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The safety of performing elective
dermatological procedures under
local anaesthetic during the COVID-19
pandemic
BY JASMINE BAWA, SHAENE GNANARAJAH AND ANTHONY BARABAS

D

uring the first wave of the
COVID-19 pandemic, guidance
advised postponement of elective
procedures except for time-critical
local anaesthetic (LA) procedures [1-3]; our
NHS Trust therefore continued with LA skin
malignancy surgery. All patients having
possible skin cancer lesions removed during
the start of the first UK lockdown, between
24 March and 9 June 2020, were included.
Operations took place in outpatientbased treatment rooms as ‘see and treat’
procedures to reduce the need for repeat
hospital visits. Virtual clinics were used for
initial video consultations and follow-ups.
Three hundred and seventy-nine procedures
were performed on 371 patients (mean age
= 66.9 years).
Three hundred and six patients (82%)
completed the telephone questionnaire
(Figure 1 and 2), at least two weeks after

“Our study suggests that
neither patients nor
healthcare workers in our
Trust were infected with
SARS-CoV-2 as a result
of having an elective
dermatological LA surgery
procedure during the UK
lockdown, when appropriate
precautions are taken
to mitigate the risks of
infection”

their treatment, providing data for 314
surgical procedures (Table 1 and 2).
Procedures within or around mucosal
surfaces are deemed to carry the highest
risk of SARS-CoV-2 transmission to surgeons
[2]. Twenty percent of procedures were in a
peri / intra-oral / nasal location (Location A)
requiring removal of patient masks.
These were treated as aerosol generating
procedures (AGPs) and full surgical gowning
was performed with FFP3 masks and visors.
Diathermy was also considered an AGP.
Surgical procedures on the extra-oral /
nasal face (Location B) were deemed to
carry a lower risk; patient masks were not
removed where possible, and full PPE was
worn. Across 314 procedures, 17% (N=52) of
patients wore a mask intraoperatively. Now,
we have all patients wearing masks, and
only remove them if operating in the peri /
intra-oral / nasal location.
Infectious aerosols may remain in a
room for up to three hours [4], however
the air is changed in our treatment rooms
every 15 minutes. Patients were therefore
booked for a 45-minute slot followed by 15
minutes for cleaning the treatment room,
during which time tele-consultations were
scheduled. Patients were asked to arrive
at their designated time to further enable
appropriate distancing in the waiting
areas. Most patients spent less than an
hour within the hospital and felt that they
were safely distanced throughout (N=294;
96%). The treatment rooms were in
designated hospital ‘Green Zones’, reducing
the likelihood of contact with a COVID-19
positive patient in the main hospital.
Patients were only screened for COVID-19
symptoms preoperatively. Nine patients
had a negative COVID-19 antigen test
preoperatively. Two patients believed they
had COVID-19 in the two weeks before
surgery but were not tested. Due to an
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Figure 1: The flow chart of questions asked of each patient
during the telephone questionnaire.

administrative error, their surgery was not
postponed. A small group (N=6; 1.96%) felt
unwell before surgery due to pre-existing
health problems. None of these patients
went on to develop COVID-19 symptoms
after surgery. Patients attending outpatient
appointments are still only screened based
on symptomatology alone, including those
for LA ‘see and treat’ procedures.
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Of the 65 patients (18%) who did not
answer the telephone questionnaire, all
were recorded as being alive, had not
required a postoperative COVID-19 test or
been admitted with COVID-19 symptoms
according to the Trust’s database. Twentythree answered their phone and spoke
without obvious respiratory symptoms
but refused to participate. Sixteen phone
numbers from the computer database were
not recognised. One death occurred due
to co-morbidities and was not related to
COVID-19 or the patient’s procedure.
Although many guidelines in the UK
suggest postponing elective surgical
procedures during the pandemic, clinicians
must balance the risks of a patient

Figure 2: The four anatomical locations where patients had surgical procedures.

potentially contracting hospital-acquired
In the two weeks following their surgical
procedure(s), 10 patients (3%) reported
feeling unwell; three due to pre-existing
conditions, three had infections which
resolved with antibiotics, one wound
dehisced, and one patient was hospitalised
for severe headaches, but tested negative for
COVID-19. Two patients developed a cough
in the two weeks following their procedure.
One tested negative for COVID-19. The
other patient was not tested but did not
develop any other COVID-19 symptoms or
more significant complications. Therefore,
most patients (N=304; 99%) did not
develop COVID-19 symptoms in the two
weeks following surgery, suggesting
that performing these dermatological
procedures under LA did not increase
the risk of SARS-CoV-2 transmission to
patients. None of the healthcare workers
(HCWs) tested positive for COVID-19
during the study.
No patient questioned in this study
developed any severe or adverse COVID-

19-related complication as a result of
their surgery. Although, in the absence of
tests, we cannot conclude that patients
did not acquire SARS-CoV-2 during their
hospital visit. Symptom screening of
patients appears to be sufficient and safe for
outpatient-based LA surgery. All but three
patients (99%) said they did not want to
postpone their surgical procedure during
the lockdown due to anxiety from delaying
a possible skin cancer diagnosis. None of
the seven surgeons and 23 clinic nurses
tested positive for COVID-19 on antibody
testing at the end of the study despite
two symptomatic patients inadvertently
attending for procedures, and any number
of possible asymptomatic patients. This
demonstrates that appropriate use of
PPE and the other precautions taken to
mitigate risk (staggered appointments,
cleaning breaks between patients,
mask wearing) is effective in preventing
SARS-CoV-2 transmission during minor
outpatient procedures.

Table 1: The anatomical location of the surgical procedures performed under LA on the
patient cohort during ‘lockdown’.
Anatomical location of surgical procedure

surgery for diagnosis or treatment of
potentially life-threatening conditions.
Our study suggests that neither patients
nor healthcare workers in our Trust were
infected with SARS-CoV-2 as a result of
having an elective dermatological LA
surgery procedure during the UK lockdown,
when appropriate precautions are taken to
mitigate the risks of infection.
The approval of three vaccinations [5] and
the subsequent vaccination of healthcare
workers further enhances the safety of LA
procedures during the COVID-19 pandemic.
However, vigilance must be maintained
due to the appearance of more infectious
variants of SARS-CoV-2 [6] since our initial
data collection. We must continue with safe
outpatient-based LA dermatological surgery,
as crucially, the COVID-19 pandemic must
not exacerbate the skin cancer epidemic in
the UK and across the globe.
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Number of procedures (% of
total procedures)

Peri / intra-oral/nasal (Location A)

62 (20)

Extra-oral / nasal facial (Location B)

47 (15)

Posterior head, neck or auricular regions (Location C)

60 (19)

Below the level of the clavicles (Location D)

145 (46)

Table 2: The type of surgical procedures performed under LA on the patient cohort during
‘lockdown’.
Type of surgical procedure

COVID-19 with the risks of postponing

Number of procedures (% of
total procedures)

Lesion removal and direct closure

210 (67)

Incisional or punch biopsy

70 (22)

Lesion removal and skin graft

20 (6)

Lesion removal and local flap

14 (5)
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TAKE HOME MESSAGE
•

•

•

No patient questioned in this study developed any severe or
adverse COVID-19-related complication as a result of their
LA skin malignancy surgery.
No healthcare worker in this study tested positive for
COVID-19 on antibody testing at the end of the study
despite two symptomatic patients inadvertently
attending for procedures, and any number of possible
asymptomatic patients.
Symptom screening of patients appears to be sufficient and
safe for outpatient-based LA surgery.

•

•

Appropriate use of PPE and the other precautions taken
to mitigate risk (staggered appointments, cleaning
breaks between patients, mask wearing) is effective
in preventing SARS-CoV-2 transmission during minor
outpatient procedures.
We must continue with safe outpatient-based LA
dermatological surgery, as crucially, the COVID-19
pandemic must not exacerbate the skin cancer epidemic in
the UK and across the globe.
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