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Landasan Pengelolaan ICU di Era 
Pandemi COVID -19

PERATURAN MENTERI KESEHATAN REPUBLIK INDONESIA 

NOMOR 24 TAHUN 2016 

TENTANG 

PERSYARATAN TEKNIS BANGUNAN DAN PRASARANA RUMAH SAKIT 

DENGAN RAHMAT TUHAN YANG MAHA ESA 

MENTERI KESEHATAN REPUBLIK INDONESIA, 

Menimbang : bahwa untuk melaksanakan ketentuan Pasal 10 ayat (3) 

dan Pasal 11 Ayat (6) Undang-Undang Nomor 44 Tahun 

2009 tentang Rumah Sakit dan Pasal 13 ayat (5) Peraturan 

Menteri Kesehatan Nomor 56 Tahun 2014 tentang 

Klasifikasi dan Perizinan Rumah Sakit, perlu menetapkan 

Peraturan Menteri Kesehatan tentang Persyaratan Teknis 

Bangunan dan Prasarana Rumah Sakit; 

Mengingat : 1. Undang-Undang Nomor 44 Tahun 2009 tentang 

Rumah Sakit (Lembaran Negara Republik Indonesia 

Tahun 2009 Nomor 153, Tambahan Lembaran Negara 

Republik Indonesia Nomor 5072); 

2. Peraturan Menteri Kesehatan Nomor 56 Tahun 2014

tentang Klasifikasi dan Perizinan Rumah Sakit (Berita

Negara Republik Indonesia Tahun 2014 Nomor 1221);

MEMUTUSKAN : 

Menetapkan : PERATURAN MENTERI KESEHATAN TENTANG 

PERSYARATAN TEKNIS BANGUNAN DAN PRASARANA 

RUMAH SAKIT. 

KONSIL KEDOKTERAN INDONESIA

PERATURAN KONSIL KEDOKTERAN INDONESIA
NOMOR 74 TAHUN 2O2O

TENTANG

KEWENANGAN KLINIS DAN PRAKTIK KEDOKTERAN MELALUI TBLEMEDICINE
PADA MASA PANDEMT CORONA UIRUSD/SEASE 2Ot9 (COWDlgl

DI INDONESIA

DENGAN RAHMAT TUHAN YANG MAHA ESA

KETUA KONSIL KEDOKTERAN INDONESIA,

Menimbang a

b

bahwa Corona Virus Drsease 2Ol9 (COVDI9) telah
dinyatakan oleh WHO [World Health Organization]
sebagai global pande,nic dan di Indonesia dinyatakan
sebagai bencana nonalam berupa wabah penyakit
sehingga perlu dilakukan upaya percepatan
penanggulangannya termasuk pencegahan penularan
dan/ atau penatalaksanaan pasien Corona Virus Disease
2Or9 (COWDtel;
bahwa untuk percepatan pencegahan penularan
dan/atau penatalaksanaan pasien Corona Virus Disease
2Ol9 (COWD-lgl pemberian kewenangan klinis
pelayanan pasien Corona Virus Disease 2Ol9 (COWD-lgl
dan praktik kedokteran melalui telemedictne;
bahwa sesuai dengan ketentuan Pasal 6 Undang-Undang
Nomor 29 Tahun 2004 tentang Praktik Kedokteran,
Konsil Kedokteran Indonesia memiliki fungsi pengaturan,
pengesahan, penetapan, serta pembinaan Dokter dan
Dokter Gigi yang menjalankan praktik kedokteran;

c

Tata kerja

Bangunan dan prasarana



Sejarah Pandemi Coronavirus



Berapa banyak pasien COVID-19 yang 
perlu perawatan di ICU ?

• Global :
• Seperempat ( + 25%) pasien yang dirawat di RS 

(bervariasi prosentase nya)
• 5 - 8 % dari total populasi yang terinfeksi SARS Co-V-2

• China : 
• 7-26 % derajat berat perlu ICU

• Italy (preliminary reports)
• 5-12 % kasus positif SARS-CoV-2
• 16 % dari pasien yang perlu dirawat di RS

Uptodate, April 2020



.. Berapa banyak pasien COVID-19 yang perlu
perawatan kritis ?

• USA (Washington) :
• ICU admission rate adalah 81 % 
• 71 % butuh ventilasi mekanik

• Makin tinggi kebutuhan bed ICU à makin besar
populasi geriatri di suatu tempat

• Analisis pada 2449 pasien : 
• Perlu perawatan di RS : 20 s/d 31 % 
• ICU admission rates : 4,9 – 11,5 %

Uptodate, April 2020
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Articles

Clinical course and outcomes of critically ill patients with 
SARS-CoV-2 pneumonia in Wuhan, China: a single-centered, 
retrospective, observational study
Xiaobo Yang*, Yuan Yu*, Jiqian Xu*, Huaqing Shu*, Jia’an Xia*, Hong Liu*, Yongran Wu, Lu Zhang, Zhui Yu, Minghao Fang, Ting Yu, Yaxin Wang, 
Shangwen Pan, Xiaojing Zou, Shiying Yuan, You Shang

Summary
Background An ongoing outbreak of pneumonia associated with the severe acute respiratory coronavirus 2 (SARS-CoV-2) 
started in December, 2019, in Wuhan, China. Information about critically ill patients with SARS-CoV-2 infection is 
scarce. We aimed to describe the clinical course and outcomes of critically ill patients with SARS-CoV-2 pneumonia.

Methods In this single-centered, retrospective, observational study, we enrolled 52 critically ill adult patients with 
SARS-CoV-2 pneumonia who were admitted to the intensive care unit (ICU) of Wuhan Jin Yin-tan hospital (Wuhan, 
China) between late December, 2019, and Jan 26, 2020. Demographic data, symptoms, laboratory values, comorbidities, 
treatments, and clinical outcomes were all collected. Data were compared between survivors and non-survivors. The 
primary outcome was 28-day mortality, as of Feb 9, 2020. Secondary outcomes included incidence of SARS-CoV-2-
related acute respiratory distress syndrome (ARDS) and the proportion of patients requiring mechanical ventilation.

Findings Of 710 patients with SARS-CoV-2 pneumonia, 52 critically ill adult patients were included. The mean age of 
the 52 patients was 59·7 (SD 13·3) years, 35 (67%) were men, 21 (40%) had chronic illness, 51 (98%) had fever. 
32 (61·5%) patients had died at 28 days, and the median duration from admission to the intensive care unit (ICU) to 
death was 7 (IQR 3–11) days for non-survivors. Compared with survivors, non-survivors were older (64·6 years [11·2] 
vs 51·9 years [12·9]), more likely to develop ARDS (26 [81%] patients vs 9 [45%] patients), and more likely to receive 
mechanical ventilation (30 [94%] patients vs 7 [35%] patients), either invasively or non-invasively. Most patients had 
organ function damage, including 35 (67%) with ARDS, 15 (29%) with acute kidney injury, 12 (23%) with cardiac 
injury, 15 (29%) with liver dysfunction, and one (2%) with pneumothorax. 37 (71%) patients required mechanical 
ventilation. Hospital-acquired infection occurred in seven (13·5%) patients. 

Interpretation The mortality of critically ill patients with SARS-CoV-2 pneumonia is considerable. The survival time of 
the non-survivors is likely to be within 1–2 weeks after ICU admission. Older patients (>65 years) with comorbidities 
and ARDS are at increased risk of death. The severity of SARS-CoV-2 pneumonia poses great strain on critical care 
resources in hospitals, especially if they are not adequately staffed or resourced.

Funding None.

Copyright © 2020 Elsevier Ltd. All rights reserved.

Introduction
Severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) pneumonia is a newly recognised illness 
that has spread rapidly throughout Wuhan (Hubei 
province) to other provinces in China and around the 
world.1–4 As of Feb 19, 2020, the total number of patients 
has risen sharply to 74 283 in the mainland of China, 
with 2009 (2·7%) deceased. The clinical spectrum of 
SARS-CoV-2 pneumonia ranges from mild to critically ill 
cases. Previous studies have only described the general 
epidemiological findings, clinical presentation, and 
clinical outcomes of patients of SARS-CoV-2 pneumonia.1,2,5 
However, specific information characterising critically ill 
patients remains unknown.

The data on the clinical characteristics and outcomes of 
critically ill patients with SARS-CoV-2 infection are 
scarce, but are of paramount importance to reduce 

mortality. In this study, we investigated critically ill 
patients with confirmed SARS-CoV-2 pneumonia who 
were admitted to Wuhan Jin Yin-tan hospital. The 
baseline SARS-CoV-2-associated morbidity and mortality 
data from this study will be of considerable value for the 
early identification of individuals who are at risk of 
becoming critically ill and who are most likely to benefit 
from intensive care treatment.

Methods
Study design and participants
This single-centre, retrospective, observational study was 
done at Wuhan Jin Yin-tan hospital (Wuhan, China), 
which is a designated hospital to treat patients with 
SARS-CoV-2 pneumonia. All patients, except infected 
healh-care workers from Jin Yin-tan hospital, were 
transferred from other hospitals. We retro spectively 
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Dari 710 pneumonia COVID-19 terkonfirmasi
à 52 pasien kategori kritis menunjukkan
gejala hipoksemia berat… 
• mengalami ARDS : 35 (67%)
• perlu ventilasi mekanik : 37 (71%) 
• meninggal s/d hari ke-28 : 32 (61,5%) 



Prediksi kebutuhan bed ICU

Prediksi pasien COVID yang akan jatuh
menjadi GAGAL NAFAS adalah 5-10% 

seluruh populasi yang terinfeksi atau 25-
50% pasien COVID 19 yang dirawat di RS

1. Dasar penyediaan jumlah bed ICU : berdasarkan
prediksi jumlah rata-rata pasien COVID-19 yang 
dirawat di RS atau berdasarkan rata-rata 
penambahan kasus dalam suatu daerah

2. Mendorong RS untuk membuka ICU khusus
COVID-19



ICU (Pandemi)
• Perawatan berbiaya tinggi à beban RS
• Kendala pemenuhan kebutuhan ICU
• peralatan yang mahal dan canggih à pasien COVID 

19 yang masuk ICU “pasti” ”complicated”
• penyediaan APD jumlah besar (sentralisasi lebih

efisien dibanding desentralisasi)
• keterbatasan jumlah perawat yang berkompeten di 

bidang perawatan intensif
• rasio perawat : pasien : rendah
• keterbatasan suplai bahan habis pakai, gas medis

dan obat-obatan



Kedala dalam penyedian ICU pada
Pandemi COVID-19
• Infeksi COVID 19 terjadi di seluruh pelosok

Indonesia, dari kota besar s/d daerah paling 
terpencil
• Masalah menjadi sangat kompleks dan terkait satu

dengan lain à perlu strategi yang 
mempertimbangkan faktor terkait dengan hal-hal
berikut
• Space/structure
• Stuff
• Staff
• System (termasuk pembiayaan)



Space / structure
• Masalah terberat untuk menghadapi pandemi, 

menyediakan tempat kerja yang mendukung.
• Isolasi standar (ICU or non ICU)
• berhubungan langsung dengan finance dan system.
• Jumlah ruang perawatan masih sangat sedikit.
• Jumlah ruang ICU isolasi lebih sedikit lagi.

• Sebagian besar ruang isolasi (non) ICU tidak
sesuai dengan standard
• Tidak bertekanan negatif
• Tidak ada anteroom
• Belum tersedia protokol



Space / structure
• Untuk meningkagkan ketersediaan ICU isolasi

yang dapat menampung COVID-19 pada kondisi
pandemi, maka dapat dilakukan langkah sbb :
• RS harus telah mempunyai strategi untuk

meningkatkan ketersediaan ruang isolasi yag
terstandar
• Memperjelas proses rujukan yang terkomando

(PERSI/DINKES) yang mengontrol dengan ketat
penggunaan sumber daya terkait COVID-19
• Membuat skenario remote ICU / mobile ICU / field 

ICU



Stuff
• Problem
• APD : Jumlah dan kualitas
• Penggunaan APD sangat banyak (potensi

sampah, dan pengelolaannya?)
• Ventilator: 
• Sudah tidak ada di pasaran
• Tidak semua ventilator di RS dapat digunakan

• Alat pendukung lain dan barang habis pakai
• Supplier tidak bisa import, produksi dalam negeri 

tidak mencukupi



Staff
• Spesialis utama dalam

menghadapi COVID-19:
• Sp Paru
• Sp Penyakit dalam
• Sp lain terkait komorbid
• Sp Anestesi - Intensivist 

(KIC)
• Sp Anestesi – non 

intensivist

• Masalah: 
• Jumlah yang belum sesuai

rasio dokter/perawat
terhadap jumlah penduduk
masih sangat kurang

• Sebaran yang kurang
merata

• Potensi solusi / 
rekomendasi
• IDI telah menyatakan

bahwa kompetensi
asuhan COVID-19 
• Memberdayakan residen
• Memberdayakan dokter

umum
• Memberdayakan

mahasiswa kedokteran
dan keperawatan
semester akhir



Ketersediaan SDM ICU di Indonesia
• Jumlah populasi Indonesia 271.066.000 jiwa (perkiraan 2020)
• Jumlah spesialis anestesi 2321 orang
• Jumlah intensivist 318 Orang
• Perawat ICU 8000 an (sangat jauh dari memadai)
• Masalah

• Rasio kurang
• Sebaran tidak baik (terpusat di Jawa, terutama DKI Jakarta)
• Setiap center pendidikan sudah menjadi Red Zone

• Solusi / rekomendasi
• Memberdayakan residen
• Memberdayakan dokter umum
• Memberdayakan IT
• Menggunakan prosedur command system dimana satu KIC sebagai

coordinator untuk wilayah tertentu, dengan command system 
berjenjang dari area, wilayah, regional dan nasional.



Anestesi - intensivist
• Beberapa sub spesialis anestesi:
• Konsultan Intensive care, Konsultan Anestesi Regional, 

Konsultan Manajemen Nyeri, Konsultan Neuroa
Anestesi, Konsultan Obstetric Anastesi, Konsultan
Anestesi Kadiovaskular, Konsultan Anestesi Pediatri

• Intensivist sebagai kepala ICU (PMK 1778/2010) 
sekaigus DPJP berperan di kondisi terburuk, dengan 4S 
terbatas tetapi harus mampu memberikan pelayanan
dan asuhan yang bermutu.
• Untuk ICU tanpa Intensivist, ICU dikepalai oleh Sp Anest

(sbg DPJP?)
• ICU tanpa Sp An, dikepalai oleh spesialis lain yang 

terlatih ICU.



System
• Sistem ICU yang belum terintegrasi di daerah

dan Indonesia à menyulitkan koordinasi
• Belum ada panduan yang baku untuk

pelaksanaan ICU pandemi terkait hal-hal
sensitif seperti kriteria masuk dan penetapan
skala prioritas



Persiapan ICU di Era Pandemi

1. Response plan
2. Pelatihan PPI terhadap tenaga medis

maupun pendukung (administrator, CS, dll)
3. Menyiapkan buku panduan untuk tenaga

medis yang akan bekerja di ICU/HCU
4. Menentukan kriteria masuk ICU dan 

rencana pengendalian infeksi



UPAYA UNTUK MENINGKATKAN 
KAPASITAS ICU 
(INFRASTRUKTUR DAN KAPASITAS)

Upaya untuk meningkatkan kapasitas ICU
• Menambah bed di ICU yang sudah ada
• Merubah fungsi area perawatan yang memiliki

infrastruktur fisik yang sesuai untuk merawat pasien
sakit kritis :
• HCU
• Ruang ICU lain yang memiliki staf intensive care (PICU)
• Ruang pulih sadar (recovery room/RR)
• Unit perawatan koroner atau ICCU
• Area perawatan kritis yang dinonaktifkan (mis. ICU ‘lama’)
• OK



Peralatan

ICU harus : 
• menghitung ketersediaan stok peralatan yang 

dimiliki saat terjadi pandemi (mis. ventilator, 
alat CRRT, pompa infus intravena, alat monitor) 
termasuk barang habis pakai termasuk yang 
sekali pakai (single use)
• merencanakan ulang kebutuhan dengan

mempertimbangkan peningkatan beban ICU. 
• mengidentifikasi saluran logistik yang tersedia

untuk pasokan, penyimpanan, dan pengadaan
peralatan tambahan



Peyediaan Fasilitas dan Transfer 
Pasien Setelah ICU

•Mempercepat proses perawatan dan 
pemindahan pasien dari ICU
• melibatkan tenaga tambahan dari ruang rawat

inap biasa untuk membantu merawat pasien
dengan kondisi akut, atau.. 
• memindahkan pasien ke ruangan dengan

monitoring klinis yang lebih ketat (seperti HCU 
bedah saraf, bedah, penyakit dalam). 



Peyediaan Fasilitas dan Transfer 
Pasien Pasca ICU
• Membangun proses yang terkoordinasi dengan

semua pemangku kepentingan untuk memastikan
bahwa perawat dan staf ruangan tetap mendapat
arahan/bantuan yang memadai saat diperlukan
• Inisiatif seluruh organisasi di RS untuk

mengoptimalkan aliran pasien dengan tetap
memastikan bahwa pasien mendapat perawatan
yang setingkat dengan standar perawatan di ICU.
• Mempermudah atau menyederhanakan proses 

administratif



Ketersediaan obat, alat dan sarana
diagnostik/terapi adalah MUTLAK 

Portable x-ray

CRRT

Andvanced monitor AGD, GDA, elektrolit



UPAYA UNTUK MENINGKATKAN 
KAPASITAS KERJA DAN STAFF
• Akan terjadi kekurangan tenaga kerja potensial

ICU à tenaga medis non ICU, perawat dan staf
kesehatan harus membantu dalam perawatan
pasien perawatan intensif
• Proses ini harus tetap berlangsung dalam

koordinasi jalur perawatan yang sesuai standard 
perawatan pasien kritis, yaitu di bawah
pengawasan staf intensivis yang terlatih dan 
menggunakan model perawatan berbasis tim.



UPAYA UNTUK MENINGKATKAN 
KAPASITAS KERJA DAN STAFF
•Menggerakkan masyarakat untuk

mendukung keluarga pekerja kesehatan
sehingga mereka dapat terus bekerja
dengan tenang atau memberikan jaminan
bahwa keluarga mendapat perhatian
apabila terjadi sesuatu pada petugas medis



UPAYA UNTUK MENINGKATKAN 
KAPASITAS KERJA DAN STAFF
• Mempersiapkan tenaga kesehatan yang bekerja di 

ICU isolasi dengan mempertimbangkan persyaratan
khusus pandemi, misalnya
• pemberian kompensasi karena tambahan beban kerja, 
• hak untuk mendapat hari istirahat tambahan
• membekali pengetahuan tatacara memakai dan melepas

alat pelindung diri (APD), 
• menugaskan staf untuk tugas-tugas nonklinis yang 

penting namun tidak memerlukan keahlian medis, 
seperti memantau dan mengawasi pelanggaran
prosedur pengendalian infeksi



UPAYA UNTUK MENINGKATKAN 
KAPASITAS KERJA DAN STAFF
• Mendayagunakan semua sumber daya yang 

tersedia untuk mengoptimalkan kapasitas tenaga
kerja, misal dengan mengidentifikasi dan 
mempekerjakan kembali tenaga keperawatan, 
tenaga medis, tenaga kesehatan dan staf yang 
memiliki kualifikasi yang dibutuhkan



Prinsip Tatalaksana COVID-19

Antivirus

• Lopinavir/ritonavir + 

interferon α-2b

• Favipiravir (Avigan)

• Remdesivir

• Kombinasi CQ atau

HCQ plus Azithromycin

• IVIg dosis tinggi

• Convalescent Plasma 

Therapy

Anti inflamasi

• Steroids
• Anti-IL-6 : 

Tocilizumab

Tindakan suportif
komprehensif

• Terapi oksigen dan 

ventilasi mekanik

• Fluid and hemodynamic 

control

• Antikoagulan

• Nutrisi

• Homeostasis internal

• HAIs setelah periode

awal perawatan ICU
27

Anti oksidan

• High dose Vit C
• High dose NAC
• Omega 3 plus 

Glutation



PRINSIP UMUM TATALAKSANA COVID di ICU 
• ISOLASI
• RESUSITASI AWAL
• Kondisi yang mengancam jiwa

• ORGAN SUPPORT
• PERAWATAN PASCA RESUSITASI
• Mencegah komplikasi terkait perawatan
• Terapi yang tidak adekwat (dokumentasi dan monitoring yang

tidak baik)
• KTD (terekstubasi, salah obat, jatuh, dll)
• Malnutrisi
• PTSD (pasca traumatic stress disorders)

• Mencegah HAIs
• VAP, CRBSI (CLABSI, implant catheter), CAUTI



Kurva Pandemi

Ketersediaan sumber daya
(skala terbalik)
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New normal

Normal

• Ruang
• Perawat
• Dokter
• Penunjang

medis lain



Pendekatan Triage ICU

Normal PandemiVS



Dalam situasi normal

Fasilitas
SDM Pasien



Pandemi….

Fasilitas

SDM

Pasien

•↑ Fasilitas (ventilator, 
alat monitor, bed, dll)
•↑ jumlah perawat dan

dokter, tapi tidak
proporsional dari sisi
jumlah dan kompetensi Kualitas ↓ 



Kapasitas normal

Hubungan antara ketersediaan
sumber daya dan kebutuhan

Ketersediaan sumber daya
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Kapasitas normal

Hubungan antara sumber daya
dan kebutuhan

Ketersediaan sumber daya
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Kapasitas normal

Hubungan antara sumber daya
dan kebutuhan

Ketersediaan sumber daya
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Kapasitas dan sumber daya ↑



Kapasitas normal

Hubungan antara sumber daya
dan kebutuhan

Ketersediaan sumber daya
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Kapasitas dan sumber daya ↑
Kapasitas ↑ dan sumber daya tetap



Jadi siapa yang menentukan?



Konflik dalam Pandemi

Utility : suatu upaya yang 
dapat ↑ probabilitas : 

• survival
• kualitas hidup

Resources : suatu upaya yang 
menggunakan sumber daya
lebih sedikit untuk mendapat
hasil paling optimal menjadi
prioritas

Severity : suatu upaya
menjadi prioritas lebih tinggi
bila kondisinya berat
(mortalitas dan morbiditas ↑) 



Bagaimana melakukan TRIASE saat
PANDEMI COVID 19 ?

Normal

Survei PRIMER
• Tentukan kegawatan

yang mengancam
jiwa (A-B-C-D)
• Tentukan skala

prioritas sebelum “all 
out resuscitation”

R. Resusitasi

Survei sekunder
“head to toe examination”

Pandemi

Survei SEKUNDER
• Tentukan suspected 

COVID-19 atau
BUKAN (penapisan)
• Tunda resusitasi s/d 

status pasien jelas
atau resusitasi
dengan APD lengkap

Survei PRIMER
• Tentukan kegawatan

yang mengancam
jiwa (A-B-C-D)
• Lakukan resusitasi

segera saat itu juga













SOFA SCORE



SOFA SCORE and MORTALITY RATE



ORGAN FAILURE and MORTALITY RATE



Survival (30 hari) berdasarkan
skor SOFA dan CFS

Guide B, e.al. Intensive Care Medicine. 2020

VIP 2 study



POSITION STATEMENT

Critical Care for COVID-19 Affected Patients: Position 
Statement of the Indian Society of Critical Care Medicine
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AB S T R AC T
The global pandemic involving severe acute respiratory syndrome–coronavirus-2 (SARS-COV-2) has stretched the limits of science. Ever since it 
emerged from the Wuhan province in China, it has spread across the world and has been fatal to about 4% of the victims. This position statement 
of the Indian Society of Critical Care Medicine represents the collective opinion of the experts chosen by the society.
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IN T R O D U C T I O N 
Coronavirus disease 19 (COVID19), within a span of 3 months of its 
!rst appearance in Wuhan, China, in December 2019, has become 
a pandemic and is a"ecting the global healthcare system in an 
adverse manner. India successfully managed the initial phase of 
the epidemic with proactive public health measures but in spite of 
the best of e"orts we are inching toward stage three of the illness, 
with more than 1,000 cases being positive so far. Per the initial data, 
nearly 3–10% of the patients will require intensive care unit (ICU) 
admission. Given that the disease a"ects the airway and lung, and 
myocarditis at later stage, it would be prudent to prepare for the 
challenges ahead of us, especially when no de!nitive treatment or 
post exposure prophylaxis is available.

Ventilator management and hemodynamic monitoring will 
require signi!cant step-up, while at the same time, measures to 
prevent further transmission and safeguard ourselves will also 
be a major challenge. Sta" education and training are the most 
e"ective modalities to enhance ICU preparedness. This document 
is designed to provide an elaborate insight into the dos and don’ts 
while handling such patients.

Methodology for Development of Position Statement
The extraordinary circumstances which necessitated this position 
statement forced us to adopt a change to the Delphi method. 
The main constraints were time and inability to have a physical 
roundtable meeting. Therefore, a group of three experts was 
identi!ed for each section and the core questions of that section 
were given to them. They exchanged views over e-mail and 
teleconferencing and arrived at a consensus. Their consensus 
statement was then submitted to the main author and the 
corresponding author. Changes were suggested where applicable 
and a !nal version was arrived at.

PR E PA R E D N E S S O F T H E  IN T E N S I V E CA R E UN I T

Response Plan

• Process for rapidly identifying and isolating patients with 
con!rmed or suspected COVID-19 should be in place, which 

© The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://creativecommons.
org/licenses/by-nc/4.0/), which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to 
the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain 
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

1Institute of Critical Care and Anaesthesiology, Medanta Hospital, New 
Delhi, India; Indian Society of Critical Care Medicine; National Board of 
Examination
2,13Department of Pulmonary and Critical Care, Pandit Bhagwat Dayal 
Sharma Post Graduate Institute of Medical Sciences, Rohtak, Haryana, 
India
3Infectious Disease Medicine, Christian Medical College, Vellore, Tamil 
Nadu, India
4Critical Care Medicine, Narayana Hrudyala, Bengaluru, Karnataka, 
India
5Critical Care and Anesthesia, Tata Memorial Center, Mumbai, 
Maharashtra, India; Indian Society of Critical Care Medicine
6Critical Care Department, Reliance Hospital, Navi Mumbai, 
Maharashtra, India; Indian Society of Critical Care Medicine, Mumbai, 
Maharashtra, India; Indian Society of Critical Care Medicine
7CK Birla Hospitals; CMRI Institute of Critical Care; Indian Society of 
Critical Care Medicine; European Society of Intensive Care Medicine
8PSRI Institute of Pulmonary, Critical Care and Sleep Medicine; 
Pulmonary Medicine, Critical Care and Sleep Medicine,All India 
Institute of Medical Sciences, Delhi, India
9Critical Care Medicine, St. John’s Hospital, Bengaluru, Karnataka, 
India
10Department of Anesthesiology, Pandit Bhagwat Dayal Sharma 
Postgraduate Institute of Medical Sciences, Rohtak, Haryana, India
11Batra Hospital, Delhi; Indian Society of Critical Care Medicine
12Critical Care Medicine, Sir Ganga Ram Hospital, Delhi, India; National 
Accreditation Board for Hospitals and Healthcare Providers
14Amrita Institute ofMedical Sciences, Ernakulam, Kerala; Amrita, 
Faridabad, Haryana, India
15All India Institute of Medical Sciences, New Delhi, India
16Clinical Microbiology and Immunology, Sir Ganga Ram Hospital, 
New Delhi, India
17Critical Care Medicine, Medanta Hospital, New Delhi, India; Indian 
Society of Critical Care Medicine
18ICU, Sanjeevan Hospital, Pune, Maharashtra, India; Indian Society of 
Critical Care Medicine
19Department of Critical Care, Virinchi Hospital, Hyderabad, Telangana, 
India; Indian Society of Critical Care Medicine



Staff and Institutional Capacity 

•Workforce alignment 
• Staff illness and quarantine 
• Alternative strategies during shortage of 

staff 



POSITION STATEMENT

Critical Care for COVID-19 Affected Patients: Position 
Statement of the Indian Society of Critical Care Medicine
zĂƟŶ�DĞŚƚĂ1͕��ŚƌƵǀĂ��ŚĂƵĚŚƌǇ2͕�K���ďƌĂŚĂŵ3͕�:ŽƐĞ��ŚĂĐŬŽ4͕�:ŝŐĞĞƐŚƵ��ŝǀĂƟĂ5͕��ŚĂƌĂƚ�:ĂŐŝĂƐŝ6͕��ƌŝŶĚĂŵ�<Ăƌ7͕�
'��<ŚŝůŶĂŶŝ8͕��ŚƵǀĂŶĂ�<ƌŝƐŚŶĂ9͕�WƌĂƐŚĂŶƚ�<ƵŵĂƌ10͕�Z<�DĂŶŝ11͕��<�ZĂŽ12͕�WĂǁĂŶ�<�^ŝŶŐŚ13͕�^ĂŶũĞĞǀ�^ŝŶŐŚ14͕�WĂǀĂŶ�dŝǁĂƌǇ15͕�
�ŚĂŶĚ�tĂƩĂů16͕��ĞĞƉĂŬ�'Žǀŝů17͕�^ƵďŚĂů��ŝǆŝƚ18͕�^ƌŝŶŝǀĂƐ�^ĂŵĂǀĞĚĂŵ19

AB S T R AC T
The global pandemic involving severe acute respiratory syndrome–coronavirus-2 (SARS-COV-2) has stretched the limits of science. Ever since it 
emerged from the Wuhan province in China, it has spread across the world and has been fatal to about 4% of the victims. This position statement 
of the Indian Society of Critical Care Medicine represents the collective opinion of the experts chosen by the society.
Keywords: COVID-19, SARS-COV-2, Viral pneumonia.
Indian Journal of Critical Care Medicine (2020): 10.5005/jp-journals-10071-23395

IN T R O D U C T I O N 
Coronavirus disease 19 (COVID19), within a span of 3 months of its 
!rst appearance in Wuhan, China, in December 2019, has become 
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adverse manner. India successfully managed the initial phase of 
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the best of e"orts we are inching toward stage three of the illness, 
with more than 1,000 cases being positive so far. Per the initial data, 
nearly 3–10% of the patients will require intensive care unit (ICU) 
admission. Given that the disease a"ects the airway and lung, and 
myocarditis at later stage, it would be prudent to prepare for the 
challenges ahead of us, especially when no de!nitive treatment or 
post exposure prophylaxis is available.

Ventilator management and hemodynamic monitoring will 
require signi!cant step-up, while at the same time, measures to 
prevent further transmission and safeguard ourselves will also 
be a major challenge. Sta" education and training are the most 
e"ective modalities to enhance ICU preparedness. This document 
is designed to provide an elaborate insight into the dos and don’ts 
while handling such patients.

Methodology for Development of Position Statement
The extraordinary circumstances which necessitated this position 
statement forced us to adopt a change to the Delphi method. 
The main constraints were time and inability to have a physical 
roundtable meeting. Therefore, a group of three experts was 
identi!ed for each section and the core questions of that section 
were given to them. They exchanged views over e-mail and 
teleconferencing and arrived at a consensus. Their consensus 
statement was then submitted to the main author and the 
corresponding author. Changes were suggested where applicable 
and a !nal version was arrived at.
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Objectives: Coronavirus disease 2019 patients are currently over-
whelming the world’s healthcare systems. This article provides 
practical guidance to front-line physicians forced to make critical 
rationing decisions.
Data Sources: PubMed and Medline search for scientific literature, 
reviews, and guidance documents related to epidemic ICU triage 
including from professional bodies.
Study Selection: Clinical studies, reviews, and guidelines were 
selected and reviewed by all authors and discussed by internet 
conference and email.
Data Extraction: References and data were based on relevance 
and author consensus.
Data Synthesis: We review key challenges of resource-driven triage 
and data from affected ICUs. We recommend that once available re-
sources are maximally extended, triage is justified utilizing a strategy 
that provides the greatest good for the greatest number of patients. 
A triage algorithm based on clinical estimations of the incremental 
survival benefit (saving the most life-years) provided by ICU care 
is proposed. “First come, first served” is used to choose between 

individuals with equal priorities and benefits. The algorithm provides 
practical guidance, is easy to follow, rapidly implementable and flex-
ible. It has four prioritization categories: performance score, ASA 
score, number of organ failures, and predicted survival. Individual 
units can readily adapt the algorithm to meet local requirements for 
the evolving pandemic. Although the algorithm improves consistency 
and provides practical and psychologic support to those performing 
triage, the final decision remains a clinical one. Depending on country 
and operational circumstances, triage decisions may be made by a 
triage team or individual doctors. However, an experienced critical 
care specialist physician should be ultimately responsible for the tri-
age decision. Cautious discharge criteria are proposed acknowledg-
ing the difficulties to facilitate the admission of queuing patients.
Conclusions: Individual institutions may use this guidance to de-
velop prospective protocols that assist the implementation of 
triage decisions to ensure fairness, enhance consistency, and de-
crease provider moral distress. (Crit Care Med 2020; XX:00–00)
Key Words: benefit; first come first served; intensive care unit; 
pandemic; triage

Patients with life-threatening illnesses admitted to ICUs 
have lower mortalities than patients not admitted (1, 
2). Despite international variations in ICU services (3), 

demand for ICU beds frequently exceeds their supply (1, 2). 
Whereas resource-driven triage decisions are uncommon in 
North America, they are more frequent in Europe (2). During 
a pandemic or mass disaster medical resources may become 
desperately inadequate with patients dying because of the lack 
ventilators or ICU beds as is currently occurring in the corona-
virus disease 2019 (COVID-19) pandemic (4). The present rec-
ommendations are based on the joint collaboration of several 
worldwide clinicians who have been involved in ICU triage dur-
ing epidemics and other surge conditions for several decades.

ICU TRIAGE UNDER “NORMAL” CONDITIONS
Once patients meet ICU inclusion criteria, the most commonly 
recommended triage criteria for ICU admission under “normal” 
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SIMPULAN
• Persiapan ICU Pandemi sangat “complicated”
• Belum ada panduan baku di Indonesia terkait

“safety in pandemic”
• Perlu dibuat panduan KARS untuk RS


