
 

 

 

 

 

 

 

 

 

 



 
Dedicated to: - 

 The World Allergy Organization for helping to create Awareness, Educational 

and Research activities through the member societies in different countries 

of the world 

Dr. Shahid Abbas 

President PAAIS 

 

 

 

The World Allergy Organization (WAO) is an international umbrella organization whose members 

consist of 103 regional and national allergology and clinical immunology societies from around the 

world. By collaborating with member societies, WAO provides direct educational outreach programs, 

symposia and lectureships to members in nearly 100 countries around the globe. 

  



 

 

NOVEL PROPHYLACTIC & THERAPEUTIC 

TREATMENT PROTOCOL OF THE CORONA VIRUS 

PATIENTS 
 

COVID-19 MANAGEMENT GUIDELINES 

BY 

PAKISTAN ALLERGY ASTHMA & IMMUNOLOGY SOCIETY 

 

Patent Approved by United States Patent & Trademark 

Office (USPTO)                   

Title: -Novel Prophylactic & Therapeutic Treatment Protocol of the Corona Virus 
Patients 

 

 

about:blank


Preface 

My inspiration to write this book comes from current lack of knowledge regarding appropriate management 

strategies for fighting the COVID-19 pandemic that has affected our planet. 

I would like to especially thank my family for supporting me towards writing this book. My heart goes out to all 

the families who have lost their loved ones during these difficult times. In addition, a special prayer for my 

parents Muhammad Ali Shah and Badshah Begum Who have made me what I am today and my wife Abida 

Shahid and my children for inspiring me to write this book and always encouraging me in life.  

I also want to thank specially Dr. Saima Zubair, Members of the International Advisory Board of PAAIS, Members 

of the Taskforce, and contributors for their efforts to develop this guideline. 

 

Dr. Shahid Abbas 

President 

PAAIS 



 
i 

Table of Contents 

Acknowledgements II 

International Advisory Board Members iii 

Task Group iv 

Background 1 

The Protocol 2 

Eligibility criteria 3 

Calculating Cardiac Risk Score 4 

Covid-19 Prophylaxis 5 

Covid-19 Treatment 6 

Mechanisms of Action of Hydroxychloroquine and Chloroquine on 

Corona Virus (COVD-19) 

8 

Scientific Rationale 11 

Cytokine Storm 12 

Role of VITAMIN C in Covid-19 Treatment 13 

Anticoagulants 24 

NHS guideline on Coagulopathy in Covid-19 25 

PAAIS Guidelines for Prophylaxis of COVID-19                    31 

PAAIS Guidelines for Treatment of COVID-19 32 

References 33 

FAQS and Recommendations of WHO in daily life to prevent the COVID 

Infection 

43 

Covid 19 Posters 69 

 
 

  



 
ii 

Acknowledgments 

 
I would like to acknowledge ACM Sohail Aman for his support and deep interest in activities of PAAIS. I 

acknowledge the support of Gen. Safder Abbas, ED.PAF Hospital Islamabad, Gen. Salman, Principal FMC, Brig. 

Rizwan, Brig. Mazhar to help us develop Center of Excellence in Allergic Diseases in PAF Hospital and FMC. 

I like to acknowledge Prof. Muhammad Iqbal Tareen, President Pakistan Association of Dermatologists, 

Prof. Najam u Sahar (PAD) and Dr. Naeem Iqbal (PAD) and other members of PAD for their support of PAAIS 

activities in Pakistan 

I would like to acknowledge Prof. Alpha A, (Berry) Fowler, III, MD, Virginia Commonwealth University, 
School of Medicine for his great and novel research on management of hospitalized and ICU patients of ARDS 
and which I have included in this book. 

I would like to Acknowledge my class fellow of Batch N-17, Nishter Medical College Multan with whom 
I spent best years of my life and we still cherish our memories on our whatsap NISHTER CLASS 72 (N-17) Chat 
Group 

 I would also like to Dr Palitha Mahipala, WHO Representative/Head of Mission, WHO Country Office, 
Pakistan, Islamabad for appreciating activities of PAAIS for creating awareness and developing COVD-19 
guidelines. 
 

Author:  

Dr Shahid Abbas 

President PAAIS 

 

Co-author:  

Dr Saima Zubair  

Executive Member PAAIS 

 

 

 

 

 



 
iii 

Pakistan Allergy Asthma and Immunology Society 
Al Rehman Chambers, Fazal Haque Road Blue 
Area Islamabad, Pakistan 
Website: www.allergypaais.org 
Youtube:- Allergycentre TV 

International Advisory Board Members  

 

1. Allen P. Kaplan  - USA  

(Chairman& Past President WAO)   

 

2. Prof. Connie Ketalaris  - Australia  

(Past President Australasian Society of Allergy 

& Clinical Immunology, Past President Asia 

Pacific Allergy Asthma and Clinical 

Immunology) 

 

3. Prof. Marcus Maurer - Germany  

(Professor Department of Allergy & 

Dermatology Berlin University) 

 

4. Prof. Ignacio Anzoátegui - Spain  

(Past President WAO) 

 

5. Prof. Zeliha Selamoglu – Turkey  

(International Advisor Research PAAIS, 

Medicine Faculty, Medical Biology 

Department Nigde, Turkey) 

 

 

6. Prof. Bassam Mahboub - UAE  

(Dept. of Pulmonology & Allergy & 

Immunology, Sharjah University) 

 

7. Prof Carmen Galan - Spain  
(International Advisor Aerobiology PAAIS & 

President of the International Association for 

Aerobiology (IAA) 

 

8. Prof. Anchalee Tungtrongchitr- Thailand  

(HOD Dept. Parasitology, Mahidol University 

Bangkok Thailand) 

 

 

http://www.allergypaais.org/


 
iv 

Task Group 

1. ACM ® Sohail Aman  

(Patron in Chief PAAIS) 

 

2. Dr Sohail Karim Hashmi  

(SVP PAAIS (Ex.Sec. PMDC) 

 

3. Dr Athar Niaz Rana  

(Senior Vice President PAAIS) 

 

4. Maj. Gen. Prof M Aslam  

(VP PAAIS), Pro-Vice-Chancellor NUMS 

 

5. Dr. Muhammad Rashid 

(Joint Sec.PAAIS) 

 

6. Dr Aqsa Batool  

(General Secretary PAAIS) 

 

7. Dr. M. Ismail  

(Director Research PAAIS)   

 

8. Prof. Muhammad Iqbal Tareen  

(President PDA) 

 

9. Dr.Naeem Iqbal 

        (Ex.HOD,Dept. of Dermatology K.V.S.S.S 

Hospital)  

10. Prof. Mushtaq Ahmed  

(Executive Member PAAIS) 

 

11. Prof. Mir Ajab Khan 

(Executive Member PAAIS) 

 

12. Dr. Najam-us- Saher  

(Executive Member PAAIS) 

 

13. Dr. Shahzad Sarwer Khan  

(Executive Member PAAIS) 

 

14. Dr. Mubashar Saleem  

(Executive Member PAAIS) 

 

15. Dr. Shahid Ahmed 

 (Executive Member PAAIS) 

 

16. Dr. Rida Batool  

(Member PAAIS) 

 

17. Dr. Awais Sohail 

(Member PAAIS 

 

18. Maryam Masood  

(Member PAAIS) 



 
1 

Background 

Pandemic of the Corona Virus is unprecedented for today’s world and the number of deaths all over the world is 

very high. World scientists are struggling to develop and have consensus on the prevention & treatment with 

medicines or vaccines. The vaccines will be preventive, but it may take more than one year to come to the market. 

Lack of Seriousness: Can we just wait and let the precious lives be lost waiting for the vaccines and discuss 

controversies about medicines that can be effective? We cannot just keep writing articles of some favoring and 

some criticizing the medicines which can be effective. We have to save the lives and quick decisions have to be 

taken by the concerned authorities otherwise the consequences are going to be dire. There is a lack of seriousness 

about this despite the death toll all over the world. 

Evidence-based medicine: We must re-visit our Lockdown policies and re-evaluate ‘Evidence-based medicine’. 

Most of the scientists are talking about Randomized Trials before starting simple effective medicines which can 

save lives. Observational studies are proving the effectiveness of medicines like Hydroxychloroquine without 

rigorous reviews. We must understand that time is passing fast and we are losing precious lives and we cannot 

wait for months for randomized trials. Many doctors themselves are taking hydroxychloroquine so why we cannot 

prescribe to patients after risk assessment.  

We need to act fast and use the data we have; we must understand what Evidence-Based medicine is. Evidence-

based medicine is the integration of individual clinical expertise with the best available research evidence from 

systematic research and the patient's values and expectations. The efficient approach to finding the best evidence 

is to identify a systematic review or evidence-based clinical practice guidelines. 
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The Protocol 
• IMMUNO-BOOST with High Dose Vitamin C  

• IMMUNO-MODULATION with Hydroxychloroquine, Tocilizumab, Vitamin C 

• CYTOKINE-STORM with Hydroxychloroquine, Tocilizumab & Vitamin C 

• IMMUNO-MANIPLATION with Remdesivir 

 

The protocol has been developed on a scientific basis and treats the virus scientifically without creating resistance. 

One or more components of the treatment protocol have been used with great success in China and other countries. 

With the protocol, a strategy has been developed to attack the virus at 3 stages on a scientific basis: 

Stage 1: By preventing adhesion of coronavirus to the target cells by two scientifically explained mechanisms. 

Stage 2: By killing free virus with antivirals like Tocilizumab or Favipiravir or Remdesivir other antivirals and 

treatment with anticoagulants and antibiotics if required 

Stage 3: By strengthening the immune system with antioxidants & high doses of Vitamin C, micronutrients like 

Magnesium, Zinc, Vitamin D, and Vitamin A to eliminate the virus.  

COVID-19 is directly affecting the immune system of the body and the prophylactic therapeutic medicines, 

antiviral drugs and vaccines target the virus through the Immune system: - 
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Eligibility Criteria 

Eligible Individuals: 

• Asymptomatic medical professionals’ workers involved in the care, management, and 

treatment of patients suffering from COVD 19. 

• Asymptomatic household contacts of laboratory confirmed cases. 

• General Public. 

• Hospitalized patients. 

Ineligible: 

• Heart patients with prolonged QT interval 

• Retinopathy 

• Known hypersensitivity to hydroxychloroquine, 4-aminoquinoline compound 

• Not recommended for children below the age of 15yrs. 
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Calculating the Cardiac Risk Score  

The risk of Ventricular Arrhythmia due to Hydroxychloroquine-Azithromycin Treatment For COVID-19 must be 

assessed. You have to calculate the Risk Score for drug associated QTc prolongation by consulting the American 

College of Cardiology (ACC) Risk Score table and adding the Risk points. (Table. 1) 

• If the score is less than 6 points, there is Low Risk  

• If the score is 7-10 points, there is Moderate Risk. 

• If the score is more than 11 points, there is High Risk to develop prolongation of QT interval and 

Ventricular fibrillation. (Table. 2)  

Recommendations of American College of Cardiology (ACC) for use of Hydroxychloroquine and Azithromycin 

in cardiac patients.  

 

 

 

 

Table 1. Risk Score for Drug Associated QTc 

Prolongation 

Risk Factors Points 

Age ≥ 68 yrs 1 

Female sex 1 

Loop Diuretic 1 

Serum K+ ≤ 3.5  mEq/L 2 

Admission QTc ≥ 450 ms 2 

Acute MI 2 

≥ 2 QTc prolonging drugs 3 

Sepsis 3 

Heart Failure 3 

One QTc prolonging drug 3 

Maximum Risk Score 21 

K+ indicates potassium; and MI, myocardial infarction 

Table 2. Risk Levels For Drug Associated 

QTc Prolongation 
Low risk  ≤ 6 points 

Moderate risk   7 – 10 points 

High risk   ≥ 11 points 

about:blank
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COVID-19 Prophylaxis  

• Hydroxychloroquine 200/400 mg on the same day every week for about 3 months. 

(HYDROXYCHLOROQUINE IS MORE EFFECTIVE & LESS TOXIC THAN CHLOROQUINE).  

• Some recommend 200mg weekly or 200mg every 3 weeks based on the half-life of Hydroxychloroquine, 

which is 24 days, maximum concentration in about 3 hours. It takes 4 half-lives for the drug to be 

eliminated from the body. So, therefore, to have the maximal viricidal property a higher dose of 400mg 

weekly would be a better option as shown in FIG 1. 

• General Prophylactic protocol: 

After extensive research Immuno-Nutrition experts of PAAIS recommends following Prophylactic 

protocol for prevention of Corona Virus infections, this is shown in FIG. 2 

• Vitamin C 500mg - 2000mg 

• Magnesium 400mg 

• Zinc 20 - 40mg 

• Vitamin D 5000IU daily for 2 weeks then 2000IU daily  

• Selenium 55ug 

 Tablets Initial Dose Maintenance Dose 

(Depending on the duration 

of pandemic Pakistan) 

Recommendation 

Asymptomatic 

medical professionals 

Hydroxychloroquine DAY – 1  

200mg twice a day 

8 -12 weeks 

400 mg weekly 

FDA 

Asymptomatic 

household contacts of 

confirmed cases 

Hydroxychloroquine DAY- 1 

400mg twice a day 

DAY 2 – DAY 5 

200mg twice daily for 4 days 

Followed by 400mg weekly 

for 8-12 weeks to be taken 

with meals 

(CDC 2020; Yao 

2020) 

General Prophylactic 

Protocol 

Hydroxychloroquine 200mg weekly 8 – 12 weeks  

FIG 1 

Sr. No. Product Oral Dose 

1 Hydroxychloroquine 200mg every week (Approved by FDA) 

2 Vitamin C 1.5 – 2 grams daily 

3 Zinc 30 – 40mg daily 

4 Magnesium 400mg daily 

5 Vitamin D 5000IU daily for 2 weeks then 2000IU daily till advised 

6 Selenium 55µg daily 

NOTE:  These can be bought from any pharmacy 

FIG 2 
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COVID-19 Treatment 

• Hydroxychloroquine 200mg thrice a day for 10 days. 

• Azithromycin (if indicated) 500mg on Day 1 and then 250mg daily for 4 days to prevent bacterial 

reinfection. ECG should be monitored for QT Interval prolongation risk with the use of this combination. 

• Antivirals: 

1. Remdesivir   200mg IV Day 1 followed by 100mg daily for 4-9 days 

OR 

2. Tocilizumab: The recommended dose is 400mg IV infusion (4 ~ 8mg/kg). 

(4 ~ 8mg/kg). If there is fever within 24 hours after the first dose and the interval between two 

infusions ≥ 12 hours; it can be repeated where the cumulative number is two infusions and the 

maximum single dose does not exceed 800mg. 

• Passive Immunity or Antibodies Therapy or Convalescent Therapy 

This is a therapy where plasma of the recovered patient containing specific antibodies is infused 

to the patient suffering from COVD Infection. The antibodies are Y shaped, very specific, and produced 

by the B cells of the immune system against the corona virus. When infused; it attaches to the virus to 

neutralize the virus and alert other immune cells and interleukins to come and kill these viruses. Such 

Antibody or Passive Therapy has been used in the past for Lassa fever, Ebola and swine flu with success 

• Immunity boosters: 

1. SUPER IMMUNO COVID DRIP – IV Daily (High dose Vitamin C) 

2. Vitamin D3 100000-150000 IU Intramuscularly – once a day 

• Inhalers: 

           1. Salbutamol inhaler 200 mcg:  2 puffs six hourly. 
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COVID-19 Treatment 

Protocol for Hospitalized COVD Patients (Super Immuno-COVD19 Drip): 

VCU, USA are administering vitamin C to either an infected patient who is in the ward and beginning to 

deteriorate (developing an oxygen requirement). If a patient is admitted and begins to develop an oxygen 

requirement which means the virus has infected the lung and pneumonia is progressing or a patient who has 

already developed respiratory failure and is on the ventilator.  

• Vitamin C can be infused through a peripheral or a central line. IV INFUSION OF THE FOLLOWING 

for a person weighing 70kg is shown in FIG. 3.  

• Intramuscular Vitamin D3 100000-150000 IU Intramuscularly ONCE A DAY. 

Sr. No. Ingredients Dose Duration Infusion Time Diluents 

1 Vitamin C 50mg/kg 

(Super-Immuno Covid Drip) 

3500mg Every 6 hours 

for 5 days 

30 minutes 50ml  

5% Dextrose 

2 Sodium Bicarbonate     

3 Vitamin B12 1ml Once a day   

4 Zinc 1.6ml Once a day   

5 Magnesium Sulphate 1ml Once a day   

6 Selenium 1ml Once a day   

FIG. 3 
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Mechanisms of Action of Hydroxychloroquine and 

Chloroquine on Corona Virus (COVD-19) 

There are two possible mechanisms of action of Chloroquine and Hydroxychloroquine on the corona virus 

(COVID-19). 

Mechanism A 

Hydroxychloroquine/ Chloroquine acts as an ionophoric agent for Zinc ions and thus increases the influx of zinc 

ions into the cytoplasm of dendritic cells of the patient regardless of whether the host target cells are infected or 

not. An increase in Zinc increases lysosomal pH in antigen-presenting cells. An increase in pH of the endosomes 

of the dendritic cells is much above the pH required for the fusion or binding of the virus with the dendritic cells 

of the patient thus leading to the prevention of corona virus infection or prophylactic effect of the HC or 

Chloroquine. 

Mechanism B 

Secondly, HC blocks toll-like receptors on plasmacytoid dendritic cells (PDCs). Hydroxychloroquine, by 

decreasing TLR signaling, reduces the activation of dendritic cells and the inflammatory process.  The CoVid-19 

infection, just like lupus pneumonitis, hampered, by the hydroxychloroquine ability to interfere with ACE-2 

binding of the CoVid-19 receptors, just as HC does with inflammatory cell/APC interactions with lupus. In order 

to cause the corona virus infections, the CoVid-19 virus must attach to the ACE-2 receptors found on the dendritic 

cells of the respiratory epithelium. The effect of the chloroquine or HC is not on the virus but on the ACE-2 

receptors of the patient so the administration of this medicine will not develop resistance. 

The above mechanism is on the host cells and COVID-19 this leads to the prevention of mutation of the virus. 

(Mutation and antigenic variations are the main mechanisms which are the hallmarks of the corona virus which 

prevents the development of the targeted vaccine against the corona viral infections but  

due to the hydroxychloroquine or chloroquine, this mechanism of mutation cannot take place and the virus cannot 

be attached to the cells of the patient. 

If a person uses Hydroxychloroquine (400mg once a week) or Chloroquine as a prophylactic agent (500mg once 

a week for adults and 8.3 mg per kg once a week for children) against COVID-19 it can act prophylactic or 

preventive treatment and also will be effective even if there is low-grade infection. If some of the viruses enter 

the dendritic cells of the patient, then these will find a higher concentration of Zinc ions which adhere to the RNA 

dependent RNA polymerase enzyme of the virus and stops COVID-19 polymerization and replication within the 

cells. Even if the corona virus (COVID-19) mutates inside the cell, even then the Zinc ions will actively inhibit 

the viral multiplication inside the host respiratory cells, irrespective of the viral strain. 

Now the third scenario that even if COVID-19 virus manages to escape from Zinc ions trap and releases from the 

host target cell cytoplasm and enters the intercellular space and tries to infect some of the healthy target host cells, 

Hydroxychloroquine/Chloroquine will prevent the reunion of the virus with target host cells via mechanism ‘A’ 

and mechanism ‘B’ and the infection will halt in the initial stages and complications like COVID-19 pneumonia 

will not develop. So, HC/Chloroquine will not lose its effectivity in an individual pre and post-infection. Zinc is 

present in ample amount in the human body. In normal conditions, the Zinc is not present in Free State in the cell. 
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The increased level of Zinc ions is not toxic to the cells and cells excrete the extra Zinc ions into the extracellular 

space. 

Nowadays it is indicated for the SARS infection as it is effective as a broad antiviral agent. Recent research has 

indicated that Hydroxychloroquine is less toxic and more effective than chloroquine. If one starts prophylactically 

with Chloroquine, then one must stick with chloroquine and must not switch to hydroxychloroquine and vice-

versa but still as this switch may result in increased QT interval. Through its ionophoric action for its zinc 

intracellular influx, chloroquine is also used as an anti-cancerous drug. 

The long-term use of chloroquine (4 years together) may cause its accumulation in the eye. There are some 

concerns about its use in glucose-6-phosphate dehydrogenase enzyme deficient children but the recommended 

prophylactic and therapeutic doses, a dose of Chloroquine is safe to be used in these children. Some persons may 

complain of acidity and nausea, but it can be resolved if Chloroquine is taken post-meal. 

Prophylactic dose in malaria is 500 mg once a week in adults and 8.3 mg per kg once a week in children. In these 

doses, it will be effective against COVID-19 prophylaxis. The therapeutic doses against COVID-19 as used in 

China, America, and Pakistan are Chloroquine 500mg BD for 5 days with other anti-viral drugs like Oseltamivir, 

Lopinavir, Ritonavir, etc. and in complicated COVID-19 pneumonia cases, Chloroquine may be used for 10 or 

more days in the same amount. 

 

Three mechanisms effective in antiviral activities2,3,4 

1-Alkalization of Vacuolar and lysosomal pH
45 

 

Hydroxychloroquine increases endosoomal and lysosomal pH and decreases Endosomal and lysosomal 

functioning. It inhibits or stops Endocytosis of virus into the cell and fusion of endosomes to Lysosomes stopped  

so the virus cannot enter the cell  by:- 
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• Increaseing Endosomal & Lysosomal pH 

• Decreasing Endosomal & Lysosomal function  

2-Hydroxychloroquine/Chloroquine is Zinc Ionophore and increases the influx of Zinc into the cells 

and lysosomes
43

. 

 

Hydroxychloroquine/Chloroquine causes an increased concentration of Zinc and 

Hydroxychloroquine/Chloroquine concentration in the cells. An increased concentration of Zinc inhibits viral 

replication and leading to:- 

• An increased concentration of Zinc 

• Decreased viral replication   

3-Hydroxychloroquine Prevents attachment of S Proteins on the surface of the Corona Virus to Sialic acid 

which is present on the ACE2 Receptors and thus prevents attachment of the virus to the ACE2 Receptors
44

. 

 

 

  



 
11 

Scientific Rationale 

In the UK, Robin May, Professor of Infectious Disease at the University of Birmingham, explained that there is a 

scientific rationale for the use of hydroxychloroquine in the treatment of COVID-19, based on its mode of action 

in malaria. 

In a statement through the Science Media Centre, he explained that, as chloroquine is a "weak base" and so helps 

to neutralize acids, it makes the environment "less suitable" for the malaria parasite to live in when it diffuses into 

red blood cells. 

While the mode of action against COVID-19 is not established, Prof May said, he pointed out that many viruses 

enter host cells via endocytosis, as a result of which they are initially taken up into an intracellular compartment 

that is "typically fairly acidic”. 

"Chloroquine would alter the acidity of this compartment, which can interfere with the ability of viruses to escape 

into the host cell and start replicating.” He continued: "Another possibility is that chloroquine may alter the ability 

of the virus to bind to the outside of a host cell in the first place,” adding that the drug "has subtle effects on a 

wide variety of immune cells…and it may be that one of these effects helps stimulate the body’s ability to fight 

off COVID-19.” Crucially, the drug is also "cheap and relatively easy to manufacture" and so could easily be put 

into clinical trials and, eventually, treatment, may underlined. 

The study by Yao et al was supported by the "13th Five-Year" National Major New Drug Projects of China, 

Ministry of Science and Technology of the People’s Republic of China, and Bill & Melinda Gates Foundation. 

Two of its authors have patents pending for an anti-microbial infection pharmaceutical composition and its 

application. 

Professor Pialoux has been a board member or attended meetings for Gilead, MSD, Bristol-Myers Squibb, 

Janssen, Abbvie, AstraZeneca. Clin Infect Dis. 2020 Mar 9. pii: ciaa237. doi: 10.1093/cid/ciaa237 Translated and 

adapted from Medscape's French edition. Editor's note, 18th March 2020: This article was updated to include Prof 

May's comments. On 19th March the US FDA issued a statement on chloroquine: "The FDA has been working 

closely with other government agencies and academic centers that are investigating the use of the drug 

chloroquine, which is already approved for treating malaria, lupus and rheumatoid arthritis, to determine whether 

it can be used to treat patients with mild-to-moderate COVID-19 to potentially reduce the duration of symptoms, 

as well as viral shedding, which can help prevent the spread of disease. Studies are underway to determine the 

efficacy in using chloroquine to treat COVID-19." 
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Cytokine Storm 
COVD-19 is the respiratory virus and most critically ill patients of covid infections develop Bilateral Interstitial 

Pneumonia which is causing a high mortality rate. This causes severe lung injury and leading to ARDS (Acute 

Respiratory Distress Syndrome. The alveoli are choked with fluid and neutrophils (as explained below) and 

ultimately this causes death. About 20% of patients present with blood coagulation abnormalities and almost all 

critically ill and severe COVD-19 CASES. Along with ARDS, Venous thromboembolism (VTE) reported as a 

potential cause of death.23 The disease is multifactorial e.g. Bilateral Pneumonia, sepsis, Cytokine storm, Free 

Radicals, and Thromboembolism, so it has to be managed immunologically, antiviral therapy, anticoagulants or 

thromboprophylaxis, and High Dose Vitamin C. 

Immune system produces cell signaling molecules called Cytokines for the protection of the body from different 

diseases. When there is COVD infection the immune system becomes hyperactive and immune cells start 

producing excessive cytokines to kill the viruses but due to virus the immune system acts abnormally and starts 

producing excessive amounts of the cytokines like IL-1,IL-6,IL-12,il-18and TNF alpha, which are not killing the 

viruses but killing own cells and damage the tissues of the patient. This excessive production of cytokines due to 

COVD-19 infection is called Cytokine Storm. 

This is the reason why young people in spite of having a good immune system die due to COVD19. Almost all 

the studies have indicated that there is a consistent increase IL6 in almost all hospitalized, severe, and critically 

ill patients.24 IL6 levels can be used as a good test for predicting disease severity and can be correlated with COVD 

mortality.  

Tocilizumab has been approved by FDA for treatment CYTOKINE RELEASE SYNDROME and of the COVD 

Pneumonia. This is a monoclonal antibody which competes with the COVD-19 Virus to attach to the IL-6 

receptors so IL-6 cannot send signals to the immune system to produce a severe inflammatory tissue-damaging 

response. 

IL-6 causes several biological effects and several organ damages, excessive production of the naïve T cells 

producing cytokines harmful for the body, increasing vessel permeability, and reducing the myocardium 

contractility. Due to hyperactive immune system patients develop a high fever, enlarged spleen, excessive 

bleeding, low cell counts, sepsis and multi-organ failure.  

LAB TESTS: The low platelet count in the COVD causes bleeding tendency in such patients and can be used as 

predictive for the disease progress during hospitalization. Similarly, Ferritin which is acute-phase reaction present 

in the blood normally Ferritin lab test is done to diagnose anemia but it can be used to diagnose and monitor 

response in patients suffering from Cytokine Syndrome and in COVD19.  

Treatment 

1. IMMUNOLOGIC:- Tocillizumab 

2. ANTICOAGULANTS and Thromboprophylactics 

3. HIGH DOSE VITAMIN C IV  

a. Effect on the Immune System (SUPER 

IMMUNO DRIPS)  

b. Antiviral properties of Vitamin C 

c. Antioxidant Properties fo Vitamin C  

4. Hydroxychloroquine 

5. Antibiotics  
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Role of VITAMIN C in Covid-19 Treatment 

Vitamin C 

Vitamin C is being used for long to reduce symptoms of different diseases and prevent mortality in children and 

adults.25-28 The antiviral effects of Vitamin C have been demonstrated about 80 years back.29-34 

It is being used extensively for the prevention, post infection, during infection and different stages of infection of 

COVD-19 in different countries of the world with promising results. Vitamin C helps in a stronger organized 

immune response, reduces Cytokine Storm and increasing the antiviral activities and reduces the ICU admission 

time.5,17,38,39,40,41 

Recommendations of  

Alpha A, (Berry) Fowler, III, MD 

William Taliaferro Thompson Professor of Medicine 

Division of Pulmonary Disease and Critical Care Medicine 

Department of Internal Medicine 

VCU School of Medicine 

Dear Dr Abbas 

Pulmonary thrombosis and DVT in many other body parts is part of the infection. These patients need to be treated 

with anticoagulants.   

Richmond tocilizumab (his IL-6 levels were high) protocol of infusing vitamin C.  

McGuire VA Hospital here in Richmond vitamin C early in COVID infection at the outset of an oxygen 

requirement. Patient requiring 15 L/M of high flow nasal oxygen. The patient had a ferritin level of over 5,000. 

The VA does not run IL-6 levels. But we decided to administer tocilizumab and to start vitamin C at admission. 

24 hours later the patient's oxygen requirement fell dramatically to 4 L/M and the ferritin fell to less than 1000. 

He was never intubated.  

We added the Toci to vitamin C because we had a similar COVID positive patient admitted a week earlier. That 

patient only received the 5-day infusion of vitamin C. He continued to deteriorate and was intubated for 

ARDS.  Tocilizumab was added following intubation as ARDS worsened. It made no difference. Unfortunately, 

that patient is now on ECMO. 

Dr. Drew Jones, who's in practice in Richmond has developed a protocol and has now treated 28 patients admitted 

with COVID positive infections. He's treating each patient with Toci and Vitamin C. With the combination of 

Toci/vitamin C his patient is improving rapidly and he's sending them home on 1000 mg TID of oral vitamin C. 

IL-6 These researchers suggest the IL-6 besides driving multiple cytokine upregulation also induces a certain 

immune tolerance driving the inflammatory responses in T lymphocytes to Th2. Th2 lymphocytes secretion IL-

10 which down regulates the inflammatory response and permits "persistence of viremia 

 Tocilizumab is attenuating IL-6. As IL-6 is inhibited from binding it becomes incapable of regulating the more 

than 15 cytokines and chemokines it drives. early stages are a macrophage activation syndrome 
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or hemophagocytic lymphohistiocytosis (HLH) and that Toci is helping to moderate the HLH. The simultaneous 

infusion of vitamin C doing many things.  

1)  Dropping NFK-B activity and attenuating cytokine/chemokine expression that had been set in 

motion by IL-6,  

2)  Attenuating the loss of lung barrier function being induced by the virus,  

3)  Increasing alveolar fluid clearance, 

4)  SVCT-2 actively moves vitamin C across capillary endothelial cells where SVCT-2 on alveolar 

epithelial cells moves vitamin C into the alveolar space where it also acts as an antioxidant,  

5)   And, we have preclinical evidence that vitamin C attenuates clotting in septic mice. Possibly then 

vitamin C alone may be insufficient to attenuate COVID-19 induced inflammation without IL-6 

inhibition.  

 

Alpha A, (Berry) Fowler, III, MD 

William Taliaferro Thompson Professor of Medicine 

Division of Pulmonary Disease and Critical Care Medicine 

Department of Internal Medicine 

VCU School of Medicine 
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Vitamin C in Critically Ill Covid-19 Patients 

Novel Therapy to Save Life in COVID Pandemic with High Dose of Vitamin C  

Oral Vitamin C 

 

Fig1-Show that if 500mg is taken only 315mg is absorbed from GIT, plasma peak is 112uM and 241mg excreted in 

urine. Lower part of figure shows if 1000mg is given concentration of Vitamin C increases to 1310uM or 1.3mM and 

in Lymphocytes 3370uM or 3.37mM3  

Vitamin C is important for antioxidant and pro-oxidant activities of Immune System and helps the body protect 

against many diseases.1,2 Deficiency is due to lack of intake or in certain diseases like Diabetes, Myocardial 

infarctions, acute viral or bacterial infections, sepsis as happens in ARDS in of COVD-19, Acute Pancreatitis in 

critical illnesses and in cancer patients. 

Normally the persons with a healthy lifestyle and taking routine vitamins minerals in foods and supplements have 

about 1mM of Vitamin C in the neutrophils but when exposed to pathogens or has sepsis the vitamin c from the 

plasma concentration of the neutrophils increase from 1mM to 10-12mM and consumed by the neutrophils for 

generating Oxidants for killing these pathogens. Transfer of vitamin c from the plasma to the Neutrophils and 

Lymphocytes in response to infection leads to low levels of Vitamin C so vitamin C has to be continuously 

replenished with a higher dose of Vitamin C. In the above figure if 500mg twice a day (1000mg) is given orally 

but during epidemics or endemics, a higher dose (2000mg) has to be taken daily so that if there is exposure to 

pathogen then there is a sudden increase in demand of Vitamin C level by the neutrophils and lymphocytes which 

is consumed rapidly and there must be a higher level of bioavailable vitamin C in the plasma to replenish. 

It is recommended that about 2000 mg should be taken since 63% i.e 1260mg is absorbed from the intestines out 

of which 960mg will be lost in urine in 24 hours. So in order to prevent the infection continuous high dose of 

Vitamin C is required. If Vitamin C given orally only 63% is bioavailable while if given IV then there is 100% 

bioavailable.3 
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Intravenous Vitamin C Hospitalized and Critically Ill 

Patients in ICU 

Studies have demonstrated that low levels of Vitamin C are associated with the multiple organ failure, endothelial 

injury leading to vascular thrombosis due to sepsis in ARDS and giving IV Vitamin C reverses the condition in 

critically ill patients and reduces the multiple organ failure and decreases the circulating injury biomarkers in 

ARDS patients.5,14,15,20,21,22 Lower the level of vitamin C higher the number of organ failure while lower the 

vitamin C levels lower the survival. 5,14,15,20,21,22 

The main cause of mortality in most of the patients is sepsis -associated organ failure and multiple organ failure 

while observational data suggest that most of the patients with COVID-19 infection have abnormal clotting from 

endothelial damage (E/DVT6), which could be due to thrombomodulin or angiotensin-converting enzyme2 or D-

Dimer. This could be due to the increasing levels of Thrombomodulins10,11,12. COVID-19 infection is associated 

with high morbidity and mortality largely due to respiratory failure, with microvascular pulmonary thrombosis 

perhaps playing an important pathophysiological role. Having undiagnosed or untreated PE may worsen patient 

outcomes. Anti-inflammatory effects of heparin/LMWH may offer benefit and anti-viral mechanisms have been 

demonstrated for factor Xa inhibitors in animal studies. Consequently, use of empiric therapeutic anticoagulation 

in certain COVID patients who do not have PE/DVT has been advocated. However, this remains controversial 

because the true incidence of PE/DVT in patients receiving pharmacological thromboprophylaxis remains 

uncertain and data to show improved outcomes with therapeutic anticoagulation are lacking. The risk of major 

bleeding is also heightened in those with risk factors for bleeding, such as older age, liver or renal impairment, 

and previous history of bleeding. Objective imaging to confirm a diagnosis of PE/DVT should be, if possible, 

done before starting therapeutic anticoagulation. 

In the study of Fowler et al 4,5, VCU Clinical Trials for 4 days in (ICU) critically ill patients, the patients with 

severe sepsis in ARDS have higher mortality than patients with organ failure but no sepsis or infection in crucially 

ill patients7,8,9 
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Sequence of Events in Respiratory Failure 

What happens with the lungs in Respiratory Failure is explained by figures in sequence, in the x-rays of patient 

on admission to ICU FIG-2a and development of Respiratory failure FIG-2b 

 

FIG-2a                                                          FIG-2b 

FIG 3 showing unoxygenated blood comes to lungs from right heart, oxygenated in Alveoli or air sacs and returns 

to left heart and pumped to the body and after cross section one can see the oxygenated blood in alveolar capillaries 

(red) and unoxygenated blood (blue) capillaries 

 

                                                                        FIG-3 
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Lung has a barrier function between alveolar space and the capillary system. During breathing constantly moving 

moisture down to lung and cleared by water channels on Type 1 and Type 2 alveolar epithelium. Through these 

water channels, this moisture is carried to the interstitial space and then carried to the circulation. FIG-4 

Normal Absorption of the moisture by the WATER CHANNELS FIG-4a & 

FIG4-b 

  

FIG-4a                FIG-4b 

Abnormal Pulmonary Sepsis and ARDS FIG-4C- FIG-4f chain of events 

• Neutrophils are activated are in the micro capillary unit FIG-4c  

• Neutrophils sequestered in the microvascular capillariesFIG-4d, 

• Causing damage to the pulmonary capillary epithelium.  

• Neutrophils migrate to the alveolar space FIG-4e  

    
                       FIG-4c            FIG-4d                                              FIG-4e 
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• Permeability edema develops as lung air spaces filled with fluid FIG-4f 

• More fluid permeates into the airspaces and becomes filled with Reactive Oxygen species, Proteases, Pro 

inflammatory lipids, Cytokines, Chemokines and cell free DNA FIG-4g  

• Bronchoalveolar lavage fluid is plasma comes out due to the fact that Bronchopulmonary barrier system 

is disturbed and the fluid rushes into the airspaces of the lungs. Cytology of the lavage clearly shows the  

Neutrophil nets due to NETOSIS 

When Vitamin c is given IV (FIG-i) this comes in contact with 

Na Vitamin C Transport system on the surface of the 

endothelium which is then Vacuumed and drawn into the 

epithelium of the alveoli ultimately entering the alveolar 

spaces.so when IV Vitamin C is given it goes into the alveolar 

spaces acts on the water channels of lung and drainage of the 

accumulated fluid.(FIG4-j,k,l) 

Vitamin C, IV infusion causes 

• Antioxidant Effect 

• Decrease in Nuclear Factor Kappa B 

• Increase in expression of water channels 

• Increase Alveolar fluid clearance 
FIG 4l 

                    FIG-4f                                            FIG-4g                                                   FIG-4h 
 

                    FIG-i                                                   FIG-j                                                   FIG-k 
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A normal person with adequate Vitamin C in foods 

or with Vitamin C supplements the levels of Vitamin 

C is 60-80uM and with different diseases, the 

Vitamin C level decreases. Fig 5 shows 

improvement and rapid recovery, absorption of the 

fluid level due to ARDS in COVD infection when 

given high levels of Vitamin C. 

A mouse model for inducing respiratory failure on 

left and animals treated with IV Vitamin C treated. 

On left cellular sequestration in pulmonary walls, in 

capillary walls and alveolar space is protein debris 

while Vitamin C treated animals have clear lung 

tissue Fig-6.                                                                                                                                                                                                                                      

Fig-7 whole lung of respiratory sepsis induced 

mouse, arrows showing widespread microvascular 

thrombosis in the untreated animal but the same 

animal was cleared of microthrombi after IV, 

Vitamin C treatment caused total clearance of 

thrombi except small thrombus in this section 

Belief bout 15 years back was that when neutrophils 

are exposed to pathogens like bacteria, fungi, 

cytokines and endotoxins these are activated and 

generate Reactive oxygen species and Proteases. But 

now it is known that when neutrophils stimulated the 

nucleus and the DNA begins to unwind and 

neutrophils release its genomic DNA called Neutrophil Extracellular Trap Formation and the process called 

NETOSIS.FIG-8. All the enzyme systems like ROS & Proteases are active and since extracellular after release 

can cause vascular damage and thus micro thrombi.  

FIG 5 

FIG 6 

FIG 7 
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Fig-9     Detection of extracellular (Cell Free) DNA in patients with sepsis eg ARDS related with 80% mortality. 

Figure shows human neutrophils, NETFS fluorescent stained and unstained, one can see like a smear like in the 

middle which is released DNA but with the administration of the High Dose IV Vitamin C the Neotses disappears 

(Right). phorbol 12-myristate 13-acetate (PMA) 

Fig-10 STUDY Design septic ICU patients given Vitamin C, 200mg/kg body IV in a day and blood drawn every 

12 hours for 4 days 

  

 

SOFA Scores13 (Sequential Organ Failure Assessment, Fig-11A & Fig11-B as, the effects of Vitamin C in 6 

systems. The more the number of SOFA score the more mechanical support of the Ventilator the patient will need.  

SOFA scores over the 4-day study period (p < 0.05, slopes significantly non-zero). High dose ascorbic acid 

patients exhibited significantly faster declines in the SOFA score over time compared to placebo in Fig-11C. The 

rising SOFA scores in ICU septic patients in the first 72 hours of hospitalization lead to 89% mortality rate in 

spite of rigorous measures like ventilator, oxygen, vasopressin, fluids. 

 

                             FIG 8                                                                                      FIG 9 

 

                                     FIG 10                                                                          FIG 11 A 
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FIG-12   The Placebo patients in ICU had very low levels of Vitamin C while patients had low dose Vitamin C 

and High Dose Vitamin C infusion had increased levels of Vitamin C after infusions 

FIG-13 What happens to Vitamin C during sepsis. High oxidative activities are leading to a huge number of deaths 

of the red cells and release free iron in the plasma. The vitamin C is consumed in reducing ferric iron to ferrous 

iron, scavenging the free radicals  

Patients who are severely ill with ARDS have reduced levels of plasma Vitamin C around 20uM5 (normal range 

50-70uM) due to the fact there is the rapid intake of plasma Vitamin C by the neutrophils which are trying to kill 

the viruses by generating Oxidants. 

Three biomarkers of ARDS  

Prior studies 5,14,15,16 show that subnormal plasma ascorbic acid levels are a predictable feature in patients with 

severe sepsis in ARDS. 

C-reactive protein (CRP)17 and procalcitonin (PCT)18 levels are known to correlate with the overall extent of 

infection and higher levels of both have both been fig-14 linked to higher incidences of organ injury and death in 

the critically ill PATIENTS 

                                     FIG 11 B                                                                          FIG 11 C 

                                     FIG 12                                                                          FIG 13 
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C-reactive protein (CRP) marker for inflammation reduced rapidly in patients receiving IV infusions in 24 hrs and 

was below baseline level within 48hrs, Fig-14 

Procalcitonin (PCT) marker for inflammation decreased rapidly below baseline levels in 48hrs.FIG-15 

Thrombomodulin (TM) FIG-16 A marker for endothelial injury and thrombosis which can cause thrombosis. 

Increased TM levels correlated with the extent of organ failure and mortality in patients with sepsis19. The TM 

levels in placebo increased trend after 36 hours while in patients having IV vitamin C there was no upward trend 

Fig.6, It shows that TM increases in ARDS patients with sepsis leading to increased iv thrombosis while with 

Vitamin C infusion it is not increased and rather attenuates the development of endothelial injury and intravascular 

thrombosis.  

 
  FIG-16 

 

The study demonstrated that IV Vitamin C is safe, Mortality reduced in ARDS patients with sepsis, multiple organ 

failure significantly reduced and blood markers of inflammation and vascular injury were significantly reduced. 

  

                                     FIG 14                                                                          FIG 15 
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ANTI-COAGULANTS 

Clinicians treating COVID-19 patients have described pervasive clots in the lungs on autopsy, 

breakthrough clotting clogging dialysis lines despite antithrombotic medication, and even clots forming in real-

time during mechanical thrombectomy for ischemic stroke.62 

International Society on Thrombosis and Haemostasis (ISTH) and other professional societies 

recommended risk stratifying COVID-19 patients in the hospital for venous thromboembolism (VTE) prophylaxis 

using the normal risk tools.63 

ISTH had recommended prophylactic-dose low molecular weight heparin (LMWH) for all hospitalized 

COVID-19 patients, even those not in the ICU, unless they have contraindications such as active bleeding or low 

platelet count (<25×109/L).64 

National Institute for Public Health of the Netherlands, released in a report in Radiology, advocated 

prophylactic-dose LMWH for all hospitalized patients with or suspected to have COVID-19, irrespective of risk 

scores.19 

University Hospitals Birmingham NHS guideline on Coagulopathy in COVID-19: Recommendations for 

Laboratory Testing and Thromboprophylaxis is being shared. 

 

https://www.medpagetoday.com/infectiousdisease/covid19/85577
https://www.medpagetoday.com/infectiousdisease/covid19/86033
https://www.washingtonpost.com/health/2020/04/24/strokes-coronavirus-young-patients/
https://www.washingtonpost.com/health/2020/04/24/strokes-coronavirus-young-patients/
https://pubs.rsna.org/doi/10.1148/radiol.2020201629
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Coagulopathy in COVID-19: Recommendations for 

Laboratory Testing and Thromboprophylaxis 

Guideline - COVID 19: C007 (v2) 

Thromboprophylaxis Recommendations 

Background 

Venous Thrombo-Embolism (VTE) is commonly associated with acute infectious / inflammatory 

disorders as a result of both immobility through illness and changes in vascular biology and haemostasis promoting 

thrombosis. Increasingly it is felt that thrombosis is playing an important role in the pathology and clinical course 

of COVD-19 infection. 

The pathology of thrombosis is both widespread thrombosis and microthrombosis. Such complicating 

thrombotic events may be significantly contributing to a poorer outcome in such individuals. Prevention of 

thrombosis and micro thrombosis in COVID-19 may have a huge benefit for patient health and the use of scarce 

health resources. 

When treating COVID-19 patients, early VTE risk factor identification and thromboprophylaxis is 

essential, as well as high vigilance and prompt treatment of all VTE complications (such as pulmonary embolus).                                                                                        

There is an emerging evidence base but much of the guidance is based on best practice and clear scientific 

rationale. This guidance should be used for all Adult (non-pregnant) patients at UHBFT. We propose more 

intensive LMWH anticoagulation as a drug that has a proven effect in the prevention of thrombosis.                                                                                    

Do NOT adopt any other guidance or strategies that have been locally produced – if in doubt seek help from a 

Consultant Haematologist with an interest in Thrombosis. 

Summary 

1. Venous Thrombo-Embolism (VTE) is a recognized complication of COVID-19 infection. 

2. The use of prophylactic LMWH in patients with coagulopathy may improve survival. 

3. More intensive (intermediate dose) LMWH anticoagulation is proposed whilst awaiting formal trials 

of VTE prophylaxis strategies. 

www.uhb.nhs.uk › clinical-info-pathways-download 
Apr 13, 2020 - thromboprophylaxis of COVID-19 patients at University Hospital. Birmingham NHS trust outside of critical care. COVID 
Controlled Document.                                                                                       

https://www.google.com/url?sa=i&url=https://businessbirmingham.com/multi-million-pound-award-aims-create-new-breakthrough-therapies/&psig=AOvVaw0QKGdKYE3PB-NvYKFAELTi&ust=1588679185833000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKjFz6eRmukCFQAAAAAdAAAAABAJ
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Thromboprophylaxis Flowchart 

1. Risk assess all patients in the usual manner 

• Thrombotic risk for COVID-19 patients is usually high regardless of mobility – but multiple risks may 

change the management strategy 

• Assess bleeding risk against usual criteria (accepting that lower platelet counts are tolerated) 

 

 

 

 

 

 

 

*Conditions include: acute bacterial endocarditis, after major trauma, epidural anesthesia, hemophilia or other significant 

hemorrhagic disorders, peptic ulcer, recent cerebral haemorrhage, recent surgery to eye, recent surgery to the nervous system, 

spinal anesthesia, history of heparin-induced thrombocytopenia. 

2. If a patient is already on full oral anticoagulation, maintain this during admission. Consider switching to 

therapeutic LMWH if needed, especially if invasive procedures anticipated. 

3. If no strict contraindications give VTE prophylaxis according to the table beneath: 

Weight < 50 KG 50 - 99 KG 100 – 150 KG >150 KG 

ENOXAPARIN 

DOSE GIVEN 

SUBCUT 

 

40mg ONCE 

DAILY 

(Consider 20 mg 

once daily – 

consultant 

discussion) 

40mg ONCE 

DAILY 

(non-critical 

care) 

40mg TWICE 

DAILY 

(critical care) 

40mg TWICE 

DAILY 

(all inpatient 

settings) 

 

60mg TWICE 

DAILY 

(all inpatient 

settings) 

RENAL ISSUES: If eGFR<30mls/min, reduce dose by 50% 

CVVHDF on critical care 40mg once daily 

   
4. For immobile patients on ITU with contraindications to LMWH, consider Intermittent Pneumatic 

Copmression (flotrons®) 
 

NB: 80mg once daily is not recommended in place of 40mg twice daily as it has a different pharmacokinetic profile 

and is less cost effective. 

 

Thrombotic Risk 

• Mobility reduced for ≥ 3 days 

• Active Cancer 

• Previous VTE disease Dehydration 

• Metabolic / endocrine pathologies 

• Known thrombophilia 

Bleeding Risk / Exclusions 

• Any contraindication to LMWH* 
• Evidence of active bleeding 

including from lungs/respiratory 

tract or gastrointestinal tract 
• Platelet count <30 x109/L 
• Recent stroke in preceding 4 weeks 
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Coagulation Screening Recommendations 

Summary 
1. Coagulopathy is a recognised complication of COVID19 infection 

2. Abnormal laboratory coagulation results are predictive of mortality 

3. The use of prophylactic LMWH in patients despite coagulopathy may improve survival 

Recommendations1-5 
1. Full coagulation screening in COVID19 infected inpatients should be done on admission and 

then repeated if admitted to critical care; it should ideally include the following (see 

appendix A) 

• FBC 

• PT (INR) and APTT 

• Fibrinogen 

• D dimer 

2. Prophylactic LMWH (adjusted for weight and renal function – see above) should be given 

to all patients with COVID19 unless there is a clear contraindication, active bleeding, a 

platelet count <30 x 109/L or fibrinogen <0.5 g/L 

• A prolonged INR or APTT is not in itself a contraindication to LMWH 

• For immobile patients on ITU with contraindications to LMWH, consider IPC 

(flotrons) 

3. Do not give plasma products or platelets based on abnormal coagulation tests unless there is active bleeding 

 

 

 

 

 

 

 

https://www.google.com/url?sa=i&url=https://businessbirmingham.com/multi-million-pound-award-aims-create-new-breakthrough-therapies/&psig=AOvVaw0QKGdKYE3PB-NvYKFAELTi&ust=1588679185833000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKjFz6eRmukCFQAAAAAdAAAAABAJ
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Appendix A 

DIC Score for COVID 

 

 

 

 

 

 

                                     

 

1  Tang et al. J Thromb Haemost. 2020;00:1–4: 

• 71% of those who died had a DIC score of 5 or more compared with 0.6% of survivors 

 

 

 

 

 

 

 

 

 

 

 

1. Tang N, Li D, Wang X, Sun Z. Abnormal coagulation parameters are associated with poor prognosis in patients with 

novel coronavirus pneumonia. J Thromb Haemost. 2020;00:1–4. https://doi.org/10.1111/ jth.14768 

Laboratory test Result POINTS 

Platelet count 
50-100 1 

<50 2 

D Dimer 
1000-3000 1 

>3000 2 

Fibrinogen <1.0 g/l 1 

Prolongation of INR 
1.5-1.7 1 

>1.7 2 

https://www.google.com/url?sa=i&url=https://businessbirmingham.com/multi-million-pound-award-aims-create-new-breakthrough-therapies/&psig=AOvVaw0QKGdKYE3PB-NvYKFAELTi&ust=1588679185833000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKjFz6eRmukCFQAAAAAdAAAAABAJ
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Appendix B 

Evidence for Thromboprophylaxis 

BSH guidelines on management of DIC6 recommend that in critically ill, non-bleeding patients with DIC, 

prophylaxis for venous thromboembolism with prophylactic doses of heparin or low molecular weight heparin is 

recommended (Grade A, Level IB). 

Standard thromboprophylaxis offers at best a relative risk reduction for VTE of ~65% with an optimal 

risk benefit profile, however the severe prothrombotic state induced by COVID-19 seems to require more intensive 

thromboprophylaxis / anticoagulation, and an intermediate dosing schemes between prophylaxis and therapeutic 

has therefore been proposed.3 Potential benefits of the intermediate dose of LMWH consist of superior efficacy 

as compared to the standard dose of LMWH. Harms consist of an increased risk of bleeding. 

ISTH guidelines4 recommend that prophylactic LMWH can be administered to patients with COVID19 

down to a plt count of 25. Patients with a higher D dimer/DIC score may have the most to gain. They note that 

bleeding is rare in the setting of COVID-19. If bleeding does develop, similar principles to septic coagulopathy 

with respect to blood transfusions may be followed ISTH guidance5 recommends that mechanical 

thromboprophylaxis should be used alone if platelets <30,000 or bleeding. 

The traditional platelet threshold for use of prophylactic LMWH in the UK is 75 for general medical and 

surgical patients so a recommendation of 30 represents a specific change in practice for COVID19 patients. 

 

 

 

2.  Tang N, Li D, Wang X, Sun Z. Abnormal coagulation parameters are associated with poor prognosis in patients with 

novel coronavirus pneumonia. J Thromb Haemost. 2020;18:844–847. https://doi.org/10.1111/jth.14768 

3.  Pasi KJ et al. Trial Protocol. Thromboprophylaxis in COVID-19 (TRIC): an open label randomized controlled trial of 

standard dose versus intensive low molecular weight heparin. Queen Mary University of London, 9 April 2020. 

4.  Thachil, J., Tang, N., Gando, S., Falanga, A., Cattaneo, M., Levi, M., Clark, C. and Iba, T.(2020), ISTH interim 

guidance on recognition and management of coagulopathy in COVID‐19. J Thromb Haemost. Accepted Author 

Manuscript. doi:10.1111/jth.14810 

5.  https://thrombosisuk.org/covid-19-thrombosis.php 

6.  Levi, M., Toh, C.H., Thachil, J. and Watson, H.G. (2009), Guidelines for the diagnosis and management of 

disseminated intravascular coagulation. British Journal of Haematology, 145: 24-33. doi:10.1111/j.1365-

2141.2009.07600.x 

7.  Lee, A.Y.Y., Connors, J.M., Baumann Kreuziger, L., Murphy, M.F., Gernsheimer, T., Lin, Y. on behalf of the American 

Society of Hematology (2020). COVID-19 and Coagulopathy. https://www.hematology.org/covid-19/covid-19-and-

coagulopathy 

https://www.google.com/url?sa=i&url=https://businessbirmingham.com/multi-million-pound-award-aims-create-new-breakthrough-therapies/&psig=AOvVaw0QKGdKYE3PB-NvYKFAELTi&ust=1588679185833000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKjFz6eRmukCFQAAAAAdAAAAABAJ
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Important 

Government should take note of the following 

1.  Taking Hydroxychloroquine should not give you false sense of security. 

 

The above recommendation is the opinion of the expert physicians and 

pharmacists of PAAIS to Government of Pakistan, WHO, WAO.  

 

Physicians who wish to use above protocol are to contact PAAIS via phone 

call or email to tailor each specific case. Please contact:  

allergycenter@hotmail.com. 

 

 

HYDROXYCHLOROQUINE, ZINC, MAGNISIUM & HIGH DOSE 

OF VITAMIN C may act as a Prophylactic and Therapeutic drug 

against COVID-19 infection. 
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PAAIS Guidelines for Prophylaxis of COVID-19                    

                                                        

 

 

                                   

       

 

 

 

 

 

 

 

 

Table 1. Risk Score for Drug Associated QTc 
Prolongation 

Risk Factors Points 

Age ≥ 68 yrs 1 

Female sex 1 

Loop Diuretic 1 

Serum K+ ≤ 3.5  mEq/L 2 

Admission QTc ≥ 450 ms 2 

Acute MI 2 

≥ 2 QTc prolonging drugs 3 

Sepsis 3 

Heart Failure 3 

One QTc prolonging drug 3 

Maximum Risk Score 21 

K+ indicates potassium; and MI, myocardial 
infarction 

Table 2. Risk Levels For Drug Associated QTc 
Prolongation 

Low risk  ≤ 6 points 

Moderate risk   7 – 10 points 

High risk   ≥ 11 points 

Prophylaxis Regime 

• Hydroxychloroquine 400 mg weekly for 3 

months.  

• Vitamin C 1500mg – 2000mg 

• Magnesium 200mg – 400mg 

• Zinc 20mg – 30mg 

• Vitamin D 5000IU daily for 2weeks  then 

2000IU daily 

• High dose Vitamin C - IV Drip weekly 

(Super Immuno-Covid Drip for boosting 

immune system of the people with weak 

immune system).  

Exclusion Criteria 

• Heart patients with prolonged QT 
interval. 

• Retinopathy. 
• Known hypersensitivity to the drug. 
• Not recommended to children below 

age 15yrs. 
 

 

Recommendations of American College of 

Cardiology (ACC) for use of 

Hydroxychloroquine in cardiac patients 

Eligible for Prophylaxis 

• General public. 
• Health workers.  
• Household contacts of laboratory 

confirmed cases. 
• Hospitalized patients. 

Author: Dr Shahid Abbas – President PAAIS 

Co-author: Dr Saima Zubair 

Task Group:  ACM ® Sohail Aman, Dr Sohail Karim 

Hashmi, Dr Athar Niaz Rana, Maj Gen ® Prof M 

Aslam, Dr M Raza Naqvi, Dr Aqsa Batool, Dr 

Maryam Abbas  

 

Pakistan Allergy Asthma & Immunology Society (PAAIS)        www.allergypaais.org     Patent Approved by USPTO 

You have to calculate the Risk Score for Drug-

Associated QTc prolongation by consulting 

the table and assess the risk level accordingly. 

about:blank
about:blank
about:blank
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PAAIS Guidelines for Treatment of COVID-19                    

                                                        

 

 

                                   

       

 

 

 

 

 
 

 

Table 1. Risk Score for Drug Associated QTc 
Prolongation 

Risk Factors Points 

Age ≥ 68 yrs 1 

Female sex 1 

Loop Diuretic 1 

Serum K+ ≤ 3.5  mEq/L 2 

Admission QTc ≥ 450 ms 2 

Acute MI 2 

≥ 2 QTc prolonging drugs 3 

Sepsis 3 

Heart Failure 3 

One QTc prolonging drug 3 

Maximum Risk Score 21 

K+ indicates potassium; and MI, myocardial 
infarction 

Table 2. Risk Levels for Drug Associated QTc 
Prolongation 

Low risk  ≤ 6 points 

Moderate risk   7 – 10 points 

High risk   ≥ 11 points 

Treatment Regime in Hospital 

• Hydroxychloroquine 200mg TDS for 10 days 

• Azithromycin 500mg – Day1 followed by 

250mg daily for 4 days  

• Anti-viral as required 

• Tocilizumab 400mg IV (Repeat if fever in 24 

hours) OR 

• Remdesivir loading dose 200mg IV infusion 

followed by 100mg IV for 4 days 

• High dose Vit C IV Daily (Super Immuno-Covid 

Drip) 

• Vit D 100000-150000 IU IM OD 

• Salbutamol inhaler 200mcg – 2 puffs QID 

• VTE prophylaxis (Enoxaparin) 

• Vitamin C 

• IV Drip  

Exclusion Criteria 

• Heart patients with prolonged QT 
interval.  

• Retinopathy. 
• Known hypersensitivity to the drug. 
• Not recommended to children below 

age 15yrs. 

 

You have to calculate the Risk Score for Drug-

Associated QTc prolongation by consulting the 

table and assess the risk level accordingly. 

Author: Dr Shahid Abbas – President PAAIS 

Co-author: Dr Saima Zubair 

Task Group:  ACM ® Sohail Aman, Dr Sohail Karim 

Hashmi, Dr Athar Niaz Rana, Maj Gen ® Prof M 

Aslam, Dr M Raza Naqvi, Dr Aqsa Batool, Dr 

Maryam Abbas  

Pakistan Allergy Asthma & Immunology Society (PAAIS)        www.allergypaais.org     Patent Approved by USPTO 

 

Recommendations of American College of 

Cardiology (ACC) for use of 

Hydroxychloroquine in cardiac patients 

Eligible for Prophylaxis 

• General public. 
• Health workers.  
• Household contacts of laboratory 

confirmed cases. 
• Hospitalized patients. 
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NOTE 

 

Although the invention has been explained in relation to its 

preferred embodiment, it is to be understood that many other 

possible modifications and variations can be made without 

departing from the spirit and scope of the invention. 
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How the person is infected from COVD-19? 
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Antibody Production in COVID-19 

 

Immune Response 

After the infection, the immune system starts protecting the body by   two types of responses  

1- Innate Immune Response is immediate after infection and the immune cells like lymphocytes, macrophages 

start producing cytokines, lymphokines, and Interferons and try to inhibit the replication of the virus. 

Production of the cytokines leads to symptoms like fever pains and aches. The virus can be stopped at this 

point by taking high dose of Vitamin C, Zinc, Magnesium, Hydroxychloroquine/Azithromycin. (This is 

different than in advanced cases where due to heavy COVD infection there is disordered Immune Response 

and patients develop Cytokine Storm  are the cause of higher mortality in both in younger and older patients) 

Adaptive Immune Response: -Those with the strong immune system, the immediate or Innate immune response 

leads to Adaptive immune Response in 6 to 8 days while those with a weak immune response (older people or 

people with compromised immune systems) there is a delayed onset of this response. Adaptive Immune Response 

due to T and B Lymphocytes. In response to infection, the immune system develops the Memory T and B cells 

which have a longer life and can protect the person for months or years if there is reinfection latter. But long-term 

protection from COVD-19 may not be possible due to antigenic variation42. 

T- Lymphocyte Cells: - In response to COVD Infection two types of T cells are produced by the immune system 

to deal with Viruses and virus infected cells 

1-CD8 Cells or Cytotoxic T cells or Killer T cells, recognize and kills the virus-infected cells.  

2-CD4 cells which stimulate the B Lymphocytes to produce the antibodies 

B-Lymphocyte Cells: - Produce IgM and IgG antibodies specific to the COVD infection strain. The antibodies 

should normally protect from the corona virus infections, but this depends on the quality of the antibodies and the 

amount of the antibodies produced as compared to invasiveness and the extent of viral infection.  

Do these antibodies Protect from Reinfection? Probably may not effective in protection against reinfection 

since there is a mutation of the virus or antigenic variations.42 
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   -IgM antibodies are produced first around day 8 of infection and disappear after a few weeks. 

  -IgG antibodies are produced latter around day 10 or 12 after infection and persist longer for months or 

years although with time the titer or level of antibodies start falling  

Important for clinicians  

• Continue to use serological (antibody) tests, as appropriate, and be aware of their limitations. 

• Do not use serological (antibody) tests as the sole basis to diagnose COVID-19 but instead as information 

about whether a person may have been exposed. 

Serological tests shouldn’t be used as the sole basis for the diagnosis of COVID-19, but rather to determine 

whether a person may have been exposed to the virus. Available tests measure IgM antibodies, which may not 

develop early or at all, and IgG antibodies, which generally develop later. 

What does a positive antibody indicate? 

1. Person was infected 

2. If both IgM and IgG positive then person had a recent infection 

3. If only IgG is positive it indicates a person had an infection a few weeks back 

What positive antibody does not indicate? 

1. A person has recovered or not and does not rule out active infection. (IMPORTANT-Passive 

Immunization with plasma should be carefully tested for the active virus in plasma before infusion in the 

patient. There is a possibility of infection or reinfection with plasma having mutated virus in it and that 

may be more serious.) 

2. Whether the antibodies are neutralizing type or not 

3. What is the level of antibodies unless detected by Elisa. 

Negative Antibody Test can be deceptive and may not help in the diagnosis since:- 

1. It tells that person was not infected OR 

2. A person was tested before he developed antibodies(before day 8 of infection OR 

3. Innate immune response cleared the virus by the production of cytokines, interferon before the 

development of adaptive immune response of development of antibodies OR 

4. The person has a low or weak immune system and produced much lesser antibodies which were not 

detectable by the ordinary antibodies detection kits 

 

 

 

 

http://link.mail.epocrates.com/ls/click?upn=7H-2FHciOkUc3t7OHubEqIzpOuAgww8SGMIOQCIdIDuWjAfEDDo3EdKoOYeM-2FnH5Xh-2FR50eEk-2F9XzJfuMJE02hOcTmb1OoCsvm30FxtkysNhrZn-2Fh0YBuZRZcN8KuVt8PAm1eg8DMKQnHOHbQE5ZK05hl3HKtKnLkCB2HC6-2FutJPdxKfqGUCmqhR672JYy-2Fex3J1L-2Fd86Fcm1HC0BoacjUscmWdydB-2BWHW8SRDnBWZZyE-3Dcxxa_8TOefff8CEun7FPBMg3-2BA0yW060l2wUp7bjJTfozzz5LOefP1-2F3biVJemPvWA8xj9u8s8h78Ng0OPgPPLekgBgkLGwfbgH0ogiN3zW3QJMehUgXXIhzx-2F17Ghc4ZV-2FCbno0dqgT40stJNdhOT7NBn8H-2F-2BYYEnaJiQPWLdaLojSDhhQIe7k5DaLAiy9sU6qvo-2F9BBUGU4S-2B-2FtBLEm1MFcv5Cn-2BCd5fMnDkNGjo4wEoxrmbAO2L-2F4RAVfjQteXMDDeNnGLu8-2FnozPI04-2B6lbctvx97sKL7nGmTbOfId3qwlCcIAthW1uDeRmYsKVsNpTvmiZC9MirJWlt-2F4CAcgjjaNMk-2FNOdr7FijpHKO88ABMiL-2FopOul8MtRz-2BBO14rwXABTia6WTtQ-2F4NESnZhz6-2FQyk5U-2B5MZswCEHqb5lvERsooI5igEjLCQ8aR1z-2ByUorWzHnTFxLEcR-2BvOrhgFAbXVyE7J6R-2FPgpPp0cGxPd8XBNXfQ6OrGwaAn3aNnbMaRsDM


 
41 

 

Signs and Symptoms of Covid Infection 

  1/3 diarrhea fever dry cough tiredness aches and pains sore throat headache while about 1 in 5 people 

becomes very ill and develop serious symptoms such as shortness of breath, chest pain or loss of speech or 

movement. 

There are several patients developing Thromboembolic manifestations and skin manifestations like rashes 

and hives 
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FAQS and Recommendations of WHO in daily life to 

prevent the COVID Infection 
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How to wear the mask correctly?
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Countries with hot and humid climates will be protected in summer 

season form COVID Infection? 

NO COVID-19 CAN BE TRANSMITTED IN AREA WITH HOT AND HUMID 

CLIMATES 

 
Does HOT BATH protect against COVID Infection?  

NO AND THIS MAY BE HARMFUL 
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HAND WASH 

 
How should I wash Fruits and vegetables? 
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How should I wash and dry clothes? 

 
How should I greet friend or relative? 

 
Should I shake hands with people? 
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How should I handle Bank Notes and Coins? 

           
How should I do grocery shopping? 

           
What should I do if I have cough and fever? 

How can I protect others from getting infection from me?  
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https://www.who.int/images/default-source/health-topics/coronavirus/risk-communications/general-

public/protect-yourself/blue-2.png?sfvrsn=2bc43de1_2 

Washing your Hands 

 

https://www.who.int/images/default-source/health-topics/coronavirus/risk-communications/general-public/protect-yourself/blue-2.png?sfvrsn=2bc43de1_2
https://www.who.int/images/default-source/health-topics/coronavirus/risk-communications/general-public/protect-yourself/blue-2.png?sfvrsn=2bc43de1_2
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Can the wearing of gloves protect me from COVD Infection 

No if u get virus on the gloves and touch your face then u can be infected 
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How should I wash clothes if someone in the house is suspected of COVD 

infection? 
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HOME QUARANTINE FOR PERSONS SUSPECTED OF 

CORONA VIRUS INFECTION 
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COVID 19 Posters 
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Are you suffering from Allergies, Asthma, Influenza or 

Common Cold  
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STAY SAFE 

THANK YOU 
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PAAIS GUIDELINES FOR 

COVID-19 

 


