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Given the magnitude of the impact of

COVID-19 and the priority given to it by

clinicians, public health officials, and the

government, there is the need for clinical

practice guidelines (CPG) to contribute to
the effective management and control of
the spread of this disease.

While there are existing international
guidelines and living systematic reviews
(LSRs) on COVID-19, there is a need to
localize the recommendations from the
evidence in our setting by local experts,
end-users, and other relevant
stakeholders.
The Consensus Panel composed of
scientific experts from 20 institutions/
organizations evaluated the direction and
strength of recommendation using the
GRADE approach, based on the (1) over-all
quality of evidence for each question,
(2) balance between benefits and harms,
(3) values, preferences, and burden on
patients, (4) cost and resource use, and
(5) other relevant considerations.
Each member voted on the draft

recommendation as follows: yes, no, or

abstain. Consensus was defined as at least
75% agreement among the members both
for the direction and strength of
recommendation.

If consensus was not reached, each
member discussed their vote and their
ideas on the topic. The voting was
repeated, up to three times, until a
consensus is reached. Any issues left
unsettled after the en banc meeting were
finalized through a modified Delphi
activity.
The series of recommendations are being
published under the UP Manila Health
Advisory that starts with Screening and
Diagnosis. Successive postings will be the
recommendations on Treatment, Critical
Care and Priority Management, Non
Pharmaceutical Management, Vaccines
and Prophylactic Interventions, and
Adjunct Interventions.

The Philippine COVID-19 Living Recommendations
document is brought to you by the Institute of
Clinical Epidemiology, National Institutes of Health,
UP Manila in cooperation with the Philippine Society
of Microbiology and Infectious Diseases (PSMID).
This was funded by the DOH Ahead Program
through the DOST-Philippine Council for Health
Research and Development (PCHRD).
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SCREENING &
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1

Should the 14-day symptom-based
test be used in screening for
COVID-19 infection in apparently
healthy adults?

We suggest an initial screen for COVID-19
by checking for any influenza-like illness
symptoms and typical COVID-19 symptoms*
within the past 14 days in apparently
healthy adults.
Low quality of evidence; Conditional recommendation

*Symptoms include fever, cough, sore throat, runny nose,
myalgia, headache, fatigue/malaise, diarrhea,
nausea/vomiting, anosmia, ageusia, shortness of
breath/dyspnea.

3

2

Which clinical specimen can be used
as an alternative to nasopharyngeal
swab RT-PCR* for the diagnosis of
COVID-19?

We recommend the use of the following
specimens as alternative specimens to
nasopharyngeal swab RTPCR for the diagnosis
of COVID-19 among symptomatic and
asymptomatic patients suspected of COVID-19
in hospital and outpatient settings:
• Oropharyngeal swab
Moderate quality of evidence; Strong recommendation

• Saliva drool/Spit and oral saliva
Should rapid antigen tests be

Moderate quality of evidence; Strong recommendation

used in the diagnosis of

• Nasal swab/wash

COVID-19 in clinically

Moderate quality of evidence; Strong recommendation

suspected patients?

We recommend the use of rapid
antigen test in patients suspected
of COVID-19 infection meeting all the
following conditions:
•Symptomatic AND
•Early phase </=7 days from onset of
symptoms AND
•Specific brands that demonstrated
sensitivity ≥80% and have very high
specificity (≥97-100%)

• Throat swab
Low quality of evidence; Strong recommendation

We recommend against the use of sputum as
alternative specimen to nasopharyngeal swab
RT-PCR for the diagnosis of COVID-19.
Very low quality of evidence; Strong recommendation

There is no evidence to recommend the use of
bronchoalveolar lavage as an alternative
specimen to nasopharyngeal swab RT-PCR for
the diagnosis of COVID-19.

Moderate quality of evidence; Strong recommendation

We recommend against the use of saliva as
specimen for rapid antigen test in patients
suspected of COVID- 19 infection.
Moderate quality of evidence; Strong recommendation

We recommend against the use of rapid
antigen test alone in asymptomatic
patients suspected of COVID-19 infection.
Moderate to high quality of evidence;
Strong recommendation

*SARS COV-2 RT-PCR of nasopharyngeal swabs
remains the diagnostic test of choice to
confirm the diagnosis of COVID-19 among
suspected individuals
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4

Should pooled testing using RT-PCR
for SARS-CoV-2, versus individual
testing using RT-PCR, be used for
screening and surveillance for SARSCoV-2 in patients with suspected
COVID-19 infection?

We suggest the use of pooled RT-PCR testing in
targeted (refer to the list of PSP and DOH)
low-risk and low-prevalence populations
using a pool size of 5 in individuals suspected
of COVID-19 infection.
Moderate quality of evidence; Conditional recommendation

5

7

Among asymptomatic individuals
scheduled for non-urgent, nonemergency surgery, should RT-PCR
and clinical risk assessment vs clinical
risk assessment alone be done to
screen for COVID-19?

We recommend the use of both clinical risk
assessment and RT-PCR (use high-risk PPE
regardless of RT-PCR or Ag-RDT test results in
areas with prevalence of 1% or higher)
to screen for COVID-19 among
asymptomatic individuals scheduled for
non-emergency surgery.
Very low quality of evidence; Strong recommendation

Should repeat RT-PCR testing after an
initial negative RT-PCR (versus single
RT-PCR testing) be done to diagnose
COVID-19 in symptomatic patients?

We suggest to repeat RT-PCR testing when
the initial RT-PCR test is negative among
symptomatic patients highly suspected to
have COVID-19 infection.

We recommend the use of both clinical risk
assessment and Antigen-Rapid Diagnostic Test
(Ag-RDT should have a Sn of 80% and Sp of 97%)
to screen for COVID-19 among asymptomatic
individuals scheduled for non-emergency surgery
when RT-PCR testing is not available or when
prolonged turnaround time is considered.
Very low quality of evidence; Strong recommendation

Low quality of evidence; Conditional recommendation

6

Should antibody tests be used for
COVID-19 seroprevalence studies
among adult populations?

We suggest using laboratory-based antibody
tests with high sensitivity and specificity (e.g.,
total antibody or IgG assays, ELISA, ECLIA) to
determine COVID-19 seroprevalence among
adults.
Very low quality of evidence; Conditional recommendation

8

Among symptomatic individuals
previously diagnosed with COVID-19,
should antibody testing be done to
diagnose presumptive COVID-19
reinfection?

We recommend against the use of SARS-CoV-2
Ab testing to diagnose presumptive COVID-19
reinfection among symptomatic patients
previously diagnosed with COVID-19.
NAAT (RT-PCR) and Genomic sequencing are the
recommended diagnostic tests to confirm
COVID-19 reinfection.
Very low quality of evidence; Strong recommendation

We recommend against using antibody tests
detecting IgM to determine COVID-19
seroprevalence among adults.
Very low quality of evidence; Strong recommendation

We recommend against using rapid antibody
tests (e.g., Lateral flow immunoassays) to
determine COVID-19 seroprevalence among
adults.
Very low quality of evidence; Strong recommendation
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9

What criteria should be used for allowing
workers who were previously infected
with COVID-19 to return to work?

We recommend the use of symptom-based
strategy for the discontinuation of isolation
and return to work clearance of the following
(Very low quality of evidence; Strong
recommendation):
1. Asymptomatic adults who are not severely
immunocompromised if they fulfill the
following:
• Remained asymptomatic throughout
their infection
• 10 days have passed from the first
positive viral diagnostic test (RT-PCR or
rapid antigen)
2. Adults who had mild to moderate COVID-19
who are not severely immunocompromised if
they fulfill the following:
• Afebrile for at least 24 hours without
use of antipyretic medications
• Respiratory symptoms have improved
(cough, shortness of breath)
• 10 days have passed from symptom
onset
3. Adults who had severe to critical COVID-19
who are not severely immunocompromised if
they fulfill the following:
• Afebrile for at least 24 hours without use
of antipyretic medications
• Respiratory symptoms have improved
(cough, shortness of breath)
• 21 days have passed from symptom
onset
A repeat negative RT-PCR test is no longer
needed for discharge of immunocompetent
patients with probable or confirmed COVID-19
regardless of severity, because in most cases,
it results in prolonged isolation of patients
who continue to shed detectable SARS-CoV-2
RNA but are no longer infectious.

We suggest the use of test-based
strategy using RT-PCR for the
discontinuation of isolation and return
to work clearance of the following
(Very low quality of evidence;
Conditional recommendation):
1.Severely immunocompromised
adults if they fulfill the following:
• Afebrile for at least 24 hours
without use of antipyretic
medications
• Respiratory symptoms have
improved (cough, shortness of
breath)
• With at least one negative RTPCR test of a respiratory specimen
2.Healthcare workers if they fulfill the
following:
• Afebrile for at least 24 hours
without use of antipyretic
medications
• Respiratory symptoms have
improved (cough, shortness of
breath)
• With at least one negative RTPCR test of a respiratory specimen
_
SEVERELY IMMUNOCOMPROMISED:
Ongoing chemotherapy for cancer, or within one year
from receiving a hematopoietic stem cell or solid organ
transplant; untreated HIV infection with CD4 count <
200, combined primary immunodeficiency disorder, and
receipt of prednisone >20mg/day for more than 14
days, may cause a higher degree of
immunocompromised and require actions such as
lengthening the duration of work restrictions. Other
less immunocompromising conditions include advanced
old age, DM, CKD. The degree of immunocompromise is
determined by the health care provider, and preventive
actions are adapted to each individual and situation.
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Should Chest X-Ray
be used to diagnose
COVID-19 among
suspected patients?

We suggest against the use of chest x-ray
to diagnose COVID-19 infection among
asymptomatic individuals.
Very low quality evidence; Conditional recommendation

We suggest chest x-ray to facilitate rapid
triage, infection control, and clinical
management among any of the following:
• Patients with mild features of COVID19 at risk for progression
• Patients with moderate to severe
features of COVID-19
• Patients with symptoms of at least
5 days duration
Very low quality evidence; Conditional recommendation

12

Should Lung Ultrasound
be used to diagnose
COVID-19 among
suspected patients?

11

Should Chest CT Scan
be used to diagnose
COVID-19 among
suspected patients?

We suggest against routine use of CT
scan for diagnosing COVID-19 among
suspected patients with COVID-19
presenting at the emergency department
if RT-PCR testing is readily available and
with timely results.
Very low quality evidence; Conditional recommendation

If RT-PCR test is not available, we suggest
using non-contrast chest CT scan for
symptomatic patients suspected of
having COVID-19 to guide early triage and
management under the following
conditions:
• Patients with mild COVID-19 who are
at risk for progression (elderly,
with comorbidities)
• Patients with moderate to severe
COVID-19
Very low quality evidence; Conditional recommendation

We suggest against the use of lung
ultrasound alone in diagnosing patients
with suspected COVID-19 infection.
Low quality of evidence, Conditional recommendation

DISCLAIMER:
As a living guideline, the recommendations will be updated, and new recommendations will be added as the evidence evolves.
The living recommendations are based on the best evidence available in scientific literature at the time of its formulation.
However, this living CPG is not a comprehensive guide to all practice questions and management options on COVID-19. This is
not meant to restrict the practitioner in using sound clinical judgement and sharing the decision with the patient, and from
considering other management options according to the patient's particular needs and preferences.
This CPG can serve to inform policy, but it is not meant to serve as a basis for approving or denying financial coverage or
insurance claims merely because of nonconformance with recommendations. Neither are the recommendations supposed to
be considered as legal rules for dictating certain modes of action to the exclusion of others.

