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The coronavirus has swept over the earth,
forcing entire countries to go in lockdown.
Countless people have been affected and
the totality of the disastrous effects still
remain unclear. However, all over the
world, people have been standing up to the
virus; uniting in the fight against the
horrendous pandemic. With One.Surgery,
we’ve had the opportunity to shed some
light on the measures taken by different
countries in various parts of the world:
actions taken in Peru by the Peruvian
Society of endoscopic surgery, the Latin
American Association of Endoscopic
Surgery and the Cayetano Heredia
hospital. Also, in Belgium, actions taken by
the emergency department of the AZ
Groeninge hospital
On March 5th, the first case of COVID 19 was
identified in Peru. As of April 28th, the number
of reported cases had risen to 31 190, with 854
reported COVID deaths. Facts and figures were
communicated by the Peruvian Society of
endoscopic surgery to the endoscopic surgeons.
All non-essential activities were ordered to be
cancelled. All the medical visits were ordered to
have the least number of possible participants;
decision-making meetings were ordered to be
held virtually where possible and finally, it was
informed that the most experienced person has
to perform the surgical procedures.

Clear surgical guides were developed to serve as
manuals. Some of these manuals are included
here.

A PRACTICAL GUIDE FOR SURGERY
AND COVID-19.
1. Preoperative considerations:
Surgical patients should be tested for
COVID-19 preoperatively.
Informed consent discussion must cover the
risk of exposure to COVID-19 and higher
prevalence of complications.
Use of PPE such as N95 mask, glasses and/or
face shield.
Minimum use of personal accessories in the
room such as cellphones, watches, pens etc.
Identify the patient’s operating room, If it is
COVID-19 suspected or confirmed.
The operating room should have adequate
filtration and ventilation
Consider avoiding laparoscopic surgery
without a CO2.
Consider a room with negative pressure if
available.
Traffic route plan in the operating room

2. Precautions in airway management:
Consider avoiding general anaesthesia with
intubation.
Intubation and extubation should be
performed in a room with negative pressure if
possible, to avoid the high risk of
aerosolization.
It is recommended not to use air conditioning
(room with positive pressure) or fans.
Only the doctor in charge of intubation
should be present.
A mandatory waiting period of the surgical
team (15 minutes) in another environment
after intubation and extubation.

VOICES • NINE • SURGERY • 21

3. Laparoscopy and Pneumoperitoneum:
It is strongly recommended to use CO2
filters.
Avoid leakage during the procedure.
Pneumoperitoneum should be evacuated via
a filtration system before trocar removal or
extraction.

EMERGENCY SURGERY AND
COVID-19
1. Analysis of the Institution’s Resources:
Adequate PPE
Exclusive COVID-19 Operations Room.
Availability of the Intensive Care Unit
Availability of Interventional Radiology.
Availability of Laparoscopy with CO2 Filters
Establish the level of participation of
residents.
Establish institutional protocols.

2. Establish the Correct Diagnosis;
Ensuring that the patient requires surgery.
3. If available, test for COVID-19:
Rapid test (Ig G, Ig M).
PCR (If feasible, obtain the result before
surgery)
Chest tomography.

4. Establish Individualized Management:
Recommendation M: Medical/
Conservative Management.
Recommendation Q: Surgical management

5. Establish Protocols, Guides and

institutional filters.

SURGERY IN CANCER PATIENTS
AND COVID-19
Hospitals and Cancer Institutes are not in the
first line of action against the Coronavirus.
The Peruvian Ministry of Health (MINSA) can
restrict its activities, according to the
evolution of the pandemic and intra-hospital
cases.
Cancer care cannot stop, so priorities should
be established with the aim of:
- Ensuring the continuity of medical care
for oncological patients.
- Maintain standard treatment.
- Protect healthcare workers and patients
from a possible contagion.
- Consider the availability of resources for
the intra-hospital care of the pandemic.

In Peru, a central government committee
system against the pandemic has been
organized by the President. The measures
they’ve established include the migration of
surgical departments to non-COVID areas, the
designation of new roles like coordinator of
the surgical area, the division of healthcare
workers into 2 groups: a group that takes care
of COVID patients and a group that looks after
the non-COVID patients. Lastly, a research
group was installed to focus on the
development of protocols in accordance with
the capabilities of the Peruvian Health Care
system
Although the Peruvian government has made
some excellent contingency plans and national
guidelines to cope with COVID-19,
unfortunately and sadly, by the 22nd of April,
the number of infected doctors had already
risen to 237. Differentiated triage has become
essential to deal with the pandemic: it
functions as the first filter to determine if the
patient will be treated in a COVID or nonCOVID area. In parallel with the government
efforts national mobile hospitals have been
installed that even include intensive care units,
exclusively for infected patients. Graduated
young doctors have also offered to provide
medical services in the most affected areas
such as the jungle and the northern part of the
country.

On March 15th, Peru was one of the first Latin
American countries to establish a national lockdown.
Since then, the president has extended the lockdown
due to the increase of coronavirus cases and deaths .
The last announcement on May 22th extended the
lockdown until June 30th.
Despite the low economic, human, and structural
resources, the Peruvian government has elaborated
an emergency response system against COVID-19 to
mitigate the country's health, social and economic
impact, and to reduce the spread of the virus.
Urban areas have been reorganized in order to
provide care. The Lima 2019 Pan American and
Parapan American Village has temporarily been made
available to health sector authorities to treat COVID19 coronavirus patients and cope with the pandemic.
Starting on March 19th, an entire tower has been
opened to make the Villa a Hospital for the care of
infected patients. With the support of the Armed
Forces, the transfer and placement of beds,
mattresses, sheets and night tables has been carried
out.

References:
Dr. Giuliano Borda Luque - Chief of Surgery - Cayetano
Hereditario Hospital
Peruvian Society of endoscopic surgery
The Latin American Association of Endoscopic Surgery
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Dr Vincent Van Belleghem,
anaesthesiologist, emergency doctor and
head of the emergency department at
the AZ Groeninge hospital in Belgium
reflects on the measures taken to face
the COVID-19 pandemic:
During my career, no crisis in health care has ever had
an impact on the organization of the Emergency
department similar to the impact of the current COVID
-19 pandemic. In just a few days, we had to completely
rethink the entire functioning, staffing and
infrastructure of our familiar, rather large emergency
department. Furthermore the newly implemented
reformations had to be able to stand for a long time:
e.g. several months or even longer. For some
perspective, the AZ Groeninge Hospital is a hospital of
1066 beds, with 45,000 emergency admissions per
year.

Phase 0:
By the end of February, messages were started
coming in from the fellow physicians of Belgium and
neighbouring countries. It was getting clear that
COVID-19 wasn’t going to be something to be
ignored. The emergency department had to be
activated and prepared to properly deal with the
situation in accordance with the infectious diseases
contingency plan. This meant compartmentalization
of the department to prepare 3 boxes + a room to
change into protective equipment. Furthermore,
this compartment had to have a separate entrance
and exit and had be compatible with negative
pressure. In this scenario, patients had to be
referred to some specific hospitals after initial
admission. This method miraculously corresponded
with the initial instructions from the government
about the reception of COVID-19 patients. The
government had appointed the St-Pieters hospital
in Brussels and the UZ Antwerp as referral centres.
However, it soon became apparent that these
referral centres didn’t have the necessary capacity,
so the larger hospitals had to take care of the
patients themselves.

Consequently, a new patient flow had to be set up.
Agreements had to be made with the other
departments and the management board to ensure
the safe admission of these patients.

" Sometimes
large hospitals are accused of
being too bulky to change
quickly and
efficiently. We have been
able to prove the contrary."
Phase 1:
On March 2nd, the emergency department took
the initiative to elaborate and expand the existing
emergency plans to be able to adequately handle a
remarkable rise in patients, should it occur. The
infrastructure of our emergency admission allows
us to adapt quickly to emergency situations us to
switch very quickly where many patients have to
be taken care of at once. Luckily, we had practised
this kind of scenario in 2019.
Sadly, it soon became clear that the corona
pandemic wasn’t going to be a short story.
Therefore, we opted not to expand the ED with
tents, but with fixed structures where we could
offer maximum comfort for both patients and
healthcare personnels. Here the technical service
performed a small miracle. During the afternoon of
March 2nd on monday, the first plan was made to
add an extension to our emergency admission with
a separate entrance and waiting room, an
observation room for 6 beds and an administration
zone near the ambulance hall.

This plan was approved by the Management
Committee on March 3rd, tuesday. On March 4th
we had a fully operational construction with
facilities for water, electricity, Wi-Fi, heating,
oxygen and compressed air. Luckily, everything
was set up just a week before we had to put this
whole new construction to use.
By that time, reports from Italy became
increasingly dramatic and sitting back was not an
option. We closely watched the corona curve of
Italy. extrapolated to our emergency admission
and this would mean that by the end of week 12,
around March 20th, we could expect a grave
capacity problem in our emergency admission.

Phase 2 :
Our emergency admission was split into a COVID
and a non-COVID zone. In terms of logistics, this
was again quite an impressive feat. Both zones
had to be able to handle polytraumas, acute
myocardial infarcts, resuscitation and stroke in the
same high-quality way with a need for an
observation room in both zones.

The CT and ultrasound of the emergency department
were assigned to the COVID zone, where the
radiologists had to work in full protective equipment.
Additional monitors, ultrasounds and ventilators were
installed. Protective equipment was requested;
software adjustments were made in KWS (the clinical
web application most hospitals in Belgium use),
medications were deduplicated and a new room was
set up for all of this equipment.
From the management board, we received an
alarming message about the availability and quantity
of protective equipment that we had to take into
account. In the initial phase, we were also inundated
with scientific and pseudo-scientific information.
Literature about the best treatment strategies and
requests to participate in scientific studies kept
coming in. As you can imagine, it was a chaotic time
with frequent and intensive meetings with all the
actors. A scientific task force was set up to compile,
verify and make all medical information available for
all medical disciplines involved to implement a
uniform medical policy. A lot of attention was also
given to adequately inform our employees.

VOICES • NINE • SURGERY • 25

Adjustments to the work schedules, new tasks,
the decision to withdraw our dear volunteers from
the work floor, agreements regarding the use of
personal protective equipment, etc. Nurses and
doctors
were
informed
through
joint
communication on a regular basis. But it still
wasn’t enough. Even before we initiated phase 2,
we were already brainstorming with a number of
key figures about phase 3. If the government
measures did not flatten the curve, we would have
a new problem in terms of capacity by mid-April.
During phase 3, we would have to put the entire
emergency department into use as a COVID zone.
This would mean that we could no longer admit
any of the non-COVID patients there. We would
need an entire new place to treat these patients.

This immense expansion of the emergency
admission, of course, meant that the necessary
personnel had to be found to staff this entire
department. Thanks to the enormous solidarity
between the doctors, an extra waiting list of
doctors who were willing to help out at the
emergency department service were set up in no
time. To help out the nurses already working at the
ED, we could count on the personnel that was
deployed from the operating theatre.

It soon became clear that the current
physiotherapy department in the C block would
be an ideal location to serve as a separate
emergency department. After discussing this idea
with the physiotherapists and the management
board, we were able to proceed very quickly with
the technical department to redesign this
department. Triage boxes were arranged,
examination rooms were set up and an additional
bedroom for 10 patients was provided along with
to 2 resuscitation rooms. Here too, oxygen and
compressed air lines were relocated. Finally, an
additional exit to the parking was provided.

On March 19th, Thursday at 6.30 a.m., we
effectively made the switch from phase 1 to phase
2. During this time nurses from the operating room
were also deployed to the ED to be effectively
prepared for the possible switch to phase 3. To
date, the capacity of phase 2 is still sufficient. The
flattening of the curve has fortunately come about.

Working in full protective equipment is challenging
and requires optimal concentration. Furthermore, it
makes communication quite difficult. By forcing a
mandatory change every 4 hours for both doctors
and nurses, we have been able to reduce the heavy
workload. The solidarity of the Belgian people has
also pleasantly charmed us. We were able to
convert our conversation room into a lounge room
with 3 large seats to take a break. The candy, the
fruit, the chocolate, the cakes ... The despair in the
eyes of many staff members to keep the
‘coronapounds’ under control with some decency
sometimes leads to hilarious scenes.
We are now at the beginning of May and the
number of registrations is levelling off further,
with a clear decrease in the number of deaths.
The government is starting to relax the lock-down
measures. The hospital is planning a gradual
restart of the consultation and operation
activities. On April 30th, we started to extend our
non-COVID zone again little by little and we are
again seeing an increasing number of non-COVID
related registrations. At this moment, it remains to
be seen whether a second peak will arise and
whether the planned relaxation of government
measures can continue.

" The corona time is
a milestone in the
history of
our healthcare. "
It is already clear that the COVID pandemic will
continue for months in the operation of our
emergency department. In any case, I am convinced
that the early preparation, the constructive
cooperation of the various services and the great
solidarity within the hospital have been the keys to
our successful strategy. The experience of the past
few months has allowed me to look to the future
with confidence, with this team, with this service,
with this hospital.

