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It has been more than 3 months now since the first case of COVID-19 was reported in Turkey. Globally, the number of confirmed cases and 
deaths reached 9,653,048 and 491,128 respectively, as reported by 216 countries by June 27, 2020. Turkey had 1,396 new cases, 194,511 
total cases, and 5,065 deaths by the same date. From the first case until today, the Turkish Thoracic Society (TTS) has been very proactive 
in educating doctors, increasing public awareness, undertaking academic studies, and assisting with public health policies. In the present 
report, social, academic, and management perspectives of the pandemic are presented under appropriate subtitles. During this critical public 
health crisis, TTS has once again demonstrated its readiness and constructive stance by supporting public health, healthcare workers, and the 
environment. This review summarizes the perspective of TTS on each aspect of the COVID-19 pandemic and casts light on its contributions.
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INTRODUCTION

Cultural values passed down over generations identify the 
characteristics and attitudes of communities and organiza-
tions in different circumstances. This cultural difference is the 
most important distinguishing factor among societies under 
the same circumstances [1, 2]. The Turkish Thoracic Society 
(TTS) is a specialist organization of pulmonologists aiming to 
protect and improve national lung health. The society, since 
its foundation date, has clearly determined how this aim will 
be reached through its political perspectives and cultural val-
ues. These perspectives frame all the activities of the society 
[3-7]. To accomplish the aim of “protecting lung health,” TTS 
intervenes in the development of health policies related to 
the respiratory field, independent from governmental and 
non-governmental organizations, as framed by its principles 
and values. As a matter of principle, TTS does not consider 
“health” solely from a biomedical perspective but sees it in 
an inclusive manner and cares about the social determinants 
of health. TTS looks at the causes and treatment of diseases 
and strives to overcome the present health inequalities that 
are a result of the social structure. Therefore, when TTS looks 
at the COVID-19 pandemic, it does not see only the SARS-
CoV-2 virus but instead identifies the deadly outcomes of 
SARS-CoV-2 on the basis of poverty, inequality, marginaliza-
tion, and the othering.

This virus is called “democratic” because of its character-
istic of infecting everyone; however, it is obvious that its 
destructive fatal outcomes are not equally distributed due 
to the inequalities present in the society, and it chooses 
those who are at higher risk of disease and death. Mankind 
should immediately understand that humanity is just a part 
of Mother Nature and accept that both global warming and 
the COVID-19 pandemic are an outcome of a mentality that 
prefers profit over nature preservation. Therefore, TTS can-
not undergrade or devaluate the fight against this pandemic 
as just an action against a virus. Instead, it considers this 
as a great window of opportunity to show the mistakes of 
human civilization and to bring in mechanisms of self-crit-
icism. TTS thinks that the way to get rid of this man-made 
hell is to create a new utopia of life and future. The cul-
tural values of TTS, which are respect for human life, patient 
rights, environment, solidarity, cooperation, transparency, 
accountability, scientific, evidence-based medicine, and co-
herence to ethical codes of conduct should be the guiding 
principles of this utopia. 

It has been more than 3 months since the COVID-19 pan-
demic reached Turkey. The confirmed cases and deaths have 
touched 9,653,048 and 491,128, as reported by 216 coun-
tries by June 27th. Turkey has 1,396 new cases, 194,511 to-
tal cases and 5,065 deaths by the same date. From the first 
case until the current situation, TTS has been following the 
pandemic by producing educational platforms, public aware-
ness, press materials and intellectual support. TTS has also 
planned a multicenter study that covers over 40 centers from 
different cities. As the TTS COVID-19 follow-up group, we 
would like to summarize these inputs in the literature under 
a paper of perspective.

The Perspective of the TTS in COVID-19 Epidemiological 
Measures

Case Definitions and Reporting
Clear definition of an “affected case” is crucial for the calcu-
lation of attack rate for the epidemiological assessment of a 
pandemic [8]. The case definition is dependent on the nature 
of the disease. Although the diagnosis of an infectious dis-
ease is confirmed on the basis of culture and serology, in the 
instances where laboratory tests may not be reliable for the 
diagnosis, a definition of a “probable case” is required. More-
over, the diagnostic capacity is very limited when the major-
ity of cases are asymptomatic as in the case of COVID-19. 
The confirmed cases of COVID-19 are defined on the basis 
of polymerase chain reaction (PCR) positivity. As clinically 
and radiologically COVID-19 compatible cases may show 
PCR negativity, The World Health Organization (WHO) has 
underlined the importance of the “probable case” defini-
tion while reporting of COVID-19 related deaths [9, 10]. To 
overcome the obstacles in morbidity and mortality reporting, 
epidemiologists have developed excess mortality analysis, 
which is based on the comparison of present deaths with the 
previous years [11].

Mortality Reporting of the Pandemic in Turkey
An accurate mortality rate of the current COVID-19 pan-
demic is crucial. In the United States, more than 100,000 
individuals died of COVID-19 by the end of May 2020 
[10]. Between March 1, 2020, and April 25, 2020, a total of 
505,059 deaths were reported in the United States; 87,001 
were excess deaths, of which 56,246 (65%) were attributed 
to COVID-19 [11]. Several reasons, including undocumented 
deaths, delayed admissions for emergency cases, exacerba-
tions of chronic diseases, misattribution of COVID-19 deaths 
to other respiratory diseases, may underestimate the mortality 
rate of the pandemic [10, 11]. 

TTS also investigated the excess mortality in selected cities 
in a preliminary analysis. Weekly death numbers of the first 
15 weeks of each year starting from 2016 were documented 
for the cities of İstanbul and Trabzon using state statistics [12, 
13]. Statistical analysis showed a 10% increase in deaths in 
comparison to the previous 4 years beginning from the 10th 
week of 2020 in İstanbul, which was statistically significant. 
Increase in death rate in 2020, calculated by segmented re-
gression analysis for the same dates, was found to be 2.4% 
higher than 2016, 1.5% than 2017, 1.1% than 2018, and 3% 
than 2019. At the 15th week of 2020, total deaths reached 
2,222, which was recorded to be 1,425 in 2019, 1460 in 
2018, 1464 in 2017, and 1,389 in 2016. In the same week, 
country-wide COVID-19 related deaths reported by the Min-
istry of Health (MoH) were 624, which was lower than the ex-
cess number of deaths for İstanbul (i.e., 800) compared with 
the previous 4 years. Similarly, the death records in the city 
of Trabzon showed an increase of 25% in the first 9 weeks of 
2020. There was no incident that could explain the increase 
in deaths, other than the COVID-19 pandemic [14]. Although 
COVID-19 seems to be the usual suspect, further studies that 
could explain the reasons of increase in death numbers are 
needed. Reporting COVID-19 related mortality only for the 
PCR positive cases and misattribution of COVID-19 related 
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deaths to underlying diseases may underestimate the size of 
the pandemic and the precautions to be taken [15]. WHO 
requests that national authorities report probable and con-
firmed cases of COVID-19 infection within 48 hours of iden-
tification by providing the minimum data set outlined in the 
“Revised case reporting form for 2019 Novel Coronavirus of 
confirmed and probable cases” through the National Focal 
Point and the Regional Contact Point for International Health 
Regulations at the appropriate WHO regional office. A tem-
plate for the revised line listing in Excel format with a data 
dictionary is available. If the outcome of the patient is not 
available at the first reporting, an update of the line list should 
be provided as soon as the outcome data become available 
within 30 days of the first report.

The Perspective of the TTS on COVID-19 Pandemic and So-
cial Determinants of Health
Social determinants of health are a broader set of forces and 
systems (economic and social policies and political system) 
that shape the conditions in which people are born, grow, 
live, work, and age [15]. The living conditions of people are 
shaped by the distribution of money, power, and resources 
at the local, national, and global levels. Unequal distribu-
tion (social inequality) of these parameters makes particular 
people and groups vulnerable to diseases (health inequality). 
Social determinants of health are largely responsible for the 
inequity in health, which is defined as unfair and preventable 
differences observed in health status, both within and among 
countries [15, 16]. Social and economic policies have con-
sequences on whether a child is likely to achieve her/his full 
potential and live a healthy life or not. Similarly, policies can 
determine whether one has a chance to stay home during the 
pandemic and still contract COVID-19 or not.

While the COVID-19 pandemic has ravaged capitalist 
economies heavily and permanently, it has also resulted 
in serious shrinking of economies and the intensification 
and increasing of unemployment, poverty, and other socio-
economic problems. The pandemic has not just overturned 
market-oriented health systems and caused mass mortality 
through its worldwide destructive effects, it has also had a 
devastating impact on every aspect of life such as economy, 
social security, education, and food production throughout 
the world. Population explosion, overcrowded residential 
settlements, and the increasing possibility of coming in clos-
er contact with animals have enabled the ease and spread 
of zoonotic infections, especially in developing countries. 
The starting point of the pandemic is interlinked with the 
tragic effects of capitalist industrialization stemming from 
the close relationship between the food chain and the live-
stock industry in particular [17]. Apart from the loss and de-
struction caused by the disease itself, shutdowns due to the 
pandemic have resulted in an economic nightmare. People 
who had no savings and social security, those who worked 
on daily wages, those who were laid off during this period, 
those who worked in the service sectors that completely 
went out of business, those who were already unemployed, 
and those who were given unpaid time off could have been 
pushed into an even more frightening nightmare along with 
the fear of the virus.

Viral infections are not devoid of class distinction. There are 
vulnerable groups in the society known to be at extreme risk. 
Those groups include the poor and the deprived, the home-
less, residents of elderly care centers and nurseries, people 
living in prisons and shelters, workers living in bunkhouses, 
migrant workers who work under poor working conditions, 
and immigrants. Metropolitan cities are not equitable settings. 
The virus is spreading rapidly in regions where people have 
to go outside to work and where the population of workers 
and the deprived is dense. The dynamic impact of the virus 
is shaped by class-based inequalities prevalent in the society. 
Moreover, urban poverty overlaps with race or refugee status 
in some regions. For instance, the reason why the mortality 
rates among the African American population are high com-
pared with that of other groups in the United States is a re-
sult of the combined effect of race and poverty; black people 
are, by far, poorer in the United States. The WHO COVID-19 
guide prepared with the one-size-fits-all approach might not 
be appropriate for every country. Each country should con-
stantly analyze the vulnerable segments of the society and 
fully support those who are at highest risk [18, 19].

This pandemic has reminded us of the importance of the no-
tions we have long forgotten; the importance of the social 
state, public health and preventive medicine, education, and 
solidarity. Above all, it has also reminded us that healthcare is 
not limited to curative services, and preventive care is equally 
important, if not more. The world should not be the way it 
was before the days of the pandemic. The main drivers be-
hind the emergence of this virus were the prevailing neolib-
eral policies [20]. After the pandemic, we should build a new 
world, or a new pandemic would be waiting at our doorstep.

The Perspective of the TTS: the COVID-19 Pandemic and 
the Environmental and Climate Problems 
Ecosystem balance may be disturbed due to many reasons. 
Our world has faced the risk of extinction 5 times so far. 
Human centered design creates a critical evolutionary pres-
sure on earth. The climate crisis is one of the reflections of 
neoliberalism, and the probable reason for the pandemic 
caused by the SARS-CoV-2 virus seems to be our relation-
ship with nature that is embodied by the climate crisis due 
to global warming. Apart from this, pandemics generally 
originate in regions where food insecurity is present. Attacks 
on the natural habitats of animals increase the incidence of 
zoonotic diseases in humans as seen in the first case of the 
novel coronavirus  that was reported in Wuhan, China, in 
late December 2019. Air pollution also affects pandemics by 
providing a suitable environment for some viruses and bac-
teria to thrive. It is well known that air pollution disturbs the 
cilia in the respiratory system. As a result, people living in 
regions with high air pollution are at a greater risk of respira-
tory tract infections. Furthermore, diseases which are associ-
ated with air pollution such as hypertension, diabetes melli-
tus, atrial fibrillation, and chronic renal failure are risk factors 
for the severity of COVID-19. Particulate matter smaller than 
2.5 mm (PM2.5) and 10 mm (PM10) in aerodynamic diameter 
and pollutants such as sulfur dioxide (SO2), nitrogen dioxide 
(NO2), carbon monoxide (CO), and ozone (O3) negatively af-
fect the respiratory system and increase the susceptibility to 
viral infections as well as the severity of the disease. In a 
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Chinese study, it was reported that increase in PM2.5, PM10, 
NO2, and O3 levels were associated with a 1.76-6.94 times in-
creased risk of COVID-19 infection [21]. Another study from 
the United States found that deaths related to COVID-19 in-
creased by 15% with every 1 µg/m3 increase in PM2.5 levels 
[22]. Interestingly, COVID-19 pandemic decreased the global 
air pollution rate by 6% by decreasing industrial activities 
and traffic. In a report published by the Chamber of Environ-
mental Engineers, even on days of weekend curfew, the daily 
PM2.5 and NO2 levels exceeded the limit values in İstanbul 
[23]. They reported that the measures taken against the CO-
VID-19 outbreak led to the decrease in levels of air pollutants 
induced by traffic and industry, but this improvement in air 
quality was “temporary and misleading.” Therefore, it will be 
erroneous to say that the air is cleaner during the pandemic in 
İstanbul where 60% of all cases are seen, and social interac-
tions are reduced by curfews [24]. A temporary decrease in 
air pollution in various parts of the world has no significant 
effect on the climate crisis. 

CO2 in the atmosphere, which has caused climate change 
throughout the history of civilization, was between 270-285 
ppm (parts per million) until 150 years ago. It increased rap-
idly after the industrial revolution, and while it was 350 ppm 
in 1,885, it exceeded 400 ppm in 2010 and was 417.70 ppm 
in 2020 [25]. The increase in the ratio of greenhouse gases in 
the atmosphere such as CO2 during the pandemic also shows 
that the, fight against climate change should be continued 
with more comprehensive measures for a long time. It has 
been shown in various studies that deforestation due to in-
dustrial agriculture and animal husbandry activities, soil and 
water pollution, loss of biodiversity, deterioration of ecologi-
cal balance, increased contact between animals and human 
beings as a result of encroaching the habitats of animals, and 
high temperatures due to climate crisis facilitate the spread of 
infectious diseases. 

TTS prioritizes environmental problems since it places more 
emphasis on the causes of the disease than the disease it-
self and considers preventive medicine a responsibility [4]. 
TTS, therefore, established the TTS Air Pollution Task Force 
and declared its Environmental Policy in 2015 [26]. Human-
kind is just a piece of Mother Nature, and it is not possible to 
separate nature and human beings. COVID-19 has showed 
us very painfully, and with unimaginable loss, that if we dam-
age the natural balance of life, even a very small virus could 
be life threatening. It is not only a health threat but causes a 
global recession in economics, politics, and social life. There-
fore, the best inheritance for our children is a livable world. 
The only positive lesson from the COVID-19 outbreak would 
be to change our perspective, values, and mentality. Let us 
transform for a different world and future. 

The Perspectives of TTS: COVID-19 in Healthcare Workers

The Measures for the Protection of Healthcare Workers 
from COVID-19 Worldwide and the data on the Current 
Situation in Turkey
Healthcare workers (HCWs) have a higher risk of contracting 
COVID-19 compared to the general population in countries 
affected by the pandemic. The MoH declared the percent-

age of HCWs among all infected cases in Turkey as 6.3% 
[27, 28], similar to the 6% mean percentage of HCWs among 
infected cases worldwide [29]. Indeed, COVID-19 has been 
described as the first new occupational disease of the current 
decade [30]. Defining occupational characteristics of CO-
VID-19 infection in HCWs not only allows for compensation 
but also enables taking appropriate measures for occupation-
al health and safety. Governments of affected countries have 
decided those measures along with the measures to control 
the outbreak. Both national and international organizations, 
namely WHO, Centers for Disease Control and Prevention 
(CDC), and the European Centre for Disease Prevention and 
Control (ECDC) have published interim guidance and recom-
mendation documents [31]. The MoH has also published 
documents for infection control measures for COVID-19 [32]. 
The recommendations of international organizations include 
organizational measures and measures targeting control of 
the host, route of transmission, and personal protection of 
HCWs. Starting from preparing an organizational plan, each 
organization needs to determine the sites for outpatient and 
inpatient clinics, waiting rooms, examination rooms, and 
sampling rooms and educate the HCWs on case definition, 
disease management protocols, and infection control mea-
sures. Both ECDC and WHO published their recommenda-
tions on these aspects [33, 34]. Despite the importance of 
these measures, most countries have been caught unprepared 
for the pandemic. Thus, the HCWs have faced COVID-19 in 
their natural settings. This fact has made personal measures, 
including hand hygiene and personal protective equipment 
(PPE), much more critical. The recommendations of WHO, 
CDC, and ECDC on the minimum level of PPE are similar 
except the usage of respirators, absolutely suggested when 
dealing with a patient with COVID-19 by ECDC [31, 34-36]. 
However, all recommendations include suggestions for res-
pirator usage during aerosol-generating procedures. The res-
pirators suggested for the protection should be at least N95 
(according to US standards) or FFP2 (according to European 
standards) level [36]. Aerosol-generating procedures require 
additional measures to reduce the viral load, which HCWs 
may be exposed to. As one of the most frequent aerosol-gen-
erating procedures performed by the HCWs during the pan-
demic, nasopharyngeal sampling requires a minimal level 
of PPE including respirator, protective glasses or face cover, 
gloves, and gown. Some extra measures include the use of a 
closed cabin [35, 37].

After the announcement of the first diagnosed COVID-19 
case on March 10, 2020, questions about HCW protection 
have been raised in Turkey. The initial number of 601 infected 
HCWs as of April 1, 2020, was updated on April 29, 2020, 
as 7,428 [27]. This rapid increase has gained the attention of 
professional associations and unions of HCWs. The Turkish 
Medical Association conducted an online survey repeatedly 
to monitor PPE access for HCWs [38]. As the leading asso-
ciation of specialists of Chest Diseases in Turkey, TTS also 
conducted a web-based survey prepared by its Occupational 
Lung Diseases Working Group [39]. According to our results, 
we observed the need for improvement in access of HCWs 
to gloves, respirators, surgical masks, protective glasses, face 
shields, and gowns at different levels of healthcare facilities. 
As of May 12, 2020, 35 HCWs, including 18 physicians, were 
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lost to COVID-19 in Turkey [40]. While we gratefully remem-
ber all the HCWs lost during the pandemic worldwide, we 
wish to emphasize the importance of preparedness of all gov-
ernments in terms of protective measures at all levels.

COVID-19 in Healthcare Workers: Occupational Accident 
or Occupational Disease?
Considering the risks that healthcare professionals encounter 
in healthcare settings which directly contribute to exposure 
to SARS-CoV-2, many governments and organizations such 
as the International Social Security Organization (ISSA) have 
decided to evaluate COVID-19 within the context of occu-
pational diseases of HCWs [41- 43]. COVID-19 is not yet 
included as an occupational disease in the current occupa-
tional diseases list of the government [44]. However, since it 
is obligatory to make notifications of infectious diseases sus-
pected of being occupational diseases, we tried to discuss the 
evaluation and notification of COVID-19 in HCWs as an oc-
cupational disease, in accordance with scientific information 
and existing national legal regulations [45]. Although these 
legal regulations were not prepared directly for the evalua-
tion and notification of occupational COVID-19, we thought 
that this information would be beneficial to physicians work-
ing in this field because they contain the principles of diag-
nosis and notification of occupational diseases. It should also 
be remembered that approval of COVID-19 as an occupa-
tional disease in HCWs is under the authority of the relevant 
boards of the Social Security Institution, including the Social 
Security Institution Supreme Health Board [45]. 

Protection of healthcare professionals from COVID-19 and in-
fections in general is essential not only for their healthcare but 
also for the control of the transmission. Accordingly, finding the 
infected patient and taking preventive measures, and treatment 
and isolation of the patient constitute secondary prevention. 
Screening for infection should not be limited to symptomatic 
healthcare professionals, but also include those with the risk of 
infection. This is particularly relevant for COVID-19, the trans-
mission of which has been reported during the asymptomatic 
period. Work related factors aiming for the continuity of work 
should not be an obstacle to the protection and management 
of healthcare professionals, and support should be provided 
for the care and requirements of the person under isolation. As 
recommended by WHO during pandemics, active surveillance 
includes visiting healthcare facilities and talking to healthcare 
providers and reviewing health records to identify suspected 
cases of infection. Cases, when found, are reported according to 
the national policy and epidemiological data collected, which 
would help in the mitigation of the infection [46].

During the current pandemic, various active surveillance 
programs have been carried out for healthcare professionals 
in different countries. These studies have made outstanding 
contributions to outbreak management. Legal structures and 
processes in different countries are different; however, ex-
amining the occupational dimensions of infectious diseases 
such as COVID-19 and keeping regular records and moni-
toring them provides valuable information for the healthcare 
systems for future pandemics. Moreover, notification of oc-
cupational diseases is essential for employees to obtain their 
rights that may arise from an occupational disease diagnosis.

TTS: Violence Toward Healthcare Professionals Should End
Violence against healthcare professionals (HCPs) is gener-
ally seen because of the unmet needs of the patient/patient’s 
relatives [47]. The chair of the World Medical Association, 
Dr. Ardis Hoven, has warned governments about the possible 
increase in violence against medical doctors and institutions 
both in civil and conflict circumstances [48]. There was a 
concern that the violence against HCPs which had become 
almost commonplace before this outbreak, would go on in 
a different dimension during the outbreak; and unfortunate-
ly, the first embodiments are already evident. After the very 
first case of the outbreak, news about violence toward HCPs 
gained momentum. HCPs who work in the frontline are one 
of the most vulnerable groups for COVID-19. Along with not 
having proper PPE, anxiety and psychological disorders, long 
working hours, professional burnout, and stigmatization; 
psychological and physical violence increase the risk of CO-
VID-19 [49-51]. In addition to the above, the increasing den-
sity of health work and urgent medical needs in the medical 
system due to the pandemic make the situation even harder. 

TTS, with its mission to increase the respectability of medi-
cine, and to improve the right and responsibility to intervene 
in the framing of health policies to the advantage of the pub-
lic, is against health transforming strategies from the very be-
ginning. TTS made the respect for patient rights and labor 
a principle and declared it in its by law, and considers this 
transform and performance system as a threat to the vision 
of creating an ideal working environment for doctors and 
qualitative service for patients. The performance system that 
makes health service paid, prioritizes quantity over quality, 
damages the team work and motivation of HCPs, and ruins 
the patient-physician relationship, disturbs the peace in the 
healthcare environment, and encourages violence against 
HCPs [49-51]. Therefore, this paper is aimed at discussing 
the additional suggestions and precautions over the previous 
demands of TTS asking for an urgent change of the perfor-
mance paid system, for making the relations more democrat-
ic, and providing guaranteed work environments. 

The Health Services Main Law, which came into existence 
with the votes of all the parties in the Turkish Grand National 
Assembly, is a great beginning, but it is important that this 
law be implemented [52]. The changes in law that included 
only HCPs are against the approach that healthcare is team-
work. Many workers who were subcontracted in cleaning 
or security roles were excluded. Delaying the declaration of 
sentence in the law will cause the sentence to not be a deter-
rent for third parties, who by giving up their right to take the 
judgment to a superior court, will be abandoning objection 
and smoothing the way for delaying the penalty. More impor-
tantly, the definition of “looking for intent” in the law should 
be changed to “without looking for intent” in all items so that 
it cannot be used against HCPs. It is critical that these propos-
als be implemented urgently, especially during this outbreak; 
and all elements that cause death, injury, burnout, or encour-
age suicide in HCPs should be resolved. Violence against 
HCPs is increasing in the general society, and HCPs are turn-
ing into vulnerable targets. This threatens their physical and 
psychological health, causes burnout syndromes, and ruins 
their future. Our demand is to have a safe and peaceful work 
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environment to enable us to do our work effectively. We once 
again would like to reiterate that legal regulations should be 
just, equitable, comprehensive, and should be applied with-
out any compromises to enable a safe health environment.

TTS Perspectives: COVID-19 Pandemic and the Organiza-
tion of Hospitals in Turkey
The hospitals affiliated with universities, the MoH, and the 
private sector have quickly organized themselves during the 
COVID-19 pandemic. The care providers have tried their 
best to determine the common and differing features of the 
response by collaborating with their colleagues working in 
various institutions. However, certain institution-specific is-
sues may have remained unsolved. To deal with the pandem-
ic as smoothly as possible, the following measures should be 
taken as : (1) HCWs need to feel safe and secure during the 
pandemic, (2) there needs to be an equal and fair sharing of 
the work load, (3) the work hours should not cause physical 
and mental fatigue, and 4) HCWs should be provided with 
a work environment where they will feel valued. In Turkey, 
although there were very well-organized hospitals equipped 
to handle the pandemic, some hospitals are not so. Standard 
practice, laws, and regulations for hospital organizations are 
not available during the pandemic in Turkey. Although the 
diagnosis and treatment guidelines prepared by the Science 
Committee of the MoH has reduced the workload of physi-
cians who work in the field and this guideline has been a 
reference manual for managing the disease, a more detailed 
manual that includes how hospital organization and task dis-
tribution should be done during the pandemic is necessary. 
This post may be a reference to what is needed to be done in 
the future [53-55]. 

TTS Activities During the Pandemic

A New Gathering: Virtual Seminars and Digital Learning
Since the outbreak of the COVID-19 pandemic, TTS has ar-
ranged a specific program aiming to enhance the knowledge 
and training of its members in line with the principles and 
priorities written in its founding regulations. In this respect, a 
commission has been established to organize online plenary/
ad hoc meetings, set the agenda, and resolve the practical 
issues during those meetings. The commission takes the final 
decision after deliberation by its members. The first webi-
nar on “The organizational preparation for pandemics” was 
telecast on March 16, 2020. The effects of the pandemic on 
each of respiratory fields were elaborated upon, and infor-
mative documents were prepared regarding probable solu-
tions. Following the webinars, the gathered knowledge was 
regularly shared by all members. For the purpose of meeting 
more frequently and remaining updated, a Zoom platform al-
lowing simultaneous participation of 1,000 individuals with 
translation services was established. More than 15 plenary 
meetings were convened on this platform [56]. Using various 
media tools, such as an institutional Whatsapp line, official 
guidelines were widely announced to the members of the 
TTS to keep them informed in real-time. Not only within our 
own field, communication and knowledge sharing happened 
across fields. In this respect, we arranged meetings and con-
curred with professional associations/societies of other fields. 
We thus provided knowledge and expertise of respiratory dis-

eases to various institutions in this critical period. Conscious 
of the vitality of human resource planning and the policy im-
plications for the pandemic, we have organized conventions 
to streamline the process of human resource planning and 
formulate effective policies. In conclusion, even before the 
first reported case in Turkey, TTS has been instrumental in 
fulfilling the knowledge expansion and capacity of its mem-
bers and has since been persevering in enhancing their edu-
cation in line with its mission. TTS sees this unprecedented 
pandemic as an opportunity for learning and education and 
has formed a new educatory platform fully funded by its own 
budget and internal dynamics. This platform has been a cata-
lyst in terms of training and capacity enhancement, render-
ing the members more independent and competent in their 
performance. 

Using the Digital Environment for Information Sharing
Nowadays, our daily life is surrounded by digital devices. We 
are expected to learn to use these devices and conduct every 
process over IT based technologies. This became all the more 
critical and mandatory during the outbreak period between 
March and May 2020. While there has been an ongoing 
transformation in our IT systems, the process has suddenly 
accelerated because of the new requirements. The first activ-
ity was the press conference in our headquarters the day af-
ter the announcement of the pandemic. Later on, there have 
been many activities regarding updates, diagnosis and treat-
ment guidelines by the MoH, information from our working 
groups and news about press conferences being released on 
our website. Valuable diagnosis and treatment guides, infor-
mation about our study groups in different fields of work, and 
news that conveys our opinions are shared with our members 
and the community through social media and our website. In 
addition to our homepage for healthcare professionals, regu-
lar and frequent information, news and announcements are 
shared on our homepage for the public and our patients [57]. 
A ‘Case Consultation’ online platform was organized rapidly 
for our members working in the field and used actively. We 
dealt with COVID-19 in almost every aspect with frequent 
and fast participation webinars organized rapidly. A total of 
15 webinars were held, and the recordings of these meetings 
were shared on our official YouTube/text copyright channel 
[58]. The rapidly increasing number of subscribers and the 
positive feedback have encouraged us tremendously. With all 
these activities taking place on our social media accounts 
and being shared more, our watch rate has increased consid-
erably. We have put into practice informative and scientific 
activities for the society to activate the common mind with 
our activities. During this period, a large number of scientific 
articles are being published. Thus, we have prepared litera-
ture reviews and Q&A booklets and shared them with large 
audiences in collaboration with our work and task groups to 
provide access to these information sources, which increased 
rapidly because of the high workload of our members [59]. 
We continued using our mail group efficiently to be in con-
stant touch with our members. In an environment of ambigu-
ity, where information flow is fast and it is difficult to access 
correct information, TTS is considered as an important ad-
dress, and we demonstrated our competence as an associa-
tion in promoting as well as serving our principles of protect-
ing lung health.
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Handling the Scientific Sources and Needing National Data
The current COVID-19 pandemic revealed that an excessive 
amount of information could be produced in a short time, 
which could be both beneficial and harmful. The “primum 
non-nocere (first, do not harm)” approach that Hippocrates 
advised approximately 2,500 years ago is the motto of the art 
of medicine [60]. The best tools to fight against misinforma-
tion are the reliable data produced by healthcare researchers. 
Trustworthy and methodologically produced papers may re-
quire some time traditionally. Since there is a need for rapid 
information to fill the information gaps about COVID-19, 
some of these traditional delays have been circumvented dur-
ing the current pandemic. It remains unclear how valid and 
trustworthy the data are from the enormous amount of pub-
lications about COVID-19 [61]. One of the major concerns 
of clinicians is to critically evaluate multiple research results 
and decide which ones will guide their clinical approach. 
Examples of dubious and scientifically questionable reports 
that have been corrected, and even retracted, after being 
published in highly reputable journals support our concerns 
[62]. WHO has a website that can be used as a resource 
for reliable information during the pandemic [63]. Similarly, 
there is an online center that provides free access to scientific 
publications about COVID-19 [64]. The Early Career Task 
Force Group evaluated scientific publications rigorously to 
avoid contributing to disinformation and summarized it for 
all the members of TTS [65-67].

Objectivity and a systematic approach as well as freedom 
and autonomy are essential characteristics of a scientist [68]. 
During the pandemic, countries worldwide, especially China 
and Italy, shared their experiences and data. Unfortunately, 
the data of our country did not contribute much to the lit-
erature. A preliminary assessment and approval by the MoH 
before the approval of the ethics committee have become 
mandatory for all research regarding COVID-19, and this ob-
ligation has led to inappropriate processes. Considering that 
COVID-19 is neither the first pandemic in history nor the last 
one unfortunately, our experience in accessing reliable infor-
mation and collaborating with colleagues will be helpful for 
controlling the next pandemic.

The TTS Research Perspective: Clinical Trials During and Af-
ter the COVID-19 Pandemic 
The impact of the COVID-19 pandemic on clinical trials is 
inevitable worldwide. There is a potential to increase opera-
tional burdens on clinical research programs and limit par-
ticipation in clinical trials and access to newer treatments 
for all patients [69-74]. Until March 2020, record data from 
nearly 4,600 current clinical trials and more than 182,000 
workspaces worldwide was available. Significant decreases 
are seen in the number of new patients entering clinical tri-
als during this pandemic [69]. In March 2020, there was an 
average 65% decrease in new patient registration worldwide 
compared to March of the previous year. This decrease in 
major markets ranges from 43% in Japan, 67% in the United 
States, 68% in China, and an 84% decrease in India [69]. 
Another negative result of COVID-19 pandemic on clini-
cal research is that many of the clinical surveys in various 
therapeutic areas, which were planned to begin in the pre-
pandemic period, have been suspended [70]. Similar prob-

lems are experienced in our country; however, there are no 
documented data that reflect the accurate situation in Turkey. 
IMS Health & Quintile (IQVIA), one of the global research 
organizations, reported that there was an average decrease of 
85% between March and April 2020 in new patient registra-
tion in the clinical studies carried out in Turkey. In clinical 
trials, the effect of COVID-19 was seen differently in different 
therapeutic areas. Clinical trials in the respiratory area de-
creased by 34%, while similar reductions were observed in 
other therapeutic areas analyzed; 47% decrease in infectious 
diseases, 48% in oncology, 64% in dermatology, 68% in neu-
rology, 70% in cardiovascular diseases, and 80% for studies 
in the field of endocrine diseases [69]. Major challenges and 
obstacles to conducting a clinical research during the CO-
VID-19 pandemic can be summarized as [69-71]: (1) Limita-
tions on patient visits due to mobility and travel clampdown. 
(2) Insufficiency of technological equipment and application 
of technology. (3) Supply chain and the logistics of medicines 
and laboratory materials.

Strategies for Conducting Clinical Research During the CO-
VID-19 Pandemic
“European Medicines Agency (EMA),” “U.S. Food and Drug 
Administration (FDA),” and “The European Commission (EC)” 
have published some relevant reports/guidelines, particularly 
on issues such as safety and scientific difficulties. This may 
have an impact on clinical research, particularly in the man-
agement of clinical research during the pandemic. They have 
developed new policies and procedures [73-76]. Similarly, 
the Turkish Medicine and Medical Device Authority of the 
Turkish MoH (TITCK) has published a report on the measures 
to be taken in the management of clinical research in the CO-
VID-19 period [77]. The main measures contained in these 
reports/guidelines and recommended for the management of 
clinical research in this process are summarized as: (1) Tem-
porary stop or early termination of the trial. (2) Continuing 
the clinical trial with emergency safety preventions. (3) Pro-
tocol deviations. (4) Supply of products used in the research 
(5) Laboratory and imaging service changes. (6) Change of 
visits in the research center with possible postponement of 
some visits. Tele-visits should be encouraged, and the option 
of home visits should be evaluated. Despite all precautions, 
if treatment/follow-up is not possible, he or she should be 
removed from the research cohort. (7) Research center and 
research team changes. (8) Use of technological equipment. 
Approval of the ethics committee is needed for all these mea-
sures and deviations.

Future Opportunities to Develop Clinical Research After 
COVID-19 
One of the first lessons learnt from the COVID-19 pandemic 
is that it is possible to conduct more fluid or pragmatic clini-
cal trials. Future clinical trials are likely to be designed with 
more expanded and/or flexible timelines and data collection 
requirements without negative consequences. Adaptations in 
this direction will facilitate the execution of clinical research 
programs for both patients and researchers [71-74, 78]. An-
other lesson from the COVID-19 pandemic is the ability to 
routinely use technology to limit research center visits for pa-
tients in clinical trials [71-74, 78]. In conclusion, we can say 
that clinical trials are at a difficult juncture due to COVID-19. 
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The current environment underlines the need to identify, de-
velop, and implement new approaches considering the risks 
and obstacles experienced in the execution of clinical trials 
in this period. It may be useful to develop official COVID-19 
standard working procedures that include these steps in the 
execution of clinical trials, and these may be used again dur-
ing other epidemics. In the current situation, TTS has sup-
ported the measures taken by TITCK. 

The TTS’ Perspective of the Management of COVID-19 Pan-
demic

Diagnosis, Treatment, and Follow-up of COVID-19 Cases
The COVID-19 outbreak, which appeared in China in late 
December 2019 and quickly spread around the world, lead-
ing to numerous deaths, was declared a pandemic by WHO 
on the 11th of March 2020 [9]. The first case and the first death 
in Turkey were reported on the 11th and 15th of March 2020, 
respectively, by the MoH [37]. The MoH has been organiz-
ing pandemic response activities all over the country since 
February. The MoH first organized an advisory board com-
prising several disciplines in January. The board organized 
guidelines for case definition and management quite early. 
That was a timely step for the doctors who work in the field. 
Several hospitals were announced as pandemic centers. Hos-
pitals were equipped with PPEs; however, there was a short-
age of N95 masks. PCR was available from the beginning of 
the pandemic. According to available data, the disease has a 
mild clinical picture in most patients (85%), while in some 
patients it leads to severe respiratory failure and death (5% 
of the total cases) [79]. There is serious uncertainty about the 
pathogenesis of the disease. While both WHO and the CDC 
accept the positivity of serological tests or detection of SARS-
CoV-2 RNA by molecular methods for definitive diagnosis, 
while the MoH accepts PCR positivity for definitive diagnosis 
[37, 79-81]. However, the sensitivity of PCR seemed to be 
low; and therefore, many patients were diagnosed by radiol-
ogy for an appropriate clinical picture and treated accord-
ingly. The contacts of the positive test cases were monitored 
by the Provincial/District Health Directorates by telephone 
for 14 days after their last contact. There is currently no defi-
nite approved treatment for COVID-19. The recommended 
treatments and discharge criteria for patients to be followed 
in both outpatient and pandemic services are constantly be-
ing updated and published in the MoH guidelines [37]. Ac-
cordingly, we have administered mainly hydroxychloroquine 
based treatment in our country, and favipiravir and immune 
plasma are recommended for hospitalized patients; however, 
none of these drugs has proven effective by high quality stud-
ies. These treatment options have been available throughout 
the country from the early days of the pandemic. It appears 
that although Turkey is among the countries with the highest 
prevalence of the infection, the mortality rate is low among 
PCR positive patients. To compare national data with those 
of other countries, it is certain that multicenter studies are 
urgently needed.

Intensive Care in the COVID-19 Pandemic 
At the very beginning of the COVID-19 pandemic, treatment 
was not known in China and acute lung injury, need for in-
tensive care, intubation, and ventilation were often required 

with high mortality rates in patients with complications [82-
85]. Sufficient oxygenation was not possible in patients who 
were intubated, and data on lung damage owing to intense 
cytokine release and widespread micro-thromboembolism 
were later reported in autopsies. 

The Health Minister informed the nation of the first case in-
fected with the coronavirus on March 9, 2020. There was 
a rapid increase in the number of cases in the next few 
days. However, in contrast to the European countries and 
the United States, Turkey did not experience a shortage of 
intensive care beds in this pandemic period because it was 
in better shape regarding intensive care beds with 45 beds 
per 100,000 population [86]. The number of ventilators also 
seemed sufficient, and timely modifications were made in the 
wards that could be transformed into intensive care facili-
ties. It was declared that the occupancy rate in the intensive 
care units (ICUs) was 60% over a two-month period [87]. The 
importance of negative pressure ICU rooms was underlined 
in this pandemic. Unfortunately, very few centers have nega-
tive pressure ICU rooms. Again, in Turkey, most of the ICU 
beds are not separated by a preserved area and thus isolation 
rooms are limited in these circumstances. Appropriate plan-
ning should be done in this direction in the future.

For treatment modalities, the MoH has prepared and actively 
updated comprehensive guidelines, including intensive care 
recommendations in line with the literature [37], which are 
rigorously followed by HCPs. The use of noninvasive me-
chanical ventilation and high-flow oxygen therapy were dis-
cussed during the webinars. The production of aerosols and 
the possible transmission of viruses to the HCWs were also 
the main issues discussed.

COVID-19 in Specific Groups

Pediatric Cases: Course of the Pandemic in Children in Turkey
COVID-19 infection in children is often asymptomatic, and 
they have a milder course of disease than adults. Therefore, 
children and adolescents are major factors in the spread of 
the disease and the development of herd immunity. On this 
basis, it differs from other viral respiratory tract infection 
agents such as RSV, which can be fatal, especially in infancy. 
Literature data suggest that the transmission to pediatric pa-
tients is mostly through close contact and respiratory droplets 
from family members. Since children are mostly asymptomat-
ic, they may be more infectious [88]. Symptoms such as fever 
and cough are not reported as frequently as in adults, and the 
infection is not as severe in children. Nevertheless, hospital-
ization may be required for some children because of serious 
illness [88-93]. In the literature, there are insufficient data on 
the course of COVID-19 disease in children with underly-
ing serious diseases such as chronic pulmonary or cardiac 
disease, severe neurological deficits, and immunodeficiency.

Data of pediatric patients in our country have not been pub-
lished yet. Like all adult cases, all pediatric cases are reported 
to the Turkish MoH, published in daily statistics, but data such 
as the ratio to all cases, age groups, mortality rates, comor-
bid diseases, intensive care/mechanical ventilator needs are 
unknown. The age and gender statistics were announced for 
the first and last time in a press conference held by the MoH 
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on April 7th; while the total number of cases were 34,109, 
the ratio of children under the age of 15 was shown to be be-
low 5%. The ratio of children under 5 years in all cases was 
around 2%. Death under the age of 20 was rare. From our 
communication with the Pediatric Lung Diseases Assembly 
of the TTS, we know that pediatric cases are fewer than adult 
cases in our country, and also that the disease is milder in the 
pediatric age group. Only in patients with underlying neuro-
logic, immunologic, or cardiologic diseases, the course was 
more severe, and there was a need for respiratory support. 
Furthermore, it was heartening to note that patients with cys-
tic fibrosis, bronchiectasis, and asthma survived the disease 
with mild symptoms.

COVID-19 Pandemic and Lung Cancer
One of the patient groups adversely affected by the COV-
ID-19 pandemic is that of cancer patients [94]. Cancer pa-
tients with COVID-19 have a higher risk than those without 
cancer, and higher intensive care hospitalization and mor-
tality rates are observed in these patients [95]. Moreover, it 
has been reported that this is not associated with any spe-
cific treatment or comorbidity, and most deaths are caused 
by the SARS-CoV2 infection [96]. To prevent transmission, 
the treatment of cancer patients was delayed or changed, and 
they could not benefit from health services sufficiently dur-
ing the pandemic. For these reasons, many associations have 
created guidelines for the management of patients with lung 
cancer. The first guideline from China provides key points 
and recommendations for the management of patients with 
advanced non-small cell lung cancer (NSCLC), strategies for 
the use of anti-tumor drugs, specific measures, drug reac-
tions, and differential diagnosis of patients with COVID-19 
pneumonia [97]. During the COVID-19 pandemic, it is rec-
ommended that RT-PCR test be performed on lung cancer 
patients before cancer treatment to ensure that SARS-Cov-2 is 
not transmitted. It is also stated that the start of postoperative 
adjuvant chemotherapy can be postponed according to the 
pathological diagnosis, clinical stage, risk factors, and prog-
nostic factors. In patients with advanced lung cancer, chemo-
therapy can be delayed for a moderate period in the presence 
of a low tumor load and stable disease, or oral therapies can 
be arranged. If the patient needs IV chemotherapy, it is rec-
ommended to choose the closest experienced hospital that 
has no contact with COVID-19 patients [98].

In patients with lung cancer, fever and respiratory symptoms 
should be evaluated for other possible diagnoses in the dif-
ferential diagnosis of COVID-19. Infections other than CO-
VID-19 and pneumonitis due to radiotherapy or immuno-
therapy should be excluded, and other diagnoses such as 
tumor progression, pulmonary embolism, and pulmonary 
edema should be taken into consideration in the differential 
diagnosis [99].

During the pandemic, lung cancer screening programs, 
management strategies for lung nodules, and follow-up and 
treatment recommendations for early-stage tumor were pre-
sented. It has been suggested to postpone annual surveillance 
thoracic computed tomography for lung cancer screening. 
Regarding the evaluation of medium and high-risk lung nod-
ules, a 3 to 6 month delay was considered acceptable. Surgi-

cal resection or stereotactic body radiation therapy has been 
recommended for nodules ≥8 mm with a high probability 
of malignancy [100]. Before surgery, clinical, radiological, 
and laboratory examinations should be done for COVID-19. 
It should also be kept in mind that negative PCR results may 
indicate a stage of infection in which PCR is not yet positive. 
If COVID-19 is suspected during or after the procedure, PCR 
sampling should be done for the patient, and the healthcare 
personnel should be isolated for at least 14 days and tested 
for PCR [101]. Patients who received chemotherapy in the 
last 3 months and received wide-area radiotherapy are ex-
pected to be at high risk for COVID-19. In the presence of 
suspicious symptoms, the possibility of COVID-19 should 
be considered, and these patients should be evaluated in the 
relevant departments before being brought to the oncology 
centers, and RT-PCR SARS-CoV-2 test should be performed 
[102].

Guidelines from ESMO (European Society for Medical On-
cology), recommend classifying patients according to their 
treatment priorities. It is suggested that if the patient’s condi-
tion is life threatening, clinically unstable, and/or the magni-
tude of benefit qualifies the intervention as high priority, the 
treatment can be continued; and if the patient’s condition is 
stable enough that services can be delayed for the duration 
of the COVID-19 pandemic and/or the intervention is non-
priority based on the magnitude of benefit, or low priority, 
postpone the treatment for an appropriate duration [103]. 
NCCN (National Comprehensive Cancer Network) has pub-
lished a guideline for NSCLC that includes treatment recom-
mendations in the fields of surgery, interventional radiologi-
cal procedures, radiation oncology, and medical oncology 
with detailed information [104].

The COVID-19 pandemic has completely changed human 
life and approaches to lung cancer treatment. We recom-
mend reconsidering the treatment decisions of patients ac-
cording the diagnosis, stage of the disease, tumor burden, 
and the patient’s clinical conditions. In order for lung cancer 
treatments to be sustainable, the first thing to do is to leave a 
sufficient number of “clean hospitals” in the country’s health 
system without affecting the COVID-19 struggle. In addition, 
with adequate PPE, both patients and HCWs should be pro-
tected from possible contamination.

COVID-19 Pandemic and Obstructive Diseases: Asthma, 
Chronic Obstructive Pulmonary Disease and Obstructive 
Sleep Apnea 
Asthma and COPD are common obstructive lung diseases, 
and patients with obstructive lung diseases have been expect-
ed to be severely affected during the COVID-19 pandemic. 
Patients with asthma are more sensitive to viral respiratory in-
fections than healthy people, and viral infections can trigger 
severe attacks especially in patients with uncontrolled asth-
ma. Asthma may also cause insufficient and delayed natural 
antiviral immune response [105]. In the early reports coming 
from China, asthma has not been reported as a risk factor for 
severe COVID-19 disease [106, 107]. Asthma prevalence in 
hospitalized patients in the United States was 17% [108]. The 
prevalence of asthma in COVID-19 disease is surprisingly 
low, and this can be explained by the relatively low smok-
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ing rates in asthmatics [109], underdiagnosis of COVID-19 in 
patients with asthma owing to similar respiratory symptoms, 
and the effects of asthma medications on viral infections, 
where the use of inhaled corticosteroids (ICS) decreases 
asthma attacks. ICS can inhibit coronavirus replication and 
cytokine release [110]. Insufficient data about the effect of 
asthma on the severity of COVID-19 makes it controversial. 
However, patients with asthma should continue to use their 
current asthma medications, and it is important to emphasize 
that controller treatments including ICS should be continued 
during the pandemic. Allergic rhinitis patients also should 
use intranasal steroids and during attacks, systemic cortico-
steroids may be used. If indicated, biologic agents could be 
evaluated for the treatment of patients with severe asthma, 
and they can be administered under safe conditions in a hos-
pital or at home [111].

In COPD, COVID-19 infection prevalence has been reported 
as 1.1%–2.9% in different series, initially from China, and 
later on from other countries [85, 112]. There are many con-
tributing and facilitating factors for COVID-19 infection in 
patients with COPD, such as increased local and systemic 
inflammatory response, decreased immunity, instability of 
microbiome, persistent mucus production, structural damage 
in lungs, and use of systemic corticosteroids in acute exac-
erbations. In the meta-analysis of Lippi et al. [113], the odds 
ratio of severe COVID-19 disease revealed a 5-fold increase 
for patients with COPD. In another meta-analysis, including 
studies from December 2019 to March 2020, the risk of se-
vere disease has been reported to have a 4-fold increase in 
patients with COPD [114]. In the United States, the data of 
76,993 patients hospitalized for COVID-19 infection have 
been evaluated and the rate of COPD in this population was 
0.95% [115]. In a meta-analysis of 6 studies including 324 
patients with severe disease and 1,234 patients with mild 
or moderate COVID-19 infection, the risk of progression for 
patients with COPD has been shown to be increased 5.97 
times, and the risk of ICU admission for patients with COPD 
has been shown to be increased 8.30 times [116]. From the 
beginning of this pandemic, patients with COPD and their 
relatives or caregivers have been warned about the increased 
risk of severe COVID-19 disease and the importance of the 
protective measures as well as the maintenance of their rou-
tine therapy for COPD.

In sleep apnea, obesity is a well-known risk factor, and 60% 
of moderate-to-severe OSA patients are obese. Obesity was 
also reported as a poor prognostic factor for COVID-19. Sim-
monet et al. [117] showed that in patients with COVID-19 
treated in the ICU, body mass index (BMI) was a risk factor 
for mechanical ventilation with an 7.4-fold increased risk for 
patients with BMI>35 kg/m2 compared to ones with BMI<25 
kg/m2. As OSA and COVID-19 share similar risk factors, it 
can be suggested that COVID-19 infection may result in se-
vere disease, and OSA patients should be monitored closely 
[118]. In patients with moderate-to-severe OSA, the use of 
positive airway pressure (PAP) is very important, and the ces-
sation of PAP therapy during the pandemic will negatively 
affect the physical and emotional health status of the patients 
[119]. NICE (National Institute for Health and Care Excel-
lence) guideline for patients with OSA during COVID-19 

pandemic suggests continuing the use of CPAP (Continuous 
positive airway pressure) treatment in patients without of 
SARS-CoV-2 infection [120]. However, WHO declared PAP 
treatment as an aerosol-generating procedure. If the infection 
status is unknown or asymptomatic, patients with OSA may 
be a risk for other members in the house [121]. In patients 
with sleep apnea hospitalized for COVID-19, NICE recom-
mends not using the PAP machine due to aerosol production 
unless the doctor decides to start PAP treatment [120]. If nec-
essary, CPAP or NIMV (Noninvasive mechanical ventilation) 
should be applied via an oronasal or full-face mask with ICU 
ventilators with a double circuit, and the use of viral/bacte-
rial filters is required. If possible, the patients should stay in 
negative pressure rooms, or else a single room is mandatory 
[37, 121]. In patients infected with SARS-CoV-2 and isolated 
at home, stopping the PAP treatment for 14 days might be 
sensible [119].

In conclusion, TTS has made many contributions support-
ing colleagues, sharing scientific data with doctors and 
keeping them updated, and informing the public since the 
first case of COVID-19 in Turkey was reported. TTS has ar-
ranged online educational meetings to reach out to clini-
cians working in the field and has published digital material 
to increase public awareness via social media and website. 
Since TTS looks at health in all aspects including biomedi-
cal, social, environmental, and mental, it needs to intervene 
in the framing of public health policies. On the basis of its 
foundation principles and mission statement, TTS has stated 
the importance of scientific data and multi-dimensional per-
spective to adjust health policies and management plan of 
a pandemic. In this review, we have summarized the contri-
butions of TTS toward the information dissemination about 
COVID-19 and its perspectives on many aspects of the pan-
demic.
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Toraks Derneği Hedefleri Politikaları ve Örgütsel İşleyiş El 
Kitabı. Ankara: Sentez Matbaacılık ve Yayıncılık; 2018.p.39-45.

8.	 Gordis L. Epidemiology. Philadelphia: W.B. Saunders Company; 
1996.

9.	 World Health Organization (WHO). Global surveillance for 
COVID-19 caused by human infection with COVID-19 virus: 
Interim guidance 20 March 2020. Available from: https://www.
who.int/publications-detail/global-surveillance-for-human-in-
fection-with-novel-coronavirus-(2019-ncov).

10.	 Zylke JW, Bauchner H. Mortality and morbidity the measure of 
a pandemic. JAMA 2020; 4;324:458-9. [CrossRef]

11.	 Woolf SH, Chapman DA, Sabo RT, et al. Excess deaths from 
COVID-19 and other causes, March-April 2020. JAMA 
2020;324:510-3. [CrossRef]

12.	 İstanbul Metropolitan Municipality Annual Death Rate Infor-
mation. Available from: https://www.turkiye.gov.tr/İstanbul-
buyuksehir-belediyesi-vefat-sorgulama.

13.	 Trabzon Metropolitan Municipality Annual Death Rate Informa-
tion. Available from: https://www.trabzon.bel.tr/vefat-edenler.
aspx.

14.	 Elbek O. COVID-19 Outbreak and Turkey. Turk Thorac J 2020; 
21: 215-6.

15.	 World Health Organization (WHO). Closing the gap in a gen-
eration Health equity through action on the social determinants 
of health. Geneva, 2008.

16.	 Frieden TR. The future of public health. N Eng J Med 
2015;373:1748-54. [CrossRef]

17.	 Altieri MA, Nicholis CI. Agroecology and the future of agricul-
ture after the COVID-19. Duvar Journal 2020. Available from: 
https://www.gazeteduvar.com.tr/dunya-forum/2020/05/16/
agroekoloji-ve-covid19-sonrasi-tarimin-gelecegi.

18.	 Smith JA, Juoo J. COVID-19: Vulnerability and power of privi-
lege in a pandemic. Health Prom 2020;31:158-160. [CrossRef]

19.	 Mehtar S, Preiser W, Lakhe NA, et al. Limiting the spread of 
COVID-19 in Africa: One size mitigation strategies do not fit all 
countries. Lancet Glob Health 2020;8:881-3. [CrossRef]

20.	 Cash R, Patel V. Has COVID-19 subverted global health? Lancet 
2020;395: 1687-8. [CrossRef]

21.	 Zhu Y, Xie J, Huang F, Cao L. Association between short-term ex-
posure to air pollution and COVID-19 infection: Evidence from 
China. Sci Total Environ 2020;727:138704. [CrossRef]

22.	 Xiao Wu, Nethery RC, Sabath BM, et al. Exposure to air pol-
lution and COVID-19 mortality in the United States. medRxiv 
2020.04.05.20054502. [Epub ahead of print].

23.	 Impact of COVID-19 on Air Pollution and Climate Crisis As-
sessment Report. Union of Chambers of Turkish Engineers and 
Architects Chamber of Environmental Engineers. 2020 April. 
Available from: http://İstanbul.cmo.org.tr/.

24.	 Müderrisoğlu O. İstanbul Türkiye’nin Vuhan’ı oldu. Sabah Jour-
nal. Available from: https://www.sabah.com.tr/yazarlar/muder-
risoglu/2020/04/24/İstanbul-turkiyenin-vuhani-oldu.

25.	 Global Monitoring Laboratory Earth System Research Laborato-
ries. Available from: https://www.esrl.noaa.gov/gmd/ccgg/news.
php.

26.	 The Environment Policy Statement of Turkish Thoracic Society. 
Turk Thorac J 2015;16:157. [CrossRef]

27.	 Anadolu Agency. Minister of Health Koca: Turkey currently 
passing over peak of pandemic (Sağlık Bakanı Koca: Türkiye 
koronavirüs sınavından şu ana dek yüzünün akıyla çıktı 2020). 
Available from: https://www.aa.com.tr/tr/koronavirus/saglik-
bakani-koca-turkiye-koronavirus-sinavindan-su-ana-dek-yuzu-
nun-akiyla-cikti/1823043.

28.	 Rebuplic of Turkey Ministry of Health. Current Situation in Tur-
key (T.C. Sağlık Bakanlığı, Türkiye’deki Güncel Durum 2020. 
Available from: https://covid19.saglik.gov.tr/.

29.	 International Council of Nurses. International Council of Nurses 
calls for data on healthcare worker infection rates and deaths, 
2020. https://www.icn.ch/sites/default/files/inline-files/PR_20_
Infections%20and%20deaths%20from%20COVID-19%20
among%20nurses.pdf.

30.	 Koh D. Occupational risks for COVID-19 infection. Occup med 
2020;70:3-5. [CrossRef]

31.	 Bahl P, Doolan C, de Silva C, et al. Airborne or Droplet Precau-
tions for Health Workers Treating Coronavirus Disease 2019? J 
Infect Dis 2020;28:826-30. [CrossRef]

32.	 Rebuplic of Turkey Ministry of Health. Infection prevention and 
control measures in healthcare settings 2020. Available from: 
https://covid19bilgi.saglik.gov.tr/tr/enfeksiyon-kontrol-onlem-
leri.

33.	 ECDC. Infection prevention and control and preparedness for 
COVID-19 in healthcare settings 2020. Available from: https://
www.ecdc.europa.eu/sites/default/files/documents/Infection-
prevention-control-for-the-care-of-patients-with-2019-nCoV-
healthcare-settings_third-update.pdf.

34.	 World Health Organization (WHO). Infection prevention and 
control during health care when novel coronavirus (nCoV) in-
fection is suspected 2020. Available from: https://www.who.int/
publications-detail/infection-prevention-and-control-during-
health-care-when-novel-coronavirus-(ncov)-infection-is-sus-
pected-20200125.

35.	 CDC. Interim Infection Prevention and Control Recommenda-
tions for Patients with Suspected or Confirmed Coronavirus 
Disease 2019 (COVID-19) in Healthcare Settings 2020. Avail-
able from: https://www.cdc.gov/coronavirus/2019-ncov/hcp/
infection-control-recommendations.html#take_precautions.

36.	 Ferioli M, Cisternino C, Leo V, et al. Protecting healthcare work-
ers from SARS-CoV-2 infection: practical indications. Eur Respir 
Rev 2020;29:200068. [CrossRef]

37.	 Rebuplic of Turkey Ministry of Health COVID-19 Interim Guid-
ance (T.C. Sağlık Bakanlığı. COVID-19 (SARS-CoV-2 Enfeksi-
yonu) Rehberi) 2020. Available from: https://covid19bilgi.saglik.
gov.tr/depo/rehberler/COVID-19_Rehberi.pdf?type=file.

38.	 Turkish Medical Association. Preliminary report of the Risk As-
sessment Survey of Healthcare Professionals’ Exposure to CO-
VID-19 was announced (TTB. Sağlık Çalışanlarının COVID-19 
Virüsüne Maruz Kalımına İlişkin Risk Değerlendirmesi anketinin 
ön raporu açıklandı) 2020 [12.05.2020]. Available from: https://
www.ttb.org.tr/haber_goster.php?Guid=1af85302-6da7-11ea-
a219-c213173be5c8.

39.	 Turkish Thoracic Society Occupational Lung Diseases Work-
ing Group. (Türk Toraks Derneği Mesleki Akciğer Hastalıkları 
Çalışma Grubu. Survey Results of the Status of Protective Mea-
sures in Healthcare Institutions, Unpublished Data (Türk Toraks 
Derneği’nin Sağlık Kurumları’nda Koruyucu Önlemlerin Du-
rumu Üstüne Anket Sonuçları, Yayımlanmamış Veriler). Ankara: 
Türk Toraks Derneği, 2020.

40.	 Turkish Medical Association. COVID-19 Pandemic Second 
Month Report: The process is not being managed transpar-
ently! (TTB’den COVID-19 Pandemisi İkinci Ay Raporu: Süreç 
şeffaf yönetilmiyor!) 2020. Available from: https://www.ttb.
org.tr/haber_goster.php?Guid=aed68ece-95e1-11ea-baf3-
777c09b98775.

Köktürk et al. Turkish Thoracic Society Perspectives for COVID-19

429

https://doi.org/10.1001/jama.2020.11761
https://doi.org/10.1001/jama.2020.11787
https://doi.org/10.1056/NEJMsa1511248
https://doi.org/10.1002/hpja.333
https://doi.org/10.1016/S2214-109X(20)30212-6
https://doi.org/10.1016/S0140-6736(20)31089-8
https://doi.org/10.1016/j.scitotenv.2020.138704
https://doi.org/10.5152/ttd.2015.21092015
https://doi.org/10.1093/occmed/kqaa036
https://doi.org/10.1093/infdis/jiaa189
https://doi.org/10.1183/16000617.0068-2020


41.	 ISSA. Responses to the Covid-19 Crisis, Can COVID-19 be con-
sidered an occupational disease? 2020. Available from: https://
ww1.issa.int/news/can-covid-19-be-considered-occupational-
disease.

42.	 Agence fédérale des risques professionnels (FEDRIS) COV-
ID-19. Available from: https://www.fedris.be/fr/FAQ_FR-Covid-
19#h2_0.

43.	 International Labour Organization (ILO). Global Summit: CO-
VID-19 and the World of Work. Available from: https://www.
ilo.org/global/topics/geip/news/WCMS_741984/lang--en/index.
htm.

44.	 Official Gazette of the Republic of Turkey. Implementing Regu-
lation on the Determination of Loss on Work Power and Dis-
ability (T.C. Resmi Gazete Çalışma Gücü ve Meslekte Kazanma 
Gücü Kaybı oranı tespit işlemleri Yönetmeliği). 11.10.2008. 
Sayı: 27021, Başbakanlık Basımevi, Ankara

45.	 5510 sayılı Sosyal Sigortalar Ve Genel Sağlık Sigortası Kanunu 
https://www.resmigazete.gov.tr/eskiler/2006/06/20060616-1.
htm.

46.	 World Health Organization (WHO). Immunization, Vaccines 
and Biologicals 2020. Available from: https://www.who.int/im-
munization/monitoring_surveillance/burden/vpd/surveillance_
type/active/en/.

47.	 Şiddetle Başa Çıkmak (Dealing with Violence). Türk Tabipleri 
Birliği Yayınları. Nisan 2019. Available from: https://www.ttb.
org.tr/kollar/_siddet/yayin_goster.php?Guid=da7f5740-7d4b-
11e9-84f2-80b300e682d7.

48.	 World Medical Association. WMA Leader Issues Warnıng Over 
Vıolence Agaınst Physıcıans And Healthcare. 2017. Available 
from: https://www.wma.net/news-post/wma-leader-issues-
warning-over-violence-againstphysicians-and-healthcare/.

49.	 World Health Organization (WHO). Coronavirus Disease (CO-
VID-19) Outbreak Rights, Roles and Responsibilities Of Health 
Workers İncluding Key Considerations For Occupational Safety 
And Health 2020. Available from: https://www.who.int/publi-
cations-detail/coronavirus-disease-(covid-19)-outbreak-rights-
roles-and-responsibilities-ofhealth-workers-including-key-con-
siderations-for-occupational-safety-and-health.

50.	 Hamzaoğlu N, Türk B. Prevalence of physical and verbal vio-
lence against health care workers in Turkey Int J Health Serv 
2019;49:844-861. [CrossRef]

51.	 Erdur B. Assessment of the relation of violence and burnout 
among physicians working in the emergency departments in 
Turkey. Ulus Travma Acil Cerrahi Derg 2015;21:175-81

52.	 Turkish Health Services Main Law. Available from: https://www.
mevzuat.gov.tr/mevzuat?MevzuatNo=3359&MevzuatTur=1&M
evzuatTertip=5.

53.	 World Health Organizaiton (WHO). WHO Announces COV-
ID-19 Outbreak A Pandemic. Available from: http://www.euro.
who.int/en/health-topics/health-emergencies/coronavirus-covid 
19/news/news/2020/3/who-announces-covid-19-outbreak-a-
pandemic

54.	 Rebuplic of Turkey Ministry of Health, National Preparation 
Plan for Pandemic Influenza. Available from: https://grip.gov.tr/
depo/saglik-calisanlari/ulusal_pandemi_plani.pdf.

55.	 Turkish Medical Association. Evaluatıon Report of Two Months 
of COVID-19 Pandemic (Türk Tabipleri Birliği Covıd-19 Pan-
demisi İki Aylık Değerlendirme Raporu) 23-28. Available from: 
(https://www.ttb.org.tr/userfiles/files/covid19-rapor.pdf).

56.	 Turkish Thoracic Society Health Professional Website. Available 
from: https://www.toraks.org.tr/.

57.	 Turkish Thoracic Society Public Health Website. Available from: 
https://www.toraks.org.tr/halk/.

58.	 Turkish Thoracic Society YouTube channel. Available from: 
https://www.youtube.com/user/TurkToraksDernegi/videos.

59.	 Turkish Thoracic Society, COVID-19 Electronic books. 2020. 

Available from: https://www.toraks.org.tr/book.aspx?list=2527&
menu=380&menu=3808.

60.	 Of the Epidemics by Hippocrates. Written 400 B.C.E. Translated 
by Francis Adams. Available from: http://classics.mit.edu/Hip-
pocrates/epidemics.1.i.html

61.	 Rochwerg B, Parke R, Murthy S, et al. Misinformation during the 
Coronavirus Disease 2019 outbreak: How knowledge emerges 
from noise? Crit Care Expl 2020;2:e0098. [CrossRef]

62.	 Retracted coronavirus (COVID-19) papers. Available from: 
https://retractionwatch.com/retracted-coronavirus-covid-19-pa-
pers/.

63.	 World Health Organization (WHO). WHO website for COV-
ID-19. Available from: www.who.int/ health-topics/coronavirus

64.	 JAMA Network COVID-19 Research Center. Available from: 
www.jamanetwork.com/journals/jama/pages/coronavirus-alert.

65.	 COVID-19 Literature Reviews (Volume I), TTS The Early Career 
Task Force Group, TTS COVID-19 E-Books, 2020. Available 
from: https://www.toraks.org.tr/uploadFiles/book/file/COVID-
19-Makale-Ozetleri-Birinci-Cilt.pdf.

66.	 COVID-19 Literature Reviews (Volume II), TTS The Early Ca-
reer Task Force Group, TTS COVID-19 E-Books, 2020. Available 
from: https://www.toraks.org.tr/uploadFiles/book/file/COVID-
19-Makale-Ozetleri-Ikinci-Cilt.pdf.

67.	 COVID-19 Literature Reviews (Volume III), TTS The Early Ca-
reer Task Force Group, TTS COVID-19 E-Books, 2020. Available 
from: https://www.toraks.org.tr/uploadFiles/book/file/COVID-
19-Makale-Ozetleri-Ucuncu-Cilt-2.pdf.

68.	 Torsten Wilholt. Scientific freedom: Its grounds and their lim-
itations. Studies in History and Philosophy of Science Part A 
2010;41:174-81. [CrossRef]

69.	 COVID 19 and Clinical Trials: The Medidata Perspective. Re-
lease 5.0. 2020:1-15.

70.	 Upadhaya S, Yu JX, Oliva C, et al. Impact of COVID-19 on 
oncology clinical trials. Nat Rev Drug Discov 2020;19:376-7. 
[CrossRef]

71.	 Waterhouse DM, Harvey RD, Hurley P, et al. Early Impact of 
COVID-19 on the Conduct of Oncology Clinical Trials and 
Long-Term Opportunities for Transformation: Findings from 
an American Society of Clinical Oncology Survey. JCO Oncol 
Pract 2020;16:417-21. [CrossRef]

72.	 McDermott MM, Newman AB. Preserving clinical trial in-
tegrity during the coronavirus pandemic. JAMA 10.1001/
jama.2020.4689 [Epub Ahead of Print]

73.	 European Medicine Agency (EMA): Guidance on the man-
agement of clinical trials during the COVID-19 (Coronavirus) 
pandemic. Available from: https://www.ema.europa.eu/en/ 
implications-coronavirus-disease-covid-19-methodological-
aspects-ongoing-clinicaltrials.

74.	 US Food and Drug Administration (FDA): Guidance on conduct 
of clinical trials of medical products during COVID-19 pandem-
ic: Guidance for industry, investigators, and institutional review 
boards. Available from: https://www.fda.gov/media/136238/

75.	 American Society of Clinical Oncology: ASCO clinical trial site 
survey on the early effects of COVID-19 on clinical trials: Report 
of the findings. Available from: https://www.asco.org/sites/new-
www.asco.org/files/content-files/research-and-progress/docu-
ments /ASCO-COVID-19-Trial-Site-Survey-Report-042020.pdf

76.	 Heads of Medicines Agencies. National Guidance on 
Clinical Trials Management During the COVID-19 Pan-
demic. Available from: https://www.hma.eu/fileadmin/da-
teien/Human_Medicines/01About_HMA/Working_Groups/
CTFG/2020_04_CTFG_Link_to_National_guidance_on_Clinial 
Trials_management during the COVID-19 pandemia.pdf

77.	 Rebuplic of Turkey Ministry of Health. Precautions in Clinical 
Researches During COVID-19 Pandemic (T.C. Sağlık Bakanlığı. 
COVID-19 Pandemisi Nedeniyle Klinik Araştırmalarda Alınacak 

Turk Thorac J 2020; 21(6): 419-32

430

https://doi.org/10.1177/0020731419859828
https://doi.org/10.1097/CCE.0000000000000098
https://doi.org/10.1016/j.shpsa.2010.03.003
https://doi.org/10.1038/d41573-020-00093-1
https://doi.org/10.1200/OP.20.00275


Tedbirler). Available from: https://www.turkiye.gov.tr/saglik-
titck/2020_03_19

78.	 Clinical Trials Transformation Initiative: Webinar recording 
available: Listen to best practices on conducting clinical trials 
during COVID-19. Available from: https://www.ctticlinicaltri-
als.org/news/webinar-recording-available-listen-best-practices-
conducting-clinical-trials-during-covid-19

79.	 Mclntosh K. Coronavirus disease 2019 (COVID-19): Epide-
miology, virology, clinical features, diagnosis, and prevention. 
Available from: https://www.uptodate.com/contents/coronavi-
rus-disease-2019-covid-19-epidemiology-virology-clinical-fea-
tures-diagnosis-and-prevention

80.	 Laboratory testing for 2019 novel coronavirus (2019-nCoV) 
in suspected human cases. Interim guidance. Available from: 
https://www.who.int/publications-detail/laboratory-testing-for-
2019-novel-coronavirus-in-suspected-human-cases-20200117

81.	 Standardized surveillance case definition and national notifi-
cation for 2019 novel coronavirus disease (COVID-19). Avail-
able from: https://cdn.ymaws.com/www.cste.org/resource/
resmgr/2020ps/interim-20-id 01_covid-19.pdf

82.	 WHO Timeline - COVID-19. Available from https://www.who.
int/news-room/detail/27-04-2020-who-timeline---covid-19

83.	 Wu Z, McGoogan JM. Characteristics of and important lessons 
from the coronavirus disease 2019 (COVID-19) outbreak in Chi-
na: summary of a report of 72 314 cases from the Chinese Cen-
ter for disease control and prevention. JAMA 2020 Feb 24. doi: 
10.1001/jama.2020.2648 [Epub ahead of print]. [CrossRef]

84.	 Guan WJ, Ni ZY, Hu Y, et al. Clinical characteristics of corona-
virus disease 2019 in China. N Engl J Med 2020;382:1708-20. 
[CrossRef]

85.	 Chen N, Zhou M, Dong X, et al. Epidemiologicalandclini-
calcharacteristics of 99 cases of 2019 novel coronavirus 
pneumonia in Wuhan, China: a descriptive study. Lancet 
2020;395(10223):507-13. [CrossRef]

86.	 Rebuplic of Turkey Ministry of Health. Numbers of Intensive 
Care Unit Beds in Turkey (Yoğun bakım yatak sayıları). Available 
from: https://rapor.saglik.gov.tr/istatistik/rapor/

87.	 Rebuplic of Turkey Ministry of Health. Intensive Care Bed Oc-
cupancy Rate Decreased to 60 % (Yoğun Bakım Yatak Doluluk 
Oranımızı Yüzde 60’lara İndirdik). Available from: https://www.
saglik.gov.tr/TR,65192/yogun-bakim-yatak-doluluk-oranimizi-
yuzde-60lara-indirdik.html

88.	 Dong Y, Mo X, Hu Y, et al. Epidemiology of COVID-19 Among 
Children in China. Pediatrics 2020;145:e20200702 [CrossRef]

89.	 Lu X, Zhang L, Du H, et al. SARS-CoV-2 infection in children. N 
Engl J Med 2020;382:1663-5. [CrossRef]

90.	 Livingston E, Bucher K. Coronavirus Disease 2019 (COVID-19) 
in Italy. JAMA 2020;323:1335. doi: 10.1001/jama.2020.4344. 
[CrossRef]

91.	 Parri N, Lenge M, Buonsenso D. Coronavirus Infection in Pedi-
atric Emergency Departments (CONFIDENCE) Research Group. 
Children with COVID-19 in Pediatric Emergency Departments 
in Italy. N Engl J Med 2020;383:187-90. [CrossRef]

92.	 CDC COVID-19 Response Team. Coronavirus Disease 2019 in 
Children - United States, February 12-April 2, 2020. MMWR 
Morb Mortal Wkly Rep 2020;69:422-6. [CrossRef]

93.	 Castagnoli R, Votto M, Licari A, et al. Severe Acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2) infection in children and 
adolescents: A systematic review. JAMA Pediatr 2020;174:882-
9. [CrossRef]

94.	 Kamboj M, Sepkowitz KA. Nosocomial infections in pa-
tients with cancer. The Lancet Oncology 2009;10:589-97. 
[CrossRef]

95.	 Dai M, Liu D, Liu M, et al, Patients with cancer appear more 
vulnerable to SARS-CoV-2: A multi-center study during the CO-
VID-19 outbreak. Cancer Discov 2020;10:783-91. [CrossRef]

96.	 Available from: https://www.abstractsonline.com/pp8/#!/9045/
presentation/10927

97.	 Lung Cancer Study Group, Chinese Thoracic Society, Chinese 
Medical Association; Chinese Respiratory Oncology Collabora-
tion. Expert recommendations on the management of patients 
with advanced non-small cell lung cancer during epidemic of 
COVID-19 (Trial version). Chinese journal of tuberculosis and 
respiratory diseases 2020;43:E031.

98.	 Zhao Z, Bai H, Duan JC, Wang J. Individualized treatment rec-
ommendations for lung cancer patients at different stages of 
treatment during the outbreak of 2019 novel coronavirus dis-
ease epidemic. Chin J Oncol 2020;42(0):E007.

99.	 Xu Y, Liu H, Hu K, Wang M. Clinical Management of Lung 
Cancer Patients during the Outbreak of 2019 Novel Corona-
virus Disease (COVID-19). Chinese journal of lung cancer 
2020;23:136-41.

100.	Mazzone PJ, Gould PK, Arenberg DA, et al. Management of 
lung nodules and lung cancer screening during the COVID-19 
pandemic: CHEST expert panel report. Chest 2020;158:406-15. 
[CrossRef]

101.	Li X, Liu M, Zhao Q, et al. Preliminary Recommendations for 
Lung Surgery during 2019 Novel Coronavirus Disease (CO-
VID-19) Epidemic Period. Chinese journal of lung cancer 
2020;23(3):133-5.

102.	Banna G, Curioni-Fontecedro A, Friedlaender A, Addeo A. 
How we treat patients with lung cancer during the SARS-CoV-2 
pandemic: Primum non nocere. ESMO open 2020;5: e000765. 
[CrossRef]

103.	ESMO, Management and Treatment Adapted Recommendatıons 
in the Covid-19 Era: Lung Cancer. Available from: https://www.
esmo.org/guidelines/cancer-patient-management-during-the-
covid-19-pandemic/lung-cancer-in-the-covid-19-era

104.	NCCN, Short-Term Recommendations for Non-Small Cell Lung 
Cancer Management During the COVID-19 Pandemic, Version 
1 (4/29/2020) Available from: https://www.nccn.org/covid-19/
pdf/COVID_NSCLC.pdf

105.	Johnston SL. Asthma and COVID-19:is athma a risk factor for 
severe outcomes? Allergy 2020;75:1543-5. [CrossRef]

106.	Zhang JJ, Dong X, Cao YY, et al. Clinical characteristics of 140 
patients infected with SARS-CoV-2 in Wuhan, China. Allergy 
2020;75:1730-41. [CrossRef]

107.	Zhang JJ, Cao YY, Dong X, et al. Distinct characteristics of COV-
ID-19 patients with initial rRT-PCR positive and negative results 
for SARS-CoV-2. Allergy 2020;doi:10.1111/all.14316 [Epub 
ahead of print]. [CrossRef]

108.	Garg S, Kim L, Whitaker M, et al. Hospitalization Rates and Char-
acteristics of Patients Hospitalized with Laboratory-Confirmed 
Coronavirus Disease 2019 - COVID-NET, 14 States, March 
1-30, 2020. MMWR Morb Mortal Wkly Rep 2020;69:458-64. 
[CrossRef]

109.	Zhao Q, Meng M, Kumar R, Wu Y, Huang J, Lian N, Deng Y, Lin 
S. The impact of COPD and smoking history on the severity of 
Covid-19: A systemic review and meta-analysis. J Med Virol. 
2020;doi: 10.1002/jmv.25889. [Epub ahead of print]. [Cross-
Ref]

110.	Halpin DMG, Singh D, Hadfield RM. Inhaled corticosteroids 
and COVID-19: a systematic review and clinical perspective. 
Eur Respir J 2020; doi:10.1183/13993003.01009-2020 [Epub 
ahead of print]. [CrossRef]

111.	Çelebioğlu E. Asthma and COVID-19. Asthma Allergy Immunol 
2020;18:56-7. [CrossRef]

112.	Wang D, Hu B, Hu C, et al. Clinical characteristics of 138 hospi-
talized patients with 2019 novel coronavirus-infected pneumo-
nia in Wuhan, China. JAMA 2020;323:1061. [CrossRef]

113.	Lippi G, Henry BM. Chronic obstructive pulmonary disease 
is associated with severe coronavirus disease 2019 (CO-

Köktürk et al. Turkish Thoracic Society Perspectives for COVID-19

431

https://doi.org/10.1001/jama.2020.2648
https://doi.org/10.1056/NEJMoa2002032
https://doi.org/10.1016/S0140-6736(20)30211-7
https://doi.org/10.1542/peds.2020-0702
https://doi.org/10.1056/NEJMc2005073
https://doi.org/10.1001/jama.2020.4344
https://doi.org/10.1056/NEJMc2007617
https://doi.org/10.15585/mmwr.mm6914e4
https://doi.org/10.1001/jamapediatrics.2020.1467
https://doi.org/10.1016/S1470-2045(09)70069-5
https://doi.org/10.1158/2159-8290.CD-20-0422
https://doi.org/10.1016/j.chest.2020.04.020
https://doi.org/10.1136/esmoopen-2020-000765
https://doi.org/10.1111/all.14348
https://doi.org/10.1111/all.14238
https://doi.org/10.1111/all.14316
https://doi.org/10.15585/mmwr.mm6915e3
https://doi.org/10.1002/jmv.25889
https://doi.org/10.1002/jmv.25889
https://doi.org/10.1183/13993003.01009-2020
https://doi.org/10.21911/aai.531
https://doi.org/10.1001/jama.2020.1585


VID-19). Respir Med 2020;167:105941. doi: 10.1016/j.
rmed.2020.105941. [CrossRef]

114.	Zhao Q, Meng M, Kumar R, et al. The impact of COPD and 
smoking history on the severity of Covid-19: A systemic review 
and meta-analysis. J Med Virol 2020; doi: 10.1002/jmv.25889 
[Epub ahead of print]. [CrossRef]

115.	Javanmardi F, Keshavarzi A, Akbari A, et al. Prevalence of un-
derlying diseases in died cases of COVID-19: A systematic 
review and meta-analysis. PLoS One 2020;15:e0241265. doi: 
10.1371/journal.pone.0241265. [CrossRef]

116.	Wang B, Li R, Lu Z, Huang Y. Does comorbidity increase the risk 
of patients with COVID-19: evidence from meta-analysis. Aging 
2020;2:6049-57. [CrossRef]

117.	Simmonet A, Chetboun M, Poissy J, et al. Lille Intensive Care CO-
VID-19 and Obesity study group. High prevalence of obesity in 
severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) 
requiring invasive mechanical ventilation. Obesity 2020 Apr 9. 
doi: 10.1002/oby.22831. [Epub ahead of print]. [CrossRef]

118.	McSharry D, Malhotra A. Potential influences of obstructive 

sleep apnea and obesity on COVID-19 severity. J Clin Sleep 

Med 2020 May 1. doi: 10.5664/jcsm.8538. [Epub ahead of 

print]. [CrossRef]
119.	Baker JG, Sovani M. Case for continuing community NIV and 

CPAP during the COVID-19 epidemic. Thorax 2020;75:368. 

doi: 10.1136/thoraxjnl-2020-214913. Epub 2020 Apr 9. 

[CrossRef]
120.	Craig S, West S with the OSA Alliance. Guidance regarding 

coronavirus (COVID-19) and obstructive sleep apnoea (OSA): 

for people who routinely use continuous positive airway pres-

sure (CPAP), their families and health care workers. Available 

from: https://brit-thoracic.org.uk/media/455098/osa-alliance-

cpap-covid-19-advice-20-3-20-v10.pdf

121.	Kryger MH, Thomas R. Home PAP devices in COVID-19 in-

fected patients. J Clin Sleep Med 2020;16:1217-9. [CrossRef]

Turk Thorac J 2020; 21(6): 419-32

432

https://doi.org/10.1016/j.rmed.2020.105941
https://doi.org/10.1002/jmv.25889
https://doi.org/10.1371/journal.pone.0241265
https://doi.org/10.18632/aging.103000
https://doi.org/10.1002/oby.22831
https://doi.org/10.5664/jcsm.8538
https://doi.org/10.1136/thoraxjnl-2020-214913
https://doi.org/10.5664/jcsm.8490



