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It has been rightly said that surgeons are talented, driven, and 
their hearts touched with fire. 
For a surgeon, an operating room is no less than a place of 
worship, where he/she buds into a surgical craftsperson. For 
any surgical subspecialty an operating theater is a corner-
stone on which its foundation is laid.1 One cannot imagine 
any of the surgical subspecialties without surgical proce-
dures being performed.

When we look back, the year 2020 has shaken all the sur-
gical specialties around the globe. And all this drama started 
since December 2019 with the outbreak of a novel human 
pneumonia from the city of Wuhan in China. The novel virus 
responsible for this outbreak belongs to coronavirus family 
and was subsequently designated as SARS-CoV-2 and the 
disease named as coronavirus disease 2019 (COVID-19). 
Subsequently the virus had a global spread and in March 
2020 it took shape of a pandemic.2 The disease being highly 
contagious did not spare any country in the world. Presently 
there is no approved antiviral drug therapy available for this 
deadly virus and the vaccination still is in trial phase.3 Each 
country had adopted certain stringent protocols and lock-
downs to prevent the transmission and halt the disease in 
the community but met with failures; the second wave of the 
disease has already arrived in some countries and poses a 
threat to others in near future.4,5

The pandemic has not only shaken the world economy 
and brought about a humanitarian catastrophe but affected 
every sector—the worst hit was the health care system 
which collapsed under the burden of this contagion.4 The 
surgical specialties reduced the quantum of their surgical 
procedures by stopping the elective surgical procedures. In 
orthopaedics, wherever feasible, a conservative approach 
was even chosen for the trauma cases.6 At our institute, 
we followed a dictum “it is better to treat a nonunion or a 
malunion at a later date rather than to expose the patients 
and the hospital staff to this deadly virion.” Orthopaedic 

specialty utilizes high-speed tools and gadgets like power 
drills, oscillating saws, and burrs that generate aerosols 
and droplets, exposing the surgeon and the theater staff to 
the virus.7 Besides these measures, the contact was mini-
mized by keeping minimal staff on duty, discharging the 
patients as soon as possible, restricting the admissions to 
only emergency and trauma cases that deserved observa-
tion or a surgical intervention, and reducing the patient’s 
follow-up hospital visits by encouraging the telephonic fol-
low-ups (►Fig. 1).

Slowly, throughout the globe, the elective orthopaedic 
and trauma surgeries are resuming but under a protocol to 
prevent the spread of the disease.8 We have also restarted 
elective orthopaedic procedures at our institute under a sim-
ilar type of preventive protocol which includes screening of 
the patients at the time of admission for the SARS-CoV-2 by 
utilizing reverse transcription–polymerase chain reaction 
(RT-PCR) testing. But we are facing many problems and dif-
ficulties that make us go on to back foot as far as elective 
procedures are concerned. Some of these difficulties can be 
enumerated as follows:

	• The elective surgeries that were planned to be performed 
in the last 8 months have created a backlog and need to be 
addressed and re-dated on priority basis.

	• The patients who could not attend the hospital in view of 
the lockdown and COVID-19 fear are flocking now, which 
has increased the burden on the outpatient services as 
well as the risk of transmission of the virus among the 
patients and to the hospital staff.

	• It takes 24 hours for the RT-PCR results to be available at 
our institute and till then we need to isolate the admitted 
patients in separate isolation wards.

	• In case an admitted patient turns out to be positive for 
SARS-CoV-2, all the patients isolated in the same ward 
are considered infected unless proved otherwise. And all 
these patients need to be sent to home quarantine.
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	• The false-negative rate of RT-PCR ranges from 2 to 
39.8%.9 So theoretically there is every potential of miss-
ing some patient which may became a potential threat for 
other patients and the hospital staff.

	• The anesthesiologists have been in the frontline in this 
war against COVID-19.10 Due to limited availability of 
anesthesiologists, the outdoor preanesthetic checkups at 
our institute have been stopped. This has lead to unnec-
essary delays in the surgical procedure on patients with 
comorbidities, thus increasing their hospital stay and risk 
of exposure to the virus.

	• In developing countries like ours, where hospital infra-
structure is poor and masses are uneducated, there is no 
barrier for the attendants and relatives of the patients to 
visit the hospital and they can be potential spreaders of 
the COVID-19 in the hospital.

	• Those admitted patients whose surgery is delayed beyond 
one week are retested for COVID-19. And there have been 
cases that have tested positive for the virus on retesting 
after one week, which makes us rethink if elective surger-
ies should be restarted.

	• Some patients after surgical intervention have turned pos-
itive after being retested either because of some symptoms 
or due to other patients in the vicinity turning positive.

	• Majority of the patients that have been labeled positive for 
COVID-19 after hospital admission have been asymptom-
atic for the disease.

	• Since the attempts at starting of elective orthopaedic pro-
cedures, more and more orthopaedic doctors, especially 
the residents, are turning positive for COVID-19 at our 
institute.

	• Use of personal protective equipment (PPE) while oper-
ating in the pandemic is a necessity. And it is well known 
that the use of PPE while operating makes the surgeon 
uncomfortable and increases fatigue, which may interfere 
with surgical performance.11 As operating orthopaedic 

surgeons we have ourselves noted an increase in the oper-
ative time when we operate wearing PPE. Besides, fogging 
of the facial protective gear, difficulty in communication 
with the assistants and scrub nurse, and excessive sweat-
ing with use of PPE further interferes with our surgical 
performance. At times we feel difficult to scrub on for a 
second case.

Considering these difficulties we are currently facing with 
our attempts to restart the elective orthopaedic proce-
dures in our institute, there is a need to rethink this step of 
restarting such procedures in developing countries where 
the government hospitals are overburdened. Elective pro-
cedures should be prioritized as per need and the number 
of admissions and procedures kept minimum, to limit the 
number of patients admitted at a particular time in the 
hospital.
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Fig. 1  Vacant beds in one of our orthopaedics wards during COVID-19  
lockdown.


