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Q1: Does COVID-19 influence the rate of problems during surgery?
(Does COVID-19 increase complication rate? Yes)
A1:
According to a report from Wuhan 34 patients who underwent elective surgery during the
incubation period of COVID-19, had 44.1% ICU (15 patient) need and 20.5% mortality (7
patient)1. When the surgical difficulty increased, the need of ICU was increased as well. Also,
the patients in ICU had longer operative times. All 34 patients had developed pneumonia and
had demonstrated bilateral distribution of patchy shadows or ground glass opacity on CT scan.
Died patients had underwent surgeries with the difficulty level 3 over 4.
Although there was no control group, they were able to compare their findings with the
general literature about COVID-19. They found higher rate of ICU need (44.1%) than the
reported ICU need for hospitalized COVID-19 patients (26.1%)2. Although the hospitalized
COVID-19 ICU need number is quite high3 than the literature, it may be comparable. They
found most patients in ICU were older, had more comorbidities, longer surgical time and more
difficult surgery.
Authors stated that the mortality rate was higher than the reported overall case-fatality
rate of 2.3% in COVID-19 patients4 and reported overall case-fatality rate 7.9% in non-cardiac
surgical patients admitted to ICU without COVID-195. But the major problem of the paper is,
they should compare their findings with the mortality rate of the COVID-19 patients who had
similar comorbidities in ICU. The most prevalent comorbidities with COVID-19 are
hypertension and diabetes which are associated with the rapid development of severe illness6.

At least one comorbidity was seen more commonly in severe cases (32.8%) than in non-severe
cases (10.3%)7. Percentage of the severe and critical cases are 14% and 5% respectively in
normal population. Mortality rates of these groups are 52% and 98% respectively8.
In COVID-19, the patient’s immune function is very important to determine the severity
of the disease9. It is clear that, anesthetic drugs, surgical stress, hypotension, hypothermia, pain,
blood transfusion and hyperglycemia impair immune function10. The neuroendocrine system,
proinflammatory cytokines and anti-inflammatory cytokines, synergistically act to impair the
immune system10. It is known that, volatile anesthetics have high impairment on immune
system, whereas propofol has moderate and synthetic opioids (fentanyl, remifentanil,
alfentanil) have low10. Additionally, extradural anesthesia (for example local anesthesia)
decreases intraoperative and postoperative neuroendocrine stress responses10. As a result of
this, during COVID-19, combination of total intravenous anesthesia with local anesthesia
seems like a better option than volatile anesthesia. Personally, I always prefer this combination
instead of volatile anesthesia.

Q2: How can a rhino-surgery patient be infected by corona virus during rhino-surgery
and in which circumstances, surgeon is responsible?
Can the surgeon be responsible for COVID-19 during rhinoplasty?
Abstain, it depends on situation
A2:
During pre-op consultation, operation or post-op follow up;
•

Consultation and follow-up; surgeon may be responsible because the reason for
infection is the surgical procedure but it is not easy to prove this during pandemia
unless there is a COVID-19 staff

•

Surgery, mainly hospital (maybe partially surgeon) is responsible, again not easy
to prove during pandemia

2. During his/her social life before the surgery;
•

Surgeon is not responsible for the infection

•

BUT he might be responsible because of the consequences if he/she operate this
patient!

3. During his/her social life after the surgery;
•

Surgeon is not responsible for the infection

•

BUT he might be responsible because of the consequences about the surgery

Q3: Complication or malpractice?
After the approval of health authority to perform elective surgeries, if the surgeon takes all
recommended precautions and also inform the patient, in that case problem due to COVID-19;
Is a complication?
Yes
Is a malpractice?
No
A3:
Malpractice: The undesired conditions due to negligence, lack of knowledge or expertness
Complication: The undesired conditions although there is sufficient care, knowledge and
expertness

Q4. What is the correct timing for resuming elective surgery? Does it worth to take risk?
What should be the threshold corona virus positive case number in your country to feel
safe?
Is resuming elective surgery now appropriate?
No for almost whole of the world
A4:
There are different perspectives between countries and health systems. But it is
generally recommended elective surgeries to be postponed to a time when COVID-19 crisis
calms down11-13. Now, in most of the countries, COVID-19 is in its plateau state and surgeons
and health systems are planning to resume elective surgeries. American College of Surgeons,
American Society of Anesthesiologists, Association of Perioperative Registered Nurses and
American Hospital Association recommended to resume surgeries after a sustained reduction
in rate of new COVID-19 cases in the relevant geographic area for at least 14 days with the
authorization by the appropriate municipal, county and state health authorities14. Also, it is
recommended that, appropriate number of ICU and non-ICU beds, PPE, ventilators,
medications, anesthetics, medical surgical supplies and trained untired staff should be in the
facilities. Although these suggestions make sense, there is not a clear suggestion about elective
surgery.

Aesthetic procedures are elective, which means surgeon and patient can elect the time
of the surgery without negative impact on the surgical outcome or disease process. On the other
hand, for ‘semi-elective’ surgeries, ‘medically necessary time sensitive procedure’ concept is
recommended during COVID-19 pandemia15. This scoring system was generated recently but
interobserver reliability of the scoring process was not assed. Limitations of the study are, each
subject had been given an equal weight, and possible other important factors about the disease
might have been omitted because lack of data. According to this system, when we calculate the
MeNTS score of septoplasty, it is approximately between 41 and 55, whereas MeNTS score of
rhinoplastsy is approximately between 47 and 61, which means both have moderate risk and
should be postponed. Having said that, although rhinoplasty can be accepted medically
necessary in a of ‘psychological surgery’, this scoring system is for time sensitive operations,
not for the elective ones.
So, does it worth to take the risk? I think we should consult the micromort concept,
which was introduced by Ronald A. Howard in 198016. This terminology defines the risk of
death with one-in-a-million chance. For example, living 2 days in New York City increases
risk of death by 1 micromort, which means the risk to die is 1/1.000.000. Micromort value of
driving a car 1 hour/day is 2, operating ASA-I patient under general anesthesia is 4, driving a
car 8 hours/day is 16, ASA-II patient is 50, in ASA-III patient is 270, and in ASA-IV patient is
55017,18. Nearly zero risk, there should be no corona virus positive case in your country for at
least 14 days. ‘14 days concept’ is accepted as standart19, however one should keep in mind that
there may be longer incubation period cases. That means if there is 20 corona virus positive
patient in your country which has a population of 1.000.000, you have the equal risk ASA-I
patient in normal conditions. (%20 mortality rate is accepted according to the study of Lei et
al. although those patients were not ASA-I) On the other hand there may be more patient than
the detected because of the asymptomatic ones and inadequacy of filiation.

So, after the health authorities approve the beginning of elective surgeries, surgeon
should decide on the risk and resuming time him/herself. We may look this situation with the
philosophy of Aristotle’s ‘Golden Mean’ or Buddha’s ‘Middle Way’. But we shouldn’t forget
that, we earn our lives with the operations we do and earn reputability with the ones that we
don’t do. One single intubated corona virus positive rhinoplasty patient in ICU might be your
worst nightmare in your whole life. Also, ask yourself; ‘Can you have your best result under
stress?’. On the other hand, good news is, according to the predictions and simulations, COVID19 seems to end (if the countries don’t let go) in August and September in the most of the
countries20.

Q5: Do informed consent forms protect us?
(Does informed consent has to be adapted? Yes)
A5:
Informed consent forms are not a protective shield for any kind problem. Because their aim is
to prove that we inform the patient and receive their consent. If you don’t take consent, it means
you did not inform the patients which is a malpractice. By the approval of the elective
operations by the health authority, having informed consent forms including COVID-19 is
mandatory.

Q6: If any risk occurs, does insurance policy cover it?
A6:

This subject depends on your insurance policy and the juridical system of your country but if
there is no statement against pandemia, then it should cover the complications.
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