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Return to Practice for Otorhinolaryngologists - Standard Operating Procedures - 

Position statement of the Indian Academy of Otorhinolaryngology Head and Neck Surgery 

(IAOHNS) 

1. Preamble 

On 11th March 2020, the WHO declared the novel corona virus infection Covid-19, a global 

pandemic. This set in motion a series of actions by numerous countries across the world with 

profound effects on the way medicine is practiced. The specialty of Otorhinolaryngology Head 

and Neck Surgery (ORLHNS) was not immune to these stages. Soon after the declaration, the 

surgeon general of the US proclaimed a formal advisory to all healthcare facilities across the 

US to cancel all elective surgeries. This action was taken with two goals in mind.  

¶ To minimize the transmission of the virus within the healthcare facilities 

¶ To conserve healthcare facilities particularly, hospital beds, to treat the possible 

overwhelming number of people likely to be affected by the pandemic 

 
2. The Covid-19 infection has been described to occur in three stages 

¶ Stage I - Asymptomatic incubation period which may range from 2 to 14 days with or 

without detectable virus and varying potential to transmit the virus 

¶ Stage II - Non severe clinical infection when the virus can be detected and the patient 

tends to be infectious 

¶ Stage III - Severe respiratory stage progressing in a small proportion, to ARDS and multi 

organ failure and eventual mortality 

Not all affected individuals progress through all the stages and many population based studies 

have confirmed that well over 80 percentage of affected individuals may be asymptomatic 

careers with the potential to transmit disease. 

 

3. Oto-Rhino-Laryngology and the virus 

The Specialty of ORLHNS has emerged as one of the very high risk specialties because of the 

propensity for the virus to remain in high concentrations in the nasal cavity, nasopharynx, oral 

cavity and oropharynx as well as in the airway such as the larynx, trachea and bronchi. Many 
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of the procedures performed by the ORL specialist in the OPD as well as in the operation 

theatre are capable of producing aerosols (<10 micrometers) which have the potential of 

harbouring the virus for few hours. Some of these procedures in addition are also capable of 

inducing droplets (>20 micrometers) with high concentrations of the virus induced by the 

patient coughing or sneezing. 

 

4. Return to elective surgery - rationale 

The initial enthusiasm for a blanket ban on all elective surgeries has now been tempered by 

a number of other considerations. 

¶ The fact that the virus is likely to remain with us in the foreseeable future 

¶ Postponing all elective surgeries may have an impact on the long-term wellbeing of a 

number of people  

Thus, there is a desperate need to work out a safe exit strategy from the current situation 

with regards to elective surgeries while minimizing the risk to the patient and personnel. 

 

5. Risk stratification in ORL practice 

While deciding on strategies for safe return to elective surgeries, one of the most important 

considerations is the risk stratification of surgeries. This will in turn depend on the following. 

¶ Prioritization of surgery  

¶ Potential for aerosolization of that particular surgical procedure 

¶ Knowledge of that particular community's Covid-19 virus statistics 

¶ Outpatient facilities and considerations 

¶ Operating theatre facilities and considerations 

¶ Personal protective equipment availability 

¶ Disposal of biomedical waste 

¶ Policies for inpatient admission 

¶ Anaesthesia in ORLHNS 

¶ Surgical issues 

¶ Post-operative care and considerations 
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5.1. Prioritization of surgery 

This is easily addressed by the simple mnemonic ά9b¢ tǊƻŦŜǎǎƛƻƴŀƭέ 

E  - Emergent surgery which has to be performed without postponement 

N - Non emergent or semi emergent - prognostic impact if treatment is delayed by  

   more than 3 days 

T - Time-sensitive; prognostic impact if treatment delayed beyond 30 days 

P - Priority elective - prognostic impact if treatment delayed by two to three months 

E - All other elective cases which do not fit into the above categories 

 

5.2. Potential for aerosolization 

ENT procedures both diagnostic and interventional have the potential for aerosol generation 

and despite the initial statement to the contrary by reputed organizations including the WHO, 

evidence has accumulated that virus can survive in aerosols suspended in the atmosphere for 

up to 3 hours. Similarly, number of ENT procedures can also give rise to droplets containing 

the virus further aggravated by the patient coughing or sneezing. Knowledge of these high-

risk procedures is essential for all practicing clinicians and adequate precautions in the form 

of suitable PPE by the clinician as well as other healthcare professionals is mandatory. The 

procedures which are particularly prone for aerosolization include: 

¶ Nasal endoscopic procedures both diagnostic and interventional 

¶ Surgeries in the nasopharynx 

¶ Oral and oropharyngeal surgical procedures 

¶ Surgery in the larynx including endoscopic airway procedures and procedures for 

establishing airway like tracheostomy 

¶ Otological procedures which includes high speed drilling of the mastoid are also 

particularly prone for aerosolization 

¶ The status of viable viral particle in the middle ear effusion during a pandemic is still not 

clear. But the clinician has to take adequate protection assuming that viable viral particles 

may be present. 

¶ Powered surgical instruments like micro-debriders are particularly at risk of creating 

aerosols and these should be avoided as far as possible 
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¶ 9ƭŜŎǘǊƻŎŀǳǘŜǊȅ Ƙŀǎ ŀƭǎƻ ŀ ƘƛƎƘ Ǌƛǎƪ ŦƻǊ ŎǊŜŀǘƛƴƎ ŀŜǊƻǎƻƭǎ ŀƴŘ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǘƘŜ surgeon 

to keep this in mind 

Possible strategies to isolate the surgical field from the general environment of the operating 

theatre should be implemented. 

 

5.3. Knowledge of communityΩǎ Covid-19 statistics 

Keeping in mind that the incubation period of Covid-19 is approximately 2 weeks, it would 

seem logical that the optimal time for starting elective surgeries would be a minimum of two 

weeks following clearly established downward or flattening trend in the number of Covid-19 

cases in that particular community. In fact, most epidemiologist recommend a minimum wait 

of four weeks to allow for a poǎǎƛōƭŜ άsecond wave phenomenonέΦ However, this statement 

has to be reconsidered due to a number of logistic difficulties. 

¶ The number of tests performed in a particular community in most parts of the country 

is still very small and may not reflect the true trend in the number of Covid-19 cases 

in the community. 

¶ As the number of tests go up in the community the number of positives will also go 

up, this however is not a true reflection of an increasing or rising trend. 

The community prevalence alone cannot be the important consideration, as factors like 

prioritization of surgery will take precedence in a particular individual. 

The committee strongly feels that it is the ultimate responsibility of the clinician to strike a 

balance between the community prevalence and the surgical priority while deciding on return 

to elective surgeries. It is the responsibility of the physician to ensure the safety of the 

personnel and the patient while starting elective surgeries. 

The aim should be, 

¶ To protect the personnel 

¶ To prevent transmission of virus within the healthcare facility from patient to patient 

and from patient to healthcare professional and vice versa 
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5.4. Outpatient considerations 

The outpatient services will have to be started keeping in mind certain important 

considerations 

¶ Maintaining a 'Triage station' at the first point of entry 

¶ Screen all patients presenting to the hospital and healthcare facility. All patients 

presenting to the Health care facility will have to be screened for fever (and SpO2, if 

the patient complaints of breathlessness). 

¶ Symptoms of Covid-19 will have to be particularly asked for in a questionnaire, these 

include;  

V Fever, which is the cardinal symptom 

V Dry cough 

V Anosmia with or without nasal obstruction & Ageusia 

V Diarrhoea  

V Malaise 

V Headache  

V Myalgia  

V Breathlessness  

History of high-risk contamination - defined as having been less than 2 meters from a   Covid-

19 patient at least for 10 minutes as well as a history of travel within the last four weeks 

outside the country or outside the state or to a red zone within the state. It is also advisable 

at this point of first contact to ensure that all patients wear a proper mask and sanitize their 

hands with alcohol-based sanitizer. The IAOHNS also strongly recommends that all patients 

are to be counselled that they are entering a potential high-risk area and that they are aware 

of those risks. Suitable consent forms may be prepared and the patient asked to sign the 

consent after being counselled to that effect. (Appendix 1) 
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5.4.1. Outpatient clinics proper 

It is advisable to keep outpatient services to a minimum initially and gradually increase 

services and numbers as the team of professionals become more familiar with the new 

workplace ethos. Adequate precautions in the form of suitable PPE by the clinician as well as 

other healthcare professionals is mandatory. The consideration may be given to telephonic 

consultations wherever possible particularly for patients who are unable to travel out. This 

should be limited only to routine follow-up and patients have to be clearly advised that advice 

given is putative and must be supported by physical consultation at the earliest opportunity. 

 As physical examination become inevitable the following precautions have to be taken; 

¶ From the screening OPD or triage station, at first point of contact, there should be a 

separate stream for patients with fever. 

¶ In a multispecialty hospital there may be a dedicated fever clinic. 

¶ In a single specialty ENT facility, patients with fever and one or more symptoms 

suggestive of possible Covid-19 infection should be encouraged at the point of first 

contact to go to the nearest facility authorized for treating Covid-19 patients. 

¶ Structural changes should be made so that entry of health care professional and 

patients to the health care facility are different.  Appointments should be spaced out 

so that a set number of patients are seen per hour without overcrowding & 

maintaining social distancing. 

¶ Patients only enter the OPD with mask and after hand sanitization. 

¶ Whenever possible dispense with papers & documents. Electronic filing of details 

should be encouraged. 

¶ Patients must maintain a distance of 2 meters between each other in the waiting 

room. Similarly, patients must maintain 2 meters distance from the clinician except 

when the clinician approaches the patient for physical examination. 

¶ The duration of physical examination must be kept to a minimum to limit the exposure 

time for the clinician. 

¶ In an air conditioned environment, the blower of the AC should be from behind the 

clinician. 
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5.5. Operation theatre facilities & considerations 

Surgery can cause high risk to personnel. To ensure proper OT sterilization ideally operating 

rooms should have negative pressure in order to reduce the risk of disseminating the virus. If 

the room has laminar flow or an ordinary air conditioner, air flow should be directed from 

behind and away from the surgeon and other personnel. There should be restricted access 

for the personnel in the OT. 

 

5.6. Personal Protective Equipment (PPE) 

PPEs are meant to avoid or limit ΨŀƛǊΩ ŀƴŘ ΨŎƻƴǘŀŎǘΩ by personnel. All aerosol generating 

procedures, AGPs (Appendix 2) should be performed with FFP2 or N95 / P95 / P100 mask or 

powered air purifying respirator (PAPR), cap, eye protection which includes well-fitting 

goggles or helmets with transparent visor, long sleeve impervious gown and gloves. 

Authenticity of the PPE's certificate should be verified (Appendix 3). Training health personnel 

for Donning & Doffing of PPE is very important (Appendix 4). 

 

5.7. Appropriate biomedical waste disposal 

Segregation of appropriate bio medical waste and suitable disposal including chemical 

treatment, secured land filling and deep burial at a certified disposal treatment facility is 

mandatory and cannot be over emphasized. 

 

5.8. Policies for inpatient admission 

It is very important to have policies in place for inpatient admission, to minimize the risk to 

personnel & patients. All patients should have pre admission tests two to seven days prior to 

admission (This would depend on the time taken for the test to be available in your locality). 

It is desirable that from the time the results are available there is no further delay to the time 

of admission. The patient should be in complete isolation after giving the test and prior to the 

admission. There are many states in India where testing facilities are limited and patients 

admitted to private healthcare facilities may not have an access to this test.  In such instances 

every patient admitted to the facility must be considered as Covid-19 positive and appropriate 

measures should be taken. 
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5.9. Anaesthesia in ORLHNS practice in the Covid era 

All general anaesthetic interventions are at high risk for aerosol generation. This is especially 

true in ENT procedures. Steps must be taken in consultation with anaesthesiologist to limit 

the risk of aerosol generation during general anaesthesia. This may include the following: 

¶ The patient enters the OT with surgical mask and preoxygenation should be done with 

the surgical mask in position 

¶ Keeping the surgery team away from the OT during intubation and extubation 

¶ Plastic drapes or hoods over the ǇŀǘƛŜƴǘΩǎ head with access holes during 

preoxygenation and intubating the patient to limit aerosol dispersal in the OT 

(Appendix 5) 

¶ Inflation of ET tube cuff immediately after intubation and before connecting the 

anaesthesia circuit 

¶ Removal of the plastic hood or drape after securing the ET tube 

¶ To use closed circuit mechanical ventilation to prevent aerosolization of the virus 

¶ Deflation of ET tube cuff just prior to extubation 

¶ ET tube covered with drape or hood during extubation 

¶ Surgical mask put back in the patient immediately after extubation, post oxygenation 

to be done over the patient's mask 

 

5.10. Surgical issues 

Possibility for aerosolization of that particular procedure must be kept in mind and adequate 

precautions including PPE for all personnel should be taken for. Possible steps to be taken to 

isolate the surgical field from the environment, this could be in the form of plastic drape 

around the surgical field or other similar measures (Appendix 6). Although the operating 

microscope offers some protection to the eyes, use of tight-fitting goggles is recommended. 

Use of face shield whenever possible as in endoscopic procedures is advisable. Extracorporeal 

video microscope or exo-scope is also considered safe for limiting exposure to aerosols. They 

are expensive and outside the purview of many of the practitioners in India. Preferential use 

of PAPR or N95 mask is emphasized for all ENT surgical procedures. Where PAPR is not 

available, N95 mask and sealed goggles should be mandatory.  
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A table for prioritization of surgical procedure is given (Appendix 7) but this is by no means 

complete and is only intended as a general guide. Individual procedures have to be prioritized 

by the professional. 

 

5.11. Post-operative care and considerations 

Post-operative care of the patient in the hospital & after care at home should be given due 

diligence. 

Visitors must be strictly restricted & if one care giver is allowed or necessary (as in the case of 

children) this person should have had pre-op Covid-19 test along with the patient and/or 

isolated himself or herself along with the patient, prior to surgery. 

Post-op visits to the hospital should be kept to a minimum & only when absolutely necessary. 

Patient should be advised to isolate themselves at home after discharge from the hospital, 

for at least 2 weeks. 

In special instances like Cochlear Implantation, where post-op visits for activation of the 

device, mapping & auditory habilitation are required, systems must be in place to limit 

unnecessary exposure and maintaining social distancing. 

Telemedicine for remote mapping & Teletherapy for habilitation are being tried successfully 

in a few centers & are worth exploring. 

Creation of peripheral or satellite centers close to the patient's place of residence is a very 

helpful step in the long run & will limit the need for long travel & unnecessary exposure to 

disease for patients travelling from rural areas to habilitation centers in cities.  

 

6. Conclusion 

The steps outlined in the above document are designed to assist the Otorhinolaryngologist 

Head & Neck surgeon to return to "normal" clinical practice while safeguarding patients & 

personnel. They may have to be modified or adapted to suit individual requirements but the 

general principles apply. The IAOHNS urges all its members to take adequate precautions 

wherever applicable to limit liability to their patients & personnel while carrying out their 

clinical & surgical practice. 
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Appendix 1 
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Appendix 2 

Aerosol Generating Procedures  

 

¶ Nasal endoscopic procedures both diagnostic and interventional 

¶ Surgeries in the nasopharynx 

¶ Oral and oropharyngeal surgical procedures 

¶ Surgery in the larynx including endoscopic airway procedures and procedures for 

establishing airway like tracheostomy 

¶ Otological procedures which includes high speed drilling of the mastoid are also 

particularly prone for aerosolization 

¶ The status of viable viral particle in the middle ear effusion during a pandemic is still not 

clear. But the clinician has to take adequate protection assuming that viable viral particle 

may be present. 

¶ Powered surgical instruments like micro-debriders are particularly at risk of creating 

aerosol and these should be avoided as far as possible 

¶ 9ƭŜŎǘǊƻŎŀǳǘŜǊȅ Ƙŀǎ ŀƭǎƻ ŀ ƘƛƎƘ Ǌƛǎƪ ŦƻǊ ŎǊŜŀǘƛƴƎ ŀŜǊƻǎƻƭǎ ŀƴŘ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǘƘŜ ǎǳǊƎŜƻƴ 

to keep this in mind 
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Appendix 3 

Authenticity of the PPE certificate 
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