Patients Evaluated before and after Surgery during the COVID-19 Outbreak: A Study from a Pandemic Hospital
Pandemi Hastanesinden Bir Calisma: COVID-19 Pandemisi Sirasinda Operasyon Oncesi ve Sonrasi Degerlendirilen

Hastalar

Abstract

Background: This study aims to evaluate patients who tested positive for COVID-
19 (Coronavirus Disease 2019) in the preoperative period while they were sched-
uled for surgery in a pandemic hospital and patients who were diagnosed with
COVID-19 in the postoperative period as well.

Materials and Method: A retrospective analysis was made on 420 patients who
were planned to undergo surgery on March 11, 2020 (the beginning of the pandem-
ic in our country) with a compulsory COVID-19 test in the preoperative evaluation.
Among the patients examined, about 26 of them were found positive by the COVID
PCR (polymerase chain reaction) test preoperative evaluation. 18 patients had a
positive COVID PCR test after the operation. The recorded data included patient
demographics, pre-op and post-op symptoms, laboratory and radiological findings,
and a history of exposure to COVID-19.

Results: We detected the additional disease in 88.6% of 44 evaluated patients, 25
men and 19 women. Symptoms were present in 50% of the patients. The most com-
mon symptoms were fever and cough. When postoperative and preoperative pa-
tients were compared, only fever symptoms were found to be statistically higher in
patients with postoperative PCR positive. In terms of laboratory findings, lympho-
cyte level was statistically low and CRP (c- reactive protein) level was higher in
postoperative patients.

Conclusion: In the pre-op evaluation, there is no test or finding that ensures that the
patient has not contracted COVID-19 for certain. It required a multidisciplinary
assessment to minimize false-negative results. In the postoperative period, patients
with positive COVID PCR test may have in-hospital contamination or transmission
from patients’ relatives. Unnecessary hospital visits should be limited as much as
possible.
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Ozet

Amag: Bu calismada bir pandemic hastanesinde preoperatif donemde COVID-19
(Koronaviriis hastaligi 2019) pozitif ¢ikan ve ameliyat planlanan ve postoperatif
donemde COVID-19 tanisi alan hastalarin degerlendirilmesi amaglanmustir. .

Gereg ve Yontem: 11 Mart 2020'de (iilkemizde pandeminin baslangici) ameliyat
edilmesi planlanan ve ameliyat oncesi degerlendirmede COVID-19 testi isteyen
dort yiiz yirmi hasta retrospektif olarak incelendi. Incelenen hastalardan yaklasik
26'st COVID PCR (polimeraz zincir reaksiyonu) testi ameliyat Oncesi deger-
lendirmesinde pozitif bulundu. 18 hastada ameliyattan sonra pozitif COVID PCR
testi yapildi. Kaydedilen veriler hasta demografiklerini, ameliyat 6ncesi, ameliyat
sonrast semptomlari, laboratuvar ve radyolojik bulgulari ve COVID-19'a maruz
kalma Gykiisiinii i¢eriyordu.

Bulgular: Degerlendirilen 44 hastanin 25'i erkek ve 19'u kadindi. %88.6 sinda ek
hastalik tespit edildi. Hastalarin% 50'sinde semptomlar mevcuttu. En yaygin semp-
tomlar ates ve Oksiiriiktii. Postoperatif ve preoperatif hastalar karsilagtirildiginda,
postoperatif PCR pozitif olan hastalarda sadece ates semptomlari istatistiksel olarak
daha yiiksek bulundu. Laboratuvar bulgulari agisindan ameliyat sonrasi hastalarda
lenfosit diizeyi istatistiksel olarak diisiik ve CRP (c-reaktif protein) diizeyi daha
yiiksekti.

Sonug: Preoperatif degerlendirmede, hastanin COVID-19 acisindan negatif oldugu-
na dair herhangi bir test veya bulgu yoktur. Yanlis negatif sonuclar1 en aza in-
dirmek i¢in multidisipliner bir degerlendirme gereklidir. Postoperatif donemde
COVID PCR testi pozitif olan hastalarda hastane igi kontaminasyon veya hasta
yakinlarindan bulas olabilir. Gereksiz hastane ziyaretleri miimkiin oldugunca sinir-
landirilmalidir.

Anahtar Kelimeler: Sars-Cov-2, Ameliyat oncesi, Ameliyat sonrasi, belirtiler
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INTRODUCTION

he Coronavirus disease 2019
(COVID-19) emerged in Wuhan,
China in December 2019 and has
become a global health problem [1].
This viral infection mainly affects the pulmonary
system, and due to the highly contagious nature
of the disease, concerns are raised regarding an-
esthesiology procedures during the pandemic [2-
4]. Since asymptomatic patients may spread the
virus, even during the incubation period [5], peri-
operative evaluation of all cases is vital for both

patients and healthcare professionals.

Patients who underwent surgeries during the in-
cubation period could progress to respiratory
failure or multi-organ dysfunction postoperative-
ly, experiencing a higher morbidity and mortality
rate [6,7]. It had been shown that the incubation
period for COVID-19 could persist for 14 days
after exposure, leading to the possibility of pre-
symptomatic transmission [5,8,9]. Testing all
asymptomatic surgical patients allowed physi-
cians to make a clinical judgment on the timing
of procedures. Testing also identified COVID-19
patients who would require specific facility setup
and perioperative airway management to prevent
transmission, thus minimizing exposure to health

care providers [10].

Symptom screening is another important aspect
of risk stratification because there are no specific
symptoms to distinguish COVID-19 from other
respiratory infections [1]. According to the Cen-
ters for Disease Control and Prevention (CDC)
and many other medical societies, screening
should include an assessment of the following
symptoms within the past 14 days: fever, head-
ache, chills, recent loss of taste or smell, cough,

and sore throat [11,12]. As patients might test

negative during the asymptomatic incubation pe-
riod, history regarding exposure to someone di-
agnosed with COVID-19 in the past 14 days also
must be noted. Patients who were identified via
symptoms and exposure screening must be moni-
tored appropriately for patient safety, contact

tracing, and spread prevention.

After all, the fact that the PCR test performed for
preoperative evaluation is negative does not
mean that patients are not infected. Questioning
of symptoms, and whether there is a history of
exposure, are more important. In addition, tho-
racic CTs (computed tomography), which is one
of the COVID-19 imaging methods, helps us in
some patients, but its place in preoperative evalu-

ation is not fully known yet.

In this study, we aim to examine the characteris-
tics of patients, laboratory findings and radiolog-
ical findings and the status of PCR tests in the
preoperative evaluation of patients undergoing an
operation in a pandemic hospital in terms of
COVID-19; and the evaluation of patients after
operation in order to present our recommenda-
tions in terms of examinations required to mini-

mize contamination in this process.

MATERIALS AND METHOD

A retrospective analysis was made on 420 pa-
tients who were planned to undergo surgery on
March 11, 2020 (the beginning of the pandemic
in our country) with a compulsory COVID-19
test in the preoperative evaluation. Among the
patients examined, about 26 of them were found
positive by the COVID PCR test preoperative
evaluation. In addition, a further 18 patients had
positive COVID PCR test results following sur-
gery. The data is shown in the flowchart in Fig-

ure 1.



The recorded data included patient de-
mographics, preoperative and postoperative
symptoms, and the history of exposure to
COVID-19. Also, the type of intervention, the
emergency status of the intervention together
with whether there is any alteration in the type of
intervention related to COVID-19 was ques-
tioned. The type of tests during preoperative an-
esthesiology assessment, together with their re-
sults, was recorded. Laboratory and radiological
findings of the patients were also recorded. The
operations of patients with preoperative Covid

PCR positivity were postponed.
Statistical Analysis

The normal distribution of numerical variables
was tested by the Kolmogorov-Smirnov Test.
Categorical variables are defined as frequency
and percentage, and continuous variables with
normal distribution are presented with mean and
standard deviations. Numerical variables without
normal distribution are presented by median and
interquartile ranges. The Chi-square test (or Fish-
er’s exact test) was used to describe the relation-
ship between two categorical variables. Two in-
dependent methods were compared with the Stu-
dent’s t-test, two independent medians were
compared with the Mann Whitney U Test, and
two dependent medians were compared with the
Wilcoxon Test. A p-value of less than 0.05 was
chosen to show a statistically significant differ-

ence between the parameters examined.
RESULTS

Preoperatively, 420 patients were screened retro-
spectively. The preoperative PCR test of 26 pa-
tients was positive. Postoperatively, the PCR test
of 18 patients was positive. The general charac-
teristics of the patient with a PCR positive pre

and postoperatively are shown in Table 1. Addi-

tional diseases were detected in 88.6% of 44 pa-

tients, 25 men and 19 women.

Symptoms were present in 50% of the patients.
The most common symptoms were fever and
cough. While an infiltrative lesion was observed
in 11.4% of patients on PA (posteroanterior)
chest radiography, lesions were observed in
273% of patients in thorax computed-
tomography. Thorax CT was not performed in
40.9% of 44 patients. Most of the lesions were
bilateral, peripheral, and ground glass density
(Table 2).

The median days for patients with positive post-

operative PCR test were 4 (min-max: 2-7) days.

When the postoperative and preoperative patients
were compared, we found only fever symptoms
to be statistically higher in those who were post-
operative PCR positive (Table 3). In the compari-
son of preoperative and postoperative PCR posi-
tive patients, no difference was found between
additional diseases and radiological involvement
(Table 3).

In terms of laboratory findings, lymphocyte level
was statistically lower and CRP level was higher

in postoperative patients (Table 4).

DISCUSSION

As COVID-19 became contagious and had a
mortal course, the functioning of the entire health
system changed. Elective surgeries, in particular,
have been postponed. However, emergency oper-
ations continued to be carried out in our hospital
by taking necessary precautions. While the cases
with an elective surgery plan were postponed in
most of the centers (as in our hospital), emergen-
cy cases together with oncological surgeries are

advised to be performed with precautions [13].



When the significant postoperative morbidity and
mortality rates associated with surgery in COVID
-19 patients were considered, all patients sched-
uled for surgery with suspected SARS-CoV-2
infection must undergo screening before their
surgery. Patients who test positive in preopera-
tive RT-PCR (real-time polymerase chain reac-
tion) must be managed on a case basis by the
clinical team treating them. Surgical decision-
making must include the emergency condition of
the patient, the supply of local hospital resources,
and possible postoperative outcomes in case the
operation is delayed for re-test purposes or to
eliminate any symptoms. If the surgery is not ur-
gent, and if the PCR test is positive in the pre-
operative period, it is appropriate to postpone the
surgery, and plan to do it in elective conditions.
The patient must be questioned in preoperative
evaluations for COVID-19 symptoms and a po-
tential history of SARS-CoV-2 exposure.

Because of the high level of SARS-CoV-2 shed-
ding in the upper respiratory tract, which is esti-
mated to begin two to three days prior to the on-
set of symptoms [9,14], asymptomatic or pre-
symptomatic persons with COVID-19 can trans-
mit the virus to others during this period [15] and
at other times during the disease course [16]. It
has been estimated that up to 17.9% of COVID-
19 cases could be asymptomatic [17] and that
approximately 44% of secondary cases in a co-
hort could have been infected during the pre-
symptomatic stage of index cases. Symptoms
were observed in 50% of our patients in our
study. While 45.4% of preoperative patients had
symptoms, 54.5% of postoperative patients had
symptoms. More than half of the patients were

asymptomatic.

In postoperative patients, symptoms also oc-

curred between 2-7 days, and the most common
symptom was fever. The emergence of symp-
toms in such a short time, especially between 2-3
days, does not suggest that the PCR negativity
taken in the preoperative period in some of these
patients is a false negative result. In addition,
postoperative fever can sometimes be because of
infection at the wound site or intra-abdominal
abscess, especially in intra-abdominal surgery.
Therefore, it would be wrong to directly attribute
the fever to COVID-19 in these patients. It
should also be considered that it can be multifac-
torial. Thus, the treatment management of these

patients becomes a little more difficult.

In addition, our study found that postoperative
PCR in 3 patients was attributed to positive com-
panion patients. Since hygiene and social dis-
tance are important to prevent contamination of
the disease, it is also necessary to follow these
rules in the postoperative period. In-hospital
transmission may also occur from asymptomatic
hospital personnel, however, it is not possible to

prevent this.

Hospital visits must be restricted to non-Covid
wards as much as possible. Besides in-hospital
visit restrictions, attention must also be paid re-
garding visit restrictions after discharge for a cer-
tain period. In fact, a postoperative isolation peri-
od can be identified in selected patient groups
with fever but without COVID PCR or COVID-

19 in imaging methods.

As it is seen, evaluating patient symptoms is in-
adequate as the only method to diagnose Covid-
19. Although the pandemic was characterized as
a respiratory disease in the early stages, gastroin-
testinal, cardiovascular, hematological, immuno-
logical and neurological symptoms of COVID-19
were also reported later [18-21].



Among these, only gastrointestinal symptoms
were detected in the absence of respiratory symp-
toms. For this reason, although there are no spe-
cific guiding parameters in the laboratory tests
during the preoperative period, besides question-
ing symptoms, there is an inflammatory response
in these patients. Potentially, COVID-19-related
immunological dysfunction can cause impair-
ments in hematologic, hepatic, and renal labora-
tory markers. In our study, there were reduced
lymphocyte values and increased CRP and D-
dimer values in the laboratory parameters of
some patients. However, these parameters are not
specific to the disease, but the CRP and D-dimer
values may be detected to be high in some pa-
tients with underlying diseases, especially can-
cer. Although useful in measuring the severity of
the disease, no individual laboratory marker pro-
vides a special benefit for the diagnosis of active
SARS-CoV-2 infection in a multisystem study.
For this reason, non-diagnostic laboratory studies
have little benefit in preoperative screening for
COVID-19.

The two prominent tests performed to screen the
COVID-19 virus during preoperative evaluation
are PCR, from a nasopharyngeal swab, and a
chest CT scan [22,23]. Chest CT was commonly
applied in preoperative evaluation during the
pandemic because it can show relevant aim and
indicative changes in the affected lungs, even in

the PCR false-negative patients.

In our study, a nasopharyngeal swab sample was
taken once for preoperative evaluation. A thorax
CT was obtained in 17 of the patients who were
found to be RT-PCR positive during preoperative
evaluation. While lesions were detected on CT in
50%, Thorax CT was normal in 78.6%. Howev-
er, taking the reported respective sensitivity and
specificity of the Chest CT as 94% and 37% into

account, some long-term detrimental conse-
quences of radiation exposure causes its applica-

tion with caution as well [24].

According to the literature, ground-glass opaci-
ties, consolidation, pleural thickening, interlobu-
lar septal thickening and air bronchogram are the
most common chest CT findings associated with
COVID-19. These lesions are more likely to be
seen in the lower lobes. However, there are dif-
ferences in reported CT characteristics with time
throughout COVID-19 disease [25]. Chest CTs
may have a greater sensitivity than RT-PCRs for
detecting respiratory involvement of the SARS-
CoV-2 infection, but multiple meta-analyses in
the literature estimate the modality to be below
40% for COVID-19 [26]. Therefore, while it is
not recommended to use only a Chest CT to
screen for SARS-CoV-2 infection [27], it may be
useful to characterize pulmonary involvement in
patients with COVID-19 confirmed by RT-PCR

tests.

There is limited data on the examination and
treatment of the SARS-CoV-2 infection, but
when we start from patients with COVID-19
PCR positivity in the early period of preoperative
and postoperative, detailed anamnesis and ad-
vanced imaging methods in preoperative patients
may be helpful. For patients with typical symp-
toms, ground-glass opacities may not be detected
in a chest radiograph. When clinical suspicion is
high, a Thorax CT can be planned for patients,
considering the urgency of operation and treat-
ment. However, routine Thorax CTs should only
be requested in the selected patient group, be-
cause of the cost to the health sector and the ex-
posure of the patient to radiation. It should be
kept in mind that it can be negative in the early
stages. suspected patients. Especially in patients

with postoperative early-stage COVID PCR
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positivity, it raises the question of whether the
patient can be diagnosed with COVID if the sec-
ond COVID PCR sample was taken in the pre-

operative period.

In conclusion, no tests or findings indicate that a
patient does not definitely have COVID-19 in
preoperative evaluations. For this reason, we
need a multidisciplinary evaluation to minimize
false-negative results. In-hospital transmission or
transmission from relatives may occur in pa-
tients who test positive in a COVID PCR during
the postoperative period. Therefore, unnecessary
hospital visits must be limited as much as possi-
ble. Patients and their relatives should be in-
formed about typical COVID-19 symptoms in
patients discharged earlier in the postoperative
period. It must be kept in mind that even if fever
is not specific, it may occur because of COVID-

19 infection in hospitalized patients.



REFERENCES

1.Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J,
et al. (2020) Clinical characteristics of 138 hospi-
talized patients with 2019 novel coronavirus-
infected pneumonia in Wuhan, China. JAMA.
https ://doi.org/10.1001/ jama.2020.1585

2. Zhong Q, Liu YY, Luo Q, Zou YF, Jiang HX,
Li H et al. (2020) Spinal anaesthesia for patients
with coronavirus disease 2019 and possible trans-
mission rates in anaesthetists: retrospective, sin-
gle-centre, observational cohort study. Br J
Anaesth. https ://doi.org/10.1016/
j.bja.2020.03.007

3. Zhao S, Ling K, Yan H, Zhong L, Peng X, Yao
S et al. (2020) Anesthetic management of patients
with COVID 19 infections during emergency
procedures. J Cardiothorac Vasc Anesth 34
(5):1125-1131. https ://doi.org/10.1053/
j.jvea.2020.02.039

4. Bauer M, Bernstein K, Dinges E, Delgado C,
El-Sharawi N, Sultan P et al. (2020) Obstetric
anesthesia during the COVID-19 pandemic.
Anesth  Analg.  https ://dot.org/10.1213/
ANE.00000 00000 00485 6

5. Wu Z, McGoogan JM (2020) Characteristics of
and Important lessons from the coronavirus dis-
ease 2019 (COVID-19) outbreak in China: sum-
mary of a report of 72314 cases from the Chinese
Center for Disease Control and Prevention. JA-
MA. https ://doi. org/10.1001/jama.2020.2648

6. Aminian A, Safari S, Razeghian-Jahromi A,
Ghorbani M, Delaney CP. COVID-19 outbreak
and surgical practice: unexpected fatality in peri-
operative period. Ann Surg. 2020;272:¢27-¢29.
doi:10.1097/SLA.0000000000003925

7. Lei S, Jiang F, Su W, et al. Clinical character-

istics and outcomes of patients undergoing sur-
geries during the incubation period of COVID-19
infection. EClinicalMedicine. Published online
April 4, 2020. doi:10.1016/j.eclinm.2020.100331

8. Wei WE, Li Z, Chiew CJ, Yong SE, Toh MP,
Lee VJ. Presymptomatic transmission of SARS-
CoV-2— Singapore, January 23-March 16, 2020.
MMWR Morb Mortal Wkly Rep. 2020;69:411-
415.

9. He X, Lau EHY, Wu P, et al. Temporal dy-
namics in viral shedding and transmissibility of
COVID-19. Nat Med. 2020;26:672-675.

10. Society for Ambulatory Anesthesia. State-
ment on resuming ambulatory anesthesia care as
our nation recovers from COVID-19. https:/
uploads/2020/04/

ambulatory-careguidance-

sambahq.org/wp-content/
SAMBA-Return-of-
Final-version-with-logos-2.pdf. Published April
18, 2020. Accessed April 18, 2020.

11.Centers for Disease Control and Prevention.

Symptoms of coronavirus. https://www.cdc.gov/

coronavirus/2019-ncov/ symptoms-testing/
symptoms.html. Published March 20, 2020. Ac-

cessed May 1, 2020.

12. American Society of Anesthesiologists. The
ASA and APSF joint statement on perioperative
testing for the COVID-19 Virus. https:/

www.asahqg.org/about-asa/newsroom/ news-

releases/2020/04/asa-and-apsf-joint-statementon-
perioperative-testing-for-the-covid-19-virus. Pub-
lished April 29, 2020. Accessed May 6, 2020.

13. Ficarra V, Novara G, Abrate A, Bartoletti R,
Crestani A, De Nunzio C, et al. (2020) Urology
practice during COVID-19 pandemic. Minerva
Urol Nefrol. https ://doi.org/10.23736 /S0393 -
2249.20.03846 -1


https://sambahq.org/wp-content/
https://sambahq.org/wp-content/
https://www.cdc.gov/coronavirus/2019-ncov/
https://www.cdc.gov/coronavirus/2019-ncov/
https://www.asahq.org/about-asa/newsroom/
https://www.asahq.org/about-asa/newsroom/

14. Wolfel R, Corman VM, Guggemos W, et al.
Virological assessment of hospitalized patients
with COVID-2019. Nature. 2020; 581:465-9.

15.. Arons MM, Hatfield KM, Reddy SC, et al.
Presymptomatic SARS-CoV-2 Infections and
Transmission in a Skilled Nursing Facility. N
Engl J Med. 2020; 382:2081-90.

16.Bai Y, Yao L, Wei T, et al. Presumed Asymp-
tomatic Carrier Transmission of COVID-19. Ja-
ma. 2020; 10.1001/jama.2020.2565.

17. Mizumoto K, Kagaya K, Zarebski A, Chowell
G. Estimating the asymptomatic proportion of
coronavirus disease 2019 (COVID-19) cases on
board the Diamond Princess cruise ship, Yoko-
hama, Japan, 2020. Euro Surveill. 25.

18. Parasa S, Desai M, Thoguluva Chandrasekar
V, et al. Prevalence of Gastrointestinal Symptoms
and Fecal Viral Shedding in Patients With Coro-
navirus Disease 2019: A Systematic Review and
Meta-analysis. JAMA network open. 2020;
3:e2011335.

19. Zheng YY, Ma YT, Zhang JY, Xie X.
COVID-19 and the cardiovascular system.
NatRev Cardiol. 17:259-60.

20. Zhang Y, Xiao M, Zhang S, et al. Coagulopa-
thy and Antiphospholipid Antibodies in Patients
with Covid-19. N Engl J Med. 382:¢38.

21. Helms J, Kremer S, Merdji H, et al. Neuro-
logic Features in Severe SARS-CoV-2 Infection.
N Engl J Med. 2020; 382:2268-70.

22. Loeffelholz MJ, Tang YW (2020) Laboratory
diagnosis of emerging human coronavirus infec-

tions—the state of the art.

Emerg Microbes Infect 9(1):747-756. https ://
doi.org/10.1080/22221 751.2020.17450 95

23. Xie X, Zhong Z, Zhao W, Zheng C, Wang F,
Liu J (2020) Chest CT for typical 2019-nCoV
pneumonia: relationship to negative RT-PCR
testing. Radiology. https ://doi.org/10.1148/radio
1.20202 00343

24. Kim H, Hong H, Yoon SH. Diagnostic Per-
formance of CT and Reverse Transcriptase-
Polymerase Chain Reaction for Coronavirus Dis-
ease 2019: A Meta- Analysis. Radiology. 2020;
10.1148/radi0l.2020201343:201343.

25. Pan F, Ye T, Sun P, et al. Time Course of
Lung Changes at Chest CT during Recovery from
Coronavirus Disease 2019 (COVID-19). Radiolo-
gy. 2020; 295:715- 21.

26. Xu B, Xing Y, Peng J, et al. Chest CT for de-
tecting COVID-19: a systematic review and meta
-analysis of diagnostic accuracy. Eur Radiol.
2020; 10.1007/s00330-020- 06934-2.

27. Simpson S, Kay FU, Abbara S, et al. Radio-
logical Society of North America Expert Consen-
sus Statement on Reporting Chest CT Findings
Related to COVID-19. Endorsed by the Society
of Thoracic Radiology, the American College of
Radiology, and RSNA - Secondary Publication. J
Thorac Imaging. 2020; 35:219-27



420 patients were evaluated
preoperative between
11/03/2020-31/12/2020

394 patients had negative COVID-19
PCR before operation but 18 patients
had postoperative COVID-19 PCR

26 patients had preoperative COViD-19
PCR positive

10 patients had symptoms; 16 12 patients had symptoms; 6
patients had no symptoms patients had no symptoms

3 patients had infiltration on 2 patients had infiltration on
chest X-ray chest X-ray

sl 6 patients had lesion on CT ey 6 patients had lesion on CT

Figure 1. Follow chart of patients



Table 1. Characteristics of the patients included in the work

N %
Gender
Male 25 56.8
Female 19 43.2
Additional disease
Present 39 88.6
Absent 5 11,4
Diabetes mellitus
Present 18 40.9
Absent 26 59,1
Hypertension
Present 19 43.2
Absent 25 56,8
Chronic renal failure
Present 1 2.3
Absent 43 97.7
Coronary artery disease
PRESENT 7 15.9
ABSENT 37 84.1
Chronic obstructive pulmonary disease
Present 5 11.4
Absent 39 88.6
Cancer
Present 15 34.1
Absent 29 65.9
Blood group
A 21 51.2
B 5 12.2
0 15 36.6
Smoker 5 11.4
Quitted 15 34.1
Nonsmoker 24 54.5
Symptom
Present 22 50
Absent 22 50
Fever 11 25
Cough 11 25
Dyspnea 9 20.5
Surgical Departments
Orthopedics and Traumatology 17 38.6
Cardiovascular Surgeon 2 4.5
Gastroenterology 3 6.8
Neurosurgery 5 11.4
Gynecology and Obstetrics 2 4.5
General Surgery 15 34.1




Table 2. Radiological findings and treatments of patients in the work

N[ %
Infiltration in chest radiograph
Present 5 | 12.5
Absent 35| 87.5
Infiltration in Thorax CT
Present 12 | 46.2
Absent 14 | 53.8
Bilateral 10 | 83.3
Unilateral 2 |16.7
Diffuse 1| 83
Peripheral 11| 91.7
Ground glass opacity 12 | 100
Treatment
Inpatient 39 | 88.6
Outpatient 51114
Treatment
Chloroquine 1] 23
Favipiravir 41 1 93.2
Chloroquine and favipiravir 1|23
No treatment 1 [ 23
Steroid
Took 6 | 13.6
Did not take 38 | 86.4
Extended treatment 6 | 13.6
Antibiotic 7 1159
Discharge 38 | 86.4
Intensive care transport 4 | 9.1
Exitus 2 | 45




Table 3. Differences between symptoms and radiological findings in preoperative and postoperative patients

PREOPERATIVE | POSTOPERATIVE | P VALUE

Gender
Male 15(60%) 10(40%)
Female 11(57.9%) 8(42.1%) 1.000

Additional disease

Present 23(59%) 16(41%)

Absent 3(60%) 2(40%) 1.000
Symptoms

Present 10(45.5%) 12(54.5%)

Absent 16(72.7%) 6(27.3%) 0.125
Fever

Present 1(9.1%) 10(90.9%)

Absent 25(75.8%) 8(24.2%) 0.000
Cough

Present 5(45.5%) 6(54.5%)

Absent 21(63.6%) 12(36.4%) 0314
Dyspnea

Present 7(77.8%) 2(22.2%)

Absent 19(54.3%) 16(45.7%) 0.270

Infiltration in chest X-Ray
Present 3(60%) 2(40%)
Absent 23(65.7%) 12(34.3%) 1.000

Infiltration in thorax CT
Present 6(50%) 6(50%)
Absent 11(78.6%) 3(21.4%) 0.218




HB: Hemoglobine , HCT : Hematocrit , PLT : Platelet , ALT : Alanine aminotransferase , AST : Aspartate aminotransferase,

Table 4. Laboratory values between preoperative and postoperative patients

Parameter Group Mean + SD P Value
Preoperative 7885.77 £2205.51
WBC ) 0.583
Postoperative 8411.11 +£3694.93
NEUTROPHIL Preoperative 5660.00 £ 1943.25 0.17
Postoperative 6801.67 +2944.82
LYMPHOCYTE Preoperative 1379.62 + 685.67 0.037
Postoperative 983.89 + 525.58
HB Preoperative 11.84 +£2.05 0.07
Postoperative 10.71 £1.41
HTC Preoperative 3479 £ 5.41 0.189
Postoperative 32.42 £4.30
; 241884.62 = 106476.11
PLT Preoperative 0.72
Postoperative 253388.89 + 167508.08
GLUCOSE Preoperative 117.23 £35.84 0263
Postoperative 119.71 +£26.83
CREATININE Preoperative 1.07 £ 0.68 0.867
Postoperative 1.29 + 1.20
AST Preoperative 25.81 £ 14.27 0971
Postoperative 25.44 +14.25
ALT Preoperative 27.00 + 18.98 0057
Postoperative 16.61 = 8.40
CRP Preoperative 40.93 +41.13 0.022
Postoperative 86.89 + 73.53
PROCALCITONINE | Preoperative WIE==ID 0.829
Postoperative 0.32+0.51
Preoperative 752.95 £ 618.77
D-DIMER 0.161
Postoperative 1581.42 +£1551.70
APTT Preoperative 28.72 £ 6.91 0.498
Postoperative 26.59 £4.62
PTZ Preoperative 12.43 +£3.92 0398
Postoperative 12.78 £1.52
INR Preoperative 1.13+£0.53 0171
Postoperative 1.11 £0.13

CRP : C-reactive protein , APTT : Active partial thromboplastin time , PTZ : Prothrombin time, INR : International normalized

ratio
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