
Município da Estância Balneária de Praia Grande
Estado de São Paulo

Gabinete do Prefeito

Em 26 de junho de 2020

OFÍCIO GP N® 415/2020

A Sua Excelência o Senhor

EDNALDO DOS SANTOS PASSOS

Presidente da Câmara Municipal de Praia Grande
PRAIA GRANDE - SP

Senhor Presidente,

Em atenção aos questionamentos feitos por meio do REQUERIMENTO
N® 136/2020, de autoria do nobre vereador ROBERTO ANDRADE E SILVA,

referentes aos testes de detecção do Coronavirus realizados no Município,
ao impacto da pandemia na rede municipal de saúde e aos investimentos no
combate a doença, encaminho anexa cópia da manifestação da área técnica
da Secretaria de Saúde Pública (Sesap), recebida pelo Departamento de
Processo Legislativo deste Gabinete, com os respectivos esclarecimentos,
bem como do Memorando que trata do impacto gerado na rede de saúde
(item 7}.

Quanto ao item 8, a Divisão de Orçamento e Controle de Custos
da Sesap esclareceu que até 18/06/2020 foram empenhados pela pasta
R$ 22.115.503,30, sendo que deste montante já foram processados
R$ 13.394. 503,52.

Sem mais para o momento, aproveito o ensejo para externar os
meus protestos de elevada estima e apreço.

Atenciosamente,

ALBERTO PBI^I^ MOURAO
/l^efeico

APM/ed
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Papel para informação, rubricado como folha n*^. _

n® de /- (a)

SESAP~10.4

Sra. Subsecretária de Atenção à Saúde,

Conforme solicitado em teia pelo Nobre Edil Roberto Andrade e Silva, restituo informando:

1- São realizados exames moleculares - PCR-RT (swab) para todos os pacientes sintomáticos

para Síndrome Gripai, tanto na Atenção Básica quanto no serviço de Urgência e

Emergência, conforme diretrizes do Ministério da Saúde para as coletas. Os exames na

Atenção Básica são agendados através do Call Center, 162, e instruídos e direcionados para

a Unidade de Saúde da Família de referência do paciente. Os exames na Urgência e

Emergência são apenas para pacientes internados e graves. Os pacientes são submetidos

a avaliação clínica e a coleta quando necessário.

2- Laboratório Centro de Genomas.

3- Os resultados são liberados em até 72 horas, pelo laboratório responsável pela análise dos

exames.

4- Todos os exames são recebidos pela equipe técnica do Departamento de Vigilância em

Saúde e analisados, antes da alimentação do sistema.

5- Os exames são digitados conforme semana epidemiológica, data do início dos sintomas e

data da coleta do exame, impedindo assim a duplicidade do exame no mesmo período.

6- Todas as unidades de saúde e demais serviços administrativos vinculados ao

enfrentamento da pandemia, possuem acesso ao resultado dos exames.

7- Para Subsecretária de Planejamento em Saúde.

8- Para Subsecretária de Planejamento em Saúde.

Em 02 de junho de 2020.

Resp. Mio Deto de Vigilância em Saúde.
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MEMORANDO N'=' 017/2020/ SESAP 10.3

Praia Grande, 15 de maio de 2020.

ÀSESAP 10
limo. Sr. Secretário,

Assunto: Pandemia - COVID 19: dímensionamento de leitos e gestão mortuáría.

Mediante respeitosas saudações, em atenção ao tema em epígrafe, tem o presente o

objetivo de avaliar o cenário epidemiológico de expansão da Pandemia por SARS-CoV-2 no

município de Praia Grande nas competências março e abril de 2020 e refletir sobre a necessidade

de ajustar a oferta de leitos de média e alta complexidade para o tratamento da patologia de

importância internacional junto às competências maio e junho/2020, em um esforço conjunto com

os Entes Estadual e Federal, bem como reflexões sobre os indicadores de mortalidade e gestão

mortuária.

O avanço da pandemia nos primeiros 60 dias de acompanhamento no território municipal

manteve-se dentro do intervalo de confiança da estimativa de casos graves e críticos previstos no

modelo de predição apresentado no MEMORANíX) n°. 009/2020-SESAP 10.3, de 13/03/2020.

Plano de Contingência de leitos hospitalares para pandemia COVID - 2019

Complexo Hospitalar Irmã Dulce - predição em competências março e abril/2020

Parâmetro (modelo probabilístico de Du et ai., 2020) . /T;  „ /Ã

Tempo de Duplicação (dias) 6,26 7,31 9,66

Estimativa de casos, próximos 60 dias, a partir do índice 768 295 74

Estimativa de casos graves (14%) 107,5 41,4 10,4

Estimativa de casos críticos (5%) 38,4 14,8 3,7

Fome: MEMORANDO rf. 009/2020/SESAP 10.3

Durante as competências março e abríl/2020, a municipalidade testemunhou 53

internações de casos graves confirmados com a doença (CID: B.34.2) em leitos de média
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N*. 2.592 ÂO 2020

complexidade (somados a mais 34 casos ainda aguardando confirmação com quadro de SRAG/e

14 internações em leitos complementares de UTl II adulto confirmados com a doença (somados a

mais 2 casos aguardando confirmação com evolução para óbito). Este quantitativo manteve-se no

intervalo de confiança do modelo de predição adotado.

Internações de Média e Alta Complexidade: competências marco e abril de 2020
Internações Executadas* Internações preditas

Média Complexidade 53
Média = 41,4

I.C. 95% [10,4-107,51

UTl Tipo 11 14
Média = 14,8

l.C. 95% [3,7-38,41
Fonte: Departamento de Vigilância em Saúde,
♦casos confirmados de SARS-CoV-2.

Para a predição fora adotado prévio estudo publicado no Emerging Infectious Diseases®

pelo Centers for Disease Contrai e Prevention dos autores DU et al.(2020), conforme modelo

probabilístico abaixo:

l-exp f-/' (yj.u
De acordo com o estudo, o tempo de duplicação apresentado pelo modelo foi de 7,31

dias (I.C. 95% [ 6,26-9,66]). Esta taxa foi corroborada pelo StatPearls Publishing LLC® da
National Center for Biotechnology Irformation, US. National Library ofMedicine^ publicada em
08 de março de 2020 (Cascella M, Rajnik M, Cuomo A, et al, 2020). Em atualização, realizada em
06 de abril de 2020, foi ratificada a taxa de duplicação em aproximadamente 7 dias com um número

reprodutivo básico de 2,2 (RO - R nmght) e taxa de letalidade de 2,3% (anexo I).
Segundo as estatísticas oficiais do município, em seu Boletim Epidemiológico de

Coronavirus, de 01 de maio de 2020, a competência abril encerrou-se com 27 pacientes ainda
internados em leitos de média complexidade e 04 pacientes em leitos complementares de UTI Tipo
11 adulto (anexo 1I)> em uma situ^o de utilização da capacidade instalada de média e alta

complexidade total planejada em 11,35% e, na que já se encontra em operação, de 40,25%.
Ao final desta competência mensal, iniciativa inédita no Estado de São Paulo foi

deflagrada pelo comitê de Prefeitos da Baixada Santista durante a 36® reunião extraordinária do
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Rs. ia .do Proc j
N». 2.592 At2020 .

Conselho de Desenvolvimento da Baixada Santista (CONDESB), ocorrida em 22 de abril de 202d,

na Agência Metropolitana da Baixada Santista, onde recursos do Fundo Metropolitano de
Desenvolvimento foram utilizados no financiamento de um estudo epidemiológico sobre o alcance

da infecçâo pelo novo coronavírus nesta região metropolitana (anexo III). Protagonizado pelo
pesquisador Marcos Montani Caseiro, o Estudo EPÍCOBS busca estimar a prevalência de infecção
por SARS-CoV-2 na população da Baixada Santista, através de inquérito sorológico seriado em
amostragem populacional estratificada por sorteio aleatório e coleta Domiciliar. Constituindo-se

em uma pesquisa de base populacional para infecção por SARS-CoV-2 e teve por objetivos: (1)

estimar a prevalência de Anticorpos contra o SARS-CoV-2 na população da Baixada Santista,

distribuída por Sexo, faixa etária e município de moradia, (2) determinar o aumento do número de

infectados ao longo do tempo, (3) obter cálculos mais precisos de letalidade e (4) avaliar o

conhecimento da população sobre as medidas de isolamento social e riscos de transmissão. A tabela

abaixo apresenta os resultados parciais da pesquisa quanto à prevalência de testes positivos na

população, quando aplicado a estimativa de população atualizada pelos dados doTCU 2019.

%da Estimativa do Número de casos

Município População População com número de notificados

teste positivo infectados oficialmente

Bertioga 63.290 0,00 não detectado 7

Cubatâo 129.145 0,00 não detectado 69

Guarujá ,  316.405 1,80 5.695 223

Itanhaém !  98.757 0,00 não detectado 28

Mongaguá 54.610 5,48 2.993 20

Peruíbe 66.201 1,11 735 39

Praia Grande 316.844 0,79 2.503 513

Santos 428.703 1,43 6.130 666

São Vicente 357.929 2,04 7.302 179

Total 1.831.884 1.41 25.830 1.744

Fonte: TCU 2019 (população) e Estudo EPICOBS (% de testes positivos e notificações oficiais).

Ao buscar uma amostragem probabílística significante na Baixada Santista, o Estudo

EPICOBS revelou a existência de uma prevalência de infecçâo por COVlD-19 significativamente

superior aos números oficialmente divulgados pelo Estado de São Paulo e Brasil, sinalizando o

impacto epidemiológico do subdimensionamento da oferta de exames diagnósticos no cenário

nacional, bem como mundial (mesmo grandes potências hegemônicas mundiais sofrem com o

escassez do suporte diagnóstico).
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A publicação do Boletim Epidemiológico Especial do Ministério da Saúde» COB^

COVID19 n® 14, referente à semana epidemiológica de 18 a 26 de abril de 2020 (anexo IV) e

contemporânea a esta Êise da pesquisa supracitada, reporta uma prevalência da doença no cenário

nacional e internacional inferior à prevalência encontrada no estudo, conforme pode ser verificado

na tabela abaixo:

do Proc

N*. 2,592

Entes Federativos População
confirmados pela

doença

prevalência
(/lOO.OOO habitantes)

Estados Unidos 331.915.000 960.896 290

Espanha 46.711.000 223.759 479

Itália 60.250.000 195.351 324

França 67.443.000 161.488 239

Alemanha 82.678.000 156.727 190

Reino Unido 67.224.000 148.377 221

Turquia 84.339.000 107.773 128

Irã 83.993.000 90.481 108

China 1.401.379.000 82.827 6

Rússia 144222.000 80.949 56

Brasil 212.559.000 61.888 29

São Paulo 45.919.049 20.715 45

Praia Grande-SP 325.073 469 144
Fonte: TCU 2019, Boletim Epidemiológico C0E-C0VID19 n® 14 e Boletim coronavfrus PG de 01/05/2020.

Segundo o estudo, a prevalência de COVID-19 na Baixada Santista seria de

1.410/100.000 habitantes. Em Praia Grande, teríamos 790/100.000 habitantes, ou seja, uma

prevalência 5 (cinco) vezes maior que a dos números oficiais. Este subdimensionamento da

prevalência é ainda, provavelmente, muito superior no Estado de São Paulo e Brasil, posto que

estes Entes Federativos tenham ofertado um número menor de exames diagnósticos a sua

população, com respectiva prevalência oficial de 45 e 29 para cada 100.000 habitantes, quando

comparado com o município de Praia Grande.

A prevalência de infectados» posto o percentual de sintomáticos com condições graves e

críticas, impacta de forma decisiva no dimensionamento de serviços.

Há diferença de informações sobre morbidade hospitalar entre os dados da literatura e o

acompanhamento de casos graves e críticos por organismos internacionais, os quais disponibilizam
a evolução da Pandemia no Mundo em tempo real. Esta diferença pode potencialmente sinalizar

uma redução da qualidade nas evidências científicas das revistas de maior prestígio, o que
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efetivamente tem ocorrido. Um exemplo é a recente publicação, na respeitada revista New Engh

Joumal of Mediciney dos autores Geleris et. al (2020), que apresentam um estudo observacional

não randomizado com desfechos de evolução desfavorável para intubação ou óbito onde o grupo

controle inequivocamente tinha menor gravidade do que o grupo tratamento distorcendo

potencialmente os resultados com viés de seleção. Este tipo de desenho, com menor força de

evidência científica, dificilmente seria publicado em uma revista deste impacto em tempos

ordinários. Em contraposição, a diferença poderia ser explicada também por imprecisão nos dados

de morbidade das agências internacionais em decorrência de subnotificação de internações ou

restrição de diagnóstico e acesso ao setor hospitalar por superação da capacidade instalada dos

serviços, mesmo em países desenvolvidos (o que é muito provável posta as dezenas de reportagens

na imprensa mundial reportando a situação, como em anexo V).

Segundo os dados da literatura, a Pandemia por COVID-19 acarretaria um total de 14% de

casos graves e 5% de casos críticos, ou seja 19% de atendimento especializado em ambiente

hospitalar, entre os infectados com doença ativa (Castella et al., 2020), valor muito superior aos

2% de morbidade de graves e críticos das bases de dados internacionais para o mundo. A tabela

abaixo apresenta o cálculo de evolução clínica para grave ou crítica dos Entes supracitados a partir

da base de dados do woHdometers (anexo VI).

FIs ̂  ÓOPtOtt

N*. 2.59

Entes Federativos Evolução para grave/crítico Prevalência (/100.000)
Freq. absoluto Freq. Relativa

Estados Unidos 16.240 1,54% 441

Espanha 1.376 2,37% 586

Itália 855 1,12% 52

França 2.299 2,50% 368

Alemanha 1.329 8,66% 208

Reino Unido 1.559 indisponível 343

Turquia 963 2,62% 171

Irã 2.727 15,24% 139

China 11 12,09% 6

Rússia 2.300 2,07% 180

Brasil 8.318 13,44% 96

Fonte: https://www.worl(ometers.info/coronavirus/ [acesso em 15 mai 2020]

Enquanto grandes potências como EUA, Espanha, Itália e França tiveram um número de

graves/críticos entre 1,5% a 2,5%, a Alemanha c China tiveram entre 8,6% a 12,09%. Com uma
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razão de mortalidade específica de apenas 7 óbitos/100.000 habitantes, merece destaque a

Alemanha, entre os países desenvolvidos, que apresentou menor diferença percentual da literatura

médica de evolução para grave/crítico (aproximadamente 8,6%), podendo significar menor

restrição de acesso ou internação de casos menos graves que a média dos demais países

desenvolvidos.

A correta estimativa de número de casos graves e críticos constitui-se elemento fundamental

para a tomada de decisão de políticas públicas, sendo as aparentes contradições das informações

oficiais em todo o Mundo um grave fator potencial de distorções em investimentos e alocação de

serviços de saúde, sendo qualquer estimativa sujeita a grande oscilação a depender dos parâmetros

arbitrados de predição.

A tabela abaixo apresenta a estimativa de casos graves e críticos em Praia Grande, entre as

semanas epidemiológicas 20 (10/05/2020) a 40 (27/09/2020), caso arbitre-se como parâmetro de

evolução para grave/crítico de 2% em variações do número reprodutivo básico do SARS-Cov-2,

conforme adesão populacional às medidas de distanciamento social.

N\ 2.59

Casos Graves e Críticos por Semana epidemíológica

1.900

1.500

1.300

1.100

■R0 = l,34

•Ro=l,47

•Ro=1.59

'Ro=l,96

•Ro = 2,24

'Ro=2,5S

W O
20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40

Fonte: Subsecretária de Planejamento em Saúde - SESAP 10.3

Os parâmetros supracitados estimam um cume de incidência de internações de graves e

críticos de aproximadamente 576 entre as semanas epidemiológicas 26 a 28 se adotado um Rt =
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1,59 ou de aproximadamente 993 entre as semanas epidemiológicas 23 a 25 se adotado unt Rt =

1,96.

Buscando estruturar o número de leitos no pais, o Ministério da Saúde, através de seu

Sistema de Gerenciamento da Tabela de Procedimentos, Medicamentos e OPM do SUS (tabela

SIGTAP), estabeleceu os códigos de procedimentos pertinentes ao atendimento de média e alta

complexidade hospitalar através dos códigos SIGTAP n° 03.03.01.022-3 - TRATAMENTO DE

INFECÇÂO PELO CORONAVIRUS - COVID 19 e 08.02.01.029-6 - DIÁRIA DE UTI II -

ADULTO COVID19 (anexo Vil), além de códigos específicos da pediatria, estabelecendo uma

hotelaria de média complexidade de 5 (cinco) dias.

Necessário destacar que a estimativa acima é uma conseqüência dos parâmetros arbitrados,

os quais podem variar conforme a fonte utilizada. Cita-se, como exemplo, o número reprodutivo

básico, sujeito a oscilações conforme a severidade das medidas públicas de contenção e adoçao de

distanciamento social, cujo valor pode variar entre 1,47 [I.C.95%: 1,34 - 1,59], como no

repercutido e recente estudo sobre a Pandemia por SARS-CoV-2 no Brasil executado pelo Imperial

CoUege C0VID-I9 Response Team (2020) referente ao número reprodutivo básico para o Estado

de São Paulo, em anexo VIII (grifo nosso em amarelo), até o já citado trabalho do National Center

for Biotechnology Informaüon, (Cascella M, Rajnik M, Cuomo A, et al, 2020) em 2,24 [LC.95%:

1,96 - 2,55], ou até eventualmente estimativas ainda maiores também defendidas na literatura. A

tabela abaixo dimensiona a necessidade de leitos conforme a oscilação do número reprodutivo

básico (Ro) supracitado.

Parâmetro

N" estimado de

internações
(60 dias]

Média de

Permanência

(dias)

I C '95%- Complexidade 1.902 [1.028; 2.848]
222 [120

[1,34; 1,59]

2,24

I.C.95%:

[1,96; 2,55]

Média Complexidade
UTI

; 329]

4.530 [4.341; 4.542)

503 [484; 505]

Leitos estimados

(60 dias)

159 [86; 237]
52 [28; 77]

378 [362; 379]

117 [113; 118]

Fonte: Subsecretária de Planejamento em Saúde - SESAP 10.3

Ao se adotar o número reprodutivo básico sugerido pelo Imperial College COVID-I9

Response Team (2020) para o cenário provável de São Paulo, o município de Praia Grande
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precisaria proporcionar a sua população um cenário de média complexidade de aproximadameme

159 [86; 237] leitos e de cuidados críticos de aproximadamente 52 [28; 77] leitos de UTI durante

o período entre maio e junho/2020. O município, precocemente aprovou junto ao Cadastro

Nacional dos Estabelecimentos de Saúde e à Comissão Intergestores Regional (CIR/DRS FV) as

gestões interfederativas necessárias, para a aprovação de 233 leitos de média complexidade e 56

leitos de UTI, conforme aprovados na Deliberação CIB/SP n®. 29, de 24/04/2020 (N®. 80 - DOE ~

25/04/20 - seção 1 - p. 15) em anexo IX. Tal dimensionamento, buscou garantir uma capacidade

instalada correspondente as estimativas de intervalo superior de necessidades segundo o número

reprodutivo básico (Ro) sugerido pelo Imperial College COVID-19 Response Team (anexo VIIl).

O dimensionamento ̂ ma demonstra de forma incisiva o quanto a fidedignidade dos

dados de incidência e de prevalência constituí-se peça fundamental para a tomada de decisão,

seja do quantitativo de leitos, seja de medidas de controle do distanciamento social e

quarentenas. Estes dados também são fundamentais na predição do número de óbitos,

particularmente no manejo de gestões mortuárias Junto ao Plano de Contingência municipal.

A tabela abaixo apresenta a projeção estimada de óbitos acumulados entre as semanas

epidemiológicas de 20 a 40, bem como a letalidade e razão de mortalidade específica por SARS-

CoV-2, segundo a variação do número reprodutivo básica sugerido pelo Imperial College COVID-

19 Response Team (2020) para o Estado de São Paulo e os parâmetros do National Center for

Biotechnology Information^ (Cascella M, Rajnilc M, Cuomo A, et al, 2020).

Ro

(Número Reprodotivo Básico)

N® estimado de óbitos

(semanas epidemiolósicas 20 a 40)

Letalidade

(%)

RME

(/lOO.OOO)
1,47

I.C.95%: 11,34:1,591
158 [134; 1,73] 4,26 [4,17; 4,46] 49 [41; 53]

2,24

I.C.95%: [1,96; 2,551
200 [196; 200] 3,96 [3,89; 4,02] 60 [60; 61]

Fonte: Subsecretária de Planejamento em Saúde - SESAP 10.3

Considerando que o município de Praia Grande, em sua série histórica, assista em média

a 200 óbitos por mês, a Pandemia acarretaria um aumento absoluto de óbitos equivalente a 1 (um)

mês de atividade mortuária, variando entre 158 a 200 óbitos durante a vigência da Pandemia, a

depender da adesão da população às medidas de distanciamento social.
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óbitos por semana epidemiológica

dopfoc

N*. 2.592 AO 2020

21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40

'Ro = l,34

•Ro = M7

•Ro«l,59

•Ro = l,96

Fonte: Subsecretária de Planejamento em Saúde - SESAP 10.3

O gráfico acima apresenta a quantidade de óbitos por semana a depender do número

reprodutivo básico. Em um cenário de boa adesão ao distanciamento social, o município assistiria

a um achatam^to da curva, com um ápice de aproximadamente 15 óbitos por semana entre as

semanas 27 a 29 (Ro = 1,47). Já em um cenário de abandono das medidas de distanciamento social,

seria vivenciado uma intensa aceleração no número de óbitos por semana, atingindo-se picos entre

39 a 52 óbitos por semana respectivamente nas semanas 24 e 23, considerando números

reprodutivos de 1,96 e 2,24.

Óbitos acumulados
Semanas epidemloióglcas 20 a 40

m iyH7TmJM?nt73173

5«SÕr5SHaHflBB158S 160

Ü 150
1 140
i 130
S 120

S 110

Ro = 1,34

Ro = 1,47

Ro = 1,59
a 100

Ro = l,96

20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40

Fonte: Subsecretária de Planejamento em Saúde - SESAP 10.3
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O grafico acima apresenta as curvas de óbitos acumulados para os números reprodutivos

selecionados.

Outro importante aspecto a se destacar é o efeito da capacidade díapóstica sobre os

indicadores de mortalidade. A capacidade de diagnosticar óbitos por C0VID19, entre os países,

impacta nos valores oficiais de razão de mortalidade específica (n®. óbitos por

COVID19/popuIaçao) e letalidade (n®. óbitos por COVID19/infectados por COVID19 na

população) do agente etiológico da Pandemia.

Se a razão de mortalidade específica por C0VIDI9 pode ser subdimensionada pela

capacidade de corretamente identificar os óbitos pela doença, fato é que óbitos são mais

dificilmente subnotifícados do que doentes. Desta maneira, de forma muito mais marcante é afetada

a Letalidade, posto que tanto o numerador (óbitos), quanto o denominador (infectados), são

influenciados pela capacidade diagnóstica dos países, acarretando um potencial

hiperdimensionamento da letalidade. A tabela abaixo apresenta a razão de mortalidade específica

e letalidade da doença a partir das informações oficiais.

Entes Federativos

Estados Unidos

Espanha

Itália
França

Alemanha

Reino Unido

Turquia
Irã

China
Rússia
Brasil

São Paulo

Praia Grande-SP

Óbitos

54.265

22.902

26.384

22.614

5.880

20.319

2.706

5.710

4.632

747

4.205

1.700

31

Razão de Mortalidade

Especifica por COVID 19
(/lOQ.OOO)

16
49

Letalidade

(%)

5,6%

10,2%

13,5%

14,0%

3,8%

13,7%

2,5%

6,3%

5,6%

0,9%

6,8%

8,2%

6,6%
Fome: TCU 2019 e Boletim Epidemíológico C0E-C0VID19 n® 14.

O hiperdimensionamento da letalidade pode ser facilmente percebido ao se substituir o

número de notificações oficiais pela prevalência encontrada de doentes na população de Praia

Grande, a partir do resultado da pesquisa EPICOBS, reduzindo-se a letalidade da doença de 6,6%
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para apenas 1,2%, quando considerados os números oficiais de óbito, ou seja, uma letalidaoé
parecida com a de outros agentes virais causadores de síndromes respiratórias agudas graves.

Frente a realidade analisada para as competências maio e junho, faz-se necessário que o

município operacionalize em definitivo os hospitais de campanha planejados e busque

complementar o número de leitos - com a mobilização da capacidade instalada disponível da Saúde

Suplementar e dos demais Entes Federativos Estadual e Federal - durante o pico da curva de

incidência de casos graves e críticos. Da mesma forma, cautelas semelhantes deverão ser adotadas

em relação a gestão mortuária.

Acreditando ter ofertado elementos de fundamentação técnicas às próximas etapas a

serem enfrentadas, reitero saudações e me prontifico a prestar informações complementares.

Atenciosamente,

Rodi

Resp. Subsecrej
Gomes

ía^ Planejamento em Saúde

(RFG)
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Introduction

According to thc Wortd Hcalth Oiganization (WHO), viol ̂ scaMS conrinac to anaso and íq»escHt a seriou» tesue » public hcalth. In thc tost
twentyytais,scvenilvOTlepidenJics$uch os the$evereacuiempiratoryQmdnHneo»Dnavina(SARS-CoV)in 2002» 2003, and HlNl inflaena
ia 2009, havc boca lecoTdcd. Moat reccaily, Ú» Mlddlo East rcípinitoiy syndxoonc ooronavina (MERSCoV) was fim idemified In Saudi Aiabia ia
2012.

In a tiroclinc tíiat reacbes «he piesent day, «n epidemic of cases wM> unexplained low mqnnuMy infections dotected in Wuba^ tf» laigeitmetropolitm area ia ChàB's Hubd iBwdnce, was fim iqKfftcd to Üie WHO Counay Office in Caiina, oa Deceadjer 31.2019. P«d)lishcd lileratare
caa trace tbc begianíng of synqtóMjalic iadividials bac* to fl»e b^faning of Deceraber MI9. As thQí we« ffliable to idcmiflr «be cansMivc agem.
thry fi rst irv* rh»««fifd «« "pnmmonlffl of ankaawa etialoav.' lhe Oiiaese Coaer fbr Diicase Contrai and Prevcniion (CDQ tad local
CDCs oipnized an intenslvc onttoeak iavestígatíon progiam. The ctiology of ttaU illness it now attnTniíed to a novel viins belongfag to «he
cotonavinis (COV) &nüly.

Oa Febnuuy 11,2020, thc WHO Director-Oeaenl, Dr. Tedros Adhajiom Qfacbreyesas, announeed thal lhe disease caased by ih» new CoV was a
•C0V1D.19," which is lhe acnmym or"coionavinis disease 2019". In lhe past tweaty yeais, two Edditional coronavin» epidenaics havo
occoned. SARS-CoV piavoked a tergo-scale qridemio begisning in China and involvíng two dozen coonlrici wMi ̂j^xiaaattiy 8000 cases and
800 deaihs. and thc MERS-CoV that began in Sandi Atabia aad has approxiauttciy 2,500 cases and 800 deaths and still canses as ̂oadic cases.

Ihis new vinis sccnatobc very contagioui aadhasqukkly qnetd globally. Inanaectingon Jannajy 30,2020, per lhe lannBtional Heallh
Regulations (IHR, 2005), the outbreak was declared hy flw WHO o Public Heallh Emeçeacy of Intenalional Cwjccni (PHEIC) as it hid spread to
18 rmmtrifT wyittjttg humanrfrvJwmun trwurmtMiM An «<Mitinr«i oeeurred OB Februarv 26.2020. as thc first case
of die disesse, not impoitsd firom China, wu teeorded in the Unitad States.

Initially, the new vins was called 2019-nCoV. Subsoquently. the task of expem of lhe Intemational Committee onlhxonomy of Virusea
(rCTV) termed ii the SARS-CoV>2 viius as it is veiy similar to the one that eaused lhe SAltS outbrealc (SARS-CoVs).

The CoVs have beoome the asjor pafisogctts ofemerging respiianMy disease ombreaks. They ate a laipe ftmily of single-atrandcd RNA viiuses
(•tasRNA) diat can be isolatol in different animal ̂eeiet.[ll For reatinis yet to be explaíned, ibese vímses can cioss ̂lecies baiiiea and can cause,
in hnnwim, HlnesB tanging frwn the common cold to mon severe diseases such as MERS and S ARS. Imerestingly, thm lalter vinises have
probably originated fiom bets asdthco moving Imo other mammaliaa bosta—lhe Himal^an pahn eivei for SARS-CoV, aod the drooedaiy camel
for MERS^oV—befim junqiing to bmnsns. The dyniniics of SARSCov-2 are cnrrenily unknown, bnt ihere is speculation lhai it abo bas an
animal orígin.

The pottntial for these vinues to grow to become a pandemíc woridwide seens lo be a serious public heallh risk. Conceming COVlD-19, the WHO
raised lhe thieai to tbe CoV epidemic to thc "veiy faigh" levei. <m Febmaiy 28,2020. Probably, the efiTecta of the epidemic eaused by tiie new CoV
has yet h> emerge 83 the sintadon B qnickly evolvittg. Oa Maitb 11, as ti» number of COVlD-19 cases onttide CUna bas heivased 13 times and
tbe oumbcr ofcountries invtdved has iripled wüb more than 118,000 cases in 114 coontries and over 4,000 deaths, WHO declared lhe C0V1D-I9 a
pandmic.

Wodd govenusents are at woifc to esoblish coantermeasures to stem possible dcvastatíng cffects. Heallh «gantrations coordõme infimution
flows and issues directives and i^dehnes to best mitigite lhe impact ofthe threaL At the same time, identists around âte woild work tirelessty, and
infonnatitm aboui the tiaosmisifon mechaniams, the clinicai spccttum of disease, new diagnostica, and prevcntion and lhenpeutic suategíes are
repldly deveioping. Mai^ unontainties remaln with regand to boih the vlrus-bost inteiaction and the evohition ofúie epidemic, whh tpecific
refiaence to lhe limes wben the epidemic will leach iis peak.

At lhe momcnt, the tbenpentic strategies to deal whh lhe tnfectkm are only supponWe, and prevemion airaed at leducing trensmisskm in fite
communlty is our best weapon. Aggiessivo isolalton measuics in China have led to a pregressive reduction of cases tn the last ibw dsys. In Italy, in
geogtaphtc regiont of the nofd), iwtially, and snbseqoentiy ãnonghout the península, piditkal and heallh aathormes are making incndibte efibits to
amtain a ahock WBve that is severely tesling the beahh syslem.

In the nüdst of the crisis, the authois have ehosen to use the "Stitpesris" plalfinm beeausa, wilhin dw PubMed icenario, it repiesents a unique lool
that roay allow thom to msko updates in real-lime. Ths aim, therefiMC, is to colloct infomation and soientific evidence and to piovide an ovovicw
of thc topic that will be continnously iqidatsd.

CoVs are positive-stianded RNA viroses witfa 8 ciown-like appearance under an etec&oa mieroseope (eorenam is the Latin term fi» CTOwn) doe to
the presence of qrike glyccq»oleiss on the cnvelt^ The subfinnily OrduKonmavirtaaeofUi» Cmvnavbidae faaáiy iBíáaNfdovinlts)títasá5ia
imo fbur genere of CoVs: Alpbaconmsvina (alphaCoV), Bctaooronaviros (benCoV), DeliacaronaviTus (ddtaCoV). and Gsmmaconmavinis
(gammaCoV). FUithennoic, lhe beoCoV gemu divides Into five sub-genera or üneages.[2} Genomic characteiizatkm bas abown dtat pndtably bats
and lodents are lhe gene toutoes of alphaCo Vs and betaCoVs. Co the conteaiy, avian qwdes soem to repicscni ibc gene soarees of deltaCoVs and
gammaCoVs.

Members of thia laige fàmily of viroses can cause reqrimtoiy, entetie, bepatie, aod neorological diseases ia (Ufferent animal species, including
camels, cattle, cais, and bats. Tb date, seven human CoVs (HCoVs) —- c^jíable of is&ctnig jnimam have beea tdmtified. Some ofHCoVs were
ideatified in lhe inJd-t9d0s, while oibers were only detecmd in the new nfiüeanium.

Iagene(al,csiimotessuggcstâm2HofthopopuIasionerebeaIihyeairietsofaCoVandihaiiheKViiute8areicspoiisibIelbraboutd%to 10% of
acute respiiatoiy in&ctions.[3}

• Cmnmon buman CoVs; HCoVOC43, and HCoV-HKUl (betaCoVs of lhe A llneage); HCoV-229E, and HCoV-NL63 (a^haCoVs). They can
cause common colds and telf4imiting iqípcr respiatoiy infections in ímmunocompelent individuais. In inunanocompromisol subjects and
the elderiy. lower ic^iiatory tract infections can occur.

• Other hirman CoVs: SARS-CoV, SARS^oV-2, and MERS-CoV (betaCoVa of the B g»»*! C line^e, resptctively). Tbess epidemiss
whfa variable clinicai seveiiiy fimuiiog respíiatoiy and cxBB-respIzatoiy msniícstatioas. Conceming SARS^ToV, MERS-CoV, thc moitality
rates are up to 10% and 35%. leqrectivcly.

Thus, SARS-CoV»2 belongs to ths bctaCoVs calegory. It Im mnmtcTfitlíprie anH nftw» nml II Himwjitwaf apjCTrumwtnly
nm. Like other CoVs, h is sensitive m nhnviotet rays and hem. Fimhermore, these viroses can be effectivaiy inactívamd by lipid Bolvants
ittclndu^ ether (75%), elhanol, chloiino-conlaining dismfbctant, peioxyaoetic acid and eUorofbnn except fbr

In genetic tems, Chan et al. have proven that thc genome of the new HCoV, isolaled fiom a chister-patient whfa atypieal pneumonia afier vísiting
Wuhan, had 89% nuoleotide ideatity whh bit SARS-li](fi-CoVSCC21 iind82%wid) that of human SARS-CoV[4]. Forthisroason, tftonew vinB
was called SARS-CoV-2. lis sisgle^tranded RNA genome contmu 29891 nodeotides,cacodingfbf 9860 amino acids. Ahhoogh hs orísins arenot
entirely underttood, these genomic anaiytes soggest thal SARS-CoV-2 probably cvolved finm a strain fonod in bats. The potential amplifying
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nunmulian host, intermedíste between bst» and human*, u, howwer, not Icnown. Since the muiation in the origina] sOain could have directiy
liíggcied viiulencc towards hmiuma, h is Doi ceitaia diat thà istennediaiy exista.

IVansmistloB

Bscasse dw fint cases of the CoVID-I9 disease vien linked to direct expoaire to lhe Htianan Seafood Wholesalc Maricet of Wuhim. die oniinal<4o>

human transmission was presumed as iho tnain mecbanitm. Nevettheless, subsequcnt cases were not associated with ihis eiqiosuiD mccbasisní.
Thetefore. it was conchided that the vinis could eiso be tnnsmt&ed firom Innsan-to-human. and lynptmnatic people aie the most ficqutnt souice of
C0Vn>-19 epread. Tlic possibUhy ofuansaissios befoie lyxsptoaas devefaç secos 10 be infioqucot, althoa^itcaonot bc eadoded. Moieovo;
tfaete OK suggcssions that individuais wfao retnalo asymjnomatic could bansmit lhe vims. This dato saggests diat the use of isolation is tfae best wqr
to contain tiiis epidurmic.

As with clher respitatcny paüwgcas, includisg ilu and ifaisoviius, the tiaasmlssion is belleved to occur throu^ rcspiretoiy droplcis fram coughing
and sneezing. Aenso! tmismission is abo possibte in case of piotracted exposuie to elevaied aerocoi oottccntaiions in closed ̂ nccs. Anatysis of
data related to the spicad of SARS-CoV-2 in China seems to fauheate tfaat dose contam between indtvidunls is necctsaiy. The spiead, in &ct is
primarily liiniied to femily rnemben, hrallhrare proftsstonals, and otfaer ctosc coniaets.

Based on data &om the first cases in Wuhan and investigations cooducted by the China CDC and local CDCs, die incubadon time
could be generally widiin 3 to 7 d^rs and 19 to 2 weeks as the longas time fiom in&ction to symptoms was 12^ dq« (95% Cl. 9J to 18). [5] Thb
data alco showed that this novel qsideinic doubled aboul evoy seyca days, witeieat the baste tepiodnctíon mmber (RO - R naxtght) » 2J2. In other
words. on avenge, eacfa patient ttmsstib the infection to an addhioaa] 2^ individuais. Of note, cstimations of the RO of the SARSCoV qtidcmic
in 2002-2003 were ai^roxhnately 3.f6]

It nmst be emphasízed tbat this infoirnation is the result of the fint reportt. Tfaus, finther stodies a» needed to understand the mechantsms of
tnnsmistion. the inndiatlon times and the clinicai coune, and the dumiioa of infectivity.

Epidamiolofly

Data provided by the WHO Health EmetBoncy Dashboaid (Mareh 14,06.00 am CET) r^txt 142.320 confiimed cases woildwide since lhe
begtnning of the epidemic. 5.388 (3.78%) cases have been fhtal.

In china, 81.021 (57%) cases confirmed clinicaUy and in tte bboretory, and 3.173 deaihs are repoited. In addition to China, theie ate 61.299
coafinned cases in 129 odier countries. The coostdes wid) most casca are Baiy (17.660) and lha Islamic Eepablic ofhan (11.364). The
cpidcmiological seenario, therefore. has dnstkally dunged, as on Mareh 3 about 92% (79.968) of dw conftimed cases were lecorded in Chma,
where almost ali the deaths were olso lecotded (2,873,96.5%). Of noto, the "confirmed* cases icpoited between Febníaiy 13,2020, and Febníaiy
19,2020, inchidc both lebozatoiy^osfiimed ami ctinically diagnotcdpatients fiom the Hubci province.

The mott up-to-date souiGC fi>r the epidtmiology of dás emeisiag pssdemie can be tound at the ibtlowing sQuicci:

• The WHO Novel Coronavinis(COVID-l9)SituaiionBoanl

• The Johns Hc^dcins Conter for Systen» Sciencc and Enginecimg she for Coronavircs Global Cases COVID-19, which uses opcnly publie
sourees to track lhe spread of the epidemic.

Pathophysiotofly

CoVs are cnveloped, posidve-strended RNA vinises widi nneteocapsid. For addicssing pathQgetietic of SARS-CoV.2, its viral
structure. and genotne must be consideretians. In CoVa, the genemic structine b oiganized io a -fosRNA of ̂q>rc»mate)y TOkb in length—the
laigest known RNA vinises—and with a 5'-cq) stiucture and 3'-|iciy-A tail. Starting fiom the virei RNA, tbe symhesis ofpolyprotsin la/Iab
(ppla/f^lab) mthehostisrealízed.Tbeliaascrípiifmwoi](Sdm)ughtbereplicatioi>-tiantcriptioocomplex(RCT)oiganizedmdouUe-eaembtBne
vesicles and via the synlhetis of subgemHnie RN Aa (sgRNAs) leqsences. Of note, transcriptíon teiminatioo occuts at tiansciqRion legulatoiy
sequenees, located between the so-ealled ̂ sen reading fiaincs (ORFs) that woric as tomplates for tbe producdon of subgenonnc mRNAs. In dte
otypical CoV genoms. at least six ORFs can be present Among these, a iiameshift between ORFla and ORFIb guides the pnoducdon of both i^l a
and tqilab polypeptides that are iHocessed by viialiy encoded cfaynoaypsin-tike (HOtease (3CLpR>) wmain {SDieaseQtifimi], as well asoaeortwo
papain-iikeprateasesibrpiachicing 16 non-stinetuialpn>teins(nsps).Apart fiom ORFla and ORFlb,otber ORFs eneode for sttuctutalpmteias,
inclmfing ̂ Tce, mcmbrenc, envelope, and aucleocaçsid piDtcins.{l] and acoessQiy piotcic chains. Diffortnt CoVs picsem qiociai strectural and
occessoiy proteins transiated by dedicated sgRNAs.

Patbo(^ialogy and vinilence mechiaiisint of CoVs, and therefore also of SARS-CoV-2 luvt linla to tbe fonstion ofthe ntps and structural
proteins. For insianee,resaiicbundedin6d that nspisahle to block the hostinnateiinn}imeie3poasc.[7] Among fonctioQsofstnictual proteins, the
envelope has a enicial role tn virus pathogeidcity as it promotes vital assembty and relesse. Howevtr, many of these features (e.g., those of 2,
and 11) have not yet been deseribecL

Among the structural elements of COVs, Ibere are the spike giycopratems conqwsedof iwo Subunits (SI and S2). Homotnmere of S
proteins compose tfac ̂ kes on tbe voai sutfoee, guiding the link to bost RGep»is.[8] Of note, In SARS-CoV-2, the S2 subumt—containiiiga
fusionpeptide, atransmerobtanedmnalB.endcytoplasmicdomain — is hightyconservaLThus.it could be a taiget for antivínl(anti-S2)
oonqKiuadt. On tfac comrBiy, dre qiike receptor^tintfo^ domam preseals only a 40% andno add idsnti^ with other SARS-CoVs. Otheritnteani
elements on which researeh must necessaiily focns are lhe 0RF3b thii has 1» homology with thst of SARS-CoVa and a iccreted prorein (cnooded
by ORF8), which is AructunUy diífoent fiom those of SARS^foV.

In miernationnl gene bania aucb as GenBask, leseaicben have pubUslied several S8isO>V-2 gene sequenees. This gene mappíng b of fimdamemal
importancc allowing researeheis to trace the phylqgeaetic iiee of die virus and, above ali, tbe Tooogniiion of strains that (fifftr acending to the
mutatkms. According to lecem teseareb, a spike motation, whtdi prob^ly occuncd m late November 2019, triggeredjnmping to humana. In

paitícttlar, Angcloti ct oL compaied the San-Cov-2 gene soqnense with diat ofSais-CoV. They analyzed the tnnsmcmbiane belical segmenb in the
ORFIah encoded 2 (nsp2) ond ttsp3 and finmd that posltion 723 presenb a serine insttad of a ̂yciae residne, while tbe posidon 1010 b occnpied
by proline instead of isoleucine.{9] Tba oatttr of viral mutaiioos is io^ for eaplaining potendal dbcase telapscs.

Researeb wfl]beiiecdedtodetennineihetlrucun«lrian>rtftisiícsofSARS-COV-2thatundeTÜethepatlK>gencticmedanbiai. Coopartdto
SARS, for cxamplc, initíal clinicai data show less extra reqrinuoiy involvement, althoogh due to the lack ofextensivo data. h is not possible 10 diaw
definitive clinicai informirion.

The pathogenic mechaniim that produces pneumonia saems to be paiticalaily complex. Clinicai and pieclíaical tesoaich wiU have 10 expiam many
asceta that onderiie tbe particular clinkal prcsauatkoa of the dbease. The data 10 for availablo scem to indicale thst lhe vinl infoctian b capablc
ofprDdttcinganexcessive immtmereactionmthehost Insomeea3es,areactiontakesp)acewfaicha$awboleblabdeda'cytokiaestonD'.The
effect b exteasive tbsue damage. The (xoisgonist ofthb stoim b inteileukin 6 (lL-6). IL-6 b produced by «divated teukocytes and acta on a laige
nmnber of celb and tissues. It b ahie 10 promote d» difi&ientiation of B iynqibocyies, prenaotca ihe growih of tome catcgories of ceOs, and ínhibits
the growd) ofmfaen. It also stimuhdes the produciion of scuts phate proteins and plays an impoitant role in ihermoregnlalion, in bone mainttnaace
and ia lhe functitmali^ of the cemni nervoos syitem. Ahhoqgb the main role played by IL-6 b pro-inflaaimatoiy, it can abo have anti-
inflaminatory efiecls. In turn, IL-6 inoitases durüig uflammatory dbeasei, infoctions, amtmnmuae tfisoidets. cardiovastular dbenses and smae
types of câncer. Itb also implfcatedinlo the pathogeaesbofÜtccyttddnertleascsyBdrotaBfCRS) that banacutesystennciaflamnaJnTyiyndrome
characteriaed by fover and muhiple oigan dyafimcdoa

Histopatholofly

Han et bL[ 10] and otbers reported hbtopathological data obained on d» htqgs oftwo patiems wfao underwem lung lobectomia for
adcaocareinoma and letrospcctivelyfinind to have had the inftctionaidtc time ofsmgeiy.ApaTt fiom the tumcns. tbe hagsof both bccidentar



case» showed e«lema and important pioteimceous exndates as laige prman giobules. Tbe aulbon aJso repoited vascular congestion combtned wilh
mflanmistory clustcrs of Gbrinoid material and muliúmcleaied ipant cells aad hypetplasta of paeusocytes.

History and Physical

lhe clinicai speciram of COVID-l® varies firora asymptomalic or paud^nqitomadc fonm to clinicai conditioa» chaiacterized by re^ratoiy Mure
that mechanical ventiladon and siqgxnt in an intonsivc care unh (ICU). to nmltiorgan and systcnúc maaifMlaíions in tenns of sepsis,
septic ahock, and multiple oigan dysftinctton syndromes (MDDS). In one of thc fim itpcrts on the dÍMase. Huaag et al. illustrated that patients (n.
41) sufibed from fever, malaise, dty cou^ tmddyspnca. Chest computedaed tomoat^hy gH) scans showed pnetimonia wilh atmormal findmgs
in all cates. About a third of those (13.32%) required ICU care, and fiieie were 6 (1SK) &tal csases.[l I]

Thc case studies of Li et al. publishcd in thcNew England Joumal of Medicine (NEIM) on Januajy 29,2020, encapsulates tl» firat 425 cases
tecorded in Wuhan.(5] Data indicate that ti» patientii' raedian age wa» 59 years, with a range of 15 to 89 y««s. Thus. ti»y repotted no clinicai cases
in childrcn below 15 years of age. Theie wc« no slgnifiçant gendor difSuences (55% tnalc). Clinica] end cçidetoiological data fiom the Chinese
CDC anditgnrding 72,314 case recordsfconfinned, suspected, diagnosed, mdasympionttíticews) tilaied in the Joumal ofthe Amcrican
Medicai Association (JAMA.) (Fehruaiy 24,2020), providiag an important Ulustiation of ti» epidemiologic curve of the Chinese outbiealc.
[12] There were fi2% confiimed cases, incltaling 1% of cases that were aiyinptomafe, but w«e laboratoryitositive (viial tmcleic Mid te«).
Fisthcixnore, the overall case-ftedity rate (on eonfinned cases) was 2.3%. Of note, ti» foial cases wete primarily elderly patteots, in particular timse
aged > 80 years (about 15%), and 70 to 79 years ̂ ,0%). Approxima»|y half (49.0%) of the critieai pathmts and aSscted by preexisting

sucb as cardiovascular disease, diabetes, cbronie letpimtoiy disease, and oacologica! diseases, died. While 1% of patients were aged
9 years or younger, no fatal cases occurtcd in this groq).

The anthors ofthe Chirrese CDC rqxnt divided ti» clinicai manifhsiationt ofthe disease by thére sevohy:

• Mild disease: non-pnctunonia and mildpneomoma; this ooctnredin 81% ofcases.

• Severo disease: tfyspnea, lespiratoiy fisequeocy > SOAnin, blood oi^gen saturalitm (Sp02) < 93%, Pa02/Fi02 ratio or F/F [the latio betwcen
ti» blood pressure ofthe oxygm (partia! pressuie of oxygen, Pa02) and ti» perceoiage ofoxygen sappiied (õaction of tnqüred oxygen,
Fi02)] <300,and/orlunginfiltr8tes>SO%wítiiin24to48l»urs;thisoocuncdb 14% ofcases.

• Criticai disease: respiratory Mure, sqrtic shock, and/or multiple organ dysftmction (MOD) or fàiture (MOF); this occuired in 5% of cases.
im

Data obainable fiom reporta and directives provided by health policy agencies, allow dividing the clinica! rnanifimations of the disease accoiding
u> ti» scverity ofthe clinica! picnites. The COVID-19 n»^ present wttii mild, moderti^ or seVere illness. Among ti» severe clintcal mani&stations,
tiiete are severe pnetmumia, ARDS, sepsis, and stptic sbodc. Tbe clinicai coutse of ti» diseisc seems to piedict a fevoiablo trend in tbe m^oiity of
patients. in a pereentage ttill to be defined ofcases, afiar about a week there is a sudden woisening of clinicai conditions wilh rapidly worsening
respiralory Mure and MOD/MOF. As a lefeience, ti» crheria ofthe sovcri^ of respiratoiy tnsaíBcieocy and ti» diagnostie criteria of sepsis and
septic sboclc can be ttsed.[l3]

Uncomplkated (snOd) Hlmss

These pstíents utually present witb symptmns of an iqçer ret^iratmy tract vital infixtíon. includíng mild fever, cough (diy), tore thioai, nasal
congestion, malaise, headachr, muscle pain, or malaise. Signi and symptoms of a more serious disease. such as dyspnea, are not present Compared
to previoDS HCoV infections, non-rcspinttoiy synqttoms sucb as dianfaea are challengíng to find.

Moderate Pneumonia

Re^úaioiy symptoms sucb as cough and shortness ofbreath (or tael^pnea in cbildren) are present without signs of severe pneumonia.

Severe Pneumonin

Fever is assoctated with severe «ferípnea, re^iiatory distiess. tachypnea (> 30 breaths/min), and hypoxia (Sj)P2 < 90% on room air). Howtver, tiie
Mcr symptom must be Inteipreted catititally as eveo in severe fimns ofthe disease, it can be moderate or even absmtt Cyanosis can occur in
cbildren. In this definition, the diagnosis is clinicai, and ladiologic imaging is used for excKiding complications.

Acnte Respiratory DIstresi Syndnime (ARDS)

The dii^ptosts retiuires clinicai and vcntüatoiy ciiteiia. This syndrome is stiggestive of a serious new-onset respiratoiy Mure or for worsening of an
already idemified tespirffioiy pictitre. Different fiNins of ARDS are distrnguished Insed on ti» degrec of hypoxia. The reference psrameter is the
Pa02/Fi02:

• Mild ARDS: 200 mmHg < Pt^2/Fi02 < 300 inmHg. In oot-ventilated patirati or in those managed tfarough non>mvasive ventilatioo (NIV)
by uiiog positive end-expiraUBy]»essure (PEEF) or a coatinuous positive airway pressure (CPAP) > 5 cniH20.

• Moderate ARDS: 100 minHg < Pa02/Fi02 < 200 mmHg.

• Severe ARDS: P802/FÍ02 < 100 mmHg.

When Pa02 is not avnilable, a ratio Sp02/Ft02 <3151$ stqgcstíve ofARDS.

Chest imaging utilized includes chest ladiogiajtit, CT scaa, orTung ultrasound demonstratíng bilatoia! opachie» (lung infiltmes > 50%), not fíiUy
oqplaincd by cifosions, lobar, or lung ooUapse. Altbmi^ insome cases, tbe clinicai sceaario and vemilmor data couldbc suggestive
for pulmooaiy edema, the ptimary reqtiiatoiy miginofti» edema is ptoven afierthe exchaion ofcaidiac foiture or other causes such as fluid
overload. Ecfaocaidiogmpl^ can be helpfiti fisr tiiis puipose.

Sepsis

Accoiding to tbe Intenwtional Consensus Definitions for Sqisis and Septic Shock (S^sis-3), s^tsis repiesettis a life-Queatening cigan dysfunction
caused by a dysregulated host response to suspectod or proven in&ction, witb oigan dysfiinctíon.[14] The clinicai pictures ofpatisms wifo COvnv
19 and with sepsis are patticulariy seiioas. «tiiaiacteiizeâ by a wide tan^ of signs and symptoms ofmuitingan involvemeiti. These signs and
symptoms inelude lespiiattuy maniftstations sucb as severe i^r^pnea and Iqfpoxemia, renal hnpaímunt wilh teduced urine ou^ut tacfaycaidia.
alteied mental status, and functioiial altcrations of mgans expressed as Uboretory data of faypeibüimbisemiB, içidosts, hlgfa lactite, ooagulopathy,
aod thtofflbocytopenia. The refisrence fisr the cvahiation of muMorgin damago and ti» related progttostic significance is thc Sequential Organ
FaiIureA58essment(SOFA)score,whiehpredicts ICU oMTtalitybated on labresults and clinicai daia.[IS]Apediatricversionofthe8carehasa]so
tcceivcd validatioo.[16]Scptic Sboclt

In this scenario, wfaich is assoeiatod witii increasedmoitality, cücuiatory, and cellulai/metabolic etmomiaUites sucb as senun lacta» levei greaur
titan 2 mmoi/L (18 mg/dL) are ptesent. Because patients usually suífor fiam penisting l^tensloa despite volume nsuscitatíon, the adminlstiation
of vssoptcsson b required to mointain a mean arterial pressure (MAP) > 65 mmHg.

THE PECULIAR HISTORY OF THIS NEW DISEASEIn tome patients, the clinicai history of this disease occuts with particular
cbaiactcristies. It foresees that tbe patientmaiüfostsahove all fever, whicb is not veiy tesponsive toantqiyietícs, and astate of malaise. A diy cou^
is often associated. Afier 5-7 diqv, older patients witb already impabed tung fimction be^ to e:q»rience shortness ofbreath and increased
reqrintlory ra». In mcR fiagils patients, howevei; ̂rqmea may already appear al the oosel of symptoms. On the olber band, in younger subjects
and in ifaosc wbo do not bave basic respiratory impaimmi» or other comorbidities, dyspnea may ajq»ar laier. In these patients experiencing
worsening inflaminatory-indnccd hmg injuiy, tiwre isa deciease In oxygen saturatíoo (<93%). This seems to be the crucial pbase ofthe disease.
fiom this point oawaids, there may be 8 rapid dcrerioration of tes^ralory fimetions. The soeoario is tzuly inctediblo becauae fisr patitnis who are
pauci^piomatic and slightiy faypoxte, ti» first tirerapeutie approach is oxygen thcrapy. Althoi^ this strategy is effoctive, woisening of
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respiratoiy (àiiuren>ayoccurinson)epatients.Witbthe<faivepreservcd,theDextstq).accatdiflStologic,tstiieNIV.Thii therapyhasanpid
suecm by incieuiiigilie P/F. In tome paticat^ howevei; tfaere isa saddcn, uoexpected woneaingofclimcsl condituss. Patiems ooUapsc undtttlis
operifi>c's eyes and leqime FBpid imabation and {nmivc isecloflical vsotilatkm. Hcrarevci; after 24-48 hoon the paiient can hsve a npid

iin{»svaneDt wiih an inciease ia P/F. Openton ate Ifaeiefbre teflq>ted (o pnceed with weanmg. Bul voy ofien, afiar aa initial succass thare is a ntw
wonenlog of respiiatoiy condltions, such as to requiit a ncw invasive (bers^. Tbcrefine, inechanieal vcntilation has also becn saggcstad for I>2
wcekt.

THE MESSACE FORTHOSE WHO TREAT THESE PATIKNTS IS THEREFORE TO POLLOW THE CUNICAL

PERFORMANCE FOCUSING ESFECIALLY ON THE VALUES OF THE SATURJMETRY, RATHER TUAN CONSIDERING THE
TVnCAL P/F VALUES SUGGESTIVE OF ARDS.

Evaluatton

Most countries are utíUang some type of clinica] and qtidemiologic infimssiion to datcnaioe wbo should have tcsting pcrformed. bt tlie Unhed
Slates, críteria have been developcd for poBons onder invest^atkm (PUl) for C0VI0>19. Aocofding to ifae UJ. CDC. mm patients with
coafinned COVIO-19 have developed feverasd/oi lyaptoos ofacuteiaspiiatoiy illi3£as(e.g., coogl>.di£Bculty hteadiing). If apeison ia a PUL it is
rccoimnendad that pracõnonen tmmoliately pnt In placa infBCtk» coatrol and prevtBtian messores. Initiany, dtey reoonmead testing for ali otiier
sounesofiespiiatny mfectíon. Additioaalty,th£yiccominettdusisge]iidemio!ogicftctotsto8Ssistindecitionn]Bldn8.Thae8ieepitlemiok>gw
incton lhat osiiit ui the decislon on who to test. ThU includcs anyone who bas had dose contact witfa 8 paliem vitb laboraioty-confinnod COVn>
19 wíthin 14 days of synptom onset or a histoiy of travei fioin aífixted geogiapliic arcas (presently China, Italy. Iian, Japan, and South Korea)
whfain 14 days of syinptoni onset.

The WHO recoaamends collecting spccánens from both the uppcr ftspiratory tract (naso- and otophaiyBgeal «amplas) and lower respiratoiy nact
such as expcctocated sptrnmi, cndotracheal a^jratc, or bronchoalveolar lavage. The ooUecth» of BAL samples sbould <M)ly be petfiumed in
mechanically vemilated patitnts as lower respimtoiy tiact sampla seem to remam positive for a more eatended peiiod. Tbc tanges icquãe storage
at fouT degroes ccisins. In the laboratoiy, ampliGeation of lhe genctis material oottactcd fiom thc saliva or asttcus sample i* thioagb a leverse
polymerase chain reaction (RT-PCR), which involves the ̂ nthesis of a donble-stmndtd ONA molecule from en RNA mold. Oncc the genetic
material is suffieient, the seaich is fbr thosepoitimts ofiba patetic code of lhe CoV thal are conservcd. lhe probes nsed ate basedon fite iiútial
gene setiucnee leteascdby the Shan^tai Puhtic Health ClinicalCemer & Sdiool of Pubitc Healih, Fodaa Univetsity, Shnn^iai, China on
VtrologkaLtHg. and snbsctittent confúmatoiy evahntíoa by odditional labs. Iflhe tcst tesolt it positive, it ia recommeadod ihat die test is
tepeated for verification. In patients with confittnod COVID-19 diagnosis. the laboiatory evaluation should be lepeated to evaluate for virei
cleaiance piim to betng released fiom observaiion.

The availability of tesling wlll vary based on which countiy a person livcs ín with htereasing evaflability occcrríng nearly daíly.

Conccming laboretoiy cxatninations, b the eaity stagc offite disease, a nonnal OT decieasad total whlie bh>od cell couni and a decieased
tymphocyre coum ean be demonstiated. Lyftçhtqteea appeare b be a oegatíve prognosiic bctor. Insieased vabes of liver emymes; LDH. mnscle
eazytaes. and C-reactive piotem cas bc fixmd. Thete ia a ommal piocalcitonm value. b criticai petireits. D-dimer vabe ts bcressed, blood
lymphocytes decreased pcrsistently, and laboiatory alteretions of mnltíorgan imbalanoe (high aniytase, ooagulatian disordets, etc.) are firand.

Treatmont / Managcmant _

Thdc is 00 spocific anfiviial Cieatment iccotmneaded fòr COVID-19, and no vaocbe is currcotly available. Tfac ircatmcnt is aynçtomatic, and
oxygen therapy repiesents the m^or treatmoi) bteivention for patients with severe bbction. Meohanical venlilatbn may be necessaiy b cases of
rcsplretoiy fiiiluio refiactory to oxygen tbeis^, wheieas bemodynamie siçpoit is essential for «nimaging septic shock.

On Jtnuaiy 28.2020. the WHO released a docianeat tnareanzbg WHO and scientific evidencederived fiom the tfpallllw^^ of ptevious
qtidemics Ihtm HCoVs. Tbis docsmcnt addrcsses measiaes fiir mognizbg and sottbg patients witfa severo acute re^intoiy discase; streitgies
for infoction preventioa and contrai; early tiçpoitive therapy and monítorbg; a guidelbe for iaboratoty diagnosis; manigement of respiretoiy
follure and AROS: managemeot of sqttb siiock; pievention ofconçHcathms; treaimems; and oonsideiations for pregnant paibots.

Aaxmg these lecnmtnendMions, we report ihe tnategjes for iiddmisiiig regmnimy faitm», irwlmthig pmteettvg maAankal ventilatinn and high.
flow nasal oxygen (HFNO) or non-bvasive venlilalion (NTV).

Intabatím and prateeávt mtdumkal venülatim

Special precautions are necesaaiy daibg btnbatiOB. lhe proccdure sbotild be cxocutcd by an expeit opetator who uses pcisonal pntectivc
equipment (PPE) such os FFP3 or N93 maslc. pratactive goggles, disposable gown long sltevc nbcoet, disposabte doabta locks, and gloves. If
possibk, rapid sequcace btubatbn (RSI) should be pcrfomcd. Premqr^satbn (100% 02 for 5 mbmes) sboald be pcrformed vb lhe contbnoos
positive ahwaypressnre (CPAP) metbod. Heai andmoisture exchanger(HME) imm be posbonad between the mask andthe tírcoitofthe fonor
between tbe mask and foe ventilatioa ballooa

Mechanicai vetitilatton should be with lower üdal volumes (4 to d mbkg predicted body weight, PBW) and lower bspinioiy pressures, reacfabg o
plaieau pressure (Pplai) < 28 to 30 cm H20. PEEP most be as btgh as possiUc to maiwinfn tho drivmg pressore ̂ plat>PEEP) as bw as possiblc (<
14 cii!H20). Moreovet. disconaectioas finm the vcntilator nittst be svoided fiir preventbg ioss of PEEP and ateiectasis. Fbally, the use of
paialyiicsi3notrecommaidcdtmles3Pa02/Fi02<lSOmmHg.Theproaeventílaiioafor> IZbourepcrday, andthcuieofacoasavativefluid
management stiattgy tor ARDS patients withoot tissue hypoperfiision (strong recommendation) are empiusized.

Non-invasivt ventítation

Conccmbg HFNO or non-bvasivc vcntilation (NTV), the cxpats' panei, pomtt cut that tfaesa approacfaes perfimned by aystems with good inJtifacc
fittbg do not create widespread disperaion of exhaled at^ and their tise can be considered st low risle of aúbome trensmissian.( 17] Fiactiaúly. non-
bvasivo techniqucs can be uscd b non-sevcie foros of rcspitabiy foiloie. Howevet; if be scenaiio does nm improva or eveo worsen wbün a sbon
perbd of time (1-2 hours) the mechanical ventilation must be pwftncd.

Otíter therapies

Amoag ottacr tberapeatic stnto^es, systeaic conioosterbds for the treatmem of virei pneuraonb or acute ic^níory disota syndnmc (ARDS)
are not lacommcndcd. Motcover, tmselective or bippropriate admmicnabn of antibioto ahoaW be avoided. nhhomgh some centen recom me nd it
Alifaough no antivíial treatments have beca a^inoved, acvenl t^ipiaaebas have beea pitposed tnch as lopbavil/tismavir (400/100 mg evoy 12
hours). chloroqube (500 mg evety 12 bonts). and hydroxychloroqobe (200 mg every 12 hours). Alpha-mterferon (e.g.. 5 million units by aeiosol
bhalation twicc per diy) is also lúed.

Pteclbica]sludiessngge$tcdthsttta)desivir(GSS734)—aninhibitorof RNA polymerase witbbvitroacthãtyagabstmult^le RNA vituses,

bcludbg Ebob —coold be efiGxtive for both prophylaxis and therapy of HCoVs b&etions.[16] Thit dtug was posittvdy tes^b a tfaesus
maceque model of MERS-CoV b&ction4l91

b Italy. a great bvestígatton led by the btbtto Nazfcmale Tbffloii Fondaáone Fascale (h Nopoli is focuscd onihe use of toticizmii^. It h a
humanized IgG I monoclonal antibody, ditected agabst the IL-d receptor and cotnmuuly itsed m the ttealment of rhcumatoid aithritis.

When the disease results b oomplex clinicai pictures of MOD, otgan fonctioa support b additbn to leqiiretoiy support, is mandatory.
ExtiaootpotealiiiendirBncoxygenaiion(ECMO)fotpadeal»wibitfiactoiy hypoMcauadespitnluag-protBCtivevirfailationriMuldBierit
considcretbn aãer a case-by-cose aaaiystt. It caa be suggested for diose with pooT resnlts to pranc position ventilatioit

PreventioQ

Piavcntivc moasuics are tbc cuiront strategy tolbth the spiead of cases. Becauso aa epidcmic wUl bcicase as bng as RO is greater baa 1 (COyiD-
19 is 2.2), connol measures must focus on redncbgthe vabe to less than I.
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Preve&tive snaiegíta aie fbcused on the àolation of paliemt aad caieful infection oontrol. inchidiag approprttte measuna to be adopted dnring thediagnosis and ti» provisien of clinicd CMte to «n iafectod p«i«nt For iasiaaco, (linplct, coataa aal aübome pitcautíoM shouU be adopted
duiing ipecinica collectios, and sptnum índnction should bc svoided.

The WHO and olhcr otganiaiions have issoed the foilowing genefal leconunendstioas:

• Avoidcloseccafiíctwjihsubjectssafikriagfixímacutere^riiatoiyinfeclions.

• Waah your banda fiequenily. especially nfter «mtoct wiih iofectcd people oi thrir environmesit.

• Avotdunprotecttdcontactwitfafimnorwtld animais.

• peoplewithsyinptomsofanileairwty infection should Iecq>thffir distam*, covwcoughsoranecMiwiihdisposabletiisaeiorcIolhcs and
wash theirhands.

• Sina^then, in paiticalai. ia emosency medicine dcpaitments, the application of sirict hygieie mcaiares for the pteveolioa and contiol of
isfecttons.

• indmdualsthBtsnimmunoconqmnaisedshotildavoidiniblicgatherings.

The most in^xutant straiegy for die popnlous to undcitake is to fioqucntly wash thcir hands and use poitsblc hand sanitizcr and avoid contact wilh
their fhce and nuKilb afiar intetacting vriih a potsibly contaninated CBviroiuneot

Healthcare wortteis cariof for mfected indiviíhads dMttld «ilite contact and aiibome ptecautioBs to inohide PPE Budí as NW or FFP3 maslo, cye

]irotcction. gowoa. asdgloves topieve&ttnostnissiosofthe pathogea.
Meanwhile, scientific itaeaich is growmg to develop a coioaivina vaeclae. Io tecent days, China has aanounced ttc fto aaima! tcsl», and
reseanhere fhmí the Univeniiy ofQaeensiand in Ansixalla have alio aanoanced tfaai. aôer oompleting the úiiee-week in vitio stndy, they aremoving on to animal testing. Furthennore, ia lhe U5, lhe Nattoallnsiitule ft» AUeigy and Inftetious Diseases (NIAID) has announced thal a
phiwi. 1 trfati h«« hogtm fnr a novel emonavina ImmgataBion to Washington ata».

Oifferaii^_I^g.no^

The symptoms of the eariy stages of the diseise ait non^Mcific. Difiimntiai diagnosis shosld iactode the possibiiiiy of a wide range of infiecttoas
and non-infectious (e.g., vasculitis, dermatomyositis) ooranwn resiMiattny disoideo.

• Adenovinis

• Influenza

• Hianan meagftneumovirus (HmP V)

• Paninfhienza

• Respiratoiy syncytial vinis (RSV)

• Rhinovina(connRoncdld)

For suspected cases, cqdd antigcn deteciion, and other mvestigations shonld be adsqited evaluating cofflmoo lespintoiy pnhogens and nos-
infccihnis conditions,

Pertinent Studies and Ongoina Trtels

Multiple studies ̂ <^Iy an investigaiing lhe use ofremdtsivir, a broad-^eeiium antiviiaL

Proflnosis

PreVninaiy dan Bttggcsts die repoited deatb tate fiora IM to 2% depeading ou the stndy and oousay. The majwity of lha âtalities have
occuned in ptients over 50 yean ofage. Young diildren appear to be miUly is&cted but serve as 8 vector fbr additianal transmission.

Complications

Long term complications among smvivom of in&ction witfa SARS-CoV.2 hsving cfinically significast COVID-19 dísease are ntd yet available. The
mortality rates for cases global^ remain betweea 1% to 2%.

Deterrence and Patient Edueatlon

Patienss and fomilies sbould receive instnction to:

• Avoid dose contact withsubjeetssufforingfiomacuteiespiiatoiyiafisetioDS.

• Wash thdrhartdsfieqatal^, especially aftorctndactwith sicfcpeoplaoT toar enviraaraem.

• Avoid unprotected contact withfonnorwild animais.

• Pet^le with symptoos ofacute airway infcctioa should keep thcir (üslanee, cover coughs or sneezes wilh dísposable lissuea or clothes and
wash thdr hands.

• Imnnmoconviomisedpatieats should avoid publicerqiosoie and pab]icgad)CTings.lf8ainim]tiucomptofflis8din<hvidaaloinstbem a dosed
fpaee whh moltiple individinds present, such as a meeting iri o tmall room; masks, gloves, and persona! hyidenc whh antiseptic soap dmuld
be undeitakca by those in dose coatad widi lhe individual. In additiQn, prior room cleanisg with antiseptic agents should be tindertalcen and
performed beíbre eqiosute. However, considaisg ths danger involved to these individnals, exposnre should be avoided tnless a meeting,
gtotq» eveal, etc. is a tnie ciucrgency.

• Strict personal bygiene «easures are neeessary for the prevention and contiol of this infoction.

Pearls and Other Issues

The foilowing pcails have beenprovided by beclA profhtiietiah in Italy, the UK. and U.8. and are based on anecdolal experitccc.

• Tlic positivo cnd-cxpintory pressuie (PBEP) nced aot be kept hlgh ia the earty {riuuw, as it can bo bsnnfU. Tbo disoase to not an adolt

retpiiatoty distiess syndrome (ARDS) in theearly phase ofthe illneia.

• Eariy spontancousventilarionalteriatenstvecareimitBdmissioDmBybebaimfiil and shonldbeavoided.

• Micn>vascularthrombosisintbepulnKmaiyetrcula]ioncanleadtoanincreaseddead8p3oe.Early pttbnonaiyfibrosisfbUowingdwdisease
Km Imhíw «hww Italy Tbto fiftiiM ht> nr ritnnmlvwi» hM tv^ iwnvttwl mirti mxtg».

shapcd inâucts m the lungs on imaging, witbout lhe evidenoe ofdeep vein diionriiosis.

• Proning ofthe patient is esscntial and should bedone eariy. This should bedone more than once a day. Kecp a lowerthieshold for pnming
even if toe usual thieshold is a Pa02/Fi02 (PP niio) of 13. The benefit of proning lasts leu than 4 houia in the eariy phase, bnt as toe diseasc
advancc» into ARDS. the beacfickl effccts bccome long-toning. Prone poritioaing ihould bc íbllowcd by high flow nwd oxygen or non-
tnvasive ventilntion (preferabiy m the prone positkm), if the satmatkm is not raaintalned. There should be a low tfareriidd for intubation if

FIsZéí doProc
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NIV &its for more than an hour. To restríct thf arooont of oxygn consnnpdfln, NIV is prefcned to higb flow nasal oxygen. Humidified

circuits »hould bc used with opproiniate (ilten.

• Maay cenien use tahaJed ateie oxide aad proftacyctin witb good e£kcL HBChypfaylaxis with oüríc oxide is usually letn afier 4-S days.

• MamtBhi envolcnna. Thcre is a hi^ rialc of acttff Iritlnfy iijjtBy witb hypovoleniia.

• Extu]»tíonsbouIdbedeiayedmorediBnu»ia].espectaüy iftheinSammaiotymarkenaTeremalniogbigh. Alwayspctfoimaleakiestbefore
cxnibaiioa

Enhanetng Healthcare Toam Outcomes

Siace foe ünt oulhreak of ooTonaviius (COVnVI 9) in WUtta. Obma, lhe dSaesK (S ̂ tcadiag woildwtde. Individuais 8t lhe extreme ofages eaid
foote that are inununocompromised are at foe nmst sisniflcant rislc. AII heahb caro wukers shoold ondentand the pieieiitaíian ofthe diicasc.
worimp, and supponive caie. Fdnher. health prafessionals should be awate of the precautions itccessaiy to avoid the conmtctioo aad spread ofthe
diaeasc. [Levei S]

Que^ions

To accoss foce moltiplo choicc questions on thb topic. cUck heie.

»  pjguro
B

J ~ Covid 19, CoronaRepltcation.CantributedbyRohanBirSingh.MD

•  Rgura

Í§' Qin)calPresentatiooofPatienlswitbCoVID>19. CootnbutedbyRohanBirSingh, MD^Madewith
BioTCBdcr.com

"*7^ Figure

&  SARS- CoV 2 Stiucture. Contribuied by Rohan Bir Sn^ MD: Mada whh Bioreaderxom

Figura

Ttansmission Cjrcie of SARS CoV 2. Contribnted by Rohan Bir Singfa, MD; Made with Btofenderctnn

Figure

Single-smmded RNA genome of SARS<k)V2. Contribuied by Rohan Bir Stngh, MO; Made with
Bioiendcr.com
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01 DE MAIO DE 2020

Prefeitura de Praia Grande informa que desde o início dos
atendimentos relacionados ao coronavírus, a Cidade
contabilizou:

Exames colhidos: 2.034

Suspeitos (aguardando resultado de exames): 386
Casos descartadas: 1179

Casos confirmados: 469 (sendo 31 óbitos)
Curados: 292

Positivos em investigação/ isolamento domiciliar: 125
Óbitos em investigação; 07

Atualmente, 116 pessoas seguem em isolamento domiciliar
aguardando o resultado dos exames; 27 pacientes internados
em observação, sendo 4 em UTI.

Informamos que os números de casos descartados e positivos
dependem da liberação do exame do laboratório responsável
pela análise.
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Hs. ZA^CÍO ̂rytc ■

l.MtCl .- (<•/■»•;> AUfcK'; CONDí-SB - UNCX? PKOJE POS StsrEMACaRTOniíAUCO ^ "" 'N.*ç2^20^._:
Reunião extraordinária do Condesb aprova uso de recursos do Fundo Metropolitano no combate á covid-19 j

voc4 ntt aa^l: MiEM 8$ > NetfcUs > NsUclat > Munito olraoreiniria Oe CendttB wrevs use dt recuraei do Fundo MetfSbdlItlnewcmbetdBwídua.. —„

AapJtcacào dos recursos do Fundo Metropolitano de Oesenvoivimento (Fundo) nas ações de controle da covid-19. proposta pelo comitõ de prefeitos da regilafoi homologada
durante a 36a. reunião Extraordinária do Consdho de Desertvolvimentoda Baixada Santisu - Condab, realizada por videoconferência nesta quarta-feira (22/04). A idda é
realizar um estudo que norteará o planejamento das ações de saúde para o controle da pandemía na regiáo. com base em dados cientíbcos. que contribuirão nas decisões
relacionadas ao Isolamento social e ã retomada das atividades econômicas.

O Estudo Epidemiológico sobre o alcance da Infecçáo pelo novo Coronavírus levará em conta as características populadonaisda Regiáo Metropolitana da Baixada Santista e
será executado sob a coordenação e responsabilidade do Parque Tecnológico de Santos em parceria com as universidades locais. A proposta homologada prevê a aplicação de
recursos, no valor de até 1.976.442.9Z Com previsão de inicio imediato, o estudoepidemiolõpco fará a testagemde 10 mil pessoas, para identificar qual o nível de circulação do
novo coronavírus na região.

O colegiado definiu ainda incluir no Piano Metropolitano de Desenvolvimento Integraoo - PMDI. açio específica para apoio ao combate da Pandemía do C9^d-19 em seu
Otijetivo III com a seguinte redação: 'Apoio ás ações de combate da Infecção Humana causada em decorrência do Novo Coronavírus (Ação 068A).

Outra Importante decisão, foi aaprovaçâo do bloqueio de todos ossaldos de planos anteriores do Fundo t4etropolitano para utilização exclusiva em projetos para combate e
prevenção à CovW-19, assim como a aprovação da prestação de contas do Fundo, referente ao exercício encerrado em 31/12/2019, que também Integrou a pauta da reunião.

âRosansMaíor S 22 de abril de 2020 ^Notícias 9 Ncabum Comentário

— Prefeitos decidem prorrogar quarentena até 10 de maio na Baixada Santista ICoronavirus - Uso de máscaras será obrigatório na Baixada Santista -•

Deixe uma resposta

o seu endereço de e-mail nâo será publicado. Campos obrigatórios são marcados com'

Salvar meus dados neste navegador para a próxima vezque eu comentar.

ccifiBr.tarie

Como Chegar Contato
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FASE 1 - DO ESTUDO - 29-30/04 - 01/05

Etapa inicial de estudo sobre o
coronavírus fica pronta na 2^
jáNIORUTaETA

ÜA«nA...Vr

Sai iiH .s«:>gikiui&-foirH o ixssul-
tndn (ia príiiieim iitaj^a do
tísliaic) etiidcniíolíjgico pro
movida jxJa Fuiulat^iD Par
que Tccntjlkkgico de SaiUoK
IMira avaliar a wloddade de
c(mtaniinu(;ai>I)eiu nuvoco-
ronavíriLs na reçiAo. Alé on
tem, dii(»>mumcípios.jn ha
viam iqtiicudo testc% rápidoN
e (^esÚonárius; Santos, Ita-
nhaém, Perníbe. Mongnguá
elíertioga.
De acordo com o médico

mrectolügi.sta Marcos Ca
seiro, um das coordenado
res do progi*anm,os resulta
dos são robustos e, apesar
de "não ter nada de absur
do", ajudam a ter uma di
mensão do probicmada a)-
vid-lfl. "A ixmulafílo hmi

Os dados obtidos ajuda
rão a definir os romãs do
isolamento e o direciona
mento de reairsos paru o
sistcrnadc Saúde. Os testes
poderão indicar o percen
tual da populavào infecta
da e que possui anticorpos
oiiitra o coronavírus, uju-
(Imdoadclenninnracurva
dcrontágio.
A|)enas um morador de

cada residência visitada foi
submetido ao exame, que
leva\5 minutos. Nessa pri
meira etapa, '2^ mil casas
nus no\'e cidadix serão visi
tadas pelos técnicas de .s;ui-
de, cuja escolha é feita por
HinoKtragem.
O r)|)erador de empilha-

deira Sidionir MaTa^), de
63 anos, fez (»teste, que deu
neentivn. "Acho imnortan-

idda para nos ajudar a sa
bei- como estí a circulação
dncor{ma\'íru.s"

uaatoikwkn

A segui\da etapa vai ocor
rer entre 13 c 15 de maio. O

intervalo é paiu avaliar a
wlíH-ídadc (le wnlomina-
çãü. Segunda mais populo
sa cidade da região, São VI-
c<mte concent ntrá 20% das
am<»tras da baixada Santis-

ta. Serão quase dois mil tes
tes, divididos em quatro fa-
.ses (487 |)essoas poretapa).
C^a uma delas terá ini

cio nu Arca Continental c
seguirá, jiostcriormenle, à
Área Insular. O Município
couta com 12 e^tpcs
cada fe.se de apnca(^ d(K
e.xames que detectam onti-
comos esn('círic(« fleG e

ATRtnMA

w(WW.afribiJn4C0rr..r)r

sábado
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RESULTADOS

Para cada caso notificado ná Baixada Santista, existem:

13 casos não notificados

Letalidade

Baseado em casos Notificados => 8,2%

Baseada no Total de casos => 0,4%
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Apresentação

A partir desta edição, semanalmente, o

Ministério da Saúde, por meio da Secretaria

de Vigilância em Saúde (SVS/MS) divulgará

um Boletim Epidemioiógico Especial (BEE),

visando não apenas apresentar os números

disponíveis, mas também realizando a

interpretação da situação epídemiológica e

refletindo sobre as evidências e limitações

de cada processo, além de apresentar uma

análise mais detalhada sobre o perfil da

transmissão no Brasil por Unidade da

Federação e Região de Saúde.

Além do BEE, a partir de hoje, serão

retomadas as coletivas técnicas. A divulgação

dos dados epidemiológicos e de estrutura

ocorrerá por meio do site.

CORONAVÍRUS

www.sa u d e.go V. b r/ co ro n avi ru s
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Dados abertos
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Figura 9: Painel de dados abertos na Plataforma IVIS do Ministério da Saúde. Acessado em 22/04/2020.

SITUAÇÃO EPIDEMIOLOGICA
Mundo

Segundo dados inter^acionais^ até 26 de abril de 2020, foram confirmados 2.940.993 casos de C0\/ID-19
com 203.822 óbitos (Tabela 5). Os Estados Unidos da América são o pais com maior número de casos e
óbitos (960.896 e 54.265, respectivamente). O Brasil é o 112 em número de casos confirmados e o 112 em
número de óbitos.

Tabela 5: Distribuição dos casos de COVID-19 entre os países com maior número de casos em 2020.

POPULAÇÃO

1 Estados Unidos 960.896 33% 54.265 27% 5,6% 331.915.000

2 Espanha 223.759 8% 22302 11% 10,2% 46.711300

3 Itália 195.351 7% 26.384 13% 13,5% 60.250.000

A França 161A88 6% 22.614 11% 14,0% 67.443.000

5 Alemanha 156.727 5% 5.880 3% 3.8% 82.678.000

6 Reino Unido 148377 5% 20319 10% 13,7% 67224.000

7 Turquia 107.773 4% 2.706 1% 2.5% 84339.000

8 Irã 902481 3% 5.710 3% 6,3% 633».000

9 China 82.827 3% 4.632 2% 5,6% 1.401.379.000

10 Rússia 80.949 3% 747 0,4% 0,9% 144.222.000

n Brasil 61.888 2% 4305

iraa
2%

im
6,8% 212.559.000

IMBIBIIB

MORTALIDADE POR i
1.000.000 DE

HABITANTES
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A Figura 10 mostra a evolução do acumulado de casos confirmados de COVID-19 em nove países,
incluindo o Brasil. Em relação aos demais países analisados, o Brasil ainda está em uma fase inicial da
epidemia, tendo apresentado uma aceleração no número de casos confirmados a part ^
epidemiològica 15 (05 a 11/0^). n-, 2 5^2020

■ »!•--

■  .W

Fonte: Instituto para Redução de Riscos e Desastres de Pernambuco -j . - atualizado em 25/04/2020 às 23:43h.

Figura 10: Casos confirmados de COVID-19 ao redor do mundo.

Brasil

Até o dia 26 de abril de 2020, foram confirmados 61.888 casos por COVID-19 no Brasil. Deste total, 4.205

(6,8%) foram a óbito, 27.531 (44,5%) estão em acompanhamento e 30,152 (48,7%) já se recuperaram da

doença. Nas últimas 24 horas foram confirmados 3.379 novos casos da doença, o que representou um

incremento de 5,8% (3.379/58.509) em relação ao total acumulado até o dia anterior (Figura 11).
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Fonte: Secretaria de Vigilância em Saúde/Ministério da Saúde. Dados atualizados em 26 de abril de 2020 às 14h, sujeitos a revisões.

Figura 11: Distribuição dos casos e óbitos por COVID-19 por região e Unidade da Federação. Brasil, 2020.
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Observatíonal Study of Hydroxychloroquine
in Hospitalized Patíents with Covid-19
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BACKGROUND

Hydroxychloroquine has been widely administered to patíents with Covid49 wíth-
out robust evidence supporting íts use.

METHODS

We examined the association between hydxoxychloxoquine use and intubation or
death at a large medicai center in New York Gty. Data were obtalned regarding
consecutive patíents hospitalized with Covid'I9, excluding those who were intu-
bated, died, or discharged withín 24 hours after presentation to the emergency
department (study baseline). Hie prímary end point was a composite of intubation
or death in a time-to-event analysis. We compared outcomes in patíents who re-
ceíved hydroxychloroquine with those in patíents who did not, usíng a multívariable
Cox model with iniierse probability welghting according to the propensity score.

RESULTS

Of1446 consecutive patíents, 70 patíents were intubated, died, or discharged within
24 hours after presentation and were excluded from the analysis. Of the remaining
1376 patíents, during a median fbllow-up of 22J days, 811 (58.9%) leceived hydroxy
chloroquine (600 mg twíce on day 1, then 400 mg daily for a median of 5 days);
45.8% of the patíents were treated within 24 hours after presentation to the emer
gency department, and 85.9% within 48 hours. Hydroxychloroquine-treated patíents
were more severely ill at baseline than those who did not receive hydroxychloro
quine (median ratío of partial pressure of arterial oxygen to the fractíon of inspired
oxygen, 223 vs. 360). Overall, 346 patíents C5.1%) had a primary end-point evcnt
(180 patíents were intubated, ofwhom 66 subsequently died, and 166 died without
intubation). In the main analysis, there was no significant association between
hydroxychloroquine use and intubation or death (bazard ratío, 1.04,95% confidence
interval, 0.82 to 1.32). Results were similar in multíple sensitívity analyses.

CONCLUSIONS

In this observatíonal study ínvolving patíents with Ckmd-19 who had been admitted
to the hospital, hydroxychloroquine administratíon was not assodated with either a
greatíy lowered or an increased risk of the composite end point of intubation or
death. Randomized, controlled tmls of hydroxychbroquine in patíents with Covid-19
are needed. (Funded by the National Instítutes of Health.)
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THE AMINOQUINOLINES CHLOROQUINE
and hydroxydüoroquine are widely used
in the treatment of mataria and dieu-

matlc diseases, and they tiave been suggested as
efl^dve treatments for coronavirus disease 2019
(Ck>vid-19) on the grounds of bodi antiinflamma-
tory and antiviral effocts.^"* In the United States,
the Food and Drug Admínisttation issued an
Emergency Use Authorization on March 30, 2020,
that allowed the use of these drugs in patients
with Covid-19 who were not enroUed in dinical

trials. Guidelínes suggested that these dru§^ be
admínistered to hospitalized patients who had
evidence of pneumonia,' and to date, they have
been used in many thousands of patients with
acute Covid-19 around the wodd. However, to date,
there have been no robust dinical tríals that have

shown efficacy of these agents for this illness,
and the data that are available come &om small

studies that tiave dther been uncontrolled or un-

derpowered to detect meaningful clinicai effocts.
The original report of hydroxychloroquine as

a treatment for Covid-19 described 26 patients
who had been treated in an open-label, sing^e-
group study that involved contemporaneous, but
nonrandomízed controls in hospitais in France.^
Patients were treated with hydroxychloroquine at
a dose of 200 mg three times dâUy for 10 days.
Data &om this study were rq>orted as showing
the eíièctiveness of hydroxychloroquine in reduc-
ing the viral burden in treated patients (65.0%
dearance by day 5, vs. 18.8% deacance by d^qi' 5 in
untreated patients). However, data fiom 6 patients

1376 Were induded ín the propensit/'
score-matched and regression anaiyses

1446 Aduh patients were admitted with
Covid-19 duríng the study períod

70Wereeicduded
26 Were íntubated befere study

baselíne
28 Were Íntubated and died

before study bascline
3 Died befbre study bueline
13 Were transferred to other

fadiity befbre study basdine

Figure 1. Study Cohort.

Study baseline was defined as 24 hours after arríval at the emergency de-
partment. Covid-19 denotes coronavirus disease 2019.

who received hydroxychloroquine were exduded
âom the ana^is because of clinicai worsening or
loss to follow4ip, v^iidi makes it difficult to inter-
pret the fuidings.

Riecent wodc suggests that l^droxyditoroquine
has more potent antiviral properties than chloro-
quine, as wdl as a better saíèty profUe.' In accor-
dance with clinicai guiddines devdoped at our
medicai center, hydroxychloroquine was sug
gested as treatment for hospitalized patients with
Covid-19 and lespixatory difficuky, as índicated by
a low resting oxygen saturation, dunng the period
in which patients in this report were admitted.
We examined the assodation between l^droxy-

chloioquine use and respiratory fàilure at a large
medicai center providing care to a substantial
nunfoer of patíenB with Covid-19 in New York City.
We hypothesized that hydroxychloroquine use
would be associated with a lower rísk of a com-

poslte end point of intubation or deatíh in anafyses
that were adjusted for imyor predictors of respi
ratory Mure and weighted according to propen-
sity scoces assessíng the probability of l^droxy-
chloroquine use.

METHODS

serriNG

We conducted this study at New Yoik-Prest^terían
Hospital (NYP}-Columbia Univasity Irving Medi
cai Center (CUIMCX a quatemary, acute care hos
pital in northera Man^ttan. We obtained sam-
ples íiom ali admitted adulte who had a positive
test result for the virus SARS-CoV-2 from analysis of
nasophatyngeal or Qsophaiyngeal swab spedmais
obtained at any point during their hospitallza-
tion from March 7 to Apríl 8, 2020. Follow-up
continued thxough Aptü 25,2020. These tests were
conducted 1^ die Nav Yoik State Depaitment of
Health until the NYP-CUIMC laboratory devel-
oped internai testing capability with a reverse-
transcriptase-pofymerase-chain-reaction assay on
March 11,2020. Patients who were íntubated, vho
died, or \iho were transfoxed to anotfaer focility
within 24 hours after presentation to the emer
gency department were exduded from the analy
sis. The institutional review board at CUIMC ap-
proved this anafysis under an expedited review.
A guidance developed by the Department of

Medicine and distributed to ali the house stafT

and attending stafPat our medicai center si^gssted
hydroxychloroquine as a therapeutic option for

#
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HyOROXYCHLOROQÜINE IN PATIENTS WITH COVlD-19

patients with Covid-19 who presented with mod-
erate-to-severe respicatory iilness, which was de-
fined as a zestíng oxygen saturatíon of less than
94% while they were breathing ambient air. The
suggested hydroxychloroquine r^iimen was a
loading dose of600 mg twice on day 1, followed
by 400 mg daily for 4 additíonal days. Azíthro-
mycin at a dose of500 mg on day 1 and then 250
mg daily for 4 more days ín combinatíon with
hydroxychloroquine was an addítional suggested
therapeutic optíon. The azithiomycin suggestion
was removed on April 12, 2020, and the hydroxy
chloroquine suggestion was removed on April 29,
2020. The decisíon to prescribe either or both
med^ations was left to the discretion of the treat-
ing team for each individual patienL

Patients receiving sarílumab were allowed to
continue hydroxychloroquine. Patients receiving
remdesivir as part of a randomízed trial either did
not receive or had completed a course of treat-
ment with hydroxychloroquine.

DATA SOU8CES

We obtained data from the NYP-CUIMC clinicai

data warehouse. Thís wardiouse contains all the

clinicai data available on all inpatient and outpa-
tient visits to one of the CUIMC Êicilities (see the
Data hxtraction sectíon in the Supplementary Ap-
pendix, available with the fiiU text of this article
at NEJM.org). No data were manually abstracted
&om the electronic medicai record or charts. lhe

data obtained induded patients* demographic de-
tails, insurance status, vital signs, laboratory test
results, medication admínistiation data, historical
and current medication lists, historical and current
diagnoses, dinical notes, historical discharge dis-
position for previous inpatient hospitalizations,
and ventilator use data.

VARIABLES ASSESSED

From the clinicai data warehouse, we obtained the
foUowing data elements for each {^ent: age; sex;
patient-reported race and ethnic group; current
insurance carrier; the flrst recorded vital signs
on presentation; the ratio of the partial pressure
of arterial oxygen to the foaction ofinspired oxy
gen (Paojd^iop at admission, estimated with the
use of methods developed by Brown and col-
leagoes^ (see the Data Extraction section in the
Supplementary AppendbO; the first recorded bo(^
mass index as calculated for measured height and
weight (the body-mass index is the weight in

kílograms divided by the square of the height in
meters), grouped on the basis of the Centers for
Disease Control and Prevention guidelines for
adults; the first recorded inpatient laboratory
tests; past and current diagnoses; patient-report
ed smoking status; and medication administra-
tion at baseline. Details of the variables assessed
are provided in the Supplementary Appendix.

HYDROXYCHLOBOQUINE EXPOSURE

Patients were defined as receiving hydroxychlo
roquine if they were receiving it at study baseline
or receíved it during the follow-up períod before
intubation or death. Study baseline was defined
as 24 hours after arrival at the emergency de-
partment

END POINT

The primary end point was the time from study
baseline to intubation or death. For patients who
died afoer intubation, the timing of the primary
end ppint was defined as the time of intubation.

STATiSTICAL ANALYSIS

We calculated bivariate frequencies to examine
the associations among the preadmission vari
ables described above. Patients without a primary
end-point event had their data censored on AprU
25, 2020.

Cox proportional-hazards regression models
were used to estimate the association between

hydroxychloroquine use and the composite end
point of intubation or death. An initial multi-
varíable Cox regression model induded demo
graphic foctors, clinicai factors, laboratory tests,
and medications. In addition, to hdp account for
the nonrandomized treatment administration of
hydroxychloroquine, we used propensity^score
methods to reduce the efl^cts of confounding. The
individual propensities for receipt of hjdroxydilo-
roquine treatment were estimated with the use
of a multivaríable logistic-regression model that
induded the same covariates as the Cox regres
sion model. Associations between hydroxychlo
roquine use and respíratory foilure were then es
timated by multivariable Cox regression models
with the use of three propensity-score methods.

The primary analysis used inverse probability
weighting. In the inverse-probability-weighted
analysis, the predicted probabilities fírom the
propensity-score modd were used to calculam the
stabilized inverse-probability-^wdghtíng wdght.*°
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Table 1. Characteristics of Patíorts Recdving or Rcecfvii^ Hydlojqfchioroquine, befere and after nopcnsi^Score Mstdiing.*'

CharactoisticUnmatched PadentsPropensity-Soope-M atched Patíenl*"}'

Hydroxychioroquine
(N=811)

No

Hydroxychioroquine
(N-565)

Hydroxychioroquine
(N-811)

No

Hydroxychioroquine
(N=274)

Age—no. (%)

<40 yr80 (9.9)105 (18.6)80 (9.9)28 (10.2)

40-59 yr217 (26.8)142 (25.1)217 (26.8)69 (25.2)

60-79 yr367 (45.3)220 (38.9)367 (45.3)118 (43.1)

%80yr147 (18.1)98 (17.3)147 (18.1)59 (21.5)

Female sex— no. (%)337 (41.6)258 (45.7)337 (41.6)113 (41.2)

Race and ethnic group — no. (%):^

Non-HIspanic wliite74(9.1)57 (10.1)97 (12.0)36 (13.1)

Non>Hispanic biack89 (11.0)92 (16.3)120 (14.8)40 (14.6)

Hispanic412 (50.8)286 (50.6)530 (65.4)172 (62.8)

Other48 (5.9)36 (6.4)64(7.9)26 (9.5)

Missingdata188 (23.2)94 (16.6)00

Body-mass index— no. (%)S

<18.513 (1.6)13 (2.3)18 (2.2)7(2.6)

18.5-24.9147 (18.1)98 (17.3)184(22.7)53 (19J)

25.0-29.9224 (27.6)157 (27.8)279 (34.4)96 (35.0)

30.0-39.9218 (26.9)133 (23.5)268 (33.0)99 (36.1)

240.052(6.4)20(3.5)62 (7.6)19 (6.9)

Míssing data157 (19.4)144 (25.5)00

insurance — no. (%)

Medicaid165 (20.3)146 (25.8)166 (20.5)54 (19.7)

Medica re396 (48.8)261 (46.2)399 (49.2)141 (515)

No Insurance79(9.7)49 (8.7)79 (9.7)29 (10.6)

Commercial insurance166 (20.5)106 (18.8)167 (20.6)50 (18.2)

Missing data5(0.6)3(0.5)00

Current smoidng—no. (%)89 (11.0)68 (12.0)89 (11.0)32 (11.7)

Past diagnoses — no. (%)

Chronic lung disease^146 (18.0)105 (18.6)146 (18.0)49 (17.9)

Diabetes301 (37.1)190 (33.6)301 (37.1)94 (34.3)

Hypertension398 (49.1)38 (6.7)398 (49.1)146 (53.3)

Câncer109 (13/4)67 (11.9)109 (13.4)35 (12.8)

Chronic kidney disease133 (16.4)105 (18.6)133 (16.4)61 (22.3)

Transpíantation. HIV infectíon, or
immune-suppressive medications

40 (4.9)18 (3.2)40 (4.9)11 (4.0)

Medícations at baseline — no. (96)

Statin308 (38)197 P4.9)308 (38)107 (39.1)

ACE inhibitoror ARB236 (29.1)142 (25.1)236 (29.1)85 (31.0)

Systemic glucocorticoid216 (26.6)S7 (10.1)216 (26.6)42 (15.3)

Direct orai anticoagulant or warfarin76(9.4)47(8.3)76 (9.4)24(8.8)
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Table 1. (Continued.)

Characteistíc

Azithromydn

Other antibiotic agent

Tocitizumab

Remdesivir

Initial vital signs — median (IQR)

Systolic blood pressure — mm Hg

Diastolic blood pressure — mm Hg

Heart rate—beats/mln

Oxygen saturation — %

Respiratory rate — breaths/min

Calculated Pao2:Fi02

Initial laboratory tests — median (IQR) |

o-Dimer—pg/ml

Ferritin — ng/ml

Lactate dehydrogenase — U/llter

Oreactive protein — mg/liter

Procaldtonin — ng/ml

Neutrophil count per mm'

Lymphocyte count per mmj

Unmatched Paticnts Propcfisity-Score-Matched PBUa

N*. 2.592 AO 2(

Hydroxychloroqulne
(N-811)

486 (59.9)

604 (74.5)

58 (7.2)

22 (2.7)

125 (111-139)

75 (67-82)

98 (86-111)

94(90-96)

20 (18-22)

223 (160-303)

L25 (0.76-2.28)

785 (420-1377)

414 (322-546)

125 (75-199)

0.21 (0.11-0.53)

5.06 (3.64-7.26)

0.94 (0.65-1.28)

No

Hydroxychioroquine
(N»565)

127 (22.5)

305 (54.0)

12(2.1)

5 (0.9)

127 (111-144)

76 (68-84)

97(83-109)

96 (94-98)

18 (18-20)

360 (248-431)

1.1 (0.59-2.35)

481 (213-989)

333 (246-448)

76 (20-150)

0.14 (0.09-0.39)

4.53 (2.72-6.81)

1.02 (0.64-1.47)

Hydroxychioroquine
(N»811)

486 (59.9)

604 (74.5)

58 (7.2)

22(2.7)

125 (111-139)

75 (67-82)

98 (86-111)

94(90-96)

20 (18-22)

223 (160-303)

1.26 (0.76-2.29)

777(417-1370)

412(321-544)

125 (74-199)

0.21 (0.11-0.53)

5.05 (3.63-7.26)

0.95 (0.66-1.30)

Hydroxychioroquine
(N-274)

102 (37.2)

183 (66.8)

9(3J)

5 (1.8)

126 (110-138)

74 (65-83)

97 (84-108)

94.5 (92-96)

19.5 (18-22)

273 (185-360)

1.33 (0.66-2.45)

552 (283-1095)

370 (273-515)

106 (48-183)

0.18 (0.10-0.45)

4.95 (3.20-7.30)

0.98 (0.68-1.37)

* ACE denotes angiotensin-converting enzyme, ARB angiotensin-receptor blocker, Fioj fraction of inspired oxygen, HIV human immunodefi-
dency vírus, IQR interquartile range, and Paoj partial pressure of arterial oxygen.

t Data for patients included ín the propensity>score-matched analysis were muhiply imputed.
^ Data on race and ethnic group. as reported by the patient, were obtained from the clinicai data warehouse.
S The body-mass índex ís Âe vrálght In kiiograms divided by the square of the heíght in meters.
5 Chronic lung disease was defined as chronic obstructive pulmonary disease. asÃma, or chronic bronchitis.
I In the unmatched analysis, data on the o-dimer leve) were missing ibr 291 patients, on the fierritin levei for 168, on the lactate dehydroge
nase levei for 153, on C-reactive protein levei fbr 150, on the procaldtonin levei for 121, on the neutrophil count for 33, and on the lym
phocyte count for 33. Multiple imputation was used to account for missing data ín the propensíty-score-matched analysis.

Kaplan-Meíer curves and Cox models that used
the inverse-probability-weightíng wei^ts were
reported.
We conducted a secondary analysis that used

propensity-score matching and another that in
cluded the propensity score as an additional co-
variate. In the propensity-score matching analy
sis, the nearest-neighbor method was applied to
create a matched control sample. Additional sen-
sitivity analyses included the same set of analyses
with the use of a dif&rent study baseltne of 48
hours after arríval to the emergency de[mtment
as well as analyses that defined the exposure as
receípt of the first dose of hydroxychioroquine
befoie study baseline only. Multiple imputation

was used to handle missing d^, and model es-
tímates and standard errors were calculated with

Rubm's rules." The nonparametric bootstrap
method was used to obtain 95% pointwise confi-
dence iniervals fbr the inverse-probability-weight-
ed Kaplan-Meíer curves. The statistical analyses
were performed with the use of R. sofbvare, ver-
sion 3.6.1 (RProject fbr Statistical Computiog).

RESULTS

CHARACTERISriCS OFTHE COHORT

Of 1446 consecutive patients with Covid-19 who
were admitted to the hospital between March 7
and Apríl 8, 2020, a total of 70 patients were ex-
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TaMe 2. Assodationabetwean Hydroxychloroquine Use and the Cowporite
End Mnt of Intubation orDeath in the Cnide Anaiysis, MultivariaUe
Anaiysis, and Propensity-SooreAnaiyses.

Anaiysis Intubation or Death

No. of events/no. of patients at risk (%)

Hydroxychloroquine 262/811 (32.3)

No hydroxychloroquine 84/565 (14.9)

Caide anaiysis — hazard ratio (95% Cl) 2.37 (1.84-3.02)

Multivaríable anaiysis — hazard ratio (95% Ci)* 1.00 (0.76-1.32)

Propensity-score analyses — hazard ratio (95% Cl)

With inverse probability weightingf 1.04 (0.82-1.32)

With matching^ 0.98 (0.73-1.31)

Adjusted for propensity scorej 0.97 (0.74-1.28)

^ Shown ís the hazard ratio from the multivariabte Cox proportíonal-hazards
model, with stratificatíon accoiding to sex, dironic lung dlsease, and body-
mass index, and wíth additíonal adjustment for age, race and ethníc group,
ínsurance, current smoldng, past diagnoses, current medícations, vital sta-
tistics, and laboratory tests on presentation. The analysls induded ali 1376
patients.

t Shown is the prímary anaiysis with a hazard ratio from the multivaríable Cox
proportionaMiazards modei with the same strata and covariates whh inverse
probability weighting accordíng to the propensity score. The anaiysis induded
ali the patients.

f Shovm is the hazard ratio from a multivaríable Cox proportional-hazards
model with the same strata and covariates with matching accordíng to the
propensity score. The anaiysis induded 1(^5 patients (811 who received hy-
droxychioroquine and 274 who did not).

S Shown is the hazard ratio from a multivaríable Cox proportional-hazards
model wíth the same strata and covariates, with additíonal adjustment for the
propensity score. The anaiysis induded ali the patients.

cluded firom this study because chey had already
had intubation or death, were dischai^ed after
inpatient admission, or were directiy admicted to
altematíve &cilüies within 24 hours after presen
tation to the emergency department. Thus, 1376
patients were induded in the anafysis (Hg. IJ.

Over a median follow-up of 22.5 days, 346
patients (25.1%) had a prímary end-point event
(166 patients died without being intubated, and
180 were intubated). At the time of data cutofiT

on April 25, a total of 232 patients had died (66
after intubation), 1025 had survived to hospital
discharge, and 119 were still hospitalízed (only
24 of whom were not intubated) (Table SI in the
Supplementary Appendix)*
Of the 1376 patients, 811 (58.9%) received

hydroxychloroquine (median duration of treat-
ment, 5 days) and 565 (41.1%) did not Among
the paciencs who received hj^oxychloroquine,
45.8% received it in the 24 hours between their

presentation to the emergency department and the
start of study follow-up, and 85.9% received it

within 48 hoiurs after presentation to the emer
gency department The timing of die first dose
of hydroxychloroquine after presentation to the
medicai center is shown in fígure S3. The distri-
bution of the patients' baseline chatacterístics
according to hydroxychloroquíne exposure is
shown in Table 1, both in the unmatched and

propensity-score-matched anafytic samples. In the
unmatdied sample, Iqidroxydiloioquine exposure
difiered according to age group, sex, cace and
ethnic groí^, bodj^-mass index, insurance, smok
ing status, and current use of other medications.
Hydroxychioroquine-treated patients had a lower
Pao^tFiOj at baseline than did patients who did
not receive hydroxychloroquine (median, 233 vs.
360 mm Hg). In addition to the 27 patients listed
in Table 1 who received remdesivir according to
compassionate use, 30 patients in the stu^ cohoct
were enrolled in randomized, blinded, placebo-
contcoUed trials of that investigational agent or of
sarilnmab.

The distríbution of the estimaced propensity
scores íbr receipt of hydroxychloroquine among
patients who did and did not receive Iq^dnuq^o-
roquine is shown in Figure SI. The odds ratios
(with 95% confidence intervals) for receipt of by-
dro]^chloroquine aorordlng to ali the variables
induded ín the pcopensiQr-score model are shown
in Table 82. The C-statístic ofthe propensity-score
model was 0.81. In the matdied anafytic sample,
811 paticQts were exposed xo hydroxychloroquine
and 274 were not exposed. The difíérences be
tween hydroxychloroquine and pretreatment
variables were attenuated In the propensity-score-
matched samples as compared with the unmatched
samples (Table 2 and Fig. S2).

STUDY END PCINTS

Among the 1376 patients induded in the anaiysis,
the prímary end point of respiratory Êühire devd-
oped in 346 patients (25.1%); a total of 180 patients
were intubated, and 166 died without intt^ation.
In the crude, unadjusted anaiysis, patients who
had received bydtxn^chloroquine were more likely
to have had a primary end-point event than were
patients who did not (hazard ratio, 2.37; 95% Cl,
1.84 to 3.02) (Table 2). In the primary multívari-
able anaiysis with inverse probability wdghtíng
according to the propensity score. tfaere was no
significant association between hydroxychloro
quine use and the composite prímary end point
(hazard ratio, 1.04; 95% Cl, 0.82 to 1.32) (Fig. 2).
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Hiere was also no significant assodation between
creacmenc with azithromycin and the composite
end poínt (hazaíd ratío, L03; 95% Cl, 0.81 to 1.31).

AddMonal multivanable propensity-score analy-
ses yielded similar results (Table 2). Multíple ad-
ditíonal sensitivicy anaiyses, including anafyses
that used a diffcrent baseline at 48 hours after
presentation and anaiyses with treatment defined
as receipt of the fírst dose of hydrcntychloroquine
before study baseline, showed similar results
(Table S3).

1.00

a75-

— No hydroxychioroquins
Hydroxychioroquine

M

2 ojo-
•8

DISCUSSION

SI

In this analysis invoMng a large sample of con-
secutive patdents who had been hospitalized with
Covid-19, the risk of intubation or death was not
signiflcantly higher or lower among patients who
leceived faydroxychloroquine than among those
who did not (hs^rd ratio, 1.04; 95% Cl, 0.82 to
1.32). Given the observational design and the
relatii^ly wide confidence interval, the study
should not be taken to rale out either benefit or
harm of hydroxychloroquine treatment However,
our findings do not support the use of hydroxy
chloroquine at present outside randomized clini
cai trials testíng its efficacy.

As we noted in the introduction, the findings
from an eady study showing a benefit of hydroxy
chloroquine in 26 patients who had been treated
in French hospitais are díffkultto interpret given
the small síze of that study, the lack of a random
ized control grot^, and the omission of 6 patients
from the analysis.' A clinicai tríal testing two
doses of chloroquine in patients with Covid-19
planned to include 440 patients but was halted
after 81 patients had been enrolled because of
excessive C^c prolongatíon and an indication of
higher mortality in the high-dose group (in
which patients received 600 mg twice daily for
10 days) than in ±e low-dose group (in which
patients received 450 mg daily for 4 days after an
initial dose of450 mg administered twice on the
first day)."
IWo small randomized trials from China have

been reported. Physicians in Wuhan randomly
assigned 62 patients with mild illness to either
the contn^ group (in which patients could receíve
supplemental ooq^en, unspedfied antiviral agents,
antibiotic agents, and immune globulin, with or
wíthout glucocorticoids) or the experimental group
(in which patients also received 400 mg of hy-

(US-

0.00- T"

10 15

Days

20 25
-|

30

Rgure 2. Piwedoni fí«Mn ComposHa End Pelntof Intubation or Death.
The shaded areas represent pointwise 9596 confídence intervals.

droxychloroquine daily). This report has not yet
been fully peer-reviewed, but results were posted
to the Mec^xiv website for public comment" In-
vestigators reported a foster mean time to clinicai
recovery (resolution of féver and cough and im-
provement on chest radiography) in tl^ eiqpedmen-
tal group than in the control groiq). Four patients
(ali in the control group) had prpgression to severe
iníèction. A small, randomized trial involving
30 patients in Shanghai reported on outcomes in
patients treated with 400 mg of hydroxychloro
quine daily for 5 days, as compared with a control
group in which patients rrceived "conventional
treatment only."*^ "Hus trial showed that by dsy
7, a total of 86% of the patients in the hydroxy-
chloroquine-treated group and 93% of those in
the control group had negative results on viral
throat swabs. Ali the patients in this trial also
received aerosolized interforon alfa by nebulizer.
A randomized clinicai tdal is the best ap-

proach to determine whether benefit can be as-
cribed to any given therapeutic intervention be
cause this trial design minimizes the two major
problems ínherent in observatlonal studies: un-
measured confounding and bias. With the ana-
lytic approaches we used in this examination of
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our observatíonal coborc, we have tried to mini
mize possible confbunding in a variety of vfays.

In the main analysís, a multivaríable regies-
sion model with inverse probability weighting
according to the propensity score, there was no
significant assodation between hydroxychloro-
quine use and the risk ofintubation or death. We
also performed a series of analyses using several
propensity-score approadies. Findings were sim
ilar in multiple sensitivity analyses. The consis-
tency of the lesults across these analyses is reas-
suring. In our analysis, we adjusted for likely
confounders, induding age, race and ethnic groiq),
body-mass index, diabete undei^g kidney dis-
ease, duonic lung disease, hypertension, baseline
vital signs, PaOjiFio^, and inflammatory markers
of the severity of Ulness. Despite this extensive
adjustment, it is still possible that some amount
of unmeasured confounding remains. Addition-
al limitations of our study include missing data
for some variables and potential for inaccurades
in the electronic health records, such as lack of
documentation of smoking and ooexistíng illness
for some patíents. Nonetheless, we used contem-
porary methods to deal with missing data to

minimize bias. Finally, the single-center design
may limit the generaiizability of these results.

Clinicai guidance at our medicai center has
been updated to remove the suggestion that pa-
tients with Covid-19 be treated with hydroxy-
chloroquine. In our analysis involving a large
sample of consecutive patients who had been
hospitalized with Covíd-19, l^^droxychlozoquine
use not associated with a sígnificantfy higher
or lower risk of intubation or death (hazard ra-
tio, 1.04; 95% Cl, 0.82 to 1.32). The study results
should not be taken to rule out either benefit or

harm of hydroxychloroquine treatment, given the
observational design and the 95% confidence in-
terval, but the results do not support the use of
hydroxychloroquine at present, outside random-
ízed clinicai trials testing its dficacy.
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Coronsvlruina italla

f«e iMttmeaic/uv

Circulou nos últimos Oías um vídeo em quesSo viraoas pSsinas e páfinas úe um jornal lomaaas poroOituânos de eerjamo, no norte
da itãlta. O número de mortes na semana passada foi tâo alto que os anúncios com os nomes ocuparam, na sexta-feira (u), um espaço
no papel trás vezes maior do que o HaCiituai.somente entre a lerca e a Quarta-ieira (is). 07S pessoas morreram elevando para 2 978 o

total do número de mortos.

Nâo e só no jornal da cidade que os contaminados pelo rtovo coronavirus não ubem mais. os hospitais estão lotados, as unidades de

terapia intensiva, sem vasa. e os cemitérios ecrerriOtOrlostém filas de caixdes.

com 1.1 milhão de naOitantes, a província de Bérsamo-oue enstoba cerca de 2S0 mumcípios-é a Ores mais afetada em toda a itália.

Dados dlvulsados nesta lerça-felra (17) indicam que jã sío quase ti.ooo coniamínaoos all (em todo o pafs, mais de 30 mil foram

infectados, com mais de 2.500 mortes).

Leia também;

Bérsamo. a cidade, com 120 mil moradores, registrou riéO mortes desde o lnic>o da crise oo coronavfrus no país. hd quase um més. A

média tem sido de 20 mortos por dia.

'ístamos vivendo as dores e o sofrlmenta dos mortos. Tivemos quase 400 morieis em ume única semana, e quase todas as (amiilas da

cidade foram adnsldas', disse à folha domGiuIio Oeltaviie. monsenhoros diocese deBérjamo.

*A epidemia está no máximo da explosão, os hospitais escSo saturados, e os pacientes, sendo levados para outras retifi^. a cidade

está Oeseriâ, uma impressão terrível. Nunca vivemos isso antes.*

A diocese (az as comas das próprias perdas; 'a proximidade dos padres a comunidade c visível pelos números de mortos e internados.

Mais de 10 padres já morreram pelo coronavirus e putios 20 esiSo nos hospitais*.

Nos últimos dias. a quantidade de caixões ã espera de serem cremados ou enterrados levuu a diocese a ceder espaço para eles no



interior do Templo de iodos os Santos, uma igreja dentro do cemitério municipal

'Os caixões estavam prestes a serem empilhados por falta de lugar. Colocamos a igreja à disposição para que os mortos não estejam

em um canto qualquer. Para que passam, em seus últimos momentos, repousar em uma igreja. E um pequeno gesto simbólico*, diz.
Nesta terça, segundo ele. havia entre 100 e 150 mortos no templo.

o jornal local L'Eco di Bergamo publicou dez páginas com obituários na edição de 13 de março Reprodução O jornal local l'Eco dí
Sergamo publicou dez páginas com obituários na edição de 13 de março *' Segundo o secretário Giacomo Angelcnf. responsável pela

gestão dos cemitérios municipais, o ritmo dos emerros levou ã realização de um sepuliamento a cada mela nora nos últimos dias.

Toda a situação, do diagnóstico ao enterro, tem sido anormal Hã relatos. ccnNrmados pelo religioso, de doentes que foram levados de

casa. alguns ainda sem a ceneza do resultado positivo, e que não foram mais vistos pela família.

*0 parente vai embora de ambulância, entra no hospital e ninguém mais pode vê-lo. porque não se pode nem visitar, oepois, um
telefonema evisa que a pessoa está mona. que um caixão fechado está liberado e que poderá ser enterrado sem funeral*, contou dom
Giulio. 'Até o luto se tornou ainda mais dircll.*

Segundo o decreto que colocou a itdlia inteira cm quarentena no dia 9 de março, estão proibidas todas as cerimônias civis, de
casamentos e funerais, para evitar a aglomeração de pessoas e o contágio enire elas.

'A única possibilidade que o governo permite é, no aio do sepultamento, que o padre realize uma bênção para a família próxima*, diz

dom Giuiio. 'Mas, quando ê uma vítima do coronavfrus, os familiares quase sempre estão em isolamento obrigatório, então tem havido
padres sozinhos dando a bênção para um defunto enterrado sem ninguém por peno. Ou uma ou duas pessoas*

Também 8 extrema-unção, um dos sacramentos da igreja Católica, está vetaoa aos doentes do coronavfrus, porque quem está
contaminado não tem autorização para ser visitado por ninguém.

Para contornar, os bispos da lombardia concederam que uma bênção possa ser realizada por laicos nessas situações, inclusive pela
equipe médica. 'Muita gente está morrendo sozinha nos hospitais, sem familiares, sem ninguém. Como todos, os padres também não
podem entrar lá.*

com tantos casos, a estrutura sanitária de Bérgamo opera além do limite. ESfiecialmenie o hospital Papa foão 23, onde quase soo
pacientes estão internados e faltam leitos de terapia intensiva.

Para liberar camas nos hospitais, o serviço sanitário autorizou o uso de três hotéis para receber os pacientes do coronavfrus que não
têm condições de fazer o isolamento domiciliar, casos, por exemplo, de pessoas que não podem dispor em casa de um quano
exclusivo ou que não têm cuidadores.

Tudo para evitar situações como as descritas pelo médico Christian salarolí, de Bérgamo. ao jornal Corriere delia Sera. Por carência de
leitos, a equipe do hospital Papa wão 23 tem precisado escolher quem segue adiante no tratamento. "Se uma pessoa tem entre 80 e 9S
anos e uma grave Insuficiência respiratória, provavelmente não prosseguirá', disse.

salaroli também clioti pacientes com patologias cerdiorrespiratOrias ou problemas graves na coronária, porque toleram mal alguns
procedimentos. "Olgo a mim mesmo que é como uma guerra, se procura salvar só quem tem mais chances. E o que está acontecendo.*

Acompanhe a cobertura em tempo real da oandemía de coronavírus

+ Coronavírus em Pernairibuco. no Brasil e no miindr»

■f-CoronavTrus na Política

•f Coi^nauírus na Econtiinia

•f coronavírus em Oiversgnaarte

•e Coronavírus no Esnorte
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MINISTÉRIO DA SAÚDE
GABINETE DO MINISTRO

PORTARIA N° 568, DE 26 DE MARÇO DE 2020

Autoriza a habilitação de leitos de Unidade de Terapia Intensiva Adulto para atendimento exclusivo dos pac cantes COVID-
19.

0 MINISTRO DE ESTADO DA SAÚDE, no uso das atribuições que lhe conferem os indsos I e II do parágrafo único do
art. 87 da Constituição, e

Considerando a Lei n» 13.979.6 de fevereiro de 2020. que dispõe sobre as medidas para enfirentamento dt emergência
de saúde pública de importância internacional decorrente do Coronavirus responsável pelo surto de 2019;

Considerando a Medida Provisória n° 924, de 13 de março de 2020. que abre Crédito Extraordinário para o 3 ograma de
Enfrentamento da Emergência de Saúde Pública de Importância Internacional Decorrente do Coronavirus; e

Considerando a Portaria n° 356/GM/MS. de 11 de março de 2020, que dispõe sobre a regulamentação e
operadonalizaçâo do disposto na Lei n** 13.979, de 6 de fevereiro de 2020, que estabelece as medidas para
enfrentamento da emergência de saúde pública de importância intemadonai decorrente do Corona vírus (COVID-19);
resolve:

Art. Fica autorizada, em caráter excepcional, a habilitação temporária de leitos de Unidade de Terapia Intensiva Adulto
para atendimento exclusivo dos pacientes COVID-19.

§ l** A habilitação temporária dos leitos de UTI ocorrerá a partir da soliciteçâo do gestor local, de acordo com as
necessidades dos seus territórios, através de ofido endereçado à Coordenaçâo-Geral e Atenção Hospitalar e domidiiar -
CGAHD via e-mail cgahd@saude.gov.br. o qual deverá nominar:

1 - a relação dos estabeledmentos em que serão instalados os leitos de UTI. com os seus espectívos Cadastro Nadonai
de Estabeiedmento de Saúde - CNES;

II - o quantitativo de leitos a serem habilitados; e

III - os equipamentos e o RH disponíveis para o tiindonamento dos leitos.

§ 2? Os Estabelecimentos temporários que não possuírem o CNES, deverão obter as orientações especificas do Ministério
da Saúde, disponível ̂  Wiki CNES (wiki.datasus.gov.br).

§30 A publicação das Portarias de habilitação ocorrerá considerando os critérios epidemiológicos (paciente x leitos) e rede
assistencial disponível dos estados, pelo período excepdonal de 90 (noventa) dias, podendo ser prorrogado.

§ 4** O custeio para diária de leito neste âmbito, será de R$ 800,00 (oitocentos reais).

§ 5** As habilitações tratadas no art. 1^ poderão ser encerradas a qualquer tempo caso seja finalizada a situação de
emergência de saúde pública de importância internacional decorrente do Coronavirus, nos termos do art. 4*'. §1**, da Lei n°
13.979 de 2020.

Secretaria de Estado da Saúde de Sâo Paulo
Centro de Documentação

ctdlgsau(te.sp^>br



Art. 2" Os recursos orçamentários^objeto desta Portaria, correrão por conta do orçamento do Ministério da Saúde,
devendo onerar o Programa de Trabalho 10.122.5018.21C0.6500 - EnfrenUimento da Emergência de Saúde Pública de
Importância íntemadonal Decorrente do Coronavirus.

Art 3** Esta Portaria entra em vigor na data de sua Publicação.

LUIZ HENRIQUE MANDETTA

Secretaria de Estatio da Saúde de São Paulo
Centro de Documentação
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SIGTAP - Sistema de Gerenciamento da Tabela da Procedimantoa. Medicamentos e OPM
do SUS

Procedimento

CompabMidades

Tatielas

Relatârios

Download i Wíki | Paio Conc-sco | Sair

Usuária: publico

Procedimento

Procedimanlo: 03.03.01.022-3 - TRATAMENTO DE INFECÇAO PELO CORONAVIRUS - COVID 19

Grupo; 03 • Procedimentos clínicos

Sub-Giupo: 03 - Tratamentos dinicos (outras especialidades}

Fonma de Organização: 01 - Tratamento de doenças infecciosas e parasitárias

CompetAnda: 05/2020 g;Hist6rioo de alterações

Modalidade de Atendimento: Hospitalar

Complexidade;

Financiamento;

Sub-Ttpo de Financiamento;

Instrumento de Registro:

Sexo;

Média de Permanência;

Tempo de Permanôncia;

Quantidade Máxima;

Idade Mínima;

Idade Máxima;

Pontos:

Média Complexidade

Média e Alta Complexidade (MAC)

AlH (Proc. Principal)

Ambos

5

1

O meses

130 anos

80

Atitoutos Comptammrtares: Admite permanáncia â maior

r— Valoms —

Serviço Ambulatorial; R$0,00

Total Ambulatorial: RS 0,00

Serviço Hospitalar RS 1.195,99

Senriço Profissional; RS 304,01

Total Hospitalar RS 1.500,00

Descrição CID i CBO Leito

-Descrição

COMPREENDE AS AÇÕES NECESSÁRIAS PARA O TRATAMENTO CLÍNICO DO PACIEht -

INTERNADO COM DIAGNÓSTICO DE COVID 19



iMlnlstirto d> Saãd*

Procedimento

Compeübílidades

SiGTAP - Sistema de Gerenciamento da Tabela de Procadlmentos. Medlcamontos e OP
do SUS

Download | Wiki | Fale Conosco

Usuário; pubitco

Procedimento

IJM dOPfOC
2.592 Â0.2020

Tabelas

Relatórios

#

Sair

Procedimento: 08.02.01.029-6 - DIÁRIA DE UTIII - ADULTO C0VID19

Grupo: 08 • Açòes complementares da atenção ò saúde
Sub-Grupo: 02 - Ações relacionadas ao atendimento

Forma de Organização: 01 - Diárias

Competêmda: 05/2020 nHlstórico de atteracOes

Modatidads de Atendimento: Hospitalar

Complexidade: Não se Aplica

Rnandamento; Média e Aha Complexidade (MAC)

Sub-Tipo de Rnandamento;

Instrumento de Registro: A!H (Proc. Espedal)

Sexo: Ambos

Média de Permanãnda:

Tempo de Permanência:

Quanfidade Máxima:

Idade Mínima: 12 anos

Idade Máxima; 13C> anos

Pontos:

Atributos ComplemeiUares:

|— Valons

Senriço Ambulatória!: R$0,00
Total Ambulatorial: R$0.00

Serviço Hospitalar R8 1.372,80
Serviço Profissional: R$227,20

Total Hospitalar: R$ 1.800,00

Descrição CiOlCSC; Leito ierviçci

Cic-.>S!i;cacãQ
HalMlitação l'.vrJBs|0rt5en-, Seç;rH

Corvücionada
Renases iTjSE

-Descrição

COMPREENDE TODAS AS AÇÕES NECESSÁRIAS Á MANUTENÇÃO DA VIDA DO PAaENTE COM

DIAGNÓSTICO DE CORONAVÍRUS ■ COVID 19 COM O SUPORTEE TRATAMENTO INTENSIVOS.
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1  Summary

Brazíl is an epícentre for COVtO-lS in Latín América. In this report we describe the Brazílian epídemíc

using three epidemiological measures: the number of ínféctíons, the number of deaths and the repro-

duction number. Our modeiilng framework requíres sufficient death data to estimate trends, and we

therefore llmit our analysis to 16 states that have experienced a total of more than fifty deaths. The

distribution of deaths among states is highly heterogeneous, wlth 5 states—São Paulo, Rio de Janeiro,

Ceará, Pernambuco and Amazonas—accounting for 81% of deaths reported to date. In these states, we

estimate that the percentage of people that have been infected with SARS-CoV-2 ranges from 3.3% (95%

Cl: 2.8%-3.7%) In São Paulo to 10.6% (95% Cl: 8.8%-12.1%) In Amazonas. The reproduction number (a

measure of transmlssion intensity) atthe start of the epidemic meantthat an Infected individual wouid

inféct three or four others on average. Foilowing non-pharmaceutical Interventions such as schoo! clo-

sures and decreases in population mobility, we show that the reproduction number has dropped sub-

stantially In each state. However, for ali 16 states we study, we estimate with high confidence that the

reproduction number remains above 1. A reproduction number above 1 means that the epídemíc is

not yet controlled and will continue to grow. These trends are in stark contrast to other major COVID-

19 epídemics in Europe and Asia where enforced lockdowns have successfuliy driven the reproduction

number beiow 1. While the Brazilían epidemic ís stili relatively nascent on a national scate, our resuits

suggest that further action is needed to limít spread and prevent health system overload.

2  Introductíon

The world faces an unprecedented public health emergency in the COVIO-19 pandemic. SInce the emer-

gence of the novel coronavlrus (SARS-CoV-2) in China in Oecember 2019, global spread has been rapid,

with over 3.5 million cases and almost 250 thousand deaths reported from 187 countries as of the 6th

May [13]. Though transmlssion of the disease beyond Asia was initially centred around Western Europe

and North América, significant spread ís now seen in other parts of the world, including many countries

across Sub-Saharan África and Latin América.

One such area of concern is Brazii - since report of its fírst case on 25th February, its epidemic has grown

quickly, with the country now reporting over 135,000 cases and over 7,000 deaths [14].In response

to significant spread and community transmlssion of the virus withrn the country, Brazilian state and

city ofRcials have mandated extensive public health measures to reduce the transmlssion of COVID-

19, including declaríng a state of emergency, mandating the closure of retail and service businesses,

DOI: https://doi.org/10.25561/78872 Page 2 of 24
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restricting transportation, and closing schools. Specífic packages of interventions have been decide doPmc

the state levei, wlth substantial variation between states in the extent to which measures have b

adopted, and their comparatlve timing [4]. Importantiy, interventions employed to date rematn short^
of the widespread and mandatory lockdowns implemented across parts of Asia and Europe and whích

have proved to be hlghly effective at containing spread of the vírus [7,19}.

500 1000 1500 2000 3000' 100 150 200 300+

Figure 1; Map of cases (a) and deaths (b) In Brazil by state levei. Data source: Painel Coronavirus at

https: //covid. saúde. gov. br, accessed on 7th May 2020.

It remains unclear the extent to which these measures have been effective ín reducing transmlssion

across the country. Reported cases across Brazil have more than doubled over the past 10 days and

show littie sign of slowing. Given this rapíd growth, a better understanding of the current epldemiotogl-

cal situation and the impact of interventions deployed to date is required to guide polícy decisions almed

at preventing worsening of the public heaith emergency the country ̂ ces. Motivated by this, we ex-

tend a prevíousiy published semi-mechanistic Bayesían hierarchical model of COVID-19 epidemiological

dynamics [7,19] to assess the Impact of Interventions aimed at curbing transmlssion of COVID-19 across

Brazil. In our framework we estimate the number of deaths, infections and transmlssion as a function

of patterns in human mobility. We utilise this framework to explore the epidemiological situation in

detail at the state levei and understand the spread of the vírus across the country to date. These results

include both estimates of the proportion of individuais infected so far as well as the impact of differ-

ent control interventions, and provide insight into possible future epidemic trajectoríes ̂ ould further

control measures be employed, or current interventions relaxed.
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State IFR% Population Deaths Deaths per miliion ínfections (thousands) Attack rate % Iteproductíon number

SP 0.7 46,289,333 3,045 65.80 1,530 (1,310,1,700] 3.30 (2.83,3.68] 1.47 (134,1.59]

RJ 0.8 17,366,189 1,205 69.40 582(492,657] 3.35(253,3.78] 1.44 (138,1.60]

CE 1.1 9,187,886 848 92.30 410(343,464] 4.46(3.73,5.05] 1.61 (1.42,131]

PE 1.1 9,617,072 803 83.50 288(239,328] 3.00(2.49,3.41] 1.32 (1.14,1.53]

AM 0.8 4,207,714 751 178 448 (372,509] 10.60 (8.84,12.10] 1.58 (138,1.81]

PA 0.9 8,690.745 392 45.10 439 (339,513] 5.05(3.90,550] 1.90 (157, 231]

MA 1.0 7,114,598 291 40.90 147 [118,170] 2.07 [1.65,2.40] 1.55 [1.32,1.80]

BA 1.1 14.930/424 160 10.70 59.5 (465,69.6] 0.40(031,0.47] 137 (1.14,1.63]

ES 0.9 4,064,052 145 35.70 91 [69.4,107) 234 (1.71,2.64] 1.57 [1.29,1.90]

PR 0.9 11,516,840 101 8.77 28.4(21.6,33.6] 0.25(0.19.0.29] 1.16 (0.95,139]

MG 1.0 21,292,666 97 4.56 28.1 [21,33.4] 0.13(0.10,0.16] 1.30(1.05,1.57]

PB 1.2 4,039,277 92 22.80 25.7(19.4,30.4] 0.64(0.48,0.75] 1.23 (0.97,1.52)

AL 1.1 3,351,092 89 26.60 40.1(29,48.1] 1.20(0.87,1.44] 1.27 (0.94,1.67)

RS 0.9 11,422,973 87 7.62 48.2(36.3,57.1] 0.42(0.32,0.50] 1.44 (1.15,1.77]

RN 1.1 3,534,165 72 20.40 19.9 (14.7,23.7] 056(0.42,0.67] 1.18 (0.92,1.45]

SC 0.8 7,252,502 59 8.14 16.5 (12.2,19.7] 0.23(0.17,0.27] 1.14 (0.91,1.38]

Table 1: Estimated infectíon fataiity ratio (IFR), state population, reported deaths and deaths per miliion

population, estimated number of ínfections in thousands, attack rate (AR), and time-varyíng reproduc-

tion number on 6 May 2020 with 95% credíbie intervais, for São Paulo (SP), Rio de Janeiro (RJ), Pemam-

buco (PE), Ceará (CE), Amazonas (AM), Pará (PA), Maranhão (MA), Bahia (BA), Espírito Santo (ES), Paraná

(PR), Minas Gerais (MG), Paraíba (PB), Rio Grande do Sul (RS), Rio Grande do Norte (RN), Alagoas (AL),

Santa Catarina (SC).

w
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3 Resuits
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Figure 2: Estimates of infections, deaths and Rt. Left: daily number of Infections, brown bare are re-

ported cases, blue bands are predicted infections, dark blue 50% credible intervai (Ci), light blue 95% C(.

Míddie: daily number of deaths, brown bars are reported deaths, blue bands are predicted deaths, a

as In left plot. RIght: time-varylng reproductfon number Rt, dark green 50%CI, light green 95%CI. If the

Rt Is above 1, the number of Infections continues to grow. Icons are interventions shown at the time

they occurred.
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3.1 Attack Rates

Brazii has aiready reported almost twice as many COVlD-19 deaths than China and over 100,000 con-

ffrmed cases. But despíte these high numbers, we estimate that only a smail proportion of individuais

within each state has been infected to date (attack rate). The dístribution of deaths among states is

highly heterogeneous, with 5 states—São Paulo, Rio de Janeiro, Ceará, Pernambuco and Amazonas—

accounting for 81% of reported deaths. In these states, we estimate that the percentage of people that

have been infected with SARS-CoV-2 ranges from 3.3% (95% Cl: 2.8%-3.7%) in São Paulo to 10.6% (95%

G: 8.8%-12.1%) in Amazonas. The remaining states ali have attack rates beiow 2.3%, apart from Pará

(PA), which atS.05% (CI9S: 3.9%-5.9%), islower only than Amazonas. Thefuli listof attack rateestímates

for each state is shown in Table 1.

\ ̂  These resuits illustrate that the proportion of the population aiready Infected and potentially Immune

remains low. Considering an ife of 3 and transmissiblllty similar to that observed across Europeant?]

and Brazilian[16] settings, the estimated share of the population infected to date remains fer short of

the 70% herd immunity threshold required to prevent rapld resurgence of the vírus if control measures

are relaxed. [7] and in Brazil.[16]).

3.2 Sensitívity Analysis - Inféctioii Fatality Rate & Underreporting

Substantiai uncertainty remains In our understanding of the fundamental epidemiology of COVID-19 and

the quaiity of surveiliance s^ems across different settings. Consequentiy, estimates of the expected

number of deaths and infections are sensitive to assumptions made withln our modelllng framework.

In particular there is uncertainty surrounding the infection fetality ratio (IFR), which is the probabilíty of

an Individual dyíng if infected with SARS-CoV-2. If this number is very low, more infections and a higher

attack rate are to be expected for the same number of observed deaths, and vice versa. There is aiso

consíderable uncertainty in the observed death data, as littie is knovm about the extent and nature of un

derreporting. In orderto examine the effect of these assumptions on the conclusions descríbed above,

we undertook a series of sensítivlty analyses (see Appendix) exploilng different assumptions surround

ing state-levei IFR (relating to assumptions about how healthcare quaiity varies with state income) and

the extent of death underrepoitíng. The resuits of these sensítivlty analysis, as expected, yleld quantita-

tive differences In the predicted attack rates - for exampte, assuming a 50% levei of death underreporting

changes our predicted attack rates from 3.30% (CI95: 2.83%-3.68%) and 10.60% (Ci95: 8.84%-12.10%)

to 6.49% (095: 5.44%-7.35%) and 19.90% (CI95:16.40%-22.80%) for São Paulo and Amazonas respec-

tively. Similarly, assumptions surrounding the extent and variation of healthcare quaiity across states
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did not qualitatively alter the conclusíons reached, namely that leveis of Inféctíon ín the populatio

date are slgnlficantly lower than that required for herd Immunity.

3.3 Effectfveness of Control Measures

Attempts to contain the spread of SARS-Cov-2 In the community have centred around the deployment

of varlous non-pharmaceutical Interventíons (NPIs) that Involve reducingthe number of contacts made

between individuais [6]. Common examples are school dosures, sodal distandng rules, banning of pub-

líc gatherings and complete lockdown. Oisrupting chains of transmisslon and bringíng the reproduc-

tion number {Rt) below 1 is essential to control the vírus and prevent exponential growth. Using our

framework, we estimate the time-varylng effective reproductíon number across ali Brazillan sta jis. We

parameterised Rt as a function of Googie mobillty data [2] - an Implldt assumptíon withln thi.' rame-

work is that changes In mobllity pattems can be related to changes In transmisslon intensity, «r/hich Is

supported by previous research examining other respiratory viruses [18,10).

We describe the time-varylng effective reproductíon number Rt for the 5 states wlth the current highest

number ofdeaths: S§o Paulo (SP), Pio de Janeiro (RJ), Pernambuco (PE), Ceará (CE), and Amazonas (AM)

(Figure 2). Estimates of the Initiai reproductíon number (i2o) are consistentiy In the range of 3 - 4 across

ali states, In Une wlth estimates of transmlssíbllity derived from European data [7]. Our results aiso

show that Rt has dropped díramatícally fbilowing the ímplementation of publlc health Interventíons,

wlth mobillty declining by 29% on average across Brazil and Rt declíning by 54% on average. However,

In none of the states we considered dId our results suggest that measures impiemented to date have

brought Rt below 1. By contrast, In prevlously pubüshed work examining Italy [19] where stringent

measures Including socletai lockdowns have been Impiemented, mobíHty had reduced by 53% compared

to basellne[2], reducíng Rt by 85% compared to Rq and bringing it slgnlficantly below 1. These results

therefore suggest that, In the absence of additíonal major Interventíons, substantíal further growth of

the epidemic Is expected across ali 16 Brazillan states considered, leading to worsening of the COVID-19

publlc health crísis.

Changes In the effective reproductíon number reflect atterations to patterns of mobillty and contact

stemming from both govemment-mandated interventíons as well as changes In behaviour at the Indi

vidual levei. Wlthln our framework, we explore the comparative Impact of reductlons In different types

of mobillty (In different settíngs, Including the workplace, parks, residential and translt stations) on the

effective reproductíon number (see Figure 3). Our results support broad equivalency in the effect of

reductlons In different types of mobillty and thelr corresponding impact on Rt (Figure 3). However,
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we note the large credible intervals associated with each estímate, which límtts our ability to identífy

dífferences.

Mean of grecefy/pharmacy,.
retaB/recreation & wsrkplaca

Parto

£3
o

2

Residential

Thmsitetations-

-25% 0% 25% 50%

(no effect on transmls^ajty)

Relativa % reduction in R,

Figure 3; Effect sízes for mobility covarlates ín Rt.

75% 100%
(oíds transmisaã^Hy)

4 Conclusíon

In this report we utilise a seml-mechanistic Bayesian model of COVID-19 transmísslon, calibrated using

data on reported deaths at the state levei, to infer the epidemiological characterfstics of the epidemíc In

Brazil to date. The resuits presented here suggest an ongoing epidemíc in which substantial reductions

in the average reproduction number have been achieved through non-pharmaceutical interventíons.

However our resuits aiso show that so far the changes In mobility have not been stringent enough to

reduce the reproduction number below 1. Therefore we predict continued growth of the epidemíc

across Brazil and íncreases in the associated number of cases and deaths uniess further actions are

taken.

Our resuits reveal extensive heterogeneity in predicted attack rates between states, suggestíng that the

epidemic is at a far more advanced stage in some states compared to others. Despite this heterogeneity

however, in no states do any of our resuits Indicate that herd immunity Is dose to being reached, under-

scoring the early stage of the epidemic in Brazil currently, and the prospect of the situation worsening

uniess further control measures are implemented. The estímated attack rates are calculated from the

reported number of deaths. We expect ascertainment of deaths to be higher than for cases, a phe-

nomenon attrlbutable to the latge proportion of infected individuais who typicaily present as asymp*
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tion testíng currently; we expect our estímates to be more accurate than naive attack rates estime jed '

from the reported number of cases, important to note however that estímatíng the extent to which|^

deaths are underreported remalns very difficult and we therefore consider a number of different death

underreporting scenarios In our analyses. Although differences In these assumptions alter our quanti

tativa estímates of attack rate, they do not alter our qualitative conciusions surrounding the impact of

control Interventions and the proportíon of the populatlon infected to date failing short of the threshold

required for herd immunity. We additíonally consider the possibllity that the extent of COVID-19 death

underreporting has been non-stationary over time - specifically, that increases In the as : frtalnment of

COVID-19 deaths over time during the Initial phase of the epidemlc could lead to upward 3 blasing of our

Rq estímates. To test the sensitivity of this bías in J2o we ran our model wlth a strong pr or on a iow Rq

but found that our conciusions regarding Rt>\ were unchanged.

Our resuits surrounding attack rates are aiso sensitíve to assumptions about the stat? specific infec-

tion fatallty ratio (IFR) used, a quantity driven by a diversity of different factors includíng demographic

structure of the state's populatlon, the pattern of social contacts between age-groups, and the quali-

ty/quantíty of avaiiable healthcare (such as supportive oxygen therapy and mechanical ventilation). Our

estimated IFRs for each of the BrazIIlan states range from 0.7% to 1.2%, reflecting substantial differences

between states in their demographic structure and healthcare provísion. As an example, the populatlon

of Amazonas is on average 7 years younger than S9o Paulo. Usíng previousiy pubiished estímates of

mortality rísk [17], this dífference would lead to naive estímates of the IFR that are lower In Amazonas

compared to Sâo Paulo (0.38% and 0.70% respectiveiy. However, these prevlous studies assume a ievel

of healthcare similar to that of China, accounting for the poorer health outcomes we expect in Brazirs

least affluent states produces IFR estímates of 0.70% for São Paulo and 0.72% Amazonas. Whilst es

tímates of these IFRs will ultimately be sensitíve to consideratíons of how healthcare quality shapes

patterns of mortality, the presented resuits are robust to assumptions surrounding the extent of vari-

ation in healthcare quality (see Appendíx). We would also note that across ali states consldered and

across ali scenarios, the IFR we predict is substantíally higher than the value of 0.1% used in the recent

work by Gallucl-Neto and coileagues [5].

The seml-mechanistíc Bayesian framework utílised also allows quantífication of the impact of non-pharmaceutícal

interventions on the reproductíon number, Rt. Our resuits suggest substantial reductíons in the esti

mated value of Rt across ali states foilowing introduction of these Interventions. This Is predicated on

the assumption that reductíons In transmission can be accurately ascertained from reductíons in mo-

billty. Such an assumption has been borne out in previous work looking at the impact of reductíons in
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mobility on transmission of the virus duringthe Chinese epidemíc [1]. However, it is important to note

that the relationship linking mobiiity and transmission will iikeiy be highiy dynamic over the course of an

epidemíc, being modified by other fóctors such as behaviourai changes surrounding physicai distancing

and routine mask wearing..

Our resuits suggests that, despite reductfons, these measures have oniy been partiaiiy successfui in re-

ducing transmission - across ali states considered here, the vaiue of Rt remalns above 1, índicatíng that

transmission remalns uncontrolled and that in the absence of stricter measures leading to further re-

ductions in mobiiity, that growth of the epidemia wiil continue. This is in contrast to European settings

where societal lockdowns have been impiemented, ieadingto estimated reductions in Rt beiow 1 [19].

Such reductions have been associated with substantiai reductions in pattems of mobiiity - in countríes

such as itaiy where a strict iockdown was mandated, mobiiity deciined to fsr greater extent than has

^  been observed to date in Brazil. For ínstance, patterns of mobiiity surrounding grocery/pharmacy in

Lombardy, one of the most severely affected regions in itaiy, dropped by aimost 75% over when mea-

sures were introduced (yielding an estimated Rt of 0.58). By contrast, across Amazonas and Sio Paulo

to date, the maximum observed reduction has oniy been 18% and 21% respectively, producing Rt es-

timates of 1.58 and 1.46 respectively. Overaii whilst our work suggests that impiemented measures to

date have had an impact on transmission, they atso highiight their insufficiency if transmission is to be

controlied, and the need for further contact-iimiting measures, beyond what is currentiy impiemented,

to reduce the reproduction number in Brazii to less than 1.

Overaii, our resuits reveai that despite extensive spread and transmission of the virus across the country,

the extent of infection in the general popuiation remains iow and far short of the levei required for herd

immunity. This result is robust to assumptíons surrounding the IFR associated with each state, and the

extent of underreporting we assume in the avaiiable deaths data. More broadiy, our resuits suggest that

in the absence of the introduction of further controi measures that wiii more strongly curb transmission,

Brazil faces the prospect of an epidemia that wiü continue to grow exponentiaiiy.
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Figure 4: Moblllty covariates from Googie mobllity reports for São Paulo (SP), Rio de Janeiro (RJ), Per

nambuco (PE), Ceará (CE), Amazonas (AM).

6 Appendix

6.1 Model

We adopt the Bayeslan semi-mechanisttc modei from [7] to estimate transmission intensity and attack

rates of COVID-19 conditíonal on the reported number of deaths. the code base for our work can be

found at https://github.com/IinperialCollegeLoiidon/covidl9model. For the Brazílian modei

at state levei, four covariates related to Googie mobility were included. These describe the reductíon or

íncrease In moblllty ín residentíal areas {k = 1), translt stations (k — 2), parks {k = 3) and the average

between groceries and pharmacles, retali and recreational areas and workplaces [k = 4), which are

averaged due to coilinearity.

As adopted In the recent publlshed report, a subnational analysis for Italy [19], the time-varying repro-

ductlon number Rt is modelled as functíon of Googie mobility data. Parameters are jointiy estimated

for 16 Brazilían states to evaluate if interventions taken so far were abie to reduce Rt below to 1. Partial

and fiill pooling were adopted, but produced almost identical resuits.

Denote as the fc-th Googie moblllty indicator, at time t for Brazilian state m. The tfme-varying

reproductíon number for Brazilian state m, Rt^rn, is modeied by:

Rt,m — -Rojtn 1 2A ^(—

where A"^ denotes the logistíc functíon, ak the effects shared between M states and 0rn,k state-speciflc
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effects. Prior distríbutions for the partia! pooHng model were set as

ctk A/'(0,0.5)

/3m.fc ~ ̂fiOy 7)» Wlth 7 ~ ;V(0,0.5),

while the prior distríbution for ilo.m was chosen to be

iío.m-Ar(3.28,|KÍ)

«:~;V(0,0.5)

with K being the same among ali states to share information about the variabiiity of JRo,m- The value of

3.28 was aiready used ín [7.19] based on [12].

6.2 Death underreporting scenarios

In this work, an extension of the seml-mechanistic Bayesían híerarchical model from [7] Is adopted to

reflect the uncertainty about underreported deaths. We address the effect of underreporting In the

data set by settfng a prior distríbution to death underreporting ̂  beta(0, p). The hyperparameters of

the beta density are fixed ín orderto reflect in the mode the desired underreporting rate, see Figure 5.

As In the original model [7], daíiy deaths A.m are observed for days t € {1,..., n} and Brazilian

states me {1,..., M}. These daily deaths are modeiled using a positive real-vaiued function dt,m —

that represents the expected number of deaths attributed to COVIO-19, taking into account

the designated underreported rate Oaily deaths A.m are assumed to fòilow a negative binômia!

distríbution with mean dt^m and varíance dt,m + where 0 foilows a normal distríbution, i.e.

^  A,m Negative Binômia! dt,m + ,

0'>-A/'(O,5)

in which o) denotes a norma! distríbution with mean p and standard devíation cr. The rest of the

mathematical model fbüows the originai manuscrípt [7] introducing the new feature of underreporting

death rate on daily deaths.

The effect of death underreporting on the attack rate Is shown in Table 2 for three additional scenarios:

33% and 50% and 67% underreporting. The underreporting scenarios are impiemented by scaling re-

ported death data by beta distríbutions wlth means {0.67,0.5,0.33) and in each instance varíance 0.004.

The distríbutions are shown in Figure 5.
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State 0% underreportíng 33% underreporting 50% underreportíng 67% underreportíng

SP 3.30 (2.83,3.681 4.90 [4.13,5.52] 6.49 [5.44, 7.35] 9.58 [7.74,11.00]

RJ 3.35 [2.83,3.78] 5.05 [4.19,5.74] 6.75 [5.50,7.74] 10.20 [8.09,11.90]

CE 4.46 [3.73, 5.05] 6.66 [5.46, 7.61] 8.76 [7.14,10.10] 12.90 [10.30,14.90]

PE 3.00 [2.49,3.41] 4.50 (3.67,5.15] 5.94(4.79,6.84] 8.86 [6.93,10.30]

AM 10.60 [8.84,12.10] 15.40 [12.80,17.60] 19.90 [16.40,22.80] 27.70 (22.80,31.80]

PA 5.05 [3.90,5.90] 7.63 [5.83,8.95] 9.95 (7.50,11.80] 14.90 [11.10,17.70]

MA 2.07 [1.65,2.40] 3.12 [2.44,3.63] 4.15(3.24,4.83] 6.23 [4.71,7.37]

BA 0.40 [0.31,0.47] 0.61 [0.47,0.71] 0.81 (0.62,0.95] 1.26 [0.93,1.49]

ES 2.24 [1.71,2.64] 3.36 [2.52,3.99] 4.45 [3.34,5.25] 6.69 [4.82,8.04]

PR 0.25 [0.19,0.29] 0.37 [0.28, 0.44] 0.50 [0.37,0.59] 0.74 [0.53,0.89]

MG 0.13 [0.10,0.16] 0.20 [0.15,0.24] 0.27 [0.19,0.33] 0.41 [0.29,0.49]

PB 0.64(0.48,0.75] 0.97 [0.72,1.15] 1.31 [0.96,1.56] 1.98 [1.41,2.39]

AL 1.20 [0.87,1.44] 1.81 [1.27,2.18] 2.41 [1.70,2.89] 3.66 [2.51,4.42]

RS 0.42 [0.32,0.50] 0.65 [0.48,0.77] 0.87 [0.64,1.05] 1.35 (0.95,1.62]

RN 0.56 [0.42,0.67] 0.85 [0.62,1.02] 1.16 [0.83,1.39] 1.77 [1.23,2.14]

SC 0.23 [0.17,0.27] 0.34(0.25,0.41] 0.46 [0.33,0.55] 0.69 [0.48,0.84]
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Table 2; Estimated attack rates for 0%, 33%, 50% and 67% death underreportíng scenaríos.
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Figure 5; Underreportíng prior distributions.

6.3 Cases and Rt for 16 states

The estimated cases, deaths and Rt for aí! 16 states considered In our joint model, São Paulo (SP), Rio

de Janeiro (RJ), Pernambuco (PE), Ceará (CE), Amazonas (AM), Pará (PA), Maranhão (MA), Bahia (BA),

Espírito Santo (ES), Paraná (PR), Minas Gerais (MG), Paraíba (PB), Rio Grande do Sul (RS), Rio Grande do

Norte (RN), Alagoas (AL), Santa Catarina (SC), are shown In Figure 6.
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6.4 Full and partial-pooling sensitivity

The resuits In this work have been produced wlth partial pooling of covaríate coefficlents. Full poollrlj^

resuits are shown in Table 3. There Is no substantlal difference.

N*. 2.592 A04020

State AR% half pooling AR% full pooling

SP 3.30 [2.83,3.68] 3.32 [2.86,3.69]

RJ 3.35 [2.83,3.78] 3.33 [2.81,3.74]

CE 4.46 [3.73,5.05] 4.31 [3.62,4.88]

PE 3.00 [2.49,3.41] 3.00 [2.51,3.41]

AM 10.60 [8.84,12.10] 10.60 [8.94,12.00]

PA 5.05 [3.90,5.90] 4.67 [3.72, 5.41]

MA 2.07 [1.65,2.40] 2.07 [1.65,2.40]

BA 0.40 [0.31,0.47] 0.39 [0.31,0.45]

ES 2.24 [1.71,2.64] 2.17 [1.69,2.55]

PR 0.25 [0.19,0.29] 0.24 [0.18,0.29]

MG 0.13 [0.10,0.16] 0.13 [0.10,0.15]

PB 0.64 [0.48,0.75] 0.65 [0.49,0.77]

AL 1.20 [0.87,1.44] 1.15 [0.86,1.37]

RS 0.42 [0.32,0.50] 0.42 [0.32,0.50]

RN 0.56 [0.42,0.67] 0.57 [0.43,0.68]

SC 0.23 [0.17,0.27] 0.23 [0.17,0.28]

Table 3: Attack rate (AR) by state, with half and full-poolíng of moblllty covariates between states.

6.5 Onset-to-death sensitivity

OnseMo-death dlstributlon sensitivity analysis for attack rate Is shown In Table 4. Outcomes are not

substantially affected by perturbation of onset-to-death dlstributlon mean by pius or minus 10%.

6.6 IFRCalculation and Sensitivity Anaiysis

Cstimates of the expected IFR across different states are deríved from prevíousiy publíshed estimates of

míxing pattems in a Latin América setting [3] alongside estimates of the vírus' transmissibility (the ba-

slc reproduction number, Rq) derh/ed from European settíngs [7] and from estimates of disease sever-
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State AR% onset-to-death mean decreased by 10% AR% onset-to-death mean increased by 10%

SP 3.15 [2.72, 3.51] 3.38 [2.88, 3.79]

RJ 3.17 [2.68,3.58] 3.54 [2.96,4.01]

CE 4.04 [3.38,4.57] 4.96 [4.10,5.66]

PE 2.77 [2.32,3,13] 3.21 [2.65,3.65]

AM 9.80 [8.22,11.10] 11.50 [9.56,13.10]

PA 4.38(3.38,5.12] 5.91 [4.51,6.97]

MA 1.86 [1.50,2.14] 2.29 [1.80,2.67]

BA 036 [0.29,0.42] 0.44 [0.34,0.51]

ES 1.98 [1.52, 2.32] 2.51 [1.88,2.98]

PR 0.24 [0.19,0.28] 0.25 [0.19,0.30]

MG 0.13 [0.09,0.15] 0.14(0.10,0.17]

PB 0.60 [0.46,0.70] 0.68(0.50,0.81]

AL 1.09 [0.79,1.29] 1.32 [0.94,1.59]

RS 0.37 [0.28,0.44] 0.48 (0.35,0.57]

RN 0.53 [0.39,0.63] 0.59 [0.43,0.71]

SC 0.22 [0.17,0.26] 0.23 [0.17,0.28]

Tabie 4: Attack rate (AR) wlth onset-to-death dístributíon mean decreased by 10% to 16.9 days and

increased by 10% to 20.7 days.

ity deríved from the Chínese epidemic [15] and subsequentiy modifíed to match data emerging from

the epidemic In the Unlted Kingdom [7). We addltionaiiy modifíed these estimates of disease severity

(specifícally the infectíon Fataiity Ratio or IFR) to account for the substantial heterogeneity we expect to

observe in health outcomes across states due to variatíon in healthcare quality and capacity, the details

of whích are described below.

Across the states considered in this analysis, average Income varies from as high as ~ $300 in São Paulo

to as low as $100 in Maranhão.[8] Such dispaiities in income are llkely to resuft In significant dispari-

ties in the quality and extent of avallable healthcare. Motivated by this, we modifíed the state-specific

IFRs üsed In an Income-dependent manner. Specificaliy, we assumed that the state with the highest in

come (São Paulo) has a quality of care idêntica! to that observed in China (and thus motfvated using the

estimates presented in Verity et ai.flS]), and that the state wlth the lowest income (Maranhnão) had sig-

nificantly worse healthcare outcomes - more similar to those that would be expected in a Lower Middie

Income Country (see Walker et al., [20] for further details on how differences In health quality across set-
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O

State (i) IFR UK contact (n) IFR Peru contact (iíi) IFR UK contact (iv) IFR Peru contact

matrix matrix matrix,

comes

poorer out- matrix, poorer out

comes

AC 0.38 0.39 0.78 0.78

AL 0.51 0.53 1.06 1.07

AM 0.37 0.38 0.79 0.79

AP 0.34 0.35 0.73 0.73

BA 0.59 0.62 1.10 1.12

CE 0.58 0.61 1.07 1.09

ES 0.63 0.65 0.87 0.89

MA 0.48 0.50 1.03 1.04

MG 0.69 0.72 1.01 1.04

PA 0.42 0.43 0.89 0.89

PB 0.62 0.65 1.13 1.16

PE 0.58 0.60 1.06 1.07

PI 0.57 0.59 1.10 Lll

PR 0.66 0.69 0.84 0.86

RJ 0.73 0.76 0.76 0.79

RN 0.60 0.62 1.04 1.06

RO 0.45 0.45 0.81 0.81

RR 0.33 0.34 0.67 0.67

RS 0.78 0.81 0.84 0.87

SC 0.65 0.67 0.74 0.76

SE 0.51 0.53 0.96 0.97

SP 0.67 0.70 0.67 0.70

TO 0.49 0.51 0.89 0.90

doProc

N*. 2.592 AO 2020

Table 7: InfecHon fetality ratios (IFR) wlth BrazIIlan state-level population welghting. using; i) UK contact
matrix, ii) Peni contact matrix, ili) UK contact matrix with poorer hospitalisation outcomes, iv) Peru
contact matrix with poorer hospitalisation outcomes.
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6.7 Data

As input of deaths and reported cases, our model uses daily updates from a government ínitíative funded

by Brazii's mínistry of Health called Painel Coronavirus, availabie at https://covid.8aude.gov.br.

In this data the number of deaths attributable to COVID-19 ís segmented by state levei. Possible under-

reportíng In death data Is addressed In the mathematical model described in Section 6.1.

For population counts we used the 2020 projection by state published by Instituto Brasllelm de Geografia

e Estatística (IBGE).[9]

Mobility report data from Googie (https://vHv.google.com/covidl9/mobility/) were used to

estimate the effects of dlfferent Interventions over time. The report provides the estimated percentage

of change on movements of placas such as retall and recreation, groceries and pharmacies, parks, transit

stations, workpiaces, and residential comparlngto a baselíne. Such baseline corresponds to the medlan

value of each day of the week, using data of January 3rd to February Sth, 2020. More details can be

found In Figure 7.

Regardíng interventlon data, the values taken Into account are the dates In which interventions were

efféctively applled, even though they were encouraged at earller dates.
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Figure 7; Googie mobility time series for ali Brazilian states with their respectiva Interventions from isth

February to 26th April 2020.
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State Emergency dedared Retail and services closed Transportation restricted Schools closed

AC 2020-03-20 2020-03-20 2020-03-20 2020-03-20

AL 2020-03-20 2020-03-21 2020-03-19 2020-03-23

AM 2020-03-16 2020-03-23 2020-03-23 2020-03-19

AP 2020-03-20 2020-03-23 2020-03-23 2020-03-17

BA 2020-03-19 2020-03-19 2020-03-20 2020-03-19

CE 2020-03-19 2020-03-19 2020-03-19 2020-03-19

DF 2020-02-28 2020-03-23 2020-03-18 2020-03-11

ES 2020-03-16 2020-03-20 2020-03-23 2020-03-17

GO 2020-03-13 2020-03-24 2020-03-24 2020-03-16

MA 2020-03-19 2020-03-23 2020-03-23 2020-03-17

MG 2020-03-12 2020-03-23 2020-03-23 2020-03-18

MS 2020-03-19 2020-03-19 2020-03-25 2020-03-24

MT 2020-03-23 2020-03-23 2020-03-18 2020-03-23

PA 2020-03-20 2020-03-20 2020-03-23 2020-03-17

PB 2020-03-21 2020-03-21 2020-03-19 2020-03-17

PE 2020-03-21 2020-03-14 2020-03-21 2020-03-18

PI 2020-03-19 2020-03-23 2020-03-23 2020-03-16

PR 2020-03-19 2020-03-23 2020-03-20 2020-03-18

RJ 2020-03-16 2020-03-20 ' 2020-03-13 2020-03-20

RN 2020-03-20 2020-03-21 2020-03-21 2020-03-18

RO 2020-03-20 2020-03-21 2020-03-17

RR 2020-03-23 2020-03-23 2020-02-20 2020-03-20

RS 2020-03-19 2020-03-19 2020-03-20 2020-03-19

SC 2020-03-17 2020-03-18 2020-03-18 2020-03-19

SE 2020-03-16 2020-03-20 2020-03-20 2020-03-16

SP 2020-03-20 2020-03-22 2020-03-22 2020-03-21

TO 2020-03-21 2020-03-21 2020-03-21 2020-03-16

Table 8: Non-pharmaceutícal interventíons by state, adapted from [4].
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m

tíngs are likely to impact outcomes). Detalls on the age-speciflc infection fatality probabilíties for tf

two states are provided In Table 5. For the other states where Income lies somewhere between the W

Maranhão and São Paulo, we línearly interpolate the age-specifíc infection fatality probabilities ba^

on state-ievel average lncome.[81 These age-specific Infection fatality probabilities are then combined

with predictions of the age-dlstribution of Infections to produce an overall, state-specific IFR.

doProc

Ages IFR% São Paulo IFR% Maranhão

0-4 0.0028 0.021

5-9 0.0024 0.018

10-14 0.0044 0.033

15-19 0.0091 0.067

20-24 0.020 0.15

25-29 0.039 0.29

30-34 0.062 0.45

35-39 0.094 0.66

40-44 0.13 0.82

45-49 0.22 1.13

50-54 0.45 1.77

55-59 0.82 2.38

60-64 1.72 3.70

65-70 2.71 4.73

75-80 4.25 6.47

80-84 6.15 8.47

85+ 9.63 12.57

Table 5: IFR by age for São Paulo and Maranhão.

Substantial uncertainty still remains In these IFR calculations however, and motivated by thls we carried

out a sensitivity analysis exploring the Impacts of different cholces of mixing matrix (Peru vs the United

Kingdom) and of assumptions surroundíng healthcare quailty (namely the method descríbed above or

assuming that ali states are abie to províde a levei of healthcare equal to that seen duríng the Chínese

epidemic). The resuits of these sensitivity analyses are shown In Table 6 for different IFRs. Although as

sumptions surroundíng healthcare quailty Impact the quantitative predictions of the IFR and associated

predicted attack rates, they do not quaUtatively change our conclusions surroundíng herd Immunity and

the lack of Infections to date sufficient to have reached ít.

DOI: https://doi.org/10.25561/78872 Page 17 of 24
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State (i) AR% UK contact (II) AR% Peru contact (111) AR% UK contact (Iv) AR% Peru con

matrix matrix matrix, poorer out tact matrix, poorer

comes outcomes

SP 3.42 [2.93, 3.82} 3.28 [2.82,3.67] 3.41 [2-93,3.80] 3.30(2.83,3.68]

RJ 3.67 [3.08,4.131 3.52 [2.96,3.98] 3.49 [2.92,3.94] 3.35 (2.83,3.78]

CE 8.17 [6,86,9.24] 7.83 [6.58,8.85] 4.55 [3.79,5.15] 4.46 (3.73, 5.05]

PE 5.53 [4.61,6.28] 5.31 [4.43,6.03] 3.04(2.52,3.45] 3.00 [2.49,3.41]

AM 21.00 [17.90,23.70] 20.70 [17.60,23.40] 10.60 [8.85,12.00] 10.60 [8.84,12.10]

PA 10.40 [8.13,12.20] 10.30 [8.02,11.90] 5.06 [3.90,5.94] 5.05(3.90,5.90]

MA 4.53 [3.60,5.24] 4.39 [3.51,5.08] 2.08(1.65,2.41] 2.07 (1.65,2.40]

BA 0.76 [0.59,0.89] 0.73 [0.57,0.85] 0.40 [0.32,0.47] 0.40 [0.31,0.47]

ES 3.14 [2.39,3.71] 3.04 [2.32,3.58] 2.27(1.72,2.67] 2.24 [1.71,2.64]

PR 0.32 [0.24,0.37] 0.30 [0.23,0.36] 0.25(0.19,0.30] 0.25 [0.19,0.29]

MG 0.20 [0.15,0.23] 0.19 [0.14,0.23] 0.14 [0.10,0.16] 0.13 [0.10,0.16]

PB 1.21 [0.91,1.44] 1.14(0.86,1.36] 0.65 [0.49,0.77] 0.64 [0.48,0.75]

AL 2.61 [1.89,3.12] 2.52 [1.82,3.01] 1.21 [0,87,1.45] 1.20 [0.87,1.44]

RS 0.47 [0.36,0.56] 0.45 [0.34,0.54] 0.44 [0.33,0.52] 0.42 [0.32,0.50]

RN 1.01 [0.75,1.20] 0.96 [0.71,1.16] 0.57 [0.42,0.68] 0.56 [0.42,0.67]

SC 0.27 [0.20,0.32] 0.26 [0.19,0.31] 0.23 (0.17,0.28] 0.23 [0.17,0.27]

Table 6: Attack rates % (AR) estimated using different ínfection fatality ratios (IFR) with Brazilian state-

levei popuiation weighting and using: I) UK contact matrix, ii) Peru contact matríx, iíl) UK contact matrix

wlth poorer hospltallsatíon outcomes, Iv) Peru contact matrix wíth poorer hospltalisatíon outcomes.

DOI: https://doi.org/10.25561/78872 Page 18 of 24



Sth May 2020 Imperial College COVID-IS Response Team

References ^

[1] KEC Ainslie et al. "Evldence of initial success for China exittng COVID-19 social distanciríçpefiiy- -
after achieving containment (versíon 1; peer review: awaltíng peer revlew]". In: Welícome Open

Research 5.81 (2020).

[2] Ahmet Aktay et al. "Google COVlD-19 Community Mobility Reports: Anonymizatlon Process De-

scríption (version 1.0)". In: ArXIv abs/2004.0 (2020).

[3] Hector VerasteguI Kathryn M. Edvyards Ana I. Gll Cláudio F. Lanata Niel Hens. Carlos G. Grijalva

Nele Goeyvaerts. "Peruvian social contact data (Version 1.0) [Data set], Zenodo." In: (2017). uri:

http: //dol. org/10.5281/zenodo. 1215891.

[4] "COVID-19 Observatory In Latin América and the Carlbbean". In: url: https: / /www. cepal.

org/en/tcpics/covid-19.

[5] Samy Dana et al. "Brazillan Modeling of COViD-19 (BRAM-COD): a Bayesian Monte Cario approach

for COVID-19 spread In a llmited data set context". In: medRxiv (2020). eprínt: https: //www.

medrxiv. org/ content/early/2020/05/03/2020 . 04.29 .20081174. full. pdf. URL:

https: //www. medrxiv. org/cont ent/early/2020/05/03/2020.04.29.20081174.

[61 NM Ferguson et al. Impact of non-pharmaceutícal interventions (NPIs) to reduce COVID-IB mor-

tality and healthcare demand (Report 9). Tech. rep. url: https : / /www. imperial .ac.uk/

mrc - global - infectious -disease-analysis /news—wuhan- coronavirus/ (visited on

03/25/2020).

[7] Seth Flaxman et al. "Report 13: Estimating the number of Infections and the impact of non-

pharmaceutícal Interventions on COVID-19 in 11 European countries". In: (2020). url https :

//doi.org/10.25561/77731.

[8] "IBGE divulga o rendimento domiciliar per capita 2019". In: (). url: https; //agenciadenoticias.

ibge. gov. br/agencia-sala-de-impreiisa/2013-agencia-de"noticias/releases/

26956-ibge-divulga-o-rendimento-domiciliar-p8r-capita-2019.

[9] "IBGE Projeções da População". In: (). url: https : / /www. ibge . gov. br / estatisticas /

sociais/populacao/OlOO-pro j ecao-da-populacao. html?=ftt «resultados.

[10] Moritz U. G. Kraemer et al. "The effect of human mobility and control measures on the COVID-19

epidemic in China". In: Science 368.4690 (2020).

[111 Enrico Lavezzo et al. "Suppression of COVID-19 outbreak in the municlpaiity of Vo, Italv". in;

medRxiv (2020).

DOI: https://doi.org/10.25561/78872 Page 23 of 24



Sth May 2020 Imperial College COVID-19 Response Team

(12J YIng Uu et al. "The reproductíve number of COVID-19 is higher compared to SARS coronavirus".

In: Journal of Travei Medicine 27.2 (Feb. 2020). taaa021. ISSN: 1195-1982. eprint: https ; / /

academic . oup. com/jtm/article-pdf/27/2/taaa021/32902430/taaa021. pdf. URL:

https://doi.org/10.1093/jtm/taaa021.

[13] World Health Organísation. "WHO, Coronavirus disease 2019 {COVID-19) Sltuatícn Report -107".

In: (2020). URL: https : //www. who . int/emergencies/diseases/novel-coronavirus-

2019/situation-reports.

[14] "Painel Coronavirus". In: (). URU https: //covid. saúde. gov. br/.

[15] liaria Oorigattí Reter Winskill Charles Whlttaker Natsuko Imai Gina Cuomo-Dannenburg Hayley

Thompson Patrick G T Walker Han Fu Amy Dighe Jamie T Griffin Marc Baguelin Sangeeta Bhatía

Adhiratha Boonyasiri Anne Cori Zulma Cucunubá Rlch FitzJohn Katy Gaythorpe Will Green Arran

Hamiet Wes HInsley Daniel Laydon Gemma Nedjati-Gilani Steven Rlley Sabine van EIsland Erik

Volz Haowei Wang Yuanrong Wang Xlaoyue Xi ChrístI A Donnelly Azra C Ghaní Neli M Ferguson

Robert Verity Lucy C Okeil. "Estimates of the severity of coronavirus disease 2019: a modei-based

analysis". In: Lancet Infectíous DIseases (2020).

[16] Wllliam Marciel de Souza et al. "Epidemíological and clinicai characteristics of the early phase of

the COVID-19 epidemlc In Brazll". In: medRxIv (2020). eprint: https: //www.medrxiv. org/

content/oarly/2020/04/29/2020.04.25. 20077396. full. pdf. URL: https : //wvw.

medrxiv. org/content/early/2020/04/29/2020.04.25,20077396.

[17] Robert Verity et al. "Estimates of the severity of COVID-19 disease". In: iMncet Infect Dis In press

(2020).

[18] Julia Gog Ottar N. Bjomstad Stephen KIssIer Lone Simonsen Bryan T. Grenfell Cécíle Viboud Vivek

Charu Scott Zeger. "Human mobiiity and the spatial transmission of influenza in the United States".

In: PLOS Computatíonal Biology (2017).

[19] Michaela A. C. Vollmer et al. "Report 20: Using moblllty to es mate the transmission Intensíty of

COVID-19 in Italy: A subnational analysis wlth future scenarios". In: (2020).

[20] P. G. T. Walker et al. Report 12: The Global Impact of COVID-19 and Strategies for Mitigation and

Suppression, uri: https : //www. imperial. ac. uk/mrc-global-infectious-disease-

analysis/news—wuhan-coronavirus/.

DOI: https://doi.org/ld.25S61/78872 Page 24 of 24



MUNICÍPIO DA ESTÂNCIA BALNEÃRIA DE PRAIA GRANDE
Btado de São Paulo

3oíRs JStT doPnx;

N*. 2.592 A0:2020

ANEXO IX

(MEMO n°. 017/2020/SESAP 10.3)

Av. Presidente Kennedy, 8.8S0* Mirim • Praia Grande • www.praiagrande.sp.gov.br



Diário Oficial

Rs. .doProe

N*.2.S82M2020

Poder Executivo

Estado de São Paulo Seção i

Palácio dos Bandeirantes

Av. Morumbiy 4.500 - MorumbI - CEP 05698-900 - Fone: 3745-3344
N® 80 - DOE - 25/04/20 - seção 1 - p.15

COORDENADORIA DE PLANEJAMENTO DE SAÚDE

Deliberação CIB 29, de 24-4-2020

Considerando a Lei n® 13.979, 6 de fevereiro de 2020, que dispõe sobre as medidas para

enfrentamento da emergência de saúde pública de importância internacional decorrente do

;  Ipnavírus responsável pelo surto de 2019;

Considerando a Medida Provisória n° 924, de 13 de março de 2020, que abre Crédito

Extraordinário para o programa de Enfrentamento da Emergência de Saúde Pública de

Importância Internacional Decorrente do Coronavírus;

Considerando a Portaria n® 356/GM/MS, de 11 dê março de 2020, que dispõe sobre a

regulamentação e operaclonalização do disposto na Lei n® 13.979, de 6 de fevereiro de 2020, que

estabelece as medidas para enfrentamento da emergência de saúde pública de importância

internacional decorrente do Corona vírus (COVID-19); Considerando a Portaria n® 568, de 26 de

março de 2020 que autoriza a habilitação de leitos de Unidade de Terapia Intensiva Adulto para

atendimento exciusivo dos pacientes COVID-19; e finalmente,

/^Visiderando a Deliberação CIB n® 23, de 02/04/2020, publicada em 03/04/2020 e republicada

em 07/04/2020, quê aprova o mapa do conjunto de hospitais e respectivos leitos para o

enfrentamento da COVID-19 no Estado de São Paulo;

Considerando a Portaria MS/SAES/n® 237, de 18/03/2020, que incluí habilitações, leitos e

procedimentos para atendimentos exclusivos dos pacientes com COVID-IO;

Considerando a Portaria GM/MS/n® 568 de 26/03/2020 que autoriza em caráter emergencial a

habilitação temporária de leitos de ÜTI para uso exclusivo de pacientes de COViD-19 pelo

período de 90 dias, podendo ser prorrogado.

A Comissão Intergestores Bipartite do Estado de São Paulo ~ CIB/SP em reunião no dia

23/04/2020 aprova o mapa do conjunto de hospitais e respectivos leitos para o enfrentamento da
COVID-19, no Estado de São Paulo.

Secretaria de Estado da Saúde de São Paulo
Centro de Documentação



o mapa estará disponível no endereço eletrônico da SES/SP, conforme segue:
http://portaI.saude.SD.Qov.br/resources/ses/perfil/cidadao/homepaqe-new/outros-

destaQues/covid-19/dellb cib planiiha covid 09 04 2020.pdf

Destaca-se que, no mapa detalham-se os novos leitos, de UTI Adulto (Coluna: JITI qdi ilto

ampliação, habilitação imediata remessa e Coluna: UTI adulto ampliação, habilitaç
r  » • * N*. 2.592

2^ remessa) e Coluna: UTI AD ampliação, habilitação imediata, 3° remessa (23/04Í!8ffi8íj)^dj
UTI Pediátrico (Coluna: UTI pediátríco ampliação - habilitação imediata) aptos para funcionamento

para habilitação imediata, conforme Portaria GM/MS 568, de 26/03/2020 e aqueles leitos que

estão em fase de estruturação, para funcionamento e habilitação posterior: Coluna leitos de

UTI Adulto (Coluna: UTI adulto ampliação - requer equipamento e/ou RH) e Coluna de leitos de

UTI Pediátríco que requer equipamento e/ou RH.

o

Secretaria de Estado da Saúde de Sâo Pauto
Centro de Deeumenteçio

ctdg6audg.so.frow.br
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Em 22 de maio de 2020.

À Senhora
Paula Covas Borges Callpo
Diretora Técnica de Saúde III
Av. Epitácio Pessoa n® 415 - Aparecida
CEP: 11.030-601-Santos/SP

Pre2:ada Senhora,

Tem este a satisfação em cumprimentá-ia e, ao ensejo, submeter a vossa
ilustre apreciação e gestões a proposta de Plano de Trabalho de Custeio
Interfederativo de Qualificação, de leitos de média complexidade hospitalar e
leitos complementares de UTI tipo II adulto, provenientes da capacidade
instalada do município de Praia Grande (código IBGE n® 3541000), visando à
garantia constitucional de acesso universal de assistência à saúde e da
continuidade dos serviços essenciais à população paulista, necessários ao
enfrentamento da emergência de saúde pública de importância internacional
decorrente do novo coronavírus (COVID-19) no Estado de São Paulo através de
regulação racional, unificada e oportuna no sistema Estadual de Regulação do
acesso em saúde (Sistema CROSS), conforme instrum^tos que s^uem em
anexo.

Certo de contar com os procedimentos cabív f subscrevo-me.

Atenciosament

Adm. Cleber Sucmw Nogueira
Secretário Munlciilá de Saúde Públícj

(CSN/vappc)

■Á
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COORDENADORiA DE PLANEJAMENTO DE SAÚDE

Deliberação CiB n^" 38,26-05-2020

Considerando a Lei n® 13.979, 6 de fevereiro de 2020, que dispõe sobre as medidas para

enfrentamento da emergência de saúde pública de importância internacional decorrente do

Coronavírus responsável pelo surto de 2019;

Considerando a Medida Provisória rf 924, de 13 de março de 2020, que abre Crédito

Extraordinário para o programa de Enfrentamento da Emergência de Saúde Pública de

Importância Internacional Decorrente do Coronavíms;

Considerando a Portaria n^ 356/GM/MS, de 11 de março de 2020, que dispõe sobre a

regulamentação e operacionalização do disposto na Lei tf 13.979, de 6 de fevereiro de 2020,

que estabelece as medidas para enfrentamento da emergência de saúde pública de

importância intemacionat decorrente do Corona vírus (COVID-19); Considerando a Portaria n^

568, de 26 de março de 2020 que autoriza a habilitação de ieitos de Unidade de Terapia

Intensiva Adulto para atendimento exclusivo dos pacientes COVID-19; e finalmente,

Considerando as Deliberações CIB n^ 23, de 02/04/2020, publicada em 03/04/2020 e

republicada em 07/04/2020, Deliberação CIB 26 de 13/04/2020, publicada em14/04/2020.

Deliberação CiB 29 de 24/04/2020, publicada em 25/04/2020 e a Deliberação CIB 36 de

12/05/2020, publicada em 13/05/2020, que aprovam o mapa do conjunto de hospitais e

respectivos leitos para o enfrentamento da COVID-19 no Estado de São Paulo; atualizados

periodicamente mediante a publicação das respectivas deliberações;

Considerando a Portaria MS/SAES/n° 237, de 18/03/2020, que inclui habilitações, leitos e

procedimentos para atendimentos exclusivos dos pacientes com COVID-19;

Considerando a Portaria GM/MS/n° 568 de 26/03/2020 que autoriza em caráter emergencial a

habilitação temporária de leitos de UTI para uso exclusivo de pacientes de COVID-19 pelo

período de 90 dias, podendo ser prorrogado.

Seaetaria de Estado da Sadde de São Paulo
Centro de Oocumentaçio

ctd®saude:m.pov.br
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A Comissão Intergestores BIpartite do Estado de Sâo Paulo - CIB/SP aprova ad raférandum o
mapa do conjunto de hospitais e respectivos leitos para o enfrentamento da COVID-
Estado de São Paulo, atualização, com a inclusão da 5° remessa de leitos de UTI AD
UTI PED COVID, para habilitação.

O mapa estará disponível no endereço eletrônico da SES/SP, conforme &
http://poirtal.saude.sp.QOV.br/resources/ses/perfil/cidadao/homepaqe-new/outros-

destaQues/covid-19/delíb cíb planilha covid 09 04 2020.pdf

Destaca-se que, no mapa detaiham-se os novos leitos, de UTI Adulto COVID (Colunas: UTI

adulto COVID ampliação, habilitação imediata , 2°, 3^ 4" e 5' remessas e Coluna: UTI

pediátríco ampliação - habilitação imediata , atualizados nesta data, com a inclusão da 5°

remessa.

Também contam as colunas relativas a leitos de diníca medica convertidos para atendimento à

COVID, bem como aqueles ampliados especificamente para a Pandemia, destacando aqueles

Já funcionando.

Apresenta ainda as colunas que demonstram o total de leitos de UTI COVID AD e PED em

fase de estruturação, para funcionamento e habilitação posterior, atualizados nesta data.

Secretaria de Estado da Saúde de SSo Paulo
Centro díe OocumentaçSo

ctd®satide:«p.gne.^
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MINISTÉRIO DA SAÚDE
GABINETE DO MINISTRO

PORTARIA N« 1.424, DE 27 DE MAIO DE 2020

Habilita leitos da Unidade de Terapia Intensiva - UTI Adulto Tipo 11 - COVID-19 e estabelece recurso do Bloco de
Manutenção das Ações e Serviços Públicos de Saúde - Grupo Coronavírus (COVID 19), disponibilizado ao Estado de São
Paulo e Municípios.

O MINISTRO DE ESTADO DA SAÚDE, SUBSTITUTO, no uso das atribuições que ihe conferem os Incisos i e il do
^  oarágrafo único do art. 87 da Constituído, e

^^lÉ^nsiderando a Lei n° 13.979 de 2020, que dispõe sobre as medidas para enfrentamento da emergência de saúde pública
de importância internacional decorrente do Coronavírus (COVIO-19) responsável pelo surto de 2019;

Considerando a Portaria n** 358/GM/MS, de 11 de março de 2020, que dispõe sobre a regulamentação e
operadonalizaçâo do disposto na Lei n** 13.979, de 6 de fevereiro de 2020, que estabelece as medidas para
enfrentamento da emergência de saúde pública de importância internacional decorrente do Coronavírus (COVID-19);

Considerando a Portaria n** 237/SAES/MS, de 18 de março de 2020, que inclui habilitações, leitos e procedimentos para
atendimento exclusivo dos pacientes com COVID-19;

Considerando a Portaria n" 568/GM/MS, de 26 de março de 2020, que autoriza em caráter emergendal, a habilitação
temporária de leitos de UTI, para uso exdusivo de padentes de COVID-19, pelo período de 90 (noventa) dias, podendo
ser prorrogado;

Considerando a Portaria n° 828/GM/MS. de 17 de abril de 2020, que altera a Portaria de Consolidação n'^ 6/2017/GM/MS.
para dispor sobre os Gnjpos de Identificação Transferências federais de recursos da saúde; e

Considerando a correspondente avaliação da Coordenação Geral de Atenção Hospitalar e Domiciliar do Departamento de
Atenção Hospitalar e de Urgência - CGAHD/DAHU/SAES/MS, constante do NUP-SEI n*^ 25000.069378/2020-19, resolve:

W
Ficam habilitados leitos de Unidade de Terapia Intensiva - UTI Adulto Tipo II - COVID 19, dos estabelecimentos

descritos no Anexo a esta Portaria.

Parágrafo único. A habilitação de que trata o caput ocorrerá, excepcionalmente, pelo prazo de 90 (noventa) dias, podendo
ser prorrogada. Finalizada a situação de emergência de saúde pública, de importância internacional decorrente do
Coronavírus (COVID-19), nos termos do art 4". §1°, da Lei n^ 13.979 de 2020, essas habilitações poderão ser encerradas
a qualquer tempo.

Art. 2° Fica estabelecido recurso do Bloco de Manutenção das Ações e Serviços Públicos de Saúde - Grupo Coronavírus
(COVID 19), a ser disponibilizado ao Estado de São Paulo e Municípios, em parcela única, no montante de R$
61.344.000,00 (sessenta e um milhões e trezentos e quarenta e quatro mil reais).

Parágrafo único. Os recursos de que trata o caput eqüivalem aos 90 (noventa) dias.

Art. 3° O Fundo Nacional de Saúde adotará as medidas necessárias para a transferência, regular e automática, do
montante estabelecido no art 2°, aos Fundos Estadual e Municipais de Saúde, em parcela única, mediante processo
autorizativo encaminhado pela Secretaria de Atenção Especializada à Saúde.

Secretaria de Estado da Saúde de São Paulo
Centro de Docuntentação

ctd@saude.sp.gov.br



Art 4® Os recursos orçamentários, objeto desta Portaria, correrão por conta do orçamento do Ministôno da Sau^
devendo onerar o Programa de Trabalho 10.122.5018.21CO.6500 - Enfrentamento da Emergência de Saude^
Importância Intemacional Decorrente do Coronavírus - Plano Orçamentário CV20 - Medida Provisona n 940 ̂

Art. 5® Esla Portaria entra em vigor na data de sua publicação. ^

EDUARDO PAZUELLO

ANEXO

UF IBGE MUNICÍPIO

SP AMERICANA

AMERICANA

36000 BRAGANÇA

O  PAULISTA

35076 BRAGANÇA

O  PAULISTA

SP CAMPINAS

L  ..I

SP ■ campinas

2058790

2082179

35032 |aRARAQUAR

SP BARRETOS

SP BAURU

SP BERTIOGA
õ

SP BOTUCATU

12790602

ESTABELECIMENT

O

HOSPITAL

MUNICIPAL DR
WALDEMAR
TEBALOI

HOSPITAL SAO

FRANCISCO DE
AMERICANA

SANTA CASA DE

, ARARAQUARA

I HOSPITAL DE
I AMOR NOSSA
I SENHORA

HOSPITAL

ESTADUAL BAURU

HOSPITAL

MUNICIPAL DE

BERTIOGA

HOSPITAL DAS

CLINICAS DA

FACULDADE DE 2748223
MEDICINA DE

[BOTUCATU

iHOSPnTAL 11
UNIVERSITÁRIO

SAO FRANCISCO 2704900
I NA PROVIDENCIA
I DE DEUS

i HOSPITAL
: BRAGANTINO

HOSPITAL DAS

CLINICAS DA
' UNICAMP DE

; CAMPINAS

■[MATERNIDADE DE
■ CAMPINAS <2022621

I  IIcôdígõe
DESCRIÇÃO

GESTÃO TIPO DA
HABILITAÇÃ

i  t O

MUNICIPA
■l

ÜTI
ADULT
011-
COVID-
19

2083272

9549848

2079798

MUNICIPA

^  COVID-
|[l9
IÍÜTÍ

MUNICIPA

^  COVID-
19

líüri
MUNICIPA

^  COVID-
|[l9

~~ Ifüfi
CCTIVfM.A ADULTESTADUA Q„.
^  COVID-

19

IfUT!
MUNICIPA

COVID-
19

líufi
ESTADUA

^  COVID-
19

ifOri
ESTADUA

COVID-
19

uri
MUNICIPA

•" COVIO-
|[l9
IÍÜTÍ

ESTADUA

COVID-
19

MUNICIPA ||UTI
L  ADULT

MUNICIPA
L

ESTADUA

MUNICIPA
L

ESTADUA
L

ESTADUA
L

MUNICIPA
L

■ESTADUA
iL

■ l

26.12. UTl
ADULTO II-
COVIO-19

26.12-UTl
ADULTO II-
C0VID.19

26.12-UTl
ADULTO II •
COVID-19

26.12-un
ADULTO II •
COVID-19

26.12-UTl
ADULTO II •
COVID-19

26.12-UTl
ADULTO II •
COVID-19

26.12-UTl
ADULTO II •
COVIO-19

26.12-UTl
ADULTO II •
COVID-19

26.12-UTl
ADULTO II •
COVID-19

26.12-UTl
ADULTO II -
COVID-19

28.12 - UTl
ADULTO II •

CUSTEIO
DIARIA VALOR
COVID-19

10 480.000,00
1.440.000,0

10 480.000.00

180.000,00
1.440.000,0

1.728.000,0 5.184.000,0
D  O

432.000,00 Q1 .296.000,0

480.000,00 1.440.000,0

1.440.000,0 |4.320.000.0

480.000,00 1-440.000.0

10 480.000,00

37 912.000,00 |2-736.000,0

■ 4 192.000,00 576.000,00

Secretaria de Estado da Saüde de São Paulo
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