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Abstract

Objectives: Healthcare resources have been mobilized to combat the COVID-19 pandemic of 2020. The Thoracic

Domain of the Asian Society for Cardiovascular and Thoracic Surgery reports a consensus statement on the provision

of thoracic cancer surgery during this pandemic.

Methods: A Thoracic Experts Panel was convened by the Society. A consensus on the provision, safety, and setting of

thoracic cancer surgery during the pandemic was obtained through a Delphi process.

Results: Responses were received from 26 panel members (96% response rate) from 10 regions across Asia. The

Society recommended that elective thoracic cancer surgery services may need to be reduced or postponed if medical

resources were needed for COVID-19 patients, especially intensive care unit beds and ventilators. However, thoracic

cancer surgery should proceed as normal for all solid tumors, without restrictions based on disease stage, availability of

non-surgical treatment options, or patient condition (unless there is a high likelihood of postoperative intensive care unit

stay). Aerosol-forming procedures should be avoided intra- and perioperatively. The surgical approach does not make a

difference in terms of safety. Services for thoracic cancer patients should be offered only in hospitals that maintain

isolation wards for patients with confirmed or suspected COVID-19.

Conclusions: Services for patients with thoracic cancer should be maintained during the COVID-19 pandemic. The

position of the Society is that thoracic surgeons have a responsibility to perform good surgical management of thoracic

cancer during the pandemic, to advocate for patients’ rights to receive it, and to safeguard patients and staff from infection.
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Introduction

The COVID-19 pandemic caused by the SARS-CoV-2
coronavirus in 2020 is a global crisis that has taken a
heavy toll in terms of human lives and suffering.1

Besides the medical calamity, the viral pandemic is
also responsible for devastating economies in many
countries. During the COVID-19 pandemic, human
and material resources have to be mobilized to
combat the surging outbreak.2,3 In some countries,
healthcare services have been overwhelmed by the
need to manage COVID-19 patients.3 However, it
must be remembered that throughout the COVID-19
crisis, people across the world continue to suffer from
other diseases. These include very serious conditions
managed by general thoracic surgeons, including
malignancies of the lung, esophagus, mediastinum,
and chest wall. Successful management of many of
these malignant diseases is especially time-dependent,
and hence surgery should be carried out as expeditious-
ly as possible.4–6 The urgency of surgical treatment for
such malignancies is arguably greater than in other sur-
gical specialties where elective surgery can be post-
poned.7–9 It is therefore a clinical and ethical
challenge to provide adequate surgical care for patients
with thoracic cancer in the face of stretched resources
during the ongoing COVID-19 pandemic.10

A further consideration when strategizing to main-
tain thoracic surgical services during the pandemic is
how to keep patients and healthcare workers safe from
the virus as they deliver these services. Infection of
healthcare workers not only puts them in personal
jeopardy, but also impacts on their availability to con-
tinue providing care for patients during this time of
need.11 As Asia is the part of the world first impacted
by COVID-19, thoracic surgeons in Asia have had a
longer time to consider thoracic surgery contingencies
during the outbreak.1 The Thoracic Domain of the
Asian Society for Cardiovascular and Thoracic
Surgery (ASCVTS) has already reported on the ways
in which thoracic surgery services in different regions
across Asia have responded to this challenge.10 In this
study, the ASCVTS Thoracic Domain reports the con-
sensus, reached by a select panel of thoracic surgical
experts in Asia through a Delphi process, on the opti-
mal strategy for delivering thoracic cancer surgery
safely during the COVID-19 pandemic.

Methods

The Delphi process is a proven method to develop a
consensus among experts within a medical speciali-
ty.12,13 It has already been validated in the creation of
other consensus reports in thoracic surgery.14 The pro-
cess involves repeated rounds of a survey of a panel of

experts, with the responses of each previous round fed
back to the experts to allow them to change their
answers in the next round. The responses fed back to
the experts are anonymized to avoid any one expert’s
dominance. Consensus is fostered by the convergence
of opinions after one or more repeated rounds of the
survey.

The survey was designed by the ASCVTS Thoracic
Domain. It included 11 categories of questions that
aimed to explore provision of thoracic cancer surgery
during the pandemic, safety considerations when offer-
ing surgery, and the setting where thoracic surgical
services should be offered. Multiple-choice answers
were offered for the experts to select from. The
COVID-19 Thoracic Experts Panel included all mem-
bers of the Thoracic Domain of the ASCVTS.
Members of the Thoracic Domain then nominated fur-
ther thoracic surgeons working in Asia to join the
panel, based on their academic and clinical experience,
perceived ability to comment insightfully on operations
during the virus outbreak, and likelihood of responding
to the survey promptly. The ideal number of experts in
the panel needed to reach a useful consensus in the
medical field using the Delphi method is unknown.12,14

Therefore, the number of further experts invited was
based on recently published consensus statements in
the field of thoracic surgery in which the Delphi
method was used.14

The survey was emailed to all experts in the COVID-
19 Thoracic Experts Panel (Thoracic Domain members
plus invited experts) via the secretariat of the ASCVTS
president in two rounds. The first round of the survey
took place in April 11–12, 2020, and all experts
answered the questions without consulting each other.
Experts were invited to give a short comment on why
they chose the answers they did. All responses to the
questions in the first round were returned to the secre-
tariat and tabulated into a centralized database. The
second round of the survey took place in April 14–18,
2020. For this second round, the exact same survey was
used, but alongside each question, the results of the
first round were displayed as well as the anonymized
comments of the experts explaining why they chose
the answers they did. All experts were asked to
review the results of the first round before responding
in the second round, and were then free to keep their
original answer from the first round or select a different
response. Results from the second round formed the
basis of the current Consensus Statement. Consensus
was defined as more than 50% agreement among the
panel of experts.13 A clinical practice was deemed
“recommended” if 50%–74% of the experts reached
agreement. A clinical practice was deemed “highly rec-
ommended” if 75% or more of the experts reached
agreement.
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There was no confidential or patient information used
in this study. As was the case with previously published
consensus statements in the field of thoracic surgery, in
which the Delphi method was similarly used, ethics com-
mittee approval was believed not required.14

Results

All 9 members of the ASCVTS Thoracic Domain com-
pleted both rounds of the survey. Of the 18 experts
invited to the panel, 17 completed the survey. The over-
all response rate was therefore 96.3%. A summary of
the final 26 members of the COVID-19 Thoracic
Experts Panel is shown in Figure 1. A summary of
the responses to questions regarding provision of tho-
racic cancer surgery services during the COVID-19
pandemic is shown in Table 1. A consensus was
reached that all thoracic cancer surgery services
should be provided, regardless of whether the surgery
is emergency or elective, but the number of elective
operating room sessions each week should be reduced.
In terms of patient selection for thoracic cancer sur-
gery, a consensus was reached that surgery should
not be offered to patients who have a current active
status of confirmed or suspected COVID-19 infection.
In this consideration, suspicion of COVID-19 is based
on history of travel to a region with active community
transmission of COVID-19 virus, history of contact
with a person(s) with confirmed or suspected
COVID-19, and/or symptoms of COVID-19 infection.
There was also a consensus that thoracic cancer surgery
would not be denied based on the patient’s physical
condition or age, unless it was deemed that there was
a high likelihood that the patient would require inten-
sive care unit (ICU) admission or a prolonged length of
stay following surgery. No consensus was reached
regarding whether cancer staging should influence
whether surgery would be offered. However, it could
be inferred from the responses that over half of the
expert panel would offer surgery to patients with
solid tumors (not ground-glass opacity lesions) regard-
less of stage. A consensus was reached that surgery

could be offered if indicated regardless of whether

any non-surgical management options were available

(including chemotherapy, radiotherapy, target therapy,

immunotherapy, ablation). When considering factors

that might influence whether or not elective (non-emer-

gency) surgery for thoracic cancer would be rejected or

deferred, a very strong consensus was reached that the

need to reserve ICU beds and ventilators for COVID-

19 patients should prompt this. There was also a con-

sensus that any need to reserve personal protective

equipment (PPE) for staff treating COVID-19 patients,

and any need to allocate doctors and nurses to treat

COVID-19 patients, should also be reasons for cancel-

lation or postponement of elective surgery.
A summary of the responses to questions regarding

issues of safety when providing thoracic cancer surgery

services during the COVID-19 pandemic is shown in

Table 2. A consensus was reached that the surgical

approach did not make a difference in terms of safety

when operating on thoracic cancer in a patient with

confirmed or suspected COVID-19. It was noted that

amongst those experts who said that surgical approach

did make a difference, all favored a minimally invasive

surgical approach and none preferred an open

approach. Regarding intraoperative procedures

during surgery for thoracic cancer, a strong consensus

was reached that use of bronchoscopy (rigid or fiber-

optic) should be avoided. A consensus was also reached

that the following should be avoided intraoperatively:

cross-field or jet ventilation during airways surgery,

sputum suction via endotracheal tubes, and a tracheos-

tomy or mini-tracheostomy. Regarding pre- and

postoperative management of patients receiving sur-

gery for thoracic cancers, a consensus was reached

that the following should be avoided: bronchoscopy

(including endobronchial ultrasonography and electro-

magnetic bronchoscopy), nasopharyngeal suction of

sputum, and discharging patients home with a chest

drain in situ.
A summary of the responses for questions regarding

where thoracic cancer surgery services should ideally be

provided during the COVID-19 pandemic is shown in

Table 3. A very strong consensus was reached that tho-

racic cancer surgery operations should be provided

only in hospitals with separate, designated ICU and

isolation wards for patients with confirmed/suspected

COVID-19. A consensus was reached that preoperative

investigations and postoperative follow-up for patients

receiving surgery for thoracic cancers should only be

offered in clinics in the hospital where the operation

was performed if that hospital has separate, designated

isolation wards for patients with confirmed/suspected

COVID-19.

Figure 1. Composition of the Expert Panel (sector labels show
region in Asia, number of experts, and percentage in the panel).
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Discussion

This study represents a distillation of the experiences of
expert thoracic surgeons from across Asia on how to
provide surgical services to patients with thoracic
cancer during the COVID-19 pandemic.10 The survey
was conducted during the height of the pandemic
across the world, and reflects the real-time considera-
tions being taken in Asian thoracic surgical units in
regions that have all been affected by COVID-19 out-
breaks. Based on the results of the Delphi process, the

ASCVTS has made recommendations for thoracic
cancer surgery services during the COVID-19 pandem-

ic, as presented in Table 4.
In terms of offering surgical services to patients with

thoracic cancer, the ASCVTS recognizes that during

the COVID-19 pandemic, healthcare resources may
be stretched thin.15 Hence, a balance may have to be

reached between the need to manage patients with
COVID-19 infection and the need to protect and cure

patients with thoracic cancers. The ASCVTS

Table 1. Summary of responses regarding provision of thoracic cancer surgery services during the COVID-19 pandemic.

Question n %

Should surgeons proceed with thoracic cancer surgery during the COVID19 outbreak?

All thoracic cancer surgery should be suspended until COVID-19 outbreak is resolved 0 0%

Operate on life-saving emergencies only 1 3.8%

Operate on emergencies and significantly symptomatic patients only 8 30.8%

Proceed with all thoracic cancer surgery but with reduced operating room sessions per week 13 50.0%

Proceed with all thoracic cancer surgery without any restrictions. 4 15.4%

Should patients be triaged with regards to COVID-19 risk?

Do not operate on any patient regardless of COVID-19 suspicion until virus test confirms negative status 7 26.9%

Do not operate on any patient with confirmed or suspected COVID-19 (contact history, travel history, or

symptoms)

16 61.5%

Do not operate on any patient with confirmed active COVID-19 0 0%

Proceed with all thoracic cancer surgery without any restrictions 3 11.5%

Should patients be selected for lung cancer surgery according to stage?

Offer surgery to biopsy-confirmed stage I cancer only 0 0%

Offer surgery to suspected or confirmed stage I cancer (intraoperative frozen section) 1 3.8%

Offer surgery for stage I and II cancer 2 7.7%

Offer surgery for stages I–III cancer upfront 1 3.8%

Offer surgery for stages I–III cancer, but only after induction therapy for stage III 7 26.9%

Proceed with all confirmed thoracic cancer surgery, except for GGO 9 34.6%

Proceed with all thoracic cancer surgery without any restrictions 6 23.1%

Should patients be selected for lung cancer surgery according to their physical condition?

Offer surgery only to young fit patients with no significant comorbidities 2 7.7%

Proceed with all thoracic cancer surgery, except when there is high likelihood of ICU admission/prolonged

hospital stay

16 61.5%

Proceed with all thoracic cancer surgery, except when there is a high likelihood of prolonged operation

time or high blood loss

2 7.7%

Proceed with all thoracic cancer surgery without any restrictions 6 23.1%

Should alternatives to surgery be offered during the COVID-19 outbreak?

In all patients, consider surgery only if no alternative (chemo, radio/SBRT, target therapy, immunotherapy,

ablation, etc.) is possible

4 15.4%

In higher-risk patients only, consider surgery only if no alternative (chemo, radio/SBRT, target therapy,

immunotherapy, ablation, etc) is possible

5 19.2%

In all patients with stage III disease, defer surgery until after induction therapy 2 7.7%

Proceed with all thoracic cancer surgery without any restrictions 15 57.7%

Which of the following might influence whether or not you reject/defer elective surgery (more than one can be chosen)?

Need to reserve ICU beds for COVID-19 patients 23 88.5%

Need to reserve normal ward beds for COVID-19 patients 11 42.3%

Need to reserve ventilators for COVID-19 patients 21 80.8%

Need to reserve PPE for staff treating COVID-19 patients 15 57.7%

Need to allocate doctors (surgeons/anesthetists) to manage COVID-19 patients 15 57.7%

Need to allocate nurses to manage COVID-19 patients 14 53.8%

None of the above 2 7.7%

GGO: ground-glass opacity; ICU: intensive care unit; PPE: personal protective equipment; SBRT: stereotactic body radiotherapy.
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Table 2. Summary of responses regarding thoracic cancer surgery safety during the COVID-19 pandemic.

Question n %

Which approach is preferred for thoracic cancer surgery for patients with confirmed/suspected COVID-19?

Full thoracotomy 0 0%

Limited or anterior thoracotomy 0 0%

VATS 6 23.1%

RATS 1 3.8%

Surgical approach makes no difference 19 73.1%

Which of the following should be avoided intraoperatively during elective thoracic cancer surgery (more than one can be chosen)?

Cross-field/jet ventilation during airways surgery 16 61.5%

Bronchoscopy (fiberoptic/rigid) 20 76.9%

Carbon dioxide insufflation 9 34.6%

Energy devices (ultrasonic etc.) 2 7.7%

Air-leak testing 8 30.8%

Inflation/deflation testing during segmentectomy 6 23.1%

Sputum suction via endotracheal tubes 13 50.0%

Tracheostomy/mini-tracheostomy 14 53.8

Other (please specify) 0 0%

None of the above 4 15.4%

Which of the following should be avoided perioperatively before/after elective thoracic cancer surgery (more than one can be

chosen)?

Lung function tests (spirometry) 11 42.3%

Bronchoscopy (including EBUS and ENB) 19 73.1%

Nebulized medications 11 42.3%

Steam inhalation 12 46.2%

High-flow oxygen via mask 6 23.1%

Nasal oxygen 1 3.8%

Incentive spirometry 4 15.4%

Nasopharyngeal suction 14 53.8%

Chest physiotherapy with percussion 7 26.9%

Chest drainage with suction (water-seal systems) 3 11.5%

Chest drainage with suction (digital systems) 1 3.8%

Patient mobilization outside room/ward 8 30.8%

Discharge home with chest drain in situ 15 57.7%

Extended hospital stay for non-clinical reasons (e.g., social/family reasons) 11 42.3%

Other (please specify) 0 0%

None of the above 2 7.7%

EBUS: endobronchial ultrasonography; ENB: electromagnetic navigation bronchoscopy; RATS: robot-assisted thoracic surgery; VATS: video-assisted

thoracic surgery.

Table 3. Summary of responses regarding settings for thoracic cancer surgery services during the COVID-19 pandemic.

Question n %

Where should any thoracic cancer surgery be done?

Only in hospitals with policy of zero admissions for patients with confirmed/suspected COVID-19 2 7.7%

Only in hospitals with separate, designated ICU and isolation wards for patients with confirmed/suspected

COVID-19

23 88.5%

Only in hospitals with separate, designated isolation wards for patients with confirmed/suspected COVID-19

(but not separate ICU)

0 0%

No special hospital considerations 1 3.8%

Where should preoperative investigations and postoperative follow-up be conducted?

Only in clinics at hospitals with policy of zero admissions for patients with confirmed/suspected COVID-19 patients 4 15.4%

Only in clinics at a different site from the operation hospital if that hospital admits confirmed/suspected COVID-19

patients

3 11.5%

Only in clinics in the operating hospital if it has separate, designated isolation wards for patients with confirmed/

suspected COVID-19

17 65.4%

No special hospital considerations 2 7.7%

ICU: intensive care unit.

Jheon et al. 5



recommends that thoracic cancer surgery services may
need to be reduced, postponed, or even cancelled
according to the need to reserve material and human
resources for treating COVID-19 cases in a given
region or hospital. In particular, the availability of
ICU care and ventilators may be potentially life-
saving for those with especially severe manifestations
of COVID-19, and so reserving these for COVID-19
care is highly recommended.3,15 However, apart from
these considerations, the ASCVTS maintains a very
positive stance towards offering thoracic cancer surgery
even amidst the pandemic. Unless there is a high like-
lihood that a patient may need ICU care or prolonged
hospital stay after surgery, it is recommended that sur-
gery should proceed regardless of patient condition,
tumor staging, and availability of non-surgical options
for treating the thoracic cancer. This is in recognition
of the fact that prompt surgery still represents the best
option for these patients, in terms of survival.5,6 It is
the solemn responsibility of thoracic surgeons to
strongly advocate for the interests of thoracic cancer

patients. Thoracic surgeons must push for their
patients’ right to receive the treatment they need even
when the attention of the world is drawn towards other
healthcare crises. Although there have been calls for
postponement of elective surgery in other surgical spe-
cialties,7–9 it must be emphasized that thoracic cancer
represents a more aggressive disease than that faced in
many other surgical specialties, and delay in manage-
ment can have dire consequences for such patients.5,6,16

The ASCVTS recognizes that when thoracic surgery
is performed amidst a respiratory virus epidemic, there
is a definite risk of the virus infecting both staff and
patients.10,11 In particular, the SARS-CoV-2 coronavi-
rus is believed to be transmitted by fomites originating
in the lungs and respiratory tracts of infected persons,
which are transmitted to the respiratory systems of
others.1,17 In the context of thoracic surgery, any pro-
cedure that generates aerosols from the chest and air-
ways is therefore a high-risk situation for viral
transmission. The ASCVTS advises that intraoperative
bronchoscopic procedures, cross-field and jet

Table 4. Recommendations of the Asian Society for Cardiovascular and Thoracic Surgery regarding thoracic cancer surgery services
during the COVID-19 pandemic.

Recommendation Consensus

Provision of thoracic cancer surgery services

Proceed with all thoracic cancer surgery but with reduced operating room sessions per week Recommended

Do not operate on any patient currently with confirmed or suspected COVID-19 (contact history,

travel history, or symptoms)

Recommended

Proceed with surgery in patients with solid (non-GGO) tumors Weakly recommended

Proceed with all thoracic cancer surgery, except when there is high likelihood of ICU admission/

prolonged hospital stay

Recommended

Non-surgical treatment options should not affect decision for offering surgery Recommended

Elective surgery should be rejected/deferred if there is a need to reserve ICU beds or ventilators

for COVID-19 patients

Highly recommended

Elective surgery should be rejected/deferred if there is a need to reserve PPE for staff treating

COVID-19 patients

Recommended

Elective surgery should be rejected/deferred if there is a need to allocate doctors and nurses to

manage COVID-19 patients

Recommended

Safety considerations

Choice of surgical approach makes no difference when performing thoracic cancer surgery for

patients with confirmed/suspected COVID-19

Recommended

Bronchoscopy (fiberoptic/rigid) should be avoided intraoperatively Highly recommended

Cross-field/jet ventilation should be avoided intraoperatively Recommended

Sputum suction via endotracheal tubes should be avoided intraoperatively Recommended

Tracheostomy/mini-tracheostomy should be avoided intraoperatively Recommended

Bronchoscopy (including EBUS and ENB) should be avoided perioperatively Recommended

Nasopharyngeal suction should be avoided postoperatively Recommended

Discharge home with chest drain in situ should be avoided postoperatively Recommended

Setting for thoracic cancer surgery services

Thoracic cancer surgery should be performed only in hospitals with separate, designated ICU and

isolation wards for patients with confirmed/suspected COVID-19

Recommended

Preoperative investigations and postoperative follow-up should only be offered in hospitals with

separate, designated isolation wards for patients with confirmed/suspected COVID-19

Recommended

EBUS: endobronchial ultrasonography; ENB: electromagnetic navigation bronchoscopy; GGO: ground-glass opacity; ICU: intensive care unit; PPE:

personal protective equipment.
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ventilation, sputum suctioning, and tracheostomy pro-
cedures fit the description of such high-risk procedures
and should be avoided. The ASCVTS recommends
avoiding perioperative bronchoscopic procedures and
nasopharyngeal suctioning for the same reason.
Interestingly, the use of high-flow oxygen, nebulized
inhaled medications, and steam inhalation were
highlighted during the SARS crisis in 2003 as being
potentially high-risk for aerosol transmission of the
virus,18,19 but the experts did not recommend against
their use in the current survey. Instead, there was a con-
sensus that discharging patients home with a chest drain
should be avoided. This may reflect a concern that
fomites from the chest can potentially be blown out
via a chest drain and lead to spread within the house-
hold. It has been suggested that the use of newer digital
chest drain systems, which contain a filter for drained
gas, may be better than traditional water-seal systems in
terms of reducing the risk of viral transmission from the
chest drain.19 However, the experts here have not
reached a consensus on this point.

It needs to be highlighted that the ASCVTS advises
that the choice of surgical approach does not affect
safety during thoracic cancer surgery amidst the viral
pandemic. None of the experts believed that open sur-
gery was safer than a minimally invasive approach,
whether by video-assisted thoracic surgery (VATS) or
by robot-assisted thoracic surgery (RATS). This point
is important given that other surgical specialties have
suggested a possibly higher risk for minimally invasive
approaches due to aerosolization from the use of
carbon dioxide. In many operations for thoracic
cancer, CO2 is not always used and hence this worry
may not be as prevalent in VATS or RATS as in lap-
aroscopic surgery. Instead, the shorter hospital stays
associated with VATS and RATS may be helpful in
reducing a patient’s postoperative exposure to in-
hospital cross-infection.20

The ASCVTS recommends that when thoracic
cancer surgery is offered, the surgery and the associated
preoperative and postoperative care should only be
offered by hospitals with separate, designated isolation
wards and ICUs for patients with confirmed or sus-
pected COVID-19. The reported infectivity of the
SARS-CoV-2 virus is believed to be very high,1 and it
is imperative that thoracic cancer patients should be
kept well apart from any persons with confirmed or
suspected COVID-19, to avoid being infected.4

Again, it is the responsibility of all thoracic surgeons
to ensure that their patients are kept safe and not
exposed to the potential spreaders of the virus.

The ASCVTS acknowledges that this Consensus
Statement may have limitations. Given the urgency to
issue guidance to fellow thoracic surgeons in a timely
manner during the peak of the COVID-19 pandemic,

the experts panel was assembled in part based on the
perception that the team of experts invited here could
give a very prompt response to the survey. This strategy
succeeded in that a high response rate was duly achieved
in a very short timeframe. However, the trade-off is that
the panel size was not as large as it could have been. The
current panel offers a reasonable reflection of practices
and opinions across Asia,10 but Asia is nonetheless a
vast continent and some regions are unrepresented or
underrepresented in this current Consensus Statement.
It may be interesting to see if a broader survey could be
conducted when this pandemic finally settles. Another
point is that this Consensus Statement was reached
using a Delphi process slightly different from that
used in some other thoracic surgery consensus
reports.14 Some of those other studies conducted the
second round (sometimes a third round) of the survey
with experts blinded to the comments of the other par-
ticipants in order to reduce excessive influence by more
famous experts.12 In our study, a decision was made to
share the comments of participants from the first round
when the second round took place. This allowed each
participant to appreciate the reasoning of why others
answered the way they did, and may have helped foster
a better convergence of views. The comments were kept
anonymized to minimize the chance that any one
respected expert would dominate opinions.

The ASCVTS recommendations made in this
Consensus Statement may be useful for thoracic sur-
geons negotiating their way through the uncertainties
of the COVID-19 pandemic. The ASCVTS recognizes
that lung cancer management should ultimately also be
personalized to the individual circumstances of each
patient. The management plan for each patient
should be discussed within a multidisciplinary team at
the hospital level, as far as this is possible during the
pandemic. The recommendations made here should
provide thoracic surgeons a reference when represent-
ing what surgeons can offer at multidisciplinary team
discussions. During such times, patients with thoracic
malignancies rely on their surgeons to not only perform
good surgical treatment but to advocate for their right
to receive it, and to safeguard them from infection
when they do receive it.
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Appendix

The ASCVTS COVID-19 Thoracic Experts Panel

included (in alphabetical order of region of work):

Hong Kong: Calvin Ng, Alan Sihoe*

India: Amol Bhanushali, Ali Zamir Khan*, Rajiv

Santosham

Japan: Yujin Kudo, Yoshihisa Shimada, Masahiro

Tsuboi*

Mainland China: Vincent Fang*, Jianhua Fu, Yongde

Liao

Philippines: Hazel Turingan, Edmund Villaroman

Singapore: Aneez Ahmed*

South Korea: Yong Soo Choi, Sanghoon Jheon*,

Woohyun Jung, Eung Bae Lee

Taiwan: Jang-Ming Lee*, Chia Chuan Liu, Yau Lin

Tseng

Thailand: Somcharoen Saeteng, Punnarerk

Thongcharoen*

Turkey: Cengiz Gebitekin, Akif Turna*

* ASCVTS Thoracic Domain member.
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