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HIGHLIGHTS

* During the COVID-19 pandemic, the primary clinical emphasis has shifted to optimizing community health.

* Scarce resources should be allocated to maximize benefit without unfairly affecting any group.

* Healthcare systems should consider adopting a formal, tier-based response to COVID-19 related demand on resources.
* Clinicians should use principles of high-stakes communication to guide care planning during the pandemic.

1. Introduction

The COVID-19 pandemic has prompted dramatic changes in the clin-
ical care environment. These changes substantially affect how patients
with gynecologic cancers interact with the health care system, and
may require gynecologic cancer professionals to alter their approach
to providing medical and surgical care. Additionally, healthcare institu-
tions may call on gynecologic oncologists to represent the interests
of their patients during deliberations regarding institutional allocation
of scarce healthcare resources. In this article, we provide an overview
of ethical considerations underlying gynecologic cancer care during
the COVID-19 pandemic; discuss how clinical practices may implement
crisis standards of care, including allocation of scarce medical resources;
and address how COVID-19 has impacted palliative care in gynecologic
oncology, with a focus on critical conversations. This article reflects the
content of the SGO COVID-19 Webinar entitled “Ethical Considerations
and Critical Communication During COVID-19” delivered on April
16, 2020.

2. Ethics
2.1. Ethical principles guiding clinical care during the COVID-19 pandemic

Clinical decision-making for cancer care generally involves
optimizing outcomes of individual patients within the context of a
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patient-physician relationship. Treatment plans are selected based on
clinical circumstances and patients' relevant preferences and values.
During the COVID-19 pandemic, there has been a rapid shift from prior-
itizing the outcomes of individual patients to optimizing the health of
the community. Consequently, healthcare systems have adjusted clini-
cal operations to minimize spread and morbidity associated with
COVID-19, and to preserve their ability to provide acute care in the con-
text of increased demand.

These changes have been disruptive to usual cancer care in at least
three ways. First, previously available treatment options may be altered
or restricted by institutional or regulatory groups. For example, expedi-
tious primary surgical treatment for a suspected malignancy may not be
possible due to restrictions on operating room usage. Second, institu-
tional policies related to morbidity mitigation or resource allocation
may appear to devalue an individual patient's preference in deference
to the common good, an approach that may conflict with the standard
approach to shared decision-making. For example, despite the benefit
of bedside support from family and loved ones, strict visitation restric-
tions may be imposed on hospitalized patients with cancer to prevent
transmission of COVID-19 to patients and healthcare staff. Third, access
to clinical trials may be significantly limited as institutions divert re-
sources to managing clinical surges.

Restrictions on clinical cancer care may be ethically difficult for
healthcare professionals and patients and may cause patients and phy-
sicians to feel a loss of control. This, in turn, puts physicians at risk for
burnout and patients at risk for demoralization [1,2]. Gynecologic oncol-
ogists should understand their role as part of a communal effort by
healthcare professionals to protect as many members of the public as
possible during the pandemic, while still advocating for gynecologic
cancer patients to receive the best available care. Likewise, pandemic-
related alterations in cancer care may be explained to patients as max-
imizing healthcare systems' ability to care for those in need, as well as
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minimizing morbidity of COVID-19 in high-risk populations, such as
persons with cancer. Although patients may be understandably frus-
trated by prioritization of the communal good, gynecologic oncologists
should attempt to preserve the patient-physician relationship by em-
phasizing a continuing commitment to provide the best care possible
under difficult circumstances. Physicians should consider seeking assis-
tance from colleagues or their clinical practice with any particularly dif-
ficult patient interaction or clinical decision.

Importantly, although the environment within which gynecologic
cancer care is provided has changed, the fundamental obligations of
physicians to care for their patients has not. In general, gynecologic on-
cologists may not decline to care for a patient solely based on the
patient's infectious disease status. However, during the COVID-19 pan-
demic, the risk of contracting an infectious disease must be balanced
against several other considerations. First, healthcare professionals
may be a scarce resource in some clinical settings, and physicians should
consider how they may best promote the health of their patients and
the community. Accordingly, physicians who meet criteria for removal
from direct patient care based on symptoms suggestive of COVID-19,
should do so expeditiously. Likewise, physicians who are at elevated
risk for morbidity from COVID-19 should work with their clinical prac-
tices to determine the most appropriate setting in which to provide
patient care.

Physicians are professionally obligated to be willing to take on some
risks to themselves during patient care; however, this obligation is not
unlimited. Clinical practices therefore may not require or expect physi-
cians to provide care without adequate personal protective equipment
(PPE). Some physicians, after careful consideration, may choose to pro-
vide care to high-risk patients without adequate PPE; however, they are
not ethically obligated to do so. This decision is highly individualized,
and should balance physicians' desire to provide care with the likeli-
hood of subsequent personal morbidity, risk of subsequent transmission
of COVID-19 to close contacts, and implications for physicians' ability to
care for future patients. Clinical practices should not exert social or eco-
nomic pressure on physicians to provide clinical care without adequate
PPE [3].

2.2. General principles for allocation of scarce healthcare resources

During the COVID-19 pandemic, healthcare systems are under pres-
sure to develop and implement “crisis standards of care” that outline
procedures for disaster response, including allocation of resources for
which demand is expected to exceed supply [4,5]. Although much at-
tention has been paid to the possibility of a shortage of mechanical ven-
tilators for critically ill patients, examples of scarce resources also
include medication for supportive care (e.g., sedatives and vasopres-
sors), intensive care unit beds, operating room time, and healthcare pro-
fessionals able to manage a potential surge in demand for acute care.
Crisis standards of care may also proactively include contingencies for
vaccination and treatment modalities still in development.

In general, policies for allocation of scarce resources should seek to
maximize the benefit of resource use without unfairly benefiting or
disadvantaging any group of patients [4,6]. Estimation of benefit is
tightly linked to the prognosis of individuals who receive scarce re-
sources; policies should consider both lives saved as well as morbidity
prevented. The Sequential Organ Failure Assessment (SOFA) scale has
been frequently utilized as a standardized assessment of prognosis in
critically ill adults; alternate scales should be used for pediatric patients
[7,8]. For critical care resources, survival-to-discharge may be the most
appropriate metric of benefit. For scarce preventative resources such
as powered air purifying respirators (PAPRs) or N95 masks, prevention
of COVID-19 related morbidity may be more appropriate.

If the likelihood of benefit is equivalent, consideration may be
given to prioritizing sicker patients as having a more urgent need,
younger patients as having the potential for more life-years saved,

and healthcare professionals as reciprocity for their service to the
public and potential to provide patient care after recovery [4,9]. In-
stitutions have an obligation to avoid exacerbating existing inequities
in healthcare through resource allocation policies; for example, while
a “first-come, first-served” policy may seem equitable, patients with-
out the ability to access healthcare may be unfairly disadvantaged.
Additionally, policies should not overtly discriminate through exclu-
sion criteria. For example, advanced age should not itself exclude pa-
tients from treatment or critical care. Neither should a history of
cancer be a blanket exclusion, because some malignancies
(e.g., early stage gynecologic cancers) may have a good long-term
prognosis. Likewise, blanket do-not-resuscitate orders for patients
with COVID-19 are unethical when they do not consider patients’
prognoses or preferences. Health systems should routinely monitor
implementation of crisis standards of care to ensure that they are
being applied equitably [10].

2.3. Operationalizing crisis standards of care

Operational support for hospitals implementing crisis standards of
care may be found through Incident Command System Resources pub-
lished by the Federal Emergency Management Agency (FEMA) [11].
The Incident Command System is intended to facilitate institutional
response to a crisis by integrating the functional areas of command,
planning, operations, logistics, intelligence & investigations, finance,
and administration. In general, the Incident Commander has overall re-
sponsibility for setting institutional objectives in response to the crisis.
The Planning Section develops plans to accomplish the objectives and
the Operations Section organizes and directs institutional resources to
implement the response plans. The Logistics Section provides resources
and services needed to support institutional response, and the Finance/
Administration Sections monitor costs and provide oversight. Intelli-
gence and Investigations provide up-to-date information regarding
the crisis and the institutional response to inform the activities of the
other sections [12].

Hospitals may also find it useful to implement a formal, tiered re-
sponse to demand on resources prompted by the COVID-19 pandemic.
Implementation of crisis standards of care, including protocols for
scarce resource allocation, may be guided by the current institutional
triage level. The Utah Department of Health adapted a tiered approach
to the management of hospital resources created during the 2009 influ-
enza pandemic to the current COVID-19 pandemic: During Triage Level
1, early in the pandemic, emergency departments experience increasing
numbers, and hospitals begin to consider maximizing bed capacities.
During Triage Level 2, emergency departments are overwhelmed and
despite hospitals' surge to maximum bed capacity, there are more pa-
tients requiring admission or critical care resources than the hospital
has available. Hospital staff absenteeism is 20-30%. In Triage Level 3,
hospitals have already made accommodations to board multiple pa-
tients per room, implemented protocols for allocation of scarce re-
sources, and altered staffing assignments to account for upwards of
30% absenteeism [13]. Examples of hospital administrative responses
to each Triage Level are depicted in Fig. 1, though institutional response
to demands on resources will undoubtedly vary by local resources, dis-
ease burden, and evolving understanding of the clinical needs of pa-
tients with COVID-19.

Health care systems should ensure that protocols allow for uniform
application and do not force physicians to make bedside decisions about
resource allocation on a case-by-case basis. Institutional multidisciplin-
ary triage teams should be responsible for case review, assignment of a
priority score, and consensus decision-making regarding allocation of
scarce resources, such as ventilators. Triage teams should have a diverse
membership, including physicians, nurses, administrators, and ethicists
within the hospital community. These teams should not be involved in
direct clinical care and should be blinded to patient characteristics
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Triage Level 1:

1) Preserve bed capacity by:

« Canceling all category 2 and 3
elective surgeries, and advising

Triage Level 2: Triage Level 3:

1) Preserve bed capacity by limiting
surgeries to patients whose dinical
conditions are a serious threat to life or

1) Preserve bed capacity by:

« Canceling all elective surgeries unless
necessary to facilitate hospital discharge.

all category 1 elective surgery
patients of the risk of infection.

» Canceling any elective surgery
that would require postoperative
hospitalization.

Note: Use standard operation and all hyperbaric treatments.

triage decision for admission to ICU
since there are still adequate resources
to accommodate the most critically ill

patients.

2) Preserve oxygen capacity by:
« Phasing out all hyperbaric medicine
treatments.
» Ensuring that all liquid oxygen
tanks are full.

3) Improve patient care capacity have been denied care.

by transitioning space in ICUs to
accommodate more patients with
respiratory failure.

4) Control infection by limiting
visitation (follow hospital infection
control plan).

« Evaluating hospitalized category 1
elective surgery patients for discharge
using same riteria as medical patients.

2) Preserve oxygen capacity by stopping

3) Improve patient care capacity by
implementing altered standards of
care regarding nurse/patient ratios and
expanding capacity by adding patients to
already occupied hospital rooms.

4) Provide emotional support by initiating
pre-established action team to provide

counseling and care coordination and to
work with the families of loved ones who

Source: Utah Department of Health (reprinted with permission)
http://pandemicflu.utah.gov/plan/med triage081109.pdf

limb, or to patients for whom surgery may
be needed to facilitate discharge from the
hospital.

Fig. 1. Examples of tiered institutional response to demand on resources during the COVID-19 pandemic.

associated with implicit bias (e.g., race or insurance status). Many insti-
tutions have implemented priority scores that are a composite of prog-
nostic factors, “tiebreaker” characteristics, and other relevant factors
[4,14]. Even if not directly involved in resource allocation decisions,
treating physicians (including oncologists) may be best placed to com-
municate triage decisions to patients, given their existing therapeutic
relationships.

The ideal interval for re-evaluating the clinical status of patients re-
ceiving critical care for COVID-19 for the purposes of re-allocating scarce
resources is unknown. While institutional policies should aim to capture
clinically meaningful changes in prognosis, re-calculation of priority
scores too frequently may needlessly stress the triage system,
healthcare professionals, patients, and their families. Re-allocation of
scarce critical care resources, including ventilators, may be exception-
ally difficult, but is ethically justifiable if the likelihood of benefit from
continued use is low [4].

Gynecologic oncologists have an ethical obligation to ensure that
their patients' prognoses are accurately represented in priority scores.
While patients with active malignancy may by default be assigned a
lower priority score based on a presumption of poor life expectancy,
some patients with gynecologic cancers may in fact have life expec-
tancy measured in years. Furthermore, some patients' disease
(e.g., early stage endometrial cancer) may not be life-limiting. Like-
wise, patients with gynecologic malignancies, including patients in
survivorship, should not be excluded from research related to
COVID-19 without sound scientific justification. Gynecologic oncolo-
gists should continue to advocate for representation of these patients
in clinical trials.

3. Palliative care and critical communication

Palliative care is specialized medical care for patients with serious ill-
ness focused on providing relief from the symptoms and stress of a se-
rious illness, with the goal of improving quality of life for both patient
and family [15]. During the COVID-19 pandemic, gynecologic

oncologists should provide timely, high quality, individualized palliative
care to patients to help them navigate their cancer diagnosis and the
risk of another potentially life-limiting illness, COVID-19 [16,17]. Com-
munication scenarios & skills particularly critical to COVID-19-related
conversations include delivering bad news, and advance care planning.
Importantly, the following principles apply both to in-person and vir-
tual (i.e. telehealth) conversations, though the latter modality may
pose communication challenges for both patient and physician.

3.1. Conveying bad news and responding to emotion

Gynecologic oncologists commonly deliver bad news to patients, in-
cluding initial cancer diagnoses or evidence of disease progression while
on therapy. During the COVID-19 pandemic, examples of bad news
might also include postponement of surgery or inability to provide in-
person clinic visits. In the extreme, gynecologic oncologists may be asked
to communicate that potentially life-sustaining resources (e.g., ventila-
tors) are not available within crisis standards of care. General frameworks
for sharing bad news are comprehensively covered elsewhere [16,18].

Schwartz & Pines suggest that “we are dealing with two contagions —
[COVID-19] itself and the emotions it generates.” [19] Responding to
emotion is critical when discussing bad news. The serious illness com-
munication nonprofit VitalTalk recommends use of NURSE statements
—Naming, Understanding, Respecting, Supporting and Exploring—to
express empathy for the expected emotional responses to bad news
[20]. A simple Naming statement for responding to emotion is “This is
hard,” acknowledging the fact that dealing with bad news related to
cancer care during a global pandemic is challenging. Additional exam-
ples of NURSE statements and videos demonstrating their use can be
found on the VitalTalk website [18].

3.2. Advance care planning

The objective of advance care planning (ACP) continues to be
assisting patients in receiving goal-concordant care. Patients with
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cancer should not be pressured into forgoing aggressive treatment for
COVID-19 infection; rather, gynecologic oncologists should help pa-
tients to formulate an advance care plan that reflects their choices
while they are able to communicate those wishes. Fostering prognostic
awareness is critical to these conversations, both related to COVID-19
infection and the underlying cancer. A patient may prefer to allow intu-
bation for COVID-19 if she knows that her cancer is likely cured; a
patient whose cancer-specific prognosis is measured in months may
have different preferences. ACP must be informed by available data
regarding clinical outcomes for patients with cancer who become symp-
tomatic with COVID-19. For example, patients with cancer currently ap-
pear to be at higher risk of contracting COVID-19 [21], and may
subsequently be more likely to incur severe morbidity including ICU ad-
mission, requirement for ventilator support, or death [22]. Further, risk
of severe morbidity appears highest when the last cancer treatment was
within the past 14 days [23]. Oncologists should ensure that prognostic
data used in ACP is up to date, and appropriately qualified.

Gynecologic oncologists should strive to include ACP routinely in
clinical encounters; the need for ACP is even more urgent under pan-
demic conditions. Conversation-starting questions may include, “What
do I value about my life? If [ will die if | am not put in a medical coma
and placed on a ventilator, do I want that life support? Do I want
tubes feeding me so I can stay on the ventilator for weeks?” [24] The
American Academy of Hospice and Palliative Medicine as well as the
non-profit Center to Advance Palliative Care have created COVID-19-
specific resources, including recommendations and example scripts
for discussing ACP [25-27].

Patients should also be encouraged to designate a surrogate
healthcare decision-maker, in the event they lose the ability to make
decisions for themselves. This information should be available in the
medical record. Some institutions may allow patients to designate a sur-
rogate decision-maker remotely through the electronic medical record,
allowing this important issue to be addressed during telehealth visits.

3.3. Shared decision-making

Under some circumstances, oncologists and patients may consider
altering cancer treatment plans due to the COVID-19 pandemic [28].
Whenever possible, discussion of treatment modifications should take
place within the framework of shared decision-making. Physicians
should outline the rationale for standard cancer care (e.g., surgery or
chemotherapy), explain how the COVID-19 pandemic may affect the
ability of the healthcare system to deliver usual care, and the relative
risks and benefits of the proposed alteration to the treatment plan.
This conversation should finish with the physician making a recommen-
dation. In some circumstances, patients may have the ability to decide
whether to take on additional risk related to COVID-19 in order to con-
tinue cancer-directed therapy (e.g., maintenance use of an immunosup-
pressive medication). In other circumstances, both the patient and
physician may have to adapt to usual care being unavailable (e.g., clo-
sure of operating rooms during hospital surge conditions). Fig. 2 out-
lines an example script of an approach to a conversation about
possibly pausing disease-directed therapy because of COVID-19 for a
patient with platinum-resistant ovarian cancer on chemotherapy, with
moderate disease burden but relatively low symptom burden. Physi-
cians should remain sensitive to the feelings of helplessness that may
arise during these conversations, and attempt to empower patients as
much as possible regarding their own care.

4. Conclusion

The COVID-19 pandemic has prompted significant changes in the
delivery of gynecologic cancer care. Gynecologic oncologists should be
aware of the ethical underpinnings of these changes, and the general
structure of crisis standards of care, including how scarce healthcare
resources may be allocated. There is a continuing obligation to advocate
for patients with gynecologic malignancies to receive the best care

Introduction:
COVID-19 pandemics

As if cancer treatment planning wasn’t hard enough without a global pandemic, | do want to
talk about whether we might want to take a break from chemotherapy because of the

Benefits of current regimen:

worsen

When we decided to try this chemotherapy regimen, we talked about how we knew it
wasn’t going to cure your cancer and we don’t expect to get you all the way to a remission.
We were hoping to keep the amount of cancer steady or possibly see a small amount of
shrinkage, in the hopes that would delay the time to when your symptoms from the cancer

Risks of current regimen:

And we talked about the downsides to chemo, what the side effects might be, the burdens
of having to come in for labs and infusions. And overall we felt the possible benefits
outweighed the downsides.

COVID-19 related risks:

COVID-19 has added to the risks of chemotherapy [discuss risks related to COVID-19
infection, risks associated with need for hospitalization during chemotherapy]

Risks of treatment
modification:

If we took a break from chemo, we could decrease your COVID-19 related risks, but we’d be
taking a chance that the cancer would grow faster off chemo. The chance of that probably
depends on the length of the break, and it’s hard to know when the COVID-19 risks will
improve. | doubt that a break of a month or two would make a big cancer-related difference.

Elicit patient preferences: What do you think?

Make a recommendation:

There’s no risk-free option, but based on what | know about you and your priorities and
what | know about your cancer, | would favor...

Fig. 2. Example script for discussion of COVID-19 related treatment modification.
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possible; treating physicians should ensure that patients are accurately
represented in priority scores for scarce resources, and maximize the
benefits of cancer-directed therapy while minimizing the risk of
COVID-19 related morbidity. Gynecologic oncologists must also be
aware of the ongoing need to provide palliative care during the pan-
demic, particularly through critical conversations, including the delivery
of bad news, advance care planning, and shared treatment decision-
making.
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