Correspondence

Digestivo, Hospital Universitario de Arganda del Rey,
Madrid, Spain); Carlos Ydnez Benitez, Beatriz Cros
Montalban, Ana Nogués Pedival, Juan L Blas Laina
(General and GI Surgical Department, Hospital Royo
Villanova, Zaragoza, Spain); Mariana Garcia Virosta,
Daniel Sinchez Loépez (Hospital Universitario Infanta
Soffa, San Sebastidn de los Reyes, Madrid); Vincenzo
Vigorita, Alberto San Ildefonso Pereira, Enrique Mon-
cada Iribarren, Raquel Sanchez Santos (Department of
General and Digestive Surgery — University Hospital
Complex of Vigo — Galicia Sur Health Research Insti-
tute, IIS Galicia Sur, Spain); Julia Diez Izquierdo,
Felipe Garcia Sanchez, Esther Cano Pecharroman, Ter-
esa Calderon Duque (Hospital Nuestra Sra Del Prado,
Talavera de la Reina, Toledo, Spain); Jorge Alejandro
Benavides Buleje, Nuria Martinez Sanz, Pedro Lépez
Morales, Emilio Pena Ros, Pedro Antonio Parra Banos
(Hospital General Universitario Reina Soffa, Murcia,
Spain); Antonino Spinelli, Francesco Carrano (Humani-
tas Clinical and Research Center — IRCCS, Rozzano,
ITtaly); Daniel Costa Henere, Eric Herrero Fonollosa
(Hospital Universitario Mutua Terrassa, Spain); Fran-
cesc Xavier Molina-Romero, Natalia Pujol Cano, Elias
Palma-Zamora, Jose Miguel Morén Canis, Francesc
Xavier Gonzilez-Argente

(Son  Espases University

Hospital, Palma de Mallorca, Spain).

MIS Filtration Groupq
E-mail: francesco.pata@gmail.com
¥ @drfrancescopata

Received 8 April 2020; accepted 10 April 2020; Accepted Article online
23 April 2020

TAll authors are listed in the ‘Author list' section.

References

1 Joint Society of American Gastrointestinal and Endoscopic
Surgeons (SAGES) and European Association for Endo-
scopic Surgery (EAES) Guidelines (29,/03/20). https://
www.sages.org,/recommendations-surgical-response-covid-
19/ (accessed 31 March 2020).

2 Recommendations of the Spanish Association of Surgeons
(Asociacion  Espanola de Cirujanos, AEC) (31,/03/20).
https://www.aecirujanos.es/Documentos-de-posicionamie
nto-y-recomendaciones-de-la-AEC-en-relacion-con-la-ciru
gia-y-COVID19_es_1_152.html (accessed 31 March 2020).

3 Recommendations of the Spanish Association of Coloproc-
tology (Asociacion Espanola de Coloproctologia, AECP)
(31/03/20).  https://accp-es.org/index.php /recomendac
iones (accessed 31 March 2020).

4 Canadian Association of General Surgeons — statement
from the CAGS Committee re: Laparoscopy and the risk

of aerosolization (24,/03,/2020). https://cags-accg.ca/

wp-content/uploads,/2020,/03 /Laparoscopy-and-the-risk-
of-acrosolization.pdf (accessed March 2020).

5 Spinelli A, Pellino G. COVID-19 pandemic: perspectives on
an unfolding crisis. Br ] Surg 2020. [Epub ahead of
print].https: //doi.org,/10.1002 /bjs.11627

6 Di Saverio S, Pata F, Gallo G et al. Coronavirus pandemic
and colorectal surgery: practical advice based on the Italian
experience. Colorectal Dis 20205 22: 625-34.

Supporting Information

The video may be found in the online version of this
article and also on the Colorectal Disease Journal
YouTube and Vimeo channels:

Video S1. How to manage smoke evacuation and filter
pneumoperitoneum during laparoscopy.

Ambulatory management
Crohn’s disease during the
pandemic

of perianal
COVID-19

doi:10.1111/codi.15104

Dear Editor,

Since the outbreak of severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) almost all surgical services
have been shut down in the newly reorganized
COVID-19 hospitals. In particular, all day-case proce-
dures, such as exploration under anaesthesia (EUA) for
anal fistula, have been postponed.

Symptomatic anal fistula in patients with Crohn’s
disease (CD) requires proper and timely treatment in
order to avoid perianal sepsis and allow prompt initia-
tion of anti-TNF-alpha treatment [1]. Guidelines and
clinical recommendations specific for this period of glo-
bal crisis for inflammatory bowel disease (IBD) suggest
that IBD is treated as usual and recommend that any
therapy should be administered while minimizing expo-
sure of people and potential transmission [2]. EUA is
the accepted gold standard for diagnosis and treatment
of anal fistula in CD patients [3]. This operation is gen-
erally offered under narcosis in operating theatres but is
currently not available in order to try and prevent the
exhaustion of resources.

Since 2016, we have offered our CD patients under
regular follow-up with symptomatic anal fistula an
ambulatory exploration of the anal canal and rectum
(outpatient exploration, OE) in order to reduce waiting
times for surgical exploration. OE consists of an exami-
nation of the anal canal and lower rectum (proctoscopy)
followed by fistula probing, seton insertion and drai-
nage of small abscesses. We have reported a high rate of
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feasibility (also in complex fistulas) and very high accep-
tance of the procedure amongst our CD patients [4].
During these past few weeks, we have adopted extra
precautions, avoiding the use of electrocautery for the
(albeit low) risk of transmission of SARS-CoV-2 in the
acrosols generated during cauterization and using full
personal protective equipment. Furthermore, it has to
be said that OE can be accomplished by one surgeon
alone, therefore preventing the risk of infection from
other healthcare professionals. However, we perform
this procedure with the aid of an experienced nurse
who provides tremendous help, also reducing most of
the patient’s stress.

OE is carried out by a colorectal surgeon with a
specific interest in IBD surgery, thus offering our
patients not only the chance for timely treatment but
also the opportunity to remain in their IBD referral
centre and be treated by appropriate specialists instead
of receiving suboptimal treatment by a general surgeon
in a peripheral but COVID-free hospital [5]. As for the
risk of contagion, OE has specific advantages over
EUA, achieved through two mechanisms: (i) minimiz-
ing the number of medical personnel required and (ii)
avoiding the high-risk anaesthetic manoeuvres needed
for EUA.

While the procedure has already been shown to be
feasible and well-tolerated, the present circumstances
have further enhanced both its usefulness and accep-
tance by patients. We believe that during the COVID-
19 pandemic, OE may represent the best if not the only
surgical approach to anal fistulas in CD patients.

A word of caution is needed to emphasize that this
procedure has to be implemented in expert, high-vol-
ume IBD centres as this is the only context in which its
use would be safe and appropriate.
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