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Abstract

Background: The novel coronavirus pandemic (COVID‐19) hinders the treatment of

non‐COVID illnesses like cancer, which may be pronounced in lower‐middle‐income

countries.

Methods: This retrospective cohort study audited the performance of a tertiary

care surgical oncology department at an academic hospital in India during the first

six months of the pandemic. Difficulties faced by patients, COVID‐19‐related in-

cidents (preventable cases of hospital transmission), and modifications in practice

were recorded.

Results: From April to September 2020, outpatient consultations, inpatient admis-

sions, and chemotherapy unit functioning reduced by 62%, 58%, and 56%, respec-

tively, compared to the same period the previous year. Major surgeries dropped by

31% with a decrease across all sites, but an increase in head and neck cancers

(p = .012, absolute difference 8%, 95% confidence interval [CI]: 1.75% — 14.12%).

Postoperative complications were similar (p = .593, 95% CI: −2.61% — 4.87%). In-

ability to keep a surgical appointment was primarily due to apprehension of infec-

tion (52%) or arranging finances (49%). Two COVID‐19‐related incidents resulted in

infecting 27 persons. Fifteen instances of possible COVID‐19‐related mishaps were

averted.

Conclusions: We observed a decrease in the operations of the department without

any adverse impact in postoperative outcomes. While challenging, treating cancer

adequately during COVID‐19 can be accomplished by adequate screening and

testing, and religiously following the prevention guidelines.
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1 | BACKGROUND

The novel coronavirus disease pandemic (COVID‐19) has pre-

cipitated the world into an unprecedented global crisis.1,2 Healthcare

systems all over the world have nearly collapsed in providing the

necessary care for this vast burden of sick patients. As a con-

sequence, emergency and elective care of non‐COVID patients have

been drastically impacted. Logistics have been adversely affected,

with an ensuing diversion of resources causing severe roadblocks in

managing other major health issues like cancer.

Surgery is one of the cornerstones of oncological management.

However, for a disease that primarily involves the lung parenchyma

with consequent inflammation (Figure 1) leading to nearly every

sixth patient developing acute respiratory distress syndrome, pul-

monary function is adversely impacted leading to a further hindrance

in performing surgery.3,4 As a large tertiary care teaching institute,

our centre has been shouldering, along with others, the responsi-

bilities of managing COVID‐19 in India's most populous state ca-

tering to a populace of 200 million. Nationwide and state lockdowns

which were initiated in the later part of March 2020 prevented pa-

tients from reaching the hospital. For patients with cancer, where

appropriate and timely surgery is vital for achieving good outcomes,

this is likely to have serious repercussions.

It is quintessential to continue care of the cancer patients even

during a pandemic. Nevertheless, this care must not compromise the

safety of patients and healthcare professionals. We have walked

through these turbulent times with utmost safety and care. Time has

taught us several lessons, and we have continuously modified our

approach to minimise the recurrence of such adverse events. This

paper describes our experience during the first 6 months of the

COVID‐19 pandemic, including the functioning of our department,

clinical outcomes, the problems faced by the patients, and the les-

sons learnt during this period.

2 | METHODS

This retrospective cohort study was conducted at the Department of

Surgical Oncology at an academic university hospital in north India.

Being one of the oldest surgical oncology departments in India, we

considered it our responsibility and continued cancer care during this

pandemic. We have a prospectively maintained structured database

of patients presenting in the department for receiving treatment. In

this study, we included all patients that received any form of treat-

ment at the Department of Surgical Oncology in the last 6 months,

during the COVID‐19 pandemic (April to September 2020) including

outpatient visits, inpatient admissions, chemotherapy, and major and

minor surgical procedures. Only patients with a histopathology or

cytopathology proven malignancy were included. All procedures

were carried out per the principles laid out in the Declaration of

Helsinki, following the international guidelines for Good Clinical

Practice. The institutional ethics committee allowed a waiver of

formal approval in light of the retrospective nature of the study and

the ongoing pandemic situation.

Details of outpatient attendance, teleconsultations, total in-

patient admissions, major and minor surgical procedures were re-

corded. Mortality, morbidity, and COVID‐19 infection in patients

were recorded. We compared this data with six months of our

F IGURE 1 Acute inflammation and the
novel coronavirus disease (COVID‐19) [Color
figure can be viewed at
wileyonlinelibrary.com]
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pre‐COVID‐19 average clinical work from the same period of last

year (April to September 2019). We also audited the COVID‐19
related incidents in these six months (including preventable cases of

hospital transmission and avoided mishaps), their causes, the effect

on the functioning of the department and how they have modified

our current practice. Data was collected from patients about their

difficulties faced routinely at the outpatient department (OPD) or on

admission.

2.1 | Statistical analysis

Descriptive statistics were used to describe the data. Categorical

variables were compared using the χ2 test for proportions. All tests

were two‐sided with a significance level set at a p value of .05. Dif-

ferences in proportions were reported as applicable, along with 95%

confidence intervals (CI). The data were analysed with IBM SPSS

Statistics software version 24 for Linux (IBM Inc.) and R software

(https://www.r-project.org). Data were compiled and analysed during

October and November 2020.

2.2 | Operational strategies used by the
department during COVID‐19

Our hospital is the largest tertiary care academic university centre in

the most populous state of India, and it was at the forefront of

managing the pandemic. The hospital was sectioned into COVID and

non‐COVID zones. All patients seeking elective treatment at the

OPD of the hospital were required to take an online appointment

from a government portal (https://ors.gov.in/index.html). Patients

presenting to the emergency room were initially screened at triage,

and then tested and kept at a holding area, and then referred to the

respective departments for treatment, or to a dedicated COVID unit

depending on their COVID‐19 status.

The dedicated COVID unit of the university was initially started

at the main campus, but later relocated to a larger standalone facility

about 500m from the main campus realising the need for additional

surge spaces and to keep the infectious facility away from the centre

of the hospital. It had isolation facilities, intensive care units, emer-

gency operation theatre services, and separate facilities for paedia-

tric, obstetric, and surgical patients. The facility was manned by

teams of healthcare workers that were on round‐the‐clock emer-

gency duties, rotated by two weekly shifts from various departments

of the university. The university also maintains a dedicated in-

formation portal on its website (http://www.kgmu.org/covid-19.php).

2.2.1 | Strategies for healthcare workers

Healthcare workers were instructed to follow the meticulous prac-

tices of hand hygiene, wearing masks, following social distancing

norms, and avoiding group meals. Educational activities were

performed via internet‐based applications. From 24th July 2020,

every healthcare worker had to submit daily self‐declaration re-

garding exposure and COVID‐19 like symptoms.

N95 masks and face shields were used in the OPDs and oper-

ating theatres, and three‐ply surgical masks elsewhere. Except for

some shortages in personal protective equipment in the initial weeks

of the pandemic, PPE was adequately available for rational use

during surgeries. Usually, healthcare workers were tested for

COVID‐19 in the event of suspected contact with a COVID‐19‐
positive patient or in case of symptoms. During September 2020

when the number of cases among healthcare workers in the uni-

versity was rising, the entire university was screened and tested for

the virus.

2.2.2 | Strategies for operating the OPD

The underlying philosophy was to decrease crowding in OPD. In-

itially, we used to see all patients reporting to the surgical oncology

OPD without any limit (about 200–250 patients in a day). This could

potentially lead to a violation of social distancing norms and forced

us to limit our OPD to 50 patients in a day, as per the institutional

recommendations. Follow‐up times were extended. All the patients

were screened by a validated checklist (Table 1) developed by the

department before the consultation. Patients were kept at a distance

of a minimum of 2metres. All doctors and other healthcare workers

used appropriate protective gear in the OPD. Teleconsultation fa-

cilities were offered.

2.2.3 | Strategies for preoperative management

This was based on international guidelines, and reinforced by in-

stitutional recommendations.5–8 The primary strategy was to de-

crease inpatient admissions (inpatient department) and the

elective surgical load. To achieve this, neoadjuvant treatment

options were explored as appropriate in consultation with other

departments by a multidisciplinary team approach (especially for

borderline inoperable patients, locally advanced patients etc.) and

surgery was deferred in patients with stable disease who could be

maintained on chemotherapy, metronomic or otherwise.9 Pre-

operative multidisciplinary tumour board meetings were held on

web‐based applications.

In the initial days of the pandemic when the number of cases in

India was less than 1500 cases overall (23rd March to 19th April

2020), we were screening patients by a checklist only (Table 1),

which included history and temperature recording. Patients who

gave a response of yes to any question, or had a fever on tempera-

ture recording were referred to an in‐hospital fever clinic for eva-

luation. After the COVID‐19 cases increased beyond 1500 but

before established community transmission (20th April to 3rd July

2020), we routinely started to test patients for COVID‐19 as part of

preoperative workup.10 From July 2020, with increasing concerns of
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community transmission, we also started COVID‐19 testing of one

attendant of the patient who would stay with him in the perio-

perative phase in the wards. In our university, COVID‐19 test is

performed either by TaqMan probe‐based real‐time reverse

transcriptase‐polymerase chain reaction (RT‐PCR) method or True

Nat assay for the screening (E gene) and confirmatory (Orf1a)

targets.11

2.2.4 | Strategies used during surgery

From the beginning of the pandemic, operating surgeons used N‐95
surgical masks and face shields during surgery. Operative theatre

staff took standard precautions. During intubation and tracheost-

omy, full personal protective equipment was worn. Minimal staff was

kept in the operation theatre during intubation and surgery.

2.2.5 | Strategies in postoperative management

All healthcare workers took full precaution wearing at least three‐ply
surgical mask at all times. Combined ward rounds were done with

minimum personnel possible. We tried to discharge patients at the

earliest. Patients were informed of the availability of teleconsultation

in case of any emergency. Routinely, patients were seen on follow‐up
after four weeks with a mandatory COVID‐19 RT‐PCR report.

TABLE 1 COVID‐19 standard operating protocol

Personal protection

Following steps shall be taken by ALL employees in the department

Hand hygiene Meticulous practice of hand hygiene including washing with soap and water (for at least 20 seconds using the

standard six steps) and use of 70% alcohol‐based hand sanitizers.

Masks All employees to wear masks at work. Surgical masks (disposable, 3‐ply) or washable double‐layered cotton cloth

masks shall be used. Use N‐95 masks in case of aerosol‐generating procedures.

Social distancing Physical distancing, preferably of 2 metres shall be practiced.

Prophylactic treatment No prophylactic medical treatment is planned as there is an absence of strong guidelines.

Self ‐declaration Exposure and COVID‐19 symptoms (From 24th July 2020)

Patient management

Patients will be triaged at all levels of care with a checklist for COVID‐19 combining history and body temperature measurement (thermal scanning/

digital thermometer).

Outpatient department (OPD) The underlying philosophy shall be to decrease crowding in OPD, decrease admissions and decrease the elective

surgical load. To achieve this follow‐up times would be extended, neo‐adjuvant treatment options would be

explored if feasible (especially for borderline inoperable patients, locally advanced patients) and surgery would

be deferred in patients with stable disease.

Chemotherapy Following the initial triage patients will receive chemotherapy. Short courses/therapy times/oral drugs shall be preferred.

Inpatient department (IPD) Triage would be reviewed and repeated using the checklist. Patients in Surgical Oncology Ward would be allotted

beds with adequate distancing (one to two vacant beds between patients).

Patients being considered for surgery would be rigorously checked for the absence of COVID‐19 symptomology.

Mandatory RT‐PCR COVID testing for patients before admission (Started from 15th June, 2020).

Mandatory testing for attendants accompanying patients from (Started from 4th July, 2020).

Operation Theatre Additional diligence in asepsis, inter‐personal protection (especially for anaesthesiologists and the surgical team)

would be undertaken at all points of time.

RT‐PCR COVID‐19 testing before surgery (Started from 20th April, 2020).

Managing COVID‐19 positive

patients with cancer

No surgery or anticancer therapy is contemplated in nonemergency situations.

Checklist

1 History of (H/O) Fever/Upper respiratory tract infection (URI) Yes No

2 H/O Travel (Domestic/International) Yes No

3 H/O Contact with any foreign returnee Yes No

4 H/O Fever in the immediate family Yes No

5 Temperature Recorded
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The standard operating protocol followed has been briefly described

in Table 1.

2.2.6 | Strategies for radiation therapy

There is a dedicated radiotherapy department in the university that

functions in conjunction with the surgical oncology department. The

radiotherapy department kept functioning throughout the pandemic,

although patient numbers were decreased as compared to nonpan-

demic times. The department mandated two‐weekly testing of all

cancer patients who were on treatment with radiotherapy, including

the testing of one attendant. Modifications were made in treatment

delivery with the possible avoidance of more advanced or complex

radiotherapy techniques requiring longer times for planning and

verification, the use of induction chemotherapy in sites where it was

evidence‐based, the use of hypofractionation, and proper adminis-

trative handling of all healthcare workers.2

3 | RESULTS

3.1 | Metrics related to the functioning of the
department

From April to September 2020, a total of 20,822 and 2,840 patients

were seen in the outpatient clinic and received inpatient treatment, a

decrease of 62% and 58%, respectively, from the same period the

previous year (Table 2). The department also recorded an average of

nearly 500 teleconsultations per month during the 6 months.

Neoadjuvant and adjuvant chemotherapy was administered to 2,150

patients, compared to the usual 6‐month average of 4,896 patients,

reflecting a decrease of nearly 56%.

There was an overall decrease in the number of major surgeries

performed and surgeries across all disease sites, with the most

common sites operated being head and neck, gastrointestinal, and

genitourinary. However, there was a significant increase in the pro-

portion of head and neck cancer patients operated upon although

the absolute numbers were lower than the previous year (p = .012;

absolute difference 8%; 95% CI: 1.75% — 14.12%). On average,

about 82 patients were operated by each consultant surgeon in

these 6 months against 119 patients on usual days from last year.

The incidence of postoperative morbidities was similar to the

previous year overall (p = .593; 95% CI:−2.61%–— 4.87%) and across

disease sites (Table 3). Postoperative complications (Clavien‐Dindo)

were similar (p = .315; 95% CI: −1.86% — 6.11%). The most common

grades of complications were Grades II and III during the current

period and Grades I and III in the previous year. Postoperative

mortality was recorded in five patients (1%). In the last six months,

none of our postoperative patients (n = 410) were found to be

COVID‐19 positive during the period of hospital stay. However, two

of these patients (0.5%) were found to be COVID‐19 positive later

on, but within the postoperative period of 30 days. This can be at-

tributable to our rigorous screening protocol.

3.2 | Difficulties faced by patients

The most common difficulties encountered by patients attending

OPD were lack of transportation (58%), apprehension of COVID‐19
infection (52%), and financial issues (36%), or logistic issues (17%)

(Table 4).

Nearly 400 patients who had been kept in the waiting list for

surgery in the department did not turn up. Common reasons for the

inability to keep an appointment for surgery were apprehension of

COVID‐19 infection (52), inability to arrange finances (49%), or un-

awareness about the functioning of the department (47%) (Table 4).

3.3 | COVID‐19 related incidents

During these six months, we encountered two COVID‐19 related

incidents in our department (Table 5). The first happened on the 4th

of July, 2020, when a patient of gallbladder cancer was admitted for

surgery. This patient was wrongly labelled as COVID‐19 RT‐ PCR

negative. This human error resulted in the exposure of ten resident

doctors, nine healthcare workers, and three patients, leading to the

cessation of operative care for a week. The second incident hap-

pened on the 19th of August 2020, when a nursing staff in our

preoperative ward continued to work and ignored symptoms of mild

sore throat. Later on, she was investigated and found to have

COVID‐19 infection. This catastrophe resulted in infecting three

patients and 21 healthcare workers, including three resident doctors.

All the faculty members of the department were exposed as sec-

ondary contacts leading to the closure of operative services again for

a week (Table 5).

3.4 | COVID‐19 related incidents avoided

Taking cues from the previous two COVID‐19 incidents, we were

able to prevent at least 15 events between the period of July to

September. Fifteen patients who were either planned for surgery

(11) or chemotherapy (4), or their relatives were found to be

COVID‐19 positive. In three patients who were planned for surgery,

the accompanying relatives tested positive for COVID‐19. We were

able to identify them because of our policy of admission only after

checking a recent COVID‐19 RT‐PCR test report (<1 week) of the

patient, and one attendant and again verifying it on the government

portal for COVID‐19.12 Patients that became positive were sent to

the dedicated COVID‐19 unit of the university and underwent the

required isolation and treatment. For patients whose relatives

(contacts) were found to be positive underwent retesting after

7 days.
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4 | DISCUSSION

The COVID‐19 pandemic has resulted in a significant problem of

providing care for cancer patients. The difficulty is both at the level

of patients who are unable to reach hospitals for appropriate care

and also the inability of the hospitals to deliver services in the

constrained environment of the pandemic. Hospitals, in general, are

overwhelmed with the care of COVID‐19 patients, and there are

safety issues for medical and paramedical staff.

Given these circumstances, it is hardly surprising that the clinical

services of the department have fallen drastically. OPD attendance,

chemotherapy and elective surgery have reduced substantially. We

TABLE 2 Impact of the pandemic on various services offered in the department

Services (half‐yearly), April to
September

Number (%)

in 2019

Number (%)

in 2020 Inference p Value

Difference between proportions

(95% confidence interval)

OPD 20822 7973 62% Decrease

IPD 2840 1184 58% Decrease

Chemotherapy 4896 2150 56% Decrease

Teleconsultation Not recorded 3476 –

Major surgeries 598 410 31% Decrease

Head and neck

Composite resection for oral cancer

Laryngectomy

Thyroidectomy

Parotidectomy

Parapharyngeal tumour excision

Excision of skin tumours

310 (52%) 248 (60%) 8% Increase .012 1.75% — 14.12%

Gastrointestinal and

hepatopancreatic biliary

Whipple's procedure

Radical cholecystectomy

Gastrectomy

Colectomy

Excision of retroperitoneal tumour

108 (18%) 66 (16%) 2% Decrease .409 −2.81% — 6.60%

Genitourinary

Nephrectomy

Penectomy

Staging laparotomy

Cytoreductive surgery

Radical hysterectomy

Vulvectomy

78 (13%) 43 (11%) 2% Decrease .341 −2.20% — 5.97%

Thorax and breast

BCS, MRM

Esophagectomy

Mediastinal mass resection

Pneumonectomy

49 (8%) 28 (7%) 1% Decrease .556 −2.47% — 4.22%

Others

Sarcoma

Skin tumours

53 (9%) 25 (6%) 3% Decrease .081 −0.41% — 6.20%

Minor Surgeries

Biopsy

Chemo port insertion

Suturing

Flap delay and division

Upper GI endoscopy

Lower GI endoscopy

Video laryngoscopy

Colposcopy

712 389 45% Decrease

Note: Numbers in parentheses indicate proportion with respect to the number of major surgeries.

Abbreviations: IPD, inpatient department; OPD, outpatient department.
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TABLE 3 Details of postoperative complications

Number (%) before

COVID‐19 Number (%) p Value

Difference between proportions

(95% confidence interval)

Postoperative morbidity 53/598 (9) 43/410 (10) .593 −2.61% — 4.87%

Head and Neck cancer 27/310 (8) 30/248 (12) .114 −0.97% — 9.28%

Oro‐cutaneous fistula 15 15

Surgical site infection 15 10

Flap loss 03 03

Bleeding 01 02

Wound dehiscence 01 02

Pharyngo‐cutaneous fistula 00 02

Chyle leak 01 01

Pneumonia 00 01

Ophthalmic nerve paresis 00 01

Hypocalcaemia 00 01

Gastrointestinal and hepato‐
pancreaticobiliary cancer

12/108 (11) 07/66 (11) 1.000 −9.13% — 10.82%

Anastomotic leak 00 02

Surgical site infection 10 01

Delayed gastric emptying 00 01

Ileus 00 01

Pancreatic fistula 02 00

Bile leak 01 00

Wound dehiscence 02 00

Genitourinary tract cancer 06/78 (8) 02/43 (5) .536 −8.73% — 11.91%

Surgical site infection 04 02

Fistula 01 00

Dehiscence 01 00

Thorax and breast cancer 04/49 (8) 03/28 (11) .662 −10.10% — 20.25%

Surgical site infection 03 01

Air leak 00 01

Delirium 00 01

Fistula 01 00

Flap necrosis 01 00

Others 03/53 (6) 01/25 (4) .716 −14.02% — 12.36%

Graft loss 00 01

Surgical site infection 03 00

Postoperative complications

(Clavien‐Dindo grade)

60/598 (10) 48/410 (12) .315 −1.86% — 6.11%

I 29 (5) 04 (1)

II 01 (1) 18 (4)

III 23 (4) 20 (5)

IV 00 (0) 01 (1)

V 07 (1) 05 (1)
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saw only 38% of our usual OPD load. Our total admission and che-

motherapy dropped by more than 50%, and major and minor surgical

procedures dropped by about 31% and 45%, respectively.

Several tertiary level academic oncology centres from India have

reported their experiences of cancer surgery during the pan-

demic.13–19 India's largest oncology centre was reported to have a

decrease in operated cases by a third.20 Shrikhande et al.13 reported

outcomes in a large cohort of 494 patients from the same centre

albeit performed over a smaller duration of 2 months with a similar

incidence of postoperative complications as the present study. In the

cohorts reported by Sultania et al.14 and Pai et al.,17 56 procedures

and 184 major procedures were done, respectively. The incidence of

postoperative complications was again higher than our present

study, and one and three cases of mortality were reported,

respectively.14,17 Ramachandra et al.15 describe the outcomes in 359

operated patients from a large centre in south India, with a similar

incidence of postoperative complications as our study and one death.

In our study, the incidence of Grades II and III complications in the

present scenario, as opposed to more Grades I and II complications in

the previous year, maybe due to an attempt by the surgeons to

intervene on the complications to facilitate early discharge. Inter-

estingly, in the studies from Tata Memorial Hospital13 and Ruby Hall

Clinic,19 there were no postoperative deaths.

While these cohorts have characterised demographics, type of

surgeries, and outcomes including complications, there is no direct

comparison as such to their functioning as compared to the pre‐COVID‐
19 phase. Recently, Subbiah et al.16 from Chennai, India have published

their experience with 234 major and 1738 minor procedures performed

over 5 months during this period. They report decreases of 63.5%,

61.6%, 64.5%, and 55.4%, respectively, in outpatient visits, inpatient

admissions, major, and minor procedures with a proportional decrease

across disease sites. In that context, our degree of decrease while si-

milar for outpatient and inpatient visits were lower for major and minor

surgical procedures.16 A prospective matched study of surgical cases

from the United States reported a decline across all subspecialities, with

the maximum decrease in sarcomas. For them, the decline was

significant only after the country had declared a nationwide emergency

and not at the onset of the pandemic.21

The decision regarding which patients to operate during this

crisis is hardly easy. Several guidelines or recommendations have

come up recommending the selection of patients for surgeries and on

preoperative testing.7,22–30 In general, we have operated on patients

where curative intent surgery was feasible and neoadjuvant treat-

ment was ineffective. Complex and borderline surgical procedures

were done after diligent workup, screening and COVID‐19 testing.

To minimise complexities associated with surgical procedures and

facilitate early postoperative recovery, we utilised locoregional flap

more often than microvascular flap reconstruction in head and neck

cancers.31 A recently published questionnaire‐based cross‐sectional
study reported better preparedness in Tier‐1 Indian cities, public

institutions, and specialist oncology institutes.32

Since the problem of COVID‐19 seems unlikely to be resolving

soon, the effect on cancer patients who could not reach hospitals in

time or where surgery was not possible is a problem which cannot be

addressed promptly. The consequences of delaying surgery will be

detrimental for the patients and will result in the deterioration of

their quality of life. A significant proportion of these cancer patients

may not be amenable to curative surgery in the future due to disease

progression. Hence, a contingency plan needs to be in place.33,34

4.1 | Modifications in practice after COVID‐19
related incidents

Bad experiences always stand to make people wiser. The COVID‐19
related mishaps taught us the method of dealing with these pro-

blems. To decrease the workload in OPD, we have started tele-

consultation in our department.35–37 Patients can contact any

consultant by voice call during the day. If required, the consultant

will ask the patient to upload reports on a particular email address

generated for this propose, and can also visually examine the patient

by video call. This teleconsultation is very good in patients who are

TABLE 4 Difficulties faced by patient
and reasons of inability to keep an
appointment for surgery

Difficulties faced by

patients who attended

OPD, number (%)

Reasons for inability to keep

surgical appointment,

number (%)

Problems faced by patients (Total patients, n = 7973) (Total patients, n = 389)

Transportation 4624 (58) 154 (40)

Apprehension of COVID‐19
infection

4209 (53) 204 (52)

Acquiring movement pass 1363 (17) 36 (9)

Arranging finances 2894 (36) 191 (49)

Arranging meals during travel 1538 (19) 0 (0)

Unawareness about the

functioning of the department

0 (0) 184 (47)

Lack of social support 0 (0) 71 (18)
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on follow up and can avoid long‐distance travel. It also helps in

screening individual patients who are candidates for surgical

intervention.

After the first incident, we modified our practice, and in addition

to RT‐PCR testing of the patient before admission, we also mandated

testing of an accompanying attendant. We rely only on a recent RT‐
PCR report (<1 week). We have also restricted the number of at-

tendants allowed with patients in the ward. We have started doing

routine RT‐PCR testing of all patients who were due either for

chemotherapy or some minor procedures. We verify all reports from

the government portal site. A limitation of accepting RT‐PCR report

for up to 1 week is that the patient can become positive during those

seven days. However, patients were admitted in the ward with

adequate distancing, counselled about hand hygiene and personal

protection, and were prevented to leave the wards post‐admission to

reduce this probability.

After the second incident, we started the policy of filling self‐
declaration form from all healthcare workers daily to confirm that

they are neither exposed nor have any flu‐like symptom. Replace-

ment of injectable drugs or antibiotics with their oral counterparts

was done as far as possible further to avoid close contact between

staff nurses and patients. All the patients were asked to wear a mask

at all times, self‐temperature monitoring, minimal interpatient in-

teraction, and counselled for frequent hand washing and proper sa-

nitisation. The incidents which occurred in our department were

avoidable. They were mainly due to human errors. One was due to

incorrect manual stamping of the report, and second, was due to

delayed self‐reporting of symptoms.

These mishaps which occurred in our department taught us a

lesson that the present scenario is somewhat like fighting in a war-

zone; one may have bombardment from the outside (e.g., the first

accident in our department) or from the inside, like a clandestine cell

system or sleeper cells (e.g., the second accident in our ward).38 It is

thus essential to safeguard oneself by proper screening, testing,

verification of reports and promotion of teleconsultation. It is even

more critical to prevent oneself from becoming this sleeper cell by

following strict preventive personal and social guidelines (like social

distancing, wearing proper protective gear religiously and avoid

gatherings) and prompt self‐reporting of exposure or symptoms re-

lated to COVID‐19. Although there may be a need to ration personal

protective equipment on occasions, it should not leave healthcare

workers exposed.39

5 | CONCLUSION

In addition to managing and treating COVID‐19 patients on a priority

basis, there is an often unmet need to treat non‐COVID‐19 patients

simultaneously so that their morbidity and mortality can be de-

creased to a reasonable limit. To this end, segregation of hospitals

into COVID and non‐COVID zones, ramping up testing of non‐
COVID‐19 patients, and arranging appropriate safety equipment for

medical personnel is reasonable. We can only serve if we are safe,T
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and there can be a no bigger misfortune than infecting patients

during treatment. Thus, rigorous screening and testing of the pa-

tients, promoting teleconsultations, following the prevention guide-

lines, prompt self‐declaration of exposure or symptom by healthcare

workers is key to success in this battle. The principles of “lead well,

choose well, cut well, stay well” are more applicable now than ever.40
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