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Abstract: The Coronavirus disease 2019 (COVID-19) pandemic sud-
denly took the world by storm and Italy was one of the hardest hit countries. 
Maxillo-facial surgery and dentistry procedures had to be significantly 
reorganized, since they are considered high-risk procedures. Protocols had 
to be changed and interdepartmental cooperation was put in place to plan 
surgical interventions and maintain high standards. Various improvements 
have been made to prevent and reduce the risks of spreading the infection. 
Even if the situation seems to have improved, being unprepared is not an 
option. In this paper the experience gained during these months has been 
shared and possible future challenges has been highlighted, suggesting 
practical adjustments based also on new guidelines and recommendations.
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Introduction

To date, Italy is the fourth European country and the seventh country 
worldwide with the highest number of severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) infection cases. The whole country has 
been in lockdown for months. Together with Lombardy, Emilia Romagna 
is among those regions most affected by the Coronavirus disease 2019 
(COVID-19) emergency. In this scenario, the present paper contributes to 
the literature by sharing the experience of the management of this situation, 
highlighting some of the critical points in the immediate and long-term 
future, and providing some insights on future strategies that could be 
applied. 

Challenges and strategies
Due to the nature of this paper, it was granted an exemption by the Insti-
tutional Review Board of the University Hospital of Modena, Italy. All 
procedures performed involving human participants were in accordance 
with the 1964 Helsinki Declaration and its later amendments or compa-
rable ethical standards.

In terms of optimizing resources, the first hospital measures are as fol-
lows:

●	 One of the two operating rooms (OR) areas was used as a supple-
mentary intensive care unit (ICU). 

●	 Elective surgical activities of all specialties were suspended indefi-
nitely. The OR schedule was collegially discussed weekly with all 
the surgical departments involved. All of them had to carefully 
evaluate which patients were a priority. Any extra request had to be 
decided in cooperation with the head anesthesiologist and with the 
OR head nurse, after checking the availability of the OR and of the 
staff required.

●	 Outpatient clinic activity was limited to the necessary postoperative 
controls. Any other visit or surgery that was not considered urgent 

was postponed.
●	 Healthcare professionals were equipped with adequate personal pro-

tection equipment (PPE). The outpatient and inpatient environments 
were sanitized after each visit and procedure.

●	 People’s journeys were limited to necessary ones only. Therefore, 
all of the activities had to be organized in order to limit the trips of 
those who come to Modena from all over the country. Moreover, 
the regional telehealth project SOLE (SanitàOnLinE, “Health-care 
online system”) of Emilia Romagna has helped the cooperation 
between general practitioners (GPs) and hospital doctors to discuss 
and triage patients’ conditions.  Some new patients have contacted 
the Cranio-Maxillo-Facial Surgery Department in Modena because 
they had a diagnosis of oral cancer, documented by a histological 
report. Clinical staging and imaging were performed in the patient’s 
district or within 2 weeks in Modena without hospitalization. Once 
patients and family members entered the region’s boundaries, they 
returned home only after hospital discharge, and after complying 
with quarantine requirements.

●	 People’s movements have been reduced to a minimum. Therefore, 
all the health checks and activities have been organized in such a 
way as to limit the necessary number of trips from distant districts to 
the hospital.

●	 Rules for visiting patients have been implemented. Friends/family 
members must wear a mask and visitation hours were restricted to 
2-hour periods. Postoperative protocols have been adjusted.

●	 With the epidemic ongoing, a preoperative protocol has been 
established for all patients, including a mandatory nasopharyngeal 
swab to be performed a couple of days before surgery to detect 
SARS-CoV-2. The serological exam to identify antibodies against 
SARS-CoV2 was not mandatory, but it was also performed. In the 
postoperative period, there was a specific follow up for the patients, 
which required isolation and further investigation if they showed 
COVID symptoms or if they came in contact with someone who 
was infected with COVID. Otherwise, no further PCR swabs were 
scheduled. Patients were also informed in detail about the risks of 
undergoing surgical procedures in a non-COVID free hospital.

●	 The hospital provided a psychological consultation service, in order 
to help healthcare professionals in managing this stressful situation. 

The use of telehealth strategies has been a key point to manage the 
patients in a number of ways:

●	 The regional project SOLE allowed a direct contact-line with GPs, 
both for triaging and at hospital discharge. 

●	 Radiological exams performed in the hospitals of the whole prov-
ince were accessible from the Modena hospital and all emergency 
departments of the province had the possibility of teleconsultation, 
which proved especially useful in treatment of traumatology cases. 

●	 Those who had an outpatient appointment were individually con-
tacted by a member of the medical team, who by telephone inquired 
about the urgency of the visit and rescheduled it.

●	 For follow-up of head and neck cancer patients, reports or zipped 
CT/MRI images were sent to the Cranio-Maxillo-Facial Surgery 
Department by e-mail. A telephone consultation was made: if a 
patient had a significant problem, a clinic visit was scheduled.

From an operative point of view, the time on the surgical table did not 
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change. On the contrary, the overall surgical times were prolonged, due to 
numerous precautions being applied, such as:

●	 The dressing of appropriate PPE before entering the OR and the 
careful removal of these devices at the end of the surgery increased 
the change-over time.

●	 The thorough sanitization of ORs between one intervention and the 
next.

Therefore, the total change-over time increased by 40 minutes on 
average. Furthermore, in major oncological interventions the discomfort 
caused by the PPE required more frequent changes among the members 
of the surgical team.

The Cranio-Maxillo-Facial Surgery Department focused its attentions 
on oncologic and trauma care.

In fact, while the whole of Italy has been in lockdown since March 
11, 2020, the management of head and neck cancer patients has become a 
considerable challenge. The biggest difficulties lie in:

●	 The organization of the necessary pre-operative exams. Efforts were 
made to schedule multiple exams within a few days. In this way, the 
time that these frail patients have to spend in the hospital has been 
limited.

●	 In terms of immediate postoperative care, in a normal scenario, 
many of our patients with major resective-reconstructive interven-
tion would have spent the first post-operative night in the ICU. Right 
now, this is not possible. Close collaboration between the surgical 
and anesthetic providers ensured patients a safe and protected recov-
ery from anesthesia. Patients remained under observation in the OR 
for longer than normal, before coming back to the ward.

On the trauma care side, while many people stay at home and the hashtag 
#restoacasa (#I’mstayingathome) is trending, maxillo-facial fractures still 
occur in the domestic environment. Luckily, it was still possible to provide 
patients with surgical intervention within a short time, with the possibility 
to request an OR for urgent trauma cases. Therefore, trauma patients and 
malignant tumors are nowadays the top priority. A flexible approach to new 
cases was taken into consideration at the same time. For example, in the 
same week two young children had to be admitted to the OR: a 3-year old 
girl due to a wide ameloblastoma (histologically benign but locally aggres-
sive), and a 1-year old girl with a suspected peri-orbital infection who had 
to undergo an incisional biopsy to exclude a malignancy. A 37-year-old 
woman with a large, bleeding vascular lesion (solitary fibrous tumor) in the 
paranasal sinuses had to be treated within a week.

Discussion

To manage maxillo-facial and oral surgery during the COVID-19 pandemic 
many clinical management issues need to be further addressed.

A clear and continuously updated classification of the surgery risk must 
be provided to all the healthcare personnel who manage the oral and maxil-
lofacial areas. It has to be remembered that the first doctor who died from 
COVID-19 was an otorhinolaryngologist and that one of the doctors who 
first gave the alarm, and then died from COVID-19, was an ophthalmolo-
gist. A possibility might be the modification of preoperative and pre-visit 
protocols, with the introduction of a self-made obligatory intraoral and 
intranasal disinfection for patients. For example, it has been proved that 
povidone-iodine disinfectant was extremely effective in vitro against other 
coronaviruses and this option has to be considered [1].

Recommendations about surgical procedures in every area are 
necessary, such as the ones that have been released by the Japan Surgical 
Society (https://www.jssoc.or.jp/aboutus/coronavirus/info20200402.html) 
that were similar in some respects to those here described [2]. Dentistry 
and oral surgery are also high-risk categories and clear guidelines are 
mandatory as well. A step toward this goal has been made by the American 
Dental Association, which published some helpful recommendations 
and decision-making tools on the management of dental emergencies 
(https://www.coronavirus.kdheks.gov/DocumentCenter/View/853/
ADA-Interim-Guidance-for-Management-of-Emergency-and-Urgent-
Dental-Care-PDF-4-15-20). 

While it is clear that droplets and aerosols originating from the oral 
and nasal mucosa are definitely a risk factor, at the same time it has been 
shown that while a nasopharyngeal swab test might give a negative result, 
SARS-CoV-2 can still persist in tears [3]. Indeed, some attempts in creat-

ing guidelines and recommendations have been made but the situation is 
constantly changing and what today seems the correct practice, might the 
following day already be considered old [4,5]. 

Guidelines for the use of certain surgical instruments also need to be 
updated. In minimizing aerosolization of droplets,  the scalpel has been 
shown to be more effective than monopolar cautery; bipolar cautery is 
most effective on the lowest possible power; piezosurgical devices are 
preferable over rotatory instruments; powerful suction is useful when 
irrigation is needed [4,6]. All of these suggestions are useful but need more 
solid scientific foundations. A good solution would be an ongoing infor-
mation exchange with manufacturers, in order to provide some practical 
adjustments that can be readily applied in the daily clinical practice.

To lower the risk of infection and to rationalize the resources such 
as the PPE, it has been suggested to limit the number of staff in the OR 
and during outpatient procedures to the minimum required, thus creating 
some difficulties in training residents [7]. Therefore, the use of cameras 
and teleteaching should be encouraged and implemented to maintain high 
standards [8].

While teleteaching can improve the residents’ learning curve, tele-
medicine could be a tool to take care of patients more safely. The fields 
of application of telemedicine are multiple: in the first management of 
maxillofacial traumas, in teleradiology, in follow-up visits and numerous 
others [8-13]. Another useful application might be the administration of a 
survey before the visit, in order to better focus the attention on the points 
considered critical by the patient during the visit [14,15]. There is consid-
erable room for improvement and action should be taken in this direction.

The development of telemedicine systems must be done hand in hand 
with the reorganization and modernization of territorial medicine networks. 
The goal has to be an integrated organization, with close collaboration 
between hospital doctors and general practitioners. A first test will be the 
probable increase in patients with trauma due to the imminent arrival of 
the summer and the easing of restrictive measures. A good information 
exchange network would speed up and improve the first consultation, 
create a safer environment for healthcare professionals, and help general 
practitioners in managing postoperative care.
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