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ABSTRACT 

OBJECTIVE: The objective of this study was to determine the incidence of perioperative “severe acute 

respiratory syndrome coronavirus-2 (SARS-CoV-2)” infection among women, operated during 

Coronavirus disease-2019 (COVID-19) era. 

STUDY DESIGN: All patients who were operated on between March 11, 2020, and December 31, 2020, 

in our gynecology clinic were included in this cross-sectional study. The clinical and demographic char-

acteristics of the patients, preoperative and postoperative SARS-CoV-2 positivity, the progress of the in-

fection, and the survival rates in positive cases were analyzed. COVID-19 cases were diagnosed by re-

verse transcription-polymerase chain reaction testing for SARS-CoV-2.  

RESULTS: Operations of 133 (33%) of 406 patients were canceled for various reasons. 275 patients 

were operated on. Preoperatively three patients were diagnosed with COVID-19. One of these patients 

died and two were operated on after treatment and self-isolation. Only one (0.4%) patient was diag-

nosed with COVID-19 30 days postoperatively and completely recovered. We calculated the periopera-

tive SARS-CoV-2 positivity rate as 1.4% (276 surgeries were planned and 4 patients were diagnosed 

with COVID-19). During the study, 107 physicians worked in our clinic alternately. Two (1.8%) of these 

physicians were diagnosed with COVID-19 and completely recovered without the need for intensive 

care. In addition, nine patients who were previously diagnosed with COVID-19 were operated on. 

Postoperative respiratory and other system complications did not occur in nine patients, previously di-

agnosed with COVID-19. 

CONCLUSION: The results of our study show that gynecological surgical procedures do not increase 

the transmission and mortality rates of SARS-CoV-2 among patients and healthcare professionals as 

long as infection control measures are followed. 
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Introduction 

In December 2019, in Wuhan city, Hubei province, China, 
a series of pneumonia cases similar to viral pneumonia but un-
known etiology were noted (1). The causative agent of pneu-
monia was determined to be a new coronavirus, called severe 
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (2). 
World Health Organization (WHO) named the disease caused 
by SARS-CoV-2 as coronavirus disease 2019 (COVID-19) in 
February 2020 (3). COVID-19, which caused the death of 
more than 4000 people until 11 March 2020, spread rapidly 
over countries, was officially declared as a pandemic by WHO 
on the same date (4). The pandemic has put enormous pres-
sure on health systems around the world (5). The health sys-
tems worldwide, which were not prepared for a pandemic, 
have determined policies specific to each country and region 
and started to implement measures to increase the capacity of 
intensive care services (6,7). The authorities have emphasized 
that some of the patients who still need medical care can be 
treated at a time when the impact of COVID-19 on the health 
system will decrease, and some surgical procedures can be 
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canceled (8). Health systems and health care workers have 

faced great difficulties and surgical departments have also 

been affected by this situation. Preparations for the pandemic 

are primarily focused on increasing the capacity of intensive 

care for severely ill patients and provide adequate protective 

equipment for medical staff (9). American College of 

Surgeons (ACS) recommended that procedures for adnexal 

torsion, tubal-ovarian abscess rupture, acute-severe vaginal 

bleeding, tuboovarian abscess (resistant to medical treatment), 

abortus and ectopic pregnancy, cerclage, cesarean, and onco-

logic surgery should not be postponed and performed imme-

diately. Other procedures like sterilization, myomectomies, 

and hysterectomies (with an indication of myoma), en-

dometriosis, chronic pelvic pain, adnexal mass surgery (con-

sidered to be benign), pelvic prolapse, and incontinence 

surgery can be postponed (10).  

WHO acknowledged that most of the world's health sys-

tems and services are inadequate and has published guidelines 

on how countries will maintain essential healthcare services 

during the COVID-19 pandemic (11). In our country, to re-

duce the workload in hospitals and to continue the health ser-

vices, The Ministry of Health-Türkiye has decided to post-

pone all elective surgery on March 17, 2020 (12). Policies for 

the COVID-19 pandemic have been determined; a guideline 

containing measures and recommendations for the manage-

ment of cases, examination, and protection of healthcare per-

sonnel, has been published considering the surgeries that can-

not be postponed such as emergency surgery and oncological 

surgery (13). Regarding the treatment of patients without 

COVID-19, it was recommended that each clinic should iden-

tify priority cases in addition to emergency surgical cases. It 

was planned to provide personal protective equipment (PPE) 

to the employees and to use them correctly. It was emphasized 

that everyone in the hospital (employee, student, patient, at-

tendant) should wear a mask during their stay.  In addition, it 

has been suggested not to accept an accompanying person in 

services and to limit them to at most one person if required. 

Probable/certain COVID-19 patients should be admitted to the 

COVID-19 services, following standard droplet and contact 

isolation advice (13).  

The triage of patients with suspected infection in hospitals 

is important. COVID-19 is diagnosed with clinical symptoms 

such as fever, fatigue, dry cough, pneumonia, headache, diar-

rhea, hemoptysis, respiratory distress, rhinorrhea, and radio-

logical findings; laboratory tests confirm the diagnosis (14). 

Real-time reverse transcription-polymerase chain reaction 

(RT-PCR) of viral nucleic acid is considered one of the diag-

nostic tests (15). According to the Ministry of Health-Türkiye 

guidelines, if testing for COVID-19 is required, the sample 

should be taken at least 48 hours before the procedure; surgery 

should be performed as soon as possible after the hospitaliza-

tion (on the same day if possible), and the pre-and post-proce-

dure periods should be kept short (13).  

In our study, we performed surgeries of patients who can-

not be postponed or do not agree to be postponed and we aimed 

to determine the incidence of perioperative SARS-CoV-2 pos-

itivity among women, operated during the COVID-19 era. 

Material and Method 

All patients who were operated on between March 11, 

2020, and December 31, 2020, at the Gynecology Clinic of 

Etlik Zubeyde Hanim Gynecology Training and Research 

Hospital, were included in this cross-sectional study. The data 

were collected by scanning patient files and the database of the 

institution and the Ministry of Health. All participants signed 

informed written consent before being enrolled in the study. 

The study was reviewed and approved by the ethics commit-

tee of Etlik Zubeyde Hanim Gynecology Training and 

Research Hospital (Ethics approval reference number: 

2021/64 date:09.06.2021). All procedures were performed ac-

cording to the Declaration of Helsinki. Surgical procedures 

such as endometrial/cervical curettage, hysteroscopy, coniza-

tion/Loop Electrosurgical Excision Procedure (LEEP), and 

vaginal cyst excision were excluded from the study due to the 

short duration of surgical procedure and hospital stay.  

Priority and emergency cases were determined with a 

triage system. Postponable cases were followed up during the 

pandemic period without being operated and their treatments 

were arranged. The planned operations of patients who did not 

accept COVID-19 comorbidity wanted to be operated in an-

other hospital, decided to be operated in a multidisciplinary 

hospital, had SARS-CoV-2 PCR (+), or had a history of 

COVID-19 contact were canceled. Operations of patients who 

cannot be postponed or those who do not agree to be post-

poned have been performed. Treatment-resistant uterine 

bleeding, endometrial hyperplasia/intraepithelial neoplasia/ 

endometrial ca, pelvic organ prolapses (presenting with the 

complaint of recurrent urinary tract infection, not benefiting 

from pessary), symptomatic and faster-growing myomas, ad-

nexal masses (with suspicion of malignancy), and acute pelvic 

pain were considered urgent and were not postponed. Total 

abdominal hysterectomy (TAH)+/-bilateral salpingo-

oophorectomy (BSO), total laparoscopic hysterectomy +/- 

BSO, vaginal hysterectomy +/- BSO, ovarian cystectomy, my-

omectomy, unilateral salpingo-oophorectomy, ovarian detor-

sion, sacrohysteropexy, trans-vaginal-tape (TVT) operation, 

anterior-posterior repair+perineoplasty, radical hysterec-

tomy+BSO+bilateral pelvic paraaortic lymph node dissection 

(BPPLND), TAH+BSO+BURCH, tuboovarian abscess 

surgery and stating surgery were the operations performed. 

The patients who underwent TVT operation did not accept the 

postponement of the operation and stated that their quality of 

life was severely impaired. 

Identity information, age, body mass index (BMI), gravida, 

parity, additional disease, smoking, complaint, surgery indica-
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tion, surgery performed, type of anesthesia, presence of post-

operative transfusion, hospitalization duration, post-operative 

complications, pre-operative and post-operative SARS-CoV-2 

PCR results, hospital or homestay in case of SARS-CoV-2 

positivity, recovery/intensive care unit admission/ survival 

rates in SARS-CoV-2 positive patients and the treatment re-

ceived was recorded and analyzed retrospectively. 

We defined one day before and 30 days after surgery as the 

perioperative period (the day of surgery was defined as day 0). 

The preoperative SARS-CoV-2 positivity was screened with 

reverse transcription-polymerase chain reaction (RT-PCR) 

one day before the surgery and the patients were hospitalized 

to be operated on the next day. After their hospitalization, pre-

operative reassessment was made with internal medicine and 

anesthesia doctors. In the postoperative one-month period, if 

SARS-CoV-2 was detected positive by RT-PCR, it was con-

firmed by the database of the Turkish Ministry of Health. The 

primary outcome measure for patients was the positivity of 

RT-PCR. Hospitalization of patients with positive tests need 

for intensive care unit admission, the number of days in inten-

sive care if recovered, treatment, and 30-day mortality were 

evaluated. 

All statistical tests were performed using the Statistics 

Package for the Social Sciences (SPSS) program (version 21, 

SPSS, Inc, Chicago, IL). The median, minimum, and maxi-

mum values of the data and the numbers and rates of the cat-

egorical data were calculated with descriptive statistics tests. 

Results 

During the study period, 406 patients were re-evaluated 
preoperatively with internal medicine and anesthesiologists 
after their hospitalization. After the evaluation, the operation 
of 16 patients who did not accept COVID-19 comorbidity was 
postponed, six patients decided to be operated on in another 
hospital, 14 patients could not be operated on because it was 
advised for the operation to take place in a multidisciplinary 
hospital. Three patients with preoperative SARS-CoV-2 PCR 
positivity and one patient with a history of COVID-19 contact 
were detected. 59 operative hysteroscopy, one diagnostic hys-
teroscopy, five vaginal cyst excision, 19 dilations and curet-
tage, five conization/LEEP procedures were excluded. The 
medical information of four patients could not be reached. 
Finally, 275 of the patients who were operated on during the 
COVID-19 pandemic, were analyzed (Figure 1).  

The clinical characteristics and demographic data of the 
patients are shown in table I.  

The median age was 46 (24-76 years), BMI 30 (20-42), 
gravida 3 (0-10), parity 2 (0-8). 64 (23.3%) of the operated pa-
tients were smokers, 174 of (63.3%) patients had no additional 
disease. The most common complaints were abnormal uterine 
bleeding (36%) and pelvic pain (37%). 

The indication for surgery, type of surgery, type of anes-
thesia, need for transfusion, the period of hospital stay, com-
plications, and postoperative SARS-CoV-2 positivity is 
shown in table II.  

Patients  

scheduled  

to be  

operated  

in the  

gynecology clinic on  

March 11, 2020 - 

December 31, 2020, 

n=406  

Patients whose  

operation is canceled 

or delayed, 

n=40

Patients in need of a multidisciplinary hospital, n=14

Pre-operative SARS-Cov-2 PCR* Positive patients, 

Patients in contact with COVID-19**, n=1

Patients who do not accept COVID-19 comorbidity, 

Patients who want to be operated in another hospital

Diagnostic hysteroscopy, n=59

Operative hysteroscopy, n=1

Dilation and curettage, n=19

Conization/LEEP***, n=5

Vaginal cyst operation, n=5

Medical information unavailable, n=4

Operated,  n=275

Patients who were  

operated but  

excluded from the 

study, 

n=93

Figure 1: Flow chart of the study  

*SARS-CoV-2 PCR: polymerase chain reaction testing for severe acute respiratory syndrome coronavirus-2 **COVID-19: 
Coronavirus Disease-2019   ***LEEP: Loop Electrosurgical Excision Procedure 



While the most common indications were uterine bleeding 
due to myoma uteri (41.8%), pain due to pelvic mass (20.4%), 
and pelvic organ prolapse (10.9%); the operations performed 
most frequently were TAH+BSO (25%, 1), TAH (16.7%) and 
TLH (10.5%). In the postoperative period, only 1 (0.4%) pa-
tient had SARS-CoV-2 infection (Table II).  

After the SARS-CoV-2 PCR positivity was confirmed, the 
operations of three patients were canceled on the first day be-
fore the surgery. In one of three patients with pre-operative 
SARS-CoV-2 PCR positivity, sudden cardiac death/exitus de-
veloped on the 5th day after the diagnosis of COVID-19, al-
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Characteristics n=275

Age, median (range), years 

BMI, median (range), kg/m2 

Gravida, median (range) 

Parity, median (range) 

Smoke, number, % 

No 

Yes 

Additional Disease, number, % 

No  

HT 

HT+DM 

HT+DM+Chronic Lung Disease 

HT+Chronic Lung Disease 

HT+Hypothyroidism 

Arrhythmia  

Breast Cancer 

Fibromyalgia  

Rheumatoid Arthritis 

Valvular Heart Disease 

Thyroid Cancer 

Hepatitis B 

Tuberculosis 

Schizophrenia 

DM 

Chronic Lung Disease  

Migraine 

Hypothyroidism  

Hepatitis C 

Panic Disorder 

Obsessive-Compulsive Disorder 

Complaint, Number, % 

No  

AUB 

AUB+Urinary Incontinence 

Pelvic Organ Prolapse 

Pelvic Pain 

Urinary Incontinence  

Bleeding After Caesarean 

46 (24-76) 

30 (20-42) 

3 (0-10) 

2 (0-8) 

 

211 (76.7) 

64 (23.3) 

 

174 (63.3) 

31 (11.3) 

7 (2.5) 

1 (0.4) 

3 (1.1) 

1 (0.4) 

3 (1.1) 

2 (0.7) 

1 (0.4) 

1 (0.4) 

1 (0.4) 

1 (0.4) 

1 (0.4) 

1 (0.4) 

1 (0.4) 

9 (3.3) 

8 (2.9) 

3 (1.1) 

20 (7.3) 

1 (0.4) 

4 (1.5) 

1 (0.4) 

 

2 (0.7) 

136 (49.0) 

1 (0.4) 

29 (11) 

102 (37.0) 

4 (1.5) 

1 (0.4) 

Table I: Demographic and clinical characteristics of the study 
group

HT: Hypertension, DM: Diabetes Mellitus, AUB: Abnormal uterine 
bleeding

Table II. Surgical characteristics of the study group.

Characteristics n=275

Surgery indication, number, % 

Endometrial cancer 

Complex endometrial hyperplasia with atypia 

BRCA mutation, risk reduction surgery  

Cervical cancer  

Arteriovenous malformation  

Pelvic organ prolapse 

Pelvic pain+pelvic mass  

Tuba-ovarian abscess 

Myoma uteri+Treatment-Resistant Bleeding 

Urinary Incontinence  

Ovarian Torsion  

MTRB 

MTRB+urinary incontinence 

Endometrial Intraepithelial Neoplasia 

Type of Surgery, number, % 

Myomectomy  

Tuba ovarian Abscess Surgery/Laparoscopy 

Tuba ovarian Abscess Surgery/Laparotomy  

Unilateral Salpingooophorectomy/Laparotomy 

Ovarian detorsion/Laparotomy  

Sacrohysteropexy  

Ovarian Cystectomy/Laparotomy 

Anteroposterior repair+perineoplasty  

Radical Hysterectomy+BSO+BPPLND  

TAH  

TAH + Bilateral Salpingooophorectomy (BSO) 

TAH + BSO + BURCH  

Vaginal Hysterectomy  

Total Laparoscopic Hysterectomy  

Unilateral Salpingooophorectomy/Laparoscopy 

Ovarian cystectomy / Laparoscopy  

Trans-vaginal-tape operation  

Staging surgery 

Type of Anesthesia, number, % 

General Anesthesia  

Regional Anesthesia  

Transfusion, number, % 

No 

Yes 

Hospital Stay Duration, median (range) 

Complication, number, % 

Postoperative fever 

Bowel injury  

Cuff hematoma  

Opening incision 

Surgical site infection  

Bladder injury 

Bladder atony 

Postoperative SARS-CoV-2 PCR, number, % 

Negative  

Positive  

 

7 (2.5) 

2 (0.7) 

2 (0.7) 

1 (0.4) 

1 (0.4) 

30 (10.9) 

56 (20.4) 

17 (6.2) 

115 (41.8) 

4 (1.5) 

11 (4) 

16 (5.8) 

1 (0.4) 

12 (4.4) 

 

18 (6.5) 

10 (3.6) 

6 (2.2) 

14 (5.1) 

3 (1.1) 

3 (1.1) 

2 (0.7) 

1 (0.4) 

1 (0.4) 

46 (16.7) 

69 (25.1) 

1 (0.4) 

26 (9.5) 

29 (10.5) 

14 (5.1) 

24 (8.7) 

3 (1.1) 

5 (1.8) 

 

253 (92.0) 

22 (8.0) 

 

244 (88.7) 

31 (11.3) 

4 (3-29) 

 

2 (0.7) 

1 (0.4) 

7 (2.5) 

1 (0.4) 

2 (0.7) 

2 (0.7) 

1 (0.4) 

 

274 (99.6) 

1 (0.4) 

MTRB: Medical treatment-resistant bleeding, TAH: Total abdominal 
hysterectomy
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though there was no need for intensive care. The other two pa-

tients recovered completely at home and were operated on in 

the following months. The time from the first SARS-CoV-2 

PCR positive test to the first negative test was recorded as the 

recovery time. (Table III). 

One (0.4%) patient was found SARS-CoV-2 positive 30 

days postoperatively. The COVID-19 diagnosis of this patient 

was confirmed on the 30th day following the operation and no 

need for intensive care. She was followed up at home and re-

ceived favipiravir/hydroxychloroquine treatment. On the sev-

enth day after the diagnosis, the PCR test became negative and 

the patient completely recovered. The patient stated that on the 

post-operative 20th day, she was in contact with COVID-19.  

As a result, we calculated the perioperative SARS-CoV-2 

positivity rate as 1.4% (276 surgeries were planned and 4 pa-

tients were diagnosed with COVID-19) and postoperative 

SARS-CoV-2 positivity rate as 0.4%.  

Nine patients had been diagnosed with COVID-19 at var-

ious times before the surgery date. The patients' age, addi-

tional diseases, type of surgery, duration of hospital stay, in-

tensive care need, medical treatment, recovery time, and post-

operative complications are shown in table IV. 

The patients had been informed that they were followed at 

home after the diagnosis and they recovered completely. None 

of them had needed intensive care. Duration of complete re-

covery was recorded as the time from the onset of symptoms 

to the end of them.  In the asymptomatic patient #1, this time 

was considered as the time from the first SARS-CoV-2 PCR 

positive test to the first negative test and the case was not de-

layed due to its urgency. None of these patients developed 

Patient Age 

(years) 

Additional 

Disease

Pre-op  

PCR

Intensive Care 

Unit Admission 

Treatment Progress Recovery 

Time 

1 50 Hypothyroidism Positive No Favipiravir 

HCQ 

Complete recovery 18 days

2 54 No Positive No Favipiravir 

 HCQ 

Complete  recovery 12days

3 54 No Positive No Favipiravir  

HCQ 

Exitus on the 5th day after diagnosis -

Patient  

 

 

 

Age 

(years)  

 

 

Additional 

Disease 

  

 

Type of 

surgery  

 

 

Hospital  

Stay 

Duration 

(day)  

Time between 

Covid-19  

diagnosis and 

surgery

Intensive 

Care Unit 

admission  

 

Medical 

Treatment 

 

 

Recovery 

time (days)  

 

 

Post-operative 

complication 

1 

2 

3 

4 

 

 

5 

 

 

6 

7 

 

 

 

8 

9 

53 

48 

68 

54 

 

 

65 

 

 

34 

52 

 

 

 

51 

52 

Hypertension 

Hypertension 

No 

No 

 

 

Hypertension 

 

 

No 

Hypertension 

 

 

 

No 

Hypertension 

TAH+BSO 

TAH+BSO 

VAH+BS 

TLH+BSO 

 

 

VAH+BS 

 

 

USO 

TLH+BSO 

 

 

 

TLH+BSO 

TLH+BSO 

4 

4 

4 

4 

 

 

3 

 

 

3 

3 

 

 

 

4 

4 

5  

30 

33 

190 

 

 

120 

 

 

33 

85 

 

 

 

40 

90 

No 

No  

No  

No  

 

 

No 

 

 

No  

No  

 

 

 

No  

No 

No 

No 

Favipiravir 

HCQ 

Enoxaparine 

sodium 

Favipiravir 

Enoxaparine 

sodium 

No 

Favipiravir 

HCQ 

Enoxaparine 

sodium 

Favipiravir 

Favipiravir 

5 

14 

12 

8 

 

 

10 

 

 

10 

12 

 

 

 

10 

14 

No 

No  

No  

No  

 

 

No 

 

 

No 

Cuff hematoma 

 

 

 

No 

No 

Table IV: Patients operated on with a history of COVID-19.

TAH+BSO: Total abdominal hysterectomy+Bilateral salpingo-oophorectomy, VAH+BSO: Vaginal hysterectomy+Bilateral salpingo-oophorectomy, 
TLH+BSO: Total laparoscopic hysterectomy+Bilateral salpingo-oophorectomy, USO: Unilateral salpingo-oophorectomy, HCQ: Hydroxychloroquine

HCQ: Hydroxychloroquine

Table III: Patients whose surgery was canceled on the pre-operative day 1 after SARS-CoV-2 PCR positivity was confirmed.
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intra-operative, post-operative complications related to other 
systems, especially the respiratory system. The hospitalization 
period did not prolong. The patient, who had a history of 
COVID-19, developed a vaginal cuff hematoma that did not 
require hospitalization (Table IV) 

Due to the increasing number of patients coming to the 
clinic, the number of operations performed between March 11, 
2020, and August 30, 2020, was 96, while the number of op-
erations between September 1, 2020, and December 31, 2020, 
was 179. 

In this process, a total of 107 physicians, including 3 lec-
turers, 19 specialist doctors, and 85 assistant doctors, worked 
in our clinic alternately, two of these physicians (1.8%) were 
diagnosed with COVID-19 and recovered completely without 
the need for intensive care.  

Discussion 

In our study, we aimed to calculate the perioperative/post-
operative SARS-CoV-2 positivity rate in patients who were 
operated on/ planned to be operated on in our clinic. Based on 
the preoperative SARS-CoV-2 PCR test results and postoper-
ative follow-up data, we calculated the postoperative SARS-
CoV-2 positivity rate as 0.4% and the perioperative SARS-
CoV-2 positivity rate as 1.4%. In addition, we noted that 107 
physicians worked in our clinic alternately and only two 
(1.8%) were diagnosed with COVID-19 during this period. 

On 30 December 2020, the Ministry of Health, Türkiye an-
nounced the number of tests in our country as 24.504.567 and 
the number of cases as 2.208.652 (9%); considering this the 
rate of SARS-CoV-2 positivity in our patients and employees 
is lower than the general population. According to Yang et al. 
in a study on 33 people, the incidence of COVID-19 in women 
who underwent gynecological cancer surgery was reported to 
be 6.1% (16); similarly, Ali Ayhan et al. in another retrospec-
tive study in which 688 oncologic surgery patients were ana-
lyzed, the perioperative COVID-19 incidence was found to be 
6.7% (17). The low incidence in our study compared to the 
general population and these studies were primarily attributed 
to the patient population we tested, was asymptomatic. While 
the tests performed on the general population are symptom-
based and diagnostic, the preoperative tests are screening tests 
and performed in the asymptomatic patient group. Screening 
tests with RT-PCR for SARS-CoV-2 are recommended for all 
potential surgical procedures (18). In our clinic, screening 
tests were performed as soon as the patients were admitted to 
the hospital. Patients who were diagnosed with COVID-19 
preoperatively were evaluated as multidisciplinary and dis-
charged immediately. It was thought that screening tests 
would reduce the transmission in the hospital and the social 
isolation of the patients was provided until the results came 
out. Additionally, the use of personal protective equipment, 
social isolation rules, restriction of visitors, regulation of 

physical and hygienic conditions in accordance with infection 

prevention recommendations may have reduced transmission. 

In a study by Polat et al on 200 patients who had under-

gone gynecological cancer surgery, no patient was diagnosed 

with COVID-19, but suspicious computed tomography find-

ings were found in two patients (19). In another study by 

Alimoglu et al, in 39 patients who were operated on with a di-

agnosis of cancer, none of the patients had COVID-19 symp-

toms in the postoperative period (20). Our study and similar 

studies like this suggest that treatment procedures performed 

in accordance with health policy strategies and rules are safe 

and operations do not adversely affect the pandemic.  

Hospitalization and hospitals are considered independent 

risk factors for SARS-CoV-2 infection (21). In our study, it 

was observed that hospitalization did not increase the inci-

dence of COVID-19 compared to the general population. This 

situation can be attributed to educating and raising awareness 

of patients about contact isolation and personal hygiene. 

In our study, mortality developed in a single patient diag-

nosed with COVID-19 pre-operatively, and no intensive care 

unit was needed for any patient. The patient who died had 

been diagnosed one day before the planned operation and was 

discharged after the decision to be followed at home. The 

treatment had been arranged multidisciplinary. The other two 

patients who were diagnosed with COVID-19 preoperatively, 

recovered completely and their operations were postponed to 

a later date. Importantly, healthcare workers who had contact 

with patients diagnosed with SARS-CoV-2 infection were not 

diagnosed with COVID-19 in the following period and did not 

have suspicious symptoms. 

SARS-CoV-2 PCR positivity was detected postopera-

tively, on the 30th postoperative day, in only one patient. 

During the follow-up, the patient stated that the source of the 

disease was a relative who was diagnosed with COVID-19 

and was treated in intensive care. Considering that the incuba-

tion period of SARS-CoV-2 infection is approximately two 

weeks (22), the infection, diagnosed on the 30th postoperative 

day may be community-acquired. 

In our study, nine patients, who were previously diagnosed 

with COVID-19 and whose treatments were completed at 

home, were operated on due to negative preoperative SARS-

CoV-2 PCR results. In these patients, no intraoperative or 

postoperative complications related to other systems, espe-

cially the respiratory system, have not developed. The hospi-

talization period of the patients did not prolong, and hospital-

ization was not required in the patient who developed vaginal 

cuff hematoma in the early postoperative period. Similar to 

our study, Cai et al. in a single-center retrospective study, 

eight COVID-19 patients and 22 non-infected patients who 

underwent emergency abdominal surgery in Wuhan, China 

were analyzed and no difference was noted in postoperative 
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recovery and survival between mildly infected or asymp-
tomatic patients. Therefore, the necessity of postponing oper-
ations has been questioned (23). 

Postponement of non-urgent surgical services will in-
evitably cause a significant backlog. This situation may sub-
sequently cause a burden on surgical capacity as well as cause 
excessive stress and anxiety for patients personally (24). 
Throughout our study, there were patients whose operations 
were delayed by regulating their medical treatments but were 
ultimately operated on due to treatment-resistant bleeding and 
pain. When the distribution of the patients by months is ex-
amined, the number of operations performed on March 11, 
2020-August 30, 2020 was 96, while the number of operations 
performed on September 1, 2020-December 31, 2020 was 
179. During this period, four patients who complained of uri-
nary incontinence and whose operations were postponed due 
to not being urgent stated that their quality of life was seri-
ously impaired and refused to postpone their surgery and was 
operated on. Thousands of patients worldwide lack surgical 
access and expect to undergo elective and emergency surgical 
procedures. These patients will undoubtedly experience in-
creased morbidity and mortality as a side effect of the 
COVID-19 pandemic (25). Postponing non-urgent surgical 
procedures may cause some surgical procedures to fall into the 
emergency category over time. Based on the fact that the epi-
demic will continue, although it is alleviated, planned surgical 
interventions should be started gradually (13). Various plans 
should be made to manage the future demand due to delayed 
surgical procedures. 

In addition to all these, the reorganization of healthcare 
systems due to the increasing burden of COVID-19 will cre-
ate disruptions in medical education. There is a need for regu-
lations so that students can protect their clinical skills and 
knowledge (26). The fact that our hospital is a well-estab-
lished hospital located in the capital Ankara and the high num-
ber of emergency and non-delayed cases did not cause any 
problems in education and research. Nevertheless, reorganiza-
tion of surgical procedures that are deemed to be postponed 
may be considered. 

As a result, it has been observed that the surgical proce-
dures we perform do not increase the SARS-CoV-2 transmis-
sion compared to the general population, as long as the pa-
tients and employees comply with infection control measures. 
This result suggests that hospitalization and surgical proce-
dures will not adversely affect the COVID-19 pandemic un-
less hospitals have technical inadequacy and capacity prob-
lems. For this reason, we think that surgeries that are deemed 
to be postponed should be reconsidered to avoid accumulation 
in health systems and to avoid urgency in postponed elective 
surgeries. 
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