mortality or risk of 

mechanical ventilation among patients with moderate to severe COVID-19.  However, 

one very low quality RCT found higher incidence of virologic clearance as assessed 

by negative RT PCR with the use of IVIg. There was also no significant increase risk of 

adverse events with its use in COVID-19. 

 

CONSENSUS ISSUES 

A conditional recommendation was made while waiting for the results of the 31 

ongoing trials. 

 

Should mesenchymal stem cell therapy be used for the treatment of COVID-19? 

RECOMMENDATION  
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There is insufficient evidence to recommend using umbilical cord-derived 
mesenchymal stem cell therapy among adults with severe COVID-19 (PaO2/FiO2 
ratio ≤ 300 mmHg). (Very low quality of evidence) 

 

KEY FINDINGS 

We found 3 randomized controlled trials [117-119] evaluating the effectiveness and 

safety of mesenchymal stem cell (MSC) therapy in COVID-19 treatment. One RCT was 

at high risk of bias while the remaining 2 RCTs were of moderate quality. Validity 

issues included unclear allocation concealment, lack of blinding and incomplete 

outcome reporting. Based on very low quality evidence, umbilical cord-derived MSC 

(UC-MSC) therapy reduces mortality and hastens clinical improvement in adults with 

severe COVID-19. Limited by small sample sizes, adverse events were not significantly 

different between MSC and control groups. 

 

CONSENSUS ISSUES 

Although the current available evidence shows benefit in terms of mortality and time 

to clinical improvement, no recommendation was made due to the small sample size 

of the included studies. Further, more patients in the mesenchymal stem cell (MSC) 

therapy arm received co-interventions (i.e., remdesivir and corticosteroids) compared 

to the control arm which may have overestimated the true effect of MSC. 

 

Should famotidine be used for the treatment of COVID-19? 

RECOMMENDATION  

We suggest against the use of famotidine in the treatment of COVID-19.  
(Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

Very low-quality evidence from seven retrospective cohort studies [120-126] was 

found on the use of famotidine for the treatment of COVID-19. There was no 

significant reduction in the risk of mortality, mechanical ventilation, and composite 

outcome of mortality or mechanical ventilation. However, there was a significant 

increase in the risk of the composite outcome of mortality, mechanical ventilation, and 

intensive care unit admission. Adverse events were not examined in these 

retrospective cohort studies. 

 

CONSENSUS ISSUES 

No issues were raised during the panel meeting. 
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Evidence and Recommendations for the  

Critical Care and Respiratory Management of COVID-19 
 

Should systemic corticosteroids be used in patients with COVID-19 infection? 

RECOMMENDATION 

We recommend the use of dexamethasone in patients with COVID-19 infection who 

require supplemental oxygenation (i.e., including high-flow device, non-invasive, 

invasive mechanical ventilation and ECMO). (High quality of evidence; Strong 

recommendation) 

 

RECOMMENDATION 

We recommend against the use of systemic corticosteroids among patients with 

COVID-19 infection who do not require oxygen supplementation. (Moderate to high 

quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Eleven randomized controlled trials [1-11] were found on the use of systemic 

corticosteroids for COVID-19, with only two high quality studies. Overall, the trend of 

benefit with the use of corticosteroids is leaning towards potential benefit for severe 

and critical patients in terms of mortality and clinical improvement at Day 14- 28 but 

did not reach statistical significance. The incidences of adverse events (e.g., severe 

neuromyopathy, fungemia) were not significantly different between the 

corticosteroids group compared to those given standards of care. 

 

CONSENSUS ISSUES 

Dexamethasone has a better pharmacokinetic profile (i.e., longer acting than 

hydrocortisone and methylprednisolone) and better anti-inflammatory effect as 

compared to other steroids with less corticoid effects (e.g., less water retention). Low-

dose steroids (i.e., 6 mg of dexamethasone) are more preferred by physicians. As for 

other corticosteroids such as methylprednisolone and hydrocortisone, there is 

insufficient evidence to recommend its use in patients with COVID-19 infection who 

are requiring supplemental oxygenation. 

 

Should anticoagulation be used in treating patients diagnosed with COVID-19 

infection? 

RECOMMENDATION 

We suggest the use of prophylactic anticoagulation among hospitalized patients 

with COVID-19 infection, unless with contraindications. (Very low quality of 

evidence; Conditional recommendation) 

 



 

 75 

 

 

RECOMMENDATION 

We suggest the use of prophylactic dose anticoagulation rather than therapeutic 

anticoagulation in critically ill patients with COVID-19 infection. (Low quality of 

evidence; Conditional recommendation) 

 

KEY FINDINGS 

Among patients with COVID-19, no significant difference was found between those 

who received anticoagulation compared to those who did not with regards risk to 

thromboembolic events, bleeding episodes and mortality based on six observational 

cohort studies [12-17]. The result of therapeutic anticoagulation versus prophylactic 

anticoagulation showed no significant effect on mortality from one RCT [18]. Bleeding 

episodes were noted to be significant among those receiving therapeutic dose 

anticoagulation. There were inconsistent findings for the need for mechanical 

ventilation, ventilator-free days, pulmonary function and success of weaning in groups 

who received anticoagulation. Observational studies had moderate to low risk of bias 

with issues mostly on the different doses and types of anticoagulation given, and the 

tendency of those more severely ill to receive a higher dose of anticoagulation. 

 

CONSENSUS ISSUES 

The common dosing for prophylactic anticoagulation are: (1) enoxaparin – 40 mg; (2) 

heparin – 5000 units based on the studies that specified the dose. The frequency 

depends on the creatinine clearance of the patients. Relative contraindications to be 

considered prior to giving anticoagulation include active and clinically significant 

bleeding, severe bleeding diathesis, severe thrombocytopenia, major trauma, previous 

intracranial hemorrhage, recent invasive procedure and major trauma, The 

recommendations for critically ill patients may change once the results of big trials 

come out.  

 

Should empiric antimicrobial coverage be given to patients with severe and 

critical COVID-19? 

RECOMMENDATION 

We recommend against the routine use of antibiotics in patients with severe and 

critical COVID-19 infection, unless with suspicion of secondary bacterial co-

infection. For patients on empiric antibiotics, they should be assessed daily for the 

need for discontinuation, continuation or escalation based on clinical and laboratory 

parameters. (Very low quality of evidence; Strong recommendation) 
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KEY FINDINGS 

Very low quality of evidence from one retrospective observational study [19] was 

found on the use of empiric antimicrobials for COVID-19.  Early administered 

antibiotics did not significantly impact mortality or delayed hospital acquired 

infections in critically ill patients with COVID-19. 

 

CONSENSUS ISSUES 

Despite the low quality of evidence available, the panel voted for a strong 

recommendation against the routine use of antibiotics due to concerns on 

antimicrobial resistance. 

 

Should hemoperfusion be used in patients with COVID-19 infection? 

RECOMMENDATION 

There is insufficient evidence on the use of hemoperfusion among patients with 

COVID-19 infection. (Very low quality of evidence) 

 

KEY FINDINGS 

There were no randomized controlled trials or any systematic reviews found to answer 

this question.  Only one (1) prospective single-arm clinical trial and nine (9) case series 

/ case reports [20-29] on the use of hemoperfusion among COVID-19 patients were 

retrieved. All the patients who have not undergone hemoperfusion eventually died, and 

4 out of 5 who received hemoperfusion improved according to the study conducted 

by Rampino. However, no conclusion on the effectiveness of hemoperfusion as 

treatment for COVID-19 can be drawn. The results of the study of Ashgharpour 

showed that peripheral capillary oxygen saturations before hemoperfusion were 

89.6% ± 3.94% and after the sessions it has improved to 92.13% ± 3.38, however the 

serum level of interleukin-6 did not show any clinical significance before and after 

sessions.  Four (4) of the 10 patients in this study eventually expired. 

 

CONSENSUS ISSUES 

None raised during the panel meeting. 

 

Should a conservative fluid management strategy be used in mechanically 

ventilated adult COVID-19 patients? 

RECOMMENDATION 

We suggest the use of conservative fluid management rather than liberal fluid 

management strategy in mechanically ventilated adult COVID-19 patients with acute 

respiratory distress syndrome who have been adequately resuscitated*.  

(Low quality of evidence; Conditional recommendation) 
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*without tissue hypoperfusion and fluid responsiveness 

 

KEY FINDINGS 

Analysis of four randomized controlled trials [30-33], which included 1,106 

hemodynamically stable mechanically ventilated patients with acute respiratory 

distress showed a trend towards decreased risk of mortality in the conservative fluid 

management strategy group. Furthermore, the use of conservative fluid management 

strategy resulted to significantly increased ventilator-free days, significant decrease 

in the length of intensive care unit stay and duration of mechanical ventilation. In 

terms of adverse events, the use of conservative fluid management strategy showed 

no significant difference in renal failure-free days and need for renal replacement 

therapy. The overall quality of studies included in this analysis was found moderate 

risk of bias with common issues on selection, performance, and reporting bias. 

 

CONSENSUS ISSUES 

The recommendation of initiating a conservative fluid management strategy should 

be employed in adequately resuscitated and hemodynamically stable mechanically 

ventilated patients with acute respiratory distress syndrome. Studies included in the 

evidence review for this clinical question excluded patients with hemodynamic 

instability or those with more than minimal requirement for vasopressors for septic 

shock. It should be emphasized that fluid resuscitation for septic shock should be 

prioritized in order to optimize adequate perfusion and hemodynamic stability. Fluid 

responsiveness should also be adequately assessed as conservative fluid 

management strategy must not be initiated until patient is deemed fluid or volume 

unresponsive. 

 

Should proning be used in non-intubated patients with COVID-19 infection? 

RECOMMENDATION 

We suggest self-proning to improve oxygenation status of non-intubated 

hospitalized patients with COVID-19 infection requiring oxygen supplementation.  

(Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

There is limited direct evidence showing physiological improvements in proning 

among patients diagnosed with COVID-19 regardless of whether they are receiving 

non-invasive supplemental oxygen modalities. The benefit of proning non-intubated 

patients in reducing the risk of mortality and intubation risk remains uncertain due to 

inconclusive results [34-36]. Patients who were placed in prone position experienced 

discomfort back pain and shoulder pain, accidental removal of peripheral IV lines. 

There were improvements in oxygenation among COVID-19 patients who were not yet 

intubated and experienced prone positioning. 
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CONSENSUS ISSUES 

Self proning is recommended for patients with COVID-19 infection who are not 

qualified to be intubated. Based on the studies, self proning has no impact on mortality 

and intubation. 

 

Should high flow nasal cannula be used in patients with COVID-19 infection? 

RECOMMENDATION 

We suggest the use of high-flow nasal cannula oxygenation rather than non-invasive 

ventilation (e.g., helmet CPAP, mask NIV) in patients with COVID-19 infection and 

acute hypoxemic respiratory failure who do not respond to conventional oxygen 

therapy. (Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

Only one randomized controlled trial [37] evaluated the effectiveness of high flow 

nasal cannula (HFNC) and COT among adults with severe COVID-19, this study is of 

moderate risk of bias because of unclear randomization process, no allocation 

concealment, small sample size and unequal characteristics at baseline. Results 

showed that HFNC patients stayed almost one day shorter in the ICU and hospital 

length of stay was similarly shorter in the HFNC arm but not significantly different 

from the COT arm.  

There is limited evidence on the effectiveness of HFNC vs. NIV in COVID-19 patients 

from four, moderate-quality retrospective cohort studies [38-41]. Pooled results from 

three studies showed a reduction in odds of mortality with the use of HFNC over NIV. 

Mean hospital stay of HFNC patients (19.2 13.3 days) did not differ significantly from 

those on mask NIV (21.5 +/- 15.1 days) and H-CPAP (19.8 +/- 12.1 days). 

 

CONSENSUS ISSUES 

The use of HFNC over conventional oxygen therapy (i.e., nasal cannula, venture mask 

or non-rebreather mask) is not congruent to usual clinical practice. The use for HFNC 

is preferred for patients who are not doing well with the conventional oxygen therapy. 

In addition, the trial employing severe COVID-19 patients, used HFNC even if it is not 

yet needed at the time. 
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Should lung protective ventilation, high PEEP and driving pressure-limited 

strategies be used in the management of adult patients with COVID-19-

associated acute respiratory distress syndrome? 

RECOMMENDATION 

We suggest the use of a lung protective ventilation strategy (tidal volume 4-8 mL/kg 

predicted body weight and plateau pressure less than 30 cmH2O) in patients with 

COVID-19 infection and ARDS. (Very low quality of evidence; Conditional 

recommendation) 

 

RECOMMENDATION 

There is insufficient evidence to recommend the use of a higher PEEP strategy. We 

suggest to individualize PEEP or employ a PEEP strategy based on respiratory 

mechanics (i.e., compliance) in patients with COVID-19 infection.  (Low quality of 

evidence; Conditional recommendation) 

 

RECOMMENDATION 

There is insufficient evidence to recommend a driving pressure limited strategy in 

patients with COVID-19 infection. We suggest to keep the driving pressure ≤ 14 

cmH2O. (Low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

There were no clinical trials evaluating the (1) effectiveness and harms of lung 

protective ventilation strategy and high PEEP strategies in patients with COVID-19-

associated ARDS; (2) effectiveness and harms of higher PEEP versus lower PEEP 

strategies in conjunction with LTVV in patients with COVID-19-associated ARDS; and, 

(3) effectiveness and harms of a driving pressure-limited strategy in patients with 

COVID-19 and ARDS. 

Lung Protective Ventilation 

Higher tidal volume was associated with the same or higher risk of 28-day mortality 

but there was no significant difference in ventilator-free days in multivariable models 

[42]. A smaller case-control study also [43] showed that barotrauma cases were 

observed to have significantly lower VT (median 5.4 vs. 11.7 mL/kg PBW, p = 0.005) 

and Pplat (median 27 vs. 32 cmH2O, p = 0.01) than the controls. 

Higher PEEP and Low Tidal Volume Ventilation 

Higher PEEP was not associated with 28-day mortality nor ventilator-free days in 

adults with COVID-19-related ARDS. A case-control study showed that PEEP was not 

statistically significantly different between patients with and without barotrauma. [42, 

43] 

Driving Pressure 
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There was no significant difference in 28-day mortality, in-hospital mortality, 

mechanical ventilation-free days, hospital stay and barotrauma were observed. [44] 

 

CONSENSUS ISSUES 

During the early stages of the disease, COVID-19 ARDS may not be the same as the 

usual ARDS. In COVID-19-related ARDS, compliance can be high or normal even in 

patients with very low PaO2/FiO2 ratios. In these cases, the lungs are not recruitable 

and the use of high levels of PEEP will not lead to better oxygenation. 

As the respiratory mechanics (compliance) in COVID-19 ARDS are not uniformly 

correlated with the severity of the hypoxemia, it is best to individualize PEEP based on 

compliance and driving pressure rather than titrating PEEP based on the severity of 

the PaO2/FiO2 ratio. Thus, a higher PEEP strategy (using the high PEEP/ FiO2 table) 

for moderate to severe ARDS is not recommended for all patients with COVID 19 

infections, due to possible complications such as barotrauma. 

We suggest titrating lung volumes (tidal volume 4-8 ml/kg predicted body weight) and 

PEEP to maintain the plateau pressure less than 30 and to have the lowest driving 

pressure. A driving pressure of < 14cm H20 is recommended. The driving pressure is 

the difference between the plateau pressure and the PEEP, or tidal volume over the 

respiratory system compliance. 

 

Should rapid sequence intubation or delayed sequence intubation be used for the 

management of COVID-19? 

RECOMMENDATION 

We suggest the use of rapid sequence intubation for COVID-19 patients to reduce 

infection among healthcare workers performing the procedure. (Very low quality of 

evidence; Conditional recommendation) 

 

KEY FINDINGS 

There were no studies directly comparing rapid sequence intubation (RSI) and delayed 

sequence intubation (DSI). For each modality, there were very low quality evidence, 

which had limitations in study design and indirectness. Both RSI and DSI improved the 

post-intubation oxygen saturations of the patients.  The study on RSI [45] reported that 

10.4% of the patients died within 24 hours of intubation. On the other hand, the study 

on DSI [46] reported no deaths within an unspecified time period. The study on RSI 

reported cardiac arrest in 2% of the patients and pneumothorax in 5.9% of the patients 

post intubation. Conversely, the study on DSI reported that none of the patients had 

cardiac arrest post intubation within an unspecified time period. The study on RSI 

reported that there was no evidence of cross infection in the anesthesiologists who 

intubated the COVID-19 patients. 
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CONSENSUS ISSUES 

There is no direct comparison between rapid sequence intubation (RSI) and delayed 

sequence intubation (DSI). RSI does not pertain to the timing of intubation but rather 

it pertains to the sequence of events. 

RSI helps prevent the aerolization of COVID-19 particles and is safer for healthcare 

workers performing RSI. RSI is done rapidly and prevents further deterioration of 

patients who need oxygen supplementation. However, there is a potential to develop 

hypoxemia among patients who had undergone RSI. RSI is commonly done locally 

except in patients with crashed airways. Depending on the condition, RSI may be 

modified to suit the patients’ needs._On the other hand, delayed sequence intubation 

(DSI) is generally much safer for patients because it ensures that the procedure is not 

conducted haphazardly (patients are pre-oxygenated and sedatives and 

neuromuscular blockers are administered). In addition, RSI is also recommended by 

the other societies except for agitated patients. Additional costs for anaesthesia must 

be considered in performing RSI.  

 

Should Extracorporeal Membrane Oxygenation (ECMO) be used in the 

management of ARDS among COVID-19? 

RECOMMENDATION 

We suggest the use of VV-ECMO for judiciously selected COVID-19 patients with 

severe ARDS based on the Extracorporeal Life Support Organization (ELSO) criteria. 

(Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

We included seven observational studies [47-53] on the use of ECMO in the 

management of COVID-19. One of the cohort studies included a target trial emulation.  

There were no randomized controlled trials found. Mortality rates among patients on 

ECMO varied widely ranging from 17.1% to 58.3%.  One study showed a significantly 

lower mortality rate among patients who received ECMO compared to those who did 

not.  Reported harms were major bleeding, acute kidney injury requiring renal 

replacement therapy, pneumonia, other infections, and neurologic complications. 

Overall quality of studies was very low because these were observational studies. 

 

CONSENSUS ISSUES 

Venovenous (VV) ECMO is not indicated for all severe COVID-19 patients with ARDS. 

The general guidelines for the use of ECMO among non-COVID patients must be 

followed given that there are no guidelines for the use of ECMO among patients with 

COVID-19. Likewise, standard selection criteria, indications and contraindications 

should be followed in recommending the use of ECMO. The protocol for the treatment 

of severe ARDS must be followed. VV-ECMO is used once other modalities (e.g., 
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proning, mechanical ventilation and lung protective strategies) did not work and the 

patients are qualified for ECMO.  

There is a limited number of ECMO machines that are locally available. In addition, 

manipulation of this machine requires manpower, training and additional medical 

equipment. The use of ECMO must be judicious due to the considerable concern on 

the high cost and local availability of ECMO. ECMO is also used for the treatment of 

ARDS caused by leptospirosis and cytokine adsorption among COVID patients. The 

use of ECMO is included in the COVID fund and it costs around Php 2,000,000.00 per 

day, however, the costs are not fully covered. The results of ongoing trials are needed 

to show that the use of ECMO is effective and safe among patients with COVID-19 

infection.  

 

Should hyperbaric oxygen therapy be used in the management of COVID-19 

patients? 

RECOMMENDATION 

There is insufficient evidence to recommend the use of hyperbaric oxygen therapy 

for the management of COVID-19 patients. (Very low quality of evidence) 

 

KEY FINDINGS 

Only one non-randomized clinical trial [54] was found on the use of hyperbaric oxygen 

therapy (HBOT) for COVID-19. HBOT significantly reduced the need for mechanical 

ventilation , but did not demonstrate significant benefit in terms of mortality. The few, 

minor adverse events experienced by the patients included epistaxis (which was not 

related to HBOT), ear pain, and claustrophobia. A serious adverse event in the 

interventional group occurred when a patient sustained a hypoxic arrest, 

demonstrating the high risk of transferring and caring for COVID-19 patients in a 

hyperbaric chamber. The overall quality of evidence was low due to imprecision and 

small sample size. 

 

CONSENSUS ISSUES 

The high cost of hyperbaric oxygen therapy must be considered before recommending 

its use for the treatment of COVID-19 infection. There is also limited availability of 

hyperbaric oxygen therapy machines in the Philippines. Its use may applied in the 

context of a clinical trial. The results of ongoing studies are needed to show the use 

of hyperbaric oxygen therapy for the treatment of COVID-19 infection. 
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Should etoposide be given among patients with severe COVID-19 pneumonia 

in cytokine storm? 

RECOMMENDATION 

We recommend against the use of etoposide among patients with COVID-19 

pneumonia in cytokine storm. (Very low quality of evidence; Strong 

recommendation) 

 

KEY FINDINGS 

Very low quality evidence was found on the use of etoposide as treatment for severe 

COVID-19: one case series and one case report [55, 56]. The case series showed an 

improvement in PaO2-FiO2 ratio (PFR) post-treatment of etoposide. Among the 14 

patients studied in both studies, three patients expired while ten patients improved 

and were subsequently discharged. Adverse effects of etoposide include alopecia, 

gastrointestinal symptoms, acute hypersensitivity reactions, myelosuppression, and 

rarely, secondary malignancies such as acute myelocytic leukemia. 

 

CONSENSUS ISSUES 

There is not enough high-quality evidence to show that etoposide is useful for the 

management of COVID-19 patients with pneumonia in cytokine storm. There are 

significant adverse events with the use of etoposide, namely: alopecia, nausea, 

vomiting, myelosuppression, acute hypersensitivity reactions, hepatotoxicity, 

hypotension from rapid infusion, and secondary malignancies. 

 

Should pulmonary rehabilitation be done among long COVID patients with 

residual pulmonary symptoms to improve pulmonary function and quality of 

life? 

RECOMMENDATION 

We recommend individualized pulmonary rehabilitation with pre-intervention 

medical clearance for long COVID patients who show residual respiratory 

symptoms. (Moderate quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

We found one randomized controlled trial [57] that investigated the effect of 

pulmonary rehabilitation (PR) among long COVID patients with residual respiratory 

symptoms.   The study was found to have a moderate risk of bias due to absence of 

blinding for both patients and outcome assessors and unclear allocation process.  

They also enrolled only participants above 65 years of age.  Based on moderate quality 

of evidence, pulmonary function tests of those who received pulmonary rehabilitation 

significantly improved. Quality of life and anxiety scales also significantly differed 

between groups, with improvement noted in the PR group compared to no PR. There 

was no significant difference for depression and activities of daily living between 
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groups and within groups before and after the intervention. The RCT did not report any 

adverse events; indirect evidence [58] from PR done on COPD patients likewise 

showed no to low number of adverse events which did not hinder the feasibility and 

safety of the procedure of pulmonary rehabilitation. 

 

CONSENSUS ISSUES 

The panel recommends that the start and duration of pulmonary rehabilitation of each 

patient should be individualized depending on the assessment of a pulmonologist.  

Studies showed that the assessment of pulmonary rehabilitation among long COVID 

patients should start at least 6 months after their hospital admission and last for as 

long as 6 weeks. However, recommendations on when the assessment for pulmonary 

rehabilitation should start differ across professional medical societies. An 

international task force with representation from the European Respiratory Society 

and the American Thoracic Society recommends that the assessment should be done 

6-8 weeks after hospital discharge in order to identify patients who will have residual 

symptoms. In addition, pulmonary rehabilitation for other disease conditions lasts for 

6-9 weeks. 

 

References 
1. Corral-Gudino L, Bahamonde A, Arnaiz-Revillas F, Gómez-Barquero J, Abadía-Otero J, García-

Ibarbia C et al. GLUCOCOVID: A controlled trial of methylprednisolone in adults hospitalized 

with COVID-19 pneumonia. 2020. [Preprint] 

2. Du. 2020; unpublished. Covid-19 Living Data [Internet]. Covid-nma.com. 2021 [cited 1 

February 2021]. Available from: https://covid-

nma.com/living_data/infos_participants.php?i=167 

3. Perner A. 2020, unpublished. Covid-19 Living Data [Internet]. Covid-nma.com. 2021 [cited 1 

February 2021]. Available from: https://covid-

nma.com/living_data/infos_participants.php?i=174 

4. Villar J. 2020, unpublished. Covid-19 Living Data [Internet]. Covid-nma.com. 2021 [cited 1 

February 2021]. Available from: https://covid-

nma.com/living_data/infos_participants.php?i=168 

5. Dequin P, Heming N, Meziani F, Plantefève G, Voiriot G, Badié J et al. Effect of hydrocortisone 

on 21-day mortality or respiratory support among critically ill patients with COVID-19. JAMA. 

2020;324(13):1298. 

6. Edalatifard M, Akhtari M, Salehi M, Naderi Z, Jamshidi A, Mostafaei S et al. Intravenous 

methylprednisolone pulse as a treatment for hospitalised severe COVID-19 patients: results 

from a randomised controlled clinical trial. European Respiratory Journal. 

2020;56(6):2002808. 

7. Farahani R, Mosaed R, Nezami-Asl A, chamanara M, Soleiman-Meigooni S, Kalantar S et al. 

Evaluation of the efficacy of methylprednisolone pulse therapy in treatment of Covid-19 adult 

patients with severe respiratory failure: randomized clinical trial. Research Square. 2020;. 

8. Jeronimo C, Farias M, Val F, Sampaio V, Alexandre M, Melo G et al. Methylprednisolone as 

adjunctive therapy for patients hospitalized with coronavirus disease 2019 (COVID-19; 

Metcovid): A Randomized, Double-blind, Phase IIb, Placebo-controlled Trial. Clinical Infectious 

Diseases. 2020;. 

9. Angus D, Derde L, Al-Beidh F, Annane D, Arabi Y, Beane A et al. Effect of hydrocortisone on 

mortality and organ support in patients with severe COVID-19. JAMA. 2020;324(13):1317. 



 

 85 

10. Tomazini B, Maia I, Cavalcanti A, Berwanger O, Rosa R, Veiga V et al. Effect of 

dexamethasone on days alive and ventilator-free in patients with moderate or severe acute 

respiratory distress syndrome and COVID-19. JAMA. 2020;324(13):1307. 

11. Horby P, Lim W, Emberson J, Mafham M, Bell J, Linsell L et al. Dexamethasone in hospitalized 

patients with Covid-19 — Preliminary Report. New England Journal of Medicine. 2020;. 

12. Ayerbe L, Risco C, Ayis S. The association between treatment with heparin and survival in 

patients with Covid‐19. J Thromb Thrombolysis. 2020;50(2):298‐301. 

https://doi.org/10.1007/s11239-020-02162-z. 

13. Gonzalez‐Porras JR, Belhassen‐Garcia M, Bernus AL, Vaquero‐Roncero LM. Low molecular 

weight heparin in adults inpatient COVID‐19. https://doi.org/10.2139/ssrn.3586665 

14.  Paranjpe I, Fuster V, Lala A, et al. Association of treatment dose anticoagulation with in‐

hospital survival among hospitalized patients with COVID‐19. J Am Coll Cardiol. 

2020;76(1):122‐124. https://doi.org/10.1016/j.jacc.2020.05.001.Tang N, Bai H, Chen X, Gong 

J, Li D, Sun Z. Anticoagulant treatment is associated with decreased mortality in severe 

coronavirus disease 2019 patients with coagulopathy. J Thromb Haemost. 2020;18(5):1094‐

1099. https://doi.org/10.1111/jth.14817 

15. Rossi R, Coppi F, Talarico M, Boriani G. Protective role of chronic treatment with direct oral 

anticoagulants in elderly patients affected by interstitial pneumonia in COVID‐19 era. Eur J 

Intern Med. 2020;77:158‐160. https://doi.org/10.1016/j.ejim.2020.06.006 

16. Tremblay D, van Gerwen M, Alsen M, et al. Impact of anticoagulation prior to COVID‐19 

infection: a propensity score–matched cohort study. Blood. 2020;136(1):144‐147. 

https://doi.org/10.1182/blood.2020006941 

17. Llitjos JF, Leclerc M, Chochois C, et al. High incidence of venous thromboembolic events in 

anticoagulated severe COVID‐19 patients. J Thromb Haemost. 2020;18(7):1743‐1746. 

https://doi.org/10.1111/jth.14869. 

18. Lemos ACB, do Espírito Santo DA, Salvetti MC, Gilio RN, Agra LB, Pazin-Filho A, et al. 

Therapeutic versus prophylactic anticoagulation for severe COVID-19: A randomized phase II 

clinical trial (HESACOVID). Thromb Res [Internet]. 2020;196:359–66. Available from: 

https://doi.org/10.1016/j.thromres.2020.09.026 

19. Buetti, N., Mazzuchelli, T., Lo Priore, E., Balmelli, C., Llamas, M., Pallanza, M., Elzi, L., Consonni, 

V., Trimboli, P., Forni-Ogna, V. and Bernasconi, E., 2020. Early administered antibiotics do not 

impact mortality in critically ill patients with COVID-19. Journal of Infection, 81(2), pp.e148-

e149. Available at: <www.sciencedirect.com/.../journal-of-infection/vol/81/issue/2> 

[Accessed 5 April 2021]. 

20. Asgharpour M, Mehdinezhad H, Bayani M,Zavareh MSH, Hamidi SH, Akbari R. et. al. 

Effectiveness of extracorporeal blood purification (hemoadsorption) in patients with severe 

coronavirus disease 2019 (COVID-19). BMC Nephrology. 2020; 21: 356, 

https://doi.org/10.1186/s12882-020-02020-3 

21. Katagiri D, Ishikane M, Asai Y, et al. Direct hemoperfusion using a polymyxin B immobilized 

polystyrene column for COVID-19. J Clin Apher. 2020;1–9. https://doi.org/10.1002/jca.21861 

22. Rampino T, Gregorini M, Perotti L, Ferrari F, Pattonlero EF, Grignano M.  Hemoperfusion with 

CytoSorb as adjuvant therapy in critically ill patients with SARS-CoV2 pneumonia. Blood Pufi; 

2020 Nov, DOI: 10.1159/000511725 

23. Shadvar K, Tagizadiyeh A, Gamari AA, Soleimanpour H, Mahmoodpoor A.  Hemoperfusion as 

a potential treatment for critically ill COVID-19 patients with cytokine storm. Blood Purif, 2020 

Nov 10. DOI: 10.1159/000511391 

24. Hajian S, Rastgoo N. The effect of hemoperfusion on the recovery of COVID-19 in hospitalized 

patients; case series and review study. Immunopathol Persa.  2021;7(2):e13. DOI:10.34172/ 

ipp.2021.13. 

25. Ishiwari M, Togashi Y, Takoi H, Kikuchi R, Kono Y, Abe S.  Polymyxin B haemoperfusion 

treatment for respiratory failure and hyperferritinaemia due to COVID-19.  Respirology Case 

Reports, 2020: 8(9), e00679, doi: 10.1002/rcr2.679 



 

 86 

26. Kusaba Y, Izumi S, Takasaki J, Suzuki M, Katagiri D, Katsuno T, et. al.  Successful Recovery 

from COVID-19-associated Acute Respiratory Failure with Polymyxin B-immobilized Fiber 

Column-direct Hemoperfusion. Intern Med 2020; 59: 2405-2408, doi: 

10.2169/internalmedicine.5413-20 

27. Moradi H, Abbasi S.  Hemoperfusion as a Supportive Treatment in a COVID-19 Patient with 

Late Pulmonary Thromboembolism: A Case Report. International Medical Case Reports 

Journal. 2020: 13: 341-345. 

28. Nihei Y, Nagasawa H, Fukao Y, Khara M, Ueda S, Gohda T, Suzuki Y.  Continuous 

extracorporeal treatments in a dialysis patient with COVID‑19. CEN Case Reports; 2020 Oct, 

https://doi.org/10.1007/s13730-020-00538-x 

29. Vardanjani AE, Ronco C, Rafiel H, Golitaleb M, Pishvael MH, Mohammad M.  Early 

Hemoperfusion for Cytokine Removal May Contribute to Prevention of Intubation in Patients 

Infected with COVID-19. Blood Purif. 2020 June, DOI: 10.1159/000509107 

30. Hu W, Lin CW, Liu BW, Hu WH, Zhu Y. Extravascular lung water and pulmonary arterial wedge 

pressure for fluid management in patients with acute respiratory distress syndrome. 

Multidiscip Respir Med. 2014 Jan 16;9(1):3. 

31. Wiedemann HP, Wheeler AP, Bernard GR, Thompson BT, Hayden D, deBoisblanc B, Connors 

AF Jr, Hite RD, Harabin AL, National Heart, Lung, and Blood Institute Acute Respiratory 

Distress Syndrome (ARDS) Clinical Trials Network. Comparison of two fluid-management 

strategies in acute lung injury. N Engl J Med. 2006 Jun 15;354(24):2564-75.  

32. Martin GS, Mangialardi RJ, Wheeler AP, Dupont WD, Morris JA, Bernard GR. Albumin and 

furosemide therapy in hypoproteinemic patients with acute lung injury. Crit Care Med. 2002 

Oct;30(10):2175-82. 

33. Martin GS, Moss M, Wheeler AP, Mealer M, Morris JA, Bernard GR. A randomized, controlled 

trial of furosemide with or without albumin in hypoproteinemic patients with acute lung injury. 

Crit Care Med. 2005 Aug;33(8):1681-7. 

34. Ferrando C, Mellado-Artigas R, Gea A, Arruti E, Aldecoa C et al. Awake prone positioning does 

not reduce the risk of intubation in COVID-19 treated with high-flow nasal oxygen therapy: a 

multicenter, adjusted cohort study. Critical Care. 2020; 24:597. 

35. Jagan N, Morrow LE, Walters RW, Klein LP, Wallen TJ, et al. The POSITIONED Study: Prone 

positioning in non-ventilated coronavirus disease 2019 patients- a retrospective analysis. 

Critical Care Exploration. 2020; 2:e0229. 

36. Padrao EMH, Valente FS, Besen B, Rahhal H, Mesquita PS et al. Awake prone positioning in 

COVID-19 hypoxemic respiratory failure: exploratory findings in a single-center retrospective 

cohort study. Academic Emergency Medicine 2020: 27(12):1249-1259 

37. Teng XB, Shen Y, Han MF, Yang G et al. The value of high flow nasal cannula oxygen therapy 

in treating novel coronavirus pneumonia. Eur J Clin Invest. 2020. 

38. Alharty A, Faqihi F, Noor A, Soliman I, Brindley PG, Karakitsos D et al. Helmet continuous 

positive airway pressure in the treatment of COVID-19 patients with acute respiratory failure 

could be an effective strategy: a feasibility study.  Journal of Epidemiology and Global Health. 

2020; 10(3):201-203. 

39. Duan J, Chen B, Liu X, Shu W. Zhao W, Li J et al. Use of high-flow nasal cannula and non-

invasive ventilation in patients with COVID-19: a multicenter observational study. American 

Journal of Emergency Medicine. 2020.  

40. Franco C, Facciolongo N, Tonelli R, Dongili R, Vanello A, Pisani L et al. Feasibility and clinical 

impact of out-of ICU non-invasive respiratory support in patients with COVID-19 related 

pneumonia. European Respiratory Journal. 2020 

41. Galton T, Bellani G, Foti G, Frazer MJ, Fuchs B, Cereda M. Early clinical experience in using 

helmet continuous positive airway pressure and high-flow nasal cannula in overweight and 

obese patients with acute hypoxemic respiratory failure from coronavirus disease 2019. 

Critical Care Explorations 2020. 



 

 87 

42. Botta M, Tsonas AM, Pillay J, Boers LS, Algera AG, Bos LDJ, et al. Ventilation management 

and clinical outcomes in invasively ventilated patients with COVID-19 (PRoVENT-COVID): a 

national, multicentre, observational cohort study. Lancet Respir Med. 2020;19(20):1–10.  

43. Udi J, Lang CN, Zotzmann V, Krueger K, Fluegle A, Bamberg F, et al. Incidence of Barotrauma 

in Patients With COVID-19 Pneumonia During Prolonged Invasive Mechanical Ventilation – A 

Case-Control Study. J Intensive Care Med. 2020; 

44. Romano MLP, Maia IS, Laranjeira LN, Damiani LP, Paisani DDM, Borges MDC, et al. Driving 

Pressure-limited Strategy for Patients with Acute Respiratory Distress Syndrome A Pilot 

Randomized Clinical Trial. Ann Am Thorac Soc. 2020;17(5):596–604. 

45. Yao W, Wang T, Jiang B, Gao F, Wang L, Zheng H et al. Emergency tracheal intubation in 202 

patients with COVID-19 in Wuhan, China: lessons learnt and international expert 

recommendations. British Journal of Anaesthesia. 2020;125(1):e28-e37. 

46. Weingart S, Trueger N, Wong N, Scofi J, Singh N, Rudolph S. Delayed Sequence Intubation: A 

Prospective Observational Study. Annals of Emergency Medicine. 2015;65(4):349-355. 

47. Barbaro RP, MacLaren G, Boonstra PS, Iwashyna TJ, Slutsky AS, Fan E, et al. Extracorporeal 

membrane oxygenation support in COVID-19: an international cohort study of the 

Extracorporeal Life Support Organization registry. Lancet. 2020;396(10257):1071-8. 

48. Marullo AG, Cavarretta E, Biondi Zoccai G, Mancone M, Peruzzi M, Piscioneri F, et al. 

Extracorporeal membrane oxygenation for critically ill patients with coronavirus-associated 

disease 2019: an updated perspective of the European experience. Minerva Cardioangiol. 

2020;68(5):368-72. 

49. Shaefi S, Brenner SK, Gupta S, O’Gara BP, Krajewski ML, Charytan DM, et al. Extracorporeal 

membrane oxygenation in patients with severe respiratory failure from COVID-19. Intensive 

Care Medicine. 2021;47(2):208-21. 

50. Schmidt M, Hajage D, Lebreton G, Monsel A, Voiriot G, Levy D, et al. Extracorporeal membrane 

oxygenation for severe acute respiratory distress syndrome associated with COVID-19: a 

retrospective cohort study. Lancet Respir Med. 2020;8(11):1121-31. 

51. Jacobs JP, Stammers AH, St Louis J, Hayanga JWA, Firstenberg MS, Mongero LB, et al. 

Extracorporeal Membrane Oxygenation in the Treatment of Severe Pulmonary and Cardiac 

Compromise in Coronavirus Disease 2019: Experience with 32 Patients. Asaio j. 

2020;66(7):722-30. 

52. Yang X, Cai S, Luo Y, Zhu F, Hu M, Zhao Y, et al. Extracorporeal Membrane Oxygenation for 

 Coronavirus Disease 2019-Induced Acute Respiratory Distress Syndrome: A 

Multicenter Descriptive Study. Crit Care Med. 2020;48(9):1289-95. 

53. Supady A, DellaVolpe J, Taccone FS, Scharpf D, Ulmer M, Lepper PM, et al. Outcome 

Prediction in Patients with Severe COVID-19 Requiring Extracorporeal Membrane 

Oxygenation—A Retrospective International Multicenter Study. Membranes. 2021;11(3):170. 

54. Gorenstein S, Castellano M, Slone E, Gillette B, Liu H, Alsamarraie C et al. Hyperbaric oxygen 

therapy for COVID-19 patients with respiratory distress: treated cases versus propensity-

matched controls. Undersea and Hyperbaric Medical Society [Internet]. 2020 [cited 25 March 

2021];47(3). Available from: https://pubmed.ncbi.nlm.nih.gov/32931666/ 

55. Montero-Baladia, M., et al. “Etoposide treatment adjunctive to immunosuppressants for 

critically ill COVID-19 patients.” The Journal of Infection, 81(3) (2020), 452-482. 

https://doi.org/10.1016/j.jinf.2020.06.006 

56. Patel, M., Dominguez, E., Sacher, D., Desai, P., Chandar, A., Bromberg, M., Caricchio, R., Criner, 

G. J., & Temple University COVID-19 Research Group (2021). Etoposide as Salvage Therapy 

for Cytokine Storm Due to Coronavirus Disease 2019. Chest, 159(1), e7-e11. 

https://doi.org/10.1016/j.chest.2020.09.077 

57. Liu K, Zhang W, Yang Y, Zhang J, Li Y, Chen Y. Respiratory rehabilitation in elderly patients 

with COVID-19: A randomized controlled study. Complement Ther Clin Pract [Internet]. 

2020;39:101166. Available from: https://doi.org/10.1016/j.ctcp.2020.101166" 

https://doi.org/10.1016/j.ctcp.2020.101166 



 

 88 

58. He M, Yu S, Wang L, Lv H, Qiu Z. Efficiency and safety of pulmonary rehabilitation in acute 

exacerbation of chronic obstructive pulmonary disease. Med Sci Monit. 2015 Mar 18;21:806-

12. doi: 10.12659/MSM.892769. PMID: 25783889; PMCID: PMC4374486.  

 

  



 

 89 



 

 90 

Evidence and Recommendations for the  

Non-Pharmacologic Interventions for COVID-19 
 

Should cloth masks be used in the prevention and control of COVID-19 

infection? 

RECOMMENDATION  

We recommend that healthcare workers not directly taking care of COVID-19 
patients, and other persons with high risk of exposure to COVID-19 should use 
properly fitted surgical masks instead of cloth masks. (Moderate quality of 
evidence; Strong recommendation)  

 

RECOMMENDATION  

We suggest using a cloth mask that fits snugly on the face and made of at least two 
layers of cotton (e.g., t-shirt fabric) or non-woven nylon with aluminum nose bridge 
by the general public with low risk of exposure to COVID-19 in outdoor or indoor 
areas to prevent COVID-19 infections. (Low quality of evidence; Conditional 
recommendation) 

 

KEY FINDINGS 

There is low-certainty evidence on the effectiveness of cloth masks compared with 

medical masks in preventing COVID-19 infections among the general population. 

There are no completed clinical trials or observational studies directly evaluating cloth 

masks compared with surgical masks in preventing SAR-CoV-2 transmission among 

healthcare workers or community dwellers. However, there is indirect evidence from 

a randomized controlled trial (RCT) investigating the use of surgical masks in the 

general public to prevent SARS-CoV-2 infection [1]. 

 

CONSENSUS ISSUES 

The consensus panel agreed to base these recommendations on the exposure level 

to SARS-CoV-2 instead of population subgroups (i.e., general public versus healthcare 

workers). The ethical implications of recommending cloth masks instead of medical 

masks for the general public in cases where there are no shortages of medical masks 

was also considered.  

A separate review question is needed to determine the appropriateness of cloth 

masks for vulnerable populations (e.g., immunocompromised patients, elderly, those 

with comorbidities), as the current evidence did not provide sufficient data to allow 

subgroup analysis for these vulnerable populations. 

 Although cloth masks are more practical to use than medical grade masks, the type 

of cloth and number of layers required should be specified. Guidelines on its proper 

disposal and reuse are also needed to reduce the risk of transmission. The need to 
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educate the public on the proper wearing of mask was deemed to be equally important 

as well to achieve its intended protection against COVID-19. 

 

Should ionizing air filter be used in the prevention and control of COVID-19 

infection in public spaces with sustained community transmission? 

RECOMMENDATION  

We recommend against the use of ionizing air purifier to reduce COVID-19 
transmission in the community. (Low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

No direct evidence was found assessing the effectiveness of ionizing air filters in 

reducing SARS-CoV-2 infections. Five experimental studies [2-6] reported using an 

ionizing air purifier in reducing airborne particles, mostly in uninhabited laboratory 

settings. Ionizing air purifiers can efficiently remove the fine and ultrafine particles. 

However, its effectiveness in eliminating airborne organisms for infection control is 

lacking. Ozone, a dangerous respiratory irritant produced by some ionizing air 

purifiers, is a health risk to users. Overall, most of the studies were at high risk of bias, 

with common issues on selecting tested ionizing air purifiers and the assessor's 

blinding. 

 

CONSENSUS ISSUES 

One of the studies noted that when an area is inhabited, reducing the particulate 

matter becomes insignificant once people move within the household, which 

consequently makes the ionizing air purifier ineffective. The panel also recognized 

that the harm caused by this intervention outweighs its benefit because one of the 

apparent disadvantages of ionizers is the emission of ozone, a powerful oxidant that 

may inflict health hazards through long-term or high-dose exposure. 

 

Should foot baths be used in the prevention and control of COVID-19 

infection? 

RECOMMENDATION  

We recommend against the use of footbaths for the prevention and control of 
COVID-19 transmission. (Very low quality of evidence; Strong recommendation) 

 

 

KEY FINDINGS 

No evidence was found evaluating the effectiveness of footbaths in preventing or 

controlling COVID-19 infections. The only study that could possibly explain the 

concomitant use of foot baths was the presence of SARS-CoV-2 particles found on 

the front of shoes of a health professional in Singapore [7]. However, the risk of 
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transmission through this route was low since the viral particle was isolated only in 

that one PPE swab and was not replicated in any of the other samples taken within 

the facility. Furthermore, viral culture was not done to demonstrate the viability of that 

viral particle found on the shoe. 

 

CONSENSUS ISSUES 

No issues were raised during the consensus panel meeting. 

 

Should misting tents or disinfection chambers be used in preventing and 

controlling COVID-19 transmission? 

RECOMMENDATION  

We recommend against the use of misting tents or disinfection chambers for 
preventing and controlling COVID-19 transmission. (Very low quality of evidence; 
Strong recommendation) 

 

KEY FINDINGS 

There are no existing or ongoing studies investigating the effectiveness and safety of 

sanitation tents for preventing and/or controlling COVID-19 infections. Indirect 

evidence from a rapid systematic review [8] of 6 laboratory studies and 1 in-vitro case 

control study showed effective viral inactivation after application of various cleaning 

products. However, disinfecting substances pose significant health risks, especially 

when used outside their manufacturer’s recommendation or with repeated, prolonged 

exposure [9].  

 

CONSENSUS ISSUES 

The strong recommendation was based on the intrinsic irritant properties of the 

chemicals used in disinfection. Although some health facilities have implemented 

misting tents, evidence was not established to show their effectiveness to prevent and 

control COVID-19 transmission. Likewise, it was noted that aerosols are not actually 

recommended because the contact time is not enough to kill the microorganism. 

 

Should ultraviolet (UV) lamps be used in the prevention and control of 

COVID-19 infection in public spaces in locations with sustained community 

transmission? 

RECOMMENDATION  

We recommend against the use of UV lamps or other UV devices in any place 
outside of a controlled clinic or hospital setting to prevent and control COVID-19 
transmission. (Low quality of evidence; Strong recommendation) 
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KEY FINDINGS 

No direct evidence was found evaluating the effectiveness of ultraviolet lamps in the 

prevention and control of COVID-19 infections in public spaces in locations with 

sustained community transmission. Indirect evidence of low quality showed some 

benefit in reducing the incidence of viral infection in a hospital ward [10-14]. However, 

the evidence for its potential harm such as skin erythema, ocular itching, blurring and 

conjunctival injections, was more significant [15].  

 

CONSENSUS ISSUES 

A strong recommendation was made based on the potential adverse reactions and 

the risks associated with UV lamps. Although the panel recognizes the germicidal 

effect of UV light in clinical settings, emphasis was made to limiting its use only in 

controlled environments (i.e., without the presence of human beings) with trained staff 

to minimize its potential health hazards. Since the use of personal UV lamps and 

devices in households has also become widespread following advertisements, the 

public must be appropriately informed that misuse of these devices may cause 

harmful, long-term effects on health. 

 

Should high efficiency particulate air (HEPA) filters be used in the prevention 

and control of COVID-19 infection in public spaces and locations with 

sustained community transmission? 

RECOMMENDATION  

We suggest the use of HEPA filter as an option to improve air quality for COVID-19 
prevention and control in indoor spaces with inadequate ventilation. (Low quality of 
evidence; Conditional recommendation) 

 

KEY FINDINGS 

No direct evidence was found assessing the effectiveness of HEPA filters in 

preventing and controlling COVID-19 infection in public spaces and locations with 

sustained community transmission. Low quality evidence from 3 laboratory 

experiments and 1 case series demonstrated that HEPA filters appear to significantly 

improve air quality [16-19]. 

 

CONSENSUS ISSUES 

A conditional recommendation was made because of indirect evidence showing the 

benefit of HEPA filters in improving air quality. HEPA filters may be useless in public 

spaces with uncontrolled airflow and should be used only in areas where air exchange 

is compromised. To ensure that HEPA filters serve their purpose, the amount of air 

that can be filtered per hour by the machine must be matched with the size of the 

room. Proper installation and regular maintenance are likewise important to avoid 

contaminated air from recirculating back to the room and to maximize the machine’s 
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lifespan. Despite the use of HEPA filters, minimum health standards should still be 

observed. 

 

What are effective decontamination techniques for N95 reuse? 

RECOMMENDATION  

In situations where there is shortage of filtering facepiece respirators (FFR), we 
suggest the use of Hydrogen Peroxide Vapor (HPV), Ultraviolet Germicidal 
Irradiation (UVGI), moist heat and peracetic acid dry fogging system (PAF) as 
options for N95 mask decontamination as recommended by the manufacturer 
based on their ability to reduce SARS-COV-2 load and infectivity while still 
maintaining N95 mask integrity. (Low quality of evidence; Conditional 
recommendation) 

 

RECOMMENDATION  

We recommend against the use of autoclave and alcohol as these methods alter 
filtering facepiece respirator’s (N95) integrity and degrade filtration efficacy. (Very 
low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Eight quasi-experimental studies [20-27] reported the effects of six decontamination 

techniques (i.e., alcohol, autoclave, moist heat, HPV, PAF, UVGI) on SARS-CoV-2 laden 

N95 masks. There is low evidence on use of Hydrogen Peroxide Vapor (HPV), 

Ultraviolet Germicidal Irradiation (UVGI), moist heat and peracetic acid dry fogging 

system (PAF) as options for N95 mask decontamination. These decontamination 

methods resulted in ≥4.79 log10 reductions in SARS-CoV-2. Except for autoclave, they 

preserved the quality fit of N95 masks after 10 decontamination cycles. There is very 

low evidence against the use of autoclave and alcohol for N95 mask decontamination 

as these methods alter N95 integrity and degrade filtration efficacy. 

 

CONSENSUS ISSUES 

Reuse of N95 masks should be considered only in cases of shortages and not during 

times of normal supply. It is important to specify the maximum number of cycles by 

which the decontamination techniques can still preserve the functional and physical 

integrity of the N95 mask: (1) autoclave- up to 2 cycles; and (2) moist heat, HPV and 

PAF- up to10 cycles. 

Regarding local availability, some noted that HPV is usually not afforded in resource-

limited settings, making UVGI a preferable option due to its lower cost. In practice, 

however, HPV is considered more effective in decontamination.  Its mist can reach all 

the spaces once halo fogging is done, which is beneficial to N95 mask since it has 

many pores. In contrast, UVGI can only disinfect the area reached by the UV light. 

Although HPV is available in the country, its use will entail the need for a special 
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decontamination room and a machine. Some noted that HPV is usually not affordable 

in resource-limited settings. The panel also stressed the importance of checking the 

condition of the N95 mask before decontamination and not just solely rely on the 

manufacturer’s recommendation. Likewise, the proper procedure before 

decontamination should also be emphasized. 

On the recommendation against the use of autoclave, it was clarified that although it 

can destroy the virus, the physical and functional integrity of the N95 mask is affected. 

 

What is the appropriate PPE to be used use during surgeries to reduce the risk 

of virus transmission? 

RECOMMENDATION  

We recommend the use of appropriate PPE to include mask (N95 or higher 
standard), fluid repellent sealed well-fitting long gown, double gloves, apron, full 
face shield or goggles or visor, scrub hat, and disposable shoe covers or dedicated 
closed footwear among surgeons engaged in aerosol generating procedures of 
suspected or confirmed COVID-19 patients. (Very low quality of evidence; Strong 
recommendation)  

 

KEY FINDINGS 

Five observational studies [28-32] investigated the effectiveness of PPE use in 

reducing SARS-CoV-2 transmission among healthcare workers involved in surgical 

aerosol-generating procedures (AGP).  

 Very low evidence suggests the protective effect of an appropriate PPE on surgeons 

engaged in AGP procedures of suspected or confirmed COVID-19 patients.  

Consistent N95 mask use reduced the odds of SARS-CoV-2 infections significantly 

than inconsistent N95 use among healthcare workers involved AGP.  Consistent gown 

use significantly reduced the odds of SARS-CoV-2 infections than inconsistent gown 

use amongst healthcare workers performing AGP. Consistent glove use reduced the 

odds of SARS-CoV-2 significantly than inconsistent glove use among healthcare 

workers performing AGP. Very low evidence suggests the protective effects of N95 

mask, gown, gloves, face shield/goggles, apron, and scrub hat in reducing SARS-CoV-

2 transmission among healthcare workers performing AGP procedures. 

 

CONSENSUS ISSUES 

Although shoe cover was not mentioned in the assessed studies and in the 

recommendations from other groups, the panel agreed to include this in the minimum 

PPE required in surgery as it is part of the standard precaution. A strong 

recommendation was given despite the very low quality of evidence since the 

enumerated PPE is the existing minimum standard protection recommended for 

healthcare workers directly caring for COVID-19 patients. The panel also emphasized 
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strict adherence to protocols and the appropriate use of this minimum PPE to prevent 

COVID-19 infection. 

 

What is the appropriate PPE for healthcare workers in the outpatient setting to 

reduce the risk of virus transmission? 

RECOMMENDATION  

We recommend the use of at least surgical face mask and face shield for protection 
against COVID-19 infection among healthcare workers in the outpatient setting not 
performing aerosol generating procedures. Additional PPEs such as medical gowns 
and gloves should be worn as part of standard precautions during the performance 
of other procedures. (Very low quality of evidence; Strong recommendation)   

 

KEY FINDINGS 

There are no available direct evidence comparing the effectiveness of N95 versus 

surgical mask in COVID-19 infection among healthcare workers in the outpatient 

setting. Meta-analysis comparing the two among healthcare workers in general 

showed no significant difference in their effectiveness in preventing clinical and 

laboratory viral infection [33]. One RCT [34] investigated the difference of N95 and 

surgical mask in protecting healthcare workers in different outpatient setting from 

viral respiratory infection and noted no significant difference between the two. Indirect 

evidence also shows more adverse skin reactions for those wearing N95 respirators 

as compared to surgical masks [35, 36]. The use of face shield on the other hand in 

addition to face mask provided added protection from acquiring COVID-19 among 

community healthcare workers in India based on a before and after study [37]. The 

use of gowns and gloves are standards of care in medicine whenever handling 

patient’s body fluids and this recommendation is still applicable in the current setting.  

 

CONSENSUS ISSUES 

The superiority of N95 over medical face masks cannot be established based on the 

imprecise effects noted from the evidence. The high likelihood of dermatosis or skin 

infections while using N95 respirators was also noted. Considering these issues, the 

panel deemed that medical face masks would be more cost-effective if only non-

aerosol generating procedures are done in the outpatient setting. The use of additional 

PPEs may be required depending on the procedure that will be performed, consistent 

with the recommendation of the US Centers for Disease Control (CDC). Face shields 

are preferred over goggles as they offer a greater level of protection from droplets.  

Despite the very low quality of evidence, a strong recommendation was formulated as 

the listed PPEs are already considered the minimum standard protection needed by 

the healthcare workers. Strict adherence to appropriate use of these PPEs is 

emphasized. 
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What is the appropriate PPE for health care workers in the wards, ICU and 

emergency room to reduce the risk of virus transmission? 

RECOMMENDATION  

We recommend the use of the following PPE: disposable hat, medical protective 
mask (N95 or higher standard), goggles or face shield (anti-fog), medical protective 
clothing, disposable gloves and disposable shoe covers or dedicated closed 
footwear as an effective intervention in the prevention of COVID-19 among health 
care workers in areas with possible direct patient care of confirmed or probable 
COVID-19 patients and possible performance of aerosol generating procedures. 
(Moderate quality of evidence; Strong recommendation)   

 

KEY FINDINGS 

Three studies [38-40] and a case report [41] were found on the use of PPE among 

health care workers to prevent COVID infection. Moderate certainty evidence from 

three studies showed that the use of Level 2 PPE (disposable hat, medical protective 

mask (N95 or higher standard), goggles (anti-fog) or protective mask (anti-fog), 

medical gown clothing or white coats covered by medical protective clothing, 

disposable gloves and disposable shoe covers), N95 respirators and face shields 

protected health care workers in hospital settings from COVID-19 infections. On the 

other hand, very low certainty evidence showed no significant protective effect from 

the use of face/surgical masks, gowns, and/or disposable gloves if used individually.  

 

CONSENSUS ISSUES 

Direct patient care is defined as hands-on, face-to-face contact with patients for the 

purpose of diagnosis, treatment and monitoring. This recommendation was made by 

the panel as it prioritized giving the best available protection to the healthcare 

workers. Whenever possible, hospital administrators should invest in these PPEs. 

Strict adherence to the appropriate use of PPEs must be observed even if healthcare 

workers have already been vaccinated against COVID-19. 

 

Should facemask plus face shield be used rather than facemask alone to reduce 

SARS COV2 transmission? 

RECOMMENDATION  

We suggest the use of face mask plus protective eyewear in the form of face shield 
or goggles for the general public in areas with sustained community transmission 
of SARS-COV2. (Very low quality of evidence; Conditional recommendation) 

 

RECOMMENDATION  

We recommend the use of medical face mask plus face shield and standard 
personal protective equipment among health care workers not directly involved in 
the care of COVID-19 patients in areas with sustained community transmission of 
SARS-COV2. (Very low quality of evidence; Strong recommendation) 
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KEY FINDINGS 

There was no available direct evidence for face shield plus face mask versus face 

mask alone against COVID-19 in the general public. One case-control study [42] 

ascertained the effectiveness of face shield in reducing the risk of SARS COV 2 among 

healthcare workers (HCW). The use of face shield/goggles in addition to other 

personal protective equipment offered significant protection during usual care of 

patients with COVID-19 infection compared to non-use of face shield/goggles, but this 

protection was not evident during the performance of aerosol-generating procedures. 

The study is of low quality being non-randomized and unadjusted for potential 

confounders. 

A reduction in the proportion of SARS-COV-2 -affected healthcare workers was 

demonstrated in two pre- and post- surveillance studies [43,44] after routine use of 

face shield was required in one hospital in the United States and in one community in 

India. The addition of face shield to standard masks and personal protective 

equipment was associated with lower SARS-COV infection compared to standard 

practice of personal protective equipment alone. The studies were of very low quality 

with high risk of bias. 

Overall, the use of face shield in addition to face mask was associated with significant 

reduction of viral transmission of SARS-COV2 among healthcare workers compared 

to face mask alone. 

 

CONSENSUS ISSUES 

The panel remarked that none of the studies considered ventilation. Eye protection is 

more for droplet transmission while airborne transmission would require better fitting 

masks. 

Regarding the recommendation for the general public, it was clarified that the term 

“face mask” may also pertain to cloth mask, considering the concurrent 

recommendation of the Philippine COVID-19 Living CPG, which states that: 

“We suggest using a cloth mask that fits snugly on the face and made of at 

least two, layers of cotton (e.g., t-shirt fabric) or non-woven nylon with 

aluminum nose bridge for, the general public with low risk of exposure to 

COVID-19 in outdoor or indoor areas to, prevent COVID-19 infections. (Low 

quality of evidence; Conditional recommendation)” 

The recommendation for health care workers is specific for areas with sustained 

community transmission of SARS-COV-2 so that it will not be misconstrued that the 

use of face shield plus medical face mask will be part of the standard PPE even 

without the pandemic. 
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Should protective physical barriers be used to prevent COVID-19? 

RECOMMENDATION  

We suggest against the use of protective physical barrier enclosures (ex. aerosol 
box) for the prevention of COVID-19 among health care providers who perform 
aerosol generating medical procedures*. (Very low quality of evidence; Conditional 
recommendation) 
 
*Proper PPEs should be used by health care providers when performing aerosol-
generating procedures. 

 

RECOMMENDATION  

We suggest the use of protective physical barriers in the prevention of COVID-19 in 
areas where physical distancing cannot be adhered to (e.g., offices, reception 
desk)**. (Very low quality of evidence; Conditional recommendation) 
  
**Adequate ventilation, physical distancing, use of facemasks and personal hygiene 
should still be maintained to prevent COVID-19 infections. Regular cleaning and 
disinfection of physical barriers should be practiced. 

 

KEY FINDINGS 

Two case series [45, 46] reported that there were no COVID-19 infections among 

health care providers who used protective barrier enclosures during aerosol 

generating procedures on COVID-19 patients. One systematic review [47] reported 

that barrier devices were effective at either preventing or reducing the number of 

particles escaping the system only when negative pressure suction was applied. As 

for physical barriers (i.e., sneeze guards), we did not find any studies on its efficacy in 

preventing COVID-19 infections.  Two computational fluid-particle dynamics [48, 49] 

simulation studies, however, showed that physical barriers could potentially reduce 

aerosol transmission within shared spaces such as classrooms or airplane cabins. 

 

CONSENSUS ISSUES 

Protective physical barrier enclosures refer to passive protective barriers that were 

used to protect the health care workers during the early stages of the pandemic when 

PPE supplies were limited. The physical barrier enclosure can be used as an additional 

layer of protection in situations where the HCP does not have adequate PPE for 

aerosol generating procedures. However, these barriers should be used with suction 

or negative pressure devices to reduce the risk of transmission from secondary 

aerosols that are trapped underneath the plastic barrier. Previous studies showed that 

aerosols can still escape a physical barrier enclosure. In addition, concerns related to 

efficiency and usability of such barriers have also been reported, such as: (1) longer 

intubation time; (2) difficulty in maneuvering the arms because of the rigidity of the 

box; (3) view of the anesthesiologist or ER doctor is blocked by the plastic or acrylic 
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box). The Philippine Society of Anesthesiologists (PSA) also no longer recommends 

the use of physical barrier enclosures. 

The use of physical barriers is not mandatory, but an option in areas where social 

distancing cannot be maintained. The proper disinfection of these barriers is 

emphasized. It was noted that the World Health Organization and Centers for Disease 

Control and Prevention have specifications and instruction for disinfection of barriers. 

 

Should surfaces be disinfected to prevent COVID-19 infection? 

RECOMMENDATION  

We recommend the practice of cleaning and disinfecting surfaces using the 
appropriate disinfecting chemical agents such as 0.5% sodium hypochlorite 
solution (bleach) or 70% alcohol to prevent COVID-19 infection. (Low quality of 
evidence; Strong recommendation) 
 
For high touch surfaces and high traffic areas, such as in the workplace, disinfection 
should be done before shift, intermittently during shift and after the shift. 
 
For household disinfection, once daily disinfection on high touch surfaces is 
recommended.  

 

KEY FINDINGS 

No randomized controlled studies were found directly addressing this question. 

Indirect evidence from a rapid systematic review [50] provided data on the effects of 

cleaning products on SARS-CoV-2 inactivation. Laboratory studies showed that SARS-

CoV-2 is inactivated by common disinfectants within 1 minute when used according 

to their manufacturer’s specifications and precautionary measures. However, 

disinfectants such as 0.1% sodium hypochlorite and 70% alcohol are potential irritants 

to the skin, ocular tissue, and respiratory tract and should be handled with proper 

protection and precaution. 

 

CONSENSUS ISSUES 

The panel noted that alcohol is actually recommended for use in skin but is now also 

being used in the environment because of its accessibility. As for sodium hypochlorite 

solution, the DOH Department Memorandum 2020-0157 (“Guidelines on Cleaning and 

Disinfection in Various Settings as an Infection Prevention and Control Measure 

Against COVID-19”) provides instructions on its dilution and appropriate use. 

 

References 
1. Bungaard H, Bundgaard JS, Raaschu-Pedersen DET, Buchwald CV, Todsen T, Norsk JB et al. 

Effectiveness of adding a mask recommendation to other public health measures to prevent 

SARS-CoV-2 infection in Danish mask wearers. Annals of Internal Medicine 2020. Accessed 

from: doi:10.7326/m20-6817 



 

 101 

2. Berry D, Mainelis G, Fennell D. Effect of an Ionic Air Cleaner on Indoor/Outdoor Particle Ratios 

in a Residential Environment. Aerosol Science and Technology. 2007 Apr;41(3):315–28.   

3. Grinshpun SA, Mainelis G, Trunov M, Adhikari A, Reponen T, Willeke K. Evaluation of ionic air 

purifiers for reducing aerosol exposure in confined indoor spaces. Indoor Air. 2005 

Aug;15(4):235–45.   

4. Hyun J, Lee S-G, Hwang J. Application of corona discharge-generated air ions for filtration of 

aerosolized virus and inactivation of filtered virus. Journal of Aerosol Science. 2017 

May;107:31–40.   

5. Shi S, Zhu S, Lee ES, Zhao B, Zhu Y. Performance of wearable ionization air cleaners: Ozone 

emission and particle removal. Aerosol Science and Technology. 2016 Mar 3;50(3):211–21.   

6. Huang R, Agranovski I, Pyankov O, Grinshpun S. Removal of viable bioaerosol particles with a 

low-efficiency HVAC filter enhanced by continuous emission of unipolar air ions. Indoor Air. 

2008 Apr;18(2):106–12.   

7. Ong SWX, Tan YK, Chia PY, et al. Air, Surface Environmental, and Personal Protective Equipment 

Contamination by Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) From a 

Symptomatic Patient. JAMA. 2020; Published online: March 4. DOI:10.1001/jama.2020.3227. 

8. Shimabukuro PMS, Duarte ML, Imoto AM, Atallah ÁN, Franco ESB, Peccin MS, Taminato M. 

Environmental cleaning to prevent COVID-19 infection. A rapid systematic review. Sao Paulo 

Med J. 2020 Nov-Dec;138(6):505-514. doi: 10.1590/1516-3180.2020.0417.09092020. PMID: 

33206913. 

9. Aseni Wickramatillake, Changa Kurukularatne, SARS-CoV-2 human disinfection chambers: a 

critical analysis, Occupational Medicine, Volume 70, Issue 5, July 2020, Pages 330–334, 

https://doi.org/10.1093/occmed/kqaa078 

10. Hickerson RP, Conneely MJ, Tsutsumi SKH, Wood K, Jackson DN, Ibbotson SH,Eadie E. 

Minimal, superficial DNA damage in human skin from filtered far-ultraviolet-C (UV-C). Br J 

Dermatol. 2021 Jan 16. doi: 10.1111/bjd.19816. Epub ahead of print. PMID: 33452809. 

11. Derraik JGB, Anderson WA, Connelly EA, Anderson YC. Rapid Review of SARS-CoV-1 and SARS-

CoV-2 Viability, Susceptibility to Treatment, and the Disinfection and Reuse of PPE, Particularly 

Filtering Facepiece Respirators. Int J Environ Res Public Health. 2020 Aug 22;17(17):6117. doi: 

10.3390/ijerph17176117. PMID: 32842655; PMCID: PMC7504573. 

12. Buonanno M, Ponnaiya B, Welch D, Stanislauskas M, Randers- Pehrson G, Smilenov L, et al. 

Germicidal efficacy and mammalian skin safety of 222-nm UV light. Radiat Res 2017;187:483-

91. 

13. Pavia M, Simpser E, Becker M, Mainquist WK, Velez KA. The effect of ultraviolet-C technology 

on viral infection incidence in a pediatric long-term care facility. Am J Infect Control 

2018;46:720-2. 

14. Ramos CCR, Roque JA, Sarmiento DB, Suarez LEG, Sunio JTP, Hilario AL. Use of ultraviolet-C in 

environmental sterilization in hospitals: A systematic review on efficacy and safety. 

International Journal of Health sciences. 2020Nov;14(6):52–65. 

15. Lyons, A.B., Narla, S., Torres, A.E., Parks‐Miller, A., Kohli, I., Ozog, D.M., Lim, H.W. and Hamzavi, 

I.H. (2021), Skin and eye protection against ultraviolet C from ultraviolet germicidal irradiation 

devices during the COVID‐19 pandemic. Int J Dermatol. https://doi.org/10.1111/ijd.15255 

16. Qian H, Li Y, Sun H, Nielsen PV, Huang X, Zheng X (2010). Particle removal efficiency of the 

portable HEPA air cleaner in a simulated hospital ward. Building Simulation. 3:215-224. 

17. Gedic IE and Alar T (2020). Protective measures undertaken during chest tube thoracostomy 

in COVID-19 outbreak. Indian Journal of Thoracic and Cardiovascular Surgery. 

https://doi.org/10.1007/s12055-020-01090-0 

18. J.P. Gibbons, J. Hayes , C.J. Skerritt , J.M. O’Byrne , C.J. Green . Custom solution for personal 

protective equipment (PPE) in the orthopaedic setting: retrofitting Stryker Flyte T5 PPE 

system. Journal of Hospital Infection 108 (2021) 55e63.  

19. Perry JL, Agui JH, Vijayakumar R. Submicron and Nanoparticulate Matter Removal by HEPA-

Rated Media Filters and Packed Beds of Granular Materials. USA: National Aeronautics and 



 

 102 

Space Administration. NASA/TM-2016-218224. May 2016. Downloaded from 

https://ntrs.nasa.gov/search.jsp?R=20170005166. 

20. Fischer RJ, Morris DH, van Doremalen N, Sarchette S, Matson MJ, Bushmaker T, et al. 

Assessment of N95 respirator decontamination and re-use for SARS-CoV-2 [Internet]. 

Infectious Diseases (except HIV/AIDS); 2020 Apr [cited 2021 Jan 29]. Available from: 

http://medrxiv.org/lookup/doi/10.1101/2020.04.11.20062018 

21. Smith JS, Hanseler H, Welle J, Rattray R, Campbell M, Brotherton T, et al. Effect of various 

decontamination procedures on disposable N95 mask integrity and SARS-CoV-2 infectivity. J 

Clin Trans Sci. 2020 Jun 11;1–5. 

22. Kumar A, Kasloff SB, Leung A, Cutts T, Strong JE, Hills K, et al. N95 Mask Decontamination 

using Standard Hospital Sterilization Technologies [Internet]. Infectious Diseases (except 

HIV/AIDS); 2020 Apr [cited 2021 Jan 31]. Available from: 

http://medrxiv.org/lookup/doi/10.1101/2020.04.05.20049346 

23. Daeschler SC, Manson N, Joachim K, Chin AWH, Chan K, Chen PZ, et al. Effect of moist heat 

reprocessing of N95 respirators on SARS-CoV-2 inactivation and respirator function. CMAJ. 

2020 Oct 13;192(41):E1189–97. 

24. Ibáñez-Cervantes G, Bravata-Alcántara JC, Nájera-Cortés AS, Meneses-Cruz S, Delgado-

Balbuena L, Cruz-Cruz C, et al. Disinfection of N95 masks artificially contaminated with SARS-

CoV-2 and ESKAPE bacteria using hydrogen peroxide plasma: Impact on the reutilization of 

disposable devices. Am J Infect Control. 2020 Sep;48(9):1037–41. 

25. Simmons SE, Carrion R, Alfson KJ, Staples HM, Jinadatha C, Jarvis WR, et al. Deactivation of 

SARS-CoV-2 with pulsed-xenon ultraviolet light: Implications for environmental COVID-19 

control. Infect Control Hosp Epidemiol. 2020 Aug 3;1–4. 

26. Ozog DM, Sexton JZ, Narla S, Pretto-Kernahan CD, Mirabelli C, Lim HW, et al. The effect of 

ultraviolet C radiation against different N95 respirators inoculated with SARS-CoV-2. Int J 

Infect Dis. 2020 Nov;100:224–9. 

27. Czubryt MP, Stecy T, Popke E, Aitken R, Jabusch K, Pound R, et al. N95 mask reuse in a major 

urban hospital: COVID-19 response process and procedure. Journal of Hospital Infection. 

2020 Oct;106(2):277–82. 

28. Chatterjee R, Bajwa S, Dwivedi D, Kanji R, Ahammed M, Shaw R. COVID-19 Risk Assessment 

Tool: Dual application of risk communication and risk governance. Progress in Disaster 

Science. 2020 Oct;7:100109.  

29. Heinzerling A, Stuckey MJ, Scheuer T, Xu K, Perkins KM, Resseger H, et al. Transmission of 

COVID-19 to Health Care Personnel During Exposures to a Hospitalized Patient — Solano 

County, California, February 2020. MMWR Morb Mortal Wkly Rep. 2020 Apr 17;69(15):472–6.  

30. Khalil MM, Alam MM, Arefin MK, Chowdhury MR, Huq MR, Chowdhury JA, et al. Role of 

Personal Protective Measures in Prevention of COVID-19 Spread Among Physicians in 

Bangladesh: a Multicenter Cross-Sectional Comparative Study. SN Compr Clin Med. 2020 Aug 

28;1–7.  

31. Liu M, Cheng S-Z, Xu K-W, Yang Y, Zhu Q-T, Zhang H, et al. Use of personal protective 

equipment against coronavirus disease 2019 by healthcare professionals in Wuhan, China: 

cross sectional study. BMJ. 2020 Jun 10;369:m2195.  

32. Periyasamy P, Ng BH, Ali UK, Rashid ZZ, Kori N. Aerosolized SARS-CoV-2 transmission risk: 

Surgical or N95 masks? Infect Control Hosp Epidemiol. 2020 Sep 15;1–2. 

33. Smith JD, MacDougall CC, Johnstone J, Copes RA, Schwartz B, Garber GE. Effectiveness of 

N95 respirators versus surgical masks in protecting health care workers from acute 

respiratory infection: A systematic review and meta-analysis. CMAJ [Internet]. 2016 May 17 

[cited 2021 Apr 2];188(8):567–74. Available from: 

https://pubmed.ncbi.nlm.nih.gov/26952529/ 

34. Radonovich LJ, Simberkoff MS, Bessesen MT, Brown AC, Cummings DAT, Gaydos CA, et al. 

N95 respirators vs medical masks for preventing influenza among health care personnel: A 

randomized clinical trial. JAMA - J Am Med Assoc. 2019;322(9):824–33. 



 

 103 

35. Trepanowski N, Larson AR, Evers-Meltzer R. Occupational dermatoses among front-line 

health care workers during the COVID-19 pandemic: A cross-sectional survey. J Am Acad 

Dermatol. 2021 Jan 1;84(1):223–5.  

36. Foo CCI, Goon ATJ, Leow Y-H, Goh C-L. Adverse skin reactions to personal protective 

equipment against severe acute respiratory syndrome-a descriptive study in Singapore. 

37. Bhaskar ME, Arun S. SARS-CoV-2 Infection among Community Health Workers in India before 

and after Use of Face Shields. Vol. 324, JAMA - Journal of the American Medical Association. 

American Medical Association; 2020. p. 1348–9. 

38. Wang Q, Huang X, Bai Y, et al. Epidemiological characteristics of COVID-19 in medical staff 

members of neurosurgery departments in Hubei province: a multicentre descriptive study. 

medRxiv 2020; published online April 24. DOI:10.1101/2020.04.20.20064899 (preprint).  

39. Al Mohajer M, Panthagani KM, Lasco T, Lembcke B, Hemmige V. Association between 

universal face shield in a quaternary care center and reduction of SARS-COV2 infections 

among healthcare personnel and hospitalized patients. Int J Infect Dis. 2021 Apr; 105:252-

255. doi: 10.1016/j.ijid.2021.02.060. Epub 2021 Feb 18. PMID: 33610788; PMCID: 

PMC7891045. 

40. Wang X, Pan Z, Cheng Z. Association between 2019-nCoV transmission and N95 respirator 

use. J Hosp Infect 2020; May;105(1):104-105. doi: 10.1016/j.jhin.2020.02.021. Epub 2020 

Mar 3. PMID: 32142885; PMCID: PMC7134426. 

41. Heinzerling A, Stuckey MJ, Scheuer T, Xu K, Perkins KM, Resseger H, Magill S, Verani JR, Jain 

S, Acosta M, Epson E. Transmission of COVID-19 to Health Care Personnel During Exposures 

to a Hospitalized Patient - Solano County, California, February 2020. MMWR Morb Mortal Wkly 

Rep. 2020 Apr 17;69(15):472-476. doi: 10.15585/mmwr.mm6915e5. PMID: 32298249; 

PMCID: PMC7755059. 

42. Khalil MdM, Alam MM, Arefin MK, Chowdhury MR, Huq MR, Chowdhury JA, et al. Role of 

Personal Protective Measures in Prevention of COVID-19 Spread Among Physicians in 

Bangladesh: a Multicenter Cross-Sectional Comparative Study. SN Compr Clin Med. 2020 

Oct;2(10):1733–9. 

43.  Mohajer M, Panthagani KM, Lasco T, Lembcke B, Hemmige V. Association between universal 

face shield in a quaternary care center and reduction of SARS-COV-2 infections among 

healthcare personnel and hospitalized patients. International Journal of Infectious Diseases. 

2021 Apr;105:252–5. 

44. Bhaskar ME, Arun S. SARS-CoV-2 Infection Among Community Health Workers in India Before 

and After Use of Face Shields. JAMA. 2020 Oct 6;324(13):1348. 

45. Giampalmo M, Pasquesi R, Solinas E. Easy and Accessible Protection against Aerosol 

Contagion during Airway Management. Anesthesiology. 2020;133(3):686-7. 

46. Convissar D, Chang CY, Choi WE, Chang MG, Bittner EA. The Vacuum Assisted Negative 

Pressure Isolation Hood (VANISH) System: Novel Application of the Stryker Neptune™ Suction 

Machine to Create COVID-19 Negative Pressure Isolation Environments. Cureus. 

2020;12(5):e8126. 

47. Price C, Ben-Yakov M, Choi J, Orchanian-Cheff A, Tawadrous D. Barrier enclosure use during 

aerosol-generating medical procedures: A scoping review. Am J Emerg Med. 2021;41:209-18. 

48. Abuhegazy M, Talaat K, Anderoglu O, Poroseva SV. Numerical investigation of aerosol 

transport in a classroom with relevance to COVID-19. Phys Fluids (1994). 

2020;32(10):103311. doi:10.1063/5.0029118 

49. Talaat K, Abuhegazy M, Mahfoze OA, Anderoglu O, Poroseva SV. Simulation of aerosol 

transmission on a Boeing 737 airplane with intervention measures for COVID-19 mitigation. 

Phys Fluids (1994). 2021 Mar 1;33(3):033312. doi: 10.1063/5.0044720. Epub 2021 Mar 16. 

PMID: 33897238; PMCID: PMC8060968. 

50. Takagi G, Yagishita K. Principles of Disinfectant Use and Safety Operation in Medical 

Facilities During Coronavirus Disease 2019 (COVID-19) Outbreak [published online ahead of 

print, 2020 Jul 18]. SN Compr Clin Med. 2020;1-4. doi:10.1007/s42399-020-00413-x  



 

 104 



 

 105 

Evidence and Recommendations for the  

Vaccines and Prophylactic Interventions for COVID-19 
 

Are vaccines effective and safe in the prevention of COVID-19 infections? 

RECOMMENDATION  

We recommend the use of the following vaccines to prevent symptomatic SARS-
CoV-2 infection in adults: (Moderate quality of evidence; Strong recommendation) 

a. BNT162b2 (Pfizer/BioNTech) (given as 0.3ml (30ug) intramuscular 
injections, in 2 doses, 21 days apart) 

b. mRNA-1273 (Moderna) (given as 0.5ml (100ug) intramuscular injections, in 
2 doses, 28 days apart) 

c. ChAdOx1 (AstraZeneca) (given as 0.5 ml (5 x 106 vp) intramuscular 
injections, in 2 doses, at least 12 weeks apart) 

d. Gam-COVID-Vac (Gamaleya) (given as rAd-26 0.5ml intramuscular injection, 
then rAd-5S 0.5 ml intramuscular injection 21 days after) 

e. Ad26.COV2.S (Janssen/Johnson&Johnson) (given as 0.5ml single dose 
intramuscular injection) 

  
We recommend the use of CoronaVac (Sinovac) (given as 0.5ml (600SU) 
intramuscular injection, in 2 doses, at 28 days apart) to prevent symptomatic SARS-
CoV-2 infection among adults. (Low quality of evidence; Strong recommendation) 

 

CONSENSUS ISSUES 

It was noted that ChAdOx1 was originally designed for a 21-day dosing interval, but 

because of some problems in logistics during the trial, different dosing intervals were 

implemented and the vaccine efficacy per dosing interval was recorded. The above 

recommendation, i.e., at least 12 weeks, reflects the dosing interval with the highest 

observed vaccine efficacy of 81.3% (95% CI 60.3, 91.2).  

Regarding Coronavac, a strong recommendation was made despite the low quality of 

evidence because the panel considered its availability and the high vaccine efficacy in 

preventing severe COVID-19. Although a 14-day dosing interval was used in the trial, 

the recommendation of a 28-day dosing interval was based on the submission of the 

manufacturer to the Hongkong Food and Health Bureau. A longer interval showed 

higher vaccine efficacy rates based on the immunogenicity data (seroconversion on 

14-days versus 28-days) and the result of the subgroup analysis (<21 days versus >21 

days). It was likewise explained that in general, increasing the interval between the 

doses of vaccines provides better immunogenicity by giving ample time for the 

population of lymphocytes in the lymph nodes to be replenished, thus resulting to a 

more robust immune response. 
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RECOMMENDATION  

We recommend the use of BNT162b2 (Pfizer/BioNTech), mRNA-1273 (Moderna), 
ChAdOx1 (Astrazeneca), Gam-COVID-Vac (Gamaleya) and Ad26.COV2.S (Janssen/ 
Johnson&Johnson) vaccines to prevent symptomatic SARS-CoV-2 infection in older 
adults (>64 year old). (Low quality of evidence; Strong recommendation) 

 

RECOMMENDATION 

There is insufficient evidence to recommend the use of CoronaVac (Sinovac) to 

prevent symptomatic SARS-CoV-2 Infection in older adults (>60 years old). (Very low 

quality of evidence) 

 

CONSENSUS ISSUES 

The strength of recommendation was changed from conditional to strong because 

although the quality of evidence is low, the benefits of vaccinating the elderly who are 

at risk of severe disease outweigh the harm as reported in the evidence presented, 

which showed lower adverse event rates in the said population compared to the 

younger group.  

The panel did not make a recommendation for or against the use of CoronaVac in the 

elderly due to the very low quality of evidence wherein the interim analysis showed 

imprecision because of the very wide confidence interval for symptomatic COVID-19 

and there is no disaggregation of data into mild, moderate or severe COVID-19 in older 

adults >60 y/o. There is also no data on harm.    

 

RECOMMENDATION  

We recommend the use of BNT162b2 (Pfizer/BioNTech), mRNA-1273 (Moderna), 
ChAdOx1 (Astrazeneca), Gam-COVID-Vac (Gamaleya), CoronaVac (Sinovac) and 
Ad26.COV2.S (Janssen/ Johnson&Johnson) vaccines in pregnant and lactating 
women after consultation with a physician. (Very low quality of evidence; Strong 
recommendation) 

 

CONSENSUS ISSUES 

The quality of evidence was changed from low to very low given that there was no 

evidence on either efficacy or safety in pregnant and lactating women because they 

were excluded from the trials. Regarding the risk of COVID-19 infection in the fetus, 

there is no evidence to date of vertical transmission, but there is increased incidence 

of premature birth and other complications arising from the pregnancy itself. There is 

also lack of evidence on transmitting COVID-19 infection through breastmilk. The risk 

of horizontal transmission in the household versus from the mother is the same 

provided that infection prevention and control (IPC) measures are observed. It was 

emphasized that the discussion with a physician should involve informing the women 
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of the benefits and risks of the vaccination, specific to its timing of administration 

during the pregnancy. Physicians should be educated on these risks and benefits for 

the delivery of proper advice. 

 There was a discussion on the registry involving Pfizer and Moderna vaccines, where 

pregnant women who get vaccinated can volunteer to join and report their outcomes. 

This real-world analysis showed that there was no difference in the incidence of early 

trimester complications. Moreover, it was mentioned that the WHO report already 

included eight (8) pregnancies after the J&J vaccination, which noted the following 

results: one (1) spontaneous abortion, one (1) elective abortion, and the rest have no 

reported congenital anomalies. 

 

RECOMMENDATION  

We recommend the use of BNT162b2 (Pfizer/BioNTech), mRNA-1273 (Moderna), 
ChAdOx1 (Astrazeneca), Gam-COVID-Vac (Gamaleya) and Ad26.COV2.S (Janssen/ 
Johnson&Johnson) vaccines to prevent SARS-CoV-2 infection in adults who have 
stable medical comorbidities and are at risk for severe infection. (Moderate quality 
of evidence; Strong recommendation) 

 

RECOMMENDATION  

We suggest the use of CoronaVac (Sinovac) to prevent SARS-CoV-2 infection in 
adults who have stable medical comorbidities and are at risk for severe infection. 
(Very low quality of evidence; Conditional recommendation) 

 

CONSENSUS ISSUES 

A conditional recommendation was made for Coronavac because the panel 

considered the absence of any estimate of vaccine efficacy specific for this subgroup. 

Although the Brazilian trial included healthcare workers with stable medical 

comorbidities, the proportion of this subgroup as well as the vaccine efficacy for this 

specific population are unknown. As such, the panel considered the estimates of 

vaccine efficacy for the entire trial population as indirect evidence to support its use 

on those with comorbidities. 

 

RECOMMENDATION  

We recommend the use of BNT162b2 (Pfizer/BioNTech), mRNA-1273 (Moderna), 
ChAdOx1 (Astrazeneca), Gam-COVID-Vac (Gamaleya), CoronaVac (Sinovac) and 
Ad26.COV2.S (Janssen/ Johnson&Johnson) vaccines to prevent SARS-CoV-2 
infection in immunocompromised patients (i.e., diagnosed with HIV, hepatitis B and 
C, those with cancer undergoing chemotherapy, transplant patients receiving 
immune-suppression) after medical clearance from a physician. (Low quality of 
evidence; Strong recommendation)  
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CONSENSUS ISSUES 

Despite the low quality of evidence, a strong recommendation was made because the 

benefits of vaccination outweigh any potential harm. While there are no specific 

subgroup results for the immunocompromised patients and the expected vaccine 

efficacy would be lower,  the vaccine will still give them protection against COVID-19. 

The panel also emphasized that a medical clearance from any physician should be 

sufficient to facilitate the vaccination.   

 

RECOMMENDATION  

We recommend the use of BNT162b2 (Pfizer/BioNTech)vaccine in children 12 years 
old and above to prevent SARS-CoV-2 infection. (Moderate quality of evidence, 
Strong recommendation) 

 

RECOMMENDATION 

There is no evidence on the use of mRNA-1273 (Moderna), ChAdOx1 (Astrazeneca), 

Gam-COVID-Vac (Gamaleya), Ad26.COV2.S (Janssen/ Johnson&Johnson) and 

CoronaVac (Sinovac) among children <18 years old to prevent SARS-CoV-2 

infection. 

 

CONSENSUS ISSUES 

The updated recommendation on the use of the vaccines in children was based mainly 

on the preliminary results in the BNT162b2 clinical trial data from its adolescent 

population, demonstrating clear benefit over harm.  

ChAdOx1 also included children in the trial protocol, however, the results are still 

pending. Based on existing protocols, children are excluded in the clinical trials of 

mRNA-1273, GamCOVID-Vac, Ad26.COV2.S and CoronaVac. There is no statement of 

planned recruitment for the younger population. 

 

RECOMMENDATION 

We recommend against the use of these vaccines for those who have known 

allergies to the contents / excipients of the vaccine, such as polysorbate (ChAdOx1 

(Astrazeneca), Gam-COVID-Vac (Gamaleya) and Ad26.COV2.S (Janssen/ 

Johnson&Johnson)) and polyethylene glycol or PEG200 DMG (BNT162b2 

(Pfizer/BioNTech) and mRNA-1273 (Moderna)). (Moderate to high quality of 

evidence; Strong recommendation) 

 

CONSENSUS ISSUES 

It was clarified that the recommendation was specific for polysorbate and PEG 

because these two (2) excipients are notorious for hypersensitivity reactions based 

on different regulatory authorities. CoronoVac does not contain any of these, but the 
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Philippine Society of Allergy, Asthma and Immunology (PSAAI) has been receiving 

reports on allergic reactions to CoronaVac and this is currently being investigated.   

 

KEY FINDINGS 

As of May 13, 2021 preliminary Phase 3 trial data on the safety and efficacy of six 

COVID-19 vaccines have been made publicly available.  The BNT162b2 

(Pfizer/BioNTech), the mRNA-1273 (Moderna), the ChAdOx1 (AstraZeneca), the Gam-

COVID-Vac (Gamaleya), and the Ad26.Cov2.S (Janssen/Johnson&Johnson) vaccines 

demonstrated satisfactory vaccine efficacy against symptomatic COVID-19 infection 

among adults in the short term with moderate certainty. Limited available information 

provides low certainty evidence that the CoronaVac (Sinovac) vaccine also provides 

satisfactory protection against symptomatic COVID-19 infection among adults. 

Updated trial report showed that BNT162b2 (Pfizer/BioNTech) is highly efficacious 

and safe against symptomatic COVID-19 infection for children aged 12 to 15 years 

old. Data on the efficacy against severe COVID-19 infection and asymptomatic COVID-

19 infection are still inconclusive, except for Ad26.CoV2.S, which demonstrated, with 

moderate certainty, good efficacy in preventing moderate and/or severe COVID-19 

infection and acceptable protection against asymptomatic COVID-19 infection 28 

days after vaccination. Efficacy data on preventing death from COVID-19 infection are 

still inconclusive due to the low number of events recorded in these preliminary 

reports.  Very limited clinical trial data are available to inform vaccine efficacy against 

the different variants of SARS-CoV-2 [1-11]. 

Administration of these vaccines was associated with higher proportions of adverse 

reactions compared with the control, although serious adverse event rates were 

comparable. These adverse events, mostly from reactions to the vaccines, were mild 

to moderate and of short duration.  Long term efficacy and safety data are still lacking. 

Real world evidence supports clinical trial findings on the efficacy of BNT162b2, 

mRNA-1273, ChAdOx1, Gam-COVID-Vac and CoronaVac [12-60]. As of April 17, no 

RWE data on effectiveness is available for Ad26.Cov2.S A rare phenomenon, the 

vaccine-induced immune thrombotic thrombocytopenia has been found to have a 

possible link with the use of ChAdOx1 and Ad26.COV2.S. However, regulatory 

authorities have maintained a positive benefit-risk ratio for the continued use of these 

vaccines. No safety signals have been identified with the mRNA vaccines. Cases of 

anaphylaxis have been reported with the mRNA vaccines and with ChAdOx1 but they 

remain in very low numbers. Deaths after vaccination are also rare and often assessed 

as not related.  Many case reports on various adverse events following COVID-19 

vaccination have increasingly appeared in the literature. 

 

OTHER CONSENSUS ISSUES RAISED 

The panel agreed to place in a separate document (i.e., guidance or standard 

operating procedure) the recommendations on (1) advising the recipients regarding 
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adverse reaction and adverse events as well as the (2) implementation of a 

pharmacovigilance program and regular evidence review upon vaccine use.  

 There was a concern raised on the policy of other countries that they will only consider 

a person “vaccinated” if s/he is immunized with a vaccine that has Emergency Use 

Authorization (EUA) in their country. This will affect the outbound Overseas Filipino 

Workers and may drive brand preference.  

 It was emphasized that while we are certain that COVID-19 vaccines reduce severe 

disease, hospitalization, and death, there are still unanswered questions on the 

duration of protection.  Wearing masks is still necessary since there is information on 

protection but not yet on the prevention of transmission. 

 

Should melatonin be used in the prevention of COVID-19 infection? 

RECOMMENDATION 

We recommend against the use of melatonin as prevention for COVID-19 infection. 

(Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

One observational study [61] reported lower odds of getting a positive test result for 

COVID-19 among those taking melatonin compared to those who were not. The study 

was found to be with serious risk of bias because of absence of randomization and 

allocation concealment and the lack of details which precluded assessment of 

blinding and follow-up.  For safety, one systematic review [62] reported that overall, 

melatonin supplements have a good safety profile. However, there are some adverse 

effects that are dose- and timing-related, and one study stated that caution should be 

exercised in the use of melatonin in patients with hypertension. 

 

CONSENSUS ISSUES 

It was discussed that among the limitations of the efficacy study was the lack of 

information on the dose administered and the duration of intake; hence, the panel 

could not compare it against the usual dose used for sleep disorder, which is one (1) 

3-mg capsule a day for at least a month. The cost per capsule ranges from Php 16.00 

to 20.00.  Regarding melatonin’s adverse effects, it was noted that indirect studies 

were evaluated (i.e., use of 2 mg to 10 mg melatonin for different indications); hence, 

the observation of excessive sleepiness may be dose-related. The panel raised a 

concern on the potential for its misuse or overuse considering that it may be marketed 

as prophylaxis for COVID-19, which is an off-label indication. Likewise, its potential 

adverse effects from long-term use are unknown. 

Considering that the quality of evidence to support the use of melatonin is very low, 

and in the context of potential adverse events as well as cost considerations, the panel 

decided to strongly recommend against its use for COVID-19 infection. 
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Should Vitamin D supplementation be used in the prevention of COVID-19 

infection? 

RECOMMENDATION 

We recommend against the use of Vitamin D supplementation to prevent COVID-19 

infection. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

 A retrospective cohort study [63] on frail, elderly nursing home residents (N=66) 

reported that fewer patients died among those who received 80,000 IU of Vitamin D 

during the week following the diagnosis of COVID-19, or within one month prior to 

diagnosis, when compared to patients who received other medications. There was no 

direct evidence on the safety of Vitamin D supplementation as prevention for COVID-

19. 

 

CONSENSUS ISSUES 

It was pointed out that although the study by Jollife et al. found that Vitamin D 

supplementation reduced the risk of acute respiratory infection (ARI) overall, this 

systematic review was done prior to the COVID-19 pandemic, hence the population 

assessed did not include COVID-19 patients. In relation to the preventive effect of 

Vitamin D against ARI, it was noted that the duration of the trials in the systematic 

review ranged from 7 weeks to 12 months, and such a duration for effect to be seen 

is not deemed beneficial since vaccines will soon be available. Overall, the panel 

recognized that all the studies evaluated on its efficacy and safety were indirect 

evidence. 

 

Should zinc supplementation be used in the prevention of COVID-19 infection? 

RECOMMENDATION 

We recommend against the use of zinc supplementation to prevent COVID-19 

infection. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

No direct published evidence was found on the use of zinc supplements in the 

prevention of COVID-19. Among non-COVID adult participants, zinc acetate doses of 

100 to 150 mg/day taken for months had few adverse effects. Excessive intake of zinc 

may lead to gastrointestinal disturbances [64]. When taken together with other 

supplements, zinc may reduce copper and iron levels in the body. 
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CONSENSUS ISSUES 

A concern was raised that the recommendation may be misconstrued that zinc 

supplementation is not needed, but it was clarified that this will be specific only for 

COVID-19 infection. 

 

Should hydroxychloroquine/ chloroquine be used in the prevention of COVID-

19? 

RECOMMENDATION 

We recommend against the use of HCQ for pre-exposure prophylaxis in adults who 

are at high risk of exposure to COVID-19 cases. (Moderate quality of evidence; 

Strong recommendation)  

  

We recommend against the use of HCQ for post-exposure prophylaxis in adults who 

are exposed to COVID-19 cases. (Low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Two randomized controlled clinical trials [65, 66] on the use of hydroxycholoroquine 

(HCQ) as pre-exposure prophylaxis for COVID-19 showed tendency for reduction in the 

risk of developing COVID-19 infection.  However, there was significant increase in the 

risk of adverse events..  Three RCTs [67-69] were found on the use of HCQ for post-

exposure prophylaxis for COVID -19 no significant reduction in the risk of developing 

COVID-19 infection and a trend toward increase in the risk of adverse events.  Most of 

the studies were found to be at risk for bias with common issues in ascertainment 

bias and one study without blinding. 

 

CONSENSUS ISSUES 

For pre-exposure prophylaxis, HCQ will only have 2% benefit considering the worst- 

case scenario. With regard to its safety profile, there is clear harm in terms of 

gastrointestinal (e.g., diarrhea, abdominal cramps, nausea and vomiting) and 

neurological (e.g., dizziness) adverse events, which are incapacitating to health 

workers if they are to use this as prophylaxis.  

For post exposure prophylaxis, the low quality evidence showed no significant benefit 

of HCQ, and a trend toward increase in the risk of adverse events was likewise 

observed. 
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Should lopinavir/ritonavir be used as prophylaxis for the prevention of COVID-

19? 

RECOMMENDATION 

We recommend against the use of lopinavir/ritonavir for chemoprophylaxis in 

individuals exposed to COVID-19 patients. (Very low quality of evidence; Strong 

recommendation) 

 

KEY FINDINGS 

There is currently no available direct evidence on the use of lopinavir/ritonavir in the 

prevention of COVID-19 among healthy individuals, particularly those exposed to 

confirmed COVID-19 individuals. There is very low quality indirect evidence of 

lopinavir/ritonavir as post-exposure prophylaxis for an outbreak of MERS-CoV [70]. 

 

CONSENSUS ISSUES 

The panel strongly recommends against the use of lopinavir/ritonavir for 

chemoprophylaxis because of the very low quality of evidence. The drug combination 

is not commercially available and can only be availed of through the HIV program. In 

addition to the limited accessibility, there might also be competition with HIV patients 

who need it as a regular regimen.  Given the limited supply in the country, it is not 

deemed to be a feasible intervention for prophylaxis since a large quantity of 

lopinavir/ritonavir will be required in such cases. 

 

Should saline nasal irrigation be used for the prevention of COVID-19? 

RECOMMENDATION 

There is insufficient evidence to recommend the use of saline nasal irrigation (SNI) 

to prevent COVID-19 in healthy individuals. (Very low quality of evidence) 

 

KEY FINDINGS 

There are no direct studies assessing the benefit or harm of saline nasal irrigation use 

among healthy individuals as a preventive strategy for COVID-19.  Only indirect 

evidence [71] from an observational study using saline spray compared to no nasal 

spray in the prevention of common colds showed shorter duration of symptoms of 

nasal blockage and discharge but no difference in number of respiratory infections. 

 

CONSENSUS ISSUES 

The panel did not provide a recommendation on SNI because of the very low quality 

of evidence on the use of nasal spray to prevent the common cold. 
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Should steam inhalation be used for the prevention of COVID-19? 

RECOMMENDATION 

We recommend against the use of steam inhalation in the prevention of COVID-

19.(Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Based on a single arm observational study [72] with high risk of bias, there is currently 

only very low quality evidence showing the possible benefit of steam inhalation in the 

prevention of developing symptomatic COVID-19 among exposed healthy individuals 

and reducing symptoms and number of days to negative SARS-COV-2 RT-PCR test of 

COVD-19 confirmed individuals. Meanwhile, there is indirect evidence highlighting the 

significant adverse effects of steam inhalation among individuals using it for 

symptomatic relief from the colds. 

 

CONSENSUS ISSUES 

The panel strongly recommended against the use of steam inhalation as prevention 

for COVID-19, despite the very low quality of evidence, because it was recognized that 

the potential for harm outweighs the benefit. 

 

Should antiseptic gargles be used for the prevention of COVID-19? 

RECOMMENDATION 

There is insufficient evidence to recommend the use of antiseptic mouthwash or 

gargle to prevent COVID-19 in healthy individuals. (Very low quality of evidence) 

 

KEY FINDINGS 

There is no direct evidence on the use of antiseptic gargle or mouthwash in preventing 

COVID-19 among healthy individuals.  There is indirect evidence that showed 

conflicting results as to whether antiseptic gargle or mouthwash decreased viral load 

[73-76]. There is also indirect evidence on the adverse effects of mouthwashes used 

in the home setting [77]. 

 

CONSENSUS ISSUES 

The panel did not provide a recommendation on the use of antiseptic mouthwashes/ 

gargles because the indirect evidence found included COVID-19 positive patients 

instead of healthy individuals.  Furthermore, the surrogate outcomes reported were 

more on the decrease in forward transmission (clearance of SARS CoV2 virus) rather 

than the prevention of a healthy individual from contracting the infection. Of note was 

one completed study in Canada which involved COVID-19 negative individuals, the 

result of which is not yet available. 
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Should ivermectin be used as COVID-19 prophylaxis for the general population? 

RECOMMENDATION 

We recommend against the use of ivermectin as COVID-19 prophylaxis for the 

general population. (Very low quality of evidence; Strong recommendation) 

  

We recommend against the use of ivermectin for COVID-19 as post-exposure 

prophylaxis for household contacts of confirmed COVID-19 patients. (Very low 

quality of evidence; Strong recommendation) 

  

We recommend against the use of ivermectin for COVID-19 as prophylaxis for 

healthcare workers. (Very low quality of evidence; Strong recommendation) 

 

KEY FINDINGS 

Four very low quality randomized controlled trials [78-81] were found on the use of 

ivermectin as COVID-19 prophylaxis. All RCTs were found to have very serious risk of 

bias in terms of lack of blinding, analysis of incomplete outcome data, and selective 

reporting. One RCT showed lower rates of developing COVID-19 related symptoms. 

Moreover, two RCTs showed lower RT-PCR-confirmed COVID-19 infection rates in the 

ivermectin group compared to non-intervention group. However, one of these two 

RCTs administered a co-intervention in the ivermectin group, which poses serious 

validity issues. Lastly, one cluster RCT showed inconclusive RT-PCR-confirmed results 

for ivermectin. Mild adverse events were reported such as gastrointestinal upset, 

fatigue, sleepiness, pruritus, numbness, and burning sensation, all of which did not 

necessitate discontinuation of therapy. 

 

CONSENSUS ISSUES 

The studies included in the review had very serious or high risk of bias. In particular, 

the study by Elgazzar et al. (2021) had a very low overall quality of evidence due to the 

risk of bias and serious imprecision from the wide 95% confidence interval (CI). Using 

the WHO Considerations for Evaluation of COVID-19 Vaccines as reference for 

efficacy of prophylaxis or preventive therapy, the upper end of the computed CI 

exceeded the threshold for primary efficacy endpoint estimate 0.70 (30% efficacy). 

The Shoumann et al. (2021) study also has a serious validity issue due to the 

premature termination of the control group, and lack of pretermination protocol, thus 

leading to selective reporting. Lastly, the results of the Chahla et al. (2021) study also 

have validity issues due to the presence of a co-intervention in the treatment arm. 

The panel recognized the great potential for its misuse or overuse. The panel also 

stressed that there is a need to have concrete evidence on safety, as well as on the 

appropriate dose and dosing frequency, which the current very low quality evidence 

did not provide. Another issue raised was that only a compassionate special permit 

(CSP) has been granted to two specific hospitals that applied for the permit, despite 
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the current registration of ivermectin products as veterinary treatment for internal and 

external animal parasites. Hence, there may be legal implications when a positive 

recommendation to use it as a prophylaxis is issued. The human-grade ivermectin, on 

the other hand, is still applying for emergency use authorization (EUA) from the 

Philippine Food and Drug Administration. Considering the vaccine hesitancy of the 

public, a concern was raised by the panel that if a recommendation to an alternative 

to the vaccine as prophylactic agent will be made, then people will most likely opt not 

to get vaccinated, undermining the national vaccination program of the government. 

 

Is BCG vaccination effective and safe in the prevention of COVID-19 

infections? 

RECOMMENDATION  

We suggest against the use of BCG vaccine for the prevention of COVID-19 
infection. (Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

A systematic review of the literature on April 2, 2021 did not yield any completed 

randomized trial on the efficacy and safety of BCG vaccination in the prevention of 

COVID-19 infection. Five retrospective cohort studies [82-86] and one case control 

study [87] were included in this review and all showed high risk of bias and conflicting 

results. As of March 6, 2021, 22 studies that address this issue have been registered, 

21 of which are randomized controlled trials. 

 

CONSENSUS ISSUES 

A conditional recommendation against the use of BCG vaccination for COVID-19 

prevention was made by the Panel in consideration of the following issues.   Most of 

the evidence included in the review are retrospective cohorts and one case control. 

Among the articles, the timing of BCG administration is variable or unclear and the 

outcomes were self-reported and not necessarily RT-PCR confirmed.  Also, although 

an RCT was recently completed in Greece on the potential utility of BCG vaccine as 

prophylaxis for COVID-19, it is still a preprint and not yet included in the review. There 

is also clinical trial evidence in the elderly that it improves outcomes for other 

respiratory viral infections. Furthermore, it is relatively inexpensive and there is no 

evidence of serious harm. It was discussed that BCG vaccine is usually given among 

children to prevent disseminated or miliary tuberculosis.  

It was also discussed in the panel meeting that the Philippines has a policy on birth 

doses for BCG within 24-hours of delivery; however, this is not fully implemented in 

health centers since it is available as a multi-dose vial, they do not administer this if 

there is only one infant. On the other hand, it was noted that there is no national policy 

on BCG vaccination among adults. 
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Should aspirin be used for prophylaxis against COVID-19-induced coagulopathy 

in patients with COVID-19? 

RECOMMENDATION 

There is insufficient evidence on the use of aspirin as prophylaxis against COVID-

19-induced coagulopathy among patients with COVID-19. (Very low quality of 

evidence) 

 

KEY FINDINGS 

Very low quality evidence from one retrospective cohort study [88] was found on the 

use of aspirin prophylaxis for COVID-19 induced coagulopathy among COVID-19 

patients.  There was a significant reduction in the risk of mortality. COVID-19 induced 

coagulopathy and adverse events were not examined in this study. 

 

CONSENSUS ISSUES 

None was raised during the panel meeting. 
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Evidence and Recommendations for the  

Adjunct Interventions for COVID-19 
 

Should zinc be given as an adjunct treatment to patients diagnosed with 

COVID-19 infection? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of zinc as adjunct treatment 
for patients with COVID-19 infection both in the outpatient and in-patient setting. 
(Very low quality of evidence) 

 

KEY FINDINGS 

Zinc has an anti-viral effect through inhibition of SARS-Cov-1 replication as shown in 

in vitro studies. It has been suggested that zinc may reduce severity and duration of 

symptoms of other viral respiratory tract infections when used as an adjunct 

treatment.  

One randomized controlled trial [1] was found that showed no significant difference 

on death, mechanical ventilation and recovery after 28 days in patients with COVID-19 

when zinc was given as adjunct treatment together with HCQ, based on moderate 

quality of evidence. Another RCT [2] showed no significant reduction of symptoms in 

outpatient COVID-19 patients when given zinc gluconate. Three retrospective cohort 

[3-5]  studies were found which when pooled, showed that adjunct zinc therapy 

significantly reduced the risk of mortality among COVID-19 patients, however this was 

from low quality of evidence. Indirect evidence [6] was found on the use of zinc for 

upper respiratory tract infections, and this reported no serious adverse effects but an 

increased risk for non-serious adverse effects such as nasal and throat irritation and 

GI discomfort. 

 

CONSENSUS ISSUES 

There were no issues raised during the consensus panel meeting. 

 

Should B Vitamins be used as an adjunct in the treatment of COVID-19? 

RECOMMENDATION  

We suggest against the use of B vitamins as adjunct in the treatment of patients 
with COVID-19. (Very low quality of evidence; Conditional recommendation) 

 

KEY FINDINGS 

There is one cohort study on the use of vitamin D/magnesium/vitamin B12 (DMB) 

supplementation on patients with COVID-19 infection [7]. Likelihood of subsequent 

oxygen therapy including ICU support was significantly less for those taking DMB.  

However, there was no significant difference when looking at oxygen therapy alone or 
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ICU support alone.  There were no adverse events directly attributed to DMB use in the 

cohort study. There is very low certainty of evidence that suggests an association 

between excessive levels of Vitamin B12 and poorer outcomes in COVID-19 patients 

[8].  Overall, there is very low certainty of evidence due to risk of bias based on the 

observational design, as well as issues with directness (DMB was given in 

combination with vitamin D and magnesium) and imprecision (due to limited sample 

size). 

 

CONSENSUS ISSUES 

Vitamin B plays an important role in cell functioning and boosting the immune system. 

Therefore, there is a need to assess the potential of Vitamin B as an adjunct treatment 

for COVID-19.  

There were no studies that assessed the use of Vitamin B alone as an adjunct 

treatment for COVID-19 but there are still ongoing studies that can provide a clear 

picture on the use of Vitamin B as adjunct treatment. There were also no studies found 

that assessed the correlation of Vitamin B deficiency and cytokine storm. However, a 

prospective study that investigated the levels of Vitamin B12 and folate plasma level 

among patients admitted for COVID-19 pneumonia until they were transferred to ICU 

or death ensued suggested that there was a potential association between high 

plasma levels of Vitamin B12 and increased risk of mortality. 

 

Should Vitamin C be used as adjunct treatment for COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of intravenous Vitamin C as 
adjunct treatment for patients with COVID-19 infection. (Low quality of evidence) 

 

KEY FINDINGS 

There were four randomized controlled trials included in this review [9-12]. Based on 

these studies, adjunctive treatment with vitamin C among COVID-19 patients did not 

lead to significant reduction in mortality, need for mechanical ventilation or hospital 

length of stay. Most of the studies included were found to be at low quality of 

evidence. There are currently 17 ongoing trials studying the efficacy of vitamin C as 

an adjunctive treatment for COVID-19. 

 

CONSENSUS ISSUES 

Since there is insufficient evidence to recommend the use of vitamin C as adjunct 

treatment for COVID-19 and the quality of evidence is rated low, this means that more 

randomized controlled trials on vitamin C as adjunct treatment for COVID-19 need to 

be done.  
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Intravenous administration was the route used by the included studies in this review. 

According to the search for pricing, intravenous vitamin C costs Php 430 for 40 

ampules of 500mg/2ml but this pricing was from an online selling source; there were 

no data on pricing of intravenous vitamin C on pharmaceutical websites searched. 

 

Should Vitamin D supplements be used as adjunct treatment for COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of Vitamin D supplementation 
as adjunct treatment for patients with COVID-19 infection.  (Very low quality of 
evidence) 

 

KEY FINDINGS 

Three RCTs were found on the use of vitamin D as adjunct treatment for patients with 

COVID-19 [13-15]. The effect of vitamin D supplements as adjunct treatment for 

patients with COVID-19 for the outcomes of mortality, progression of oxygen support 

and ICU admission was inconclusive. Across these outcomes, the studies were found 

to have low to very low certainty because of serious risk of bias (from unclear 

randomization and lack of blinding), inconsistency and imprecision. More patients 

supplemented with vitamin D had virologic clearance by day 21. No significant 

difference was found with duration of hospital length of stay, and duration of 

mechanical ventilation. Based on indirect evidence, vitamin D in excessive amounts 

may cause gastrointestinal complaints, hypercalcemia, hypercalciuria, and increased 

renal stone formation.  

 

CONSENSUS ISSUES 

There were no issues raised during the panel meeting. 

 

Should melatonin be used in the adjunctive treatment of COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of melatonin as adjunct 
treatment for patients with COVID-19 infection. (Very low quality of evidence) 

 

KEY FINDINGS 

There was only one very low quality randomized controlled trial [16] that compared 

melatonin with standard treatment, and it showed significant reduction in cough, 

dyspnea, and fatigue, and significantly shorter hospital stay and return to baseline 

health in those given melatonin. There was no significant difference in the proportion 

of patients discharged on day 14. No adverse events were observed in the use of 

melatonin among COVID-19 patients. 

 



 

 128 

CONSENSUS ISSUES 

There were no consensus issues raised during the panel meeting. 

 

Should virgin coconut oil be used in the adjunctive treatment of COVID-19? 

RECOMMENDATION  

There is no evidence to recommend the use of virgin coconut oil as adjunct 
treatment for patients with COVID-19 infection. 

 

KEY FINDINGS 

Virgin coconut oil (VCO) is rich in lauric acid and pharmacologically active metabolite 

monolaurin. In vitro studies have found that VCO has anti-inflammatory, antioxidant, 

antibacterial, antifungal, and antiviral properties. In a clinical trial involving HIV and 

AIDS patients [17], VCO treatment led to an increase in CD4+ and lymphocyte counts 

as well as reduction in viral load. Currently, there are no published studies assessing 

the efficacy and safety of virgin coconut oil as an adjunctive treatment for COVID-19. 

 

CONSENSUS ISSUES 

There were no issues raised during the consensus panel meeting. 

 

Should oral fatty acid supplements be used as adjunct treatment for patients 

with COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend the use of fatty acid supplements as 
adjunctive treatment for patients with COVID-19. (Low quality of evidence) 

 

KEY FINDINGS 

There is low certainty of evidence based on one randomized controlled trial [18] that 

compared omega-3-fatty acid supplementation of high-protein enteral feeding versus 

hi-protein enteral feeding alone in hospitalized patients with COVID-19, which showed 

significant reduction in mortality. The RCT did not report adverse events. Indirect 

evidence on adverse events from two meta-analyses [19, 20] of RCTs on critically ill 

ICU patients (non-COVID), mostly with ARDS, given fatty acid supplementation versus 

control, showed that gastrointestinal adverse events were common but did not differ 

significantly between groups. 

 

CONSENSUS ISSUES 

There were no reported adverse events in the study that assessed the effect of 

addition of 1000mg omega-3-fatty acid supplementation to enteral feeding of 

hospitalized patients with COVID-19. There was no significant difference in reported 
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adverse events between groups given fatty acid supplementation or placebo in 

critically-ill ICU patients (non-COVID).  

In terms of cost, a capsule of 1000mg omega-3-fatty acid may cost less than Php 

20.00 in the market. It was also remarked that patient preference may be affected 

because of the fishy taste. 

 

Should N-acetylcysteine be used as an adjunct treatment for patients diagnosed 

with COVID-19? 

RECOMMENDATION  

We recommend against the use of intravenous N-acetylcysteine as adjunct 
treatment for patients with COVID-19 infection. (Moderate quality of evidence; 
Strong recommendation) 

 

KEY FINDINGS 

One randomized controlled trial [21] comparing NAC to placebo with 135 participants 

was found to have no significant difference compared to control for mortality, invasive 

mechanical ventilation, ICU admission, length of hospital and ICU stay. A case series 

[22] of ten respirator-dependent patients who responded to IV NAC showed reduction 

in inflammatory markers wherein six patients rebounded once NAC was discontinued 

and eight were discharged while two remained hospitalized. Indirect evidence in a low-

quality systematic review [23] of NAC vs placebo in patients with Acute respiratory 

distress syndrome failed to show any difference in the mortality, but significantly 

reduced ICU stay.  

 

CONSENSUS ISSUES 

The panel distinguished between the oral and intravenous (IV) preparations of N-

acetylcysteine (NAC), noting in part the cost of the IV agent. 

A study included in this review which compared NAC and placebo among suspected 

or confirmed COVID-19 patients found no significant difference on its primary and 

secondary outcomes (i.e., mortality, invasive mechanical ventilation and ICU 

admission). However, NAC may essentially still be used for its other clinical 

indications (i.e., as mucolytic) on patients with COVID-19, but not necessarily for the 

treatment of COVID-19. 

There were also a few studies included in the review that compared IV-NAC and 

placebo among ARDS patients, and although it was also noted that NAC has no 

ancillary role on the treatment of ARDS, it is used for intubated patients for its 

mucolytic and immunomodulating properties. 
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Should RAAS blockers be continued in patients with COVID-19? 

RECOMMENDATION  

We recommend continuing maintenance RAAS blockers for hypertension among 
patients with COVID-19 infection. (Moderate quality of evidence; Strong 
recommendation) 

 

KEY FINDINGS 

Based on two randomized controlled trial [24, 25] with moderate certainty of evidence, 

there is probably little or no significant reduction in the risk of deaths and severe 

disease for patients with hypertension and COVID-19 who continued RAAS blockers 

compared to those who discontinued RAAS blockers. 

 

CONSENSUS ISSUES 

There were no issues raised during the consensus panel meeting. 

 

Does the concurrent use of Ibuprofen worsen COVID-19 outcomes? 

RECOMMENDATION  

We suggest that ibuprofen may still be used as symptomatic treatment of patients 
with COVID-19 infection if clinically warranted. Concurrent use of ibuprofen is not 
associated with worsening of COVID-19 outcomes. (Very low quality of evidence; 
Conditional recommendation) 

 

KEY FINDINGS 

There has been concern on the use of ibuprofen in COVID-19.  The point of entry for 

SARS-COV-2 is through angiotensin- converting enzyme 2 receptor, which is believed 

to be upregulated by ibuprofen.  Based on six observational studies [26-31] assessed, 

there was no significant association between ibuprofen use and worse COVID-19 

outcomes: composite outcome (death, acute respiratory distress syndrome, ICU 

admission, shock), Death , and progression of symptoms after propensity score 

matching. Five clinical trials on Ibuprofen use in COVID-19 are still on-going. 

 

CONSENSUS ISSUES 

There were no issues raised during the consensus panel meeting. 

 

Should aspirin, taken as maintenance therapy for underlying medical 

conditions, be discontinued in patients with COVID-19? 

RECOMMENDATION  

There is insufficient evidence to recommend discontinuation of aspirin as 
maintenance therapy for underlying medical conditions in patients with COVID-19. 
(Very low quality of evidence) 
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KEY FINDINGS 

Very low quality evidence from three retrospective cohort studies [32-34] was found 

on the continuation of aspirin as maintenance for underlying medical conditions 

among patients with COVID-19. There was no significant decrease in the odds of 

mortality in the use of aspirin.  However, there was a significant increase in the odds 

of the composite outcome of mortality or discharge to hospice with continuation of 

aspirin. Thromboembolic and adverse events were not examined in these studies. 

 

CONSENSUS ISSUES 

Further studies are needed for the panel to make a recommendation on the 

discontinuation of aspirin as maintenance therapy in patients with COVID-19. There is 

certainty of benefit for continuing aspirin for underlying medical conditions. However, 

the benefit of its use among patients with COVID-19 is still uncertain. 
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Discussion 

Outputs of the Philippine COVID-19 Living CPG Project 

CLINICAL PRACTICE QUESTIONS  

COVID-19 management issues and questions were collected from the Steering 

Committee members and Consensus Panelists during the organizational meetings 

and consensus panel meetings. Management trends and new issues were added to 

this list as they emerge or as suggested by health policymakers. The topics were 

reviewed and prioritized regularly. Priority topics were then assigned to the evidence 

reviewers for new evidence reviews or updating of existing reviews. A total of 139 

priority topics were identified.  

 

CONSENSUS MEETINGS, EVIDENCE SUMMARIES, AND 

RECOMMENDATIONS 

For the entire project duration, there were a total of 90 evidence summaries presented 

and 136 recommendations generated in 26 consensus panel meetings. Refer to 

Appendix D for the breakdown per batch. 

 

UPDATED EVIDENCE SUMMARIES AND RECOMMENDATIONS 

Eleven questions were identified for updating in the third batch of evidence reviews. 

Due to the urgency of the policy change needed, four of these updates were already 

presented to the Consensus Panel and the recommendations were updated 

considering the new evidence. The other updates will be covered by Phase 2 of this 

Living CPG.   

 

Applicability Issues  

The members of the Consensus Panels provided information on the facilitators, 

barriers, and resource implications for the implementation of the recommendations. 

They used their expertise and experience to identify these issues, which were 

discussed in more detail in the Consensus Issues section of each evidence summary. 

These were considered in the final wording of the recommendations. The following 

subsections summarize the overall discussion of the panelists. 

 

ORGANIZATIONAL CONSIDERATIONS TO IMPLEMENTATION 

The availability of testing kits and medical equipment for the screening and diagnostic 

tests for COVID-19 would likely vary at the regional, provincial, or even municipal/ city 

level. These issues were especially relevant to RT-PCR testing, rapid antibody, and 

antigen testing, chest imaging (X-ray, CT-Scan, and ultrasound), and laboratory 

parameters (LDH, CRP, Ferritin, D-dimer). Clinical risk assessment and using the 14-

day symptom test were useful tools for screening for COVID-19, especially if there was 
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a limitation in the availability of screening tests. Specially trained personnel were 

needed to do the more specialized tests, such as pooled testing using RT-PCR. 

Aside from the availability of various testing modalities, there would be some 

limitations in the availability of treatment and critical care interventions also, most 

especially those investigational drugs only being accessible through the public via 

FDA’s emergency use authorization. Medical specialists, especially those from 

infectious diseases, pulmonary medicine, and critical care medicine, were important 

to effectively lead in the use of these treatments for the management of COVID-19 

patients. These limitations would be further compounded by the limitations in 

available isolation beds, hospital ward beds, and ICU beds.  

For non-pharmacologic interventions and proven prophylactic interventions (such as 

vaccines) for COVID-19, one potentially major barrier was the public’s perceptions of 

these interventions and their actual compliance. This was evident in many instances 

of violations of the minimum public health standards set by DOH: wearing of face 

mask, physical distancing, and hand hygiene. In addition to these, there were rising 

trends in the use of non-proven prophylactic interventions (such as ivermectin), 

ineffective medical devices (such as ionizing air filters), and the anti-COVID vaccine 

movement. 

 

RESOURCE IMPLICATIONS 

As a low-middle-income country, our limited resources needed to be allocated and 

used efficiently. The cost of the tests and interventions being done for COVID-19 

management was one important consideration discussed in the panel meetings, 

especially the investigational drugs (such as remdesivir, tocilizumab) and the highly 

sophisticated interventions (such as ECMO, hyperbaric oxygen therapy). Health 

technology assessment should be a key gatekeeping mechanism to ensure that all 

payments by the government (through PhilHealth) are cost-effective. 

 

Implementation Tools 

Selected recommendations from the Philippine COVID-19 Living CPG have been used 

as a reference to the Unified COVID-19 Algorithms, specifically on testing and 

management. These algorithms were developed collaboratively by 15 professional 

organizations and stakeholder institutions. Their complete algorithms were published 

on the PSMID website (https://www.psmid.org/unified-covid-19-algorithms-5/). 

Healthcare providers, patients, and the public are encouraged to access these 

algorithms on the main webpage. 

 

Process Evaluation 

Using the native website tools and Google analytics, the PSMID website administrator 

was able to gather various metrics on website visits for the Philippine COVID-19 Living 
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CPG: click trends and download trends. Since the release on March 31, 2021, there 

have been 147,510 total clicks on the website. The spikes in website visits (Figure 6) 

during the ends of March and April coincided with the release of recommendations 

and new evidence summaries. Most of these visits were from the National Capital 

Region, Central Visayas (Region VII), and Davao Region (Region XI), which reflected 

the areas that had the greatest number of new cases and active cases during the 

project duration (Figure 7 and Table 6). Furthermore, the list of top evidence 

summaries clicks revealed the possible topics that CPG users needed the most 

guidance on (Table 7). Note that some of these topics remained to be contentious as 

of the present date, such as ivermectin, lianhua, and ionizing air purifiers. 

 

Figure 6. Website click trend of the Philippine COVID-19 Living CPG. 
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Figure 7. Geographical location of website visitors of the Philippine COVID-19 Living 

CPG. 

 

 

Table 6. Top locations of website 

visitors of the Philippine COVID-19 

Living CPG. 

City n Percentage 

Quezon City 27,848 18.77 

Makati 20,202 13.61 

Cebu City 11,112 7.49 

Manila 9,706 6.54 

Meycauayan 7,994 5.39 

Davao City 7,249 4.89 

Pasig 3,944 2.66 

Paranaque 3,772 2.54 

Angeles 3,376 2.28 

Antipolo 3,092 2.08 

Others 10,191 7.14 

 

Table 7. Top evidence summaries 

downloaded from the Philippine COVID-

19 Living CPG. 

Topic n 

Ivermectin as treatment 2784 

Hemoperfusion 2676 

Ivermectin as prophylaxis 1815 

Remdesivir 1334 

Saliva RT-PCR 1252 

Virgin coconut oil 923 

Lianhua 899 

Azithromycin 699 

Ionizing air purifiers 655 

Tocilizumab 587 

Research Implications 

The novel coronavirus, now known as SARS-CoV-2, brought about a disease condition 

that is new to everyone. Despite the rapidly evolving evidence on COVID-19, many 

research gaps need to be filled in the management, prevention, and control of this 

disease. These were identified during the evidence reviews done in this CPG and were 

documented in the evidence summaries. The following discussion presents a 

synthesis of these research gaps. 
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As expected in a novel disease condition, many of the recommendations were 

answered with low to very low certainty of evidence. These areas are directed to a 

need for further primary research to be conducted.  

While existing studies on the investigational treatment interventions have been able 

to identify the subset of patients that would benefit best (such as remdesivir with 

dexamethasone for patients on oxygen supplementation, or tocilizumab with 

dexamethasone for patients with elevated inflammatory biomarkers or rapid 

respiratory deterioration), there is still a need for further studies on dosing, frequency 

of administration, combinations with other drugs, etc. Aside from the successful 

experimental drugs, additional research on those drugs showing early promise is 

urgently required. 

Diagnosis and treatment were sometimes overemphasized in the management of 

COVID-19. Equally important were the prophylactic and non-pharmacologic 

interventions that are more proximal steps in the national strategy of prevention, 

detection, isolation, treatment, and reintegration. However, these areas were still not 

very much studied (except for COVID-19 vaccines, which have been slowly building 

their knowledge base). These studies were also crucial to prove the lack of 

effectiveness of several interventions that many subscribe to. 

Finally, the living CPG methodology used in this project was the first local adoption 

known to the project team. Research into streamlining the living CPG process is 

important to make it more efficient. The impact measurement of this living CPG, as 

described in the Monitoring and Auditing Criteria subsection, would be another first 

study to formally demonstrate the effects of CPG implementation in the country. 
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Conclusions and Recommendations 
The Philippine COVID-19 Living CPG identified 139 priority questions on COVID-19 

management, infection prevention, and control, generated 90 evidence summaries, 

and came up with 136 recommendations. Thematic areas included in this CPG were 

screening and diagnosis, treatment, critical care, and respiratory management, non-

pharmacologic interventions, vaccines and prophylactic interventions, and adjunct 

interventions. Four additional evidence summaries were used to update 

recommendations because of new evidence that was released during the interval 

period.  

The CPG recommendations were used in the construction of testing and management 

algorithms for COVID-19. Process evaluation using website analytics revealed that the 

CPG recommendations were mostly accessed in regions with the greatest number of 

new cases and active cases. Furthermore, a list of top evidence summaries accessed 

indicated topics that CPG users needed the most guidance on, or that remain to be 

contentious as of the present date. 

The main challenges in doing a living CPG for a new disease condition in a pandemic 

setting were the rapidly evolving evidence and the need to come out with point in time 

recommendations for clinicians and policymakers. Consensus panels needed to 

balance the quality and totality of the evidence with the net benefit and the contextual 

factors related to the implementation of the interventions, i.e., cost, equity, 

acceptability, and feasibility. 

Flexibility and adaptability are key in developing a Living CPG, especially in this 

pandemic and virtual setting. The following refinements could help streamline the 

process of evidence synthesis, which would be valuable inputs for Phase 2 of the 

Philippine COVID-19 Living CPG: 

1. Designate a dedicated search specialist for each panel to actively search 

relevant databases and websites such as COVID-19 NMA. 

2. Continue holding capacity-building workshops on CPG development, 

systematic reviews, rapid reviews, and evidence-based medicine to increase 

the pool of skilled evidence reviewers. 

3. Implement a structured worksheet containing the evidence to decision 

framework to guide the panelists on the factors to discuss and consider before 

voting for or against a recommendation is suggested. This will ensure that both 

the facilitator and the panelists cover important applicability and 

implementation issues of a recommendation, apart from the net benefit and 

certainty/quality of the evidence. 
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Board of Trustee, Philippine Academy of Family 
Physicians 
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Asia Pacific Center for Evidence Based Healthcare 
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Associate Professor, Department of Medical 
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the Philippines-Manila  
President, Philippine Hospital Infection Control 
Society Inc. 

 
 

PROJECT LEAD CONVENORS 
 
Marissa M. Alejandria, MD, MSc, FPCP, 
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Professor, Department of Clinical Epidemiology, 
College of Medicine, University of the Philippines 
Manila 
Director, Institute of Clinical Epidemiology, National 
Institutes of Health, University of the Philippines 
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Clinical Professor, Division of Infectious Diseases, 
Department of Medicine, Philippine General Hospital 
President, Philippine Society for Microbiology and 
Infectious Diseases 
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Professor, Department of Clinical Epidemiology and 
Department of Pediatrics, University of the 
Philippines 
Faculty, Asia Pacific Center for Evidence Based 
Healthcare 
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CONSENSUS PANEL FOR SCREENING AND DIAGNOSIS 
 
Clemencia D. Bondoc, MD 
Municipal Health Officer, Zarraga, Iloilo 
National President, Association of Municipal Health 
Officers of the Philippines 
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Operations, Laboratory Research Division, DOH-
Research Institute for Tropical Medicine 

 
Jocelyn Myra R. Caja, MD, FPSP, MHPEd 
Chair, Department of Pathology, University of Santo 
Tomas Faculty of Medicine and Surgery 
Former Board of Governors as Secretary, Treasurer, 
Asst. Treasurer, Philippine Society of Pathologists, 
Inc.,  

 
Mary Ann D. Lansang, MD, MSc, FPCP, 
FPSMID 
Clinical Professor, Department of Clinical 
Epidemiology, College of Medicine, University of the 
Philippines  
Consultant, Infectious Diseases Section, 
Department of Medicine, The Medical City 
Board of Advisers, Philippine Society for 
Microbiology and Infectious Diseases 

 
 

 
Virginia de los Reyes, MD, FPCCP, FPCP, 
FPSSM, MHPED 
Section Head, Section of Sleep Medicine, 
Department of Pulmonary, Critical Care and Sleep 
Medicine, Lung Center of the Philippines  
Associate Professor, Ateneo School of Medicine 
and Public Health 
Executive Board, Philippine College of Chest 
Physicians and American College of Chest 
Physicians 

 
Jane Eflyn L. Lardizabal-Bunyi, RPh, MD, 
OHP, DFM, FPAFP, CSPSH 
Assistant Professor III, Manila Central University – 
Filemon D. Tanchoco Medical Foundation 
Active Non-Rotating Consultant, Manila Central 
University – Filemon D. Tanchoco Medical 
Foundation Hospital 
National Treasurer, Philippine Academy of Family 
Physicians 

 
Imelda B. Mateo, MD, MBAH, FPCP, 
FPCCP 
Medical Center Chief II, DOH- Amang Rodriguez 
Memorial Medical Center  
Treasurer, Philippine College of Physicians  

 
Vernon M. Serafico, MD, FPCP 
Asst. Training Officer, Department of Internal 
Medicine, De Los Santos Medical Center Private  
Board of Trustee, Philippine Society of General 
Internal Medicine 

 

CONSENSUS PANEL FOR TREATMENT 
 
Maria Elinore Alba-Concha, MD, FPAFP 
Chief Training Officer, Southern Philippines Medical 
Center 
Member, Research and Publications Committee, 
Philippine Academy of Family Physicians 

 
Mary Ann C. Bunyi, MD, FPPS, FPIDSP 
Deputy Director, Office of Education, Training and 
Research Services, Philippine Children's Medical 
Center  
Assistant Professor III, Department of Microbiology, 
College of Medicine, Pamantasan ng Lungsod ng 
Maynila 

 
 
 
 

 
Karl Evans R. Henson, MD, FPCP, 
FPSMID 
Clinical Assistant Professor, Division of Infectious 
Diseases, College of Medicine, University of the 
Philippines 
Training Officer, Infectious Diseases Fellowship 
Training Program, The Medical City  
Fellow, National Board Member, and Chair, 
Information Technology and Media Relations 
Committee, Philippine Society for Microbiology 
and Infectious Diseases 
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Erwin R. De Mesa, MD, FPOGS, FPIDSOG 
Training Officer, Department of Ob-Gyn, De Los 
Santos Medical Center  
Treasurer, Philippine Obstetrical and Gynecological 
Society  
Immediate Past President, Philippine Infectious 
Diseases Society for Obstetrics and Gynecology 

 
Faith Joan C. Mesa-Gaerlan, MD, MS, 
FPCEM 
Clinical Associate Professor, College of Medicine, 
UP Mamnila 
Training Officer, Department of Emergency 
Medicine, UP-Philippine General Hospital 
Member, Advisory Council, Philippine College of 
Emergency Medicine 

 
  

Roland M. Panaligan, MD, LLM, FPCP, 
FPCCP 
Chair, Department of Medical Ethics, University of 
Santo Tomas Faculty of Medicine and Surgery  
Training Officer, Adult Pulmonology Fellowship 
Training Program, Center for Respiratory 
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Philippine College of Chest Physicians 
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MBA, FPCP, FPSMS, CSPSH, DPCOM 
Medical Specialist II, Bulacan Medical Center  
Vice President, Philippine Society of General 
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MHSD 
Medical Specialist III, DOH-Food and Drug 
Administration 

 

CONSENSUS PANEL FOR CRITICAL CARE AND RESPIRATORY MANAGEMENT 
 
Joseph Adrian L. Buensalido, MD, FPCP, 
FPSMID 
Infectious Diseases Specialist/Consultant at Asian 
Hospital and Medical Center and Makati Medical 
Center Infection Prevention and Control  
Associate Professor of Medicine and Deputy 
Training Officer, Division of Infectious Diseases, 
Department of Medicine, University of the 
Philippines - Philippine General Hospital 
Fellow, Philippine Society for Microbiology and 
Infectious Diseases 

 
Pauline F. Convocar, MD, MCHM, DPBEM, 
FPCEM, DPCOM 
Vice Chair for Patient Services Quality Management 
System and Telemedicine, Department of 
Emergency Medicine, Southern Philippines Medical 
Center  
Immediate Past President & Section on Advocacy 
Chair, Philippine College of Emergency Medicine  

 
Ricardo A. Francisco, Jr, MD, MHA, FPCP, 
FPSN 
Chief, Section of Nephrology, Veterans Memorial 
Medical Center (VMMC) 
Member, Board of Trustees, Philippine Society of 
Nephrology  

 
Chito C. Permejo, MD, FPCP, FPCC, 
FPSCCM 
Medical Specialist III, Philippine Heart Center  
Fellow, Philippine Society of Critical Care and 
Medicine 

 
Mark Kristoffer U. Pasayan, MD, FPCP, 
FPSMID 
Medical Specialist II, DOH-Research Institute for 
Tropical Medicine  
Fellow, Philippine Society for Microbiology and 
Infectious Diseases 

 
Albert L. Rafanan, MD, FPCCP, FPCP, 
FCCP, FASSM, FPSSM 
Assistant Medical Director for Continuing Medical 
Education, Critical Care Committee Chairman, 
Center for Sleep Disorders  
Head, Ching Hua Hospital, Cebu City Professor of 
Medicine, Cebu Doctors University College of 
Medicine 
Member, Board of Trustees, Philippine College of 
Chest Physicians  

 
Rowena Marie T. Samares, MD, FPAFP, 
FPSHPM 
Chair, Department of Family Medicine, Silliman 
University Medical Center  
Fellow, Philippine Academy of Family Physicians; 
Philippine Society of Hospice and Palliative 
Medicine  
Secretary, Philippine Society of Hospice and 
Palliative Medicine  

 
Paul Michael S. Tan, RN, MAN, PhD†  
Senior Nurse, Cardiovascular Post Anesthesia 
Care Unit – St. Luke’s Medical Center, Global City 
Chairperson, Continuing Professional Education 
Accreditation (CPEA) Committee, Philippine 
Nurses Association 

 



 

 146 

CONSENSUS PANEL FOR NON-PHARMACOLOGIC INTERVENTIONS 
 
Regina P. Berba, MD, MSc, FPCP, FPSMID 
Professor, University of the Philippines Manila 
Head, Philippine General Hospital Infection Control 
Unit 
Fellow, Philippine Society for Microbiology and 
Infectious Diseases 

 
Vivien Fe F. Fadrilan-Camacho, MD, MPH, 
FPAFP 
Associate Professor, Department of Environmental 
and Occupational Health, College of Public Health, 
University of the Philippines 
Member, Technical and Policy Committee, Business 
Development Committee, Philippine Society of 
Public Health Physicians 

 
Rodley Desmond Daniel M. Carza, MPH, 
RN 
Chief, Policy and Technology Division, Heath 
Promotion Bureau, Department of Health, 
Philippines 

 
Dominga Calalang-Gomez, RN 
Retired Nurse VI, Philippine General Hospital 
Founding President, Philippine Hospital Infection 
Control Nurses Association  

 
Victoria Isla-Ching, RN, MGM-ESP 
Former Manager, Hospital Infection Control 
Committee, The Medical City  
Former Manager, Patient Safety Department, The 
Medical City 
Board Member, Philippine Hospital Infection Control 
Society, Inc 

 
Anna Sofia Victoria Tamayo Salazar 
Fajardo, MD, MBAH, DPCOM 
Medical Director, Perpetual Help Medical Center - 
Biñan   
National Vice President, Philippine College of 
Occupational Medicine  
National Secretary, Philippine College of 
Occupational Medicine  

 
Nenacia Ranali Nirena P. Mendoza, MD, 
FPAFP 
Consultant and Mentor, Healthway Family Clinic 
Family and Community Medicine Residency 
Training Program  
Member, Continuing Professional Development 
Committee; Research Committee; and Publication 
Committee, Philippine Academy of Family 
Physicians 

 
Ruth S. Punzalan, MD, MPH, MMHoA, 
FPAFP 
Municipal Health Officer, Tanza, Cavite 
Vice President, Association of Municipal Health 
Officers of the Philippines 

 

 

CONSENSUS PANEL FOR VACCINES AND PROPHYLACTIC INTERVENTIONS 
 
Maria Rhona G. Bergantin, MD, MSc, 
FPCP, FPSMID   
Associate Professor, University of Santo Tomas  
Consultant Staff and Training Officer, Section of 
Infectious Diseases, Department of Medicine, 
University of Santo Tomas Hospital 
Fellow, Philippine Society for Microbiology and 
Infectious Diseases 

 
Karina S. Descartin, MD, MS, MPH, 
DIMPH, FRSPH 
Senior Project Manager and Lead Preventionist, 
Project Firstline, State of Rhode Island Department 
of Health, on behalf of HCH Enterprises, LLC 
Adjunct Professor, Epidemiology/Healthcare Quality 
and Safety, Jacksonville University-Brooks College 
of Healthcare Sciences 
Member, Technical and Policy Committee, 
Philippine Society of Public Health Physicians 

 
Dax Ronald O. Librado, MD, FPCP, FACP 
Assistant Professor, Matias H. Aznar Memorial 
School of Medicine; Cebu Institute of Medicine; 
and CNU-Vicente Sotto Memorial Medical Center  
President, Philippine Society of General Internal 
Medicine  

 
Anna Guia Orejola Limpoco, MD, MSc, 
CM-FCM FPAFP 
Associate Professor, Department of Family and 
Community Medicine, University of the Philippines  
Fellow, Philippine Academy of Family Physicians  

 
Edmyr M. Macabulos, MD, MPH, FPCOM 
Associate Professor II, St. Luke’s Medical Center 
College of Medicine-WHQM 
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College of Occupational Medicine  
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Fatima Ignacio Gimenez, MD, FPPS, 
FPIDSP 
Training Officer, Pediatric Infectious Disease 
Section, Philippine Children's Medical Center  
Vice President, Pediatric Infectious Disease Society 
of the Philippines 
Chairman, Immunization Committee, Philippine 
Pediatric Society 
Philippine Foundation for Vaccination 

 
Rosally P. Zamora, MD, FPCP, DPSMID 
Associate Professor, University of the East Ramon 
Magsaysay Memorial Medical Center 
Fellow, Philippine College of Physicians 

 
Gian Carlo Sy Torres, PhD, MAN, RN 
Faculty, University of Santo Tomas College of 
Nursing 
Chair, Department of Public Affairs, Philippine 
Nurses Association 

 

CONSENSUS PANEL FOR ADJUNCT INTERVENTIONS 
 
Anthony F. Cortez, MD 
Municipal Health Officer, RHU Bambang, Nueva 
Vizcaya 
President, Association of Municipal Health Officers 
of the Philippines – Nueva Vizcaya 

 
Katrina G. Gomez-Chua, MD, MPH 
Primary Care Physician, ICH (Innovations for 
Community Health) 
Member, Technical and Policy Committee, 
Philippine Society of Public Health Physicians 
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Division Chief, DOH Pharmaceutical Division 
Head, DOH Health Technology Assessment Unit 
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Faculty/Research & COPC Coordinator, Department 
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Member/Peer Reviewer, Research Committee, 
Philippine Academy of Family Physicians  

 
Maria Sonia Salamat, MD, MPH, FPCP, 
FPSMID 
Medical Specialist III, Philippine General Hospital  
Clinical Associate Professor, College of Medicine, 
University of the Philippines Manila 
Member, Board of Councils, Philippine Society for 
Microbiology and Infectious Diseases, 2020 

 
Julie Christie Gutierrez Visperas, MD, 
MHPEd, FPCP, FPCCP, FPSP 
Head, Medical Intensive Care Unit and Pulmonary 
Vascular Unit, University of Santo Tomas Hospital  
Hospital Assistant Professor 3, Department of 
Physiology and Department of Medicine, 
University of Santo Tomas, Faculty of Medicine 
and Surgery 
Co-chair, Committee on Ethics and Quiz 
Committee, Philippine College of Physicians  

 
Shirley P. Whisenhunt DNM, RN 
Department Manager- Nursing Research, St. 
Luke's Medical Center-Global City 
Chairman, Committee on Continuing Professional 
Development, Philippine Nurses Association 
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Julian M. A. Buban 
Medical Intern, Philippine General Hospital 

 
Aldrich Ivan Lois D. Burog, MD, MSc 
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Department of Clinical Epidemiology, College of 
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Medical Officer, Wellbridge Health, Inc. 
Department of Clinical Epidemiology, College of 
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Institute of Clinical Epidemiology, National Institutes 
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Lea Roselle O. De Castro, MD  
Internal Medicine Hospitalist, Chinese General 
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Namnama P. Villarta-De Dios, MD, MSc, 
DPPS 
Medical Specialist II, Department of Pediatrics, 
Amang Rodriguez Memorial Medical Center  
Visiting Faculty, Ateneo School of Medicine and 
Public Health 

 
Belen Lardizabal Dofitas, MD, FPDS, MSc 
Clin Epid  
Associate Professor IV, College of Medicine, 
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Attending Physician, Philippine General Hospital  
Vice-Chair for Research, Department of 
Dermatology, Philippine General Hospital  

 
Valentin C. Dones III, PhD 
Research Supervisor, Center for Health Research 
and Movement Science, University of Santo Tomas 

 
Louie F. Dy 
Medical Intern, Philippine General Hospital 

 
Gina Antonina S. Eubanas, MD, FPDS, D 
Clin Epi 
Assistant Professor, Department of Clinical 
Research, St. Luke's Medical Center, College of 
Medicine - WHQM  
Head, Section of Dermatology, Department of 
Internal Medicine, Qualimed - Daniel Mercado 
Medical Center  

 
Antonio L. Faltado Jr., MD, FPCP, 
FPSEDM 
Chair, Research Ethics Board, and Head, Diabetes 
Center, Lipa Medix Medical Center  

 
Anna Maria Vida P. Garcia, RPh, D Clin 
Epi 
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Professor, Department of Anatomy, College of 
Medicine, University of the Philippines 
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Hospital and Makati Medical Center 
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Consultant, Department of Pediatrics, University of 
the Philippines Manila College of Medicine 
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Clin Epi 
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and National Center for Mental Health 
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Department of Pediatrics, University of the 
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Medicine, Philippine General Hospital, University of 
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College of Medicine, University of the Philippines 
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Appendix B. Summary of Declarations of Conflicts of Interests. 

 

Name Role in the CPG Project Nature of Declared COI 
Vivien Fe F.  
Fadrilan-Camacho, 
MD, MPH, FPAFP   

Consensus Panelist, 
Non-Pharmacologic 
Interventions 

Technical Consultant of three 
plants in Laguna on their COVID-19 
risk assessment 
(Non-significant COI) 

Rosally P. Zamora, 
MD, FPCP, 
DPSMID 

Consensus Panelist, 
Vaccines and 
Prophylactic 
Interventions 

TWG Member of the PSMID Adult 
Vaccination Committee 
(Non-significant COI) 

Iris Conela A.  
Tagaro, MD, DPPS, 
MPM-MHSD   

Consensus Panelist, 
Treatment 

Clinical Research Head, Center for 
Drug Regulation and Research, 
Philippine FDA 
(Non-significant COI) 

Regina P. Berba, 
MD, MSc, FPCP, 
FPSMID 

Consensus Panelist, 
Non-Pharmacologic 
Interventions 

Infection Control Lectures for 
Delex, BD and MSD (PhP 8,000 
each lecture) 
Reviewed data for FDA EUA 
applications of Pfizer and Sinovac 
COVID-19 vaccines 
DOH research grant for Favipiravir 
clinical trial (with PhP 7,500 
monthly honoraria) 
(Non-significant COI) 

Marie Carmela  
Lapitan, MD, MS, 
FPUA, FPCS   

Evidence Review Expert 
(on convalescent 
plasma, HCQ/CQ and 
azithromycin for 
treatment; COVID-19 
vaccines and BCG 
vaccines for prevention) 

Part-time Medical Expert for GSK 
Contractual reviewer for WHO and 

Cochrane response 

(Non-significant COI related to 

assigned review topics) 

Racquel Ibanez, 
MD, FPCP, FPCCP, 
D Clin Epi   

Evidence Review Expert 
(on prognostic factors 
and laboratory markers 
for COVID-19 severity 
and mortality) 

Sub Investigator in a Clinical Trial 
on an antiviral sponsored by a 
pharmaceutical company 
(Non-significant COI related to 
assigned review topics) 
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Appendix C. General Search Strategy for COVID-19 

 

Search strategy for COVID-19: 

((("COVID-19" [Supplementary Concept] OR "COVID-19 diagnostic testing" 

[Supplementary Concept] OR "COVID-19 drug treatment" [Supplementary Concept] 

OR "COVID-19 serotherapy" [Supplementary Concept] OR "COVID-19 vaccine" 

[Supplementary Concept] OR "severe acute respiratory syndrome coronavirus 2" 

[Supplementary Concept] OR "2019-nCoV" OR "2019nCoV" OR "cov 2" OR "Covid-19" 

OR "sars coronavirus 2" OR "sars cov 2" OR "SARS-CoV-2" OR "severe acute 

respiratory syndrome coronavirus 2" OR "coronavirus 2" OR "COVID 19" OR "COVID-

19" OR "2019 ncov" OR "2019nCoV" OR "corona virus disease 2019" OR "cov2" OR 

"COVID-19" OR "COVID19" OR "nCov 2019" OR "nCoV" OR "new corona virus" OR "new 

coronaviruses" OR "novel corona virus" OR "novel coronaviruses" OR "SARS 

Coronavirus 2" OR "SARS2" OR "SARS-COV-2" OR "Severe Acute Respiratory 

Syndrome Coronavirus 2") OR ((19[tiab] OR 2019[tiab] OR "2019-nCoV" OR "Beijing" 

OR "China" OR "Covid-19" OR epidem*[tiab] OR epidemic* OR epidemy OR new[tiab] 

OR "novel"[tiab] OR "outbreak" OR pandem* OR "SARS-CoV-2" OR "Shanghai" OR 

"Wuhan") AND ("Coronavirus Infections"[Mesh] OR "coronavirus"[MeSH Terms] OR 

coronavirus*[all] OR corona-virus*[all] OR cov[tiab] OR pneumonia-virus*[tiab]))) AND 

2019/12/1:3000/12/31[PDAT]) 

Search filter for Randomized Controlled Trials: 

(randomized controlled trial [pt] OR controlled clinical trial [pt] OR randomized [tiab] 

OR placebo [tiab] OR drug therapy [sh] OR randomly [tiab] OR trial [tiab] OR groups 

[tiab]) NOT (animals [mh] NOT humans [mh]) 

Search filter for Systematic Reviews and Meta-Analyses: 

(((systematic review[ti] OR systematic literature review[ti] OR systematic scoping 

review[ti] OR systematic narrative review[ti] OR systematic qualitative review[ti] OR 

systematic evidence review[ti] OR systematic quantitative review[ti] OR systematic 

meta-review[ti] OR systematic critical review[ti] OR systematic mixed studies 

review[ti] OR systematic mapping review[ti] OR systematic cochrane review[ti] OR 

systematic search and review[ti] OR systematic integrative review[ti]) NOT 

comment[pt] NOT (protocol[ti] OR protocols[ti])) NOT MEDLINE [subset]) OR 

(Cochrane Database Syst Rev[ta] AND review[pt]) OR systematic review[pt] 
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Appendix D. Breakdown of Consensus Meetings, Evidence Reviews, and 

Recommendations per Batch. 

 

CPG Panel Date of Meetings Evidence 
Summaries 
Presented* 

Consensus Panel 
Recommendations 
Generated* 

Screening and 
Diagnosis 

Batch 1: 
February 20 and  
March 6, 2021  

6 13 

Batch 2:  
April 9 and 26, 2021 

7 15 

Batch 3: 
May 26, 2021 

3 3 

Treatment Batch 1: 
February 19 and  
March 5, 2021 

10 14 

Batch 2:  
April 8, 10 and 16, 2021 

8 11 

Batch 3:  
May 29 and June 2, 2021 

7 7 

Critical Care and 
Respiratory 
Management 

Batch 1: 
February 19 and 
March 6, 2021 

7 11 

Batch 2: 
April 15, 2021 

6 6 

Non-
Pharmacologic 
Interventions 

Batch 1: 
February 26 and 
March 12, 2021 

7 9 

Batch 2: 
April 17, 2021 

3 3 

Batch 3: 
May 26, 2021 

4 5 

Vaccines and 
Prophylaxis 

Batch 1: 
February 20 and 
March 12, 2021 

9 10 

Batch 2: 
April 10, 2021 

1 14 

Batch 3: 
May 28, 2021 

1 1 

Adjunct 
Interventions 
and Other 
Questions 

Batch 1:  
February 20 and 
March 13, 2021 

8 8 

Batch 2: 
April 16, 2021 

3 6 

Total (Batch 1) 47 65 

Total (Batch 2) 28 55 
Total (Batch 3) 15 16 

*Does not include updated evidence summaries recommendations  

to avoid double counting 


