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In the first quarter of 2020, we had many questions and few
answers. We did not know how COVID-19 could impact our
patients and our surgical teams. The speed atwhich scientific
papers were published helped us to understand COVID-19
and how we can perform our surgical procedures. One
important lesson is that it is imperative to follow universal
pandemic precautions, including appropriate personal pro-
tective equipment (PPE), because of the high risk for SARS-
CoV-2 infection due to aerosol and droplet exposure during
examinations and procedures within the head and neck
region and airway. We will address important topics that
must be taken into account in the daily practice of otolar-
yngologists and head and neck surgeons.

How Can We Reduce the Chances of
Contamination?

We need to take care not only in the operating room. Our
exposure during examination brings us high risk because of
aerosol generation. For this reason, also in offices, we must
use PPEs, like N95, face shields, goggles, and cloaks – every-
thing that helps us to minimize the risk of contact with the
virus.1,2

Before patient care, it is essential that we trace epidemio-
logical profiles, by applying a questionnaire to evaluate
patients that had or arewith potential infections. Many health
institutions and also the Health Ministry had designed ques-
tions to screen suspicious cases.3 Brazilian Society of Surgical
Oncology recommends preoperative self-isolation to reduce
the chances of surgical procedures during the incubation
period, especially for patientswhowill undergomajor surgery
or have comorbidities. Preoperative self-isolation also may
reduce the chances of a patient infecting the surgical team,
especially in head and neck, thoracic, and other high-risk
aerosol-generating procedures.4

In case of availability of the RT-PCR, we suggest that it be
performed 24-48hours before surgery and after at least 7 days
of self-isolation. Considering that RT-PCR has a false negative
rateof20-30%,5 it ispossible to affirmthat incombinationwith
the clinical screening, likely<10% of the SARS-CoV-2-infected
patients will be inadvertently operated during the incubation
period. The Fleischner Society recognized that in highly prev-
alent areas, an additional CTshould be used as a screening tool
either as a stand-alone or as an adjunct to real-time polymer-
ase chain reaction (RT-PCR) to exclude occult infectionprior to
surgery or intensive immunosuppressive therapies.6 In the
Japanese survey, 90% of head and neck cancer specialists
perform preoperative CT, at least as frequently as possible.7

Following the same path, Brazilian Head and Neck Society
guides associates to perform RT- PCR and Chest CT-scan
48hours before surgeries.8

We consider that in the absence of RT-PCR in high-
prevalence areas, it is acceptable to offer to perform CT
24–48hours before hospitalization in high-risk surgical can-
didates, once it is possible to diagnose 54% of the asymptom-
atic cases of COVID-19. If the patient has an indication of a CT
for cancer staging, this strategymaybe evenmore interesting
if performed 2 days before surgery as it can work for cancer
staging and COVID-19 screening at the same time.9

In the operating room, the universal use of smoke evac-
uators to suction away the smoke plumes generated by
electrocautery has been encouraged to minimize the risk
of exposure to health care personnel of aerosolized tissue10.
To perform surgery and laryngoscopy, use rooms with nega-
tive pressure in addition to high-efficiency particulate ab-
sorbing (HEPA) filters in air conditioning systems.8,11,12

Surgical patients have unique risks due to COVID-19.
Operating on patients with either asymptomatic or symp-
tomatic COVID-19 increases the risk for perioperative mor-
bidity and mortality. In a case-control analysis from Italy,
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Doglietto et al showed that the 30-day risk of mortality for
patients with COVID-19 undergoing surgery (n¼41), com-
pared with patients without COVID-19 (n¼82), was signifi-
cantly higher (19.51%vs 2.44%; odds ratio [OR], 9.5 [95% CI,
1.8–96.5]). The odds for perioperative pulmonary complica-
tions were also significantly higher (OR,35.6), as were the
odds of thrombotic complications (OR, 13.2).13

A retrospective cohort study with 34 operative patients
who developed COVID-19 pneumonia shortly after surgery
found that 44.1% needed the Intensive Care Unit (ICU), and
the mortality rate was 20.5%. Considering only the patients
who have had cancer surgery, themortality ratewas 44.4%.14

The American Society of Anesthesiologists (ASA) and
Anesthesia Patient Safety Foundation (APSF) wrote the
parameters to the exact time for elective surgery after
recovery from SARS-CoV-2 infection.15 They used categories
that were based on both symptoms and severity. The sug-
gested waiting times from the date of COVID-19’s diagnosis
are as follows:

1) Four weeks for an asymptomatic patient or after
recovery from mild, non-respiratory symptoms.

2) Six weeks for a symptomatic patient (e.g., cough,
dyspnoea) who did not require hospitalization.

3) Eight to ten weeks for a symptomatic patient who is
diabetic, immunocompromised, or hospitalized.

4) Twelve weeks for a COVID-19’s patient whowas admit-
ted to the ICU.

More recently, two cooperative groups (CovidSurg and
Global Surg), determine the optimal duration of planned
delay before surgery in patients who have had SARS-CoV-2
infection. When possible, surgery should be delayed for at
least 7 weeks following SARS-CoV-2 infection. Patients with
ongoing symptoms � 7 weeks from diagnosis may benefit
from further delay. In critically ill patients that went to ICU,
consider delaying the surgery for 12 weeks.16

Another important aspect is surgeryafter vaccination. The
Royal College of Surgeons of England advises in their Vacci-
nated patients’ guidance that non-urgent elective surgery
can also take place soon after vaccination. There is some
rationale for separating the date of surgery from vaccination
by a few days (at most 1 week) so that any symptoms such as
fever might be correctly attributed to the consequences of
either vaccination or the operation itself.17

This is a new era where high heels and expensive ties do
notmatter!We are all the same,with our N95masks and face
shields. Many procedures will be incorporated into our
routine to make them safer for surgical teams and patients.
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