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More than 100 million elective operations have been cancelled worldwide due
to COVID-19. Without a rapid scale-up in elective surgery, the burden of
untreated non-communicable diseases will lead to a major decline in
population health. Making surgery sustainable after COVID-19 will be
challenging, due to safety concerns, logistical issues, and the completion of
global vaccine roll-outs by 2023 at the earliest.
This report provides data-driven messages to tackle these issues, aiming to
support surgeons and policy makers during the re-start of elective surgery.
The contents are evidence based, taking outputs from the COVIDSurg global
research collaborative, that spans over 120 countries and includes 25,000
frontline surgeons. The recommendations build in options for those in resource
constrained environments.
Over the next 5 years, all healthcare services will need to become pandemic
proof against future external threats, and this online living toolkit will act as the
central resource for elective surgery. By re-starting surgical services using a
data-driven approach, we are aiming to support global pandemic proof
surgery by 2030.
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Toolkit link: www.surgery2025.com

Key messages for local guidelines
Establish a COVID-19 free elective surgery pathway that includes a COVID-19 free surgical ward, operating theatre, and
critical care area.
Routinely test patients before elective surgery with a single RT-PCR nasal swab test within 3 days of being admitted to
hospital.
Elective surgical patients should be prioritised for vaccination.
For all settings:

When possible, surgery should be delayed for at least 7 weeks
\ following SARS-CoV-2 infection.
Patients with ongoing symptoms at 7 weeks may benefit from further delay until symptoms resolve.
Perform the COVIDSurg Risk Calculator to inform consent in a patient with or at risk of postoperative SARS-CoV-2 infection.
During future COVID-19 waves, it is safe to continue minimally invasive surgery.
Peri-operative COVID-19 (1-5% overall risk) and subsequent risk of death should be included in consent processes.

Attempt to establish as many components of a COVID-19 free pathway as possible, including collaboration with
neighbouring hospitals.
For resource
limited settings:

Ensure a testing pathway for major surgery and during community SARS-CoV-2 outbreaks.

\

Prioritise cancer surgery patients for a first vaccination dose.

Patients with ongoing symptoms at 7 weeks may benefit from further delay until symptoms resolve.
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COVID-19 free surgical pathway
COVID-19 free surgical pathways are the central feature of a
secure elective surgical service. Since every hospital around the
world is different, there is no single version of these pathways.
However, there are some clearly identified features that are
associated with improved clinical outcomes:
COVID-19 free postoperative surgical ward
COVID-19 free operating theatre
COVID-19 free critical care area (when required for selected)

Key message
Establish a COVID-19 free elective surgery pathway that includes a COVID-19 free
surgical ward, operating theatre, and critical care area.
Limited resource setting
Attempt to establish as many components of a COVID-19 free pathway as possible,
including collaboration with neighbouring hospitals.
Outcomes from COVID-19 free Elective Cancer Surgery

For these to be maximally effective, patients also need to
undergo preoperative testing before hospital admission, and be
admitted into a COVID-19 free hospital area. There is a benefit to
these segregated pathways in communities with both high and
low SARS-COV-2 incidence.
Where all of these cannot be provided, there is still benefit to
providing as many elements of COVID-19 free surgical care as
possible. Establishing a multidisciplinary Elective Surgery
Taskforce (including surgeons, anaesthetists, nurses and
managers) who meet regularly may help you achieve and
sustain these goals.
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Key reference: https://ascopubs.org/doi/full/10.1200/JCO.20.01933

Preoperative testing
A preoperative testing strategy is vital to maintaining a
COVID-secure elective service. The best evidence
suggests that one nasal swab test (nasopharyngeal
swab test with quantitative reverse transcriptase-PCR)
is sufficient to reduce risk of peri-operative SARSCoV-2 infection and its consequences. There is no
proven benefit of repeated testing or additional chest
radiographs or CT scans.

Key message
Routinely test patients before elective surgery
with a single RT-PCR nasal swab test within 3
days of being admitted to hospital.

Limited resource setting
Ensure a testing pathway for major surgery
and during community SARS-CoV-2
outbreaks.

Number needed to test to prevent one pulmonary complication

A swab should be performed within 3 days of being
admitted to the hospital, allowing time for it to be
processed and a result returned. You should ensure a
negative test result is present before admission, and
before starting surgery
Where resources are more limited:
Consider reducing testing when community SARSCoV-2 rates are low and the patient is undergoing
minor surgery.
Where testing is not available, use a symptom
questionnaire before admission.
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Key reference: https://academic.oup.com/bjs/article/108/1/88/5974404

Preoperative vaccination
Global access to vaccinations is variable and is unlikely to
be universal before 2023. Setting up vaccination services
is beyond the remit of most surgical departments, and so
identifying and collaborating with local pathways is
necessary.

Number needed to vaccinate

There is a consistent benefit to vaccinating patients
needing surgery before age-matched patients from the
community. Numbers needed to vaccinate were
particularly favourable before cancer surgery and
patients aged over 70.
Implementing vaccination pathways for elective patients
requires a multi-stakeholder approach, with key points
including:
Vaccination should be performed as early as possible,
ideally when a ‘decision to operate’ is made
Administer the first dose no sooner than 2 weeks
before surgery
If a second dose is to be given, this should again not
be within 2 weeks of surgery, or it should be omitted

Key message
Elective surgical patients should
be prioritised for vaccination.
Limited resource setting
Prioritise cancer surgery
patients for a first vaccination
dose.
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Key reference: https://academic.oup.com/bjs/advance-article/doi/10.1093/bjs/znab101/6182412

Timing of Surgery in SARS-CoV-2 positive patients
Whilst SARS-CoV-2 exists in the community, 2-3% of
patients will return a positive SARS-CoV-2 nasal swab at
the point of preoperative testing.

Key message
When possible, surgery should be delayed for at least 7 weeks following SARS-CoV-2
infection.

In both elective and emergency surgery, delaying
surgery for at least 7 weeks is associated with the
lowest complication profile. In patients who remained
symptomatic at 7 weeks after SARS-CoV-2 infection,
further delays were associated with reduced risk.

Secondary message
Patients with ongoing symptoms at 7 weeks may benefit from further delay until
symptoms resolve.

Some patients will need surgery within 7 weeks (e.g.
emergency patients or rapidly progressing diseases). In
these cases, the best evidence-based strategy to
reduce risk includes:
Delay as much as possible (each week of delay
reduces the risk)
Complete the COVIDSurg Risk Calculator to assess
maximum postoperative mortality risk (see Next
Page)
Consider COVID-19 free critical care for patients
identified as being at high risk of mortality
Adjusted 30-day postoperative mortality
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Key reference: https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/10.1111/anae.15458

Calculating risks
If you are operating on patients with or at risk of a SARS-CoV-2
infection, you should complete the COVIDSurg Risk Calculator
ahead of surgery. At risk patients include those coming from
communities with high rates, and those undergoing surgery in
hospitals that also treat COVID-19 patients.

Key message
Perform the COVIDSurg Risk Calculator to inform consent in a patient with or at risk
of postoperative SARS-CoV-2 infection.

COVIDSurg Risk Calculator: www.covidsurgrisk.app

This will allow you to inform consent and stratify postoperative
care for those at higher risks. Low risk scores can support
proceeding to surgery as soon as possible; high risk scores may
allow individual patients to consider other options and/or be
fully informed. The score may over-estimate risk, especially if
there has been a pause for a previous positive nasal swab
before surgery.
In addition to strategies around vaccination, testing, and COVIDfree pathways already presented, other evidence-based
strategies to minimise risk of cross-infection include:
Prioritisation of elective cases based on survival and quality
of life benefit
Minimizing risk of in-hospital transmission by promoting
enhanced recovery, short-stay and daycase surgical
pathways
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Link: www.covidsurgrisk.app

Minimally Invasive Surgery
During the first phases of the pandemic, caution was expressed over
the use of minimally invasive surgery due to two areas of concern:

Key message
During future COVID-19 waves, it is safe to continue minimally invasive
surgery.

1. The risk to surgical healthcare teams due to potential aerolisation
of SARS-CoV-2 in bodily fluids.
2. The risks to patients due to prolonged operating times and
diaphragmatic splinting.

Outcomes of minimally invasive and open surgery during the first wave

There has been no conclusive evidence that supports increased risk
to surgical teams from open or minimally invasive surgery during the
first wave, although further studies are underway. A link to the most
uptodate evidence is shown below.
COVIDSurg provided evidence that compared laparoscopic to open
surgery for gastrointestinal cancer from the first wave. It showed no
detriment to patients from minimally invasive surgery.
Patients undergoing open surgery who would normally have
undergone minimally invasive surgery had longer ward and critical
care lengths of stay, suggesting that minimally invasive should
continue.

After adjustment
No difference in PPC
(OR 1.06 [0.61-1.73] p = 0.839)

No difference in Mortality
(OR 1.01, 0.29-2.74 p = 0.983)
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Key reference: https://bit.ly/3fpUpRO

Latest Evidence: https://pubmed.ncbi.nlm.nih.gov/?term=%22sars-cov-2%22+and+%22laparoscopy%22&sort=date

Patient information and consent
Patient factors, operation type, hospital
pathways, and community SARS-COV-2 rates
all affect individual patient risk. We
recommend that patients should be
consented for risk of peri-operative SARSCoV-2 infection and complications including
post-operative pulmonary complications and
death.

Key message
Perioperative COVID-19 (1-5% overall risk) and subsequent risk of death should be included
in consent processes.

Even when local SARS-CoV-2 rates are low,
we still recommend consenting for perioperative COVID-19 as there are serious
consequences even if it becomes uncommon.
Providing information to your patients
We have provided bespoke resources to
support conversations with your patients,
which are free to download and use:
Download our Surgery during COVID-19
patient information booklet here.
For other formats including Easy Read and
20 other languages please visit our
webpage.
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Key reference: https://bit.ly/3ftGslZ

Key link: https://globalsurg.org/sdm_downloads/surgery-during-covid-patient-information/

Summary Pathway: Evidence based COVID Secure Surgery
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For more information please visit: www.surgery2025.com

