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For the past 2 years, the COVID-19 pandemic 
has bequeathed a plethora of barriers and 
unleashed its desolation on nearly every 
person on the planet. Infections have sur-
passed 445 million globally along with an 
excess of 5.9 million deaths;1,2 and these num-
bers continue to climb as the globalized vac-
cine efforts lag. Health care systems worldwide 
confronted unique challenges as hospital beds 
became saturated with infected patients during 
various surges throughout the pandemic. The 
challenge for health care systems to mitigate 
risks to patients while providing standard ser-
vices remains, as immunization for SARS-CoV-2 
continues to propagate and the in-hospital 
census of infected patients fluctuates.  

Health care systems need to return to nor-
malcy and provide surgical and procedural ser-
vices safely, while mitigating the risk to 
SARS-CoV-2 positive patients. Determining the 
optimal timing of procedures for patients who 
have recovered from COVID-19 infection and 
the appropriate level of preoperative evaluation 
are challenging given the current lack of evi-
dence or precedent for this disease. According 
to the Joint Statement Created by the APSF 
and ASA, “Elective surgeries should be per-
formed for patients who have recovered from 
COVID-19 infection only when the anesthesia 
professional and surgeon or proceduralist 
agree jointly to proceed.”3 This should be done 
in conjunction with shared decision-making 
with the patient. 

The most robust data analyzing perioperative 
outcomes of patients with SARS-CoV-2 infection 
emerged from the COVIDSurg Collaborative and 
GlobalSurg Collaborative study.4 This was an 
international, prospective, cohort study that 
included a total of 140,231 patients in 1, 674 hos-
pitals throughout 116 countries. They assessed 
the postoperative complications in patients with 
a diagnosis of SARS-CoV-2 infection with a pri-
mary outcome measure of 30-day postoperative 
mortality and a secondary outcome measure of 
30-day postoperative complications (defined as 
pneumonia, acute respiratory distress syndrome, 
and unexpected postoperative ventilation). For 

patients with a SARS-CoV-2 diagnosis prior to 
surgical intervention, the mortality rates were as 
follows: 9.1% 0–2 weeks prior, 6.9% 3–4 weeks 
prior, 5.5% 5–6 weeks prior and 2.0% at ≥7 
weeks (Figure 1). The mortality rates in the ≥7 
weeks group demonstrated no significant differ-
ence when compared to the noninfected control 
group. Amongst the SARS-CoV-2 positive sub-
jects, symptomatic patients demonstrated a sig-
nificantly higher 30-day mortality rate across all 
time interval subgroups, when compared to 
those who were asymptomatic or had resolution 
of symptoms at the time of surgery. SARS-CoV-2 
infected patients 0–2 weeks, 3–4 weeks, and 
5–6 weeks prior to surgery demonstrated higher 
rates of postoperative pulmonary complications 
as well, and those with ongoing symptoms dem-
onstrated the greatest risk. The ≥7 weeks sub-
group complication rates mirrored that of the 
noninfected subjects.4

The beginning of the COVID-19 pandemic 
resulted in an overwhelming amount of admis-
sions. Attempts to minimize in-hospital trans-
missions coupled with the lack of initial data on 
elective surgical risk for COVID-19 positive 
patients discussed in the previous section 
caused millions of cancellations and delays of 
elective surgeries worldwide. The National 
Institute for Health Research (NIHR) unit on 
Global Surgery collected data from 1,674 hos-
pitals to address the perioperative risk of 
SARS-CoV-2 infected patients. This dataset 

CITATION: Laney J, Szokol JW. Managing COVID-19 
in the perioperative setting. APSF Newsletter. 
2022;37:62–63.

Managing COVID-19 in the Perioperative Setting
by Jeremy Laney, MD, and Joseph W. Szokol, MD, FASA

Figure 1:  Mortality rates of patients with SARS-CoV-2 diagnosis prior to undergoing surgery.
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delivers valuable information to providers 
responsible for mitigating risk to surgical can-
didates. Nonetheless, the large-scale study is 
not without its limitations. The diagnosis of a 
SARS-CoV-2 infection was not standardized 
and relies on the unique preoperative testing 
strategies of each institution, leaving the true 
time from infection-to-surgery in question.  
Given the reliance on a single routine preop-
erative test, it is likely that a subgroup of sub-
jects who recently recovered from a previous 
SARS-CoV-2 infection were misclassified as 
not infected. The pragmatic difficulties associ-
ated with conducting a cohort study of this 
scale rendered limitations in important subanal-
ysis; assessing outcomes amongst groups con-
trolling for type of surgery, type of anesthesia, 
airway device used, and chronic comorbidities 
would have been ideal with this dataset. The 
secondary outcomes measured in the study 
assessed the rates of pulmonary complications; 
however, it is well established that SARS-CoV-2 
can cause an array of systemic complications 
including: thromboembolic events, myocarditis, 
overt stroke, cognitive deficiencies, and kidney 
injury.5 Lastly, data for this study were collected 
in October of 2020, prior to widespread vac-
cine distribution efforts and the emergence of a 
number of variants. As immunization propa-
gates, through inoculation and infection, these 
outcomes will likely change. 

Subsequent studies aimed at assessing simi-
lar findings have replicated the outcomes found 
in the COVIDSurg Collaborative study. Deng et 
al., recently published a retrospective study 
suggesting worse postoperative outcomes in 
those patients who had surgery within 8 weeks 
of SARS-CoV-2 diagnosis.6 In addition, the 
authors reported that a shorter time interval 
between diagnosis and intervention correlated 
with a higher rate of postoperative respiratory 
complications.6 

The American Society of Anesthesiologists 
(ASA) and the American Patient Safety Founda-
tion (APSF) released a joint statement in March 
of 2021 (recently updated in February 2022) 
with recommendations advising clinicians of 
the appropriate timing of elective surgeries in 
SARS-CoV-2 infected patients. Based on the 

accumulated data at that time, the statement 
issued the following recommended waiting 
times for infected patients:

• 4 weeks for asymptomatic patients or recov-
ered from mild nonrespiratory symptoms  

• 6 weeks for symptomatic patients who did 
not require hospitalization

• 8–10 weeks for a symptomatic patient who is 
diabetic, immunocompromised, or hospital-
ized

• 12 weeks for patients admitted to the Inten-
sive Care Unit due to COVID-19 infection.3

These recommendations are not compre-
hensive and may not reflect patient demo-
graphics that providers will inevitably 
encounter. They are fluid recommendations 
that offer providers a framework to help esti-
mate a risk/benefit ratio to decipher the appro-
priate timing of intervention patients need. The 
United Kingdom released similar guidelines, in 
February 2022, from a conglomerate of multi-
disciplinary perioperative specialists with analo-
gous recommendations, discouraging 
operative intervention within 7 weeks of SARS-
CoV-2 diagnosis.7 

Although there is increasing information to 
address the timing of surgery after COVID-19 
infection, the data and science unfortunately 
continues to lag behind the emerging variants, 
and data that supports the premise that vacci-
nated patients have a lower a risk of post-
operative complications as compared to 
unvaccinated patients.8 According to the CDC, 
the Omicron variant causes less severe dis-
ease, and is more likely to reside in the oro- 
and nasopharynx without infiltration and 
damage to the lungs.9 Perioperative providers 
used these observations to prematurely con-
clude that the vaccinated patients recovering 
from Omicron should be at less risk for adverse 
events. However plausible, such a conclusion 
remains unproven. While there continues to be 
emerging data that can provide clinicians and 
patients with improved management strate-
gies, health care providers will continue to 
require more data to fill in the knowledge gaps 
of the nuanced subanalyses.
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