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Incidence of SARS-CoV-2 in
Preoperative Patients Tested
in an Urgent Care Setting

Urgent message: The capability to identify patients with COVID-19 before they undergo
a surgical procedure is essential to the safety of the patient, the surgical team, and post-
operative staff. Given the fact that many patients with the virus never exhibit symptoms,
proactive preoperative testing in the urgent care center may lower the risk of spread
and help quantify the rate of asymptomatic infection.
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Introduction
e emergence of SARS-CoV-2 in late 2019 and its rapid
Fpread across the world introduced new challenges to
healthcare in the United States. With a predicted high
demand in healthcare services due to a basic reproduc-
tive number of 2.2-2.7 and a case fatality rate of
1.38%,2 hospitals and clinics around the country
sought to maximize the availability of healthcare per-
sonnel and equipment as well as available beds.

One effort to conserve hospital resources and mini-
mize patient and provider exposure to the novel 2019
coronavirus (COVID-19) was to suspend semi-elective
and elective procedures at the onset of the pandemic.
According to an article published in the World Journal of
Emergency Surgery in early April, “When possible, all sur-
gical procedures on all suspected COVID-19 patients
should be postponed until confirmed infection clear-
ance.”3 As operating rooms have reopened for nonemer-
gent cases, healthcare systems have adopted various
guidelines with respect to preoperative COVID-19 test-

ing to ensure safety for the patients and providers.
As part of the preoperative assessment, most patients
are required to undergo COVID-19 testing prior to their
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Figure 1. Percentage of Patients Testing Positive by Birth Year
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procedure. This protocol was put in place, in part, in
response to emerging studies that revealed a significant
portion of the population may in fact have the virus
without displaying symptoms. In fact, one study
showed as many as 30% of exposed patients may
remain asymptomatic but infected.?

When a nonemergent surgery candidate tests positive
for the coronavirus, the surgeon has the opportunity to
postpone the procedure depending on the urgency of
the surgery. This mitigates unnecessary exposure of the
surgical team to the virus and allows for the best post-
surgical recovery for the patient. Without question, sur-
gical trauma compromises immune function in the
postoperative period. A retrospective study of patients
in Wuhan, China revealed postoperative patients posi-
tive for COVID-19 received ICU care 44.1% of the time,
while nonsurgical patients with the virus required inten-
sive care at a much lower rate of 26.1%. This study sug-
gests surgeries may magnify and exacerbate disease
progression in COVID-19 patients.!

In this study, MedStar Health Urgent Care, a large
urgent care system spanning Washington, DC, Northern
Virginia, and Maryland sought to determine what per-
centage of preoperative asymptomatic patients tested
positive for COVID-19 on a hospital-based PCR testing
platform. A secondary objective was to determine if
there were certain demographics (ie, gender, age) which
led to a higher pretest probability of an asymptomatic
positive test. This information can be used to guide best
practices for surgical procedures during the SARS-CoV-
2 pandemic. Additionally, it can provide insight into
larger trends in the population regarding asymptomatic
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positive prevalence and direct clinical decision-making
and use of personal protective equipment in an urgent
care setting.

Methods

Patients scheduled to undergo surgery presented to a
MedStar Health Urgent Care facility or urgent care test-
ing tent for a nasopharyngeal (NP) PCR test 1-5 days
prior to their scheduled surgery. Prior to testing, all
patients had completed a simple set of vital signs and
screening questions to ensure they were not displaying
any signs or symptoms of COVID-19. Standardized col-
lection procedures were outlined, and the staff was
trained by nurse educators to ensure uniform and pre-
cise sampling techniques. After testing, all patients were
advised to quarantine at home until their surgical date
to minimize any new exposures to the COVID-19 virus.

The NP specimen was processed at either Georgetown
University Hospital or LabCorp, both doing traditional,
open PCR testing on similar platforms. Patients with a
surgery scheduled within 72 hours had testing sent to
Georgetown Hospital for expedited results, while pre-
operative candidates due for a procedure in a 3- to 5-day
period had testing sent to LabCorp.

Summary statistics including means, medians, stan-
dard deviations, first quartiles, third quartiles, and pro-
portions (if categorical) on patient characteristics were
obtained. Wilcoxon rank sum test was used to examine
differences in the averages of continuous variable
between the two groups since normality assumption
was not satistied. Shapiro-Wilk test of normality was per-
formed to inspect the distribution of the continuous
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variable. The test showed that the data were not nor-
mally distributed. Accordingly, we used Wilcoxon rank
sum test instead of T-test to examine differences in the
averages between the two groups. Chi-square and Fisher
exact tests as appropriate were used to investigate differ-
ences for categorical variables. Logistic regression analy-
sis was used to examine the extent of association
between age and COVID-19 positivity. Odds ratios with
95% confidence intervals were calculated. Statistical sig-
nificance is defined as p-values <0.05. Statistical Analysis
System software version 9.4 (SAS Institute Inc., Cary,
NC, USA) was used to perform the analysis.

Results

A total of 1,262 patients scheduled to undergo an elec-
tive or semi-elective procedure were tested across eight
Medstar Urgent Care facilities and three testing tents
between April 28, 2020 and May 26, 2020. The age range
of the patients was 6 months to 95 years (median: 58
years old). Females made up 52% of the patients.

Of this cohort, 29 patients tested positive for SARS-
CoV-2 on PCR, and 1,233 patients tested negative. The
percentage of patients who tested positive was 2.30%.

The 20- to 29-year-old age group had the highest rate
of positive cases at 6.2%. Patients over 80 years old or
less than 10 years old had no positive cases. (See Figure
1 and Table 1.) However, the difference was not statis-
tically significant (p value=0.24).

Female patients were found to be positive 2.89% of
the time, while males were found to be positive 1.65%
of the time. However, the difference was not statistically
significant (p value=0.14)

Discussion
With a positivity rate of over 2% in asymptomatic
patients, the findings from this study support the con-
tinued practice of testing for SARS-CoV-2 in all preoper-
ative patients. This enables nonemergent surgeries to be
postponed in the event a patient tests positive for
COVID-19, thus decreasing unnecessary exposure of
preoperative staff, the surgical team, and postoperative
personnel to the virus. This testing process also opti-
mizes the chance of a successful recovery for surgical
patients, in that nonemergent procedures can be post-
poned in patients who test positive for SARS-CoV-2.
Due to early limitations in availability, testing in
March and April was largely reserved for symptomatic
and high-risk individuals. This cohort of asymptomatic
preoperative patients was one of the first asymptomatic
groups to undergo routine coronavirus testing in the
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Table 1. Number of Both Positive and Negative

COVID-19 Results by Birth Year

Birth Year Positive Negative
1920-1929 o 5
193071939 0 44
1940-1949 1 205
1950-1959 6 305
1960-1969 9 269
1970-1979 5 170
1980-1989 2 17
1990-1999 5 76
2000-2009 1 33
2010-2019 o 9
Total 29 1233

“While disease severity may rise
with age in those that display
symptoms, our study demonstrates
asymptomatic carriers of the disease
are equally prevalent in
all age groups.”

Washington, DC and Baltimore regions. In addition to
providing critical information regarding the advisability
of surgery in a COVID-19 positive individual, these data
can also be utilized to predict current community preva-
lence of the virus in asymptomatic individuals in the
Virginia, Washington, DC, and Maryland region. At the
time reflected in the data, Maryland had a 7-day SARS-
CoV-2 positivity rate of 13.6%, and Washington, DC
had a positivity rate close to 20%; however, these data
do not differentiate what percentage of the population
was symptomatic.*>

Previous studies have concluded that a significant
proportion, “between 5% and 80%,”° of patients testing
positive are asymptomatic. The CDC estimate is 35%.”
Our study demonstrates the instance of asymptomatic
COVID-19 cases may actually be much lower, and
asymptomatic spread may be less of a driving force
behind the spread of the disease.

Regardless, care must be taken to not minimize risk
of exposing surgical staff and patients to the novel coro-
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navirus. However, all healthcare systems need to be
aware of the possible limitations on testing supplies and
prolonged turnaround times and should plan their pre-
procedure COVID testing protocols accordingly.

“Urgent care providers should take
precautions prior to all patient
interactions, not just those with

patients with COVID-19 symptoms.

These safeguards should be upheld

with all patients regardless
of gender or age.”

Our study reveals interesting demographic informa-
tion on the asymptomatic patient population. Based on
these data, even though the 20-29-year-old age group
had the highest percentage of asymptomatic positive
patients, this percentage was not clinically significant
(p=0.24). While disease severity may rise with age in
those that display symptoms, our study demonstrates
asymptomatic carriers of the disease are equally preva-
lent in all age groups.

Contrarily, some previous studies have suggested age
is a factor in the instance of asymptomatic cases.®!! One
reason might be that our cohort of preoperative patients
had a small sample size of patients under the age of 10
(nine patients) and over the age of 90 (five patients).
Importantly, our study demonstrates asymptomatic
infection across all age groups.

As with age, our study shows that gender is not a fac-
tor in rate of asymptomatic COVID-19 cases. While
females had a higher rate of positive asymptomatic tests
compared with males, this number is not statistically
significant (p=0.14). While other studies have shown
males have a more serious disease course and higher
fatality rate,'%1! our data suggest gender is not a variable
in asymptomatic cases. An early study of patients in
Wuhan, China shows demographic results similar to
ours. In that study, “Symptoms and comorbidities were
comparable between men and women...[and] men and
women had the same susceptibility.”1?

Our data demonstrating that asymptomatic carriers
of COVID-19 are prevalent across all age groups and
both genders have important implications. Because
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asymptomatic transmission is an important factor in the
spread of the virus, all individuals, regardless of age and
gender, should remain diligent to decrease the potential
of asymptomatic transmission of the virus. Urgent care
providers should take precautions prior to all patient
interactions, not just those with patients with COVID-
19 symptoms. Furthermore, these safeguards should be
upheld with all patients regardless of gender or age.
Additionally, these data suggest there are variables inde-
pendent of gender and age that influence expression of
symptoms of COVID-19.

Limitations

Our study has several limitations. Our population of pre-
operative patients was not a random sampling; these
patients may have decreased coronavirus exposure due
to the nature of their illness or injury requiring surgical
intervention. These patients tested were not asked to
report if they had symptoms on intake screening on the
day of testing. The patients were also not followed to
determine if they began to develop symptoms after test-
ing and were actually presymptomatic rather than
asymptomatic. Furthermore, it was not ascertained if
patients had a history of testing positive for SARS-CoV-
2 in the past and remained positive on repeat PCR testing
despite being asymptomatic. Lastly, there are false neg-
ative and false positive rates of any COVID-19 testing;
repeat testing was not performed for any of the negatives
or positives and results were deemed to be final. B
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