
 

                                                                                              
                       International Journal of Otorhinolaryngology and Head and Neck Surgery | December 2020 | Vol 6 | Issue 12    Page 2334 

International Journal of Otorhinolaryngology and Head and Neck Surgery 

Husain P et al. Int J Otorhinolaryngol Head Neck Surg. 2020 Dec;6(12):2334-2337 

http://www.ijorl.com 

 

pISSN 2454-5929 | eISSN 2454-5937 

 

Review Article 

Guidelines for the endoscopic nasal surgery during  

COVID-19 pandemic 

Parvez Husain1*, Shaheen Khalil Ahmed2, Benazeer Husain3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

COVID-19, the respiratory illness caused by the novel 

SARS-CoV-2 virus has rapidly emerged as a serious 

global health concern. As of March 12, 2020, the WHO 

has declared this virus a pandemic.1 Coronavirus causes 

respiratory tract infections the severity can be mild, like 

common cold, and can be even lethal, like SARS (severe 

acute respiratory syndrome), MERS (middle east 

respiratory syndrome), and COVID-19 (corona virus 

disease 2019).  COVID-19 disease was first identified in 

December 2019 in Wuhan, the capital of China’s Hubei 

province and it caused a pandemic.2 The WHO has 

enacted various protocols for healthcare institutions 

internationally in an attempt to slow the spread of 

disease, including adjustments for procedures performed 

by otolaryngologists.3 

Research shows that there is a high viral load in the 
nasopharyngeal area.4 This makes managing patients with 
pathologies that require endoscopic sinus surgery to be a 
major concern especially with the use of microdebriders 
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and drills in these surgeries causing aerosolization of 
COVID-19. Bioaerosol transmission occurs while doing 
intubation and cardiopulmonary resuscitation. Fomite 
transmission is also possible. The virus is most 
contagious when people are asymptomatic: although 
spread can occur even before symptoms appear. Airborne 
transmission of SARS-CoV-2 can occur during medical 
procedures that generate aerosols (“aerosol generating 
procedures”).5 

SARS-CoV-2 can remain viable and infectious in 
aerosols for hours, and on surfaces up to days; the median 
half-life of SARS-CoV-2 was approximately 1.1 hour in 
aerosols, 5.6 hours on stainless steel and 6.8 hours on 
plastic; no viable virus was measured on cardboard after 
24 hours, but virus was still detectable (depending on the 
inoculum shed) on plastic and stainless steel after 72 h 
aerosol and fomite transmission of SARS-CoV-2 is 
plausible, since the virus can remain viable and infectious 
in aerosols for hours and on surfaces up to days 
(depending on the inoculum shed).6 The healthcare 
workers involved in its management like 
otorhinolaryngologists, dentists, head-neck surgeons, 
gastroenterologists, pulmonologists, speech therapists or 
ophthalmologists are most prone to infection with a risk 
ratio of 2.13.7,8 Hence It mandates the need of adequate 
preventive measures for such healthcare workers.9 

Keeping all this in mind the procedures which need 
instrumentation of upper airway should be done only in 
cases of emergency or if absolutely necessary, COVID-
19 testing should be given importance. 
Otorhinolaryngologists should be aware of utmost 
importance of effective use of full or enhanced PPE 
during diagnostic and therapeutic procedures dealing the 
nasal and aero-digestive tract. Enhanced PPE includes 
N95 mask with a face shield or powered air-purifying 
respirator (PAPR), surgical cap, surgical gown and 
double gloves. 

METHODS 

Nasal pathologies are usually detected earlier due to 
varying symptoms and with treatment most cases get well 
soon. But in this COVID-19 era there is more chance that 
patient with mild nasal symptoms stay at home and the 
disease can progress to a severe or may be life-
threatening condition. As a dictum most of the nasal 
procedure should be deferred during this COVID-19 
pandemic and only emergency cases need to be assessed 
and operated by following the protocol and keeping them 
in mind. 

Based upon published evidence we highlight different 
strategies to reduce infection transmission during 
endoscopic sinus surgery. 

Case selection  

All patients undergoing endoscopic sinus surgery should 
be discussed with the assisting surgeon, anaesthetist, 

scrub nurse and other health care staff and should be 
divided into: elective, semi-elective, urgent/emergency 
surgery. If delaying surgery is unlikely to cause harm 
then review every 3 months or sooner if the patient 
develops any change in symptoms. For patients in whom 
surgery cannot be deferred, the following precautions/ 
modifications should be considered: 

Pre-operative  

Test should be done of all potential admissions for 

COVID-19. The patients must have self-isolate 

themselves for at least seven days before admission.10,11 

Patients who have no symptoms suggestive of COVID-19 

infection, have been isolated for seven days and have a 

negative COVID-19 test should be admitted to a COVID 

free facility (ward) and operated on in a COVID free 

theatre. After seven days of isolation patient is admitted 

48 hours prior to surgery. The second test is done at the 

time of admission, if the test is negative HRCT of chest is 

done to exclude any false negative test result. HRCT 

chest positive findings included ground-glass opacity, 

local patchy shadowing, bilateral patchy shadowing, or 

interstitial abnormalities. 

 As PCR testing may only be around 75% sensitive the 

theatre team should still wear full PPE as for COVID 

positive patients as all these procedures are aerosol 

generating.11  

Patients who are COVID-19 positive should be admitted 

to a COVID facility and operated on in a COVID theatre 

wearing full PPE as all these procedures are aerosol 

generating.11  

Day of surgery 

Irrespective of the PCR test results all the operation 

theatre (OT) staff should wear full or enhanced PPE 

which includes N95 mask with a face shield or PAPR, 

surgical cap, surgical gown and double gloves. OT staff 

should be pre-assigned and once entered into the OT with 

enhanced PPE should not leave the room till the 

procedure ends or due to some special circumstances. 

Also, the staff outside the OT should not enter the OT. 

Patient preparation 

Gargling with povidone-iodine (at a concentration of 

0.23-1%) for 1 minute 1-2 hours prior to surgery will 

reduce the viral load in the pharynx by at least 4×log10 

(corresponding to a reduction in viral titre of ≥99.99% for 

all coronaviruses tested.12,13 Povidone iodine, has been 

used as a gargle for mucositis and nasal rinse for 

recalcitrant sinusitis with no negative effect on olfaction, 

mucociliary clearance and improvement in mucositis.14-16 

If the patient is iodine intolerant then we would suggest 

0.5% hydrogen peroxide.17 
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Irrespective of COVID screening results, it is advisable to 

treat all patients undergoing aerosol generating 

procedures as COVID-19 positive, and the whole theatre 

team should wear PPE as per current national 

guidelines.11 

Induction of anaesthesia and intubation to be done in 

theatre and not in anaesthetic room to minimise potential 

contamination. While intubating the patient the surgical 

team should wait outside the operation theatre, post-

intubation for 21 minutes.18 

After draping the patients, first layer with the plastic 

drapes and second by linen, endoscopes and camera 

should also be draped in a similar pattern. 

Preoperative nasal decongestion to be undertaken with 

atomization devices e.g.  MADgic® laryngotracheal 

mucosal atomisation device, rather than nasal packing to 

reduce aerosol generation.  

Throat pack removal is aerosol generating and, therefore, 

recommend not using throat packs where it is safe to do 

so.  

Nasal irrigation with povidone-iodine (0.23-1%) 

antiseptic for 1 minute at start of surgery.12,13,19 Avoid 

nasal packing and or internal nasal splints/stents unless 

absolutely necessary as pack removal will be aerosol 

generating. Absorbable nasal packs should be used 

wherever possible. Theatre cleaning should be 

undertaken.20 

Postoperative period  

After surgery, first the endoscope drape is removed and 

then the patient drape is removed in layers preventing any 

spillage and drape is carefully rolled and removed. 

Thereafter patient is cleaned and anaesthetist extubates 

the patient while surgical team waits outside the 

operation theatre post-extubation for 21 minutes.18  

Minimise the post-operative stay to reduce the risk of 

hospital acquired COVID. 21 

Consider telephone/video clinic follow up appointments 

unless clinical examination is considered essential. 

All the elective routine surgeries are deferred till the 

COVID-19 pandemic gets over. If the surgery is posted 

then the patient and family members are asked to self-

quarantine till the surgery. If the tests are negative then 

COVID-19 protocol is followed. If the tests are positive, 

then it is better to defer the case and try alternative 

treatment unless and until it is a life-threatening 

condition. 

 

DISCUSSION 

COVID-19 is a pandemic and health care staff and 

otorhinolaryngologist are at high risk of getting infected. 

Although many surgical cases are deferred, still crucial 

life-threatening cases need to get operated.  

Nasal endoscopy and nasal surgery remain one of the 

most commonly performed procedures in 

otolaryngology.22 However, given the concerns 

mentioned previously, in this time of COVID-19, 

indications to perform nasal surgery should be 

judiciously weighed against the potential risks. As of 

March 18, 2020, the centres for Medicare and medical aid 

services (CMS) has limited “all non-essential planned 

surgeries and procedures, including dental, until further 

notice”. Only procedures/surgeries in a high acuity 

situation or in unstable patients should continue.23  

Based on the surgeon general's advice, all elective 

procedures should be currently halted. Nasal surgeries at 

this point should only be considered for emergent/urgent 

cases. In the minority of cases where nasal surgery cannot 

be avoided, a protocol should be followed i.e. COVID-19 

test, HRCT chest, and wearing full or enhanced PPE 

during diagnostic and therapeutic procedures dealing the 

nasal and aero-digestive tract.  

CONCLUSION 

Considering the current health crisis caused by COVID-

19, the following guidelines are recommended for 

performing nasal surgeries: Patient visits must be limited 

to only urgent/emergent cases for the time being. Only 

vital personnel should remain in the OT while performing 

any nasal endoscopic procedure as this will both reduce 

exposure and conserve vital personal protective 

equipment. Five levels of protection are recommended 

for the person performing the procedure: N95 mask with 

a face shield or powered air-purifying respirator 

(preferred), eye protection (goggles), surgical cap, 

surgical gown and double gloves. Use atomization 

devices in place of nasal packs and aerosol generating 

decongestants and anaesthetics. In addition, protocol of 

COVID-19 testing; isolation; testing; HRCT should be 

followed prior to emergent surgeries, with the expectation 

that the surgery for patients who test positive will be 

postponed unless the patient is having life-threatening 

condition. Finally, all non-essential personnel should be 

limited during any emergent ENT surgeries along with 

proper patient preparation. 
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