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CORRESPONDENCE

Significant demands on healthcare resources during the COVID crisis
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To the Editor:

We read with interest the letter by Torres-Castro et al. [1].
This has prompted us to provide our perspective and
experiences from Switzerland. We hope it helps others
around the world that are facing similar challenges.

No country on earth has escaped the coronavirus disease
(COVID-19). As we all know it is an infectious disease,
which is highly contagious (WHO). At the time of writing,
most hospitals are currently experiencing the calm before
the storm, but for others they in the midst of a hurricane.
Hospitals have to plan for an increased demand of their
services. This requires identifying staff with specialized
knowledge, skills and decision making to work with
patients with respiratory complications.

We cannot flee from this dangerous virus; we are all
filled with consternation. Even more concerned are people
with spinal cord injuries (SCI) who are at increased risk
from the COVID-19 disease. People with tetraplegia or
high-level paraplegia and reduced lung function may be at
higher risk of having more severe problems with COVID-
19. However, we still do not know how much greater that
risk is. Most people infected with COVID-19 virus will
experience mild to moderate respiratory illness and recover
without requiring special treatment [2]. The WHO states
that older people and those with underlying medical pro-
blems are more likely to develop serious illness [2]. We
assume that the rate of pneumonia will now, congruent to
the general population, also increase in the SCI population
due to COVID-19. Nevertheless, the incidence of death in
those with SCI from pneumonia and influenza, are sig-
nificantly higher than in the general population [3].

The respiratory infection associated with COVID-19 is
mostly associated with fever and dry, non-productive cough
as mild symptoms. With increasingly severe symptoms
following additional increasing oxygen requirement, diffi-
culty in breathing, severe productive coughing and changes
in lung tissue consistent with consolidation [4]. Some
patients subjectively describe the experience of breathing
with COVID-19 as shards of glass in the lungs.

Who takes care of all these “Post-COVID-19” patients
after they have struggled in ICUs, been intubated for a long
time and sedated against the disease and have luckily sur-
vived after weeks of mechanical ventilation?

A few days ago, at the front line in the REHAB-center in
Basel, Switzerland, the first patient arrived in our institution.
A middle-aged man, tetra paretic, tracheotomized, only able
to breathe by himself without the aid of the ventilator 1 h
three times a day, unable to speak for more than a month,
and not able to swallow. Fear was in his eyes. The second
and third patient followed soon after. Many more of these
patients will follow. Also at the Swiss Paraplegic Centre
Nottwil, Switzerland there are currently a handful of
patients with COVID-19 at the ICU for mechanical venti-
lation and weaning purposes.

Currently, the treatment for COVID-19 is by symptoms
and not diagnosis. Therefore, the treatment strategy does not
differ from the treatment of other respiratory complications
but most importantly, hygiene and personal safety have to
be an absolute priority. It is imperative to make sure
respiratory techniques do not generate high levels of aero-
solized droplets that spread widely and increase the risk of
transmission of respiratory viruses to health professionals
[5]. Therapists providing respiratory care to patients need to
use appropriate personal protective equipment including
N95/P2 masks, fluid resistant long-sleeved gowns, googles/
face shields and gloves as [4].

Respiratory therapy interventions include [5]:

● Airway clearance techniques (e.g. positioning, percus-
sion and vibrations, positive expiratory pressure therapy,
mechanical insufflation-exsufflation).
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● Secretion clearance removal (e.g. assisted or stimulated
cough manoeuvres, airway suctioning with closed inline
suction catheters).

● Mobilization and exercise prescription which may
trigger a cough and/or sputum expectoration.

Positioning and mobilization are effective methods of
respiratory therapy. Prone ventilation for example is an
effective strategy in mechanically ventilated patients [6].
For patients with SCI it however requires a lot of human
resources and expertise to perform safely and to ensure
patients do not develop pressure injuries or airway com-
plications. As with all bedridden patients, early mobilization
into a seated or if possible standing position is encouraged
and is an effective method to lower the prevalence of
plugging [7]. The mobilization of SCI patients with high
lesions or with co-morbidities/secondary complications is
challenging even without a highly contagious disease. Now
the therapy will be more complicated due to very strict
hygienic precautions.

There are various methods and devices for respiratory
therapy with different objectives. Now the therapists need to
weigh up the pros and cons, the possible positive effect
against the hygienic measures. In general, re-usable
respiratory equipment should be avoided. Use only the
maximal needed equipment for single-patient use or material
which can be properly decontaminated [4]. Generally a well-
considered plan for mobilization and exercises is essential.

Are we spinal cord rehabilitation units not predestined to
look after these numerous patients similarly concerned with
all these handicaps after intensive care? To rehabilitate these
tetra paretic and ventilated patients is now our task
regardless as to whether he or she was paraplegic, tetra-
plegic or healthy before.

It is time to work closely together, to share our initial
ways in the rehabilitation of these patients and to develop
together rehabilitation plans and algorithms. To reach these
goals we need a close collaboration with the other specia-
lists in this field to serve best in the search for optimal
treatment and interdisciplinary approach. A call to all lea-
ders and readers of “Spinal Cord” to join virtually—and to
share their early experience in the rehabilitation of these
patients—from China to the United States of America, from
Finland to South Africa!

With our longstanding tradition of treating and rehabili-
tating people with tetraplegia who are not able to breathe by
themselves, we will care for all the “Post-COVID-19”
patients in long term SCI rehabilitation units to enable these
individuals to return to a meaningful life in society.

When our first COVID-19-patient was asked at the end
of the clinical visit, what he wishes most, he simply
answered with the help of a speaking valve, connected to
the ventilator “To eat a Cordon bleu!” For those not familiar
with this term, it is veal folded and filled with famous Swiss
cheese - a lot of proteins to support the respiratory muscles.
We simply answered: “Not a bad idea!”

We hope that this letter has increased readers awareness
of the respiratory therapy with COVID-19 to feel supported
during these challenging times. In that respect, keep your
respiratory system healthy and take care.
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