
 

1 

 

 

 
AIIMS/ ICMR-COVID-19 National Task Force/Joint Monitoring Group (Dte.GHS) 
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Clinical Guidance for the Syndromic Management of 

Suspected COVID–19 Cases 

  
1. Background: 

The current wave of SARS-CoV-2 infections surging across India is different as compared to 
last year’s wave (that peaked in September 2020) in its widespread and near-simultaneous 
involvement of the entire country. The spread of the disease to the rural hinterland, which was 
left relatively unscathed in 2020, and where most of India’s population resides, is worrisome. 
The lack of diagnostic facilities and limited therapeutic options make management of suspected 
COVID-19 challenging in these areas. One solution would be to adopt a syndromic approach.  
 
2. Case Definition:  
 
Suspect Case: A person with acute respiratory illness (fever and/ at least one sign/ symptoms of 
respiratory disease e.g. cough, sore throat, runny nose, shortness of breath).  

 
Confirmed Case: A person a positive laboratory investigation for COVID-19 (RT – PCR or CB-
NAAT or Rapid Antigen Test) irrespective of clinical signs and symptoms.  
 
The traditional approach would have been to manage a patient as a case of COVID-19 only if 
confirmed with one of the above mentioned laboratory investigations for COVID-19. However, 
the syndromic approach would allow us to proceed with treatment of suspected cases as per 
the above definition for the following 2 reasons: 

• Lack of testing facilities in rural areas 

• Assumption of a high prevalence of the disease in the community during a surge 

• Limited sensitivity of RT-PCR 
 
3. Classification of clinical severity:  
 
Clinical severity is determined based on oxygen saturation (SpO2) and respiratory rate (RR). 
 

1. Mild disease:                SpO2 ≥ 94%    or   RR < 24 breaths/minute 
2. Moderate disease:       SpO2 < 94%    or   RR 24 – 30 breaths/minute 
3. Severe disease:           SpO2 < 90%    or   RR > 30 breaths/minute     

 
Risk Factors for severe disease: Age more than 60 years, co – morbid conditions: diabetes, 
hypertension, cardiac disease, chronic lung disease, cerebro – vascular disease, chronic kidney 
disease, obesity, immune – suppressive disorders, cancer.  
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In a syndromic approach, in case of non-availability of SpO2 monitoring, a suspected or 
confirmed case with breathing difficulty (air hunger, fast or labored breathing pattern) may be 
assumed to be a case of moderate to severe disease severity and treated as such. A low 
threshold is to be kept for those with any of the above-mentioned high risk features.  
 
4. Management of suspected cases with mild disease severity:  

 
Such cases can be advised for home isolation provided there is availability of separate room 
with attached washroom/ toilet at home. Oxygen saturation should preferably be monitored 
regularly at home with Pulse Oximeter.  

 
Detailed clinical history of the patient should be taken including about co – morbidities. Patients 
with risk factors/ co – morbidities should be monitored closely. If patient’s clinical condition 
worsens (decline in SpO2 level to less than 94%, respiratory rate ≥ 24 breaths/minute, mental 
confusion, difficulty in breathing, persistent pain or tightness in chest, dehydration, decreased 
urine output) then such patient should be treated as described under moderate disease severity 
and hospitalized immediately.  

 
Suspected cases of COVID-19 with mild disease severity may be given:  

 
i. Symptomatic treatment: Paracetamol for fever/bodyache (if not controlled with Tab 

Paracetamol 650 mg QID, may consider NSAIDs like Tab Naproxen 250 mg BD), 
anti–tussives for cough, steam inhalation, gargling with warm saline/betadine, anti-
histamines for congestion etc.  

ii. Adequate nutrition and hydration.  
iii. Inhalational Budesonide (given via MDI/DPI at a dose of 800 mcg BD for 5 to 7 days) 

may be considered if symptoms (fever and/or cough) are persistent beyond 5 days of 
disease onset. 

iv. Tab Ivermectin 200 mcg/kg once a day for 3-5 days may be considered. 
v. Systemic steroids not indicated in mild disease, however, may be considered in 

cases with high grade fever and worsening cough beyond 7 days ONLY in 
consultation with the treating physician. 

 

5. Management of suspected cases with moderate to severe disease severity:  
 

The priority is immediate hospitalization where microbiological confirmation of diagnosis and 
comprehensive management may be given.  
 
The management of these patients includes: 

 
i. Symptomatic treatment as described for mild disease.  
ii. Adequate nutrition and hydration.  
iii. Oxygen support: to maintain SpO2 more than 90-92% via nasal prongs, mask with 

breathing or non – breathing reservoir bag as per the oxygen requirement of the 
patient. If available and depending on severity of hypoxia, may consider use of NIV or 
HFNC. Oxygen supplementation at home may be provided to moderate to severe 
suspected cases awaiting hospital admission via facemask using oxygen cylinder or 
oxygen concentrator.  
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iv. Awake proning may be used for moderate to severe cases to improve the oxygen 
saturation provided the patient is able to communicate and co-operate with the 
procedure, is able to rotate and adjust position independently, and has no anticipated 
airway issue. Ask the patient to switch positions every 30 min to 2 hours, while 
looking for improvement in oxygenation, as follows: Lying on right side, sitting up (30-
60 degrees), lying on left side, lying prone again. In case of spinal problems or raised 
intra–cranial pressure on turning, then awake proning should be avoided. 

v. Corticosteroids –  
Moderate disease: Oral methylprednisolone 0.5 mg/kg or prednisolone 0.6 mg/kg or 
dexamethasone 0.1 mg/kg daily. 
Severe disease: Oral methylprednisolone 1 mg/kg or prednisolone 1.3 mg/kg or 
dexamethasone 0.2 mg/kg daily. 
In case patient is unstable/ clinically worsening, prefer switch to IV route for 
administration of steroids. The duration of therapy is guided by clinical response and 
usually given for 5-10 days.  

vi. Anticoagulation –  
Weight based unfractionated heparin or low molecular weight heparin, prophylactic 
dose in moderate disease (eg. Inj. Enoxaparin 0.5 mg/kg per day SC OD) and 
intermediate dose in severe disease (e.g. Inj. Enoxaparin 0.5 mg/kg per dose SC BD). 
There should be no contraindication or high risk of bleeding.   
 
 

Under the syndromic approach, it is currently not advised to administer investigational/off-label 
therapies such as Remdesivir, Tocilizumab, Favipiravir etc. 
 
In patients with suspected COVID-19 with moderate to severe disease severity, if the initial test 
for SARS-CoV-2 is negative, it is advisable to repeat test (RT-PCR / CB-NAAT) after 24 hours. 
A negative rapid antigen test (RAT) does not rule out infection with SARS-CoV-2. 
 
 


