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Can we help? Our experience as orthopedic surgeons during the

COVID-19 pandemic

¢Podemos ayudar? Nuestra experiencia como cirujanos ortopédicos durante la pandemia por COVID

Mariano Balaguer-Castro*, Albert Baduell*, Pere Torner

Presently, Spain is one of the countries most affec-
ted by COVID-19 in the world. The total number of
cases exceeds 233,000, and deaths have surpassed
27,000'. At the end of February, Catalonia registered
its first case of SARS-CoV-2. This first patient was ad-
mitted to one of the largest university hospitals in
Barcelona. At that time, our center had 700 hospitali-
zation beds, 94 of which were for intensive care.
However, the number of patients increased exponen-
tially in the region, and the hospital responded quic-
kly, increasing its capacity by 20%, bringing the total
number of beds to 847, including 152 critical and se-
mi-critical beds. To achieve this increase in capacity,
the hospital’s structure was modified: inpatient wards,
resuscitation units and operating rooms were transfor-
med into intensive care units (ICU) to treat patients
with COVID-19. A home hospitalization system was
established and a hotel was converted into several
hospitalization rooms, adding 528 beds to the total
capacity of the hospital.

The use and handling of personal protective equip-
ment (PPE) has been a great challenge.
Recommendations on its use have been constantly re-
viewed in response to emerging scientific evidence, as
well as its limited availability in some cases, generating
great confusion among health professionals®3. To the
great incidence of COVID-19 in Spain, a high rate of
affectation of health personnel was added, most pro-
bably due to shortages of PPEs. The number of cases
of contagion among health professionals in Spain ex-
ceeds 20% of all cases of COVID-19, with more than
50,000 confirmed cases*®.

This significant decrease in the number of frontline
staff, added to the increase in the demand for hospital
capacity, generated a greater need for medical and
healthcare personnel from different medical and surgi-
cal specialties. The cessation of most of the surgical
activity, as well as the relocation and change of format
of the consultations, offered the possibility of having
the surgical staff available.

The wide range of alterations produced by SARS-
CoV-2 infection generates many fronts from which to
approach its treatment and requires personnel from

different specialties for its management. As orthopedic
surgeons and traumatologists (OST) in a trauma cen-
ter, we are used to dealing with high-pressure care si-
tuations, such as the one that occurred in Barcelona
with the attacks of August 17, 2017, in which we also
worked in a multidisciplinary way. On that occasion,
medical specialties were added to the surgical special-
ties for the stabilization and management of the multi-
ple polytraumatized patients’.

Our center is a reference in contingency situations
such as the one that occurred in August 2014 with
the possible cases of Ebola. However, as OSTs, we do
not usually handle acute infectious respiratory patho-
logies. This fact, combined with the uncertain nature
of the virus, caused a feeling of general uncertainty
and fear throughout our team. On the one hand, we
felt the need to help and volunteer and, at the same
time, we dealt with the fear of exposing ourselves per-
sonally and also indirectly to those around us, to a pa-
thogen that was ravaging other countries like China or
Italy and was now reaching ours. Added to this fear
was the insecurity of abandoning our great ally, the
scalpel, and trading it for a strange stethoscope.

Having overcome the initial doubts, in our center a
team of volunteers was formed to join the fight
against COVID, which included 13 orthopedic sur-
geons along with 54 other colleagues from other sur-
gical specialties. This represented about 30% of the
OST department and about 20% of the total number
of surgeons in the hospital. Our strategy was to create
multidisciplinary teams, which allowed us to generate
synergies, learn and take advantage of the knowledge
of all the specialists involved, and respond dynamically
to events as they unfolded.

What can an OST do in a COVID unit? This is pro-
bably the most repeated question by the whole medi-
cal collective and by us, the traumatologists.

This pandemic has made us change the focus com-
pletely. We have integrated ourselves in multidiscipli-
nary teams, in emergency rooms, COVID rooms and
intensive care units doing 12 h shifts by day and ni-
ght. This team of 67 surgeons has represented, in our
hospital, about 10% of the COVID units.
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From the first patient at the end of February to the
present day, after receiving basic training in PPE ma-
nagement, we have progressively developed increasing
skills in the management of the critical COVID-19 pa-
tient, going from writing clinical courses, ordering
complementary tests or helping to diagnose patients,
to learn how to assess oxygenation, as well as ways to
improve it, use non-invasive mechanical ventilation
(NIMV), high flow oxygen therapy?, calculate PaO,/
FIO, (PAFI) and know how to interpret it, manage ven-
tilator volumes or perform tracheotomy cures. Without
leaving aside the need to inform family members
about the status of their loved ones.

As surgeons, we feel more comfortable with the
tasks that require the use of our hands, as well as any
type of intervention, so these cures quickly became
part of our daily lives, facilitating the distribution of
burdens among the colleagues of these multidiscipli-
nary units. Working in such a new scenario for all of
us meant that we had to learn quickly. In addition to
the many things that our colleagues taught us, we
had to study to understand what we were doing, sig-
ning up for online courses in intensive care medicine
and reading the literature to keep up to date on this
pathology, thus making it a crash course in respiratory
pathology and the complications associated with coro-
navirus. Fortunately, we were received in the COVID
teams as equals, which was very comforting.

Currently, we are beginning the “de-escalation” as
hospital admissions are dropping and many colleagues
who were on the front line at the beginning and be-
came infected with coronavirus are rejoining us. As a
result, many of us are returning to our pre-pandemic
jobs.

This crisis has made us all have to leave our com-
fort zone to face an unknown type of pathology. As
surgeons, we have had to learn to reinvent ourselves
and adapt to this new situation to help fight this virus
where we have been needed. There are still many
unknowns about the evolution that this pandemic will
follow, about the management of our usual patients,
about when we will be able to return to our usual sur-
gical activity or if we will be able to do it the same
way as before the coronavirus. But it is clear to us, af-
ter being integrated in the COVID teams, that we, the
orthopaedic surgeons, can help in this pandemic and
that only teamwork, well coordinated and with a con-
sensus decision making based on the available eviden-
ce, will allow us to succeed in this or any other similar
emergency situation.

Our experience in recent months confirms that sur-
gical staff can be an integral part of the response to
COVID-19 and should be considered in emergency
planning to maximize available healthcare resources.
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