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Commentary: Challenges to
thoracic surgeons in the global
coronavirus pandemic
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CENTRAL MESSAGE

The global pandemic of COVID-19
brings challenges to thoracic sur-
geons. It is important to avoid un-
necessary surgeries and to be alert
to the risk of COVID-19 infection
following thoracic surgeries.
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Yang Zhang, MD, and Haiquan Chen, MD, PhD

On January 30, 2020, the World Health Organization offi-
cially declared the outbreak of coronavirus disease 2019
(COVID-19) as a public health emergency of international
concern. During this virus outbreak, many elective surgeries
have been postponed. However, thoracic malignancy, espe-
cially lung cancer, has a very high incidence. For thoracic
surgeons, the risk of tumor progression with delay of defin-
itive surgery cannot be ignored.

In this article, Peng and colleagues1 investigated the clin-
ical course of 11 patients diagnosed with COVID-19 after
thoracic surgeries in January 2020. Of these patients, 7 under-
went resection for lung cancer, 2 for esophageal cancer, 1 for
pulmonary sclerosing pneumocytoma, and 1 for bronchiec-
tasis. Three patients died of respiratory failure, 5 recovered
and were discharged, and 3 remained hospitalized. Physio-
logical changes after thoracic surgeries, such as leukocytosis,
lymphopenia, and changes in computed tomography (CT)
images, might overshadow early signs of viral pneumonia.

This article presented some important results for us to under-
standCOVID-19after thoracic surgeries.TheCOVID-19 infec-
tion rate after thoracic surgeries was high (11/121; 9.1%).
There was also a high proportion of severe illness (36.4%)
and mortality rate (27.3%) of COVID-19 after thoracic
surgeries. Therefore, during the pandemic, patients planned
for thoracic surgeries should be managed with great caution.

Most importantly, unnecessary thoracic surgeries shouldbe
avoided. For patients with lung ground-glass opacity (GGO)
lesions, there must be a period (4-6 months) of follow-up
before surgical resection.2 During follow-up, benignGGO le-
sions may disappear. COVID-19, at its early stage, can also
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present as GGO lesions on CT scans. Follow-up CT scans
can help to make the differential diagnosis. Even for patients
with persistent GGO lesions highly suspicious of lung cancer,
they usually do not have to receive surgery immediately, as
GGO-featured lung cancer is generally indolent. For patients
with solid lesions suspicious of lung cancer, a short period of
follow-up or needle biopsy may be considered to reduce un-
necessary resections of benign lesions.
In circumstances inwhich surgeries cannot be delayed, there

should be strict measures to prevent COVID-19 transmission.
As the incubation period of COVID-19 is generally within
14 days following exposure,3 patients with an epidemiologic
history should be observed for at least 2 weeks before surgery.
For suspicious patients, nucleic acid testing should be per-
formed. During anesthesia in emergency surgeries, the endo-
bronchial blocker may be a better choice than the double-
lumen bronchial tube, since the lung is not directly exposed
to the air. Surgery can cause adverse effects on immune
functions, which may make these patients more vulnerable to
COVID-19 infection. Therefore, strict infection control prac-
tices should be followed. Since the early signs of COVID-19
may be masked by physiological changes following thoracic
surgeries, thoracic surgeons shouldcautiouslymonitor their pa-
tients and also protect themselves from infection.
The global pandemic of COVID-19 brings challenges to

thoracic surgeons. It is important to avoid unnecessary sur-
geries and to be alert to the risk of COVID-19 infection
following thoracic surgeries.
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Commentary: Echoes of war
Gaetano Rocco, MD, FRCSEd
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Aggressive identification of
COVID-19 surgical candidates is
mandatory to avoid lethal post-
operative complications and
prevent exposing surgeons to
the contagion.
Gaetano Rocco, MD, FRCSEd

Patients with coronavirus disease 2019 (COVID-19) experi-
ence 1 of 3 possible pathways—minimal symptoms (home
rest), shortness of breath (hospital admission), and need for
ventilatory support (intensive care unit admission)—varia-
bly combined and yielding different outcomes.1 The article
by Peng and colleagues published in this issue of the
Journal2 describes the postoperative onset of COVID-19
pneumonia in patients with ascertained exposure to the
contagion before surgery. Once viral pneumonia is recog-
nized, the outcome becomes unpredictable, irrespective of
the type of surgery and the wide variety of treatment regi-
mens used to control the infection.2,3 The lesson learned
from Wuhan is that we need to strike a balance between
the benefit of surgery and the risks of an undue exposure to
the virus for both patients and surgeons by changing the prin-
ciples of managed care.4 We hear from Europe, especially
from Italy, of hospitalized patients developing COVID-19
after surgery, as well as thoracic surgeons intubated after
heroically providing service to these patients. In addition,
fewer and fewer thoracic surgical units are operative, with
the majority converted to COVID-19 step-down wards.

In New York City, the new epicenter of the disease, we
have just begun ramping up the curve of the contagion.
The frightening 27% mortality risk reported by Peng and
colleagues should make us rethink our strategies and
reshape our approach to the patient.2 The availability of
human resources will affect the ability to continue to
perform cancer surgery—those resources need to be pro-
tected.5 The implementation of telemedicine to triage
perspective new visits and provide follow-up of operated
patients is rapidly becoming a necessity.5 Strict personal hy-
giene, social distancing, and avoidance of external visitors
are effective preventative measures, especially considering
the risk of spreading the contagion from asymptomatic pa-
tients.5 Accurate selection of candidates for endoscopic
staging may avoid an unmeasurable exposure of clinicians
and staff to a patient’s exhalates. Surgical procedures that
can potentially increase length of stay must be carefully
selected and, if possible, postponed if we want to be ready
with bed availability when the COVID-19 pandemic hits
with its maximum strength. The paper from Wuhan trans-
fers the echoes of war from the initial epicenter of the conta-
gion.2 For the first time after the era of tuberculosis, an
airborne pathogen can potentially harm both the patient
and the surgeon in the perioperative phase. In the supreme
interest of both patients and surgeons, aggressive screening
for COVID-19 should be used with surgical candidates, and
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