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Central Message

Follow the Leader: Continued use of mask

mandate, distancing and handwashing along

with enhanced postoperative follow-up strate-

gies are essential to mitigate and identify

postop COVID 19 infection.
The indications for thoracic surgical interventions have not
changed, but we are now faced with balancing the risk that an
acquired postoperative COVID 19 infection imparts on the
patient. In this month’s issue of the Journal, Scarci and col-
leagues report the impact of acquired postoperative COVID 19
infections on patients who underwent pulmonary resection in
the Lombardia region of Italy, “the area most heavily impacted
by the Coronavirus pandemic in Europe.1

More than a century ago, Evarts Graham and the empyema
commission minimized the mortality associated with strepto-
coccal empyema following influenza infection. “The chief factor
in reducing the mortality has been the method of treatment”2,3

which was abandonment of “early open drainage during the
pneumonic stage.2 Yesterday’s pandemic mandated observa-
tion and treatment change to improve outcomes. While we
await the development of specific COVID 19 treatment beyond
antibodies, and the projected herd immunity that vaccination
and acquired infection will provide, there is still uncertainty of
the future because of the transmissibility and virulence of
mutant strains of the SARS-CoV-2 virus.

Today’s pandemic requires today’s surgeons to assess the
risk of a surgical procedure versus the risk of non-surgical
treatments for patients with thoracic illnesses. Additionally,
due to the risk of contracting the virus and a lack of hospital
resources, some of today’s thoracic surgeons must assess the
negative effect treatment delay has on the efficacy of a given
treatment and the risk of disease progression. Hattori and col-
leagues state that “the presence of a GGO denotes an influence
on the favorable prognosis of NSCLC”.4 With this statement in
mind, a decision to delay surgical treatment for a patient with a
GGO, when medical resources are scarce or limited, or the
patient is fearful of undergoing inpatient treatment, can be
expected to result in minimal risk of stage migration. Minimal
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disease progression would presumably have minimal negative
effect on treatment and survival. However, many patients have
more aggressive disease that mandates expedient intervention,
and waiting is not an option.

The pandemic has thrust us beyond routine decisions. Oper-
ative decisions no longer involve just assessment of resectabil-
ity and operability. The pandemic has expanded our
discussion of risks, benefits and alternatives to include the
increased risk of mortality associated with postoperative hospi-
tal or community acquired COVID 19 infection in the thoracic
surgical patient. Scarci and colleagues have wisely advised “a
rigorous post-discharge follow-up should be established, cov-
ering a recovery phase of almost 3 months, to early identify
any possible signs and symptoms . . . {and} Improve and
develop new models for symptoms surveillance and isolation
during postoperative and recovery period”.1 However, our ini-
tial responsibility is still to minimize patient risk without delay-
ing treatment, where such a delay would have a negative
impact upon that patient due to the natural history of the dis-
ease. Understanding that “overall hospital transmission of
SARS-CoV-2 in the setting of universal masking is likely rare,
even during periods of high community prevalence”5 and that
outbreaks among hospital workers were associated with break-
down in mask utilization, either by workers or by patients who
were not masked during clinical care as well as during worker
mealtimes,5 outbreaks in hospital are preventable. With masks
on, handwashing and social distancing, staff vaccinations and
frequent testing for COVID 19, life-saving and/or life-changing
surgery need not be delayed.
735ed.
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Early experience during the pandemic appropriately led to
much postponement of elective surgery as we learned lessons
from this new disease. As experience has been gained, WE
need to operate on patients during the pandemic. We need to
operate safely without unnecessary delay. We need to assess
the impact that the pandemic will have on outcomes, second-
ary to treatment delay or postoperative infection. Leadership
expert, John Maxwell, once said, “A leader is one who knows
the way, goes the way, and shows the way.” If not Us, then who?
Graham and the empyema commission led by observing a pan-
demic related disease surge, adjusted the management, and
saved many lives. We must also expand our focus and influ-
ence from local measures to mitigate SARS-CoV-2 transmission
in the postoperative patient and optimization of postoperative
surveillance for COVID 19 infection to also include develop-
ment of hospital infrastructure to provide pandemic-proof
delivery of healthcare. Universal societal adherence to the pub-
lic health practices that we are obligated to follow would neces-
sarily allow healthcare providers to manage illness while
736 Seminars in T
society functioned with much less strife and disruption in the
event of future pandemics. This is also the way.6
REFERENCES
1. Scarci M, Raveglia F, Bortolotti L, et al: COVID-19 after lung resection in

Northern Italy. Semin Thorac Cardiovasc Surg 34:726–732, 2022
2. Aboud FC, Verghese AC: Evarts ambrose graham, empyema, and the dawn

of clinical understanding of negative intrapleural pressure. Clinical Infec-
tious Diseases 34:198–203, 2002

3. Dunham EK, Graham EA, Mitchell JF, et al: Cases Of Empyema At Camp
Lee, Va. Preliminary Report. JAMA 71:443–448, 1918. https://doi.org/
10.1001/jama.1918.26020320003010

4. Japan Clinical Oncology Group Lung Cancer Surgical Study Group, Hattori
A, Suzuki K, Takamochi K, et al: Prognostic impact of a ground-glass opac-
ity component in clinical stage IA non-small cell lung cancer. J Thorac Car-
diovasc Surg 161:1469–1480, 2021

5. Richterman A, Meyerowitz EA, Cevik M: Hospital-Acquired SARS-CoV-2
Infection Lessons for Public Health. JAMA 324:2155–2156, 2020

6. T.A. D'Amico: Commentary: surgery for small cell lung cancer: this is the
way. J Thorac Cardiovasc Surg 161:772–773, 2021
horacic and Cardiovascular Surgery � Volume 34, Number 2

http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0001
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0001
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0002
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0002
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0002
https://doi.org/10.1001/jama.1918.26020320003010
https://doi.org/10.1001/jama.1918.26020320003010
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0004
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0004
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0004
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0004
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0005
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0005
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0006
http://refhub.elsevier.com/S1043-0679(21)00214-8/sbref0006

	Commentary: Surgery during the Pandemic: Ooh Baby, I Love Your Way
	References


