
COVID-19 Updates, April 20,2020
Jorge Mera, MD, FACP

Whitney Essex, MSN, FNP-BC
Cherokee Nation Health Services

VIROLOGY EPIDEMIOLOGY CLINICAL 
MANIFESTATIONS

INFECTION 
CONTROL

TREATMENT



Virology:
Is SARS-CoV-2 a Natural Virus or Man-made?

• “It is improbable that SARS-CoV-2 emerged through laboratory
manipulation of a related SARS-CoV-like coronavirus.”
• “If genetic manipulation had been performed, one of the several reverse-

genetic systems available for betacoronaviruses would probably have been
used. However, the genetic data irrefutably show that SARS- CoV-2 is not
derived from any previously used virus backbone. 

• “Instead, we propose two scenarios that can plausibly explain the
origin of SARS-CoV-2”
• Natural selection in an animal host before zoonotic transfer
• Natural selection in humans following zoonotic transfer. 

Theories of SARS-CoV-2 origins: NATuRe MediCiNe | VOL 26 | ApriL 2020 | 450–455 | www.nature.com/naturemedicine



Infection Control: 
AHA guidance for CPR in the COVID Era

• All rescuers should don personal 
protective equipment (PPE) before 
entering a scene to protect against 
both airborne and droplet particles.

• Personnel on the scene should be 
limited only to those essential for 
patient care.

• Rescuers should consider replacing 
manual chest compressions with 
mechanical CPR for patients who 
meet the manufacturer’s height and 
weight criteria.

• COVID-19 status should be 
communicated to any new providers 
before arrival on the scene or when 
transferring the patient to a second 
setting.

The administration of CPR involves performing numerous aerosol-generating procedures, including chest compressions, positive pressure ventilation and establishment of an advanced 
airway, During those procedures, viral particles can remain suspended in the air with a half-life of approximately 1 hour and be inhaled by those nearby



Treatment: Clinical Benefit of Remdesivir in Rhesus 
Macaques Infected with SARS-CoV-2 

• Methods: 
• A macaque model of SARS-CoV-2 infection was used . Two groups of six rhesus macaques 

were infected with SARS-CoV-2 and treated with intravenous remdesivir or an equal volume 
of vehicle solution once daily. 

• Results: 
• Animals treated with remdesivir

• Did not show signs of respiratory disease and had reduced pulmonary infiltrates on radiographs. 
• Had significantly reduced virus titers in bronchoalveolar lavages 
• lung viral loads at necropsy (on day 7 after inoculation) were significantly lower and there was a clear 

reduction in damage to the lung tissue.

• Conclusions: Therapeutic remdesivir treatment initiated early during infection 
has a clear clinical benefit in SARS-CoV-2-infected rhesus macaques. These data 
support early remdesivir treatment initiation in COVID-19 patients to prevent 
progression to severe pneumonia. 



Treatment:
Association of Inpatient Use of Angiotensin Converting Enzyme Inhibitors and Angiotensin II Receptor 

Blockers with Mortality Among Patients With Hypertension Hospitalized WithCOVID-19

In hospital use of ACEI/ARB is associated reduced 28-day all-cause 
mortality of COVID-19 compared to non-ACEI/ARB group in patients with 
hypertension



• HTN is the most common comorbidity of the COVID-19 and had been suggested to be associated with 
increased mortality.

• ACEIs and ARBs are first-line medications for a large proportion of patients with hypertension.

• Use of ACEI/ARB is a major concern for clinicians in treating COVID-19 patients with hypertension because of 
the potential effect of ACEI/ARB on increasing the expression of ACE2, the binding receptor and entry point 
of the coronavirus.

• The incidence of the 28-day all-cause death among patients who had inpatient treatment with ACEI/ARB is 
significant lower compared with ACEI/ARB non-users, based on the analysis of 1128 hospitalized COVID-19 
patients with hypertension.

• After matching and adjusting variables may interfering the effect of ACEI/ARB, in-hospital use of ACEI/ARB 
still exhibits remarkable association with reduced all-cause mortality of COVID-19 patients with 
hypertension.

These findings clearly support recently published recommendations regarding continuation

of ACEI or ARB among patients with co-existing hypertension and COVID-19.

Treatment:
Association of Inpatient Use of Angiotensin Converting Enzyme Inhibitors and Angiotensin II Receptor Blockers 

with Mortality Among Patients With Hypertension Hospitalized WithCOVID-19
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The test has been done – now what?
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Outline

• Context of the Nurse Monitoring Program for suspected COVID-19 
patients 
• Process review: 
• COVID-19 Nurse Monitoring Program established in Cherokee Nation

• Managing COVID-19 positive individuals in the outpatient setting



Contact Tracing vs. Clinical Nurse Monitoring

Contact Tracing
• Reviewed previously by Dr. Ashley 

Comiford
• Process begins at the point of positive 

result
• Syndromic contact tracing not currently 

being done

• Contacts who are asymptomatic are 
quarantined; Contacts who are 
symptomatic are referred for testing
• Public Health program – non-clinical  

service

Nurse Monitoring
• Reviewing today
• Process begins at the point of 

testing
• Duration of monitoring depends on 

resolution of symptoms and results 
of test
• Test result times vary from 1-9 days

• Clinical service – separate from 
contact tracing





Patient Education Packet – Cover Sheet

• Handout given to the patient:
• Within 24-48 hours you will be contacted by the Cherokee Nation COVID-19 

Monitoring Team to begin follow-up telephone monitoring.  
• Please remain isolated in your home until released by a Cherokee Nation 

COVID-19 Monitoring Team Member.  
• For new or worsening fever, cough, or shortness of breath you should seek 

medical care. If you experience difficulty breathing, go to your nearest 
emergency department. When visiting any health facility please wear a mask 
for the entire duration of your visit. If    seeking medical care at a Cherokee 
Nation health facility, please call BEFORE arriving to inform the staff of your 
symptoms and estimated time of arrival.  
• If you have questions or need to speak to a Monitoring Team Member, please 

call 1-833-XXX-XXXX.



Other included information







Release Criteria:
“When can I go 
back to work?”



This has been a HUGE undertaking!



Positive Result Follow-up

• Nurse continues daily contact
• Provider visit 
• With PCP if possible – if not, with ID provider
• Within 48 hours
• Telemedicine Preferred
• Further follow-up depends on patient’s status at visit and risk factors for poor 

outcomes
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