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Tracheal trauma in the context of the current

infection by COVID-19. About 2  cases�

Rotura traqueal yatrogénica en el  contexto de la actual infección
por COVID-19. A propósito de 2 casos

To the Editor:

Between the onset of the SARS-CoV-2 pandemic initially

described in Wuhan, Hubei Province, China, and April 28th, 2020, a

total of 2,883,603 cases were reported worldwide. In Spain, 210,773

cases have been confirmed, of which 2750 have required admission

to intensive care units in Catalonia.1 In our  hospital, 100 patients

have required orotracheal intubation and mechanical ventilation

(OTI + MV), and 42% of them needed tracheotomy. Two percent

have had iatrogenic tracheal rupture.

Various authors and scientific societies have recommended lim-

iting the number of airway procedures and manipulations and

introducing stringent protection measures for health personnel in

order to minimize the risk of infection.2–4

We  report 2 cases of patients diagnosed with SARS-CoV-2

infection and tracheal iatrogenic rupture following airway manip-

ulation. The management of these cases is of particular interest

within the current context of this pandemic.

The first case was a  48-year-old woman with a  history of

non-alcoholic steatohepatitis, internal saphenous vein throm-

bophlebitis, and obesity (body mass index [BMI]: 30 kg/m2).  She

presented on March 20th, 2020 with fever, cough and pleuritic

pain of one week’s duration. Chest X-ray showed bilateral mul-

tifocal infiltrates. PCR for SARS-CoV-2 was positive. She required

OTI + MV for respiratory failure, and during the procedure she

incurred a tracheal lesion confirmed by  computed tomography and

fiberoptic bronchoscopy to be  a rupture of the pars membranacea

measuring approximately 2 cm.  Surgical repair was performed

via cervicotomy with partial upper sternotomy—transmanubrial

approach—to mobilize the brachiocephalic trunk and trachea in

order to access the laceration, which was repaired by  simple

suturing with Vicryl® 2/0 discontinuous sutures. Tracheotomy was

subsequently performed at the level of the second tracheal ring,

with placement of a  no. 8 Portex® cannula. Progress was  incident-

free and the patient was extubated 3 weeks after the intervention,

with  sequela of paralysis of the right vocal cord.
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The second case was a  53-year-old woman with a  history of  mor-

bid obesity (BMI: 46.7 kg/m2),  sleep apnea-hypopnea syndrome,

and pulmonary sarcoidosis. She consulted with a  4-day history of

cough and fever. She did not  report dyspnea, but her basal oxygen

saturation was  78%. Chest X-ray showed bilateral pulmonary infil-

trates. PCR for SARS-CoV-2 was  positive. On March 24th, 2020, she

required OTI +  MV  and 2 cycles of prone positioning. Progress was

good and she was  extubated on April 4th, 2020. Acute respiratory

failure developed within a  few hours and the patient was  intu-

bated with the aid of a guide. Forty-eight hours later, we  decided

to perform a  planned surgical tracheotomy. The procedure was

very difficult, complicated by 2 cardiac arrests that were resolved

with resuscitation maneuvers. A rupture and false tracheal route

was also observed in  the left lateral aspect. An  orotracheal tube

was finally placed via  the tracheotomy orifice, permitting adequate

ventilation. After 72 h, once the patient had stabilized, we  decided

to  review the tracheotomy and tracheal lesion. Fiberoptic bron-

choscopy revealed significant laryngeal edema. The trachea was

examined via the tube placed through the tracheostomy, reveal-

ing a laceration of the left membranous-cartilaginous junction in

the middle third of the trachea. The cervicotomy was  enlarged

with a  partial sternotomy of the upper third of the trachea with

a  transmanubrial approach. After mobilizing the brachiocephalic

trunk and releasing the trachea we  could access the distal end of

the laceration, which was  repaired with Vicryl® 2/0 discontinuous

sutures, and a  no.9 Portex® tracheotomy cannula was placed. The

use of extracorporeal membrane oxygenation (ECMO) was ruled

out because of comorbidity and associated complications includ-

ing 2 cardiac arrests with undetermined neurological impact. The

patient progressed well with complete respiratory and neurological

recovery.

SARS-CoV-2 infection did not affect the healing process of the

tracheal lesions of either patient.

To avoid contagion during manipulation of the airway, interna-

tional protection recommendations including the use of single-use

personal protective equipment (PPE) must be observed.5,6 In  both

cases, the entire surgical team was equipped with full PPE con-

sisting of: coverall suit, FFP3 mask, second surgical mask, eye

protection with integrated goggles, protective screen, waterproof

gown, and double nitrile or vinyl gloves. The equipment was put

on and removed according to recommendations of the European

Center for Disease Prevention and Control.7

Both patients were  obese and presented criteria for difficult

intubation. In addition, the rapid respiratory function decline typ-

ical of this infection forced us to perform emergency intubation.

Both factors may  contribute to  an increased risk of tracheal injury.3

The use of video-assisted laryngoscope3 is recommended to  facil-
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Figure 1. Case 1. Chest computed tomography. Rupture is observed in the pars

membranacea of  the right membranous-cartilaginous junction in the  distal third

of  the trachea, indicated by  an  arrow.

itate the procedure, minimize the number of intubation attempts,

limit the risk of iatrogenesis, and protect personnel performing the

technique (Fig. 1).

The exceptional conditions of both patients, primarily the lack

of respiratory reserve that ruled out single-lung ventilation and

right thoracotomy, guided our decision to use the tracheal approach

(transcervical-transmanubrial). In both cases, the lesions could

be successfully repaired without using ECMO, unlike the cases

published by Abou-Arab et al.8 Procedures were performed with

intermittent ventilation through the tube, orotracheal in  the first

case, and via the tracheotomy in  the second case, using ventilatory

pauses to safely perform tracheal sutures.

To  minimize the risk of aerosols, the patient was  maintained

in complete muscle relaxation throughout the procedure; preoxy-

genation and ventilatory pauses—apneas—were performed (as far

as possible) in accordance with the recommendations described for

tracheotomy.5,6

In the absence of specific recommendations, we believe that the

risks associated with ECMO did not  justify its use to limit the risk

of contagion. But  for the absence of active ventilation, the airway

would also have been kept open during repair and complete muscle

relaxation would have been equally necessary.

We believe that our  ventilatory management and the conse-

quent reduction of aerosol generation, along with the use of PPE for

all personnel involved, dramatically reduced the risk of contagion.
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Early-onset Streptococcus pneumoniae-induced

neonatal sepsis�

Sepsis neonatal precoz por  Streptococcus pneumoniae

To the Editor,

Streptococcus pneumoniae (S. pneumoniae) has a  high morbidity

rate in the pediatric population and causes a  wide range of diseases

such as otitis media, pneumonia, sepsis, or meningitis.1,2 However,
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infections caused by this microorganism in the neonatal period only

account for 1%–11.5% of neonatal sepsis.3–5 Nevertheless, a  recent

study using molecular techniques (PCR) as well as blood cultures to

study pathogens causing neonatal sepsis seems to indicate that the

incidence may  be  higher (up to 18%).6 Mortality from S.  pneumoniae

among neonates is  high (35%–50%)2–5 and long-term neurological

sequelae are common.5

We report the clinical case of a neonate with early-onset S. pneu-

moniae sepsis caused by vertical transmission.

The patient was  a  full-term newborn boy (39 weeks of  ges-

tational age) with high birth weight (3820 g). The mother had a

monitored, incident-free pregnancy, except for Candida albicans
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