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The global outbreak of coronavirus SARS-CoV-2 disease
(COVID-19) in December 2019 has created an unprece-
dented challenge to the world and especially to the health
system. All levels of medical attention are being affected:
from emergency departments, intensive care units, and
medical wards to postacute, outpatient, primary and home
care settings. Some years ago, the World Health Organi-
zation established as a priority the need to help health
providers and governments to ensure that people with dis-
ability such as spinal cord injury (SCI) could always access
the healthcare services in emergency situations [1]. How-
ever, the current pandemic constitutes a major challenge
that has forced the development of new specific recom-
mendations [2]. In people with the impact of COVID-19 has
not yet been completely evaluated but, in an unprecedented
effort, the medical community has developed many pro-
posals aimed at improving the care of this group and their
caregivers [3].

Still with a very recent experience, some reflections are
emerging that we believe could apply to other SCI units.
The main concerns are: (1) What is the real impact of
COVID-19 in people with SCI and their caregivers? and (2)
What measures or changes in the circuits of care and in our
structures will be necessary in the future?

Problems derived from the reduced access to healthcare
services and the reorganization of hospitals have been the
norm for the past few months. Our department, provided
with 20 beds in usual conditions, is the reference unit for
SCI in Catalonia. It belongs to a tertiary hospital that, with

2300 COVID-19 admitted patients, has been one of those
that has attended to a greater number of cases in Spain. This
forced the hospital authorities to restructure the allocation of
beds, increasing the number of critical care beds by five
times. A similar reorganization has been reported in pub-
lished works from Italy [4], Spain [5], or the USA [6]. In
our unit, the number of beds was reduced to 50%, specific
rehabilitation areas were closed and early hospital discharge
and the use of remote systems in outpatient care were
encouraged. The adopted contingency plan had urgent care
for acute SCI and for serious complications in patients with
chronic SCI as its main goal.

Fortunately, the lockdown decreed on 14 March, 2020 in
Spain, with a duration of almost 90 days, has led to a
notable reduction in urgent consultation for SCI, as has
been observed in other pathologies such as stroke [7] or
ischemic heart disease [8]. During this period, the number
of admissions for acute or chronic SCI has also decreased to
a third of the usual rate of admissions in our unit. This
phenomenon could be attributed to the reduced mobility of
the population and consequently the risk of accidental
trauma in the case of acute SCI and to a reluctance to
consult in the case of people with chronic SCI as well.

Among those admitted with acute SCI, only one patient
upon admission had COVID-19. Interestingly, in this
patient the infection was asymptomatic and was only
detected through the polymerase chain reaction (PCR)
screening protocol of all admitted patients established in our
center since the start of the outbreak. This fact highlights the
need for these screening protocols to reduce the possibility
of in-hospital outbreaks. However, at the beginning of the
pandemic, we had four patients who contracted nosocomial
SARS-CoV-2 infection: one patient who suffered a trauma
at home with an acute SCI and three patients with chronic
SCI. The four patients were infected despite in-hospital
control measures of COVID-19 which included, in addition
to screening at admission, the preservation of non-COVID
areas and the use of adequate personal protection equipment
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by healthcare workers. During the same period, a nurse and
three doctors from our unit were infected with SARS-COV-
2. This highlights the difficulty of avoiding infections in the
current pandemic and the need to develop new strict iso-
lation protocols for people with SCI, which should probably
include structural changes in the units with the availability
of single rooms with adequate ventilation systems.

Respiratory involvement is the main complication of
severe COVID-19 cases. People with SCI have an increased
risk of developing respiratory complications [9, 10] and
frequently present comorbidities such as hypertension and
obesity that have been linked to a worse prognosis of
COVID-19 [11]. In our unit, four patients with SCI and
nosocomial COVID-19 presented with severe disease: two
were over 80 years old had centromedullar lesions and
relevant comorbidity and both unfortunately died. However,
the remaining two have survived to date: a 57-year-old male
patient with no pathological history with a C2 AIS D cer-
vical injury, severe oropharyngeal dysphagia who required
enteral nutrition with a nasogastric tube and a 41-year-old
male patient with acute traumatic SCI without comorbidities
and a T5 AIS B neurological level who developed acute
respiratory failure secondary to pneumonia and presented a
favorable evolution with the appropriate treatment that
included support measures with administration of high
concentrations of oxygen and assisted coughing techniques.
These results suggest that advanced age and comorbidity
are risk factors for a poor prognosis in COVID-19 patients
with SCI in a similar way to the general population [12].
Nevertheless, some of these patients may have a favorable
evolution with adequate care and appropriate ventilatory
support.

In admitted patients with SCI, special attention should be
paid to any change in the baseline status, such as increased
spasticity, the onset of an unwarranted low-grade fever or
an increase in dysreflexia crisis or baseline neuropathic
pain, in which case the diagnosis of a possible SARS-CoV-
2 infection should be evaluated by PCR. Preventive and
vigilance measures for pneumonia, which frequently pre-
sents without typical symptoms in people with SCI, should
be implemented, especially in cervical lesions. Specific
respiratory muscle training and the application of mechan-
ical assisted cough techniques are also important to reduce
the chances of infection. In addition, the frequent use of
noninvasive or invasive ventilation systems with passive
leakage systems in patients with SCI require the adoption of
appropriate technical modifications to avoid nosocomial
outbreaks of the disease [13].

In relation to the lockdown measures and the fear of
going to the hospital, people with chronic SCI have been
less inclined to attend outpatient appointments. This fact
involves the danger of worsening complications that usually
occur in these patients. Both during the peak of the

epidemic as well as in the current phase of lower viral
transmission, the need to establish a remote follow-up of
these patients arises. In our case, the medical team has
proactively contacted patients by telephone, followed up on
the results of tests and cultures and attended to queries
mainly regarding respiratory complications, dysreflexia,
neurogenic intestine, and pressure ulcers. Many of them
have been effectively treated and, as a potentially positive
consequence of the current crisis, telemedicine could be an
essential tool to provide care and services to people with
SCI in the future thereby avoiding the inconvenience and
risks of traveling to the hospital [14]. This should be
accompanied by better patient and caregivers’ education
and protocolization of follow-up guidelines. This new
approach could lead to a greater empowerment of people
with SCI and their caregivers and a better control of com-
mon problems thus avoiding the need for urgent care and/or
hospital admissions [15]. Additional strategies should
include specific measures to help people with SCI and their
caregivers mantain adequate hand washing and hygiene
minimizing the risk of infection spread from carers and the
adequate disinfection of the utensils they need in their daily
lives such as wheelchairs. Furthermore, an improved orga-
nization of caregivers, probably involving an increased
number of people, in case caregivers develop COVID-19
symptoms and need to isolate themselves.

Our previous reflections have arisen from the point of
view of an SCI unit integrated into a tertiary university
hospital of a European public national system. However, we
must remember that SCI is a global problem. Many people
with SCI live in low- and middle-income countries [16], and
medical care shows marked disparities. Most of our pro-
posals are not feasible for many units and thus COVID-19
can be an aggravating factor of these differences. There is
currently a strong uncertainty about the future of the pan-
demic, and rapid access to a potential vaccine by all people
at high risk including those with SCI should be a priority.
While we do not have it, the problems we are experiencing
should inspire clinicians, researchers, and policy makers to
redouble efforts to develop affordable strategies in the care
of people with SCI.

In conclusion, the COVID-19 pandemic has been a major
challenge for people with SCI and for the specialized units
that care for them. The rapid transmission of the infection in
most countries has forced a rapid reorganization of units
like ours that are integrated into general hospital complexes.
While the global emergency nature of the outbreak has
forced restrictions in various aspects of medical care, it is
also true that some of the solutions found in this period
could be consolidated and contribute to a positive evolution
of the healthcare organization. It should not be forgotten
that the COVID-19 pandemic is affecting the five continents
and countries with a very diverse level of development and
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health system organization. Therefore, the prevention of
infection and its treatment must be adapted to the different
situations in which people with SCI live. In places where
specialized units are not available, the recommendation
would be to take extreme protection measures to avoid
contagion, to use noninvasive respiratory support measures
and, when possible, to grant access to intensive care units.
In the immediate future, it will be very important to publish
the studies carried out during de COVID-19 pandemic and
to share the lived experiences in the specialized debate
forums in order to broaden our knowledge and prepare our
units for eventual future emergencies.
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