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1. Abstract Subsequently this was termed as Corona Virus Disease-2019

The current pandemic of Corona Virus Disease-2019 (COVID-19)
which is caused by Severe Acute Respiratory Syndrome Corona Vi-
rus-2 (SARS-CoV-2) has resulted in lockdown in many countries
culminating in a major socio-economic crisis globally. COVID-19
can remain asymptomatic and so is crucial for early diagnosis to
prevent further spread of this pandemic. Here we highlight the
importance of screening asymptomatic patients prior to elective
surgery, procedure or scheduled hospital admission. This analysis
was done for the month of July 2020 during which 261 asymptom-
atic people were screened for COVID-19. Out of this, 6 patients
(2.29%) were diagnosed to have COVID-19 on nasopharyngeal/
oropharyngeal swabs and subsequently had to delay their elective
procedure or surgery. This clearly shows how important it is to
screen this cohort of asymptomatic people who could potentially
have spread the virus to other patients as well as healthcare pro-
fessionals.

2. Introduction

World Health Organization (WHO) was notified of a novel coro-
na virus disease - Severe Acute Respiratory Syndrome Coronavi-
rus-2 (SARS-CoV-2) in Wuhan, China on 31st December 2019.

(COVID-19) and it spread across over 210 countries causing more
than 1,001,487 deaths and infecting over 33 million people globally
(as of 28th September 2020), and was declared as a pandemic on
11th March 2020.

New guidance from Centers for Disease Control and Prevention
(CDC) in September 2020 estimates that 40-45% percent of pa-
tients infected with SARS-CoV-2 are likely to be asymptomatic
with a high infectivity rate of 75%, silently infecting other people
at the same time [1].

This is even more pertinent when patients are being considered for
an operative procedure or elective surgery, dental procedures and
hospital admissions for other reasons, as this asymptomatic cohort
of patients not exhibiting COVID-19 signs or symptoms can infect
the health care staft involved in their care and this can be detri-
mental to the healthcare sector if not addressed meticulously. This
is crucial not only for the patient to be treated in the right place
with proper precautions and in quarantine, but also for the general
population to protect and curb the spread of COVID-19.

3.3. Materials and Methods

3.3.1. Patient Population and Data Collection:
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After a formal approval by the institutional review board at
Primary Health Care Corporation (PHCC - Ref No. PHCC/
DCR/2020/08/091), a retrospective observational data study was
conducted at Rawdat-Al-Khail Health Centre (RAK-HC), which
is a government designated COVID centre in Qatar, for the month
of July 2020. We analyzed the medical e-records of a cohort of
asymptomatic people who had a screening Reverse-Transcrip-
tion-Polymerase-Chain-Reaction (RT-PCR) test for COVID-19 as
a mandatory requirement prior to any planned procedures, sur-
gery or scheduled hospital admissions. Demographic and clinical
data were obtained from the medical e-records of this cohort of
people after all identifiable variables were removed as per the re-
search-study requirements.

Patients were instructed by hospitals to get a COVID-19 RT-PCR
Negative Report, 72 hours prior to the procedure or planned sur-
gery. During this one-month period, 261 asymptomatic people
were screened for COVID-19 by RT-PCR testing of samples ob-
tained from nasopharyngeal and oropharyngeal swabs by trained
medical staff as per international standards of testing. The sam-
ples were processed at the testing laboratory in Hamad Hospital in
Doha, Qatar, which is a tertiary level hospital.

4, Results

Amongst the tested population, 103 patients (39.47%) were males
and 158 patients (60.53%) were females. The results showed that
6 patients (2.29 %) were found to be Covid positive, and hence
had to cancel their planned procedure or elective surgery. Of the
6 positive patients, the distribution of positive patients was equal
amongst males and females- 50% each of males and females (Fig-
urel). 245 people were fortunately Covid negative and went ahead
as planned for their procedure or elective surgery (Tablel). 10 pa-
tients (3.83%) had inconclusive results and were instructed to re-
peat the test as per protocol. These patients could be potentially
positive which could then probably increase the number of positive
patients to 16 (6.13%).

Table 1: Gender based analysis of results of asymptomatic people prior to
elective procedure or surgery

Gender Total
Male Female
Actual number of patients 3 3 6
.\ % within Diagnostic 50% 50% 100.00%
Positive o o o 0
% within Gender 3.03% 2.05% 2.29%
% of Total 1.14% 1.14% 2.29%
Actual number of patients 99 146 245
Negative % within Diagnostic 40.41% 59.59% 100.00%
% within Gender 96.11% | 92.40% 93.86%
% of Total 37.93% 55.93% 93.86%
Actual number of patients 4 6 10
Inconclusive % within Diagnostic 40% 60% 100.00%
% within Gender 3.88% 3.79% 3.83%
% of Total 1.53% 2.29% 3.83%
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Figurel: Graph showing male and female distribution of patients

5. Discussion

COVID-19 is a global pandemic which can result in severe infec-
tion leading to respiratory failure and is associated with significant
morbidity and mortality. COVID-19 has features of rapid trans-
mission, high infectivity, insidious onset and prolonged incubation
period of up to 14 days on average. Therefore, timely diagnosis of
this potentially life-threatening condition is crucial. RT-PCR test-
ing is considered as the “gold standard” for clinical diagnosis of
COVID-19 [2]. The case fatality rate for COVID-19 tends to be
much higher than the typical influenza seasonal viral illness, and
disproportionately affects the elderly population and patients with
major cardiac or pulmonary co-morbidities [3].

During initial days of COVID-19 pandemic, screening patients
prior to surgery or procedures was done by contact history and
symptom-based screening questionnaires. However, as communi-
ty spread of this virus is well recognized and established, relying
purely on contact history and symptoms to screen asymptomatic
pre-procedural and surgical patients is no longer adequate and is
in fact unsafe too.

The R value represents the average number of people infected by
one infectious individual and shows how quickly the virus can
spread. The R value of COVID-19 is between 2-3 which is very
high and therefore it is vital to mitigate further spread of this virus
and reduce case fatality rate [4]. If the number of COVID-19 posi-
tive patients picked up in this cohort were extrapolated taking into
consideration the R  value, one positive patient could have possi-
bly infected 406 people in a month’s duration which would have
equated to 2436 positive cases from the 6 cases who were initial-
COVID-19 confirmed patients in this cohort [5], and regrettably
the majority of them could potentially have been health care pro-
fessionals treating those COVID positive patients.

Our goal as clinicians is to not only help control the pandemic
in the general population but also to prevent infection amongst
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healthcare professionals who provide essential services to patients.
The testing of patients for SARS-CoV-2 has been proposed as a
mechanism for protecting patients and healthcare workers during
the current COVID-19 pandemic [6]. Performing surgery or any
other procedure without excluding COVID-19 increases the risk
of COVID-19 contamination in the hospital exposing patients and
healthcare staff and putting them at high risk of contracting the
virus [6].

A recent publication from the international Covid Surg Collab-
orative found that surgical patients already infected with SARS-
CoV-2 infection had a postoperative pulmonary complication rate
of 51.2%, which was further associated with a much higher mor-
tality [7]. Isolation is almost impossible to practice in the operating
room because an anesthetist has to stand very close to the patient
during intubation procedure, which can exponentially increase the
risk of exposure to aerosols containing COVID-19. The virus can
also spread through biological fluids which can compromise the
safety of all the healthcare professionals in the surgical environ-
ment [8].

During this COVID-19 pandemic, it is advisable to postpone
non-urgent procedures and promote non-operative treatments in
order to delay or avoid the need for surgery although this might
not always be possible [9]. Confirmed and suspected patients of
COVID-19 carry a higher risk of severe events needing admission
to the critical care unit, mechanical ventilation support and even
death [10].

6. Limitations

A systematic review of 39 studies has revealed that 29 of those have
suggested screening for all surgical patients prior to surgery to rule
out COVID-19 [11]. However, it is important to remember that
there is the possibility of false negative results with RT-PCR tests
[12]. In addition, the test detects presence of virus at a single point
in time, and if a patient is still in the early phase of incubation, the
virus may not be detected. Both of these factors may falsely reas-
sure healthcare workers by a negative RT-PCR test result. Despite
this, it is now mandatory in most places to screen patients prior to
any procedure, surgery or elective hospital admission. Several In-
ternational reputed healthcare organizations including the Amer-
ican College of Surgeons have recommended screening patients
before surgery [13].

7. Conclusion

Though there are several reports which claim efficacy of different
drugs and vaccines against COVID-19, none are effective and com-
pletely safe yet, to receive approval by regulatory authorities [14].
With rising number of COVID-19 cases all over the world, this
is a desperate time for infection prevention and control, both for
the safety of patients and healthcare professionals alike. Hence we
propose that the identification of infected individuals is extremely

important to prevent the spread of this virus not only to protect
healthcare professionals and other people but also to identify those
who are likely to be at risk from disease-associated complications.
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