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Dear Editor,
I have read with great interest the 

paper by Wujtewicz et al. [1] on what 
anaesthetists should know about 
SARS-CoV-2 infection. 

The airway management guide-
lines for endotracheal intubation pre-
sented in the above study (Table 2) are 
extremely important for anaesthetists. 
The tracheal intubation of a patient 
infected with SARS-CoV-2 is one of the 
procedures posing the greatest threat 
to those performing it due to the aero-
sol generated during the procedure. 
To ensure the safety of patients and 
the personnel involved, the procedure 
should be standardised; therefore, 
I suggest that it should be described 
in detail. I present below a collection 
of recommendations based on avail-
able literature. To reduce the risk of 
exposure of the medical staff perform-
ing the procedure, several different 
measures ought to be taken:

 – an intubation kit containing the 
endotracheal tubes of at least four 
sizes (7–8 for women and 8–9 for 
men) should be prepared; it is recom-
mended to use the endotracheal 
tubes with subglottic suctioning, 
second generation supraglottic de-
vices, face masks, oropharyngeal 
tubes, short intubation stylet and 
long Bougie, Magille’s forceps, Pean’s 
forceps, and suctioning tubes;

 – appropriate personal protective 
equipment should be used while 
working in close proximity to the 
patient infected with SARS-CoV-2;

 – it is advisable to use additional bar-
riers protecting from aerosol spread 
during the procedure, e.g. covering 
the patient’s headrest with a trans-
parent foil;

 – the patient should wear a face mask 
until the procedure is initiated;

 – preoxygenation should be carried 
out using a  tightly applied, two-
handed grip face mask; a VE (not CE) 
grip is recommended to maintain 
maximum tightness;

 – preoxygenation should be carried 
out using the lowest effective oxygen 
flow;

 – preoxygenation should be reduced 
to a minimum: 3–5 minutes only in 
patients expected to have short safe 
apnoea times due to their general 
condition;

 – high-flow nasal oxygen therapy or 
continuous positive airway pressure 
is not recommended for preoxygena-
tion;

 – care should be taken to ensure that 
the patient is properly positioned 
for intubation; in obese patients, in 
particular, it is essential to raise the 
headrest to increase the effectiveness 
of preoxygenation and to improve 
the conditions for performing laryn-
goscopy;

 – the number of staff members per-
forming intubation should be re-
duced to a minimum;

 – the management plan ought to be 
prepared and discussed with team 
members;

 – since the number of intubation at-
tempts should be limited, the proce-
dure should to be performed by the 
most experienced team member;

 – anaesthesia for intubation should be 
carried out using the rapid sequence 
induction (RSI) protocol;

 – cricoid pressure should be used, 
whenever indicated;

 – the recommended intravenous anaes-
thetics include propofol 1.0–1.5 mg 
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kg–1 in cardiovascularly stable patients 
and etomidate 0.2–0.03 mg kg-1 or 
addition of ketamine 1–2 mg kg-1 
(a dose of 50 mg is usually sufficient) 
in patients with anticipated circula-
tory instability, used to prevent a rapid 
and significant decrease in arterial 
blood pressure during the induction 
of anaes thesia;

 – appropriate vasoactive drugs have to 
be available in case of hypotension 
after the administration of anaes-
thetics;

 – rocuronium 1.2 mg kg-1 or succinyl-
choline 1.5 mg kg-1 should be ad-
ministered for relaxation of striated 
muscles;

 – to reduce the risk of coughing dur-
ing the laryngoscopy attempts, hae-
modynamically stable patients can 
receive intravenous lidocaine 1.0– 
1.5 mg kg-1;

 – bag-valve-mask ventilation of non-
intubated patients should be avoid-
ed; in cases of clinically significant 
reductions in saturation, the emer-
gency use of a supraglottic airway 
device should be considered to im-
prove oxygenation;

 – in patients with anticipated sig-
nificant reductions in blood oxy-
gen saturation during induction, 
a 60-second supply of low-flow oxy-
gen through a tightly adhering face 
mask or a nasal catheter may be con-
sidered; high oxygen flows should be 
avoided due to possible leakage and 
aerosol generation;

 – an intubation attempt should be 
undertaken after reaching complete 
neuromuscular blockade, confirmed 
by a neuromuscular blockade moni-
toring device, or after waiting at 
least 60 seconds from the supply of 
a muscle relaxant;

 – laryngoscopy should be carried out 
using the devices, which is most 
likely to lead to a successful out-
come at the first attempt; it is advis-
able to use a video laryngoscope;

 – to avoid additional actions during 
intubation, in each case it is rec-
ommended to place a guidewire 
through the endotracheal tube dur-
ing preparations for intubation;

 – it is recommended to insert the endo-
tracheal tube so that the cuff is 1–2 cm 

below the vocal cords to prevent too 
deep placement of the endotracheal 
tube and pulling it up, which can cause 
irritation of the larynx and cough;

 – to avoid the spread of bronchial tree 
secretions through the lumen of the 
endotracheal tube, the guidewire  
should be removed with great caution;

 – the correct placement of the endo-
tracheal tube should be confirmed 
capnographically and by auscultation;

 – if the endotracheal tube has been 
placed in the oesophagus, it should 
not be removed immediately; in-
tubation with another endotra-
cheal tube of a smaller diameter 
should be attempted; if successful, 
the tube can be removed from the 
oeso phagus; 

 – in the case of desaturation or serious 
difficulties in visualising the entrance 
to larynx, a second generation su-
praglottic device should be used for 
preoxygenation before another at-
tempt of endotracheal intubation; 
the fibrescopic insertion of the tube 
through the lumen of the supraglottic 
device can be considered;

 – the tracheal extubation, as a proce-
dure potentially generating aerosol 
due to the stimulation of the cough 
reflex, should be carried out using 
the same level of personal protective 
equipment as during the use of addi-
tional physical protective barriers may 
be reasonable;

 – to reduce the risk of coughing after ex-
tubation, intravenous lidocaine or dex-
medetomidine can be administered.

The procedure of endotracheal 
intubation is associated with a high 
risk of aerosol generation and should 
therefore be carried out with appropri-
ate personal protective equipment; 
moreover, steps should be taken to 
reduce the risk and intensity of aerosol 
formation. It is crucial to use the protec-
tive barriers, rapid sequence induction 
and video laryngoscope-assisted visu-
alisation of the glottis, which is found 
to be most effective.

The suggested management was 
developed on the basis of numerous 
reports discussing the problems as-
sociated with interventions in patients 
with COVID-19 and is a compilation of 
recommendations and experiences 

presented in them. For this reason, the 
text does not contain references to re-
spective literature reports concerning 
individual issues; instead, a list of all 
papers referred to is attached.
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