
FOR DEBATE

Gastrointestinal cancer surgery and enhanced recovery after surgery
(ERAS) during COVID-19 outbreak

G. S. Sica1 & Michela Campanelli1 & V. Bellato1
& G. Monteleone2

Received: 31 March 2020 /Accepted: 15 April 2020
# Springer-Verlag GmbH Germany, part of Springer Nature 2020

The outbreak of the coronavirus disease 2019 (COVID-19),
first reported in China in December 2019, has become a public
health emergency of international concern that also affects
patients with digestive diseases [1, 2]. The Italian government
has implemented extraordinary measures to contain the viral
spread. Recently, the University Hospital of Rome Tor Vergata
has been named “Covid Hospital-4,” the fourth referral center
of Rome for COVID-19 positive patients (COV-pos). As a
result, all the surgical services of the gastrointestinal surgical
department, with the exception of one weekly outpatient clinic
and one endoscopic session for oncologic and urgent cases,
have been locked down. Nonetheless, the emergency depart-
ment continues admitting surgical patients, even though cur-
rently the number of admissions seems to be reduced. The
impacts of this situation on both surgical service provision
and changes to standard surgical practice are unknown. We
share some observations of our initial experience of GI sur-
gery with particular attention to the enhanced recovery after
surgery (ERAS) program, in a COVID-Hospital.

Since the lockdown (4 weeks), sixteen patients with known
GI malignancies were scheduled to have surgery in the mini-
mally invasive unit of the Tor Vergata Hospital: 8 colonic, 2
rectal, 2 rectal recurrence, and 4 gastric. Furthermore, during
the same period, 4 patients required emergency GI surgery.

From referral to preoperative work-up, prehospitalization,
admission, and in-hospital care, the whole system had to be
adapted to the new COVID-19 hospital setting. However, we
have noticed that, since the COVID-19 crisis, our ERAS pro-
gram is running smoothly and is more effective than ever.

Since November 2016, an ERAS protocol is in place and is
proposed to all our GI surgical patients. Eighty-two percent of
our GI surgery is done laparoscopically, and all patients re-
ceive instructions for 5 days of preoperative immune-
nutritional support. However, given the location of the hospi-
tal on the outskirts of the city and it being a referral center for
digestive disease, around half of our patients come from small
towns and villages with a low level of education, resulting in
low penetration of some of the ERAS pillars. More precisely,
an estimated 30% of our patients eventually refuse to leave the
hospital prior to an extended period of convalescence.
However, since the introduction of the ERAS protocol, we
observed an average reduction in the length of stay of 3.5 days
(from 8.6 to 5.1 days). Currently, patients seen during the pre-
assessment clinic are not given the prescription for preopera-
tive nutritional support because of changes in the logistics due
to restriction in people’s motility. Nevertheless, patients ap-
pear to understand very well the protocol of enhanced recov-
ery, and in these last few weeks, our median hospital stay was
reduced to 4.1 postoperative days. No major complications
were observed during our first month of COVID-19 seclusion,
and three patients who had a colonic resection left the hospital
on postoperative day two: this certainly has already been prov-
en to be both safe and feasible [3] but is not representative of
our standard of care. We believe that due to the awareness of
SARS-CoV-2 infection, both patients and caregivers had an
increased consciousness of the shortage of resources and
showed a different attitude toward fast-track discharge.

A strict adherence to the ERAS protocol may be effective
in reducing hospital bed shortages and postsurgical associated
co-morbidities.

A further consideration regarding the ERAS protocols dur-
ing the COVID-19 pandemic is bound to its use in laparoscop-
ic surgery [4]. We do not routinely test surgical patients in
search of the SARS-CoV-2 infection. Since the beginning of
this crisis, some concerns have been raised in regard to oper-
ating laparoscopically, especially on patients coming from the
emergency department, due to the impossibility of a
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preoperative screening even in suspected cases. This problem
has recently been highlighted [5], and the aerosol generated by
the energy devices is certainly amplified by the pneumoperi-
toneum. However, the risk should remain very low for it is a
virus that attacks the respiratory apparatus and is present in the
abdominal organs only through the bloodstream. Furthermore,
the viral load virus, which has not yet been measured, is prob-
ably very low. As a matter of fact, the four patients we admit-
ted for emergency surgery did indeed undergo open surgery.
One patient (female, 64 years old) underwent an open
Hartmann’s procedure for acute perforated diverticulitis. On
admission she had an abdominal CT scan but also a chest
tomography as part of the new protocol in place for emergen-
cy surgical abdominal cases. Given the pictures of her chest
CT scan (Fig. 1) and low lymphocytic count, she was treated
following the safety protocols for Cov-pos patients. She had
two consecutive sets of swabs, both of which negative, in
search of the SARS-CoV-2 infection. She made an uneventful
surgical recovery and was transferred to respiratory medicine.

Since then, after the discussion with the department of
safety in the workplace, specific devices developed to aspirate
the smog derived from the use of these energy devices, name-
ly, ConMed Buffalo filters (ConMed Corp. Utice, N.Y., USA),
are employed in open and laparoscopic surgery.

The ERAS protocol does not seem to be affected by the
COVID-19 crisis. If anything, the crisis has shown once again
its potential benefits.
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Fig. 1 Chest CT scan: interstitial pneumonia
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