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Autoimmune haemolytic anaemia in COVID-19 
has been reported in nine cases among which 
five had malignancy and one had congenital 
thrombocytopenia.[3] ANK-1 shares an immunogenic 
antigenic epitope (amino acids LLLQY), present on red 
cells with 100% identity with the SARS-CoV-2 surface 
glycoprotein named spike protein, which creates a 
potential immunological cross-reactivity between 
ANK-1 and spike protein, contributing to AIHA in 
patients with COVID-19.[4] Corticosteroids represent 
the first line of treatment for warm antibody type 
AIHA and reduce haemolysis and cytokine storm.[5] 
This case presents a unique scenario of acute anaemia 
with COVID-19, which was managed conservatively 
with steroids and no immunosuppressants or plasma 
therapy or blood transfusion was required. We wish  
to highlight that the novel SARS-CoV-2 can present 
with covert symptoms affecting the haematological 
system.
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Prevention of aerosolisation 
during a tracheostomy

Sir,

Airway management in the operating room (OR) 
during the coronavirus disease-2019 (COVID-19) 
pandemic poses unique challenges. Airway 

interventions can cause a high amount of 
aerosolisation, putting all the team members at a 
high risk of acquiring COVID-19 infection during 
the procedure.[1,2]

During airway management, in addition to ensuring 
patient safety, additional measures to prevent the 
aerosol generation and reduce viral spread are required 
to ensure the safety of the airway manager and the other 
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OR personnel.[2] The optimal way to prevent aerosol 
transmission is to use a combination of interventions 
and not just the personal protective equipment alone. 
Applying a combination of protective strategies can 
provide added safety even if one intervention fails or 
is not available.[3]

Tracheostomy is probably the most common procedure 
that has been performed around the world in this 
pandemic on patients with COVID. Tracheostomy 
represents the third-highest risk of COVID-19 
transmission to staff after endotracheal intubation and 
noninvasive ventilation.[4]

The tracheostomy can be performed via a percutaneous 
dilatation technique or an open surgical technique or a 
combination of the two where the exposure up to the 
trachea is performed via a small surgical incision and 
the rest of the procedure is like a modified Seldinger 
technique.

In all these types, common practice involves 
withdrawing the oral/nasal endotracheal tube just 
above where the tracheotomy is to be carried out. In 
the open technique, the trachea is opened by making 
a small flap that may or may not be sutured to the 
soft tissue and skin. During this procedure, there is 
an increased risk of the aerosolisation as a result of 
the blast of air through the open trachea and so the 
ventilation is required to be stopped. This break in 
ventilation continues till the trachea is ready for the 
tracheostomy tube to be inserted, which at times can 
be several minutes. There is again an extremely high 
risk of aerosolisation in case ventilation needs to be 
initiated before the procedure is complete.

In order to reduce this risk of aerosolisation and 
also continue ventilation when the tracheal flap is 
being raised and sutured, we propose to push the 
endotracheal tube far enough inside the trachea to 

make sure that the cuff of the endotracheal tube 
is beyond the site where the tracheal incision is 
to be taken [Figures 1 and 2]. At the same time, 
confirming both lungs are still being ventilated 
can be easily done by clinical observation of chest 
movement, airway pressure monitoring, observing 
spirometry loops on the ventilator if available. 
During the movement of the endotracheal tube 
inside the trachea, the cuff of the endotracheal tube 
is kept inflated. This allows continuous ventilation 
of the lungs, with reduced risk of aerosolisation 
during the preparation of the tracheal flap making it 
a less-demanding procedure during the critical time 
of the surgery. However, there could be an argument 
to stop the ventilation, deflate the cuff, move the 
tube inside, reinflate the cuff and then resume 
ventilation. The potential problem of this would be 
trauma to the main bronchus by overinflation of the 
cuff in case of inadvertently pushing the tube too 
far on one side. Also, literature search did not reveal 
any case reports of trauma to the trachea because of 
tube movement inside the trachea with an inflated 
cuff. In our institute, we have performed a series of 
cases with this method with great ease, success and 
no complications so far.

Anaesthesiologists are working hard in modification 
of existing equipment and miscellaneous material, 
designing newer equipment for protection from 
aerosols, simple innovations to protect themselves and 
others from disease transmission, ideas generation to 
manage the sudden surge of patients with COVID-19 
in the case of deficit supply of ventilators, simple 
innovations, designing and restructuring of ORs with 
minimal resources, modifications in examination 
equipment and developing various other measures 

Figure 1: Graphical representation of the concept. The ETT pushed to 
lie just above the carina and the cuff beyond the tracheostomy incision. 
(Figure not to scale)

Figure 2: Graphical representation of the concept. (Figure not to scale)
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to fight against this pandemic.[5] Securing the airway 
swiftly and successfully without getting ourselves and 
the airway team infected should be our ultimate goal. 
‘Think globally, act locally, but, carefully’ should be 
our mantra (slogan) for airway management during 
COVID times.[6]
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Anaesthetic considerations during 
video‑assisted thoracoscopic 
excision of a mediastinal ectopic 
parathyroid adenoma

Sir,

In general, 25% of parathyroid adenomas causing the 
symptoms of hypercalcaemia are mediastinal in location.
[1] The treatment of such hyperparathyroid adenomas 
is surgical resection which varies according to the site 
of ectopic tissue.[2,3] Here, we present a unique case in 
which video-assisted thoracoscopic surgery (VATS) 
was done to excise an ectopic parathyroid adenoma 
located in the anterior mediastinum in the supine 
position and its associated anaesthetic concerns.

A 39-year-old man diagnosed with 
hyperparathyroidism (serum calcium- 11.4 mg/dl 
and serum parathyroid hormone level- 131.6 pg/ml) 
due to ectopic parathyroid adenoma located in the 
anterior mediastinum was scheduled for excision 
with VATS. After anaesthesia induction, a 39 Fr 
left-sided double-lumen tube was inserted. Initially, 
the airway pressure was around 20–22 cm of water 
with a tidal volume of 7 ml/kg on double lung 
ventilation. VATS was done in the supine position 
with the thoracoscopy probes inserted on the left 
side at the level of the anterior and midaxillary line. 
Before the creation of pneumomediastinum, the 
left lung was collapsed by blocking the bronchial 
lumen. During one-lung ventilation (OLV), the 
airway pressure increased gradually to 35 cm of 
water. So, the mode of ventilation was changed to 
the pressure control mode, generating a tidal volume 
of approximately 4 ml/kg achieved at a pressure 
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