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1  | INTRODUCTION

The coronavirus disease 2019 (COVID‐19) pandemic has posed the 
greatest challenge to global health services this century. By June 2, 
2020, there were 6 194 533 cases of COVID‐19 and 376 320 deaths 
due to associated complications.1 Gynecologic oncology care is 
affected by this health crisis because new cases of cancer will be diag‐
nosed continuously during the pandemic. Patients require the best 
treatment options, according to local and national resources. In addi‐
tion, oncologists are aware that cancer patients are at an increased 
risk of fatal outcomes if they become infected with the virus causing 
COVID‐19; however, ceasing treatment due to the pandemic could 
signify disease progression and death.2

Brazil reported the first case in Latin America and the Caribbean 
on February 26, 2020. Since then, COVID‐19 has spread to 50 coun‐
tries and territories in the Americas.3 During 2018, 730 239 new cases 
of neoplasms in women were reported in Latin America.4 Different bar‐
riers such as restricted healthcare coverage, insufficient funding and 
human resources, and limited access to surgery, radiation, and chemo‐
therapy have been identified in the region.5 This, added to the impact 
of the COVID‐19 pandemic, makes it necessary for specialists to adopt 

alternative management strategies for patients with gynecological cancer 
to optimize health resources and avoid contagion for patients and doctors.

As the COVID‐19 pandemic spreads, several international scientific 
societies have published their recommendations for gynecologic cancer 
care.6–8 In addition, some Latin American societies have published docu‐
ments,9,10 but there are several countries where no guidance has been gen‐
erated. Furthermore, to date, there are no data regarding Latin American 
gynecologic and surgical oncologists’ acceptance of these strategies.

The aim of the present study was to determine the acceptance rate 
among Latin American gynecological cancer specialists of treatment 
strategies for women diagnosed with either preinvasive conditions or 
gynecological cancers during the COVID‐19 pandemic.

2  | MATERIALS AND METHODS

Ten gynecologic oncologists, all members of the Asociación 
Colombiana de Ginecólogos Oncólogos (ACGO), a radiation oncolo‐
gist, and a medical oncologist participated in a videoconference meet‐
ing on March 25, 2020. The study group defined, by majority, clinical 
scenarios for gynecological cancer management during the COVID‐19 
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pandemic, based on expertise, society recommendations, and clinical 
studies.6–10 Differences of opinion were resolved by discussion.

A questionnaire that included demographic characteristics and 
specific considerations was developed in Spanish (Appendix S1). The 
survey was subdivided into five topics: consultation care, preinvasive 
cervical pathology, and cervical, ovarian, and endometrial cancer. For 
each item, published information on alternative management was 
included as a statement before each question. In total, 22 questions 
were considered with dichotomic answers (agree/disagree). The ques‐
tions were designed with a mandatory answer, and the respondent 
had to answer the entire form so that the system included it in the 
analysis database. Google Forms (Google LLC, Mountain View, CA, 
USA) was used to create the instrument.

Inclusion criteria were respondents currently providing treatment 
for preinvasive cervical conditions and gynecological cancer as either a 
gynecologic oncologist or surgical oncologist in Latin America. Trainees 
(residents, fellows) were excluded. A convenience sampling method 
was adopted and a pilot test was carried out within the study group 
to test the platform and instrument. Initially the survey was distributed 
electronically to the 90 active members of ACGO on April 9, 2020. A 
message indicating the objectives of the study, data protection, and con‐
fidentiality was included. Reminders were sent to increase the response 
rate every 24 hours. The questionnaire closed on April 12, 2020.

Subsequently, through a meeting of the International Gynecologic 
Cancer Society (IGCS)—project ECHO (Extension for Community 
Healthcare Outcomes) on April 13, 2020, specialists from another 13 
Latin American countries were invited via videoconference to partici‐
pate in distribution of the survey. Each representative created a data‐
base with the emails of the specialists in their respective countries to 
avoid duplicates. This information was obtained either through onco‐
logical societies or by their local specialist groups. In Brazil, one of the 
researchers (RR) translated the survey into Portuguese (Appendix S2), 
and a pilot test with five specialists was carried out to trial the trans‐
lated document. Initial email contact was made by each researcher on 
April 14, 2020. If the participants agreed to take part, the question‐
naire link was sent. Reminders were sent every 24 hours. The question‐
naire was available until April 17, 2020.

Only one questionnaire was allowed per participant. Duplicate 
email questionnaires identified on the platform were removed. The 
responses were exported to Excel (Microsoft Corp, Redmond, WA, 
USA). An investigator (JR) had access to the results. A descriptive anal‐
ysis of the information was carried out expressing the qualitative vari‐
ables in absolute and percentage frequencies. Response rates were 
measured by number of respondents. Statistical analysis was per‐
formed using SPSS version 21.0 (IBM, Armonk, NY, USA).

The study was approved by the academic committee of ACGO.

3  | RESULTS

A total of 1052 invitations to participate were sent, with 610 ques‐
tionnaires answered for an overall response rate of 58.0%. In five 
countries, the response rate was 100.0%, in six it was between 60.0% 

and 99.0%, and in three it was less than 60.0%. The country with the 
lowest response rate was Brazil with 132 questionnaires answered 
(28.7%) (Table 1). The country with the highest number of respond‐
ents was Mexico (n=155), making up 25.4% of the total respondents 
(Fig. 1). Most respondents were men (n=450, 73.8%) and 361 (59.2%) 
respondents were under 45 years of age (Fig. 2). When analyzing each 
question, there was a similar agreement percentage between coun‐
tries; however, in seven questions a difference of over 30% in agree‐
ment was evident (Table 2).

3.1 | Outpatient care

In total, 93.4% of respondents agreed with a first time in‐person eval‐
uation for women with a histologically confirmed neoplasia or those 
with an adnexal mass suggestive of cancer. Over half of respondents 
(56.4%) considered that review of surgical pathology reports and fur‐
ther treatment decisions could be done by teleconference.

Almost all (94.6%) respondents agreed with teleconsultation 
(including email or phone calls) for follow‐up after cancer treatment. 
Symptoms of suspected recurrent disease can be queried and, if pres‐
ent, an in‐person evaluation would be necessary for physical examina‐
tion and tests requested to help confirm recurrence. If no symptoms 
are present, 95.9% considered scheduling the next visit in 3 months.

Concerning teleconsultation, 93.6% considered that it should 
be done by the gynecologist oncologist. Twenty‐nine respondents 
(4.8%) suggested that other professionals including nurses, general 
practitioners, family doctors, gynecology residents, gynecologists, or 
oncologic gynecologist fellows could conduct teleconsultation. For 
in‐person consults, 94.6% of the respondents suggested performing a 
telemedicine “triage” to rule out COVID‐19 infection prior to the visit, 
according to current epidemiological criteria in their countries.

T A B L E  1   Survey response rate by country.

Country Surveys sent Answers
Response 
rate, %

Guatemala 11 11 100.0

Panamá 12 12 100.0

Perú 31 31 100.0

Uruguay 12 12 100.0

Venezuela 24 24 100.0

Costa Rica 18 17 94.4

Colombia 90 81 90.0

Mexico 184 155 84.2

Bolivia 20 16 80.0

Ecuador 10 7 70.0

Argentina 98 64 65.3

Chile 70 41 58.6

El Salvador 12 7 58.3

Brazil 460 132 28.7

Total 1052 610 58.0
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F I G U R E  1   Percentage of total respondents (n=610) by country.
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3.2 | Preinvasive cervical pathology

For patients with cytology reporting a low‐grade lesion, 95.7% 
of respondents considered that colposcopic evaluation could be 
deferred for at least 6 months. For a cytologically suspected high‐
grade epithelial lesion, 73.0% agreed to defer for 3 months. In the 
case of a biopsy with high‐grade cervical intraepithelial neoplasia 
(CIN II‐III), or adenocarcinoma in situ, without suspected infiltra‐
tion, 64.4% of respondents agreed with delaying the excision for 
3 months. If microinvasion is suspected, 82.6% considered it appro‐
priate to delay excision for a maximum of 1 month. For discord‐
ance between the cytology/colposcopy/biopsy result or a positive 
endocervical curettage for CIN II–III, 69.2% of respondents agreed 
to delay conization for 3 months.

3.3 | Cervical cancer

When respondents were asked if they would offer primary treat‐
ment with concurrent chemoradiation to postmenopausal patients 
(>50 years) with Stage IB1 cervical cancer (any macroscopic lesion 
or postconization positive margins) rather than offering surgi‐
cal management, 58.9% disagreed. A total of 79.5% supported to 
defer definitive treatment by a minimum of 3 months for patients 
with cervical cancer with postconization negative margins or 
microscopic disease on biopsy (Stages IA1 and IA2), without lymph 
node involvement. Furthermore, the majority (93.9%) of respond‐
ents considered that it was not necessary to perform laparoscopic 
surgical staging in patients with locally advanced cancer before 
treatment with chemoradiotherapy. Finally, for central recur‐
rences, most (74.9%) agreed with referring patients to chemother‐
apy treatment instead of exenterative procedures.

3.4 | Ovarian cancer

The majority (95.6%) of respondents favored neoadjuvant chemo‐
therapy (NACT) with 3–4 cycles of carboplatin–paclitaxel, followed 
by interval surgery according to response, in advanced stage epithe‐
lial ovarian cancer confirmed by pathology, obtained from cytology or 
percutaneous biopsy (rather than laparoscopic triage). In patients with 
platinum‐sensitive recurrence of more than one site, platinum‐based 
chemotherapy was preferred over secondary cytoreduction (90.3%). 
Regarding pelvic masses, 86.7% agreed that subspecialists should 
select patients and offer surgery with frozen section biopsy (when 
available) to those with a significant risk of malignancy according to 
images and tumor markers.

3.5 | Endometrial cancer

Concerning early stage endometrial cancer, most respondents (85.4%) 
agreed on exclusive initial management with total hysterectomy and 
bilateral salpingo‐oophorectomy, with or without sentinel lymph node, 
and to define adjuvant treatment with uterine histopathological features. 
Moreover, for low‐risk early endometrial cancer (FIGO Stage I without 
myometrial invasion on magnetic resonance imaging), 69.8% believed it 
suitable to offer temporary hormonal management with the levonorg‐
estrel intrauterine device (LIUD) or oral hormone therapy. In postsurgical 
grade 1 and 2 advanced Stage III endometrial cancer, 68.7% agreed that 
adjuvant radiotherapy could be administered before adjuvant chemo‐
therapy. Finally, 89.8% of respondents considered it appropriate to offer 
hormonal management for endometrioid FIGO grade 1 and 2 relapse 
without acute symptoms, while medical treatment with chemotherapy 
or radiotherapy could be started after pandemic control.

4  | DISCUSSION

The COVID‐19 pandemic has spread rapidly, with a consequent 
change in oncological care. To our knowledge, this is the first survey 
among specialists in Latin America to report acceptance rates for 
practice change in different clinical scenarios for gynecological can‐
cers during the COVID‐19 pandemic.

Several scientific societies have given recommendations con‐
cerning treatment for patients diagnosed with or being followed‐up 
for gynecologic oncologic malignancies during the COVID‐19 pan‐
demic.6,10,30 In these publications, authors addressed similar topics 
that we also considered when designing our survey.

There was a noticeable agreement among clinicians to conduct 
follow‐up visits by teleconsultation methods, according to symptoms 
reported by patients, and if there is a suspicion of relapse, an in‐per‐
son appointment should be scheduled in order to perform a proper 
physical exam. Routine diagnostic imaging studies have a poor per‐
formance in absence of symptoms.12 Postoperative pathology review 
appointments can be made either by teleconsultation or in person at 
the specialists’ preference.

F I G U R E  2   Age distribution of the respondents (n=610).
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T A B L E  2   Agreement percentage by country according to survey question.

Question

Agreement (%)

MX BR CO AR CL PE VE CR BO PA UY GT EC SV Overall

1. Do you consider that 
patients with a high suspicion 
of gynecological neoplasia 
(adnexal mass) or with con‐
firmed histological diagnosis 
of gynecological cancer should 
be evaluated in person for the 
first time?11

92.9 97.7 93.8 89.1 92.7 90.3 100.0 82.4 81.3 100.0 91.7 100.0 85.7 100.0 93.4

2. Do you consider that review 
of pathology reports after 
surgery for gynecological 
cancer should be evaluated in 
person?11

36.1 81.1 46.9 28.1 24.4 22.6 25.0 17.6 18.8 50.0 41.7 45.5 14.3 14.3 43.6

3. Do you think that patients 
diagnosed with gynecological 
neoplasia should be contacted 
by teleconsultation for post‐
treatment follow‐up, queried 
about symptoms that may 
lead to suspicion of recurrent 
disease and, if present, direct 
them to physical examination 
and paraclinical tests to rule 
out tumor relapse?12

96.8 90.2 98.8 93.8 95.1 90.3 95.8 94.1 93.8 100.0 100.0 90.9 85.7 100.0 94.6

4. Do you think that patients 
diagnosed with gynecological 
neoplasia should be contacted 
by teleconsultation for post‐
treatment follow‐up, queried 
about symptoms that may 
lead to suspicion of recurrent 
disease and, in the event of no 
symptoms, schedule the next 
visit in 3 mo, after the pan‐
demic is controlled, to continue 
institutional monitoring?12

96.8 91.7 97.5 93.8 100.0 96.8 95.8 94.1 100.0 100.0 100.0 100.0 100.0 100.0 95.9

5. Do you think that telecon‐
sultation should be carried 
out by the gynecologist‐
oncologist who treats at the 
institutions?11,12

96.1 90.9 97.5 96.9 82.9 93.5 100.0 76.5 81.3 100.0 100.0 100.0 100.0 85.7 93.6

6. If you consider that the 
patient should be evaluated 
in person, do you suggest that 
a triage should be done by 
teleconsultation to screen for a 
suspected case of COVID‐19, 
according to current epidemio‐
logical criteria?11

96.1 89.4 96.3 95.3 97.6 96.8 87.5 100.0 100.0 100.0 83.3 100.0 100.0 100.0 94.6

7. Do you agree that patients 
presenting with cervicovaginal 
cytology who report a low‐
grade lesion with or without 
an HPV‐DNA (+) test could be 
deferred for colposcopic evalu‐
ation for at least 6 mo?13

96.8 90.2 100.0 98.4 100.0 93.5 100.0 88.2 100.0 91.7 100.0 90.9 85.7 100.0 95.7

(Continues)
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Question

Agreement (%)

MX BR CO AR CL PE VE CR BO PA UY GT EC SV Overall

8. Do you agree that patients 
presenting with cervicovaginal 
cytology reporting a high‐
grade epithelial lesion with or 
without an HPV‐DNA (+) test 
could be deferred for colpo‐
scopic evaluation for 3 mo?13

71.0 65.9 86.4 73.4 75.6 74.2 70.8 58.8 75.0 83.3 66.7 90.9 85.7 57.1 73.0

9. Do you agree that for 
patients who present a biopsy 
with CIN II‐III, or adeno‐
carcinoma in situ, without 
suspected infiltration, excision 
management could be delayed 
for 3 mo?13

64.5 46.2 81.5 71.9 78.0 64.5 66.7 47.1 56.3 75.0 58.3 90.9 71.4 57.1 64.4

10. Do you agree that for 
patients who present a biopsy 
with a high‐grade lesion and 
suspected microinvasion on 
colposcopy, excision manage‐
ment could be delayed for a 
maximum of 1 mo?13

80.0 80.3 84.0 84.4 87.8 74.2 79.2 82.4 93.8 100.0 83.3 90.9 85.7 100.0 82.6

11. Do you agree that for 
patients who present a lack of 
correlation between cytology/
colposcopy/biopsy result or 
a positive endocervical curet‐
tage, excision management 
could be delayed for 3 mo?13

73.5 46.2 88.9 71.9 80.5 61.3 66.7 76.5 75.0 83.3 58.3 90.9 57.1 71.4 69.2

12. Do you agree to offer 
primary treatment with radio‐
therapy (+concomitant chemo‐
therapy) to a postmenopausal 
patient (>50 y) with early stage 
cervical cancer, with a visible 
lesion or with postconization 
positive margins, who would 
normally be a candidate for 
surgical management?14

38.1 31.1 54.3 37.5 43.9 48.4 29.2 35.3 75.0 75.0 25.0 45.5 28.6 85.7 41.1

13. Do you agree to defer mini‐
mum definitive treatment by 
3 mo for a patient with cervical 
cancer with postconization 
negative margins, or with a 
biopsy diagnosis without a 
visible cervical disease, with no 
desire to preserve fertility, with 
no suspicion of lymph node 
involvement by imaging?15,16

85.2 67.4 85.2 84.4 63.4 80.6 62.5 82.4 100.0 91.7 75.0 100.0 100.0 100.0 79.5

14. Do you agree that it is 
not necessary to perform 
laparoscopic surgical stag‐
ing in patients with locally 
advanced cervical cancer 
before treatment with 
chemoradiotherapy?17

92.3 90.9 97.5 96.9 90.2 87.1 95.8 100.0 100.0 100.0 100.0 100.0 100.0 100.0 93.9

T A B L E  2   (Continued)

(Continues)
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Question

Agreement (%)

MX BR CO AR CL PE VE CR BO PA UY GT EC SV Overall

15. Do you agree not to sched‐
ule surgery for patients with 
central recurrence of cervical 
cancer with more than a 6‐mo 
disease‐free period (candidates 
for exenteration) and instead 
refer them to clinical oncology 
for chemotherapy treatment?18

78.7 50.8 80.2 84.4 82.9 83.9 70.8 82.4 81.3 100.0 75.0 90.9 100.0 1000 74.9

16. Do you agree that for 
patients with apparent 
advanced ovarian epithelial 
cancer who have ascites and 
carcinomatosis, CA 125 eleva‐
tion, with pathology demon‐
strated by cytology or by 
cutting needle biopsy (if pos‐
sible, not laparoscopic Fagotti 
triage), it is preferable to use 
neoadjuvant chemotherapy 
with carboplatin–paclitaxel for 
3–4 cycles, and then interval 
surgery, according to clinical 
and imaging evolution?19

98.7 94.7 95.1 92.2 97.6 90.3 95.8 94.1 93.8 91.7 100.0 90.9 100.0 100.0 95.6

17. Do you agree that in plati‐
num‐sensitive patients with 
current recurrence of more 
than one site, platinum‐based 
chemotherapy (with or without 
bevacizumab) is recom‐
mended, rather than secondary 
cytoreduction?20

89.7 83.3 96.3 96.9 97.6 80.6 83.3 100.0 87.5 100.0 83.3 100.0 100.0 85.7 90.3

18. Do you agree that patients 
with pelvic masses and sus‐
pected ovarian cancer should 
be selected by gynecologic 
oncologists? Those with a 
significant risk of malignancy, 
based on clinical criteria, 
images and available mark‐
ers, will undergo surgery 
with frozen section biopsy 
(according to the availability 
of this service). Others will be 
managed by gynecologists and 
obstetricians21,22

91.0 75.8 93.8 79.7 87.8 93.5 91.7 100.0 75.0 100.0 83.3 100.0 85.7 85.7 86.7

19. Do you agree that all 
patients with presumed 
early stage endometrial 
cancer receive exclusive 
initial management with total 
hysterectomy and bilateral 
salpingo‐oophorectomy with 
or without sentinel lymph node 
(according to availability) and 
define adjuvant treatment 
with uterine histopathological 
features?23,24

82.6 87.9 90.1 84.4 82.9 77.4 83.3 94.1 81.3 91.7 91.7 81.8 85.7 85.7 85.4

T A B L E  2   (Continued)

(Continues)
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Although the American Society for Colposcopy and Cervical 
Pathology (ASCCP) recently suggested to delay colposcopy or coniza‐
tion,13 we observed distinct opinions for some questions. This could 
reflect not only the differences in the availability of cervical pathology 
units between countries, but also the idea that much of the population 
in Latin America has difficulties in accessing medical care in time. This 
means further delaying intervention, thus missing an opportunity for 
cervical cancer diagnosis and treatment.

Of all 22 questions, only one showed major disagreement (58.9%) 
(question 12, Table 2). Although radiotherapy is an alternative treat‐
ment for inoperable patients with early stage cervical cancer,14 dis‐
agreement in changing primary surgery was perhaps due to greater 
knowledge of radiation’s adverse effects and also because the number 
of visits needed for completion of treatment implies greater exposure 
to COVID‐19 infection. In contrast, other societies suggested NACT 
as an option,3,9,10 but as it was not a standard nor widely disseminated 
strategy, it was not considered in this survey.

Despite a greater agreement on every other question for cervical 
cancer, a non‐negligible difference between countries was noted for 
one question (question 15, Table 2). Exenterations require prolonged 

intensive care unit and hospital stay,31 which may explain why for 
recurrent cervical cancer most respondents considered opting for che‐
motherapy, as some societies do.9 However, half of the respondents in 
one country and nearly 25% of the whole cohort considered that sur‐
gery should be done, likely reflecting the urge to offer a salvage treat‐
ment that has shown 5‐year survival rates of over 40%.31 This should 
be balanced by the high risk of severe or fatal COVID‐19 infection in 
this context and the potential resource expenditure.

For advanced ovarian cancer, administering NACT to patients with 
confirmed histologically advanced epithelial ovarian cancer was widely 
accepted. This has been recommended by others,6–10,30 based on at 
least three prospective clinical trials that have shown similar onco‐
logical outcomes compared with upfront cytoreductive surgery in 
noninferiority analysis.19,32

In endometrial cancer, temporary hormonal management for 
patients with grade 1 and 2 endometrioid neoplasms without sus‐
pected myometrial invasion is an option.25,26 In our survey, it is worth 
mentioning that 30.2% disagreed with this recommendation. Reasons 
might include that straightforward surgical management is still pre‐
ferred by some clinicians, that LIUD availability is still limited in some 

Question

Agreement (%)

MX BR CO AR CL PE VE CR BO PA UY GT EC SV Overall

20. Do you agree to defer 
hysterectomy + adnexectomy 
in patients with endometrial 
cancer FIGO Stage I without 
myometrial invasion on MRI, 
offering them temporary 
hormonal management with 
levonorgestrel IUDs (when the 
resource is available) or oral 
hormone therapy?25,26

76.8 58.3 65.4 81.3 78.0 71.0 50.0 70.6 75.0 91.7 41.7 81.8 71.4 71.4 69.8

21. Do you agree that patients 
with advanced stage endo‐
metrial cancer (Stage III) 
undergoing surgical manage‐
ment are provided sequential 
adjuvant therapy initially with 
radiotherapy and later with 
chemotherapy, but chemo‐
therapy differs for grade 1 and 
2 during the pandemic?23,27,28

76.8 53.0 74.1 67.2 68.3 74.2 83.3 58.8 87.5 58.3 41.7 90.9 71.4 71.4 68.7

22. Would you consider it 
appropriate to offer hormo‐
nal management in palliative 
patients with endometrioid 
FIGO grade 1 and 2 relapse 
without acute symptoms, while 
medical treatment with chemo‐
therapy or radiotherapy (as 
appropriate) could be started 
after pandemic control?29

94.8 73.5 97.5 92.2 95.1 90.3 95.8 82.4 93.8 100.0 83.3 100.0 100.0 100.0 89.8

Abbreviations: AR, Argentina, CL, Chile; BO, Bolivia; BR, Brazil; CO, Colombia; CR, Costa Rica; EC, Ecuador; GT, Guatemala; MX, Mexico; PA, Panamá; PE, 
Perú; SV, El Salvador; UY, Uruguay; VE, Venezuela.

T A B L E  2   (Continued)



     |  377RodRiguez eT AL.

locations, and that there could be some concern regarding the use 
of a potential thrombogenic therapy that could worsen outcomes in 
patients who develop COVID‐19.

Adjuvant chemotherapy–radiotherapy for Stage III endometrial 
cancer is favored.27,28 Nevertheless, postponing chemotherapy 
for grade 1 and 2 endometrioid cancers during the pandemic was 
proposed; not so in grade 3 or other high‐risk histologies where 
chemotherapy has shown a greater impact on disease‐specific 
survival.33 However, respondents from some countries disagreed, 
probably due to concerns over occult disseminated micromet‐
astatic disease and that many Latin American regions still have 
limited access to radiotherapy. Depending on the country, a case‐
by‐case decision including clinical oncologists and radiotherapists 
is recommended.

Various aspects should be viewed with caution. Although Latin 
American gynecological cancer specialists have accepted alterna‐
tive management strategies for their patients during the COVID‐19 
pandemic, these can be changed according to the time frame of the 
pandemic in each hospital, region, or country. Respondents from 14 
countries with different disease burdens participated in this survey,1 
each with their own health infrastructure, and hence with different 
adaptation strategies according to individual needs and resources. 
These results cannot be considered clinical practice guidance because 
they are based on opinions and the methodology is not robust enough 
to provide high‐level scientific evidence. There is no consensus on 
care for COVID‐positive patients. Finally, the oncological impact of 
delaying treatments or providing alternative management in the con‐
text of the pandemic is unknown.

The main strength of the present study is that it gathers the 
opinions of 610 surgical and gynecologic oncologists from 14 
countries currently involved in gynecological cancer care in Latin 
America. The dissemination of the survey was coordinated by 
regional experts linked to scientific societies and local groups, with 
access to complete databases that allowed invitation of a high 
number of specialists.

We identified several limitations of this study. Although the 58.0% 
response rate is acceptable, a significant number of specialists did not 
participate. The survey included limited clinical scenarios selected by 
the authors in a nonsystematic manner, therefore other alternative 
options concerning gynecologic cancers may not have been consid‐
ered, just as the use of minimally invasive surgery was not contem‐
plated. The questionnaire was not validated, which could generate 
misinterpretation of the questions by the respondents. Finally, the 
type of questions (closed‐ended) can bias the answers and limit the 
opinions of the participants.

In conclusion, this survey from Latin America brings together the 
views of a large cohort of gynecologic and surgical oncologists on 
how to manage gynecologic cancer during the unique and challenging 
global health situation caused by the COVID‐19 pandemic. Despite 
some differences, there were similar acceptance rates for change in 
practice. It is recommended that, as in common practice, all treat‐
ment decisions must be thoroughly discussed with the patient and in 
multidisciplinary boards.
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