
LETTERS TO THE EDITOR
Separate and unequal:
Pandemic-related

disparities in operating
room access

To the Editor:

W e read with great interest the article
“Do Surgical Emergencies Stay at

Home? Observations from the First United
States COVID Epicenter.” Dr. Dong and
colleagues examined the dramatic de-
crease in emergency general surgery
(EGS) admissions from March to May
of 2020 in 11 New York hospitals. While
an increase in inpatient mortality among
COVID-negative EGS patients and an in-
crease in deaths at home were attributed
to delays in presentation, the authors did
not comment on the time between pre-
sentation and the receipt of surgery.
Timely access to care is the cornerstone
of surgical treatment of many diseases.
Delaying an operation in nearly all acute
settings makes it more difficult to per-
form, riskier, and more expensive as the
disease burden accumulates.1 While emer-
gent access to the operating rooms (ORs)
may have been easier when elective cases
were canceled, logistical constraints and
staffing issues may have led to delays.

Now, as elective operations resume,
OR access has become increasingly chal-
lenging because of the large backlog of
cases. Before the pandemic, many hospi-
tals were running their ORs at near capac-
ity, leaving little room to accommodate
additional surgeries and forcing schedul-
ing delays as long as 20 months. As a re-
sult, patients are facing mounting challenges
to the receipt of timely surgical treatment
as outpatients and as inpatients.

Fifteen million Americans, dispro-
portionately minorities and socioeconom-
ically disadvantaged groups, have lost
their health insurance since March of
2020, undermining access to elective care.2

While the authors focused on patients pre-
senting emergently, many of the conditions
they studied may have previously been
suitable for scheduled operations (e.g.,
groin hernias, ventral hernias, cholelithi-
asis, etc.). These patients may have devel-
oped disease progression when elective
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cases were canceled, furthering their risks
of bad outcomes.

Some EGS patients in need of “ur-
gent,” nonemergent surgery are being
triaged behind both back-logged elective
cases and unplanned surgical emergen-
cies. Consequently, these inpatients may
wait days for surgery or until their condi-
tion deteriorates further.

In an attempt to obviate these risks
and alleviate some of the surgical back-
log, ORs are often running late into the
night. This nocturnal scheduling has shifted
the burden of “after-hours” surgical care
onto exhausted surgeons extending an al-
ready long day or to surgeons who have
typically provided nighttime coverage
for trauma and other emergencies, now
at jeopardy of not being available for
the true surgical emergency. Operations
performed at night are also known to
have an increased risk of adverse intraop-
erative events and postoperative pulmo-
nary complications.3 This risk must then
be balanced against the need for surgical
throughput, long hospital lengths of stay,
and the risks of further delaying surgery.

The patientsmost commonly affected
by being repeatedly triaged last are more of-
ten of a minority race (87.8% of the EGS
patients in this article), have public or
no insurance (82.1%), and/or require in-
terpreter services (not described). These
patients are also less likely to have other
options for care or access to follow-up
care after hospital discharge.4 The net re-
sult of these practices is a two-tiered sys-
tem in which well-insured patients receive
scheduled elective operations during the
day and vulnerable patients presenting
through the emergency department re-
ceive a lower standard of carewith no des-
ignated time for surgery. While it is not
clear if any of the New York hospitals
faced similar challenges, this experience
has been shared by many of our col-
leagues on theWest Coast and throughout
the Midwest.

Allocating resources across com-
peting surgical needs is especially chal-
lenging, particularly as a fee for service
payment model is being replaced by a
capitated care model. The expansion of
OR hours into the night must balance
the need to work through the backlog of
elective cases, regain lost revenue for
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COVID delayed elective surgery, and
meet emergency surgical demands. A hi-
erarchy of surgical urgency should be
agreed upon within each hospital system
to impartially decide when to delay elec-
tive surgeries to allow for timely urgent
inpatient cases and provide prompt OR
availability for emergencies. Consistent
transparent decision making, with adher-
ence to agreed upon plans, is paramount
to avoid the perception of bias. Thankfully,
bias-aware algorithms are being developed
to assist with automated prioritization of
surgical cases in real time. One such sys-
tem exists at Johns Hopkins Medical
Center; it takes into account surgical risk
factors, capacity requirements, and
COVID-19 risk factors. Similarly, the
American College of Surgeons provided
a 21-point scoring system to assist hospi-
tals with resource allocation and surgical
prioritization.5 Nonetheless, it will be im-
portant to maintain awareness of potential
biases that may exist within these algo-
rithms that may intensify disparities.

Hospital systems can enhance equity
by including measurements of patients’
social vulnerability into their prioritiza-
tion algorithms using data already cap-
tured within the electronic medical record.
The Social Vulnerability Index (SVI) is
a composite scale created by the Centers
for Disease Control for disaster planning
and mitigation.4 It includes four catego-
ries that contribute to population-level
social vulnerability: (1) socioeconomic
status, (2) household composition or dis-
ability, (3) minority status or language,
and (4) housing or transportation. These
data are readily available and can be
downloaded from the Centers for Disease
Control website in multiple formats.
Electronic medical records could calcu-
late SVI from the patient’s address. Anal-
ysis of SVI data across each category of
surgical urgency could ensure that equi-
table access to the OR is being provided
by institutions’ prioritization schemes.

It is of paramount importance that
we do not view the uptick in EGSmortal-
ity from March to May 2020 as an iso-
lated effect of public health measures
that have since passed, but instead view
it as a harbinger of ongoing challenges in
health care delivery. Changes are needed
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to protect both vulnerable patients and sur-
geons from undue physical and emotional
harm, including the moral injury that ac-
companies the struggle to balance conflict-
ing values. Hospital systems must ensure
that access to the OR is provided in a fair
and equitable way that does not exacerbate
existing disparities in health care delivery
for patients and surgical services alike.
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Response to “Separate
and unequal:

Pandemic-related
disparities in operating

room access”

To the Editor:

W e would like to thank Drs. Russo
and Jurkovich for their thoughtful

response to our recently published arti-
cle highlighting the early effects of the
COVID-19 pandemic on the emergency
general surgery (EGS) population of the
New York City Health + Hospitals net-
work, the nation’s largest municipal hos-
pital system. Our goal was to describe the
impact of statewide quarantine measures
on EGS admissions and mortality during
the first wave of the pandemic. We ob-
served both a significant decrease in ad-
missions and a significant increase in
mortality for EGS patients, both coincid-
ing with the peak of COVID infection
rates in our cohort. Their letter raises sev-
eral excellent points that we would like
to discuss.

In our original discussion, we pos-
tulated that delays in initial presentation
may have resulted in advanced disease
and higher severity of illness. Our col-
leagues raise the question of whether pro-
longed time to procedure may explain our
observed increase in mortality. However,
because of the constraints of our available
data, we were not able to analyze any
factors after admission that may have
produced further delays in care. We
agree that timely surgical treatment
can often be limited by staffing issues,
particularly in the context of overnight
and weekend shifts. As the burden of
these “add-on” cases continues to fall
on after-hour providers, optimal triage
and scheduling of urgent EGS cases re-
main a challenge.

More importantly, our colleagues
suggest that the negative impact of the
pandemic is merely a symptom of larger,
more longstanding issues in our existing
health care system. This is a sentiment
that we agree with wholeheartedly. The
mission of New York City Health + Hos-
pitals is “to deliver high quality health
services with compassion, dignity, and
respect to all, regardless of income,
served.
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gender identity, or immigration status.”1

The overwhelming majority of our EGS
patients falls under the category of high
social vulnerability and face multiple ob-
stacles to equitable health care delivery
and access. Although the cancellation of
elective surgery may have clinically
upstaged a subset of patients into the
EGS category, in our experience, many
patients with surgical disease have never
been evaluated by a surgeon before com-
ing to the emergency department. While
not specific to the EGS population, data
from our neighboring hospitals before
the pandemic report not only a high per-
centage of patients diagnosed with can-
cer in the ED but also worse surgical
outcomes associated with inpatient as
compared with outpatient resection.2

We suspect that these patients may not
have thought to seek out care in a nonur-
gent setting or were perhaps thwarted by
any number of barriers to primary care.
While hospital systems have a duty to pro-
vide equitable delivery of surgical therapies
to all patients, further work must be done
to expand access to the system overall.
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