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Abstract 
 
The devastating burden of COVID-19 on the health of individuals and capacities of health 
systems has led to blanket cancellations of elective surgeries globally. In response, surgery and 
anesthesia societies worldwide have published perioperative guidelines to inform the 
continuation of elective surgical procedures during the pandemic and the resumption of services 
in the intra- and post-pandemic phase. The effects of these widespread cancellations on the 
health of patients or the overall cost to the health systems are unclear but emerging anecdotal 
evidence is painting a grim picture. This commentary aims to review the current literature on the 
cancellation of elective surgeries in response to the COVID-19 pandemic, summarize broad 
recommendations from recently developed perioperative guidelines, and discuss key 
considerations for the resumption of elective surgeries in the intra- and post-pandemic world.  
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Introduction 
 
The COVID-19 pandemic and its resultant toll on individuals of all ages have severely 
overwhelmed the capacities of healthcare systems worldwide. In the midst of managing an 
ongoing and rapidly evolving pandemic—and ensuring capacity for anticipated surges—the past 
year has seen blanket cancellations of elective surgeries globally (1). 

In comparison to emergency surgeries, elective surgeries are procedures that are 
scheduled in advance for conditions that are not acutely life- or limb-threatening. However, 
‘elective’ does not equate to optional. Rather, the line between urgent and non-urgent for many 
elective procedures is blurry, with many procedures potentially a life-changing option for 
patients. For instance, while vascular surgeries may be scheduled as elective, cases of limb 
ischemia or aneurysmal disease are still urgent and require immediate treatment (1,2). The 
protracted delay of elective operations, such as tumour resections or hip replacements, runs the 
risk of increased morbidity, decreased quality of life, and increased costs for individual patients 
due to increased disability and time off from work (3). 

Some arguments in favour of the cancellation of elective surgeries include protecting 
patients and healthcare providers from risks of in-hospital COVID-19 transmission, increasing 
availability of ICU beds for COVID patients, preserving PPE, and redirecting surgeons and 
perioperative teams to provide support in other areas, such as critical care (4). A retrospective 
cohort study from China on asymptomatic patients undergoing major surgery during the 
incubation period of the COVID-19 infection found that intensive care was required by 44% of 
the patients due to COVID-19 disease progression postoperatively, with a 20% mortality rate 
post-ICU admission (5). However, the evidence was considered low quality and the sample size 
was small. Despite limited evidence, the fear of COVID-19 transmission led to blanket 
cancellations of elective surgeries worldwide in the initial peak of the pandemic without 
knowledge of short- or long-term impacts on individual patient health and health systems. 

The issue has since become a matter of policymaking by individual institutions and 
regional healthcare bodies—balancing the risk of harm due to delay of elective procedures 
against the possibility of increased exposure to COVID-19 in hospitals. A study in Ontario 
estimated the surgical backlog between mid-March to mid-June 2020 to be over 148,000 
surgeries, with an estimated time of 84 weeks needed for clearance (6). Results from the study 
demonstrated a drop in surgical volume by 38% for cancer, 42% for cardiac, 73% for vascular, 
81% for transplant, 94% for pediatric surgeries, and 96% for other adult surgeries in April 2020 
compared to April 2019. For many of these patients, at best, cancellations equate to a prolonged 
wait to healing. At worst, they equate to progressively debilitating pain/complications and the 
potential for irreversible disease progression.  
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Development of surgical triage guidelines  
 
Back in March 2020, when Italy’s health system became incapacitated by the pandemic, the 
Italian College of Anesthesia, Analgesia, Resuscitation, and Intensive Care released guidelines 
for triaging care. These guidelines included factors such as age, comorbidities, and pre-existing 
functional status in the algorithm for decision-making regarding ICU admissions (7). Since then, 
several surgery and anesthesia societies have published guidelines regarding the provision of 
surgical care during the COVID-19 pandemic, many of which balance broad public health safety 
considerations and resource availability with individual acuity of need. 

The Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) and The 
European Association for Endoscopic Surgeons (EAES) released recommendations regarding 
surgical response during the pandemic (8). Their guidelines suggested postponing elective 
surgical and endoscopic procedures based on the burden of COVID-19 locally, general 
recommendations for procedural considerations (i.e., dedicated ORs, minimizing OR staff 
numbers, etc.), and practical measures for laparoscopic, endoscopic, and other surgical 
procedures.  

The American College of Surgeons (ACS) statement focused on emphasizing regional 
cooperation to ensure capacity and resources for surgical procedures, principles for prioritization 
strategies (i.e., phased re-opening of ORs, specialties’ prioritization, etc.), and discussed 
considerations for surgical care from the preoperative phase to post-discharge care planning (9). 
The ACS further published individualized guidelines for various types of surgeries (i.e., vascular 
surgery, pediatrics, etc.) aimed at facilitating local decision-making (10). Others, such as the 
Federation of Surgical Specialty Associations (U.K.), have published regularly updated 
guidelines that define appropriate timelines based on the type of condition and procedure (11). 
For example, an aortic dissection or empyema with sepsis should be treated with emergency 
surgery within 24 hours, while surgery for aortic stenosis can be performed within 1 month. In 
Ontario, Ontario Health released a report titled A Measured Approach to Planning for Surgeries 
and Procedures During the COVID-19 Pandemic, which included thresholds for acute care 
capacity, protective equipment, and personnel availability before elective surgeries could be 
resumed (12). 

While many of these guidelines likely provide some much-needed direction to individual 
institutions, the limited research evidence to support their recommendations continues to present 
a challenge. In a scoping review on the short- and long-term effects of the pandemic on the 
delivery of surgical services, it was found that many of these newly developed perioperative 
guidelines only offer anecdotal data based on individual care provider expertise (13). Upon 
review of the guidelines, it also becomes clear that beyond general safety and resource 
availability recommendations, they offer no consensus on the process of prioritizing certain 
procedures, surgical specialties, or defined plans for the restart of surgical care in the post-
pandemic phase. While the value of individual expertise should not be undermined, this has 
inadvertently left the door open for considerable uncertainty in best practices and likely increases 
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the moral and ethical dilemma faced by surgeons, anesthesiologists, and perioperative teams 
involved in healthcare.   
 
Considerations for elective surgeries in the intra- & post-pandemic 
phase  
 
Given the extraordinary nature of the pandemic and the massive scale-back of elective surgeries 
globally, it remains a challenge to identify the best method to manage the backlog of elective 
procedures after the pandemic. One study, led by the COVIDSurg Collaborative, projected an 
estimated 28 million elective procedures to be cancelled or postponed during the 12-week peak 
of the pandemic (4). They also estimated that a median of 45 weeks would be required to clear 
the backlog with a 20% increase in surgical volume in the post-pandemic setting.  

Arguably, the burden of COVID-19 on those facing delays in care may have just as 
devastating of an impact on the health of individuals as that caused by the virus itself. Articles in 
mainstream media are rife with examples of people suffering from health consequences due to 
cancelled surgeries (i.e., heart disease or cancer care) (1). Cancellation of elective surgeries also 
present substantial—and potentially catastrophic—consequences for health systems globally. A 
study published in August 2020 calculated the potential cost of postponing elective procedures 
for at least 3 months in the United Kingdom (U.K.) (2). With the possibility of 40,000 elective 
procedures cancelled, the authors estimated that the cost of clearing the resultant backlog would 
be over £2 billion, or ~$3.5 billion CAD. This cost is likely to be significantly higher if patient 
morbidity caused by delays in healthcare was taken into account.  

While the solution to this problem remains to be identified, it has become clear that 
complete cancellations of elective surgeries do not take into account the nuances of individual 
patient needs, operative indications, and the spectrum of disease that is involved. A starting point 
in resuming elective surgical care, then, should be a more granular approach that slowly triages 
surgical patients back into care based on the urgency of their condition.  

Engelman et al.’s proposed principles for adult cardiac surgical programs is one example 
to guide the re-initiation of surgical care: 1) collaboration to achieve increased case volumes 
based on local resources available within the healthcare system; 2)  prioritization of patients 
based on factors suggesting that they are at a high-risk; and 3) constant re-evaluation of local 
conditions to monitor the rise in hospital admissions, availability of resources, and risk of 
transmission to healthcare providers and patients (14). Another approach places the emphasis on 
lifesaving operations unless resource scarcity necessitates a shift to prioritization based on 
quality of life years saved (15). With this approach, considerations for surgical care can be 
divided into two different phases—before and after the peak of the pandemic—with a staggered 
approach aiming to ensure gradual recovery of surgical volumes.   

To guide prioritization of individual patients, the MeNTS (medically necessary, time-
sensitive procedures) scoring system can be utilized (16). It includes 21 factors related to the 
procedure (i.e., length of hospital stay, duration of operation, etc.), disease (i.e., risk of delay on 



MUMJ Vol. 18 No. 1, pp. 69-75  June 2021 
 

 73 

the outcome, alternative non-surgical therapeutic options, etc.), and the patient (i.e., age, pre-
existing comorbidities, etc.). The total scores are then used to estimate the level of surgical risk, 
risk to personnel, and resource utilization. The use of such a tool can help to identify patients 
most in need of surgeries and reduce moral and ethical burdens placed on healthcare providers 
who have to make challenging decisions that measure individual patient needs against broader 
public health risks.   

Other recommendations can be more practical in nature and warrant consideration for 
future pandemic planning. Ensuring adequate PPE for healthcare workers, having protocols for 
designated ORs, ICUs and wards, maintaining constant public health communication, and 
ensuring that hospital leadership secure enough supply of resources to provide support for 
patients are all imperative to maintaining a functioning healthcare system (17,18). Where 
procedures are cancelled, providing simple reassurance to patients through telemedicine can go a 
long way towards ensuring that they are not falling through the cracks (19). 

 
Conclusion 
 
While the COVID-19 pandemic has posed significant risks to individuals worldwide, the need to 
allocate resources and care safely and equitably is crucial. Blanket cancellation of elective 
surgeries is dangerous for the health of countless individuals and communities, likely made 
worse by the inability to measure the full impact on patients’ health outcomes at this time. It is 
likely that in the aftermath of this pandemic, epidemiological and clinical data will emerge 
regarding the perioperative factors and postoperative outcomes that are most significant when 
prioritizing surgical services. Research to evaluate the effects of elective surgery cancellations on 
‘collateral damage’—both the health costs to patients and the economic costs to healthcare 
systems as a result of declining quality of life and worsened conditions owing to a delay in 
care—is greatly needed.  

In the post-pandemic world, then, it would be crucial for health systems to develop a 
disaster plan that includes policies and processes for the continuation or delivery of surgical 
services during public health crises. Until then, all healthcare bodies and institutions should 
deeply reconsider the potentially catastrophic impacts of the cancellation of elective surgeries on 
the health of those unable to receive timely care during this pandemic.  
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