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Dear Editor,

At 29th of February the World Health Organization (WHO) reported 85403 confirmed globally confirmed
case of COVID-19 [1]. COVID-19 is dramatically increasing in Italy, the last report from the ministry of
health on the 9th of march reported the presence of 9172 confirmed cases and 733 patients in intensive care
unit (ICU) [2]. We agree with Chan et al that physicians managing airway procedures are at particularly
high risk to contract the COVID-19 infection [3]. We support the authors that claimed for a full protective
wearing including N95 respirator, gown, cap, eye protection, and gloves, during aerosol generating procedures
(AGP) [3]. However, we’d like to focus the attention on the tracheostomy procedures in COVID-19 patients
since otolaryngologists, anesthesiologists and intensive care physicians are at high risk of contracting the
infection during tracheostomy [3]. Tracheostomy is required in case of prolonged mechanical ventilation and
intensive care unit (ICU) stay [4]. Surgical tracheostomy is an AGP associated with an increased risk severe
acute respiratory distress (SARS) infection [5]. Strict adherence to infection control guidelines in SARS is
mandatory in performing tracheostomy in ICU or operating room [6].

Few years ago, we proposed the double lumen endotracheal tube (DLET) for percutaneous tracheostomy in
critically ill patients [7]. DLET was equipped with an upper channel that allows passage of a bronchoscope
during the percutaneous tracheostomy and with a lower channel exclusively dedicated to patient ventilation
[7]. The lower channel is equipped with a distal cuff positioned just above the carina that may allow a
safe mechanical ventilation by keeping stable gas-exchange and limiting the spread of aerosol during the
procedure [7]. During the percutaneous procedure, the puncture of the anterior tracheal wall, Seldinger
insertion, dilatation, and cannula positioning were all performed with the DLET correctly placed in the
trachea. The DLET was removed at the end of the tracheostomy when the cannula is inserted and correctly
positioned with the FFB [7].

Surgical tracheostomy in COVID-19 patients should be done with a close collaboration between otolaryn-
gologists, preforming the surgical procedure, and anesthesiologists or intensive care physicians managing the
general anesthesia and the airway.

When a surgical tracheostomy is done under general anesthesia, just before the surgeon makes the tracheal
stoma, the endotracheal tube is withdrawn, so that the cuff of the tube is not in the surgical field [8]. But
when the surgeon makes the tracheal incision, ventilation is lost and the surgeon has to be quick enough to
create the soma and insert the tracheostomy tube in a short time [8]. During this procedure a large spread
of aerosol may occur. To avoid the aerosol, we suggest to push down the endotracheal tube beyond the site
chosen for the tracheal stoma at the beginning of the procedure. The endotracheal tube should reach the
tracheal carina so the cuff is surely distal to the tracheostomy site. By checking the airway pressure and
the end-tidal CO2, on the mechanical ventilator we can realize if the endotracheal tube is still in the lower
tract of the trachea or in the endobronchial tract. Our previous experience with the DLET demonstrated
that the endotracheal tube and the tracheal cannula can be simultaneously inserted inside the trachea [7].
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According to this, pushing down the endotracheal tube and cuffed it at the level of the carina may avoid the
spread of aerosol and, then, may add an extra security for the medical staff during a procedure at high risk
of generating aerosol.
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