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TELEMEDICINE USE IN THE DIAGNOSIS
AND TREATMENT OF COVID-19
TELEMEDICINE IS THE PREFERRED DIAGNOSTIC TOOL IN
DIAGNOSING AND IN TREATING THE NEW CORONAVIRUS
COVID-19, AS THERE IS NO INFECTION DANGER TO THE MEDICAL
CONSULTANTS.

In the hospital report, JAMA, Feb. 7th, 2020, of the clinical
statistics of 138 Hospitalized Patients with 2019 Novel
Coronavirus-Infected Pneumonia in Wuhan, China:
● 57 patients had Hospital Transmission of the virus
● 40 (29%) being affected hospital professionals
● 17 (12.3%) being hospitalized patients
Both Dr. Li Wenliang, an ophthalmologist who first described
this new virus outbreak, and the Wuhan Hospital Director
have died from COVID-19.

TELEMEDICINE RECOMMENDATIONS
(BASED ON 14 YEARS EXPERIENCE OF OFFSITECARE, A CALIFORNIA
TELEMEDICINE COMPANY, AND 7 YEARS EXPERIENCE OF GLOBAL
OFFSITECARE, A NON-PROFIT CA CORP.)

1.

Telemedicine is the use of the Internet for physicians and other
health professional to diagnose and to treat patients anywhere
when requested.

2.

Telemedicine platforms are as follows: (as used by OSC and
Global OSC) to connect the physician or other health professional
with the patient by video picture and by voice.
A.
B.
C.

D.
E.

Smart phone (Android or iPhone)
Android tablet or iPad
Multidirectional holder to move the phone or tablet/pad “up and
down and side to side”—making it an inexpensive Robot with the best
of technology in an affordable package. Global OSC favors this
inexpensive “Robot.”
Telemedicine platform with visual and audio and a stethoscope
and/or ultrasound device.
Advanced robot which has all the above features and the ability to be
driven in the hospital or clinic setting to any bedside.

Continuation of Telemedicine Recommendations
3.

With a computer with the Electronic Medical Record (EMR) of the Patient “on screen” & with a
bedside RN or physician assistant in full Viral Protective Dress with appropriate Viral Protective
Mask, the patient for COVID-19 consultation is examined as follows:
A.

B.

C.

D.

History of Present Illness; Past Medical History; Allergies; Review of Systems; Current Medications;
Occupation; Diet including unusual/wild species; Marital/Family Status; Travels—especially recent;
Exposures to other in what kind of settings; Contacts with known or suspected Coronavirus Patents.
Code status.
Cat Scan without contrast of the chest is reviewed looking for multifocal pneumonia and/or ground
glass findings of inflammation—THE ONLY TEST THAT WAS 100% PRESENT ON ALL 138
PATIENTS IN THE WUHAN CLINICAL STATISTICS REPORT leading to the changing of the
diagnostic criteria in China for the diagnosis of COVID-19, as RNA studies were often not readily
available and were not 100% reliable. Thus, given the availability of CT scanners, a 5-15 min.
Vital Signs with sex, age, weight, height, O2 saturation on Room Air or on Supplemental Oxygen
noting Nasal Prong delivery of oxygen in liters/min up to 8lmin; Mask Delivery of oxygen up to 15
l/min: High Flow Nasal Prong delivery of oxygen noting O2 liter/min and pressure; BiPap delivery of
oxygen noting FIO2, Inspiratory Pressure, CPAP Pressure, and Respiratory Rate Setting, or
Ventilatory Delivery of Oxygen noting Volume or Pressure Mode, % FIO2, Tidal Volume and
Continuous Positive End Expiratory Pressure (PEEP).
SYSTEMATIC EXAMINATION OF THE PATIENT DONE WITH THE ASSISTANCE OF FULLY
PROTECTED RN or PHYSICIAN ASSISTANT:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

FACE; EYES INCLUDING PUPILS AND EYE MOTIONS
MOVEMENT OF HEAD, EYES, NECK, ARMS AND LEGS; SKIN COLOR, RASHES, LESIONS; ANKLE
EDEMA AND FOOT PULSES
CALVES/THIGHS
ABDOMEN AS TO DISTENSION, GUARDING, MASSES/ORGANOMEGALY
BOWEL SOUNDS IF STETHOSCOPE AVAILABLE
CHEST RESPIRATORY EXCURSIONS
NON-MUSICAL CRACKLES OF LUNGS; MUSICAL WHEEZING OF LUNGS
HEART MURMURS OR GALLOPS
PATELLAR AND ACHILLES REFLEXES
LOSS OF SENSATIONS OR MOVEMENTS. ORIENTATION TO PERSON, PLACE AND TIME.
MINICOGNITIVE EXAM. PATIENT’S CODE PREFERENCE.

Continuation of Telemedicine
Recommendations
4.

The Telemedicine Examination and Conclusions are dictated as
part of the notes in the chart. The referring MD is called and the
case is discussed

5.

Appropriate orders are written in the patient’s electronic medical
record

6.

Consultations are requested if needed

7.

Patient is transferred if needed to another ward or facility

8.

Meeting with family/friends as appropriate and as requested
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Background
As of mid-March, 2020, a total of about 120,000 Covid-19 cases internationally
have been reported in 24 countries and 5 continents. There have been about 2,500
deaths.
On January 3, 2020, the 2019 novel coronavirus (2019-nCoV) was identified in
samples of bronchoalveolar lavage fluid from a patient in Wuhan and was
confirmed as the cause of the NCIP.
Full-genome sequencing and phylogenic analysis indicated that 2019-nCoV is a
distinct clade from the betacoronaviruses associated with human severe acute
respiratory syndrome (SARS) and Middle East respiratory syndrome (MERS).
The 2019-nCoV has features typical of the coronavirus family and was classified in
the betacoronavirus 2b lineage. The 2019-nCoV has close similarity to bat
coronaviruses, and it has been postulated that bats are the primary source.
While the origin of the 2019-nCoV is still being investigated, current evidence
suggests spread to humans occurred via transmission from wild animals illegally
sold in the Huanan Seafood Wholesale Market

Background
Huang et al first reported 41 cases of NCIP in which most patients had a history of
exposure to Huanan Seafood Wholesale Market.
Patients’ clinical manifestations included fever, nonproductive cough, dyspnea,
myalgia, fatigue, normal or decreased leukocyte counts, and radiographic evidence
of pneumonia.
Organ dysfunction (eg, shock, acute respiratory distress syndrome [ARDS], acute
cardiac injury, and acute kidney injury) and death can occur in severe cases.
2019-nCoV infection clustered within groups of humans in close contact, was
more likely to affect older men with comorbidities, and could result in ARDS.
However, the difference in clinical characteristics between severe and nonsevere
cases was not reported.
Case reports confirmed human-to-human transmission of NCIP. At present, there
are no effective therapies or vaccines for NCIP. The objective of this case series was
to describe the clinical characteristics of 138 hospitalized patients with NCIP and
to compare severe cases who received intensive care unit (ICU) care with nonsevere
cases who did not receive ICU care.

Coronavirus
Structure

Case History of 2019-nCoV
Research taken from Clinical Characteristics of 138 Hospitalized Patients With 2019 Novel
Coronavirus-Infected Pneumonia in Wuhan, China

●

December 2019, 2019-nCoV occured
in Wuhan, China

●

Number of cases increased rapidly
but information on clinical
characteristics on affected patients is
limited

●

Single center case series of the 138
consecutive hospitalized patients
with confirmed NCIP at Zhongnan
Hospital of Wuhan University in
Wuhan, China from January 1-28th,
2020; final date of follow up was
February 3, 2020

CDC Criteria

Results of Study
Median Age of Hospitalized Patients
● 56 y.o (interquartile range, 42-68 y.o; range 22-92
y.o)
Gender
● 75 patients (54.3%): Male
Hospital-Associated Transmission (suspected as
presumed mechanism for infection)
● Affected Health Professionals (40 patients (29%))
● Hospitalized Patients (17 patients (12.3%))

Common Symptoms
Statistics
●

Fever (136 patients (98.6%))

●

Fatigue (96 patients (69.6%))

●

Dry Cough (82 patients (59.4%))

●

Lymphopenia (lymphocyte count, 0.8 × 109/L [interquartile
range {IQR}, 0.6-1.1])
○

●

Prolonged Prothrombin Time (13.0 seconds [IQR, 12.3-13.7])
○

●

97 patients (70.3%)

80 patients (58%)

Elevated Lactate Dehydrogenase (261 U/L [IQR, 182-403])
○

55 patients (39.9%)

Observation and Treatment
●
●

Chest computed tomographic scans showed bilateral patchy
shadows or ground glass opacity in the lungs of all patients.
Treatment
○ Antiviral Therapy (oseltamivir)
■ 124 patients (89.9%)
○ Antibacterial Therapy (moxifloxacin)
■ 89 patients (64.4%)
○ Ceftriaxone
■ 34 patients (24.6%)
○ Azithromycin
■ 25 patients (18.1%)
○ Glucocorticoid Therapy
■ 62 patients (44.9%)

Complications
● Thirty-six patients (26.1%) were transferred to
the intensive care unit (ICU) because of
complications including...
○ Acute Respiratory Distress Syndrome
■ 22 patients (61.1%)
○ Arrhythmia
■ 16 patients (44.4%)
○ Shock
■ 11 patients (30.6%)
●

The median time from first symptom to dyspnea was 5.0 days, to
hospital admission was 7.0 days, and to ARDS was 8.0 days

Analysis of Blood Gas and Illness Scores

Patients Treated in ICU
●

Patients treated in the ICU (36), compared with patients not treated in
the ICU (102), were older (median age, 66 years vs 51 years)
○

Underlying Comorbidities
■

○

Dyspnea
■

○

23 patients (63.9%) vs 20 patients (19.6%)

Anorexia
■

●

26 patients (72.2%) vs 38 patients (37.3%)

24 patients (66.7%) vs 31 patients (30.4%)

Of the 36 cases in the ICU
○

4 patients (11.1%) received high-flow oxygen therapy

○

15 patients (41.7%) received noninvasive ventilation

○

17 patients (47.2%) received invasive ventilation (4 were switched
to extracorporeal membrane oxygenation)

Conclusion
●

●

As of February 3
○

47 patients (34.1%) were discharged

○

6 died (overall mortality, 4.3%)

○

Remaining patients are still hospitalized.

Among those discharged alive (n = 47), the median hospital
stay was 10 days (IQR, 7.0-14.0).

●

Conclusions and Relevance
○

In this single-center case series of 138 hospitalized
patients with confirmed NCIP in Wuhan, China,
presumed hospital-related transmission of 2019-nCoV
was suspected in 41% of patients, 26% of patients
received ICU care, and mortality was 4.3%.

Lab Results

Laboratory Parameters

Precaution

Precaution

