
increased the odds of symptomatic severe viral infection and death
by weakening the immune system or by triggering a hyperactive
systemic immune response. The aforementioned publications
and concern regarding healthcare personnel risk of acquiring
COVID-19 in the surgery setting has led to routine preoperative
COVID-19 testing and the delay of nonemergent surgery in many
healthcare institutions.

These data raise important questions on timing of nonemergent
surgery after asymptomatic and symptomatic COVID-19 infec-
tions. With wide availability of COVID-19 RT-PCR testing, many
institutions are considering the use of a CDC test-based strategy to
remove COVID-19 patients from isolation and clear them for sur-
gery. Complicating this issue is the frequent persistence of positive
PCR test results in patients for several weeks. Although infectivity
is thought to be low, uncertainty remains, especially in the setting
of aerosolizing procedures such as intubation.

The options to clear a recovered COVID-19 patient for surgery
could be a symptom or test-based strategy.We recommend a hybrid
strategy until more information is available. Surgical procedures
should be delayed if possible for 4–6 weeks. We recommend against
routine testing in this group as patients are likely not infectious any-
more and risk of airway reactivity or ARDS will be reduced.6,8

Between 2 and 4 weeks after symptom onset, we recommend a
test-based strategy due to insufficient data that recovered COVID
patients are completely uninfectious.1,4,5 Data from China suggest
that patients with severe symptoms have higher viral burden and
prolonged viral shedding.1 For surgery completion <2 weeks after
COVID-19 symptoms or diagnosis, we recommend no testing
and operating under COVID isolation precautions in the operating
room. Immunocompromised patients are likely to shed longer and
may be at higher risk of other infectious or pulmonary complica-
tions.5 We suggest individualized case-based decisions by involved
providers until more information is available.

In summary, a hybrid strategy for recovered COVID surgical
patients will reinforce the culture of safety in the hospital environ-
ment and will reduce excess testing. Our recommendations will be
limited in hospital settings where tests are not readily available, test
turn-around is slow, or PPE constraints exist. Future studies are
needed to examine the duration of infectivity to operating room
staff by surgical patients affected by COVID-19, especially when
intubation or other aerosolizing procedures are required. As more

COVID-19–positive patients recover, it will also be important to
perform postoperative studies related to timing of surgery and risk
factors for poor outcomes.
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Forewarned but not forearmed: The risk of science driven
by immediacy
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To the Editor—The coronavirus disease 2019 (COVID-19) pan-
demic has killed hundreds of thousands, has infected millions,

and has ravaged the economy worldwide in <6 months. The full
implications of this crisis are still unfathomable and might span
years or even decades. The virus has bewildered everybody, raising
the feeling that we were not prepared and even mining the trust of
many sectors of the population on the capability of science to over-
come the crisis. Nonetheless, to say that what happened was not
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predictable and that we could not have done better would not only
be inaccurate but also accessory by negligence.

In the history of humankind, we have never been so technologi-
cally capable of dealing with a pandemic, yet we have performed
relatively poorly in many aspects. Setting aside the social, political,
and economical nuances that have hindered the best-case scenario,
as well as the intrinsic uncertainty associated with an event of this
magnitude, the untimely commitment to long-known research
necessities has been a decisive factor in the inadequate response.

In far too many cases, the trend has been to massively research
ongoing threats, often fueled by politically driven funding, to later
quit abruptly after the peril has passed or when the media interest
has diminished. The research was thus rendered incomplete and
did not yield any real solutions, even when results were very close.
This behavior has left us in no significantly better condition to cope

with the recurrence of similar situations despite the laudable efforts
of scientists during times of crisis.

Over the past 50 years, research in PubMed (ie, using search
terms, SARS-CoV-2 or SARS-CoV-1 or COVID-19 or SARS or
MERS or coronavirus on June 15, 2020) regarding the Coronaviridae
family has peaked during outbreaks and has flattened between
them (Fig. 1a). This dynamic is also evident in research regarding
technologies that are crucial for the management of epidemics,
such as personal protective equipment (PPE). Medical masks and
facepiece respirators, such as N95, are intended for single use.
However, during outbreaks, shortages are inevitable and single
use is overlooked. In recent decades, alternatives for reusable
masks or safe disinfection protocols have been explored only in
times of pressing need (Fig. 1b), and clearly, we were not well
prepared in this aspect when COVID-19 broke out.

Fig. 1. (a) Articles published containing the words SARS-CoV-2, SARS-CoV-1, COVID-19, SARS, or MERS. (b) Peaks of publications in 2003 and 2009 are evident, probably related to
the outbreaks of SARS and influenza, respectively. The same pattern is observed in publications related to N95 masks from 1995 to 2020.
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The severe acute respiratory syndrome (SARS) 2002–2004
epidemic could have served us better had we attended carefully
to the lessons of that time. The evidence that presaged our cur-
rent reality was recklessly and inexcusably overlooked. For more
than a decade, the world disregarded evidence showing that
wildlife markets in China, along with the high genetic recombi-
nation rates of coronaviruses, comprised an environment ripe
for another zoonotic outbreak.1 We also missed a chance to
achieve the only definitive solution to the pandemic when sev-
eral promising SARS vaccines, which had undergone preclinical
trials, were thwarted by a lack of further funding.2 Although
SARS and SARS-CoV-2 are different viruses, their genetic close-
ness and similarity in the molecular mechanism of infection
would have saved valuable time in the proper development of
a SARS-CoV-2 vaccine. Instead, we are now rushing phase 1
clinical trials without preclinical or animal models.2

This pattern of scattered research might be a trademark of the
way in which science has operated in contemporary society, but the
vulnerability derived from allowing it to persist this way is unrea-
sonable. Newton’s exceptionally hackneyed quote, “If I have seen
further it is by standing on the shoulders of giants,” superbly con-
veys the notion of science being a cooperative effort, and we must
always remember that these shoulders are often broadly spread

across time. Public funding, as well as the overall mentality under-
lying research, cannot be steered toward achieving results in the
short term or, otherwise, not achieving any results at all. Some
processes, such as new PPE technologies and vaccines, must be
understood and acknowledged as intrinsically time-consuming
and must be continuously supported outside times of critical
necessity. As evidence during the COVID-19 crisis shows, the
real-time capacity to find solutions is insufficient and the price that
we must pay for missed opportunities it is too high.
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Occupational exposure to varicella zoster in a tertiary-care
healthcare setting
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To The Editor—Varicella zoster virus (VZV) reactivation is a
common complication of a weakened immune system, which
can occur due to advanced age or various immunocompromising
conditions. TheVZV incidence in the general population is 4.82 cases
per 1,000 person years,1 but this rate increases in populations with
predisposing conditions. Solid-organ transplant recipients are esti-
mated to have a VZV incidence of 22.2 cases per 1,000 patient years,
with heart transplant recipients having the highest organ-specific
incidence of 40.0 per 1,000 patient years.2 Hematopoietic stem cell
transplant recipients have reported incidence rates of 43–60 cases
per 1,000 person years.1,3 With high incidence and subsequent
healthcare utilization in these populations, there is an important need
to prevent occupational exposure to VZV.

Recommendations for isolation precautions differ by extent
ofVZV involvement and immunocompromised status. For immuno-
competent patients, the Centers for Disease Control and Prevention
recommend contact isolation for localized VZV and concurrent
airborne and contact isolation for disseminated VZV.4 In immuno-
compromised patients with apparent localized disease, contact and

airborne isolation are recommended until disseminated disease has
been ruled out. However, it is not knownwhether instituting airborne
isolation in this population reduces occupational exposure to VZV.
At our facility, we only institute contact isolation in cases of localized
VZV, regardless of immunocompromised status. We reviewed cases
of disseminated VZV to evaluate whether this change in policy
increased the likelihood of occupational exposure.

We performed a retrospective, descriptive review of occupa-
tional exposure investigations related to VZV. We included
patients from January 2016 through December 2018 and excluded
those with primary chicken pox. Demographic and clinical data
were abstracted from the electronic medical record. Records were
evaluated to determine whether the exposure was due to a delay in
airborne precaution initiation or a progression of localized disease
at presentation to disseminated VZV.

In total, 23 patients met our inclusion and exclusion criteria; 12
patients (52.2%) were female, with a median age of 64 years (inter-
quartile range, 57–70.5 years). Also, 20 patients (87.0%) had an
immunocompromising condition. This cohort included 8 patients
(34.8%) with a hematologic disorder or malignancy, 4 patients
(17.4%) with a solid-organ malignancy, 3 patients (13.0%) with
a bone marrow transplant, 3 patients (13.0%) receiving immuno-
suppressing medication, and 1 patient (4.3%) with a solid-organ
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