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Commentary: Barotrauma in critically ill patients with 
COVID-19: miles to go to unwrap the pathophysiology
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LETTERS TO THE EDITOR

Dear Editor,
We read with great interest the ret-

rospective case-control study of Ven-
kateswaran et al. [1]. However, we 
consider that there are certain points 
that need further clarification, and 
that the provision of more data in 
the methodology would make it even 
more interesting. 

Firstly, the authors did not men-
tion what flow was used during use 
of a high-flow nasal cannula (HFNC) 
for their patients. Lower flow rates 
(35–40 L min-1) may be advantageous 
for better patient comfort and initial 
adaptation, while a higher flow rate 
(60 L min-1) can provide a faster relief 
of dyspnoea. One might start with 
60 L min-1 and individualise the flow 
to the highest value tolerated by the 
patient [2]. The decrease of  trans-
oesophageal pressure fluctuations can 
be used as a measure of patient effort 
and work of breathing. HFNC may be 
a fruitful therapy when personalised 
bedside titration to optimum flow is 
ensured.

Secondly, we are curious to know 
about the maximum level of positive- 
end-expiratory pressure (PEEP) (the  
PEEP maximum) used during invasive 
mechanical ventilation, and whether 
they utilised any lung-protective strat-
egy and ventilator modes in their cases. 
Low tidal volume lung protective ventila-
tion remains the cornerstone of support-
ive therapy in patients with acute respira-
tory distress syndrome (ARDS), thereby 
yielding a considerable improvement 
in outcomes [3]. Higher maximum PEEP 
has been observed among patients who 
suffered barotrauma compared with 
non-barotrauma patients [4]. 

Finally, in the present study, the 
authors relied on clinical examination 
findings and utilised chest radiography, 
computed tomography (CT), ultraso-
nography, or a combination thereof to 
diagnose pneumothorax. It would be 
interesting to know the details of how 
many patients were diagnosed us-
ing which diagnostic modality. In any 
study assessing barotrauma, a plausi-
ble cause of reported higher incidence 
of pneumothorax could be the broader 
use of chest CT with its higher sensitiv-
ity to detect extra-alveolar gas collec-
tions [5]. 
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