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INTRODUCTION 

The coronavirus disease 2019 (COVID-19) pandemic has 

put unprecedented challenges on the medical community. 

ENT surgeons and other health care workers who perform 

and participate in examinations and procedures within the 

head and neck region, ear, nose and airway are at 

particularly high risk of exposure and infection from 

aerosol and droplet contamination.1  

COVID -19 outbreak originated in Wuhan city of China 

and it has spread all over the world. In India the first case 

was reported on January 2020 in a student of Kerala with 

travel history to Wuhan. Since then the number of cases 

have been rising in India. 

The symptoms of COVID-19 are fever, cough, difficulty 

in breathing, sore throat, body aches, anosmia and loss of 

taste. In ENT clinics we get a lot of patients with these 

symptoms. A proportion of the COVID-19 patients are 

also asymptomatic which is a major concern for healthcare 

workers and the community. 

Many healthcare workers have got affected after coming 

in contact with COVID patients and hospitals have turned 

into hotspot. Health statistics from China suggest that 3300 

health care workers were infected by early march which 

included 22 deaths.2,3 

As otorhinolaryngologists we are at high risk of exposure 

and therefore proper safety precautions should be taken 

while seeing patients. A set of recommendations have been 

suggested after reviewing literature.  

General precautionary guidelines while attending ENT 

patients 

Whenever a patient is seen by an ENT Specialist following 

guidelines should be followed: one patient at a time should 

be examined and proper screening of COVID-19 

symptoms should be done, patient should sit at a distance 

from the clinician and he/she should wear mask at all times 

and sanitize his hands before entering OPD; those with 

symptoms suggesting possible COVID-19 should be 

directed to the appropriate self-care or triage mechanism; 

the use of telephone, video, or telemedicine visits should 

be considered to maintain relationships with patients and 
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to support assessments that can be made without an in-

person physical examination; examination should be done 

by wearing a proper personal protective equipment (PPE); 

if a patient requires admission his COVID status should be 

enquired, if the COVID status is not known COVID test to 

be conducted and patient should be kept in isolation ward 

until COVID status is known so that other patients do not 

get infected; and social distancing to be followed in the 

waiting area of the patients. 

Precautions for attending fever patients in 

otorhinolaryngology head and neck surgery clinic 

Fever is a common symptom in the outpatient department 

of otorhinolaryngology head and neck surgery. Upper 

respiratory tract infection diseases, such as influenza, 

acute tonsillitis, acute sinusitis and acute otitis media, 

usually initiate with a symptom of fever. Therefore, fever 

patients, regardless of whether they have been diagnosed 

as COVID-19 patients or not, should be treated by 

adequate protected health care workers and the patient has 

to be sent to COVID 19 screening/triage clinic or sent for 

COVID testing. 

According to the current definition of graded airborne 

precautions, standard precautions are defined as wearing 

work clothes, disposable surgical masks, and latex gloves 

when necessary.4 Grade I precautions include wearing 

work clothes, waterproof medical cap, surgical masks, 

gowns and latex gloves. Grade II precautions contain 

wearing waterproof medical caps, medical protective 

masks (N95 or N99), protective clothing, work suit, anti-

penetration isolation gown, latex gloves, shoe covers, and 

anti-fog protective goggles or protective face shield when 

necessary. Grade III precautions mean that besides all 

grade II personal protective equipment (PPE) listed above, 

wearing a comprehensive protective face shield or a 

powered air-purifying respirators (PAPR) is required.5 It is 

recommended that grade II precautions are needed for 

fever patients in COVID-19 epidemic areas, and that grade 

III precautions should be used for COVID-19 suspected or 

confirmed cases when necessary.5-8 

Precautions for attending non-fever patients in 

otorhinolaryngology head and neck surgery clinic 

Those asymptomatic carriers who are within the 

incubation period are contagious, and becomes an 

important source of infection.9 

Health care workers in the department of 

otorhinolaryngology head and neck surgery are a group of 

people who are working close to patients’ nose and throat. 

Therefore, as to non-fever patients, it is recommended that 

health care workers should wear medical protective masks, 

goggles/protective face shield, and disposable anti-

permeation isolation gowns in COVID-19 epidemic areas. 

If the patient is at high risk of splashing, grade III 

precautions should be warranted to relevant health care 

workers.8 

ENDOSCOPY EXAMINATION  

Endoscopic examinations of the nose, sinuses, 

oropharynx, hypopharynx and larynx are amongst the most 

common diagnostic procedures and are routinely 

performed by ENT and head and neck surgeons. They are 

considered aerosol generating procedures.10 Moreover,the 

nose and nasopharynx have been shown to be reservoirs 

for high concentrations of the SARS-CoV-2 virus, and 

after manipulation, viral particles have been shown to be 

airborne for 3 hours or more.11,12 Therefore, it is 

recommended the same precautions be adopted for 

mucosal surface endoscopic examinations as for other 

aerosol-generating procedures. 

Examinations should be limited to patients who have a 

clear indication and need. Again, the examination should 

be performed by the most experienced personnel available 

in an expedient fashion. 

Routine or lower-priority examinations should be deferred 

during the pandemic and the PPE should be worn by the 

clinician. 

Specific recommendations additionally include the 

following: in awake patients adequate topical preparation 

to make the examination more comfortable is important, 

however, use of sprays should be avoided, carefully placed 

pledgets should be used to provide decongestion and 

anesthesia; topical anesthesia for any office-based 

intervention of the larynx under the guidance of a 

laryngoscope or strobolaryngoscope is performed through 

application of a spray which is considered high risk, 

therefore office-based biopsy, injection, laser, or other 

procedures should be delayed if possible; after completion 

of the examination, the endoscope must be appropriately 

handled and the endoscope should not be removed from 

the examination room without a protective cover.1 

INPATIENT/OUTPATIENT/EMERGENCY HIGH 

RISK PROCEDURES 

These inpatient, emergency, and outpatient 

otolaryngology procedures should be handled differently 

during the pandemic. Otorhinolaryngologists must wear 

proper PPE and take proper precautions. The following are 

examples of procedures that in this setting are considered 

high risk: routine suctioning of patients with a 

tracheotomy; nasal packing placement, removal, or 

manipulation; and attempted foreign body removal, 

deferring may not be possible. If the location is such that 

it will be particularly challenging to access in an awake 

patient or if the individual is particularly intolerant of 

manipulation, performing the removal under general 

anesthesia may be necessary. 

BIOPSY 

Proper PPE must be worn by the ENT doctor while taking 

biopsy. Following specific guidelines to be followed: 
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meticulous preparation of the patient to be done using 

xylocaine lozenges/gargles, instruments should be 

properly sterilized in autoclave after usage and in case of 

vigorous cough during the procedure/after biopsy area 

needs to be decontaminated before next procedure.13 

CLEANING AGENTS AND DISINFECTANTS 

Following guidelines have been recommended for 

cleaning endoscopes, high contact surfaces and ENT ward 

to prevent infection among healthcare workers and 

hospital staff: freshly prepared 1% sodium hypochlorite 

can be used as a disinfectant for cleaning and disinfection, 

leaving the solution for a contact time of at least 10 

minutes is recommended, ward cleaning should be done 

with detergent with water or 1% sodium hypochlorite, high 

contact surfaces (door and door knobs) should be regularly 

cleaned with 1% sodium hypochlorite, sensitive 

equipment’s (BP apparatus, thermometer, endoscopes) 

should be wiped with 70% alcohol-based rub/spirit swab 

before each patient contact and endoscopes can be 

sterilized by immersing in 2% glutaraldehyde solution for 

20 minutes.13-16  

Operative procedures-general considerations 

A number of head and neck, otolaryngologic, and oral 

surgery procedures are high risk owing to exposure of 

airway and mucosal surfaces and the possibility of 

generating aerosols. During the pandemic, all elective 

procedures that can be safely postponed should be delayed. 

If an operative procedure is planned, the following 

considerations are recommended: 

COVID-19 status 

If possible, COVID-19 status of the patient should be 

determined beforehand. If a patient tests positive, a careful 

assessment of risk to the patient and health care workers 

should be performed before the operation is 

recommended.1 Operating on mucosal surfaces in a patient 

who is actively infected generates a great risk for the entire 

operating room and recovery units and may compromise 

the patient’s ability to recover from the infection. 

Operating room setting 

High-risk operations or operations in patients with known 

COVID-19 should be performed in a designated operating 

room with negative pressures.1,17 Unprotected health care 

personnel should not be allowed in a room where an 

aerosol-generating procedure is being or has been 

conducted. If a patient is known or suspected to have 

COVID-19, appropriate PPE must be worn by all. 

High-risk procedures 

Considering the high viral titers in nasal mucosal, oral, 

pharyngeal, and pulmonary secretions, any operation that 

involves these surfaces is high risk to the entire operating 

room personnel. To our knowledge, bloodborne 

transmission has not been documented, but aerosolization 

of blood through the use of energy devices used for control 

of bleeding and in dissection has been documented.18 

These procedures should be considered higher risk. This 

includes the use of powered devices (e.g. drills and 

microdebriders).1 If a high-risk operation is indicated 

during the pandemic in a SARS-CoV-2 negative patient or 

a patient without symptoms or contact, appropriate PPE 

for all operating room staff is strongly recommended with 

minimal use of powered devices. 

Intubation and extubation 

In all operations, coordination with the anesthesia team is 

critical. It is advisable that during intubation, all 

nonessential staff leave the room and only return after the 

airway is secured. Additionally, all nonessential staff 

should be out of the room during extubation. Anybody 

who is present should maintain appropriate PPE.  

SPECIFIC OPERATIVE PROCEDURE 

GUIDELINES 

Endoscopic paranasal sinus and skull base surgery 

These are very high-risk procedures. In general, these 

procedures should be postponed in patients with COVID-

19 or those who cannot be tested except in cases of life 

threatening complications. In negative patients, PPE for all 

operating room staff is recommended .1,19 

Thyroidectomy and neck procedures 

Procedures that do not expose mucosal surfaces are lower 

risk, with the caveat that the use of energy devices can 

result in aerosolization of the virus from the bloodstream 

or other gastrointestinal secretions. Patients with COVID-

19 are likely to have the virus in their bloodstream and 

feces, based on the experience with SARS, which is also 

caused by a coronavirus.20,21  Proper PPE must be worn by 

the operating team. 

Otologic surgery 

Whether the respiratory mucosa lining the middle ear and 

mastoid air cell system is involved in COVID-19 is not 

known yet.1 But because the rest of the airway is involved, 

it appears likely that the lining of the Eustachian tube, 

middle ear, and mastoid air cell system are all 

contaminated.22,23 Mastoid drilling generates droplets and 

aerosols which puts the doctor and his operating team at 

risk and therefore proper PPE must be worn and safety 

precautions taken. Ideally, any patient undergoing any ear 

surgery should be tested for COVID-19 preoperatively. If 

a patient is positive, surgery should be delayed until the 

patient has cleared the disease except in cases of life 

threatening complications. 
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Tracheostomy 

Performing tracheostomy on patients with suspected or 

confirmed COVID-19 imposes unique challenges on not 

only otolaryngologists-head and neck surgeons but the 

entire health care team.24 

In nonemergency situations, all cases should be reviewed 

by a multidisciplinary team, and the risks versus benefits 

of the procedure for the patient and the entire health care 

team should be carefully assessed. Additionally, a detailed 

post-procedure care plan should be established to ascertain 

the protection of other patients and health care workers. 

The view points by Tay et al in their journal article outlines 

many of these considerations.25 In general, most 

tracheostomy procedures should be avoided or delayed 

(even beyond 14 days) because of the high infectious risks 

of the procedure and subsequent care until such time as the 

acute phase of infection has passed, when the likelihood of 

recovery is high, and when ventilator weaning has become 

the primary goal of care. Avoiding early tracheostomy in 

patients with COVID-19 is suggested because of the 

higher viral load that maybe present at this time. In 

addition, early tracheostomy was not found to be 

associated with improved mortality or reduced length of 

intensive care unit stay in a randomized clinical trial of 

patients on mechanical ventilation.26 

Some of the additional procedure specific guidelines are: 

when feasible, GA following intubation should be 

considered; if intubation is not feasible, consider superior 

laryngeal nerve block and inject lignocaine into the trachea 

prior to incising the trachea to reduce cough; transient 

apnoea to be maintained during the brief period tracheal 

incision to cuff inflation of inserted tracheostomy tube; 

closed suction system to be used and usage to be guarded; 

double lumen cuffed tube may be used to avoid frequent 

tube change due to tube blockage postoperatively; heat 

moisture exchanger (HME) to be attached to tracheostomy 

tube when patient is shifted to ward and for high risk cases, 

a triple layer/N95 mask may also be worn over the 

tracheostomy tube.13 

CONCLUSION 

As ENT specialists we are at high risk of exposure to 

COVID Infection. But by following strict safety guidelines 

in OPD, ward, emergency and operation theatre the risk of 

exposure and infection could be greatly reduced while 

providing high levels of care. 
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