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Coronavirus Disease 2019 (COVID-19) is a novel viral
disease that has spread rapidly worldwide, becoming a
pandemic. Among infected patients, around 20-30% of
patients will require intensive care unit (ICU) admission
due to acute respiratory distress syndrome [1]. Conse-
quently, the health care workforce allocation has been
widely disrupted at an institutional level in an attempt to
manage the surge of COVID-19 patients requiring ICU
care. While the workload has increased in all institutions
fighting the outbreak, intensivists and ICU nurses are at
risk of physical and mental exhaustion. Consequently,
anesthesiologists and non-ICU nurses are being re-assigned
to serve as in intensive care settings. As part of the general
effort, elective surgical caseload has been substantially
decreased to allow for better ICU and hospital bed capac-
ity. In this setting, surgical procedures should be restricted
to life threatening conditions requiring emergent surgical
management.

Regarding cancer surgery, most procedures have been
postponed. Due to the potential negative impact of treat-
ment delays on prognosis, surgical, and oncological soci-
eties have published guidelines to identify ideal clinical
situations when semi-elective cancer surgery can proceed,
and have suggested alternative management strategies to
the standards of care in clinical situations where primary
surgical treatment cannot be undertaken [2, 3].

Maintaining surgical quality standards, such as
enhanced recovery programs (ERP) after cancer surgery, is
of paramount importance to assure that cancer patients in-
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hospital stays are minimized, as inpatient resources need to
be redirected to COVID-19 patients. However, when facing
organizational disruption due to the COVID-19 outbreak,
adherence to ERP after surgery can be challenging. ERPs
rely on dedicated multidisciplinary teams including nurses,
anesthesiologists, and surgeons who ensure program com-
pliance for improved outcomes. Any disruption in this
teamwork may result in decreased compliance, leading to
variation in care, which, in turn, can impair postoperative
outcomes. Due to the outbreak, aside from the risk of
contracting COVID-19 infection, ERP members often
become focused on other objectives out of necessity.
First, due to re-assignment to another unit, ERP nurses
in charge of preoperative patient education and postoper-
ative monitoring and compliance might be unavailable.
Second, in the absence of dedicated ERP anesthesiologists,
non-ERP anesthesiologists assigned to cancer surgery cases
might be unaware of ERP guidelines [4, 5]. Consequently,
intraoperative goal-directed fluid therapy and opioid-free
anesthesia, both advocated by ERP guidelines, may not be
applied adequately and uniformly. Additionally, using
steroids for preventing postoperative nausea and vomiting
or non-steroidal anti-inflammatory drugs for pain control
remains disputed in the current setting. Anti-inflammatory
drugs, especially non-steroidal anti-inflammatory drugs,
have indeed been possibly associated with more severe
COVID-19 infection. To date, guidelines for the periop-
erative use of anti-inflammatory drugs in the setting of
COVID-19 are lacking. Third, from a surgical standpoint,
minimally invasive surgery is fully integrated into ERP
guidelines, yet, as scientific knowledge about COVID-19 is
growing daily, the risk of contracting COVID-19 due to
aerosol exposure during laparoscopic or thoracoscopic
surgery remains a possible concern. In this context, surgi-
cal societies have made recommendations for prevention of
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laparoscopic aerosolization. Based on these, institutional
policies should be established and enforced regardless of
the patient’s COVID-19 status. Finally, as we are all living
in these difficult times with significant pressures and con-
cerns, patients’ anxiety could hamper their adherence to the
ERP recommendations. Taken altogether, these constraints
may impede compliance to the protocol and question the
safety of applying ERP by non-dedicated teams.

It is the responsibility of the institutions and the medical
staff to reassure patients by creating safe postoperative
surgical wards and environments free of COVID-19 as
much as possible. Thus, preoperative screening of all
patients for COVID-19 is paramount. In the event of a
positive COVID-19 infection, elective cancer surgery must
be postponed, as the risk of postoperative complications
and possibly death may outweigh any survival benefit from
surgery [6].

In France, the nationwide emergency plan to fight the
outbreak started on March 13th. Regional health agencies
asked all medical institutions to cancel non-emergent sur-
gical activity. In our tertiary care referral center, while
emergency surgery is ongoing, the elective cancer surgery
caseload has been drastically reduced from 24 to 4 opera-
tive rooms per day. Very few cancer surgery procedures
remain scheduled upon validation at a daily multidisci-
plinary surgical meeting involving multiple surgical spe-
cialists such as surgical oncologists, urologists,
orthopedists, and neurosurgeons among others. Regarding
our digestive surgical oncology unit, this translates in a
decrease from 10 to 15 cancer surgery cases before the
outbreak to around 3 a week over the last 3 weeks.

In order to overcome the issues listed above, especially
regarding staffing issues, the following adaptations have
been made to maintain ERP: as our two ERP nurses have
been re-assigned to other units, ERP surgeons are respon-
sible for preoperative patient information and education;
regarding intraoperative compliance, all ERP anesthesiol-
ogy protocols have been made available by the ERP-ded-
icated anesthesiologists to guide those anesthesiologists
who are not familiar with ERP; additionally, although our
six ERP-dedicated anesthesiologists have been re-assigned
to the COVID-19 ICU, one remains available for most of
our elective cases; from a surgical standpoint, while half of
our surgical team rotates every 2 weeks, standard surgical
principles have not changed, and we continue to follow the
no-drain, no-gastric tube policy, as recommended by ERP
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guidelines; to maximize the safety of laparoscopic surgery,
we systematically use gas extraction devices throughout
each procedure; regarding postoperative care and moni-
toring, nurses from our inpatient unit are familiar with ERP
items, and they encourage patients for early mobilization
and eating; finally, while in person monthly meetings for
quality assessment are canceled due to social distancing,
quality, and safety control need to be continued through
video-conferencing and online newsletters.

It remains to be determined whether the current outbreak
will negatively impact the compliance with ERP. Never-
theless, we do believe that ERP after cancer surgery should
be maintained as much as possible, provided its safety is
ensured. Further, as the peak of the outbreak might soon be
reached, strained health care resources could persist over-
time, and all systems worldwide will remain firmly
impacted. As a result, the aforementioned issues might be
encountered for months to come. Updating guidelines to
help tailor ERP to the current situation could be of value.
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