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ADULT: PERIOPERATIVE MANAGEMENT: LETTERS TO THE EDITOR
THE IMPORTANCE OF
CORONAVIRUS DISEASE 2019
TESTING IN CARDIAC
SURGERY
To the Editor:

The extraordinary demands for managing pa-
tients with Coronavirus Disease 2019 (COVID-

19) has altered the Italian hospitals’ ability to provide
adequate care. With exponential increase of the COVID-
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19 population and a progressive reduction of resources,
the ability to provide surgical care has been rapidly
decreased.1 Although several surgical organizations devel-
oped guides for triaging patents with cancer, the selection
of candidates for cardiac surgery poses major challenges
given the rapid progression of the underlying disease and
the uncertain evolution of organ failure.2,3

Haft and colleagues4 provided an important guidance to
adult cardiac surgeons regarding the triage of patients with
cardiac disease. The document presents some useful general
rules to optimize hospital resources.4 However, little attention
is still given to these frail patients at high risk for COVID-19
infection and dissemination. Moreover, no clear indication
exists regarding the preoperative screening tests to be per-
formed before surgery with significant variations in practice
according to each institution.4 Our department of cardiac sur-
gery is a tertiary referral center providing cardiac service to
approximately 660,000 people in the region of Piedmont, in
the northwest of Italy. Our hospital was initially COVID-19
free, but, given the large increase of infected patients, it was
rapidly involved in themanagement of these patients. Howev-
er, as per hospital policy, patients admitted for cardiac surgery
were not tested for COVID-19 because they were receiving
elective but not deferrable surgery. From February 1 to April
15, 100 patients were admitted to our cardiac surgery depart-
ment. They were all symptomatic with a high prevalence of
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NewYorkHeart Association III or at high risk for rapidly pro-
gressive disease. At hospital admission, patients received
routine laboratory tests and chest x-ray but no specific test
for COVID-19. No patient showed any COVID-19–related
symptoms at the time of surgery. Among operated patients,
4 of them developed symptomatic COVID-19 infection dur-
ing hospitalization. One of them required intensive care unit
admission. In the same time period, 5 of 8 cardiac surgeons,
1 of 9 cardiac anesthesiologists, and 7 of 48 nurses became
COVID-19 positive and symptomatic. This has progressively
led to a dramatic reduction in the department activity, with a
75% of reduction of the daily surgical and clinical caseload.
Such dispersion of resources has consequently led to decen-
tralization of care and a delay of surgical treatment, with
6.6% of patients who died while on the waiting list. Thus,
our healthcare institutions should focus more on the triage
of patients with cardiac disease, considered at high risk of
COVID-19 infection. These patients should mandatorily
receive microbiological tests for COVID-19, even in the pres-
ence of unstable conditions, to decrease the risk of viral
dissemination and depletion of resources.
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REPLY: HAVEWE DONE
THE BEST THAT WE
COULD HAVE DONE?
Reply to the Editor:
In their letter to the editor,1 Maj and
diovascular Surger
colleagues cited the recently published
guidance document on cardiac surgical
triaging during the coronavirus 2019 (COVID-19) pandemic
by Haft and colleagues2 and raised the following points: (1)
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the absence of patient frailty as part of the triaging
process, (2) the potential collateral impact of deferring
patients on the cardiac surgery wait list during the
pandemic, and (3) the value of routine preoperative
COVID-19 testing in protecting both patients and health
care workers.

First, frailty is a well-established risk factor for increased
morbidity and mortality following cardiac surgery.3 The
recently-published National Institute for Health and Care
Excellence (NICE) guidelines have incorporated a measure
of frailty to guide clinical decisions in critically ill adults.4

We acknowledge that frail patients are likely at increased
risk for contracting COVID-19 (with an as of yet-to-be
determined impact on outcomes) and that frailty should be
considered when triaging patients both during the
surgical deferral phase of the pandemic and as part of the
“ramping back up” phase when the COVID-19 curves begin
to flatten.5

Second, delay in definitive therapy for certain cardiovas-
cular diseases may yield major adverse cardiac conse-
quences, including myocardial infarction, decline in
ventricular function, or sudden death. As such, we must
re-emphasize that for those patients in whom procedures
are being delayed and in whom alternative therapies are
not deemed appropriate, there is a critical need to proac-
tively monitor every patient on the surgical wait-list for pro-
gression of symptoms.2

Finally, we are saddened by Maj and colleagues’ ac-
counts of COVID-19 infection at their institution, first in
those patients with advanced cardiovascular disease who,
despite not having viral symptoms on admission, eventually
tested positive for COVID-19, and second, among the car-
diac surgeons, cardiac anesthesiologists, and nurses who
tested positive while serving on the frontlines. Many have
advocated for routine testing in an effort to mitigate the
risk of COVID-19 infection and transmission, but there re-
mains, at present, NO test available that can reliably rule out
COVID-19, particularly in the asymptomatic patient.5

Rather, testing must be complemented by well-established
risk-reduction strategies, including frequent screening,
e150 The Journal of Thoracic and Cardiovascular Sur
handwashing, physical distancing, use of personal protec-
tive equipment, and isolation of those at risk. Only then
will hospitals be able to provide a safe environment for their
patients and their health care providers in the “post-lock-
down, pre-vaccine” phase of the pandemic.6

Cardiac surgeons from across the world have drastically
changed their clinical practices in response to the COVID-
19 pandemic, and while published guidance statements
have provided a template by which these changes could
be carried out, they have not always accounted for the dif-
ferences that often exist between institutions, regions, and
countries. The letter by Maj and colleagues highlights the
realities that some of us face, and it is up to the global car-
diac surgical community to share knowledge, experiences,
and collect data to determine best practices so that we
may care for our patients and for each other to the best of
our abilities.
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