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Anaesthetic management of patients with COVID-19: infection
prevention and control measures in the operating theatre.
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EditordWe read with great interest the case report by Wong recommend using a depth of anaesthesia monitor as
and colleagues1 on coronavirus disease 2019 (COVID-19)

infection prevention and control measures. There was an

exponential increase in the number of COVID-19 cases in the

current pandemic with ~15% of infected patients requiring

intensive care.2 As many hospitals would be dealing with

patients that are either severe acute respiratory syndrome

coronavirus 2 (SARS-CoV-2) positive, suspected, or under

surveillance, a comprehensive protocol is imperative if they

require surgical intervention.

We agree with the authors’ stepwise recommendations

about operating theatre preparation for anaesthesia, infection

prevention, and control in patients with COVID-19 undergoing

tracheostomy, effective workflow processes, staff training,

and resource management. We appreciate that the authors

have dealt with several patients requiring tracheostomy and

reported one case as an example. However, we believe the

report lacks some important information that will surely

strengthen and improve processes and effective management

of COVID-19 patients undergoing tracheostomy.

It would be interesting to know if the decision to perform

tracheostomywasmadewhen the patient was seronegative or

seropositive for COVID-19. Also, it would be helpful to know if

a repeat polymerase chain reaction (PCR) test, chest radio-

graph, or chest CT scan was performed to assess the progress

of the disease. The British and Canadian guidelines recom-

mend that elective procedures should be avoided in patients

who are PCR positive for SARS-CoV-2 or have an active infec-

tion because of chances of spreading the infection.3,4 During

the course of treatment, if the patient has become PCR nega-

tive, is there still a need for taking lengthy and elaborate pre-

cautions? However, if the patient was COVID-19 positive, what

were the reasons to delay open tracheostomy until the 39th

day? A recent study showed that mortality was 80% in COVID-

19-positive patients who had survived beyond 28 days on

mechanical ventilation with tracheal intubation.5 Tracheos-

tomy is considered a high-risk procedure, and chances of

transmission of SARS-CoV-2 to providers are high.3e5 An early

tracheostomy is considered beneficial for pulmonary secretion

clearance, reduced risk of subglottic stenosis, reduced seda-

tion, and early weaning from mechanical ventilation.6

Although the authors mention that a huddle was per-

formed, there was no mention of whether they followed the

recommendations and had a dedicated responsible individual

to liaise with other team members.7 Did the authors use or
DOI of original article: 10.1016/j.bja.2020.04.014.
mandated by the Royal College of Anaesthetists8?

Open tracheostomy is generally performed in a controlled

environment, such as the operating theatre, where the air

should be purified through high-efficiency particulate air fil-

ters and ultraviolet light, but whether was it in accordance

with Food and Drug Administration recommendations9?

Perhaps under the circumstances, it is worth considering

performance of tracheostomy at the bedside as COVID-19-

positive patients are nursed in a negative-pressure room,

where the required equipment and surgeons and their assis-

tants would perform the procedure by the bedside.7 This

would minimise logistical and other problems related to the

transfer of critically ill patients.

We hope our suggestions will compliment strengthening

the workflow and preparation for anaesthesia, infection pre-

vention, and control in COVID-19-positive patients undergoing

tracheostomy.
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EditordThe hospital-acquired infection rate is a hallmark We are now entering a transition period of gradually
metric for quality of care in US hospitals, where 7 million

infections occurred while being treated for other ailments in

2018.1 During the coronavirus disease 2019 (COVID-19)

pandemic, clinicians have practiced prevention of

nosocomial pneumonia vigilantly. Many hospitals in the

USA implemented their own protective measures as a

response to the ongoing COVID-19 pandemic even before

the US Centers for Disease Control and Prevention (CDC)

recommended voluntary mask wearing in the public. Even

with these extra precautionary measures, healthcare

workers have been disproportionately infected, with 9282

reported cases of COVID-19, resulting in 27 deaths, with 55%

of respondents saying they contracted the virus while at

work based on a report from the CDC on April 9, 2020.2

Interventions to impede early spread of COVID-19 were not

nearly effective enough and resulted in a fatality rate as

high as 5.8% in some populations compared with the 0.5%

fatality rate for seasonal flu in the USA, which is why new

protocols and early prevention need to be implemented in

the future.3

The current threat of COVID-19 not only affects healthcare

workers on the frontline, but also increases exposure to their

family members. According to the first 262 cases in Beijing,

China, 50.8% of cases involved family clusters.4 Because of

this,many healthcare providers opt to isolate themselves from

their families after work, staying in their garage or basement,

or renting a hotel room or apartment to avoid spreading the

virus from the hospital setting. However, the consequences of

these protectivemeasures and physical distancing policies are

detrimental to their mental health. In the last week of April

2020, there has been two documented cases of healthcare

worker suicide, with an abundance of other mental health

issues, including anxiety, depression, and post-traumatic

stress disorder escalating as well.5
reopening the economy across the world. In doing so, vital

questionsmust be acknowledged: (i) Should the use of surgical

masks for both healthcare providers and patients in all our

medical facilities be required until a proper vaccine or treat-

ment is developed? (ii) Should the current universal mask

policy become the new normal? Both of these protocols may

prove beneficial after the pandemic to prevent hospital-

acquired respiratory infections, especially during the annual

flu season.

Based on data from the European CDC 3, there are distinct

mortality curves between geographical areas. In contrast to

Europe and North America that have been especially burdened

by COVID-19 and only advocated for social distancing and

handwashing, countries in Asia with visibly lower mortality

and infection rates shared the common practice of protective

masking and handwashing (Fig. 1). One explanation for the

phenomenon could be that facemasks prevent or slow rates of

transmission especially in dense populations.

As a result of these initial findings, the CDC began advo-

cating for face coverings in public on April 3, 2020, which was

contradictory to the original guidelines to not wear masks

because of shortages of personal protective equipment (PPE)

for medical personnel. Mask wearing has now been

mandated for use in public in many states. These mask

wearing guidelines are especially important in highly dense

populations, such as New York City, where there are high

numbers of both confirmed COVID-19 cases and deaths.

Practicing distancing for people living in this environment is

nearly impossible, so implementation of stay-at-home orders

is key to flattening the curve in such areas. Hospitals face a

similar issue with social distancing and the limitations of

physical space, such as inside elevators and clinical rooms, so

additional guidelines to protect healthcare workers are

necessary. To combat hospital-acquired infections, we
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