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Dr Seco and colleagues discuss
intraoperative techniques to
potentially reduce viral transmis-
sion during thoracic surgical
procedures.
Sean C. Wightman, MD, and
Elizabeth A. David, MD, MAS

Through the coronavirus disease 2019 (COVID-19)
pandemic, governing bodies and societies have provided
recommendations to minimize risk to those providing care
to patients.1 Because video-assisted thoracic surgery and ro-
botic surgery are often performed using insufflation of car-
bon dioxide, they provide a unique exposure risk for
members of the health care team through aerosolization.2

In this issue of The Journal, Seco and colleagues3 have
demonstrated their technique to minimize exposure to aero-
solized virus particles.

With the increased prevalence of the novel coronavirus,
the authors have creatively developed a solution to mini-
mize the risk of increased susceptibility to the virus during
thoracic surgical procedures due to prolonged airway and
lung parenchymal exposure. Using the da Vinci Xi robotic
system (Intuitive Surgical, Sunnyvale, Calif), flow of car-
bon dioxide was filtered during insufflation and desufflation
of the operative space. These ultra-low particulate filters
capture and remove the vast majority of organisms con-
tained within any aerosolized particle.3 The authors advo-
cate for cumbersome insufflation and desufflation each
instrument change and advocate for removing all specimens
at the end of the procedure rather than as they are separated
from the patient. Although it is recognized this technique
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has not yet been employed on any patients positive for
COVID-19, this strategy offers a plausible technique for
mitigation of risk.
Risk of infectionwith COVID-19 increases with exposure

time.4Although risk ofCOVID-19 cannot be eradicated dur-
ing a thoracic operation, it can be diminished. The method
Seco and colleagues advocate for is only safely filtering
when the chest is completely contained by ports and instru-
ments. This does not aid during times of port insertion, spec-
imen retrieval, and thoracostomy tube placement, where
exposure still exists. With the expansion of the isolated
contralateral chest—causing movement of the medias-
tinum—there is likely a small but present air volume influx
and egress on the operative side. Therefore, were a patient to
be positive for COVID-19, there is still sufficient time for
exposure to those present in the operating room even with
insufflation and desufflation filters in place. In addition,
port-based chest operations are not always routine for
thoracic surgeons, which limits this technique’s broad
applicability. In the included video, no N95 particulate
respirator masks were visibly used, and this addition would
likely further decrease viral exposure during thoracic
surgery by providing protection during periods of imperfect
circuit containment.5 Although the technique demonstrates
clear potential benefit, the obvious next step in this
technique is the inclusion of real-world data demonstrating
its efficacy.
In the video, the demonstrated insufflation and desuffla-

tion is a rhythmic dance between the scrub nurse and the
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bedside assistant occurring with every instrument change
and specimen retrieval. The authors should be commended
on devising a technique to minimize viral transmission dur-
ing robotic operations. This novel technique on minimizing
the likelihood of viral aerosolization is truly a breath of
fresh air for thoracic surgeons in this era.
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