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Letter to Editor

Acute care surgery and COVID-19 pandemic: the voice of emergency surgical services
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Dear Editor,
During the course of the COVID-19 pandemic, surgical services around the world were greatly affected by the 
need for organizational and infrastructure modifications, accelerated training of primary teams, and strategies 
to allow for patient flow due to the confinement and disruption of economic activities (1). Acute care surgery 
departments are one of the departments that presented the greatest number of questions and concerns, due 
to the limited availability of supplies, technological equipment, trained and healthy personnel, among other 
aspects (2-3). Many of these modifications focused on strengthening emergency and critical care services, 
leaving aside the functionality of other services. However, this is a fatal mistake, since acute surgical illnesses 
cannot wait (2).
A study carried out in the USA showed that although there was a decrease in the attendance to acute care 
surgery services during the first two months of the pandemic (57%), there was an increase in the severity of the 
symptoms presented (64%) (2). Therefore, the authors concluded that acute care surgery during public health 
disasters is an essential health service (2). Similarly, the perception of specialists and health professionals 
working in this area complained about the conditions of risk of infection due to the absence of biosafety 
elements and administrative neglect (3). 
Some of the responses quickly proposed by the surgical departments were to maximize available surgical 
capacity through the separation of infected vs. uninfected patients with surgical pathology, internal and 
independent coordination with local health system networks, staff, and patient safety through the massive use 
of biosafety equipment and patient testing (however, in third world countries there are zones 0, which is where 
the patient is first admitted with respiratory symptoms, regardless of whether the reason for consultation was a 
surgical condition or not), and the performance of some surgical procedures in a specific manner (4). However, 
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the potential benefit of this response was not known 
due to the lack of evidence at the beginning of the 
pandemic. Currently, emerging evidence has allowed 
the creation of clinical guidelines and practical and 
reproducible programs for this type of situation, 
which can even be adapted to each of the contexts of 
different countries; a considerable advance (4).
A point to highlight that serves as justification for 
the investment in specialized training, purchase of 
equipment, and infrastructure reform, is the need to 
implement laparoscopy as a standard technique in 
both first and third-world countries (5).
  During the pandemic, any intervention that 
decreased body invasion and reduced the risk of 
infection was critical. Probably the behavior given 
by several peaks from 2020 to the end of 2021 in 
low-income countries is represented by the use 
of traditional surgical techniques. Although it is 
reported that the mortality and complication rate 
was not very different compared to the pre-pandemic 
time (5-6).
it cannot be accurately established whether the 
infection, severity of COVID-19, and death occurred 
during the performance of the intervention with close 
contact with the infected patient, with or without 
symptoms. If an adjustment is made according to the 
above, then there is an underreporting of mortality 
in those professionals who have died from SARS-
Cov-2 infection.
Multidisciplinary work, institutional collaboration, 
and governmental support are the pillars for the 
construction of practical and reproducible policies 
and strategies (7-8).
   Gaps in evidence and public policies in the face of 
crises such as pandemics were evident. In this order 
of ideas, it is necessary to design and implement 
better strategies at the moment of a local, regional 
or global public health crisis. Equity in health care 
services, both for health care providers and patients, 
must be adequate and correspond to biomedical 
principles that guarantee favorable outcomes. 
Quality training of students and primary care 
physicians is also an indispensable aspect to ensure 
adequate patient flow, early diagnosis, and time 
management.
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