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A b s t r ac t
Background: With the Wuhan pandemic spread to India, more than a lakh of population were affected with COVID-19 with varying severities.
Physiotherapists participated as frontline workers to contribute to management of patients in COVID-19 in reducing morbidity of these patients
and aiding them to road to recovery. With infrastructure and patient characteristics different from West and lack of adequate evidence to existing
practices, there was a need to formulate a national consensus.
Materials and methods: Recommendations were formulated with a systematic literature search and feedback of physiotherapist experiences.
Expert consensus was obtained using a modified Delphi method.
Results: The intraclass coefficient of agreement between the experts was 0.994, significant at p < 0.001.
Conclusion: This document offers physiotherapy evidence-based consensus and recommendation to planning physiotherapy workforce,
assessment, chest physiotherapy, early mobilization, preparation for discharge planning, and safety for patients and therapist in acute-care
COVID 19 setup of India. The recommendations have been integrated in the algorithm and are intended to use by all physiotherapists and other
stakeholders in management of patients with COVID-19 in acute care settings.
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Indian Journal of Critical Care Medicine (2020): 10.5005/jp-journals-10071-23564

P r e a m b l e
From Wuhan as the pandemic COVID-19 affected India, several
buildings and open grounds were converted to major COVID-19
hospitals to meet the rising needs. By mid-March 2020, India
saw more than a lakh active cases of COVID-19. With increasing
literature and experiences from the globe, rapid changes have been
incorporated in the management of COVID-19. Physiotherapists
being an integral part of the intensive care team have come forward
as frontline warriors to contribute in the management of COVID19. However, due to lack of consensus and few guidelines from the
West there have been different protocols to deliver physiotherapy
care to patients admitted with COVID-19.

P u r p o s e
To prepare an evidence-based guideline through national
consensus on physiotherapy management of COVID-19 for India.
Consensus-building exercise has been undertaken to develop
and provide recommendation by putting together current
experiences and available evidence to physiotherapists working in
the various settings for treatment of confirmed and or suspected
COVID-19 patients in India.

I n t r o d u c t i o n
Physiotherapy is as an integral part of critical care management.
The aim of physiotherapy in critical care is to prevent and manage
the pulmonary complications and focus on early rehabilitation by
reducing the immobilization complications.
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National Consensus for Physiotherapy Management in COVID-19
Patients diagnosed with COVID-19 have primarily respiratory
symptoms with oxygen desaturation as the hallmark. Presence of
associated comorbidities such as diabetes mellitus, hypertension,
thyroid dysfunction, obesity, and renal dysfunction increases their
mortality and morbidity. The ABCDEF bundle of care recommends
respiratory therapy or chest physiotherapy and early mobilization
as an integral part that helps reduce the morbidity and mortality;1
however, in relation to COVID-19 the approaches for the same
need to be studied. All physiotherapeutic approaches are aerosolgenerating procedures (AGPs) and require close contact, raising
safety concerns for the therapists. Very little is known about best
evidence physiotherapy practices that would derive benefit to the
patient in COVID-19.
With the constant dilemma of benefit vs harm, this document
attempts at providing recommendation based on the available
data and literature for better implementation of services in these
testing times of the COVID pandemic.

M at e r ia l s

and

M e t h o d s

These recommendations have been prepared based on available
literature evidence and expert consensus. A systematic literature
search, available guidelines, recommendations, and expert opinions
using the following search terms were conducted: physiotherapy,
COVID-19, coronavirus 2019, chest physiotherapy, critical care
physiotherapy, ICU rehabilitation, and early mobilization. Multiple
combinations using Boolean operators were used. Retrieved
studies were evaluated and summarized by three independent
reviewers. Feedback was obtained from physiotherapists working in
various hospitals, handling COVID-19 patients, through telephonic
conversations and e-mails. A physiotherapy clinical decisionmaking algorithm and recommendation was developed through
the modified Delphi method.

Expert Consensus Process
Physiotherapy experts in the cardiorespiratory field across India
were approached (N = 19). The experts consisted of both clinicians
and academicians.
•

•

•
•

•

The first author (MJ) conducted a virtual meeting in midmarch to introduce the need for consensus for developing a
COVID-19 PT recommendation considering the emerging need.
Experiences of physiotherapists treating patients with COVID-19
were gathered and noted.
The first draft of algorithm and the recommendations were
e-mailed to panel members with a checklist. Experts were
requested to record their comments and recommendations on
the form prepared to obtain the consensus.
Based on the expert opinions, the consensus statement and
recommendations were modified. The modified document
was mailed to the experts for the second round of consensus.
A third round of consensus was carried out and the documents
were finalized. Multiple virtual discussions were conducted to
reach a consensus. Intraclass coefficient of agreement between
the experts was 0.994, significant at p < 0.001.
The consensus document was then submitted to Maharashtra
State Council for Occupational Therapy and Physiotherapy for
approval, which was approved by the council on June 11, 2020.

ISCCM guidelines were used to grade the recommendations2
and where there was no evidence it is mentioned as useful practice
point (UPP) (Table 1).
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S co p e
This consensus statement provides recommendations for
physiotherapy management of COVID-19 in acute care setup with
focus on respiratory care and early mobilization. Statements on
safety precautions and post-recovery rehabilitation also included.
Algorithms for decision-making pathway and symptomatic patient
treatment are developed.

U n d e r s ta n d i n g COVID-19
The newly emergent SARS-CoV-2 was first recognized in Wuhan,
China, in December 2019 having a genetic sequencing of the virus
closely related to the SARC virus.
The transmission of virus mainly occurs from symptomatic
people by close contact through droplet transmission, direct contact
transmission with infected individual, or contact with contaminated
objects and surfaces.3 SARS-CoV infects lung epithelial cells causing
lung injury due to the associated inflammatory response. Patients
may present with acute respiratory distress syndrome (ARDS),
COVID pneumonia, or fibrosis. Lung CT scan findings found to
have multiple mottling and ground-glass opacity in bilateral lungs.
Autopsy studies have shown vascular changes and thromboembolic
phenomenon causing shunt effect.4 Cardiac complications like
Table 1: Criteria for quality of evidence levels and grading of strength
of recommendations used in formulation of current recommendations
Quality of evidence
Evidence from ≥1 good-quality and well-conducted
randomized control trial(s) or meta-analysis of RCTs
Evidence from at least one RCT of moderate quality or
well-designed clinical trial without randomization; or
from cohort or case-controlled studies
Evidence from descriptive studies, or reports of expert
committees, or opinion of respected authorities based
on clinical experience
Not backed by sufficient evidence; however, a
consensus reached by the working group, based on
clinical experience and expertise
Strength of recommendation
Strong: To do or not to do where the benefits clearly
outweigh the risk or vice versa for most if not all the
patients
Weak recommendations where benefits and risk are
more closely balanced or are more uncertain.
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arrhythmias and myocardial injury are seen in COVID-19 similar to
other CoVs, which may be mediated by proinflammatory markers.5,6
It is found that cardiac biomarkers are highly elevated suggesting
acute cardiac injury in those with increased mortality, severe
disease, and those requiring ventilatory support.6
A varied presentation of the disease with multiple system
involvement and failure is documented. People with comorbidities
are found to have more severe presentation and increased
mortality.7 As per available literature, 40% people with COVID-19
show only mild or moderate symptoms. About 15% develop severe
symptoms requiring supplemental oxygen therapy. Five percent of
them are critical.4,8

Patient Classification
Asymptomatic

•

•

•

•

These are individuals with COVID-19 nucleic acid test positive, who
do not have any clinical signs and symptoms, and have normal
chest radiograph. Oxygen saturation is normal at rest and may not
desaturate on activity.

Symptomatic
These individuals may have symptoms of acute upper respiratory
tract infection (fever, fatigue, myalgia, cough, sore throat, runny
nose, sneezing) or digestive symptoms (nausea, vomiting,
abdominal pain, diarrhea). They may have normal saturation at rest
but may desaturate with exercise or mobility.
Symptomatic patients were further classified (Table 2) as per
severity of respiratory symptoms from the physiotherapeutic
perspective depending on oxygen requirement and taking into
consideration severity classification for COVID-19-MoHFW.9

R e co m m e n dat i o n s f o r W o r k f o r c e
P l a n n i n g a n d D e p loym e n t o f
P hys i ot h e r api s t [L e v e l 3B] 10,11
Though many hospitals in India are declared as dedicated
COVID-19 hospitals, major hospitals manage both COVID-19 and
non-COVID-19 patients. The need for rehabilitation of patients in
the non-COVID-19 area may not be less emphasized. Hence, it is
important to delegate different teams of physiotherapists in COVID
and non-COVID areas with reduced movement internally between
teams. Deployment of staff to treat patients in various places from
quarantine centers to COVID wards and COVID ICUs should be based
on the expertise and skill required.

•

•

Staff with skill and expertise in treating patients in intensive
care unit (ICU) should be deployed for the purpose of treating
patients in COVID-19 ICU, for consultation and training of
therapist and graduates in management of COVID-19.
Physiotherapists not confident of working in acute care setup
should be trained for treating COVID-19 patients with mild to
moderate involvement, facilitate rehabilitation, and discharge
pathways.
Learning resources and training to staff in the form of e-Learning
package from the World Health Organization and World
Confederation of Physical Therapy (WCPT), Centre for Disease
Control and Prevention, and resources related to updates on
COVID-19 exclusively should be provided.
It is mandatory to train all therapists in proper technique
and sequence of donning and doffing of personal protective
equipment (PPE), six steps of the handwashing technique, and
disposal of biomedical waste as per institutional policy and
Centre of Disease Control and Prevention guidelines to protect
transmission and infection.
Due to fear of pandemic and anxiety over personal and family
safety, adequate counseling and psychological support should
be provided to improve the morale of therapists appointed in
treating patients with COVID-19.
Physiotherapists who are judged to be at high risk should not be
encouraged to enter the COVID-19 isolation area. This includes
those who are older than 55 years of age, pregnant, immunecompromised, and having associated comorbidities of diabetes,
cardiac disease, renal involvement, malignancy, respiratory
disease, and anemia.

R e co m m e n dat i o n f o r P hys i ot h e r apy
D e c i s i o n M a k i n g [UPP]
•

Upon getting the physiotherapy referral, a physiotherapist
may follow the physiotherapy decision-making process flow
(Flowchart 1: Algorithm 1) to categorize the patient and to
determine the physiotherapy intervention process.
• COVID-19 physiotherapy decision-making process map
categorized the patients depending up on the stage and
the symptoms.
• Institution-based routine physiotherapy guidelines should
be followed for patients who are not suspected of COVID-19.
• Suspected and diagnosed COVID-19 individuals should
follow the positive process flow.12

Table 2: Classification of symptomatic COVID-19 patients
Severity
Mild pneumonia

O2 saturation (SpO2)
Mild or no change at
rest (SpO2 of 92–94%)
Moderate pneumonia Drop in SpO2 during
activity
Severe

Critical

Needs high FiO2 and
PEEP to maintain
oxygenation
Needs high FiO2 and
PEEP to maintain
oxygenation

Hemodynamic
stability
Stable
Tachycardia and
hemodynamic
variability
Unstable/altered
hemodynamics needs
respiratory support
Unstable/altered
hemodynamics needs
respiratory support

O2 support
Low flow oxygen

Other symptoms
No

High flow oxygen
(HFO) system/venturi
mask
Mechanical ventilator
(MV) or noninvasive
ventilation (NIV)
Mechanical ventilator
or on extracorporeal
membrane oxygenation (ECMO)

Fever, cough,
breathlessness

CT chest
Normal

Ground glass
opacities and bilateral
lung mottling
Altered mental status, ARDS changes
Signs of ARDS (mild
to severe)8
ARDS, multiorgan
ARDS changes
failure, sepsis, shock
bilateral ground glass
appearance
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Flowchart 1: Algorithm 1: COVID-19 physiotherapy decision making process

COVID-19 Physiotherapy (PT) Pathway [UPP]

•

The COVID-19 PT pathway is classified according to the symptoms.

COVID-19 PT Pathway (asymptomatic)
•

•

Patients diagnosed as COVID-19-positive without symptoms
but having functional limitations due to any cardiovascular,
pulmonary, neurological, or orthopedic dysfunctions (stroke,
fractures, postsurgical, etc.) are considered in this category.
Patients in this category should follow institutional-based
routine physiotherapy guidelines with complete comprehensive
COVID-19 precautions (PPEs).

COVID-19 PT Pathway (symptomatic)
This pathway (Flowchart 2: Algorithm 2) categorized the patients to
nonmechanically ventilated and mechanically ventilated.
•

•

Nonmechanical ventilated
• Patient with HFO
• Patients with LFO
• Patients on room air
Mechanical ventilated or on noninvasive ventilation
• Sedated/paralyzed
• Minimally sedated

R e co m m e n dat i o n
Screening
•
•

for

Assessment

and

It is important that all patients be continuously monitored and
assessed before, during, and after physiotherapy sessions [UPP].
Physiotherapy screening [Level 3B]10,13–15
• All patients should be screened for presence of comorbidities
like obesity, diabetes, hypertension, thyroid dysfunction, and
associated musculoskeletal or neurological impairments.
• Screening for hemodynamic stability: symptoms and signs
of associated chest pain, presence of tachycardia or irregular
rhythm, edema feet, and breathlessness suggestive of
associated cardiac sequelae and myocarditis should be
screened.
4

•

Screening for respiratory distress: Signs of increased
respiratory rate (>30), altered breathing pattern (increased
use of accessory muscles) at rest, with change of position or
with activity, should be observed.
• Screening for activity-induced desaturation: Physiotherapists
working with COVID-19 patients have reported a drop
in oxygen saturation even with patients having normal
saturation at rest. As per unpublished observations based on
experiences reported by physiotherapists, simple activities in
bed or edge of bed have been reported to cause desaturation
in patients with moderate to severe involvement. Hence, all
patients should be screened for desaturation with activity.
Patients with a fall of more than 3% in saturation or saturation
of <96% at rest should be observed closely. Patients with HFO
therapy are observed to desaturate rapidly. Need for oxygen
titration should be assessed and discussed with the physician.
• Screening for readiness to mobilization: The sedation level and
awakening should be evaluated for patients on mechanical
ventilation or noninvasive ventilation to assess readiness for
early mobilization. Safety parameters for mobilization should
be considered (refer Section “Safety for patients”).
Assessing for mobility and function: Ambulatory stable patients
should be assessed for musculoskeletal impairments of mobility,
strength, endurance, and balance during recovery from the
acute phase and for rehabilitation. Physiotherapists working
with COVID patients have observed excessive lower extremity
weakness and fatigue in patients recovering from the illness
[UPP].
• Quick assessment of functions like 30-second chair sit and
rise, isometric grip strength, and one-leg stance can be done
in patients with mild severity and/or during the discharge
phase. It is recommended to do a predischarge functional
test as timed up and go, L-test, or 6-minute walk test
depending on patients’ parameters and ambulation to guide
planning of home program and rehabilitation [Level 2B].16,17
• As many patients have complained of fatigue, it is
recommended that fatigue or level of exertion can be
evaluated using the Borgs scale or visual analog scale (VAS)
[Level 2B].18
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Flowchart 2: Algorithm 2: Physiotherapy pathway for symptomatic COVID-19 patients

•

It is recommended to screen all patients on mechanical
ventilation for agitation and delirium, cognitive impairment,
and impairments of integumentary system, as these can
occur in patients with prolonged ICU stay. Acute respiratory
distress syndrome, Sepsis, increased age, prior cognitive
deficit, and delirium can lead to increased risk of cognitive
impairment and post-ICU stress disorder.19 Hence, it is
recommended to use the Richmond Agitation Sedation Scale
(RASS)20 for decision making of active mobility within safety
limits. Pressure areas should be screened for developing of
pressure sores, if any [Level 2A].

R e co m m e n dat i o n s
Interventions

for

P hys i ot h e r ap e u t i c

Physiotherapeutic maneuvers include body positioning to improve
ventilation-perfusion ratio and oxygenation, airway clearance to
clear secretions in the airway, and alveoli and early mobilization to
combat ill effects of deconditioning and prevent critical care illness
and myopathy and improve function and quality of life.21 A clear
need for clinical indication of physical therapy intervention should
be established following screening and evaluation.

Table 3: COVID awake repositioning prone protocol22
30 minutes to 2 hours full prone
30 minutes to 2 hours right side lying
30 minutes to 2 hours propped-up sitting
30 minutes to 2 hours left side lying
30 minutes to 2 hours prone
CARP Janus General Medicine Resuscitation and Acute Critical Care

•
•
•

•

Therapeutic Positioning
•

It is recommended to encourage awake active prone positioning
“COVID awake repositioning proning protocol” called as
“CARP” (Table 3)22 in mild to moderate severity as it can help

•

in improving oxygen saturation, delay, or reduce the need for
intubation and intensive care in pneumonia due to COVID-19
[Level 2B].23,24
An extended semi-sitting or sitting position is favorable when
proning not possible due to patient discomfort or obesity [Level
2B].25,26
It has been observed that not all patients benefit in prone; hence,
the best saturation position should be accordingly advised [UPP].
When possible and in close collaboration with the team, a
24-hour position rotation chart can be provided, which favors
alternations of the lateral decubitus, to semi-prone to prone
position [UPP].
For maximum benefit, position is to be maintained at least for
30 minutes to an hour. Cushions/aids can be used during prone
positioning that supports the body and avoid excessive active
muscles work that causes undue fatigue [Level 3B].27
Dyspnea-relieving positions for patients with mild to moderate
symptoms in sitting with fixation of upper extremity to facilitate
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•

•

breathing may be of help in patients with increased respiratory
rate and distress [Level 2B].28
In severe and critical patients that are sedated, proning is a mode
of therapy for 12–16 hours. Safe application of the prone position
during ventilation requires sufficient human resources and
expertise [Level 3B].27 In absence of continuous rotation beds
and poor resource, a best possible position should be attained.
The ventilator tubing should be prevented from getting
disconnected accidentally and causing aerosol liberation. In such
a scenario, the physiotherapist plays a role in recommending a
continuous rotational positional change. Chest physiotherapy
may not be indicated in patients who are critical on mechanical
ventilator with high PEEP [Level 1A].29

Respiratory Physiotherapy
Patients Likely to Benefit from Respiratory Physiotherapy
[Level 2B]10,13,14,30,31
•
•
•
•
•
•
•

Productive cough and presence of airway secretions.
Associated respiratory morbidity or diabetes
Secretions with ineffective cough
Improved saturation response to positioning, reduced fatigue,
and dyspnea
Being weaned from ventilator support
Prolonged bedrest and immobile
Any functional limitation

Nebulization
•

Early Mobilization
•

•
•

•

Patients having acute ARDS infection with a respiratory rate >
30 beats/minute; SpO2 < 90% despite oxygen support, a FiO2
of >50% on a noninvasive mechanical ventilator, and PEEP/
CPAP > 10 cm H2O, and already proning for 12 hours and deeply
sedated.32
Diagnosed of COVID-19 with severe hypoxemia and increased
distress requiring intubation [Level 3B]. 32

Breathing Exercises
•

•

In patients with mild to moderate symptoms, breathing control
and deep breathing exercises with diaphragm activation are
recommended [Level 3B].33 It is important to recruit and expand
basal alveoli to prevent atelectasis [Level 3B]. 34 Diaphragm
activation with scoop technique using patients own hand for
proprioceptive feedback can be encouraged [UPP]. Similarly,
diaphragm activation to expand posterior lung segments should
be encouraged. Charts and audiovisual aids are found facilitatory
in educating patients regarding breathing techniques [UPP].
Purse lip breathing can help alleviate dyspnea and prevent
bronchospasm.35,36 On oxygen support with rebreathing bag or
NIV patient may find difficult to use Purselip breathing [Level 3B].

Airway Clearance Techniques
•

•

Active cycle of the breathing technique is recommended as a
method of airway clearance for patients with secretion.10,13,31 In
patients with mild to moderate severity in presence of exudative
pneumonia, it would help to clear secretions [Level 3B].
Suctioning should be performed using a closed inline suction
system [Level 1B]37.
6

It is recommended to begin with an early passive or active
assisted mobilization program based on patients level of
cooperation/orientation, oxygen saturation, and hemodynamic
stability [Level 3A].10,14,15,40,41 As COVID-19 induces inflammatory
response, due care and caution has to be exercised while
planning any exercises [UPP].
Gradual progression with very low intensity depending on
saturation, symptoms, permissible level of oxygen therapy, and
hemodynamic response should be encouraged [Level 3B].42
Exercises to progress from assisted to active mobilization at the
edge of bed and out of bed. Progression of the exercise should
depend on level of cooperation, hemodynamic stability, exercise
tolerance, and neuromuscular parameters. Allow adequate rest
during exercises till discharge and stabilization [Level 3B].10,14,15,40

Graded Mobilization
•

Patients with Minimum Benefit from Respiratory
Physiotherapy
•

Inhaled therapy using a pneumatic jet nebulizer is not
recommended [Level 3A]. 38 A preferred option is to use dry
inhalers or ultrasonic nebulizers connected to the mechanical
ventilator in a closed circuit, without removing the antimicrobial
filter on the expiratory branch of the circuit [Level 3B]. 39

•

•

•

With very mild symptoms due to COVID-19, it is recommended
to consider limiting activity to light activity within functional
requirement of metabolic equivalents but limit sedentary
periods. If needed, oxygen therapy may be initiated in
consultation with the physician if patient desaturates. Increase
rest periods if symptoms deteriorate. Prolonged exhaustive or
high-intensity training should be avoided [Level 3B].43
Asymptomatic patients may be encouraged to achieve at
least 10 minutes of continuous physical activity or structured
exercise without fatigue or desaturation below 90% [Level
3B].44 Adequate rest periods should be encouraged to avoid
undue fatigue.
Exercises may progress to 20 minutes applying principles of
frequency, intensity, time, and type after 3 weeks of acute
episode and once patient is asymptomatic to allow adequate
recovery [Level 3B].42
Mobility aids used should be disinfected. Use of light therabands depending on the muscle strength is recommended
during the predischarge phase provided there is no desaturation
[UPP].

Use of Respiratory Devices
Various devices for facilitation in inspiratory and expiratory exercises
are available. However, their use in COVID-19 is not known. There
is no evidence so far on the use of below-mentioned devices in
treating patients with COVID-19. All devices are single patient
use and a strict protocol of biomedical hazardous waste disposal
should be maintained. These devices cannot be shared between
patients [Level 3A].11
•

Incentive spirometer that facilitates inspiration can be used for
contactless therapy in patients with oxygen via nasal prong or
cannula or off oxygen [Level 3B].36 If it stimulates or precipitates
cough, it is to be discontinued. Single-use device not to be
shared within patients [Level 3A].11
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•
•

•

•

For patients with oxygen support through face mask, it is not
recommended to remove the support for use of devices as it is
observed to lead to desaturation [UPP].
In patients with secretions, oscillatory PEP device to mobilize
secretions can be used as contactless mode of therapy three
to four times in a day [Level 3B]. 36 For patients with oxygen
support through face mask, it is not recommended to remove
the support for use of devices as it may lead to desaturation.
Patient affordability and ease of use have to be considered
before prescription of devices [UPP].
In patients on ventilator with copious secretions, high-frequency
chest wall compression (HFCC) or mechanical vibrator can be
applied as contactless mode after ensuring hemodynamic
stability [Level 3B].36
Inspiratory muscle trainer may be used after ensuring
hemodynamic stability for improving respiratory muscle
strength for contactless training and ensuring oxygen support
[Level 3B].36

•
•

Recommendation for Relaxation

•

•

•

A general body relaxation may help patients to reduce anxiety
and stress related to disease and isolation. Relaxation should
be given in position of comfort without undue breathlessness.
Audio recordings and soothing music can be used for the same
in the isolation facility and quarantine area [Level 2B].45

•
•

Recommendations for Group Therapy
•

Patients with mild to moderate severity on LFO, NRBM or room
air should be encouraged for group therapy. Patients on room
air should use a three ply mask during therapy sessions. Group
therapy sessions provide encouragement and motivation to
perform exercise and save on therapist contact time. Monitoring
of oxygen saturation can be carried out using a finger probe
pulse oximeter [UPP].

S a f e t y R e co m m e n dat i o n
P hys i ot h e r api s ts

for

P at i e n ts

and

Safety Recommendations for Therapist
•

•

Safety for Patients
•

Physiotherapist should perform a safety screening to determine
whether the patient is fit for activities and mobilization and the
factors should include:
• Cardiovascular and respiratory factors [Level 3A]14,15,46
• No new onset of cardiac arrhythmia or myocardial
ischemia
• No new or increase in ionotropic infusion
• Heart rate >40 or <120 bpm
• Systolic blood pressure >90 or <180 mm Hg
• Mean arterial pressure ≥60
• Respiratory rate >10 or <40 bpm
• Oxygen saturation ≥90%
• Other factors
• Pain: NRS <3
• GCS score >13
• Hemoglobin level >7 g/dL
• Platelet count level >21 × 103/uL
• Oral body temperature <38.5°C
• Blood glucose level 3.5–20 mmol/L
• Potassium level 3.5–5.5 mEq/L

• No lines that makes mobilization unsafe
• Safe environment and appropriate staffing
Assess patient’s response during activity and mobilization
to know whether the patient is tolerating the intervention
[Level 3A].15
Signs of intolerance include [Level 3A]:14,15
• Pain: NRS ≥ 3
• Reduced level of consciousness
• Increase in patient’s heart rate of 30 bpm over baseline
with an upper limit ≤ 120 bpm
• Decrease systolic blood pressure >10 mm Hg during
exercise
• Diastolic blood pressure ≥110 mm Hg
• No rise in systolic blood pressure and heart rate
• Increasing ectopic beats
• Arrhythmias
• Signs and symptoms of myocardial infarction
• Symptoms of respiratory distress
• Patient appears distressed
All invasive lines, ventilator tubings, to be taken care of during
positioning [UPP].
Patient should not be disconnected from the circuit at any
point of time [UPP].
Group therapy in mild to moderate should be with safe
distancing and patients with mask [UPP].
As all physiotherapy procedures are aerosol generating,
physiotherapists should weigh the risk vs benefit during
application of interventions [UPP].

•

•
•

•

Healthcare workers performing aerosol-generating procedures
on patients with COVID-19 should wear fitted respirator masks
(N-95) instead of surgical masks along with other PPE and eye
protection [Level 3A].11
Aerosol-generating procedures include chest percussion,
vibration, prone positioning, high-flow nasal oxygen,
noninvasive ventilation, nebulization, open suctioning, cuff
inflation deflation, ventilator tube changing, breathing exercise,
airway clearance/lung reexpansion techniques, incentive
spirometer, and any activities that can result in expectoration
of sputum or facilitate cough like exercise training and
mobilization. Since airway clearance causes massive droplet
dispersion, airway clearance procedures should be administered
only when considered strictly needed for clinical improvement
of the patient [Level 3A]. 33
The contactless mode of therapy should be encouraged where
feasible. Physiotherapists preferably use posterior approach
and maintain a distance >2 m and away from the “blast zone”
or line of cough [Level 3A].32
Tools for patient education such as charts in language
understood, audio-visual aids, and mike systems should be used
to encourage contactless therapy [UPP].
It is essential that cough etiquettes (covering mouth with
hands, handkerchief, coughing in sleeves with folded elbows)
are taught to all the patients. Patient should be wearing a mask
during all physiotherapeutic maneuvers [Level 3A].10
The PPE should not be removed or adjusted and correctly worn
for the duration of exposure to potentially contaminated areas
[UPP].
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•

All personal accessory items like rings, earrings, phone, and
writing material should be removed before donning and
entering the COVID zone. Dedicated stethoscopes and pulse
oximeters should be used within isolation areas. Reusable
PPE items, i.e., goggles and face shields, must be cleaned and
disinfected using guidelines for CDC [Level 3A].12

R e co m m e n dat i o n f o r D i s c h a r g e P l a n n i n g
F o l lo wi n g R e cov e ry
COVID-19 mimics other Co-V outbreaks, hence evidences and
experiences of the past having demonstrated an impaired quality
of life associated with emotional distress may be expected as
long-term sequelae in COVID 19 survivors. A prolonged critical
care stay associated with lung changes would need rehabilitation
to improve quality of life.36,47 Most patients with COVID-19 would
need pulmonary rehabilitation approach and follow-up. Home
program with education, counseling, tailored exercise program,
and healthy nutrition along with telerehabilitation should be
encouraged accordingly [UPP].

S u m m a ry
The current pandemic being a challenge in itself, it is necessary
that utmost precautions are taken while delivering the best
therapy after adequate clinical reasoning. The intention of these
recommendations is to deliver safe care to the patient with
holistic approach to prevent morbidity as well as protect the
physiotherapist by adhering to safety guidelines. The therapist
needs to weigh the benefit achieved vs harm to optimize treatment
with a holistic approach. The recommendations are subject to
update with more available literature.
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