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COVID-19 complicates cardiac
surgical procedures and cardio-
vascular diseases. It is here to
stay, requiring cardiac surgeons
to adapt and prevail for the
betterment of our patients’
health.
Dominique Vervoort, MD,a and Tom C. Nguyen, MDb

Coronavirus disease 2019 (COVID-19) marks the start of a
new era, turning the cardiovascular community upside
down. In 5 months, more than 5 million cases have been
confirmed globally—millions more undoubtedly unde-
tected. COVID-19 presents with substantial pathologic
manifestations, and cardiac surgery in the COVID-19 era
represents unchartered territory. In the words of Martin Lu-
ther King, Jr, “Darkness cannot drive out darkness: only
light can do that.” With their excellent case report of coro-
nary artery bypass grafting (CABG) in a patient positive for
COVID-19 with 3-vessel coronary disease, Salna and col-
leagues1 bring informative light in times of darkness and
uncertainty. Despite normally being a low-risk procedure,
the patient died from postoperative acute respiratory
distress syndrome, probable myocarditis, and microangio-
pathic coagulopathy. Although the authors note that preop-
erative knowledge of COVID-19 would have altered their
management, they recognize that “[e]mergent cardiac sur-
gery cannot stop in the wake of a global pandemic.”1 We
agree and add that our Hippocratic oath to take care of pa-
tients cannot stop amidst rain, sleet, snow, or global crisis.
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CABGs are themost common cardiac surgical procedures,
with an operative mortality of less than 2% in the United
States.2 While little is known about performing CABGs in
patients with COVID-19, multisystemic complications
seem likely. Patients with COVID-19 present with largely un-
known pathophysiologic profiles, complicating the peri- and
postoperative course. Reports from Wuhan illustrated high
case fatality rates among COVID-19–positive thoracic surgi-
cal patients, hinting at concerning rates among cardiac pa-
tients.3 In addition, the currently low sensitivity of reverse
transcription polymerase chain reaction tests makes it diffi-
cult to adequately and timely assess preoperative COVID-
19 status, especially in emergent and urgent settings.4 We
navigate through the early, dark days of the “new
normal”—a challenge to which we have to adapt.
Clinical guidelines may, therefore, need to be reconsid-

ered during pandemics. Patients previously deemed most
suited for CABGs perhaps ought to undergo percutaneous
coronary interventions instead: even if suboptimal, the
less-invasive nature reduces hospital length of stay and war-
rants less exposure for patients and providers. Where
possible, preoperative screening and self-isolation provide
light into patients’ status. Careful preadmission and intrao-
perative precautions minimize risks of in-hospital infection,
whereas proper risk stratification should determine the
preferred intervention in light of disease severity and
COVID-19. Postoperatively, strict contact isolation is
necessary, and close monitoring is vital to timely respond
to complications.
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The unpredictable impact of COVID-19 leads us to reex-
amine contemporary practices, as illustrated by the fulminant
complications in the authors’ case report.1 Here, n equals 1
and further studies are clearly needed to unpack how practice
may have to adapt for the sake of our patients. Our field has
been threatened before but prevailed due to its innovative
spirit and unparalleled leadership. COVID-19 is here to
stay and in an ever-so-globalized world, future outbreaks
are not unlikely. As Martin Luther King, Jr echoed, “Dark-
ness cannot drive out darkness: only light can do that.” In
these times of darkness, we need light: only through time,
sharing experiences, and application of science can we
once more illuminate our patients’ lives.
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During the COVID-19 pandemic,
cardiac surgeons need to be
aware that undiagnosed infec-
tion can cause unexpected cata-
strophic complications after
Takashi Murashita, MD

The current coronavirus disease 2019 (COVID-19) pandemic
has had a significant impact on the practice of cardiothoracic
surgery. Owing to the increasing burden on clinical resources
and concern for nosocomial spread, the number of cardiac
surgery cases has decreased dramatically. One study showed
a 54% drop in cardiac surgical volume after restrictions were
implemented.1 The Society of Thoracic Surgeons recently
published a patient triage guidance statement for the
COVID-19 pandemic.2 All nonurgent cases are recommen-
ded to be deferred, whereas care providers need to contem-
plate the balance between the risk of delaying treatment
and the risk of acquiring nosocomial COVID-19.
urgent or emergent operations.
Because each hospital is encouraged to adopt a mech-
anism by which patients can be screened for COVID-19
infection perioperatively, many centers have started
screening all patients undergoing elective surgery. How-
ever, in urgent or emergent situations, such as type A
aortic dissection, acute coronary syndromes, and acute
valvular endocarditis, patients may need to be taken to
the operating room without being tested for COVID-19
infection.

In this issue of the Journal, Salna and colleagues3 report a
case of a patient who underwent urgent coronary artery
gery c October 2020
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