
Abstract—An ENT specialist have a higher risk transmission 

of contracting COVID-19 due to procedures in the nasal cavity, 

nasopharynx, oral cavity, and oropharynx. This risk of 

transmission does not only affect the ENT specialist caring for 

the patient, but all staff in the room has potential for infection. 

Clinical and organizational guidelines is necessary for reducing 

contact. Patient, staff, and personal safety should been given the 

highest priority with strategy to provide high quality care. Aim of 

our study was to review the available recommendations 

published by Perhimpunan Dokter Spesialis Telinga Hidung 

Tenggorok Bedah Kepala dan Leher (PERHATI-KL) Indonesia 

on May 2020 for first edition and July 2020 for second edition 

and evaluate the underlying literature. Clinical and 

organizational guidelines for the management of a ENT 

department during COVID-19 pandemic set the appropriate 

standard for personal protective equipment, management for 

ENT patients with the new normal adaptation, and modify the 

assessment room. During the COVID-19 pandemic, ENT 

departments were forced to re-schedule their activity giving 

priority to urgent procedures and non-COVID cases. There is a 

lack of evidence-based literature providing. It is of paramount 

importance to face the emergency in the most effective and 

efficient manner, retrieving resources from non-essential settings 

and, at the same time, providing care to high priority non-

COVID-19 related diseases. 
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I. INTRODUCTION

Pandemic Corona Virus 2019 (COVID-19) is a new disease 
whose characteristics are not widely understood by spreading 
in many countries and still being researched how to prevent 
and treat it. The course of COVID-19 will run quickly and is 
very easily transmitted through droplets or aerosol. These 
droplets can stay on the surface of object within 2-3 days [1]. 

The global COVID-19 death rate is 4,3%, mostly in the 
elderly group, and patients with comorbid diseases [2]. The 
latest data in Indonesia, the death rate due to the COVID-19 
pandemic has reached 2,7% [3].  

An ENT specialist have a higher risk transmission of 
contracting COVID-19 due to procedures in the nasal cavity, 

nasopharynx, oral cavity, and oropharynx, including 
manipulation on external auditory canal which has the potential 
to arise Aerosol Generating Procedure (AGP) that are more 
difficult to prevent than droplets [4]. Based on data from 
Perhimpunan Dokter Spesialis Telinga Hidung Tenggorok 
Bedah Kepala dan Leher (PERHATI-KL) Indonesia on 8th 
January 2021, there ara 99 ENT specialist who have been 
confirmed as COVID-19 and 11 people have died due to 
COVID-19 [4]. 

This risk of transmission does not only affect the ENT 
specialist caring for the patient, but all staff in the room has 
potential for infection. Clinical and organizational guidelines is 
necessary for reducing contact. Patient, staff, and personal 
safety should been given the highest priority with strategy to 
provide high quality care [4]. Aim of our study was to review 
the available recommendations published by Perhimpunan 
Dokter Spesialis Telinga Hidung Tenggorok Bedah Kepala dan 
Leher (PERHATI-KL) Indonesia on May 2020 for first edition 
and July 2020 for second edition and evaluate the underlying 
literature. Clinical and organizational guidelines for the 
management of a ENT department during COVID-19 
pandemic set the appropriate standard for personal protective 
equipment, management for ENT patients with the new normal 
adaptation, and modify the assessment room. 

II. PERSONAL PROTECTIVE EQUIPMENT

Standard personal protective equipment (EPP) is required 
by ENT specialist, especially when carrying out examinations 
or procedural that cause aerosols [5]. 

PEE has several principles, namely that it must provide 
protection against specific hazards, as light as possible so that it 
will create a sense of comfort, flexible, reuse, no additional 
harm, not easily damaged, standardize, easy maintenance, and 
not restrict motion [5]. 

Type of EPP recommended by first guideline for 
examination at the clinic is Level 2 EPP. Level 3 EPP is used 
to perform examination on upper airway, in an emergency 
room, and all ENT procedural (Figure 1) [6].  
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Fig. 1. Personal protective equipment [6].   

This differs from the recommendations for the use of PPE 
in the second edition of guideline. Patient examination at clinic, 
inpatient room, and an emergency room are using Level 2 PPE. 
Procedural for non COVID-19 patient is using level 2 EPP. 
Level 3 EPP is used for examination or procedural of COVID-
19 patient, actions in the airway area, and patients with rapid 
result [4]. 

In addition to the N95 mask, the recommended mask type 
is the N100 mask. This mask has better protection when 
handling Covid-19 patient (Figure 2) [5,7].  

 
Fig. 2. N100 mask [7]. 

Powered Air Purifying Respirator (PAPR) is respirator 
equipped wit a mechanical filter for contamination of 
particulates or harmful gases. This device is equipped with 
HEPA filter, has the advantage of eliminating the inhalation 
resistance caused by negative pressure respirators such as the 
N95 mask (Figure 3) [4,7]. 

 
Fig. 3. Powered air purifying respirator [7].  

There is a minimum recommended PEE standard for action 
in the ENT section as shown in Table 1 [4,8].  
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TABLE I.  MINIMAL PROCEDURAL PEE [4,8]  

RT PCR result for  

COVID-19  

Procedure  Upper Airway Mucosal 

Intervention   

PEE 

Positive Anything  All N95 or PAPR, head cap, goggle, face mask, 
double gloves, coverall suit, boot, shoe cover  

Unknown  Anything  Yes N95 or PAPR, head cap, goggle, face mask, 

double gloves, coverall suit, boot, shoe cover 

Unknown  potential to arise Aerosol 
Generating Procedure (AGP) 

No  N95 or PAPR, head cap, goggle, face mask, 
double gloves, coverall suit, boot, shoe cover 

Unknown  No  No  N95 or PAPR, head cap, goggle, face mask, 

double gloves, coverall suit, boot, shoe cover 

Negative  Anything  Yes  N95 or PAPR, head cap, goggle or face mask, 
double gloves, coverall suit, boot or shoe cover 

Negative Potential  No  N95 or PAPR, head cap, goggle or face mask, 

double gloves, coverall suit, boot or shoe cover 

Unknown/ Negative No  No  Surgery mask, goggle, gown, gloves, head cap  

 

III. MANAGEMENT OF AN ENT PATIENT DURING COVID -19 

PANDEMIC  

In an effort to reduce the spread of COVID-19 in the 
community and prevent disease transmission to medical 
personnel activities in the ENT section are limited to reduce 
contact. 4,6 

The focus of ENT service should be directed at emergency. 
Reducing or stopping elective care to provide adequate medical 
personnel for COVID-19 patient care. The first edition 
guideline contains an appeal to postpone coming to medical 
treatment ENT doctor, except for patient with criteria as shown 
in Table 2 [6].  

TABLE II.  DIAGNOSIS THAT CANNOT BE DELAYED FOR TREATMENT AT 

AN ENT DOCTOR [6] 

Diagnosis 

Abscess 

Upper airway obstruction 
Fracture of Maxillofacial and nasal 

Epistaxis 

Sudden deafness  
Laryngeal trauma 

Foreign body of ENT 

Vertigo 
Acute otitis media 

Otitis Externa 

Sinusitis with orbital abscess 
Chronic otitis media with complication 

Malignancy (progressive) 

 

Many patients do not seek treatment due to this pandemic 
condition, screening for new babies becomes obstructed, 
examination of hearing loss due to noise is postponed, hearing 
loss in the elderly not handled, and wax cleaning was not 
carried out. As we know, target sound hearing 2030 is 
addressing 90% of the causes of possible hearing loss 
prevented. 9  

Pre-screening should be considered at arrival, before 
admission to the clinic, as well as at baseline visit. Anamnesis 
is very important including confirming patient contact 

exposure COVID-19, cough, shortness of breath, fever, chills, 
headaches, and loss sense of smell and taste (less than 14 days). 
Patients who fail screening should consider for more detailed 
screening or evaluated via telemedicine visits. There is a 
suspicious of COVID-19 infection at this time, should be 
considered for other tests or referred to the COVID-19 team for 
further management. Screening form as shown in Figure 4 
[4,6].  

   
Fig. 4.      Screening form for COVID-19 [4,6] 
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The things that all medical personnel should do, are advised 
to do some scree for symptoms of COVID-19 and propagate 
regular temperature checks. All medical personnel perform 
physical restrictions and wear a surgical mask every time enter 
the environment work., and wear appropriate PPE during 
patient interactions. All medical personnel must adhere to 
recommended hand hygiene protocols, should keep workspace 
clean in accordance with each defined hospital protocol 
[4,6,10-12]. 

Consider taking anamnesis prior to the patient’s visit by 
telephone, web portal, or telemedicine, in order to minimize the 
time patient spend in the clinic, consider telling the patient 
when to come to the hospital for self-isolate for as long as 
possible before the appointment and for rescheduling if the 
patient has complaints towards covid-19, limit patient 
companions, priority is given to those who are needed directly 
to support the patient [4,6,10-12]. 

All patients and their escorts, including children, must wear 
a mask cover the nose and mouth, and wear it all times. All 
patients and caregivers must keep the distance in the waiting 
room with a minimum distance of more than 1 meter. Space it 
on seat patient in the waiting room or cross each seat with the 
seat next to it. Establish a schedule of an appropriate number of 
patients per hour to allow for effectiveness visiting times, 
patient meetings, room cleaning, and doctors shift time. For 
clinics with small waiting rooms or difficulty keeping their 
distance, consider doing patient flow. For example, asking the 
patient to wait in the car and be called go straight to the 
examination room. Consider creating a special path for 
substitution in order to minimize contact between patients. 
Educate patients and families to do infection prevention. 
Patients who are over 60 years of age and/or have concomitant 
diseases as heart disease, diabetes, asthma, and others separated 
from other patients and be prioritized for examination. 
Washing hands according to the World Health Organization 
(WHO) procedure with soap and water or use an alcohol-based 
hand sanitizer before and after examination. Before and after 
examination and consultation, patient waited to the prescription 
outside the room [4,6,10-12].   

IV. PATIENT EXAMINATION  

ENT doctor should not made a consultation or any 
procedural if more than 60 years old, has comorbidities, and 
appropriate PEE not available. Do not wear snelli suit, jewelry, 
watches, or a long card hanger. When acquired patient with 
suspicious COVID-19; mask and gloves are changes, then do 
wash hand washing again. Do not make physical contact with 
such patients shaking hands, during the history taking the 
doctor and patient are 1-2 meters apart. Medical equipment 
should be cleaned after each use from one patient to another 
(such as a stethoscope, otoscope, nasal speculum, etc.)  using 
70% alcohol wipes or parts certain can be immersed in a liquid 
containing chlorine. Non-medical equipment (such as pens, 
desks, computers, etc.) must be clean using 70% alcohol or 
other disinfectant. Change clothes before returning home. 
When doing an examination it is better not to take anamnesis, 

wait for it to finish examination, when performing an otoscopy 
examination, the mask is still wearing the mask. When 
examining the nasal area and nasal cavity, the mouth is cover 
with a mask (see Figure 5.) Avoid nasal, mouth, and 
oropharynx examinations if not necessary [4,6,13]. 

 
Fig. 5. Anterior rhinoscopy. 

V. SURGERY GUIDELINE 

Procedures are prioritized using the following categories 
[6,8,14]: 

 Emergency: direct impact on life. 

 Urgency: Potential for permanent damage or worsening 
of the clinical condition if the procedure or surgery not 
performed within a specified time (two weeks) or there 
is a potential for exacerbation of pain and/or any 
condition, chronic and/or acute ones resulting in patient 
requiring urgent/emergency care or hospitalization.  

 Time-sensitive: Temporary weakness in working or 
doing activities daily significant but not causing 
permanent damage, hospitalize, or emergency care.  

 Routine priority: Minor temporary interruptions at work 
or perform daily activities but do not cause permanent 
damage, take care hospitalization, or urgent emergency 
care. 

The best place for surgery on a COVID-19 suspect or 
patient is in the negative pressure room. If it is not available, it 
can be done in a normal operating room (OR) closed during the 

Advances in Health Sciences Research, volume 37

156



procedure. When using OR which is normally positive 
pressure, the positive pressure should be turned off. In 
principle, minimized the number of staff involved.  Team who 
carry out the operation must be able to maximize safety and 
efficiency because of all people in the room and their tools ate 
at risk of being exposed to aerosol contamination, by therefore 
PPE is required at least Level 3. If possible using PAPR. 
Powered Air Purifying Respirator is used if surgery is done by 
opening the area upper airway surgery such as laryngectomy, 
maxillectomy, open reduction Internal Fixation (ORIF), and 
long time surgery [6,8,15] 

VI. TELEMEDICINE 

Consider the use of telemedicine for patient who do not 
require physical examination or allow for medical management 
based on anamnesis, but not limited on the conditions below 
[6,8,13]:  

 A susceptible/at risk patient with significant 
comorbidities  

 Follow up in some cases in postoperative patients  

 Follow up to evaluate the laboratory result  

 Patient with chronic mild acute exacerbation of disease. 

 Taking prescription drugs or setting drug doses.  

 Pre-operative counseling.  

 New patient who need consultation only.  

 Patient with screening results are suspected of COVID-
19 symptoms.  

 Not urgent for consultation to the hospital.  

VII. CONCLUSION 

During the COVID-19 pandemic, ENT departments were 
forced to re-schedule their activity giving priority to urgent 
procedures and non-COVID cases. 
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