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ear Editor, 

Since December 2019, a novel coronavirus named SARS-CoV-2

Severe Acute Respiratory Syndrome Coronavirus 2) was identified

s the causative agent of a respiratory syndrome named COVID-19

1] . During the following months, the virus rapidly spread around

he world, until the World Health Organization (WHO) defined

OVID-19 as a pandemic on 11 March 2020. Lombardy region was

everely hit by COVID-19 since February 2020, posing serious chal-

enges to healthcare system due to an extremely high number of

imultaneous cases. Our hospital (Fondazione IRCCS Ca’ Granda Os-

edale Maggiore Policlinico) is a tertiary care university centre lo-

ated in the centre of Milan and it is a referral centre for the

reatment of inflammatory bowel diseases (IBD). In order to deal

ith the difficult scenario due to the pandemic, our hospital, like

any others in Northern Italy, was deeply reorganized to ensure

n adequate care for the huge number of COVID-19 patients. Al-

ost all intensive care units (ICUs) were dedicated to COVID-19,

ew ICUs were created, and specialist departments, both medical

nd surgical, were reduced and merged into COVID-free wards. Be-

ause of such a rearrangement and according to national and in-

ernational indications [2 , 3] , only urgent surgical procedures were

llowed, while elective surgeries were drastically reduced and lim-

ted to oncological cases [4] . As a tertiary referral centre for the

urgical management of IBD patients, it was important to clearly

efine which complicated IBD cases were to be operated, by tak-

ng into account several variables including disease severity and

uality of life, presence of comorbidities, feasibility of an alterna-

ive procedure. According to the British Society of Gastroenterol-

gy (BSG) guidelines on the IBD management during the COVID-

9 pandemic [5] , routine elective operations should be deferred,

hile emergency procedures (e.g. colectomy in acute severe ulcer-

tive colitis [UC] or intestinal resection in septic complications of

enetrating Crohn’s disease [CD]) should continue. Complex surgi-

al IBD cases should also be deferred when possible and its timing

ust be regularly reviewed at multidisciplinary meetings, trying to

ptimize medical treatment (e.g. using partial or exclusive enteral

utrition regimens or draining abscesses in combination with an-

ibiotic therapy) and to avoid surgery or change the timing from

mergency to urgent or semi-urgent. In the case of subacute ob-

tructive symptoms, guidelines suggest the possibility to avoid or

elay surgery by using partial or exclusive enteral nutrition regi-

ens [5] . 

We hereby report our experience on surgical management of

BD patients as a high-volume centre located in a high-incidence

egion for COVID-19. 

 

ttps://doi.org/10.1016/j.dld.2020.08.039 

590-8658/© 2020 Published by Elsevier Ltd on behalf of Editrice Gastroenterologica Itali
From the beginning of March 2020 until May 2020, 8 IBD pa-

ients (4 CD and 4 UC, mean age 41 years, M/F 6/2) were admitted

o our hospital for an IBD-related urgent condition. All cases were

andled by a multidisciplinary team including surgeons, gastroen-

erologists, and radiologists. One of them (an 18-year-old man) was

reated conservatively after being discharged 2 weeks earlier from

 non-referral centre, and then admitted to our surgical depart-

ent for severe malnutrition and the presence of a pelvic abscess

aused by CD. He was treated with total parenteral nutrition and

ntibiotic therapy with regression of the abscess, successful rein-

roduction of oral nutrition, and was discharged after 20 days of

ospitalization. 

The remaining 7 patients underwent surgical treatment;

heir characteristics are summarized in Table 1 . Three of them

 1 CD and 2 UC ) were already followed-up by our IBD unit and

n indication for surgery was already posed. During the lock-

own period, they were monitored with regular contacts by

hone or e-mail, until symptoms and clinical condition wors-

ned, and the surgical approach could not be postponed fur-

her; at that point they were hospitalized . Three other patients 

 1 CD and 2 UC ) were admitted from the emergency department

ecause of an acute complicated presentation of IBD; the IBD was

reviously unknown in one case and already followed-up at our

entre in 2 cases. The remaining patient, with CD, was referred to

ur unit from a non-tertiary hospital due to a rapid worsening of

is IBD-related clinical condition. 

For all 7 patients the timing of surgery was defined on the basis

f how long surgery could be delayed without causing harm to the

atient: less than 24 h (emergency), 1 to 2 days (urgency), or 3

o 7 days (semi or delayed urgency) [6] . Surgical indications and

iming were as follows: 

- a 19-year-old male UC patient underwent emergency

surgery the same day of presentation. In January 2019

he received proctocolectomy with ileo pouch-anal anas-

tomosis and protective loop ileostomy for severe UC,

followed by the closure of the ileostomy in December 2019. 

Two months after the recanalization, a perforation of the

pouch developed, that evolved into purulent peritonitis with

septic shock: a new loop ileostomy was performed during the

emergency intervention. 

- two patients underwent surgery with urgency timing. A 36-

year-old man was operated for evolution into toxic megacolon

after failure of medical therapy (including rescue therapy with

infliximab) for severe UC; a laparoscopic total colectomy with

terminal ileostomy and closure of the rectum was performed.

A 47-year-old women developed an acute intestinal obstruc-

tion due to a long (100 cm) CD-related stenosing ileal segment,

which was resolved with a laparo-assisted 40 cm-long ileal re-

section and a 30 cm-long ileo-ileal anastomosis with atypical
ana S.r.l. 
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strictureplasty. Both these patients were operated after 2 days

of hospitalization. 

- four patients were operated with a delayed urgency timing.

In a 27-year-old man with previously unknown IBD, an open

right hemicolectomy was performed for severe inflammatory

mass with deep abscess in the right flank, suspected for CD

(at radiological end endoscopic examinations) and unresponsive

to medical therapy. It was later confirmed as CD at histology .

Two patients underwent surgery because of worsening of a

pre-existing sub-occlusive state: in a 67-year-old man with

long-standing UC, a laparoscopic total colectomy with termi-

nal ileostomy was performed due to a colonic stenosis; a

54-year-old man with CD underwent a laparo-assisted ileo-

caecal resection for a stenosis of the ileocaecal valve. The

remaining 68-year-old women, affected by UC, was treated

with a laparoscopic total colectomy for rapid clinical worsen-

ing of a moderate-severe steroid-dependent disease; a terminal

ileostomy was made. 

All the 6 patients operated in the urgent and delayed urgent

urgical setting were screened for COVID-19 before surgery. Two

asopharyngeal swabs for SARS-COV-2 were performed 24 h apart,

long with a chest X-ray followed by a chest CT scan were appro-

riate [7] . None of these patients tested positive. They were op-

rated in dedicated COVID-19-free surgical rooms and the surgical

echnique was the same as the one that would have been chosen

n the pre-COVID era. Regarding the case of emergency surgery, it

as not possible to wait for the result of SARS-CoV-2 swabs. Thus,

he surgery took place in a dedicated room for COVID-19 patients,

aintained at negative pressure and with a high frequency air ex-

hange; furthermore, an open approach was preferred, instead of

aparoscopic or laparo-assisted, according to the current interna-

ional guidelines [8 , 9] . 

For all surgical patients, the choice to perform the protective

leostomy was not affected by the COVID-19 status. 

Five out of the 7 surgical patients had a regular post-operative

ourse and were discharged within 9 days after surgery. One pa-

ient experienced a delayed canalization after a laparotomic in-

ervention, that prolonged the hospitalization and was discharged

n day 12. The patient who received the laparo-assisted ileocaecal

nastomosis developed a major surgical complication (anastomotic

eak with peritonitis and septic shock) which required an urgent

eintervention. 

COVID-19 did not develop in any patient after hospital dis-

harge over a 4-weeks follow-up period. All patients were

ollowed-up for at least 2 months after surgery, during which no

ate surgical complications or early disease recurrence were ob-

erved. All physicians involved in the IBD management underwent

egular SARS-CoV-2 swabs without any positive results . 

The challenging scenario related to the COVID-19 outbreak has

ontributed to highlight the importance, for an IBD-referral centre,

f having and maintaining an efficient integrated network with

eripheral centres; this in fact allowed patients from neighbouring

ospitals to be treated in a referral centre like ours, despite the

ifficulties related to the epidemic. The importance of multi-

isciplinary management of IBD patients must also be stressed.

ultidisciplinary team is composed by surgeons, gastroenterolo-

ists, and radiologists with large experience in the management

f IBD, and seems to be a key element for a successful treatment

ithout overloading the hospital facilities in such difficult times.

n our experience, this has led to avoid surgery whenever possible,

r to define the optimal timing for surgery once needed. More-

ver, urgency and delayed urgency timings allowed us to bring

atients to surgery with a known negative COVID-19 status, with

mportant implications in terms of logistical simplicity (i.e. using

f COVID-free surgical rooms); it also allowed us to overcome the
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OVID-19-related concerns about the use of laparoscopy and

he risk of a primary anastomosis execution. Furthermore, the

hoice of the minimally invasive surgical technique was not

ffected. Our case series finally showed that the rate of surgical

omplications has been similar to the pre-COVID era, as reported 

y other experiences [10] . Overall, our experience can serve as an

mportant example for other IBD referral centres, especially in the

ase of very challenging settings like the COVID-19 outbreak. 
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