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Protecting measures 
and screening in 
cancer patients



General consensus measures taken by  ‘Cancer Core 
Europe’  (CCE) centers during the COVID-19 pandemic
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► Hospital wide Construct a hospital-wide crisis team responsible for coordinating measures between departments. 

► Encourage patients not to arrive early. Offer to text patients when you are ready to see them, so they can wait outside or in the car. 

► Instruct patients not to visit the hospital if they have symptoms indicative of possible COVID-19 (unless urgent attention is required).

► Call patients the day before planned hospital admissions, to discuss the presence of any COVID-19-related symptoms.

► Screen patients at the entrance for symptoms of COVID-19 and fever. 

► Quickly isolate patients with COVID-19 in specialized departments, with the intent of relocation to regional collaborating hospitals  (if possible). 

► Reduce preclinical research activities to a bare minimum. 

► Stop patient inclusion for clinical studies or trials requiring additional actions and/or visits. 

► Consider a tumor type–specific ‘exception list’ of particularly successful studies for which inclusion continues. 

► Discuss each patient with a multidisciplinary team to consider alternative treatment modalities with the fewest visits or lowest capacity problems or that 
are the shortest in duration. 

► Therapeutic adjustments (versus regular guidelines) should be discussed in a multidisciplinary team meeting. 

► Conduct multidisciplinary team consultations remotely if possible or include only one representative of each discipline to limit the number of people 
participating in the meetings. Inform patients about a possibly increased risk associated with anticancer therapy during the COVID-19 pandemic. 

► Enable telephone or video consultations for healthcare professionals who need to self-isolate. When postponing procedures or contact moments, 
anticipate future capacity problems. 

► Do not prescribe corticosteroids as anti-emetics (if avoidable), and limit their use in patients treated with immune-checkpoint blockade, to reduce 
vulnerability to COVID-19.

► With each patient, discuss resuscitation status to anticipate future decisions about intensive care. 

Category Measure
Hospital wide



Curigliano G., Annals Oncol 31 (10); 1320-1335. oct 2020; Slide Sets based on the ESMO recommendations for cancer patient management during the COVID-19 pandemic. 
Downloaded from ESMO website: https://www.esmo.org/guidelines/covid-19-adapted-recommendations-slide-sets. Last Access December 4th



How manage patients flow in hospital: ESMO’s guidelines:
who’s at risk?
In cancer patients, categories at risk include:
• Patients receiving chemotherapy, or who have received

chemotherapy in the last 3 months
• Patients receiving extensive radiotherapy
• People who have had bone marrow or stem cell transplants in the last

6 months, or who are still taking immunosuppressive drugs
• People with some types of blood or lymphatic system cancer which

damage the immune system, even if they have not needed treatment
(for example, chronic leukaemia, lymphoma or myeloma)

Slide Sets based on the ESMO recommendations for cancer patient management during the COVID-19 pandemic. Downloaded from ESMO website: 
https://www.esmo.org/guidelines/covid-19-adapted-recommendations-slide-sets. Last Access December 4th

Specific high risk for leucopenia, low Ig’s, chronic immunosuppression 
(steroids, MoAb’s)



General consensus measures taken by ‘Cancer Core 
Europe’  (CCE) centers during the COVID-19 pandemic

► Do all follow up appointments by phone (except when physical examination is necessary).
► When possible, reduce or delay the number of radiological-response evaluations. 
► Prioritize oral or subcutaneous treatments above infusion-based treatments to reduce time spent in the 

hospital.
► Perform blood tests outside the hospital (e.g., at a general practice or at home), when possible. 
► Have oral medications delivered to the patient’s home, rather than being picked up at the pharmacy
► Consider omitting supportive treatments (e.g., no bisphosphonate infusion, except in the case of 

hypercalcemia)

► When possible, organize the administration of intravenous maintenance treatments at home

► When administration at home is impossible, consider temporary breaks or reductions in the frequency of 
intravenous maintenance treatments for less-aggressive metastatic cancers on a per-patient basis

NATuRE MEDICINE | VOL 26 | MAY 2020 | 665–671 | www.nature.com/naturemedicine

Outpatient clinic 

MeasureCategory



• Hospitals should identify specific pathways in order to guarantee timing of treatment with curative intent and, when possible, also for
patients with metastatic disease.

• Outpatient visits for cancer patients should be reduced to the safest and most feasible level without jeopardising patient care.

• For patients receiving oral treatment for which monitoring can be done remotely, drug supply should be provided for at least 3
courses to reduce access to the hospital.

• Blood monitoring for those patients can be done in local labs close to home.

• We suggest implementation of telemedicine services.

• We advise to delay all follow-up visits.

• More intensive surveillance should be used during treatment for patients with lung cancer or who received previous lung surgery,
and for older patients or those patients with other comorbidities.

• Intensive measures should be undertaken to avoid nosocomial spread.

• There should be strict and safe triaging procedures to assess any COVID-19 symptoms and the urgency and necessity of
hospitalisation.

• In order to regulate access to the “Cancer Hubs”, establish “checkpoint areas” screening for early detection of potentially infectious
persons.

• Clinical staff responsible for the checkpoint area should be trained and wear PPE.

• Individuals who meet criteria for highly communicable diseases requiring isolation, such as novel COVID-19 or other emerging infections,
must be placed in a private exam room as soon as possible, as per the infectious control guidance found on the WHO and CDC websites.
They should be tested and transferred to COVID-19 dedicated areas.

Slide Sets based on the ESMO recommendations for cancer patient management during the COVID-19 pandemic. Downloaded from ESMO website: 
https://www.esmo.org/guidelines/covid-19-adapted-recommendations-slide-sets. Last Access December 4th

How manage patients flow in hospital: ESMO’s guidelines. 
(2) patients undergoing active treatment



How much more should we do? 
Is routine repeat pcr patient screening useful? 

Berghoff A. et al, J Clin Oncol. 2020 Oct 20;38(30):3547-3554. 

“Our data indicate that continuation of active anticancer therapy and follow-up visits in a 
large tertiary care hospital are feasible and safe after implementation of strict 
population-wide and institutional safety measures during the current COVID-19 
pandemic. Routine SARS-CoV-2 testing of patients with cancer seems advisable to detect 
asymptomatic virus carriers and avoid uncontrolled viral spread.”



Berghoff A. et al, J Clin Oncol. 2020 Oct 20;38(30):3547-3554. 

Only 0,3%  of the 
1016  patients 
were  detected 
COVID pos by 
routine RT PCR  

-> worth the 
hassle??

Characteristics of the cancer cohort. (A) Time from diagnosis of malignant disease 
to SARS-CoV-2 test. (B) Number of performed tests. (C) Number of SARS-CoV-2–
positive test results. (D) Number of patients with SARS-CoV-2 infection



Are cancer patients at 
higher risk to be infected 
with SARS-CoV-2?



Are cancer patients more prone to get infected 
by COVID 19?

• The risk for infection 
is estimated based 
on models

• Testing/ selection 
bias! 

• Stage and 
comorbidities 
matter!

Adapted from Rogado J., Clinical and Translational Oncol 22:2364-2368;

Results We detected 45/1069 Covid-19 diagnoses in cancer patients vs 42,450/6,662,000 in total
population (p < 0.00001). Mortality rate: 19/45 cancer patients vs 5586/42,450 (p = 0.0001).
Mortality was associated with older median age, adjusted by staging and histology (74 vs 63.5
years old, OR 1.06, p = 0.03). Patients who combined hydroxychloroquine and azithromycin
presented 3/18 deaths, regardless of age, staging, histology, cancer treatment and comorbidities
(OR 0.02, p = 0.03).

Covid-19 transmission, outcome and associated risk 
factors in cancer patients at the first month of the 
pandemic in a Spanish hospital in Madrid

J. Rogado1 · B. Obispo1 · C. Pangua1 · G. Serrano-Montero1 · A. Martín Marino1 · M. 
Perez-Perez1 · A. Lopez-Alfonso1 · P. Gullón2 · M. Á. Lara1,3
Received: 28 April 2020 / Accepted: 9 May 2020
© Federación de Sociedades Españolas de Oncología (FESEO) 2020



Are cancer patients at 
higher risk for a more 
severe course and poor 
outcome after COVID-19?



Are cancer at higher risk to die from COVID 19?

Adapted from Liang et al, Lancet Oncol. 2020 Mar;21(3):335-337

!!18 patients with 
cancer among 2007 
patients within 575 
hospitals
417 pat excluded 
due to poor records)



…but: …no difference, finally ?

Brar G. et al, J Clin Oncol 38:3914-3924. © 2020 by American Society of Clinical Oncology 

“CONCLUSION We observed that patients with COVID-19 
and cancer had similar outcomes compared with 
matched patients without cancer. This finding suggests that 
a diagnosis of active cancer alone and recent anticancer 
therapy do not predict worse COVID-19 outcomes and 
therefore, recommendations to limit cancer- directed therapy 
must be considered carefully in relation to cancer-specific 
outcomes and death. “



Adjusted Association Between Cancer Status and Risk of Composite 
Outcome and Death for 585 Hospitalized Patients With COVID-19

HR> 1 for age
(>2!) and co 
morbidities

Brar G. et al, J Clin Oncol 38:3914-3924. © 2020 by American Society of Clinical Oncology 
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Statistics and Research. Mortality Risk of COVID-19. https://ourworldindata.org/mortality-risk-covid#case-fatality-rate-of-covid-19-by-age. Accessed Dec 12th 2020



Clinical impact of COVID-19 on patients with cancer (CCC19): 
a cohort study 

Kuderer N. et al, Lancet 2020; 395:1907–18

HR= 2 with CI > 1: 
Presence of cancer

HR>>2
Age
Performance status >/= 
2
Progressive disease 
under treatment
2 or more co morbidities



• In this prospective observational study, all patients with active cancer and presenting to our 
network of cancer centres were eligible for enrolment into the UK Coronavirus Cancer 
Monitoring Project (UKCCMP)

• From March 18, to April 26, 2020, we analysed 800 patients with a diagnosis of cancer and 
symptomatic COVID-19 

• 412 (52%) patients had a mild COVID-19 disease course

• 226 (28%) patients died and risk of death was significantly associated with advancing patient age 
(odds ratio 9·42 [95% CI 6·56–10·02]; p<0·0001), being male (1·67 [1·19–2·34]; p=0·003), and the 
presence of other comorbidities such as hypertension (1·95 [1·36–2·80]; p<0·001) and 
cardiovascular disease (2·32 [1·47–3·64]). 281 (35%) patients had received cytotoxic 
chemotherapy within 4 weeks before testing positive for COVID-19

Lee L. et al. Lancet 2020; 395: 1919–26



Results

• Mortality from COVID-19 in cancer patients appears to be 
principally driven by age, gender, and comorbidities

• We are not able to identify evidence that cancer patients on 
cytotoxic chemotherapy or other anticancer treatment are at an 
increased risk of mortality from COVID-19 disease compared 
with those not on active treatment

Lee L. et al. Lancet 2020; 395: 1919–26



Downloaded 
Nov 22 20 Statistics and Research. Mortality Risk of COVID-19. https://ourworldindata.org/mortality-risk-covid#case-fatality-rate-of-covid-19-by-age. Accessed Dec 12th 2020



Survival according to frailty

CFS clinical 
frailty score

Hewitt J. Lancet Public Health 2020:;5 : e444-51



Figure 2 

Lee LYW, et al. Lancet Oncol. 2020 Oct;21(10):1309-1316. 



Should we adapt treatment 
of cancer patients during 
the COVID pandemic?
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Considerations to treat patients for cancer and risk of 
COVID-19 mortality

“Recent cytotoxic chemotherapy treatment was not associated with adverse 
COVID-19 outcomes. Patients with active hematologic or lung malignancies, peri–
COVID-19 lymphopenia, or baseline neutropenia had worse COVID-19 outcomes. 
Interactions among antineoplastic therapy, cancer type, and COVID-19 are 
complex and warrant further investigation.”

Jee J. et al, J Clin Oncol. 2020 Oct 20;38(30):3538-3546. 



Multivariable Cox regression analysis of significant covariates from univariable analyses. 
Multivariable analysis with suspected COVID-19–related comorbidities and significant variables from the 
univariable primary and secondary analyses 

Jee J. et al. J Clin Oncol. 2020 Oct 20;38(30):3538-3546. 

Bars represent hazard ratio (HRs) with 95% CIs. BH-P, Benjamini-Hochberg–adjusted P value; BMI, body mass index; ECOG PS, Eastern Cooperative Oncology Group performance status



Risk factors for severe COVID-19 in patients with cancer. Hazard ratios (HRs) and 95% CIs for risk factors 
for severe COVID-19 infection using a time-to-event analysis

Jee J. et al, J Clin Oncol. 2020 Oct 20;38(30):3538-3546. 

• chemo
• immuno
• targeted 

tt
= HR 1,5-2
No signif 
difference

Red bars indicate that criteria were met for statistical significance with a Benjamini-Hochberg–adjusted false discovery rate P < .10 (BH-P). BMI, body mass index; ECOG PS, Eastern Cooperative Oncology Group performance status.



Should we adapt treatment of cancer during the 
COVID pandemic?

► GENERAL/SOLID
► Because of the expected long duration before normalisation of 

hospital care, treatment of the underlying disease should be 
continued when possible

Van Doesum, J., et al. Leukemia 34, 2536–2538 (2020). 



► GENERAL/SOLID
► Do not prescribe corticosteroids as anti-emetics (if avoidable), and 

limit their use in patients treated with immune-checkpoint blockade, to 
reduce vulnerability to COVID-19.

► Prioritize oral or subcutaneous treatments above infusion-based treatments 
to reduce time spent in the hospital.  Eg SCIG instead of IVIG

► Consider omitting supportive treatments (e.g., no bisphosphonate infusion, 
except in the case of hypercalcemia)

► When possible, organize the administration of intravenous maintenance 
treatments at home

► When administration at home is impossible, consider temporary breaks or 
reductions in the frequency of intravenous maintenance treatments for less-
aggressive metastatic cancers on a per-patient basis

Should we adapt treatment of cancer during the 
COVID pandemic?

Van Doesum, J., et al. Leukemia 34, 2536–2538 (2020). 



ICIs, immune checkpoint inhibitors

Cancer treatment with ICIs in the COVID-19 context

Bersanelli M., et al, Immunotherapy. 2020 Apr;12(5):269-273



The relationship between mortality from COVID-19 and clinicopathologic features of patients with cancer. 

David J. Pinato et al. Cancer Discov 2020;10:1465-1474

ICI’s : as safe as other anti neoplastics 



Managing cancer patients during the COVID-19 
pandemic: an multidisciplinary expert consensus–
Use of Immunotherapy

STATEMENT 11: For the approved indication of (neo)adjuvant treatment, where there is a significant survival benefit, ICIs should
not be withheld or delayed in the absence of SARS-CoV-2 infection. In patients who have tested positive for SARSCoV-2, the
(neo)adjuvant ICI should be postponed until recovery.

STATEMENT 12: For patients with metastatic melanoma, intermediate/poor-risk mRCC, PD-L1-positive  NSCLC and 
hepatocellular carcinoma, where there is a clear survival benefit, ICI treatment should be interrupted because of COVID-19.
Restarting ICI treatment should be considered after complete resolution of COVID-19 following negative RT-PCR testing.A
combination of ICI with cytotoxic ChT can be considered and discussed with patients when the cost-benefit ratio is favourable
(OS gain) according to patient risk factors and preference.

STATEMENT 13: High-dose steroids may represent a potential risk factor for mortality in cancer patients who are infected with 
SARS-CoV-2. In case of the need to manage a G3e4 irAE, if possible, switch to another immunosuppressant agent.

STATEMENT 14: The combination of anti-CTLA4 plus anti-PD-(L)1 should be given if the patient’s disease requires such
ICI treatment (in case of an approved indication), in view of the lack of evidence that sequencing anti-PD-(L)1 and anti-
CTLA4 agents is as effective or less toxic.

STATEMENT 15: For the differential diagnosis of an irAE from SARS pneumonitis, a nasopharyngeal swab should be obtained
for PCR and a high-resolution thoracic CTscan should be carried out. If negative, a BAL should be considered (increased risk 
for pulmonary oncology team) for differential diagnosis of irAEs versus COVID-19.

Adapted from Curigliano G, et al., Managing cancer patients during the COVID-19 pandemic: an ESMO multidisciplinary expert consensus. Ann Oncol. 2020.
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ASCO Resource on Cancer Treatment & 
Supportive Care (as of September 17, 2020)
Immune Checkpoint Inhibitors: Can/should treatment with immune checkpoint inhibitors (e.g.
ipilimumab, nivolumab) be delayed or interrupted? Are any special precautions or actions
needed with respect to their use?
• There are limited data regarding the impact of immune checkpoint inhibitors (ICI) on COVID-19 infection in patients with cancer. Robliotti

et al, Nat Med have reported that in a cohort of patients in a single health system in New York City, patients with cancer and COVID-19
who received an ICI had a statistically significant increase in risk of hospitalization (OR 2.84, 95% CI 1.24-6.72) based on 31 out of 423
included patients who had received an ICI.

• It may be appropriate to adjust to less frequent dosing intervals when different schedules are
considered reasonable options and/or are approved in your jurisdiction for the patient’s indication.

• However, there is preclinical evidence of cytokine storm and/or potentially increase inflammatory reactions and complications such as
pneumonitis for some novel immunotherapy agents and T-cell therapy agents.

• These agents may cause immune-related serious adverse events and immunosuppression may not be advisable as a treatment for
those events.

• The potential harms and benefits of therapy should be carefully considered for each patient. Where possible, COVID-19 testing prior to
therapy with these agents is reasonable.

ASCO Resource on Cancer Treatment & Supportive Care. https://www.asco.org/asco-coronavirus-resources/care-individuals-
cancer-during-covid-19/cancer-treatment-supportive-care Accessed December 4, 2020.



Immunotherapy: conclusions

• No clear evidence of higher toxicity / risk of cytokine storm 

• Guidelines similar to other anti neoplastic treatments: 

• Consider benefit of treatment on an individual basis  for treatment 

• Interrupt treatment in case of COVID infection

• Avoid corticoids : in case of high toxicity -> switch to other immunosuppressants
• Differential COVID/ pulm Iao toxicity challenging , nasoph. Swab + Hr CT necessary 
• (ASCO guidelines somewhat more cautious based on the lack of good evidence,proposal of 

less frequent dosing intervals …)



Risks of delaying
consultation, diagnosis
and treatment…
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Harm of delay in cancer diagnosis  and treatment

https://www.nytimes.com/2020/11/16/world/europe/spain-coronavirus-cancer.html. Accessed December 4th 2020. https://www.bbc.com/news/uk-england-nottinghamshire-
53935643?intlink_from_url=https://www.bbc.com/news/health&link. Accessed December 12th 2020



Fewer cancer diagnoses during the COVID-19 epidemic 
in the Netherlands

Dinmohamed AG, et al. Lancet Oncol. 2020 Jun;21(6):750-751. 



The impact of the COVID-19 pandemic on cancer deaths due to 
delays in diagnosis in England, UK: a national, population-based, 
modelling study

Conceptual framework for reallocation of pre-pandemic referral routes in three modelling scenarios (A, B, and C)

Maringe c, et al. Lancet Oncol 2020; 21: 1023–34



Maringe c, et al. Lancet Oncol 2020; 21: 1023–34

Estimated years of life lost from additional deaths due to 
cancer, at 5 years from diagnosis, for each pandemic scenario

Estimated additional number of cancer deaths for each pandemic
scenario A–C, for breast cancer (A), colorectal cancer (B), lung 

cancer (C), and oesophageal cancer (D)



BMJ 2020;371:m4087



COVID treatment of cancer patients : a simple answer 
(NIH/NCCN)

• “The recommendations for treating COVID-19 in patients with cancer 
are the same as those for the general population (AIII)”

COVID-19 Treatment Guidelines Panel. Coronavirus Disease 2019 (COVID-19) Treatment Guidelines. National Institutes of Health. 
Available at https://www.covid19treatmentguidelines.nih.gov/.  Accessed Dec 12th 2020



What about vaccination 
of cancer patients? 



Will a COVID vaccine be effective in cancer patients? : a 
study on Influenza in immunocompromised patients

Kunisak KM, et al., Lancet Infect Dis. 2009 Aug;9(8):493-504.

Post vacc H3N2 protective serum titers


