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Dear Editor,
The unexpected occurrence of the COVID-19 pandemic

has thrown normal life out of gear and there seems to be no
immediate end in sight. Normal life has changed and the role
of cardiac surgery during this time is still evolving. Potential
dearth of hospital beds, possible unnecessary exposure of hos-
pital staff to infection, and over utilization of scarce personal
protection equipment (PPE) resources are issues of concern.
Also we really do not know yet what is the added risk of a
COVID-19 infection to a cardiac surgical patient.

Most centers had stopped or restricted their elective cases
as advised by the Ministry of Health and Family Welfare [1].
The rationale to defer truly elective cardiac surgical proce-
dures includes exposing elective patients to the virus in the
hospital, exposure of hospital staff to an asymptomatic
COVID + elective patient, utilization of intensive care unit
(ICU) beds and ventilators for elective surgery, and potential
wastage of PPE doing elective procedures.

However, continuing to defer all elective surgeries, wemay
reach a situation where a lot of patients may die of their orig-
inal condition. So, departments have tentatively restarted their
work. With increasing COVID cases, questions persist, and in
such tumultuous circumstances, it is better if we can formulate
a broad guideline for us. Factors to help in decision-making
can be discussed under 3 headings.

Patient factors

In these circumstances, following normal guidelines to oper-
ate may not be possible and some sort of clinical judgment
will be needed to stratify patients in order to ensure rapid

turnover of ICU beds and ventilators and prevent chronic pa-
tients being stuck in the ICU.

Institution factors

The location, referral pattern, and standing in the community
may all influence the future COVID burden of a particular
institution. The availability of ICU beds, ventilators,
pulmonologists, and anesthetists varies between hospitals.

COVID factors

The COVID pandemic is still evolving in India.We are not yet
officially in the community transmission phase and exponen-
tial growth has still not occurred. But if exponential growth
does happen, this will be the most important factor that deter-
mines the protocol for operating on cardiac surgical patients.
In this situation, separating institutional loads into tiers, as
mentioned in the Society of Thoracic Surgeons (STS) guide-
lines, may serve as a guide to decide which cardiac procedures
to do [2].

General recommendations

Pathways should be institution specific. We propose certain
suggestions, which can be taken into consideration when for-
mulating local protocols.

Staff rotation

Reduction in the volume of cases being done will allow for a
skeletonization of staff at all levels and divide the group into
treatment teams, in order to prevent the entire group being put
out of service, if one gets positive.
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Testing for COVID before surgery

Mandatory testing for COVID in all patients coming for sur-
gery is the ideal situation. But in the current scenario, testing
kit availability is an issue. One will have to go by epidemio-
logical factors to do testing. However, we still do not know
what should be the ideal testing protocol as the nasopharyn-
geal polymerase chain reaction (PCR) swab can be negative
due to a number of reasons, including improper technique of
sampling, low viral load, or mutations in the viral genome [3].
The value of antibody tests is also being evaluated by the
Indian Council of Medical Research (ICMR) [4]. Non-
contrast computed tomography (CT) chest screening for
ground glass opacities as a marker for COVID disease has
also been used in some centers and the validity and feasibility
of this test as a screening tool are also yet to be validated [5].

Improving patient communication

In these distressing times for both patients and doctors, open
lines of communication should be established with patients in
whom surgery is deferred in view of their elective status.
Proper explanation of the current situation and the need to
defer surgery should be explained including the risk to the
patient. Embracing telemedicine in one’s institution will facil-
itate this new mode of following up patients.

Formulating an institution-specific pathway

Stratification of patients should take into consideration
COVID wave, institution preparedness, and patient risk. We
feel that in the current scenario, one should only be doing
really indicated procedures and that would broadly entail cor-
onary artery bypass grafting (CABG), where there is tight
coronary disease with a significant area of myocardium at risk,
symptomatic severe aortic stenosis, valve lesions in medically
refractory heart failure and endocarditis in failure or high risk
for embolism, and symptomatic aortic aneurysms with risk of
rupture.

In the early phase I of the COVID pandemic, which we are
currently in, we can probably go ahead with these above-
mentioned procedures, with some latitude in patients being
operated on as the disease burden is low. However, it is prob-
ably advisable to use some form of PPE like the N95 mask.
Phase 1 can be defined by a no or low COVID burden in the
hospital.

Phase II is when the COVID burden in the hospital is on the
upswing and ICU and ventilated patients are increasing daily.
At this point, hospital transmission of the disease becomes

more of a possibility and so logically, criteria to operate
should be more strict and justifiable.

Phase III is when COVID burden is nearing or at full ca-
pacity of the hospital. At this stage, ICU beds and ventilators
will be at a premium. At this stage, one should really be op-
erating on patients who would die if surgery is not performed
like acute type A aortic dissection, coronary artery disease
(CAD) with rest angina despite maximal medication and not
amenable to percutaneous coronary intervention (PCI), valve
patients in medically refractory failure, and ruptured or
impending rupture aortic aneurysms.

Conclusion

In conclusion, cardiac surgery during the time of COVID-19
is an evolving situation. Decisions to operate should be based
on patient factors, institution capacity, and disease burden in
the community.
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