
Swanson Commentary
See Article page e91.
Commentary: Primumnon nocere
COVID-19 virus.

CENTRAL MESSAGE

Do not operate on elective
thoracic patients until the
COVID-19 pandemic subsides.
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Scott J. Swanson, MD

Thoracic surgeons need to factor in a new enemy, an
invisible virus that can be difficult to detect but wreaks
havoc and death for our patients. Until we have a more com-
plete ability to detect which of our surgical patients may be
harboring the coronavirus disease 2019 (COVID-19) virus
or have immunity, we should be extremely careful about
proceeding with any nonemergent surgery of the chest.
The article in the Journal by Huang and colleagues1 from
Wuhan demonstrates the insidious and devastating nature
of the COVID-19 virus in otherwise-healthy patients who
undergo a pulmonary lobectomy. Other issues for surgeons
to consider are the fact that many patients in our hospitals in
the near term will have this virus, making transmission to
our postoperative patients a potential problem despite all
conceivable precautions, and if our patients have a postop-
erative complication that requires a stay in the intensive
care unit or reintubation, it is possible the hospital will
not have the resources necessary to care for this patient.
As the patient’s doctor and surgeon, we must weigh the
variables andmake the best recommendation for the patient,
since it is very difficult for a patient with cancer to put all of
this into perspective. Most thoracic cancers that we operate
on can be deferred for a month or so without significant
From the Division of Thoracic Surgery, Brigham and Women’s Hospital, Boston,

Mass.

Disclosures: The author reported no conflicts of interest.

The Journal policy requires editors and reviewers to disclose conflicts of interest and

to decline handling or reviewing manuscripts for which they may have a conflict of

interest. The editors and reviewers of this article have no conflicts of interest.

Received for publication April 28, 2020; revisions received April 28, 2020; accepted

for publication April 28, 2020; available ahead of print May 12, 2020.

Address for reprints: Scott J. Swanson, MD, Division of Thoracic Surgery, Brigham

and Women’s Hospital, Boston, MA 02115 (E-mail: sjswanson@bwh.harvard.

edu).

J Thorac Cardiovasc Surg 2020;160:e95

0022-5223/$36.00

Copyright� 2020 Published by Elsevier Inc. on behalf of The American Association

for Thoracic Surgery

https://doi.org/10.1016/j.jtcvs.2020.04.143

The Journal of Thoracic and Ca
consequence. If the time period will be much longer, then
consideration for alternative treatments to bide time until
resection or in place of resection should be considered.
Regardless, a low-risk patient dying of an overwhelming
and currently untreatable infection with a relatively high
prevalence will be hard for any of us to rationalize.
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