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Disclosures

* The views and opinions expressed in this presentation are those of
my own and do not reflect the official views or policy of UT Health
San Antonio.

* | do not have financial conflicts of interest to disclose concerning
this presentation.




Unconscious Bias Disclosure

* UT Health San Antonio ECHO recognizes that language is
constantly evolving, and while we make every effort to avoid
bias and stigmatizing terms, we acknowledge that
unintentional lapses may occur in our presentations.

* We value your feedback and encourage you to share any
concerns related to language, images, or concepts that may
be offensive or stigmatizing.

* Your input will help us refine and improve our presentations,
ensuring they remain inclusive and respectful to participants.




Long COVID proposed Mechanism of
Inflammation
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Initial Evaluation - Workup

History and Physical
Exam

Order appropriate
labs to eval for organ
system dysfunction

Order Imaging
needed for further
evaluation

Send referrals to
appropriate
specialists if needed



Initial Evaluation — Workup Example

History and Physical Exam
(chest pains —described
as neuropathic,
palpitations)

Labs: CMP, CBC,
Troponin, BNP, ESR, CRP,
Mag

Imaging: EKG, CXR, holter
monitor

Referrals: cardiology —
may run additional testing
like stress testing,
additional imaging



Initial Visit at Long Covid Clinic

* |f appropriate screenings have been completed prior to our
visit, we can initiate next steps of rehabilitation at the initial
visit. If additional screenings are needed, may need to delay

additional rehabilitation strategies until involved organ
systems are optimized.

* le Chest pain will need to be evaluated prior to initiating a
rehabilitation program safely.




Anti-inflammatory Lifestyle Changes

* Exercise - physical activity as tolerated, pacing as needed

* Sleep Hygiene - keep a regular bedtime, sleep hygiene, sleep for at
least 7 hours per night

* Hydration - drink until urine is clear

* Diet - Anti- mﬂammatori/ diet such as mediterranean diet
recommended especially avoiding processed foods (others like

FOD-MAP or low histamine diet may also be helpful)

* Stress management - Discussed benefits of minimizing stress and
taking frequent breaks as needed




Anti-inflammatory Lifestyle Changes

* Exercise
* Formal rehabilitation program — PT/OT/ST - pacing focused, building endurance
* Home vs. Outpatient setting

* Sleep
* Consider medication if severe and have already tried non-pharm measures
* Melatonin, trazodone

* Stress management
* Referral to long covid psychologist
* Evalfor depression, anxiety, PTSD etc. initiate medication management if needed




Long COVID Rehabilitation Strategies

APPROACH

ACTIVITY INTENSITY LEVELS

CONTRAINDICATIONS

’ DECREASE INTENSITY LEVEL:

« If current activity level
triggers PEM/PESE

or > -

- If recommended HR is .
exceeded during activity:
slow/stop activity, monitor
for PEM/PESE before
resuming intensity level

/l INCREASE INTENSITY LEVEL:

n.lll]ﬂ « If current activity level is
tolerated for 7-10 days
without triggering PEM/PESE
By 10% intensity every 710
days

before increasing duration of

a single activity bout

» (eg, tolerate three
10-minute walks daily
before trying a 30-minute
walk)

Long-term Weekly Goals:
150—300 minutes of
moderate-intensity activity

OR
75—150 minutes of
vigorous-intensity activity
Resistance training at least
2 times weekly

DURATION / FREQUENCY: \
% -+ Increase number of
daily/weekly activity bouts -’

DAILY ACTIVITIES:
START HERE, WORK UP AS TOLERATED
Minimal/no perceived exertion (1/10 RPE)

Sedentary hobbies (e.g., knitting, sewing)
Isometric exercises, breath work, meditation

QO (<65% max HR):

Light perceived exertion (2—3/10 RPE)
(Able to talk or sing)

ADLs (eg, showering)

IADLS (eg, cooking)

Gentle walking, recumbent cycling, aquatic
activities at low intensity

/ PCP supervision

MODERATE INTENSITY
O (65-75% max HR): [

- ( ABSOLUTE:
\ (Until cardiology clearance)

LOW INTENSITY ‘

-« Activity triggers PEM/PESE

ACS, MI, arrhythmia, myocarditis,
pericarditis

If myocarditis or pericarditis:

» If LVEF normal and no arrhythmias,
may start low-intensity activity
3 months after diagnosis under

» If LVEF reduced and arrhythmias
documented, reevaluate 6 months
after diagnosis before continuing
return to activity

Somewhat hard perceived exertion (4—6/10 RPE)

(Able to talk but not sing)

IADLs (eg, vacuuming)

Walking or jogging, cycling, swimming
Resistance/strength training

VIGOROUS INTENSITY A
O (>75% max HR): [

Hard (heavy) perceived exertion (7+/10 RPE)
(Not able to talk or sing)

Participation in competitive sport/recreation
Sprinting
Heavy resistance/strength training

O MaxHR=
If PEM/PESE: Resting HR +15
If CHD &/or on BB:
If > 40 years old:

164 - (0.7*Age in years)
208 - (0.7*Age in years)

If < 40 years old: 220 - Age in years

FIGURE 1 Return to physical activity in Long COVID. ACS, acute coronary syndrome; ADL, activities of daily living; BB, beta blocker; CHD,
coronary heart disease; HR, heart rate; IADL, instrumental activities of daily living; LVEF, left ventricular ejection fraction; MI, myocardial
infarction; PEM, postexertional malaise; PESE, postexertional symptom exacerbation; RPE, rate of perceived exertion.
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Long COVID Rehabilitation Strategies —4 P’s

* Pacing
* Planning
* Prioritizing

* Positioning




Long COVID Rehabilitation Strategies - EECP
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Anti-inflammatory Treatment - Supplements

 Curcumin: 500mg BID (has anti-inflammatory and immunomodulating
properties and has been demonstrated to repolarize macrophages).

* Vitamin C: 500mg BID (vitamin C inhibits histamine and repolarizes
monocytes).

* Probiotic (Kefir, probiotic yogurt and/or Bifidobacterium ex. Daily Body
Restore) together with Prebiotics (e.g. XOS Prebiotic, Bio Nutrition Pre-
Biotic) to normalize the microbiome %lven that prolonged dysbiosis has
been reported following COVID-19 infection and can contribute to
inflammation

* NAC recommended for brain fog symptoms - antioxidant and precursor
to glutathione




Anti-inflammatory Treatment - Medications

e H1 (ceterizine, fexofenadine, or loratidine) + H2 h
, , (famotidine) blocker scheduled for 2 months then
Histamine . . .
Blockade eval continued need vs. intermittent use )
N

e Compounded - can start at 1.5mg and increase to

Low Dose max of 4.5mg nightly
Naltrexone




Rehabilitation Based Planning

e Consider the need for work accommodations

e Goals for return to work if time off is needed to focus on
recovery

* Should patient receive maximum medical improvement and
still unable to work — assist with disability paperwork
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