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Respiratory Distress in Postanesthesia Care Unit: 
First Presentation of Coronavirus Disease 2019 in  
a 17-Year-Old Girl: A Case Report
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A 17-year-old healthy girl underwent an uneventful esthetic septorhinoplasty. She was easily 
extubated and transferred to the postanesthesia care unit (PACU) with oxygen saturation (Spo2) 
of 96%. About 30 minutes after arrival in the PACU, she developed dyspnea with Spo2 of 84% 
and promptly received oxygen with bilevel positive airway pressure in conjunction with low-dose 
corticosteroid. The subsequent chest computed tomography (CT) revealed bilateral patchy infil-
trates similar to the radiologic findings of Coronavirus Disease 2019 (COVID-19). Finally, a 
reverse transcriptase polymerase chain reaction (RT-PCR) of a pharyngeal specimen confirmed 
the diagnosis of COVID-19. (A&A Practice. 2020;14:e01227.)

GLOSSARY
BiPAP = bilevel positive airway pressure; COVID-19 = Coronavirus Disease 2019; CT = computed 
tomography; EQUATOR = Enhancing the QUAlity And Transparency Of health Research; NPPE = 
negative pressure pulmonary edema; PACU = postanesthesia care unit; RT-PCR = reverse tran-
scriptase polymerase chain reaction; Spo2 = saturation of peripheral oxygen

Coronavirus Disease 2019 (COVID-19) first presented 
as unusual pneumonia of unknown cause in late 
December 2019. Based on the existing data, >85% of 

COVID-19 patients are 30–79 years old and patients aged 
≤19 years of age are rarely affected (about 2%). It seems 
that COVID-19 has a milder course and a better outcome in 
pediatric patients. A large series of 72,314 cases from China 
reported no death in children aged ≤9 years compared to 
people aged ≥80 years, with a case fatality rate of 14.8%.1

Herein, we report an asymptomatic COVID-19 patient aged 
17 years, who developed postoperative respiratory distress  
as the first symptom of COVID-19 pneumonia shortly follow-
ing an uneventful septorhinoplasty. A written informed con-
sent for publication was obtained from the patient, and this 
article adheres to the applicable Enhancing the QUAlity And 
Transparency Of health Research (EQUATOR) guideline.

CASE DESCRIPTION
A 17-year-old healthy girl (weight 68 kg and height 172 
cm) was admitted to the plastic surgery ward for esthetic 

septorhinoplasty. There was no significant medical or surgi-
cal history; she was not taking any medicines or illicit drugs 
and had no history of allergies. On admission, review of 
her respiratory and cardiovascular systems was noted to 
be normal. Preoperative physical examination was normal, 
with a blood pressure of 110/70 mm Hg, pulse of 90 beats/
min, respiratory rate of 16 breaths/min, oral temperature of 
36.6°C, and saturation of peripheral oxygen (Spo2) of 98%. 
Blood tests revealed a mild microcytic hypochromic anemia 
(hemoglobin 111 g L−1; white blood cell count 9.360 × 109 L−1; 
lymphocyte count 2.246 × 109 L−1).

On the day of surgery, she was premedicated with mid-
azolam 2 mg·mL−1 intravenously and fentanyl 2 µg·kg−1. 
General anesthesia was induced with propofol 2 mg·kg−1 
and rocuronium 0.5 mg·kg−1 and maintained with propofol 
0.15 mg·kg−1·min−1 and remifentanil 0.4 µg·kg−1·min−1. She 
was intubated with a 6.5-mm endotracheal tube. The opera-
tion lasted 70 minutes, and the intraoperative course was 
uneventful. Anesthesia was reversed using atropine and 
neostigmine 0.04 mg·kg−1, and the patient was extubated. 
She was transferred to the postanesthesia care unit (PACU) 
with normal spontaneous breathing, Spo2 of 96%, and 
bilateral hemostatic nasal packing. About 30 minutes after 
arrival in the PACU, while the patient was awake and alert, 
she complained of trouble breathing. She was tachypneic, 
with Spo2 of 84. The auscultation of lung was unremarkable. 
There was no evidence of upper respiratory obstruction 
or pulmonary edema. She promptly received oxygen with 
bilevel positive airway pressure (BiPAP) and dexametha-
sone 8 mg. Due to the recent surgery, however, the mask 
was placed only over her mouth. The Spo2 increased, and 
the patient was admitted to the intensive care unit while 
she was still on BiPAP. As the cause of her hypoxemic event 
was still unclear, a chest computed tomography (CT) was 
ordered. Surprisingly, imaging revealed bilateral multilobar 
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patchy opacities predominantly in the posterior and periph-
eral regions, consistent with previously described radiologic 
features of COVID-19 (Figure). A reverse transcriptase poly-
merase chain reaction (RT-PCR) of a pharyngeal specimen 
confirmed the diagnosis of COVID-19. She was treated with 
hydroxychloroquine sulfate 200 mg twice daily and was dis-
charged 48 hours later without any complaints (with Spo2 
98%). She was isolated at home and daily monitored for 2 
weeks after discharge, and the follow-up was unremarkable.

DISCUSSION
Ventilatory events are not uncommon in the PACU. Critical 
ventilatory events have been reported to complicate 0.8%–
6.9% of surgeries.2 An advanced age (>60 years) and a 
medical history of diabetes mellitus, chronic obstructive 
pulmonary disease, and sleep apnea have been attributed 
to the postoperative ventilatory complications.3 Atelectasis 
has been considered as the pathophysiological mainstay for 
ventilatory complications in the PACU.2,3 In young patients 
without any underlying disease, like our case, upper air-
way obstruction, alveolar hypoventilation due to residual 
effects of neuromuscular blockers, and aspiration pneumo-
nia should be considered first.2,4 In our patient, the physical 
examination of upper respiratory tract and the auscultation 
of lung did not give any clue in favor of these diagnoses. 
The patient was tachypneic and had no pathological breath 
sound, such as stridor or crackles.

Usage of occlusive nasal packs, accumulation of bloody 
secretions in pharynx, and stimulation of laryngeal reflex 
could potentially increase the risk of ventilatory events fol-
lowing rhinoplasty.5 In our patient, nasal tampons were 
removed early after developing dyspnea, and the examina-
tion of pharynx was unremarkable. In patients developing 
postoperative ventilatory distress, negative pressure pul-
monary edema (NPPE) should be taken into account, espe-
cially following aerodigestive tract surgeries. Postoperative 
NPPE has been attributed to the laryngospasm due to 
stimulation of the superior laryngeal nerve by bloody secre-
tions or during intubation, extubation, or removal of throat 
packing.5 The physical examination of the upper and lower 
respiratory tract of our patient did not give any clue in 
favor of laryngospasm or pulmonary edema. The chest CT 

of patient revealed bilateral peripheral infiltrates consistent 
with pulmonary involvement of COVID-19.

In conclusion, we endorse that elective surgeries should 
be postponed during this viral pandemic to avoid putting 
medical personnel at risk of infection. COVID-19 should be 
considered in the differential diagnosis of ventilatory dis-
tress and hypoxemia, independent of whether the patient is 
symptomatic or not. E 
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Figure.  Axial view of a lung CT 4 h after extubation. It revealed bilateral multilobar patchy opacities (arrows) predominantly in posterior and 
peripheral regions (A and B). CT indicates computed tomography.


